Differential Diagnosis: Bipolar Disorder, by Mark Myers, LPC

Normally I present information exclusively from the DSM-IV about diagnosing mental disorders. However, there was some information in the Harvard News Letter recently on bipolar disorder (BD) recently that I wanted to recap because I thought it was especially interesting. I have written on BD twice before—once on how to tell BD from borderline personality disorder (D/O), and the second article was on how difficult BD is to diagnose and common mistakes that clinicians make in diagnosing BD. I have copies of these articles if you would like to have one. I have also ordered a questionnaire to use to help differentiate BD from other D/Os with similar symptoms.   
Researchers at Brown University have concluded that more than half of BD diagnoses may be wrong. Researchers interviewed 700 psychiatric outpatients, using a  comprehensive diagnostic tool, the Structured Clinical Interview for DSM Disorders (SCID). The researchers speculate that clinicians who are unsure about whether a patient has BD may diagnose it because they feel more comfortable treating it than other psychiatric DOs. Or they may attribute agitation, insomnia, and racing thoughts to BD rather than to possible alternatives, such as major depression with psychomotor agitation.   

Although over-diagnosing BD is a significant problem, it is also just as important to not    misdiagnose someone with having major depression when he or she really has BD. It is important to always check for a history of mania whenever we have a client presenting with depression. If the history of mania is overlooked, the client will not receive the medications they need. Only two medications—seroquel and symbyax—are specifically approved to treat bipolar depression (compared to nine medications for mania). And there is growing evidence that using standard antidepressants as an adjunct to mood-stabilizing medications does not benefit patients with BD.
Making matters worse, even if we make an accurate BD diagnosis and prescribe the right medications, clients with BD often take their medications irregularly or stop taking them altogether. According to research, 18%-52% of clients with BD do not take their medications as prescribed.  

BD is the sixth leading cause of disability worldwide. In one study researchers followed patients after they suffered a manic or depressive episode. They found that 37% of clients experienced a recurrence of mania or depression within a year, 60% within two years, and 73% within five years. Full recovery from a mania or depressive episode may take months, even years. One study of clients who have been hospitalized for a manic episode and were then followed after discharge found that 48% of clients recovered from symptoms by the end of a year, but only 24% returned to normal life functioning. 
Researchers are finding that depression actually causes more impairment in BD than mania. Clients generally take longer to recover from a depressive episode and experience more residual symptoms of depression between episodes. 
Finally, in BD, the brain’s ability to regulate emotion is probably compromised, so stress and conflict, which trigger negative emotions, tend to worsen symptoms, especially depression. Thus people with BD are particularly vulnerable to inadequate social support, traumatic life events, and hostility or criticism from family members. Although getting the right medication is essential, a large body of research shows that counseling, when combined with medications, helps to alleviate symptoms, hastens recovery, decreases the risk of relapse, and improves functioning. Clients and their families need to be provided information about BD and its treatments and educated about early signs of relapse. It is also important to bolster their interpersonal skills, improve coping skills for stress, and help them learn to use cognitive behavioral techniques. Regardless of the type of therapy used, the client needs to become an active participant in his or her own recovery.         

