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What Is Bipolar Disorder?
Bipolar disorder is a serious recurrent and sometimes long-term psy-

chiatric disease, characterized by mood dysregulation and correspond-
ing impulsivity, risk-taking behavior (eg, alcohol abuse, sexual
indiscretion, excessive spending), and interpersonal difficulties.1

Individuals with bipolar disorder are at increased risk for death from sui-
cide, physical illness (eg, cardiovascular disease), homicide, and acci-
dents.1 Recent data suggest that, of prevalent neuropsychiatric
disorders, bipolar disorder ranks second only to depression in the loss of
healthy life-years because of premature death or disability.2

Research on bipolar disorder has mainly focused on bipolar I disor-
der. A diagnosis of bipolar I requires at least 1 episode of mania, defined
by the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition-Text Revision (DSM-IV-TR) as a week or longer period of abnor-
mally elevated or irritable mood with associated symptoms, such as
decreased need for sleep, more talkative than usual, racing thoughts,
and excessive involvement in high-risk activities.3 A manic episode
causes a marked impairment in social or occupational functioning and
often requires hospitalization. 

Bipolar II disorder requires a history of at least 1 major depressive
episode, at least 1 hypomanic episode, and no history of mania.3

Hypomania is characterized by a distinct period of persistently eleva-
ted, expansive, or irritable mood, lasting at least 4 days, which is clear-
ly different from the patient’s usual nondepressed mood.3 However,
many clinicians believe that the “4-day rule” specified on the DSM-IV-
TR criteria for hypomania is too restrictive because it does not capture
those patients with bipolar II disorder who have hypomanic periods
lasting 1 to 3 days.4

Typical features of hypomania include inflated self-esteem/
grandiosity; decreased need for sleep; increased talkativeness; “flight of
ideas” or racing thoughts; distractibility; increased psychomotor activ-
ity; and increased impulsivity, such as buying sprees or inappropriate
sexual activity. In contrast to mania, hypomania usually does not result
in severe social or vocational impairment, or in hospitalization.
Clearly, these outcomes may vary, depending on the patient and his
or her clinicians. Furthermore, in contrast to mania, psychotic fea-
tures are not present in hypomania, although there can be psychotic
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Abstract
Bipolar disorder is a recurrent and some-
times chronic illness involving episodes 
of depression and mania or hypomania.
The most frequent presentation is 
depression: more than 1 of 5 primary care
patients with depression have bipolar 
disorder. The symptoms of bipolar depres-
sion often differ from those of unipolar
depression. Age of onset for bipolar 
disorder is usually the late teens; slightly
older for bipolar II subtype. Nearly all
patients with bipolar disorder suffer from
a comorbid psychiatric disorder, most 
frequently an anxiety disorder. Although
the most dramatic presentation of bipolar
disorder is the acutely manic patient who
presents to the emergency department,
this presentation is much less frequently
encountered in physicians’ offices, both
primary care and psychiatric. Bipolarity 
is often missed in these situations. About
half of bipolar patients have consulted 3
or more professionals before receiving a
correct diagnosis, and the average time 
to first treatment is 10 years. It is impera-
tive that clinicians carefully assess
patients for bipolar disorder, especially
those presenting with depression. In 
addition to patient and family history,
administration of a screening instrument
can be very helpful. The most widely 
used screening tool is the Mood Disorder
Questionnaire. This screening tool will be
discussed in this article regarding its use
in outpatient clinics and the community.
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features during depression. It is important to point
out that hypomania may not be euphoric. Often it
presents with irritability.

Patients with bipolar II disorder generally pre-
sent with major depressive symptoms, including a
sad or empty feeling, hopelessness, apathy, undue
worry, or irritability. Suicidal ideation or plans may
also be present. The hypomania of bipolar II disor-
der may first manifest itself after antidepressant
treatment. However, hypomania is not diagnosed
when the patient’s symptoms are the direct physio-
logic effects of a general medical condition (eg,
hyperthyroidism) or a drug (eg, amphetamine or
cocaine abuse).3

Cyclothymic disorder is characterized by at least
2 years of numerous periods of hypomanic symp-
toms and numerous periods of depressive symptoms
that do not meet criteria for a major depressive
episode.3 Table 1 summarizes the essential features
of these bipolar subtypes.

The symptoms of bipolar depression often differ
from those of unipolar depression. Bipolar depres-
sion often involves increased sleep, hyperphagia,
weight gain, and psychomotor slowing. A history
of psychotic features while depressed may also
be more common in bipolar (vs unipolar) major
depression.4,5

The most recent data on bipolar disorder yield a
lifetime community prevalence of 1.0% for bipolar
I disorder, 1.1% for bipolar II disorder, and 2.4% for
subthreshold bipolar disorder, totaling 4.4% for this
spectrum of bipolar disorder.6 Age of onset is usual-
ly the late teens for bipolar I and slightly older for
bipolar II. Nearly all patients with bipolar disorder
suffer from another psychiatric disorder. The most
frequent comorbid disorders are anxiety disorders,
seen in nearly three quarters of patients with bipo-
lar disorder. Next are impulse control disorders, and
finally substance use disorders, including about 4 of
10 patients with bipolar disorder.6

Identification of Bipolar Disorder in 
Clinical Populations

Perhaps the most dramatic presentation of bipo-
lar disorder is the acutely manic patient who may
have delusions of being able to fly, is bursting with
energy, is aggressive, and whose behavior is wildly
inappropriate. Manic episodes are frequently med-
ical emergencies and such patients are often

brought to the emergency department by the police
or by ambulance and subsequently hospitalized.
This presentation, however, is much less frequent
than those seen in physicians’ offices, both primary
care and psychiatric. Unfortunately, bipolarity is
often missed in these situations, because manic or
hypomanic symptoms may be more subtle or not
appreciated as such in a patient’s recollection of
past history. 

Importance of Correct Diagnosis
This lack of recognition of and attention to

bipolar disorder leads to substantial delay in
patients’ receiving an accurate diagnosis. In a survey
of its members completed in the early 1990s, the
National Depressive and Manic-Depressive Associ-
ation (DMDA), a patient self-help and advocacy
group, found that nearly one quarter of patients
consulted a professional within 6 months of symp-
tom onset.7 However, 48% consulted 3 or more pro-
fessionals before receiving a correct diagnosis, and
10% consulted 7 or more professionals. Thirty-four
percent waited 10 years or more for their first diag-
nosis of bipolar disorder.7 In another sample of bi-
polar patients entering the Stanley Foundation
Bipolar Treatment Outcome Network, the average
length of time for first treatment of bipolar disorder
was 10 years.8 In a repeat of the national DMDA

n Table 1. Essential Features of Bipolar Disorders

Bipolar I Bipolar II
Diagnostic Features Disorder Disorder Cyclothymia

Mania/hypomania At least At least 1 2 years of
1 manic hypomanic numerous periods
or mixed episode; of hypomanic
episode no history symptoms that

of manic do not meet full 
or mixed criteria for manic, 
episodes hypomanic, or

mixed episodes

Major depressive Optional Necessary 2 years of
episode numerous periods 

of depressive 
symptoms that 
do not meet full 
criteria for a major 
depressive episode

Source: Reference 3.
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survey about a decade later, the results were very
similar: 35% of DMDA members reported waiting
10 years or more for their first accurate diagnosis of
bipolar disorder.9

This delay in diagnosis often has substantial
adverse results. Patients do not get the appropriate
treatment to alleviate their symptoms. They may
even get treatments that exacerbate their symp-
toms, such as antidepressants that precipitate mania
and produce rapid cycling. Mistreatment of bipolar
disorder as unipolar depression can trigger manic
episodes or otherwise destabilize the illness. In a
study of patients with bipolar disorder who previ-
ously had been mistreated for unipolar depression,
55% developed mania or hypomania, and 23%
developed new or accelerated rapid cycling.10

The presentation for bipolar disorder in physi-
cians’ offices varies greatly (Table 2). The patient
may complain of insomnia, irritability, low energy,
difficulty focusing, and difficulty with relation-
ships. A very common presentation involves prob-
lems controlling drinking or drug abuse. The most
frequent presentation is depression. In primary
care settings, more than 1 of 5 patients with
depression in fact have bipolar disorder. For exam-
ple, in a recent study of patients being treated with
antidepressants in a family medicine clinic in
Galveston, 21% screened positive for bipolar dis-
order.11 Two thirds of these patients had been
undiagnosed for bipolar disorder. In a study of 108
consecutive outpatients diagnosed with depression

and anxiety in a private family practice setting,
26% had bipolar disorder, most of whom had bipo-
lar II disorder.12 In a study of depressed patients in
an urban general medicine clinic serving a low-
income population, more than 23% of patients
with current major depression screened positive
for bipolar disorder.13

Rates of bipolar disorder in depressed patients
seen by psychiatrists are even higher. In a sample of
203 patients with major depression in a private
practice setting in Italy, 49% had bipolar disorder,
most of whom were bipolar II.14 In a sample of
patients with major depressive episodes in France,
28% had bipolar disorder.15 A careful reappraisal
with a research interview found even higher rates in
this same sample.

These data strongly support the high frequency
of bipolar disorder in patients with depression, pre-
dominantly the bipolar II subtype. Unfortunately,
most of these patients do not receive an accu-
rate and correct diagnosis of bipolar disorder.
This can lead to inappropriate treatment, which
may well make the illness worse. Therefore, it is
imperative that clinicians carefully assess patients
for bipolar disorder, especially those presenting
with depression.

How to Identify Patients With 
Bipolar Disorder

Patients with bipolar disorder, especially those
who are currently depressed, present to mental
health professionals and to primary care providers
with a variety of clinical pictures. Therefore, diag-
nosis of the illness may easily be missed. Recogni-
tion may be improved substantially by looking for
bipolar disorder and by asking a few well-directed
questions. 

In patients with depression, it is very important
for the clinician to ask whether there has been a
history of mania or hypomania (Table 3). It is also
useful to ask patients whether they have had mood
swings or episodes of being “high” that are charac-
terized by increased energy, decreased need for
sleep, and altered mood.

It is informative to ask about family history of
bipolar disorder. Although patients may not know if
a relative had bipolar disorder, they may have heard
the phrase “manic depressive illness” or knew a
relative who had been admitted to a psychiatric

n Table 2. How Bipolar Patients Present to
Healthcare Providers

• Depressed

• Anxious

• Mood swings

• Insomnia

• Irritability

• Low energy/fatigue

• Drinking too much

• Abusing drugs

• In trouble with the law

• Relationship problems

• Impulse control problems

• Unable to focus
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hospital. A history of suicide or substance abuse is
also suggestive of bipolar illness.

It is helpful to include family members or signif-
icant others in the evaluation process because
patients with bipolar disorder often lack insight,
especially memory of “high” periods. Reports from
such collateral sources can be invaluable. 

Finally, administration of a screening instrument
can be very helpful in identifying patients likely to
have bipolar disorder. The most widely used screen-
ing instrument for bipolar disorder is the Mood
Disorder Questionnaire (MDQ).16

The Mood Disorder Questionnaire
The MDQ is a self-report, single-page, paper-

and-pencil inventory that can be quickly and easily
scored by a physician, nurse, or any trained medical
staff assistant. The MDQ screens for a lifetime his-
tory of a manic or hypomanic syndrome by asking
13 yes-or-no items derived from the DSM-IV crite-
ria and from clinical experience (Table 4).16 An
additional question asks whether several of any
reported manic or hypomanic symptoms or behav-
iors were experienced concurrently. Finally, the
level of functional impairment resulting from these
symptoms is also assessed.

A positive screen for bipolar disorder includes
answering at least 7 of the yes-or-no questions posi-
tively, scoring “moderate” or “serious” for impair-
ment, and “yes” for co-occurrence of symptoms.
The MDQ has been used in several studies and has
proved to be an excellent tool in identifying
patients likely to have bipolar disorder.11,17-23

The MDQ in the Clinic
The MDQ was validated in a study conducted at

5 outpatient psychiatric clinics with specialties in
mood disorders.16 After providing informed consent,
patients filled out the MDQ. A random subsample
of these patients received a research diagnostic
interview (Structured Clinical Interview for DSM-
IV [SCID]) by telephone within 2 weeks by a
trained interviewer to obtain a diagnosis of bipolar
spectrum disorder (including bipolar I, bipolar II,
and bipolar disorder not otherwise specified). The
interviewer was blind to the clinical diagnosis and
the MDQ results. A group of 198 patients received
the telephone diagnostic interview—63% were
women—the mean age was 44 years. Fifty-five

n Table 3. Assessment for Bipolar Disorder in Patients
Presenting With Depression

• Ask about a history of mania or hypomania

• Ask about a family history of bipolar disorder

• Involve family members or significant others in the 
evaluation process

• Administer a screening instrument for bipolar disorder, 
such as the Mood Disorder Questionnaire

n Table 4. The Mood Disorder Questionnaire

Instructions: Please answer each question as best as you can.
1. Has there ever been a period of time when

you were not your usual self and... YES NO
…you felt so good or so hyper that other p p
people thought you were not your normal self  
or you were so hyper that you got into trouble?

...you were so irritated that you shouted at p p
people or started fights or arguments?

...you felt much more self-confident than usual? p p

...you got much less sleep than usual and p p
found you didn’t really miss it?

...you were much more talkative or spoke p p
much faster than usual?

...thoughts raced through your head or you p p
couldn’t slow your mind down?

...you were so easily distracted by things p p
around you that you had trouble concentrating
or staying on track?

...you had much more energy than usual? p p

...you were much more active and did many p p
more things than usual?

...you were much more social or outgoing than p p
usual (for example, you telephoned friends in
the middle of the night)?

...you were much more interested in sex p p
than usual?

...you did things that were unusual for you or p p
that other people might have thought were 
excessive, foolish, or risky?

...spending money got you or your family p p
into trouble?

2. If you checked YES to more than 1 of the above, p p
have several of these ever happened during the 
same period of time?

3. How much of a problem did any of these cause 
you—like being unable to work; having family,
money, or legal troubles; or getting into 
arguments or fights?

Please circle 1 response only.
No Minor Moderate Serious

problem problem problem problem

Source: Adapted with permission from Reference 16.
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percent of the patients received an SCID diagnosis
of bipolar disorder.16

A cutoff point of 7 or more was selected for a
positive screen, which provided good sensitivity
(73%) and very good specificity (90%). By using
this threshold, 7 of 10 people with bipolar spectrum
disorder would be correctly identified by the MDQ,
and 9 of 10 people who do not have bipolar disor-
der would be accurately screened out.16

The MDQ in the Community
The MDQ was tested as a screen for bipolar dis-

order in the general community and sent to 100 000
demographically representative US households.23 A
supplemental mailing was sent to 27 800 individu-
als who were selected to improve the representative
nature of the combined samples for matching
adults aged 18 years or older. Almost 72% (71 836)
of the questionnaires were returned within 6 weeks,
and 64.7% (17 973) of the individual-based ques-
tionnaires were returned within 5 weeks. The final
data set analyzed included 85 358 (66.8%) usable

returns. The prevalence of bipolar disorder as meas-
ured by the MDQ was 3.7%.23

Screening for Bipolar Disorder in Adolescents
A version of the MDQ has recently been devel-

oped to improve identification of bipolar disorder
in adolescents (Table 5).24 The MDQ-Adolescent
Version (MDQ-A) screens for bipolar disorder in
adolescents (ages, 12-17 years).24 The MDQ-A has
the same 13 yes-or-no questions and queries about
psychosocial impairment (eg, school, social, legal
problems) and co-occurrence. The difference is that
it is filled out by the parent, not the adolescent.
Involving a parent has yielded excellent results—a
sensitivity of 72% and a specificity of 81%. The
utility of the instrument dropped sharply when it
was filled out by adolescents themselves, which per-
haps reflects the lack of insight so characteristic of
the illness. 

A positive screening does not signify that the
patient in fact has bipolar disorder. A thorough
examination, assessing general medical condition,

n Table 5. Mood Disorder Questionnaire—Adolescent Version

1. Has there ever been a time for a week or more when your adolescent was not 
his/her usual self and… YES NO

…felt too good or excited? p p

…was so irritable that he/she started fights or arguments with people? p p

…felt he/she could do anything? p p

…needed much less sleep? p p

…couldn’t slow his/her mind down or thoughts raced through his/her head? p p

…was so easily distracted by things? p p

…had much more energy than usual? p p

…was much more active or did more things than usual? p p

…had many boyfriends or girlfriends at the same time? p p

…was more interested in sex than usual? p p

…did many things that were foolish or risky? p p

…spent too much money? p p

…used more alcohol or drugs? p p

2. If you checked YES to more than 1 of the above, have several of these ever p p
happened to your adolescent during the same period of time?

3. How much of a problem did any of these cause your adolescent—such as school 
problems, failing grades, problems with family and friends, legal troubles? 

Please circle 1 response only.

No problem Minor problem Moderate problem Serious problem

Source: Adapted with permission from Reference 24.
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comprehensive psychiatric evaluation, and use of
medications and other substances, is necessary.

Conclusion
Bipolar disorder is very prevalent in the commu-

nity, in primary care clinics, and in psychiatric clin-
ics. Its clinical course is pernicious, and marked
with painful symptoms, disturbed family and social
relations, disrupted work function, and suicide. Yet
it is frequently unrecognized, perhaps because of
the wide variety of clinical presentations.
Unfortunately, lack of recognition results in misdi-
agnosis, which in turn leads to inadequate or absent
treatment. Therefore, steps that can improve recog-
nition and increase accurate diagnosis are useful.
We recommend that evaluation of patients with
mood symptoms in primary care and in psychiatry
include attention to bipolar disorder. This may
involve questions about “high” periods and about
family history, as well as administration of a
screening tool such as the MDQ. This process will
result in appropriate treatment and better clinical
outcomes. 
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