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ipolar disorder is a serious, recurrent, and some-
times chronic psychiatric illness. It is characterized
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Background: Our goal was to estimate the
rate of positive screens for bipolar I and bipolar II
disorders in the general population of the United
States.

Method: The Mood Disorder Questionnaire
(MDQ), a validated screening instrument for
bipolar I and II disorders, was sent to a sample
of 127,800 people selected to represent the U.S.
adult population by demographic variables.
85,358 subjects (66.8% response rate) that were
18 years of age or above returned the survey and
had usable data. Of the nonrespondents, 3404
subjects matched demographically to the 2000
U.S. Census data completed a telephone interview
to estimate nonresponse bias.

Results: The overall positive screen rate for
bipolar I and II disorders, weighted to match
the 2000 U.S. Census demographics, was 3.4%.
When adjusted for the nonresponse bias, the rate
rose to 3.7%. Only 19.8% of the individuals with
positive screens for bipolar I or II disorders re-
ported that they had previously received a diagno-
sis of bipolar disorder from a physician, whereas
31.2% reported receiving a diagnosis of unipolar
depression. An additional 49.0% reported receiv-
ing no diagnosis of either bipolar disorder or
unipolar depression. Positive screens were more
frequent in young adults and low income house-
holds. The rates of migraine, allergies, asthma,
and alcohol and drug abuse were substantially
higher among those with positive screens.

Conclusion: The positive MDQ screen rate
of 3.7% suggests that nearly 4% of American
adults may suffer from bipolar I and II disorders.
Young adults and individuals with lower income
are at greater risk for this largely underdiagnosed
disorder.
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B
by a dysregulation of mood, and associated impulsivity,
risky behavior (e.g.,  alcohol abuse, sexual indiscretion,
excessive spending), and interpersonal problems. Be-
cause of these problems, individuals with bipolar disorder
experience increased mortality from suicide, natural
causes (e.g., cardiovascular disease), homicide, and acci-
dents.1–4 Recent data suggest that bipolar disorder is third
only to depression and schizophrenia in the loss of
healthy life due to premature death or disability.5

Bipolar I disorder has been the focus of most research
on bipolar disorder. A diagnosis of bipolar I requires at
least 1 episode of mania, defined as a week or longer
period of abnormally elevated or irritable mood with
associated symptoms such as decreased need for sleep,
being more talkative than usual, racing thoughts, and
excessive involvement in high-risk activities.6 A manic
episode causes a marked impairment in social or occupa-
tional functioning and often requires hospitalization.

The lifetime prevalence rate of DSM-III bipolar I
disorder is approximately 1%.7 In the United States, the
lifetime prevalence rates for bipolar I disorder were
reported to be 0.8% in the Epidemiological Catchment
Area (ECA) study8 and 1.6% in the National Comorbidity
Study (NCS).9
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Bipolar disorder, however, encompasses a much
broader range of illness than bipolar I disorder. This range
of illness is often referred to as bipolar spectrum disorder
(BSD)10–12 and includes bipolar I disorder, bipolar II dis-
order, and other forms of bipolar disorder.

Many authorities10,11,13 have suggested that these
milder forms of bipolar disorder are more frequent
than bipolar I disorder. Lifetime prevalence rates for BSD
have been reported to range from 3.0% to 6.5% across 7
studies. However, most of these studies were small and
used varying definitions of bipolar spectrum disorder.13

No prospective large-scale epidemiologic study has yet
examined the prevalence of BSD in adults using DSM-IV
criteria.

The problem of misdiagnosis and underdiagnosis of
bipolar spectrum disorder has recently been high-
lighted.11,12 Correct diagnosis is essential, since the treat-
ment of bipolar disorder differs from the treatment for
major depressive disorder. Controlled data indicate that
there is a risk for inducing mania in patients with bipolar
spectrum disorder who are treated solely with antidepres-
sant agents.14–16

The goal of the current study was to estimate the life-
time prevalence of DSM-IV bipolar I and bipolar II disor-
ders among adults in the United States using data from
a nationwide sample of over 80,000 respondents that rep-
resent a broad age range and all geographic regions
of the country. We sought to estimate the overall lifetime
prevalence of bipolar I and II disorders by using a vali-
dated screening instrument and then to estimate their
prevalence by gender, age, household size, and geo-
graphic region. The magnitude of the public health issues
created by bipolar I and II disorders is further examined
by estimating the proportion of the population that is
reported to be undiagnosed or incorrectly diagnosed.

METHOD

Sample
Subjects for this study were sampled from the list of

nationwide households maintained by National Family
Opinion Inc. (NFO), a market research firm that main-
tains a panel of over 600,000 continental U.S. households
for marketing and survey purposes. The NFO panel of
households has previously been used to determine the
general population prevalence of several general health
problems, including migraine.17–20 Potential households
are initially selected for the NFO panel as part of a strat-
ified probability sample constructed to be representative
of the U.S. population in terms of urban versus rural resi-
dence, age of the head of the household, and household
income and size. Very high and very low income groups
are underrepresented in the overall panel. Selected house-
holds are then recruited by volunteer response to an initial
mailing, with demographic information obtained from a

second mailing to households agreeing to participate in
the panel. Updated demographics are obtained every 2
years. New members are solicited from the general popu-
lation with an average response rate of 6%.

Samples were selected from the full panel of house-
holds using a balancing system that provides a sample
with the same proportions from various demographic
groups that match demographic characteristics of the
population based on the 2000 U.S. Census data.21

Survey Procedures
The Mood Disorder Questionnaire (MDQ) was then

mailed to heads of households from 100,000 demographi-
cally representative U.S. households, with a supplemental
mailing of 27,800 individuals selected to improve the rep-
resentativeness of the combined samples for matching
adults (18 years of age or older) from the U.S. population.
The household sample was balanced to match census data
for U.S. households for the 9 geographic census regions,
household size and income, and age of head of household
within each census region for market size. The household
survey was addressed to the NFO member in each house-
hold or his or her spouse (if applicable) to create a proper
male-female balance. The individual-based sample was
sent to specific household members selected to balance
the sample and represent non–heads of household. Sixty
percent of the surveys were targeted toward males and
40% toward females to offset a female bias in the NFO
panel membership.

The supplemental individual sample was balanced
such that the combined household and individual samples
would approximately match the 2000 U.S. Census data
for the same variables.

The MDQ was mailed in January 2001 to both the
household- and individual-based samples. Nearly 72%
(71,836) of the household questionnaires were returned
within 6 weeks and 17,973 (64.7%) questionnaires from
the individual-based sample were returned within 5
weeks. Some questionnaires were excluded as unusable
because they were incomplete, age and gender data were
missing, or the respondent was under 18 years of age.
The final data set included 85,358 (66.8%) usable returns
for analysis.

Telephone Survey of Non-Returners
A telephone survey of non-returners was conducted to

determine whether a bias existed in responses between
those panelists who did and did not return the survey.
Since the total sample (N = 127,800) was not entirely rep-
resentative of the U.S. population aged 18 and older, a
subsample of these original individuals was created to
provide benchmark demographics for the non-returner
survey. The resultant subsample included 55,000 individ-
uals balanced for geographic region, market size, house-
hold size, household income, age and gender according to
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the 2000 Current U.S. Population Survey. A maximum
of 1 percentage point variation was allowed between the
target census quota for each category and the demo-
graphic variable balanced.

The returned surveys from this constructed sample
(N = 34,913) were used to establish demographic quotas
for selecting individuals for the non-responder interviews.
To eliminate the effect of demographic characteristics on
prevalence estimates, these quotas were used to select a
sample and complete interviews with individuals from
among the nonresponders to the original survey. A total of
4766 individuals were contacted, and 3404 (71%) agreed
to participate in the interview.

Measures
A positive screen for bipolar I and bipolar II disorders

was assessed using the MDQ, a validated self-report in-
strument that screens for the presence of a lifetime history
of bipolar disorder.22 The questionnaire consists of 13
yes/no items derived from both DSM-IV criteria and clini-
cal experience. Items ask about mood, self-confidence,
energy, sociability, interest in sex, loquaciousness, dis-
tractibility, and other behaviors. In addition to the symp-
tom items, there are 2 additional questions, 1 asking if the
symptoms ever co-occurred during the same period of
time (yes/no) and 1 asking about the degree of function-
ing impairment caused by the symptoms (4-point scale
from “no problem” to “serious problem”). An individual
case is “positive” for bipolar disorder if 7 or more of
the 13 symptom items, plus the co-occurrence item, are
endorsed and a moderate or serious degree of functional
impairment is reported on the final item. In addition, sub-
jects were queried about whether a health professional had
ever told them that they had alcohol or drug abuse prob-
lems, allergies, asthma, bipolar disorder, depression, dia-
betes, emphysema or chronic obstructive pulmonary dis-
ease (COPD), epilepsy, hypertension, manic depression,
migraine, or seizure disorder.

Using a sample of 198 psychiatric outpatients, the ini-
tial validation study of the MDQ obtained good sensi-
tivity (0.73) and very good specificity (0.90) against clini-
cian diagnosis of bipolar I and II disorders.23 In addition,
an internal consistency reliability (Cronbach alpha) of
0.90 was reported for the total of the items. A second vali-
dation study was conducted as part of the current project
to determine the operative qualities of the MDQ within
this general population sample. Briefly, a stratified ran-
dom sample of 695 subjects was drawn from the sample
who returned the MDQ. These people received a research
diagnostic interview conducted over the telephone, the
Structured Clinical Interview for DSM-IV (SCID),23 from
a research interviewer who was blind to MDQ scores.
A sensitivity of 0.281 and a specificity of 0.972, weighted
to the sample of 85,358 general population respondents,
were found for the MDQ against interview-based diagno-

sis of bipolar I and II disorders. The details of this valida-
tion study are described in a separate report.24

Statistical Analysis
Lifetime prevalence rates for returners compared with

non-returners of the MDQ were compared using chi-
square statistics.

In addition to the obtained (unweighted) lifetime prev-
alence rates, we calculated weighted lifetime prevalence
rates to correct biases in the returns toward older, female
respondents and to reflect proportions for U.S. adult indi-
viduals from the 2000 Current Population Survey. Data
were weighted for individual age, gender, household in-
come, household size, geographic region, and market
size.

The relationship of demographic factors to bipolar I
and II disorders was examined by entering 6 variables
(age, household income, gender, race, geographic region,
and market size) as predictors of presence/absence of
BSD in a logistic regression analysis.

RESULTS

Survey Return Rates
and Demographic Characteristics

Overall there was a 66.8% (85,358 of 127,800) usable
return rate in the combined sample of household and indi-
vidual-targeted surveys. The demographic characteristics
and geographic distribution of the total target sample (all
those households and individuals mailed a survey) and the
respondent sample are given in Table 1.

Rates of Positive Screens
The rate of positive screens in the responder sample of

85,358 adults (unweighted) was 2.5% (Table 2). The
unweighted sample (N = 85,358) was disproportionately
more female, older, and from smaller household size than
the 2000 U.S. Census sample. When corrected for the de-
mographic deviations of the sample from the U.S. Census,
the weighted overall positive screen rate was 3.4%. The
unweighted positive screen rate among the non-returners
was 4.3%, higher than among the returners. When the
weighted overall positive screen rate was corrected for
this nonresponse bias, the weighted and adjusted overall
positive screen rate became 3.7%.

Health Care Professional Diagnosis
of Bipolar Disorder

Of the individuals with positive screens for the MDQ,
only 19.8% reported that they had previously received
a diagnosis of bipolar disorder from a doctor. A larger
percent (31.2%) of those screened positive reported a
physician diagnosis of unipolar depression. An additional
49.0% reported no diagnosis of either bipolar disorder or
unipolar depression. Of those who screened negative,
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1.4% reported a physician diagnosis of bipolar disorder,
and 9.5%, a diagnosis of unipolar depression.

Demographic Predictors of
Bipolar Spectrum Disorder

Table 3 presents the results of the logistic regression
analyses predicting the positive screens from 6 demo-
graphic variables. All variables, with the exception of
market size, exhibited significant relationships with the
MDQ screen results. The strongest predictor was age,
with the highest rates among the 18- through 24-year-
olds; the rates progressively decreased with advancing
age. Household income was the next strongest predictor,
with the highest adjusted lifetime prevalence among those
earning less than $20,000 per year; the prevalence pro-
gressively decreased as income increased.

Comorbidity of Medical Illnesses
With Bipolar Spectrum Disorder

Individuals who screened positive were more likely
to report a variety of comorbid general medical illnesses.
In particular, sizeable (i.e., >10%) adjusted (for demo-
graphics) differences between MDQ positive and MDQ
negative individuals were found in regard to hyper-
tension, allergies, and alcohol/drug abuse (Table 4). In
addition, those with positive screens were likely to report
a history of asthma (16.7% vs. 9.7%) and migraine
(15.2% vs. 7.0%), over 3 times as likely to report a history
of seizure disorder (1.4% vs. 0.4%), and 21/2 times as
likely to report a history of emphysema/COPD (2.7% vs.
1.1%).

Table 2. Unweighted and Weighted Positive Screen Rates
(N = 85,358)a

Unweighted % Weighted %
Variable (95% CI) (95% CI)

Total 2.5 (2.4 to 2.6) 3.4 (3.3 to 3.5)
Sex

M 2.7 (2.6 to 2.8) 3.8 (3.7 to 3.9)
F 2.4 (2.3 to 2.5) 3.0 (2.9 to 3.1)

Race
African American 3.3 (3.2 to 3.4) 4.3 (4.2 to 4.4)
White 2.4 (2.3 to 2.5) 3.1 (3.0 to 3.2)
Asian/Pacific Islander 2.0 (1.9 to 2.1) 4.1 (4.0 to 4.2)
Native American 6.2 (6.0 to 6.4) 7.6 (7.4 to 7.8)
Other 5.1 (5.0 to 5.2) 6.3 (6.1 to 6.5)
Unknown 3.2 (3.1 to 3.3) 5.2 (5.1 to 5.3)

Age, y
18–24 8.9 (8.7 to 9.1) 9.3 (9.1 to 9.5)
25–34 3.9 (3.8 to 4.0) 3.9 (3.8 to 4.0)
35–44 3.3 (3.2 to 3.4) 3.2 (3.1 to 3.3)
45–54 2.7 (2.6 to 2.8) 2.5 (2.4 to 2.6)
55–64 1.6 (1.5 to 1.7) 1.5 (1.4 to 1.6)
≥ 65 0.5 (0.5 to 0.5) 0.5 (0.5 to 0.5)

Region
New England 1.9 (1.8 to 2.0) 2.2 (2.1 to 2.3)
Middle Atlantic 2.2 (2.1 to 2.3) 2.7 (2.6 to 2.8)
East N Central 2.4 (2.3 to 2.5) 3.4 (3.3 to 3.5)
West N Central 2.1 (2.0 to 2.2) 3.1 (3.0 to 3.2)
South Atlantic 2.5 (2.4 to 2.6) 3.5 (3.4 to 3.6)
East S Central 3.1 (3.0 to 3.2) 5.2 (5.1 to 5.3)
West S Central 3.0 (2.9 to 3.1) 3.7 (3.6 to 3.8)
Mountain 2.9 (2.8 to 3.0) 3.8 (3.7 to 3.9)
Pacific 2.5 (2.4 to 2.6) 3.2 (3.1 to 3.3)

Population, urban vs rural
≤ 100,000 (rural) 3.0 (2.9 to 3.1) 4.1 (4.0 to 4.2)
100,000 to 499,999 2.9 (2.8 to 3.0) 4.4 (4.3 to 4.5)
500,000 to 2,000,000 2.5 (2.4 to 2.6) 3.2 (3.1 to 3.3)
> 2,000,000 2.1 (2.0 to 2.2) 2.7 (2.6 to 2.8)

Household size
1 2.2 (2.1 to 2.3) 2.5 (2.4 to 2.6)
2 2.0 (1.9 to 2.1) 2.5 (2.4 to 2.6)
3 3.1 (3.0 to 3.2) 3.9 (3.8 to 4.0)
4 2.9 (2.8 to 3.0) 3.7 (3.6 to 3.8)
5 or more 3.9 (3.8 to 4.0) 4.8 (4.7 to 4.9)

Household income/y
< $20,000 3.8 (3.7 to 4.0) 5.7 (5.5 to 5.9)
$20,000 to $34,999 2.9 (2.8 to 3.0) 4.1 (4.0 to 4.2)
$35,000 to $54,999 2.4 (2.3 to 2.5) 3.3 (3.2 to 3.4)
$55,000 to $84,999 1.7 (1.6 to 1.7) 2.4 (2.3 to 2.5)
≥ $85,000 1.3 (1.2 to 1.4) 1.9 (1.8 to 2.0)

aWeighting accounts for deviations of the responder sample from the
demographics of the 2000 U.S. Census.

Table 1. Demographic Characteristics of Samples
(N = 85,358)
Variable Unweighted % Weighted %a

Sex
M 35.7 48.0
F 64.3 52.0

Race
African American 6.3 5.9
White 87.9 87.7
Asian/Pacific Islander 0.8 1.1
Native American 0.6 0.7
Other 1.2 1.4
Unknown 3.3 3.2

Age, y
18–24 3.2 13.1
25–34 14.0 18.7
35–44 21.2 22.2
45–54 22.3 18.2
55–64 15.8 11.6
≥ 65 23.4 16.2

Region
New England 5.2 5.0
Middle Atlantic 14.4 14.4
East N Central 16.9 16.2
West N Central 7.3 6.8
South Atlantic 18.6 18.5
East S Central 6.2 6.2
West S Central 10.8 11.0
Mountain 6.3 6.2
Pacific 14.3 15.6

Population, urban vs rural
≤ 100,000 (rural) 21.1 20.3
100,000 to 499,999 15.1 14.8
500,000 to 2,000,000 20.3 20.6
> 2,000,000 43.5 44.3

Household size
1 25.4 13.3
2 36.8 33.4
3 15.8 19.6
4 13.3 18.5
5 or more 8.8 15.1

Household income/y
< $20,000 22.2 17.6
$20,000 to $34,999 21.0 17.9
$35,000 to $54,999 2.2 21.0
$55,000 to $84,999 20.0 21.6
≥ $85,000 14.7 21.9

aWeighted estimates are derived from 2000 U.S. Census data.
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Family History
In the total sample of 85,358, 36.4% of those who

screened positive on the MDQ reported blood relatives
with manic-depressive illness or bipolar disorder. In con-
trast, 10.7% of those who tested negative on the MDQ
reported a blood relative with manic-depressive illness or
bipolar disorder.

DISCUSSION

The current study is the first large-scale community
screen for DSM-IV bipolar I and II disorders. The ad-
justed and weighted overall positive screen rate for bi-
polar I and II disorders (3.7%) suggests that the actual
prevalence of these disorders may be higher than had pre-
viously been thought. The public health significance of
bipolar disorder may also be greater than had been esti-
mated from epidemiologic studies that focused on bipolar
I disorder.7–9 The broader concept of BSD may more
meaningfully capture the diversity of presentation of bi-
polar symptoms found in clinical settings and their
morbidity and mortality.2,3,25,26 Thus, the higher positive
screen rates reported here have potentially greater rele-
vance to an understanding of the public health signif-
icance of bipolar disorder in the United States and are
consistent with higher rates for BSD reported in a series
of small-scale studies.13

An extremely important finding was that, of those
adults identified by the MDQ as screening positive for

bipolar I and II disorders, only 20% had received a diag-
nosis of bipolar disorder by a physician whereas 31%
had received a diagnosis of major depression. Therefore,
many patients with bipolar I and II disorders may be
misdiagnosed as having unipolar depression. These find-
ings are consistent with 2 surveys of the members of the
National Depressive and Manic-Depressive Association
(DMDA), conducted nearly a decade apart.27,28 Over one
third of these patients waited a decade or more to receive
a correct diagnosis of bipolar disorder, and 60% received
a misdiagnosis of depression.

These current findings have significant clinical impli-
cations since the treatment, clinical course, and prognosis
for these disorders are different. Of particular concern is
that the prescription of antidepressants to a patient with
bipolar disorder may worsen the disorder by precipitating
mania/hypomania16 or induce rapid cycling.29 Therefore,
whenever clinicians evaluate patients who are depressed,
it is critical to assess these patients for a history of any
symptoms of mania or hypomania, such as elevated
mood, excessive energy, racing thoughts, and reduced
need for sleep.

There was significant variation in positive screen rates
across a number of other demographic variables. In par-
ticular, a higher positive screen rate for bipolar I and II
disorders was evident in younger adults, as has been pre-
viously reported for bipolar I disorder.7 Those aged 18 to
24 had an approximately 8-fold greater likelihood of re-
ceiving an MDQ score indicative of bipolar disorder rela-
tive to those aged 55 or older. The factors responsible for
this marked age effect are not clear, but increased mortal-
ity associated with bipolar disorder may be a contributing
factor.4

Household income was also associated with presence/
absence of bipolar I and II disorders, with those earning
less than $20,000 per year having approximately 3 times
the likelihood of bipolar disorder compared with those
earning $85,000 per year or more. This income effect un-
derscores the persistent impairment in functioning, in-
cluding school and work functioning, that is associated
with BSD.25

Adults with positive screens were more likely to report
a number of general medical illnesses compared with
those with negative screens. Migraine headaches were re-
ported by more than twice the proportion of those with
positive screens compared with those with negative
screens. Associations between bipolar disorder and mi-
graine have been described previously.30,31 Hypertension
and asthma were also about twice as common in those
with positive screens. Seizure disorders were over 3 times
more common in those with positive screens. In under-
standing these associations between bipolar disorder and
general medical illnesses, it is important to take into ac-
count that mania can be secondary to neurologic or sys-
temic illnesses.32,33 These associations, however, suggest

Table 3. Relation of Demographic Variables to Presence or
Absence of Bipolar I and II Disordersa

Odds
Variable Ratio Wald χ2 df p Value

Age 0.96 910.4 1 < .0001
Household income 0.95 391.1 1 < .0001
Gender 1.30 45.5 1 < .0001
Region 50.4 8 < .0001

New England 0.72
Middle Atlantic 0.82
East N Central 1.02
West N Central 0.81
South Atlantic 1.08
East S Central 1.30
West S Central 0.97
Mountain 1.06

Race 38.5 5 < .0001
Unknown 1.06
White 0.69
African American 0.72
Asian/Pacific Islander 0.86
Native American 1.15

Household size 1.07 19.9 1 < .0001
Urban vs rural 1.00 0.1 1 .81
aResults from logistic regression entering all variables simultaneously.
Pacific region was the reference group for odds ratios for region.
“Other” was the reference group for odds ratios for race. Gender is
coded as 1 = male, 2 = female. Household income coded as 35
separate dollar ranges and entered as a continuation variable.
The “urban vs. rural” variable was coded into the 4 categories
displayed in Tables 1 and 2.
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that physicians should consider assessing for these co-
occurring general medical conditions in patients with bi-
polar I and II disorders.

An association between bipolar disorder and alcohol/
substance abuse has been previously described,7 although
the rate found in the current study (adjusted lifetime preva-
lence of 13.3% for those with bipolar I and II disorders) is
lower than reported in these other epidemiologic studies.

A limitation of the current study is that the MDQ is a
screening instrument, not a diagnostic instrument. Clinical
interview methods are viewed as the gold standard for valid
diagnoses within psychiatry. The MDQ, however, has been
found to have generally good sensitivity and specificity
with regard to research diagnostic interviews obtained from
trained interviewers within both clinical22 and, in the cur-
rent report, nonclinical samples. A McNemar test was
nonsignificant; therefore, we would expect that the actual
lifetime prevalence of bipolar I and II disorders in the com-
munity would be near the figure of 3.7%, the positive
screen rate. With bipolar disorders, it has been suggested
that repeated interviews over time are preferable and that
single assessments lead to underdiagnosis due to “state-
dependent” effects in which individuals currently in a de-
pressed state remember only previous depressions, and
those currently in a hypomanic/manic episode remember
only previous hypomanic/manic episodes.11 The data re-
ported here may therefore underestimate the true lifetime
prevalence of bipolar I and II disorders.

The nonresponse rate of about one third is another limi-
tation of this study. Individuals currently in the midst of a
hypomanic/manic or depressive episode are less likely to
respond to a survey. To compensate for this limitation, we
have presented an adjusted lifetime prevalence rate that,
based upon a telephone survey of non-returners, attempts
to correct for this bias.

These methodological limitations most likely serve to
underestimate the true lifetime prevalence of bipolar I and
II disorders. Therefore, the estimate of 3.7% is probably
conservative. This estimate also does not take into account
many individuals who do not meet fully the criteria for

bipolar I and II disorders, so-
called subsyndromal cases,
who very likely score just
below the threshold for
caseness. We know from the
unipolar depression liter-
ature34–36 that the level of
suffering and functional im-
pairment in these people is
high. These findings and
limitations suggest that the
clinical and public health
significance of bipolar I and
II disorders is very high. A
separate study will report on

the impact of bipolar I and II disorders on general health,
functional impairment, and work productivity.
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