The Role of Primary Care Clinicians in
Diagnosing and Treating Bipolar Disorder
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Because many patients with bipolar disorder seek treatment in primary care practices, physicians in
these settings need to be able to diagnose bipolar disorder and common psychiatric and medical comor-
bidities and to initiate and manage treatment. Unfortunately, bipolar disorder is often underrecognized.
The most common symptoms in patients with bipolar disorder are depressive, but these patients may
also have anxiety, mood swings, sleep problems, irritability, difficulty concentrating, relationship issues,
alcohol- or drug-related problems, and infections. Social and family history and screening tools can help
clarify diagnosis. The goal of treatment should be recovery, but periodic relapse and medication non-
adherence should be expected. Primary care physicians should decide what level of intervention their
practices can support. To manage these patients effectively, practices may need to train office staff, set up
monitoring and follow-up systems, establish links with referral and community support services, develop
therapeutic alliances with patients, and provide psychoeducation for patients and significant others. Re-
ceiving comprehensive psychiatric and medical care and support can be life-changing for patients with
bipolar disorder and their families.

(Prim Care Companion J Clin Psychiatry 2010;12[suppl 1]:4-9)

T he role of primary care clinicians in treating patients
with mental health disorders has evolved such that
primary care is a major source of mental health treatment.!
Although many patients with bipolar disorder are treated
in primary care settings, delay in recognition of the disor-
der is common. Primary care physicians need to be able to
diagnose and treat bipolar disorder and common psychiatric
and medical comorbidities, as well as provide regular follow-
up, education, and support. This article describes steps that
primary care physicians can take to provide comprehensive
care for these patients.

DIAGNOSIS OF BIPOLAR DISORDER

Only 39.1% of individuals with bipolar I or II disorder
make treatment contact in the year of onset, and the me-
dian delay in making initial treatment contact is 6 years.>
Unfortunately, when patients finally seek treatment, bi-
polar disorder may be poorly recognized in primary care
settings, as discussed by J. Sloan Manning, MD, in the ar-
ticle “Tools to Improve Differential Diagnosis of Bipolar
Disorder in Primary Care” in this supplement.® Despite its
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underrecognition, bipolar disorder is common among pa-
tients in primary care offices. In a naturalistic prospective
evaluation of 108 consecutive patients with symptoms of
anxiety or depression in a family practice setting, 25.9% were
diagnosed with bipolar spectrum disorders.*

Symptoms of Bipolar Disorder

Over time, patients with bipolar disorder display a range
of symptoms that can be separated into 4 major domains:
manic mood and behavior, dysphoric or negative mood and
behavior, psychotic symptoms, and cognitive symptoms
(Figure 1).°> The most commonly experienced symptoms
are depressive. In a prospective study® of 146 patients with
bipolar I disorder, depressive symptoms occurred in 31.9%
of total follow-up weeks, compared with 8.9% of weeks for
manic/hypomanic symptoms and 5.9% of weeks for cycling
or mixed symptoms. Similarly, in a prospective study’ of 86
patients with bipolar II disorder, depressive symptoms oc-
curred in 50.3% of follow-up weeks, hypomanic symptoms
in 1.3% of weeks, and cycling or mixed symptoms in 2.3%
of weeks. However, bipolar disorder is not only a disorder
of mood and behavioral alterations but also of cognitive im-
pairment. In 146 euthymic outpatients with unipolar and
bipolar disorders, a higher number of prior mood episodes
was associated with increased cognitive impairment.® Some
patients also display psychotic symptoms.

The Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition, Text Revision (DSM-IV-TR)® classifica-
tion of mood disorders includes bipolar I disorder, bipolar
II disorder, and bipolar disorder not otherwise specified.
The DSM-IV-TR characteristics of manic, depressed, and
mixed episodes are summarized in Table 1.° Manic states
range from hypomania to full mania, including psychotic
mania. While hypomania may be associated with increased
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For CLINICAL USE

# Primary care physicians can provide comprehensive
care for patients with bipolar disorder by diagnosing
and treating the psychiatric disorder and psychiatric
comorbidities, providing medical care, and educating
and supporting patients and their families.

@ Physicians can prepare the practice by establishing
its role in managing patients with bipolar disorder,
setting up follow-up systems, training staff, and
establishing links with referral and support services.

creativity and work ability, full mania is often associated
with severe functional impairment. Patients with either
bipolar I or bipolar II disorder may also have episodes
in which manic and depressive symptoms are mixed.
At these times, patients feel depressed and hopeless but
also have significant energy, impulsivity, and irritability.
Mixed episodes are particularly dangerous for patients be-
cause intense dysphoria accompanied by high energy and
decreased sleep can place them at high risk for suicide.
Alcohol use further increases suicide risk.

Common Comorbid Conditions

In patients with bipolar disorder, comorbidity is the rule
rather than the exception. In a study'® based on US gen-
eral population survey data, Kessler and colleagues found
that 100.0% of patients with bipolar I disorder reported
at least 1 other psychiatric disorder in their lifetimes, and
95.5% reported 3 or more. Anxiety disorders were pre-
sent in 92.9% of patients with bipolar I disorder, substance
use disorders in 71.0%, conduct disorders in 59.4%, and
adult antisocial behaviors in 29.0%. Common medical
comorbidities include migraine,!! thyroid disease,'? over-
weight and obesity,!? diabetes, cardiovascular diseases and
hypertension, chronic obstructive pulmonary disease and
asthma, human immunodeficiency virus, and hepatitis
C."* Comorbidities are discussed in more detail by Terence
E. Ketter, MD, in the article “Strategies For Monitoring
Outcomes in Patients With Bipolar Disorder”!® in this
supplement.

Course of Bipolar Disorder

Bipolar disorder is recurrent, typically has an age at
onset of about 20 years, and may be expressed differently
in number and type of mood episodes according to age and
gender. Although symptoms are reduced during the euthy-
mic periods between episodes, residual mood symptoms
and interpersonal and occupational difficulties may re-
main.'® Difficulties include cognitive impairment,® mood
instability,'® and living with the social consequences of the
illness.!”

Age at onset appears to be decreasing, with the current
median age at onset likely to be during the teenage years
(Figure 2).!% In youth, manic and mixed states are more
common, but, in adulthood, depression becomes more
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Figure 1. Domains and Cardinal Symptoms of Bipolar
Disorder?
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2Based on Goodwin and Jamison.®

predominant.!® New-onset bipolar disorder is unusual in
the elderly, so suspicion of this diagnosis in older patients
should stimulate an investigation for another primary
central nervous system disorder.?” However, people with
bipolar disorder continue to experience difficulty late in
life.?!

While some controversy exists in the literature, men may
be more likely to experience a manic first episode, while
women may be slightly more likely to experience initial
depressive episodes.” Women may also have more frequent
mixed episodes and rapid cycling episodes.?*

In women, no predictable association between menses
and specific mood states has been found,?*~** although
slightly more women with bipolar disorder than controls
have reported bothersome mood shifts both during and
before menses (74% vs 64%).2> Menopause, however, is a
high-risk time for worsening of bipolar illness.*

Presentation in Primary Care Practice

Patients with bipolar disorder present in the primary
care setting with a wide range of symptoms, including
depression, anxiety, mood swings, difficulty sleeping, irri-
tability, fatigue, and inability to focus and concentrate.?>~2
They also may exhibit physical consequences of their illness,
such as alcohol-related problems or sexually transmitted or
drug-related infections. Patients’ social histories often un-
cover other sequelae of the illness, including relationship
and marital problems, financial trouble, erratic occupa-
tional histories, and legal issues (Figure 3).17-%°

Patients with bipolar illness often have family histories
of mood disorders.”” Suspicion should be aroused regard-
ing the true condition of absent relatives such as an uncle
in prison or a grandparent who died at an early age. These
personal and family history warning signs, particularly in
patients who have been diagnosed with major depression,
should suggest that bipolar disorder may be the correct di-
agnosis.” As discussed by Dr Manning in this supplement,’
the Mood Disorder Questionnaire is a screening instrument
that may aid recognition of bipolar disorder.
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Table 1. Summary of DSM-IV-TR Criteria for Bipolar Disorder Mood Episodes?®

Episode Type
Criteria Manic Hypomanic Mixed Depressive
Mood Abnormally and persistently Persistently elevated, Rapidly alternating moods Depressed mood or the loss of
elevated, expansive, or expansive, or irritable accompanied by symptoms of interest or pleasure in nearly all
irritable mood mood that is clearly a manic episode and a major activities
May have psychotic features different from usual non- depressive episode (except for ~ No mood-incongruent delusions or
depressed mood and is duration) hallucinations
observable to others May have psychotic features
No psychotic features
Duration A distinct period lasting A distinct period lasting Nearly every day during at least A distinct period of at least 2 weeks,

at least 1 week (or any
duration if hospitalization
is necessary)

Symptoms At least 3 (4 if irritable mood) of the following:
Inflated self-esteem or grandiosity
Decreased need for sleep
More talkative than usual
Flight of ideas or racing thoughts
Distractibility
Increase in goal-directed activity or psychomotor agitation
Excessive involvement in pleasurable activities—potential
for painful consequences

throughout at least 4 days

Effects Marked impairment in Insufficient mood
occupational or social disturbance and change
functioning, social in functioning to cause
activities, or relationships, marked impairment in
or necessitates social or occupational
hospitalization to prevent functioning or to require
harm to self or others hospitalization

Exclusions

Not caused by substance abuse or medical conditions

a 1-week period most of the day, nearly every day

Criteria are met both for a
manic episode and for a major
depressive episode

Symptoms frequently include

At least 5 of the following, 1 of
which must be depressed mood
or markedly diminished interest
or pleasure in all (or almost all)

the following: activities:
Agitation Significant weight loss when not
Insomnia dieting, or weight gain

Appetite dysregulation
Psychotic features
Suicidal thinking

Insomnia or hypersomnia

Psychomotor agitation or
retardation

Fatigue or loss of energy

Feelings of worthlessness or
excessive guilt

Diminished ability to think,
concentrate, or make decisions

Recurrent thoughts of death or
suicidal ideation, or suicide
attempt or plan

Mood disturbance is sufficiently
severe to cause marked
impairment in occupational
functioning or usual social
activities or relationships or
to require hospitalization to
prevent harm to self or others

Clinically significant distress or
impairment in social, occupational,
or other important areas of
functioning

Not better accounted for by
bereavement, substance abuse, or
medical conditions

*Based on the American Psychiatric Association.’

Abbreviation: DSM-IV-TR = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision.

Figure 2. Distribution of Bipolar Disorder by Age at Onset
in 2 Birth-Year Cohorts of Stanley Center Bipolar Registry
Participants?®

Figure 3. Psychosocial and Health Problems Reported by
600 Respondents With Bipolar Disorder in the National
Depressive and Manic-Depressive Association 2000 Survey?
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TREATMENT OF BIPOLAR DISORDER

After patients have screened positive for and been di-
agnosed with bipolar disorder, clinicians need to initiate
treatment. To successfully manage treatment for patients
with bipolar disorder in primary care, several steps can be
taken, as discussed by Jeftrey L. Susman, MD, in the article
“Improving Outcomes in Patients With Bipolar Disorder
Through Establishing an Effective Treatment Team” in this
supplement.’® Preparing the practice to manage both the
psychiatric and medical health care of patients with bipolar
disorder and providing education and support to patients
and their families over the long-term can optimize the qual-
ity of care and avoid crises.

Preparing the Practice to Provide Comprehensive Care

Most primary care settings assume at least a modest
role in the long-term care of patients with bipolar disor-
der. Although primary care physicians can often work
with psychiatric colleagues in the long-term monitoring of
treatment, some communities have no realistic options for
psychiatric treatment. Physicians should determine the level
of intervention that the practice can support.

To prepare a primary care practice to treat patients with
bipolar disorder, partners in the practice should agree about
the role the practice will play in managing these patients.
Educating nursing and front office staff in how to manage
patients who are disruptive may be necessary. To facilitate
follow-up, which is crucial with chronic illnesses such as
bipolar disorder, a registry to support monitoring and recall
can be created. Establishing ties with a network of psychi-
atric referral and community support services, including
services for management when disruptive manic behavior
or suicidality is involved, can help deal with severe cases or
crises. Agreement on management responses, before a crisis
actually occurs, can be very helpful. Psychiatric consultation
may be needed to provide diagnostic and pharmacologic
expertise for management of complex cases, including those
with comorbidities such as substance abuse or with treat-
ment resistance. Ties to educational and support services for
family members should also be established, and a compen-
dium of helpful Web resources should be developed.

Providing Psychiatric Treatment and Education

If patients are a danger to themselves or others, imme-
diate psychiatric referral is appropriate to stabilize patients
in an environment safe for them and others. A short-term
treatment plan, which might include options to involve
medication and emergency and police services, should
be devised for the transition period from primary care to
specialist care.

For patients who will not be referred and will be treated
in primary care, short- and long-term treatment goals need
to be established. The ultimate goal of treatment should
be recovery. Effective management begins with successful
acute treatment and, after achieving a durable remission,
continues with a transition into maintenance treatment, as
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discussed by Andrew A. Nierenberg, MD, in the article “A
Critical Appraisal of Treatments for Bipolar Disorder” in
this supplement.>! Psychiatric care of patients with bipolar
disorder involves monitoring treatment adequacy, treatment
side effects, and adherence to medication.

Strategies can be adopted to manage treatment effec-
tively. For example, in shared care between primary care
and specialty care providers, physicians need to name the
expectations of each party and clearly communicate these
expectations to the patient. Open lines of communication
between the primary care physician and consultants should
be maintained. Additionally, using Health Insurance Por-
tability and Accountability Act documentation can make
management more effective.

Psychiatric care can also be enhanced and outcomes
optimized by establishing an effective therapeutic alliance
with patients and their families or caregivers. Taking time
to listen and communicating clearly and frankly are key
elements in building a therapeutic alliance. In individuals
who at the time are competent, the patient and clinician
can share decision-making and should agree on the goals
of treatment and how to achieve these goals.’” Discussing
treatment options and possible side effects and their manage-
ment can enhance treatment adherence, which can improve
outcomes.*> Monitoring and managing symptoms can be
enhanced if self-monitoring is encouraged and the patient
is able to recognize symptoms of impending relapse.

Pharmacotherapy is effective only if patients take it,
and patients with bipolar disorder often do not take their
medication as prescribed. For example, in a 2-year study,**
about 40% of euthymic patients with bipolar disorder were
nonadherent to medication to some extent. In a study by
Keck and colleagues,’ among patients initially hospitalized
for a manic or mixed episode, 51% were noncompliant to
pharmacotherapy to some extent during 1 year of follow-up.
Patients in this study gave many reasons for nonadherence
to medication, but the most common was denial of need.
Other factors associated with noncompliance have been
found to include feeling bothered by having a chronic ill-
ness or that one’s mood is controlled by a medication, feeling
depressed, and thinking that taking medication is a hassle.*®
Dr Ketter discusses this topic in more detail elsewhere in
this supplement.'®

Strategies to detect nonadherence include monitoring
patients’ appointment-keeping patterns, regularly measuring
depressive and manic symptoms, and measuring plasma drug
levels; strategies to address nonadherence include treating
troublesome side effects, having a frank discussion with the
patient and family about their attitudes to medication and
history of medication adherence, and educating the patient
and family about the disorder and its treatment.>® Byrne et
al*” indicated that establishing a collaborative dialogue about
medication and involving the patient in the decision-making
process is the most effective strategy to improve treatment
adherence for patients with mood disorders.

Psychoeducation can prevent relapse by improving ad-
herence to medication, influencing lifestyle, and assisting
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Table 2. Steps in Taking on the Role of Diagnosing and Treating Bipolar Disorder in Primary Care Practice

Diagnose Provide Provide
Prepare the Practice Bipolar Disorder Psychiatric Treatment Medical Treatment Provide Support
Define level of management to be Screen for depression Establish treatment goalsand ~ Check for medical Instruct in self-

assumed by practice

Obtain agreement of clinical staff

Train staff

Set up systems for follow-up,
monitoring, and recall

Contact referral and support services
for mania and suicidality and
pharmacologic expertise

Screen for bipolar
disorder and
psychiatric
comorbidities in
those positive on
depression screening

Obtain family and
social history

therapeutic alliance
Link with psychiatric and
community colleagues for

including treatment

comorbidities (eg,
cardiovascular problems,
lipid abnormalities,

monitoring
and response
to prodromal

referrals diabetes) symptoms
Provide education to patients ~ Monitor for psychotropic Provide support

and their families about the medication side effects through

disorder and its treatments  Screen for infections transitions

Complete routine Improve problem-

Develop crisis response strategies Consult guidelines adherence health checks and solving skills
Prepare compendium of Web Initiate follow-up, monitoring, immunizations Contact national
resources and recall support networks

in the early detection of prodromal symptoms.*® Prodromal
symptoms can occur weeks or months before full relapse,
and early detection can lead to earlier and more effective
treatment.***® A study*! of 20 patients with bipolar disorder
found that 85% of patients were able to recognize a depres-
sive prodrome and 75% could recognize a manic prodrome
relative to a period of remission. Most patients could iden-
tify that they had retained insight during the prodromal
periods and could identify idiosyncratic symptoms. Manic
and depressive prodromes vary among patients, but depres-
sive prodromes can include depressed mood, loss of energy,
and difficulty concentrating, while manic prodromes can
include increased activity, elevated mood, and decreased
need for sleep.”’

Several tools are available for use by patients and families
to chart the status of bipolar symptoms; they include the Ad-
jective Mood Scale, Kraepelin’s early life charts, the National
Institute of Mental Health (NIMH) Life Chart Method, and
the Social Rhythm Metric.*> A simplified version of the
NIMH life chart, which may offer the best support for clini-
cal decisions, can be found at the Depression and Bipolar
Support Alliance Web site, http://www.dbsalliance.org/pdfs/
calendarforweb.pdf.

Providing Medical Treatment

The role of the primary care physician includes attending
to the medical needs of patients with bipolar disorder in ad-
dition to managing the psychiatric disorder and psychiatric
comorbidities. Medical needs that may require treatment
include medical comorbidities, medication side effects, and
routine health care.

Patients with bipolar disorder appear to be at high risk for
medical comorbidities and early death, particularly cardio-
vascular mortality. Additionally, many of the medications
used in the chronic treatment of bipolar disorder can result
in weight gain, lipid abnormalities, and other long-term side
effects, as Dr Nierenberg describes in this supplement.®! Pa-
tients with bipolar disorder may also be at high risk for not
obtaining routine preventive health care without prompt-
ing. Given the behavioral risks in this population, tailored
preventive care tactics, such as hepatitis immunizations and
long-term birth control methods, may be appropriate. Be-
cause sleep changes may trigger (or be the indicator of) a
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change in mood states, interventions to improve sleep may
also be helpful in this population.

Providing Support

The primary care physician can provide families of
patients with bipolar disorder with considerable support.
For both the patient and the family, the physician can help
in anticipating and preparing for life transitions, which can
be stressful even in those without psychiatric disease, such
as going away to college, getting married, starting a family,
or entering the job market. These are times during which the
physician may need to increase monitoring of the patient’s
mood state and help in developing new daily routines, such
as those related to medication taking. At each visit, the phy-
sician should establish whether changes have occurred in
occupation, social situation, family situation, or health.

Extra vigilance and support may also be needed if hospi-
talization of a medical or psychiatric nature occurs. Periodic
psychiatric relapse is to be expected in most patients with
bipolar disorder. The transition from the hospital back to
a home setting may be a high-risk time for patients, espe-
cially if hospital-based and ambulatory treatment providers
do not communicate and coordinate the transition. The
primary care provider can play an important role in such
coordination. Social support such as support for reentering
employment or reassuming other responsibilities may be
required along with stabilization of medication and other
treatment regimens.

As with treating any chronic illness, working with pa-
tients to improve their adaptive and problem-solving skills
and their self-management and self-monitoring skills should
be a major priority. Making both the patient and family fa-
miliar with local and national support networks may also
be helpful.

CONCLUSION

Primary care physicians can provide life-changing psy-
chiatric and medical treatment and support to patients with
bipolar disorder and their families. However, this requires
considerable effort and expertise over the long-term. Pri-
mary care physicians who have prepared their practices
to engage in comprehensive care can do so as part of their
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practice routine rather than through extraordinary effort
in response to patient crises. A summary of steps to take to
treat patients with bipolar disorder in primary care practices
is shown in Table 2.

Disclosure of off-label usage: The author has determined that, to the best
of his knowledge, no investigational information about pharmaceutical
agents that is outside US Food and Drug Administration—approved
labeling has been presented in this activity.
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