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Case Report

The patient was readmitted to a psychiatric unit for an 
additional 17 days. Psychiatry and endocrinology teams 
worked together to evaluate and stabilize the patient. 
During this time, she was stabilized on an antipsychotic, 
and her corticosteroids were tapered from 20 to 30 mg/
day to 12.5 mg/day. The patient had improvement of her 
psychiatric symptoms, while remaining medically stable. 
She was ultimately discharged and followed up as an 
outpatient with psychiatry and endocrinology.

At an outpatient follow-up appointment 6 months 
following discharge, the patient was compliant with her 
antipsychotic medication and stable from a psychiatric 
standpoint. However, her corticosteroid taper had been 
modified due to hypotension.

Discussion
There are several case reports in which bipolar patients 

developed symptoms of mania while taking steroids 
appropriately.6–10 Having a psychiatric history2 or, 
specifically, a history of bipolar disorder3 may increase 
the risk of developing psychiatric side effects with high-
dose steroid use. Furthermore, it has been shown that 
higher and chronic dosing of corticosteroids increases the 
risk of precipitating psychiatric symptoms.11 This patient 
was likely at a high risk for developing psychiatric side 
effects due to having a personal history of bipolar disorder, 
being prescribed chronic corticosteroids, and taking 
corticosteroids in excess.

Treatment of steroid-induced psychosis traditionally 
involves discontinuing or tapering the steroid dosage.1,12 
However, treatment of SAI may involve steroid replacement 
therapy.5 If left untreated, SAI can cause hypoglycemia, 
weight loss, weakness, fatigue, nausea, vomiting, diarrhea,5 
and even an adrenal crisis.13

We would like to advocate for a closely integrated care 
approach between psychiatry and endocrinology specialists 
in caring for patients with the rare comorbid occurrence 
of both bipolar disorder and adrenal insufficiency. As 
described in this case, a careful balance between improving 
psychiatric symptoms while ensuring that the patient 
remains medically stable is necessary.
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It is well known that corticosteroids can cause mania or 
psychosis in individuals without a psychiatric history,1 

and the risk of precipitating mania in those with a history of 
mental illness is likely higher.2,3 We describe a unique case 
of a patient with bipolar I disorder and comorbid secondary 
adrenal insufficiency (SAI) whose long-term corticosteroid 
use and misuse presented major challenges in psychiatric 
management. The prevalence of bipolar I disorder and 
SAI are both low (<2%4 and < 1%,5 respectively). To 
our knowledge, there are no case reports describing the 
management of a patient with bipolar disorder with 
comorbid SAI in the literature.

Case Report
The patient is a 41-year-old Black woman with a 

past medical history of bipolar I disorder and SAI who 
presented to a community hospital for psychosis with 
paranoid and grandiose delusions. She had been brought 
in by police after she jumped out of a moving vehicle due 
to severe persecutory paranoia. The patient was taking 
corticosteroids at the time for treatment of SAI. She was 
transferred to an inpatient psychiatric unit wherein her 
psychosis and mania were stabilized over a period of 15 
days. A day after discharge, she was arrested for fleeing from 
police after a routine traffic stop and was readmitted to the 
hospital.

The patient had a history of manic episodes beginning in 
her 20s, with a formal diagnosis secondary to the described 
hospitalization. Also in her 20s, she was treated with 
prolonged corticosteroids for an unclear rheumatologic 
condition and developed SAI. She had been on replacement 
corticosteroids since her mid-30s.

Per medical record review, it was documented that 
she would frequently overuse her steroids, including self-
injecting excessive amounts. She had at least 1 episode of 
psychosis secondary to overuse of steroids in the past and 
reported symptoms of mania with higher doses.
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