
42 Prim Care Companion J Clin Psychiatry 2007;9(1)

tionality, race, and socioeconomic status.1 While tradition-
ally defined bipolar disorder (bipolar I) has a prevalence
of approximately 1% across all populations, the preva-
lence of bipolar II disorder, involving episodes of less
severe hypomania and major depression, along with bi-
polar spectrum subtypes, brings the estimated prevalence
of all bipolar disorders to over 3% of people in the United
States.1

A 2005 primary care practice–based study2 reported
that the prevalence of positive screening results for life-
time bipolar disorder was 9.8%, and it did not differ sig-
nificantly by age, sex, or race/ethnicity. Of those who
screened positive for bipolar disorder, 72.3% sought pro-
fessional help for their symptoms, but only 8.4% reported
receiving a diagnosis of bipolar disorder. Similarly, among
those who screened positive for bipolar disorder, 68.2%
had a current major depressive episode or an anxiety or
substance use disorder, and only 6.5% reported taking a
mood-stabilizing agent in the past month. In that study,
primary care physicians recorded evidence of current de-
pression in 49.0% of those screening positive for bipolar
disorder, but did not record a bipolar disorder diagnosis
in either administrative billing or the medical record of
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Objective: To characterize the extent and impact of
bipolar I and II disorders and rapid cycling in a man-
aged care population using both coded diagnostic claims
and clinical screening.

Method: The Mood Disorder Questionnaire (MDQ)
was used to identify bipolar disorder among patients
attending the psychiatry service of a large Midwestern
health system. Suicidal ideation screening questions
were also asked, along with a brief set of relevant his-
tory and medication questions. Patients scoring positive
on the MDQ or identified as bipolar-positive according
to DSM-IV criteria by the screening clinician were ad-
ministered the Work and Social Adjustment Scale and
an Employment questionnaire. Descriptive statistics
were used to summarize results. The study was con-
ducted from July 2004 to November 2004.

Results: Seventy (6.4%) of 1087 patients had bipolar
disorder, 59 of whom completed the entire study. For
these patients, the mean time with bipolar disorder was
9.3 (SD 10.2) years. The mean length of the current epi-
sode was 10.4 (SD 14.4) weeks, with 22% of patients
experiencing a mixed episode, 5% manic-predominant,
12% hypomanic-predominant, and 46% a depressive-
predominant episode. Twenty-four percent of patients
with bipolar disorder were rapid cycling at the time of
their visit; for 5 of these patients, rapid cycling was
thought to be related to antidepressant use. Sixty-one
percent of patients with bipolar disorder were taking an
antidepressant; 69.5% were taking a mood stabilizer. Of
these patients with bipolar disorder, 19% were evaluated
as high suicidality risk, while 47% were considered
moderate risk. Bipolar disorder patients reported prob-
lems with employment/employability and social adjust-
ment. About one quarter of these patients ranked prob-
lems with family and relationships as marked or severe.
Fifty percent of these bipolar disorder patients reported
missing at least 1 week of work during the past month;
41% reported fearing the loss of their current job due to
their emotional state; and 20% reported being fired/laid
off during the past 5 years due to their emotional state.

Conclusions: This research documents some of the
clinical features and social and labor-force impact of
bipolar disorder in a managed care population and adds
several dimensions to data published to date. Fully two
thirds of our study subjects with bipolar disorder were
found to be at substantial risk of suicide, and bipolar
disorder patients in this study reported substantial
problems with employment/employability and social
functioning.
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ipolar disorder is one of the world’s 10 most dis-
abling conditions, and it affects people across na-
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any of these patients. Health-related quality of life was
worse among those with bipolar disorder compared with
those who screened negative, as was social and family
impact.2

A recent clinic-based study3 of patients taking an anti-
depressant for depression found that 21.3% screened pos-
itive for bipolar disorder symptoms on the Mood Disorder
Questionnaire (MDQ). Those screening positive for bi-
polar disorder symptoms were younger, more likely to be
white, more likely to be living alone, much less likely to
be married, and less likely to be employed than those who
screened negative. Almost two thirds of patients screen-
ing positive for bipolar disorder had never received that
diagnosis. These findings indicate that bipolar disorder is
underdiagnosed and undertreated in primary care, and
they suggest some of the serious problems and impair-
ments faced by patients with bipolar disorder.3

In addition to the substantial burden of the symptoms
of bipolar disorder itself, a wide range of associated med-
ical problems have been reported in the few studies fo-
cused on medical illness in this population, the most
common being cardiovascular disease, diabetes mellitus,
obesity, and thyroid disease.1 The coexistence of key
medical risk factors related to excessive nicotine use, use
of alcohol and other drugs, and co-occurring anxiety dis-
orders and eating disorders may lead to the early onset
of medical diseases with poor long-term outcomes.1

Economic costs of bipolar disorder are also high: a
2001 study4 estimated the present value of the lifetime
cost of persons with onset of bipolar disorder (in 1998) to
be 24 billion U.S. dollars. In that study, average cost per
case ranged from $11,720 for those with a single manic
episode to $624,785 for those with nonresponsive/chronic
episodes.4

The present study focused on systematically screening
attendees of a psychiatry clinic for bipolar disorder and
documenting the clinical features and impact that bipolar
disorder has on their social and labor-force participation.

METHOD

Study Site
We conducted this study in a large, vertically inte-

grated health system serving the primary and specialty
health care needs of Midwestern residents. This system is

affiliated with a multispecialty salaried physician group
that provides most of the care for health system patients.
The health system owns a large, nonprofit, mixed-model
health maintenance organization (HMO). In order to op-
timize the data available for this study, the population was
limited to HMO members. The institutional review board
reviewed and approved this research. The study was con-
ducted from July 2004 to November 2004.

Assessment Tools
The MDQ5 was utilized as an initial screening tool to

identify bipolar disorder among each patient attending the
health system psychiatry service. Our target was to screen
1000 consecutive clinic attendees. An MDQ screening
score of 7 or more is reported to yield good sensitivity
(0.73) and very good specificity (0.90) in the diagnosis of
bipolar disorder.5 The MDQ was immediately scored by a
mental health professional, and, regardless of score, pa-
tients were immediately evaluated for bipolar disorder us-
ing the DSM-IV bipolar disorder criteria. Those meeting
the criteria were further evaluated for their rapid-cycling
status in addition to any other relevant clinical/mental
health disorders. In addition to the MDQ, suicidal ide-
ation screening questions (developed and implemented
by the health system with a working group using data
culled from key literature sources6,7; please contact author
C.F. for further information) were asked by the psychiat-
ric clinician, and a brief set of relevant history and medi-
cation questions were completed. Patients scoring posi-
tive on the MDQ or found to be bipolar-positive by the
clinician were solicited to provide informed consent. For
those who consented, the Work and Social Adjustment
Scale,8 a 9-point Likert scale from 0 (not at all affected)
to 8 (very severely affected), and Employment question-
naire (13 questions about employment history, nature of
employment, and impact of depressive and/or manic
symptoms on employment history; a copy is available
on request from author P.S.) were administered.

Data Analysis
Statistical analyses were performed using SAS statisti-

cal software (SAS Institute Inc; Cary, N.C.). Descriptive
statistics were used to summarize the results of the MDQ
screening, the clinician diagnosis, and the findings on the
questionnaires.

TAKE-HOME POINTS

◆ Increased screening for bipolar disorder with a diagnostic tool (like the Mood Disorder
Questionnaire) is an important step in identifying those patients in need of intervention

◆ Two thirds of the patients with bipolar disorder were at substantial risk for suicide

◆ Among patients with bipolar disorder, 42% reported that their work was at least markedly
affected by their symptoms, and social activities were at least markedly affected in 37%
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RESULTS

Screening
There were 1087 MDQs completed by patients at-

tending the psychiatry service. Of these, 121 patients had
MDQ-positive results, 64 of whom were found to be bi-
polar positive by clinician assessment (Table 1). There
were 966 patients with MDQ-negative results, of whom 6
were found by the clinician to be bipolar positive. The
MDQ did well at identifying those without bipolar disor-
der (negative predictive value 0.99); however, the MDQ
had a relatively high proportion of false-positives, which
reduced its positive predictive value to 0.53. Overall, the
MDQ identified 91% of those with bipolar disorder (sen-
sitivity) and 94% of those without (specificity).

Therefore, 70 (6.4%) of 1087 patients attending the
psychiatry service were found to have bipolar disorder,
59 of whom provided informed consent and completed
the entire questionnaire load. The remainder of the results
will focus on these 59 patients.

Patient characteristics. Among those patients who
were confirmed by the psychiatrist as having bipolar dis-
order, the mean time with bipolar disorder was 9.3 years
(SD 10.2 years). The mean length of their current episode
was 10.4 weeks (SD 14.4 weeks), with 22% experiencing
a mixed episode, 5% a manic predominant episode, 12%
a hypomanic predominant episode, and 46% a depressive
predominant episode. Almost 1 in 4 (24%) were thought
to be rapid cycling at the time of their visit.

Treatments received. Of the 59 patients with bipolar
disorder who completed all of the surveys, 61% were
found to be taking an antidepressant; almost half of
whom (42%) were taking selective serotonin reuptake
inhibitors (SSRIs). Among these 59 patients, 69.5% were
taking a mood stabilizer.

The psychiatry clinician felt that in 5 (36%) of the
14 rapid-cycling patients their rapid cycling was related
to antidepressant use. Antidepressant monotherapy was
more common among non-rapid cyclers (22.7% vs.
7.4%) as was mood stabilizer monotherapy (27.3% vs.

21%). Co-therapy with both a mood stabilizer and an anti-
depressant was similar in both non–rapid-cycling patients
and their rapid-cycling counterparts (41% vs. 43%).

Suicidality Risk
When the bipolar disorder patients who completed all

the study surveys were assessed using the health system
suicidality risk guideline, 19% of the respondents were
evaluated as high risk, while 47% were considered mod-
erate risk.

Work and Social Adjustment Scale
Almost 40% of the subjects worked at least 40 hours

per week for pay (Table 2), while 17% reported being un-
employed due to their emotional disability. A substantial
proportion of bipolar disorder patients reported problems
with work and social adjustment. While 42% reported that
their work is at least markedly affected by their symp-
toms, over 50% reported experiencing difficulties with
home management. Social activities were at least mark-
edly affected in 37% of subjects, and 58% reported defi-
nite problems with private activities. Notably, about one
quarter of these patients ranked problems with family and
relationships as marked or severe.

When these respondents were asked, “How often did
depressive symptoms affect activities/work?” 12% of
these patients said all of the time, 35% said most of the
time, and 29% said some of the time. Manic symptoms
seemed to be less impactful, as only 14% of patients felt
that their manic symptoms affected their activities/work
all or most of the time and 35% said some of the time.

Fifty percent of these bipolar disorder patients reported
missing at least 1 week of work (paid work/nonpaid work
activities) during the past month. Even though 42% of re-
spondents reported missing no days from work/school in
the past 30 days due to depressive symptoms, approxi-
mately 1 in 5 (21%) reported having missed 10 days or
more. Similarly, over half (57%) of respondents reported
missing no days from work/school in the past 30 days due
to manic symptoms, but 17% missed from 2 to 10 days.
Overall, our work finds that subjects reported missing a
mean of 7 days in the past month (absenteeism alone).

Table 2. Employment Status Among Surveyed Bipolar
Disorder Patients
Current Work Situation N %

Work at least 40 hours per week for pay 23 38.98
Work 20–39 hours per week for pay 4 6.78
Work less than 20 hours per week for pay 5 8.47
Full or part-time student with no work for pay 1 1.69
Homemaker (unpaid) 6 10.17
Retired 3 5.08
Unemployed due to diagnosed emotional disability 10 16.95
Unemployed due to diagnosed physical disability 3 5.08
Unemployed for other reasons 2 3.39
Missing 2 3.39

Table 1. Number of Patients Meeting Bipolar Disorder
Criteria According to the Mood Disorder Questionnaire
(MDQ) Versus Clinical DSM-IV Assessmenta

Clinician DSM-IV Appraisal
for Bipolar Disorder

+ – Total

MDQ + 64 57 121
– 6 960 966

Total 70 1017 1087
aSensitivity = 0.91 proportion of those with bipolar disorder who have

a positive MDQ. Specificity = 0.94 proportion of those without
bipolar disorder who have a negative MDQ. Predictive value
positive = 0.53 probability that a positive MDQ is truly positive.
Predictive value negative = 0.99 probability that a negative MDQ
is truly negative.
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When absenteeism was subdivided by depressive and
manic symptoms, the cohort reported a mean of 6.6 days
in the past month lost from work or school due to depres-
sive symptoms versus 3.9 days for manic symptoms.

This absenteeism appears to have had other effects as
well, since 41% of these patients reported fearing the loss
of their current job due to their emotional state, while
20% of subjects report being fired/laid off during the past
5 years due to their emotional state. Interestingly, when
asked about higher and lower performance on the job rela-
tive to other workers in their position (Table 3), 47% felt
that their performance was sometimes to all of the time
lower than that of their peers. Similarly, in the past 30
days, 22% of the cohort reported not working as carefully
as they should all or most of the time, and 17% felt that
the quality of their work in the past 30 days was lower
than it should have been most or all of the time. Work per-
formance seems to vary by depressive and manic symp-
toms, as 75% of patients reported being less productive
and achieving less in quantity or quality of work when
experiencing depressive symptoms (vs. 36% during man-
ic symptoms), while 44% report being more productive
while experiencing manic symptoms (vs. 7% during de-
pressive symptoms; Table 4).

DISCUSSION

Others have reported substantial underdetection of
bipolar disorder in screened samples of primary care
patients,1,2 which has brought to light the number of peo-
ple who are misdiagnosed or overlooked. Our current
work has sought to highlight more directly some of the
key clinical (medication use, rapid cycling, suicidality)
and social (labor force participation and social impact)
features among those found to have bipolar disorder,
which have not been adequately addressed in previous
studies.

One issue that has been suggested in the literature is
the risk of rapid cycling and suicidality among those tak-
ing antidepressants, particularly SSRIs. Almost 1 in 4 sub-
jects in our study (24%) were thought to be rapid cycling
at the time of their visit; the psychiatry clinician felt that
in 5 (36%) of the 14 rapid-cycling patients their rapid cy-
cling was related to antidepressant use (7 were taking anti-
depressants). These findings are consistent with reports
from the Stanley Foundation Bipolar German cohort, in
which 40% of “rapid cyclers” suffered a recurrent rapid-
cycling course during a 2.5-year follow-up period.9 A Vet-
erans Affairs study cohort found that 14% of bipolar pa-
tients had experienced rapid cycling in the 12 months prior
to intake (and 33% during the follow-up period),10 while
Schneck and colleagues11 report a rapid-cycling rate of
20% in their cohort of 500 bipolar patients.

The move to more aggressive recognition and treat-
ment of depression, coupled with the underdetection of bi-
polar disorder among those presenting with depression, is
probably a major explanatory factor in the rise of antide-
pressant use among bipolar patients.12 Given that most
patients with bipolar disorder present for treatment during
the depressive phase rather than during manic or hypo-
manic phases, there is an increased likelihood of a uni-
polar depression diagnosis and treatment with antidepres-
sants. The overuse of antidepressants has been associated
with increased risk of antidepressant-induced mania, as
30% to 70% of patients with bipolar disorder are treated
with antidepressants alone.13 However, Altshuler and col-
leagues14 found that bipolar patients who respond to anti-
depressants and do not switch into an episode of mania
in the first 6 weeks are not at risk for switching over the
ensuing year.

There are trials supporting the efficacy of antide-
pressants in bipolar disorder, along with evidence that they
may induce rapid cycling, switching, and mania.15 Anti-
depressant-induced mania is often mixed, and since in-
creased suicide risk is a particular feature of mixed states,
this may explain why suicidal ideation can emerge with
antidepressant treatment.15 The sentiment that antide-
pressants are “probably overused” and mood stabilizers
“underused” has been expressed after critical review of the

Table 3. Self-Reported Job Performance of Bipolar Disorder
Patients Relative to Other Workers in Their Position
Job Performance Question N %

How often in the past 30 days was your performance higher than most
workers in your job?

All of the time 4 6.78
Most of the time 10 16.95
Some of the time 12 20.34
A little of the time 8 13.56
None of the time 20 33.90
Missing 5 8.47

How often in the past 30 days was your performance lower than most
workers in your job?

All of the time 4 6.78
Most of the time 11 18.64
Some of the time 13 22.03
A little of the time 12 20.34
None of the time 13 22.03
Missing 6 10.17

Table 4. Self-Reported Effect of Depressive and Manic
Symptoms on Job Performance

Depressive Manic
 Symptoms Symptoms

Effect on Job Performance N % N %

I notice no change in my ability to 6 10.17 3 5.08
perform at work (or school or home)

I am less productive and achieve less 44 74.58 21 35.59
in either quantity or quality of work

I am more productive and achieve more 4 6.78 26 44.07
in either quantity or quality of work

I have not experienced these symptoms 3 5.08 7 11.86
Missing 2 3.39 2 3.39
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studies in the nosology of bipolar disorder and the effects
of antidepressant agents.16 About 1 in 5 members of our
cohort (22%) experienced a mixed bipolar episode at the
time of the screening. Furthermore, 61% of the cohort was
found to be taking an antidepressant, almost half of whom
(42%) were taking SSRIs, while 69.5% were also on treat-
ment with a mood stabilizer.

Patients with bipolar disorder have been reported to
have a higher risk of suicide than patients with any other
psychiatric or medical illness,17–19 with rates of suicidal
ideation and attempts between 35% and 50%.17,20,21 The
completed suicide rate has been reported to be approxi-
mately 20%.22 Shi and colleagues,23 in their study of rec-
ognized and unrecognized bipolar disorder in 25,460
California Medicaid (Medi-Cal) patients, found that unrec-
ognized bipolar patients were nearly 4 times more likely to
attempt suicide and 50% more likely to be hospitalized
than nonbipolar patients. We found that 19% of bipolar pa-
tients in our study were considered to be at high risk of sui-
cide and 47% at moderate risk, meaning that two thirds of
our cohort was at substantial risk for suicide. Estimates of
lifetime risk of suicide in patients with bipolar disorder
range from 8% to 20% or 10 to 20 times that of the
U.S. general population24–29 and may account for between
9% and 60% of all deaths among those with bipolar disor-
der.30 Decreased suicide attempts have been documented
among users of mood stabilizers, especially lithium and
valproex.30

Labor Force Participation
In the current study, 17% of bipolar subjects reported

that they were unemployed due to their “emotional disabil-
ity,” while another 8.5% were unemployed for other rea-
sons. This is consistent with reports from other studies.
Zwerling and colleagues,31 using the National Health Inter-
view Survey Disability Supplement of 1994 to 1995, found
that only 56% of persons with bipolar disorder participated
in the workforce, and the likelihood of workforce partici-
pation among bipolar subjects was substantially lower than
among those without these disorders (OR 0.60, 95% CI
0.48 to 0.75) in multivariate models controlling for major
demographics, education, race, and marital status. This
would also seem to support the findings of Abood et al.,32

which refuted the commonly held notion that bipolar disor-
der does not necessarily confer social disadvantage (and is
overrepresented in higher socioeconomic strata). Kupfer
and colleagues20 reported that 64% of those in the Stanley
Center Bipolar Disorder Registry population of 2839 pa-
tients were unemployed, which is about 4 times the rate
that we found. The difference is probably attributable to
differences in the populations studied: the Stanley Registry
recruits from those actively in treatment and those active in
support groups, while our study population consists of
those currently in treatment and insured for health care ser-
vices, which likely reflects positive employment status.

Kessler and colleagues,33 citing findings from the Na-
tional Comorbidity Survey, found that patients with bi-
polar I experienced a mean 8.1 impairment days in the
past month (bipolar II 3.8 days), which accounts for both
absenteeism and presenteeism at work and at home; our
research finds that subjects reported missing a mean of
7 days in the past month (absenteeism alone). When
absenteeism was subdivided by depressive and manic
symptoms, the cohort on average reported 6.6 days in the
past month lost due to depressive symptoms versus 3.9
days for manic symptoms.

Results from the National Depressive and Manic-
Depressive Association surveys suggest that 88% of
those with bipolar disorder felt that their illness affected
their ability to perform on their job, with only 40% re-
porting that they were employed at the time of the sur-
vey.34 The current study provides additional data about
the impact of depressive and manic symptom features
separately, which adds a dimension to the data published
to date.

The current study and its value must be viewed in the
context of its potential limitations. First, the cohort was
obtained from a series of patients with appointments in a
psychiatry clinic that is part of a large managed care orga-
nization. This suggests that the subjects in this study may
not be representative of the broad spectrum of all patients
since they have access to health care through a managed
care organization. Thus, it is possible that the impairment
in this group is less than among those who may be unable
to attain access to a managed care organization. Similarly,
the coordination of care and the ease of referral from
medical practitioners within a managed care setting prob-
ably increase likelihood of detection. Our protocol was
explained to the staff and clinicians, and, as such, they
were not blinded to the objectives of the study or the
MDQ results of the patients, which may have biased our
results and shown more favorable screening characteris-
tics for the MDQ. Our validity calculations for the MDQ
are higher than those reported by Hirschfeld5 in his origi-
nal work; however, it is possible that the MDQ identifies
lifetime experience versus a clinical diagnosis, which re-
flects current active disease. This may have led to a
higher number of MDQ-positive but clinical diagnosis–
negative patients in our study. Finally, a number of the
patients in our study had been seen in this clinic before,
which also increases the likelihood of detection and chro-
nicity of disease. Although we had relatively high partici-
pation rates, we do not have comparator data.

This research documents some of the clinical features
and social and labor-force impact of bipolar disorder in a
managed care population and adds several dimensions to
data published to date. More research is needed to con-
tinue the pursuit of better detection and treatment of bi-
polar disorder, which is extremely costly in individual,
economic, and public-health terms.
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