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Your Patient Is Depressed: Could It Be Bipolar Disorder?

Announcer:
This is ReachMD. Welcome to this Medical Industry Feature titled, “Your Patient is Depressed: Could it Be Bipolar Disorder?" This
program was sponsored by Allergan prior to its acquisition by AbbVie and is intended for healthcare professionals. Your host is Dr.
Jennifer Caudle.

Dr. Caudle:
Two studies published in 2005 reported that approximately a quarter of patients with depression in a primary care setting may actually
have bipolar disorder. 1 , 2  Also, a significant number of patients with bipolar disorder are receiving a misdiagnosis of unipolar
depression.3 Nationally, approximately 43% of family physicians are providing mental health care;4 therefore the need for faster
recognition and more accurate management of patients with bipolar depression is absolutely critical.

This is ReachMD and I am your host, Dr. Jennifer Caudle. And here with me today is Dr. Roger McIntyre, Professor of Psychiatry and
Pharmacology at the University of Toronto and Head of the Mood Disorders Psychopharmacology Unit at the University Health Network.
Dr. McIntyre is the lead author of a recently published article in the journal Current Medical Research and Opinion, entitled “Bipolar
Depression: The Clinical Characteristics and Unmet Needs of a Complex Disorder.”  This topic will be the focus of our discussion today.
Dr. McIntyre, welcome to the program.

Dr. McIntyre:
Thank you for having me, Dr. Caudle. Nice to be here.

Dr. Caudle: 
So, Dr. McIntyre, let’s start with a clear understanding of the factors behind the misdiagnosis of bipolar disorder. So, first off, how often
is this happening, and why?

Dr. McIntyre:
Well, misdiagnosis is the rule rather than the exception, and I like to remind colleagues of the rule of 25%, that about 25% of people who
present with depression in primary care actually have bipolar.1,2 It’s approximately 25%. And there are many, many reasons why we
miss the diagnosis, particularly at the first visit, and those reasons can be summarized really, in fact, as follows. Firstly, bipolar disorder
is an illness wherein depressive symptoms and episodes not only predominate, but they’re also the initial presentation of the illness.5

So, the clinician meeting with the patient meets with the patient when they’re depressed, and so that often, in fact, biases the clinician
towards nonbipolar diagnoses.

Secondly, which is also worth noting, is that many individuals who have bipolar disorder also have other concurrent conditions, both
other mental disorders and medical disorders.6,7

For example, it’s not uncommon for someone with depression to visit the healthcare provider who also has symptoms of anxiety
disorders or substance use disorders, or attention deficit hyperactivity, just to name a few. 6 Moreover, these disorders often co-occur
with other well-known medical disorders like obesity, 8 like migraine9 and cardiovascular disease,10 and taken together, these
concurrent conditions often obscure the underlying diagnosis of bipolar.11 The takeaway is that for every person we see who has
depression, no matter what clinical setting we’re in, we have to be thinking about possibilities of bipolar disorder, given the extraordinary
rate of misdiagnosis taking place.
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Dr. Caudle: 
And what kinds of impacts could a delayed diagnosis or even an ongoing misdiagnosis have on patients?

Dr. McIntyre:
There are many implications for the person who’s been affected by the condition. First of all, bipolar disorder is a highly impairing
condition, and what we’ve learned is that the depressive symptoms and episodes disproportionately account for the morbidity and
reduction in overall function that’s associated with bipolar disorder.12-20 In other words, the person has ongoing symptoms that are
propagating their decreased quality of life and function. Second, we know that individuals who are not appropriately diagnosed are at
increased risk of suicide.21 Bipolar disorder, in many studies, has one of the highest rates of suicide in all of psychiatry, and we know
that suicidal behavior and completion disproportionately occurs when people are experiencing depressive symptoms.22,23

Dr. Caudle, what I’ve seen so often in clinical practice, and I see it weekly in my office, is too often patients are misdiagnosed as having,
for example, major depression, and they’re prescribed conventional antidepressants.

Not only are conventional antidepressants not FDA approved for bipolar disorder, but in many cases, conventional antidepressants,
especially as monotherapy, actually could be hazardous to some persons with bipolar and can contribute to greater instability of their
illness.24-26 So, taking together the overall illness burden, the morbidity, the risk for mortality, as well as really misadventures with
antidepressants, remains very high in people who have, in fact, not been diagnosed accurately or timely.

Dr. Caudle: 
So, given the fact that a timely and accurate diagnosis is essential for these patients, what are some of the common characteristics that
primary care physicians should look for? And what tools or strategies can we use to help get us there?

Dr. McIntyre:
Clinicians, when meeting with individuals who have presented to them with depressive symptoms, should, in fact, begin the process of
screening for bipolar disorder. One of the best-known self-screening instruments for bipolar is noted as the Mood Disorder
Questionnaire, this screener has modest sensitivity but reasonably good specificity.3,27 Translating that – what that means is if the
person is screening negative, you’ve got a pretty good level of confidence they likely don’t have bipolar disorder.

If they’re screening positive, that doesn’t diagnose bipolar – that invites the need to take a careful history, and what I’m paying close
attention to, Dr. Caudle, in these types of situations, is what’s the age at onset of this patient? How many episodes of illness have they
had? What’s the phenomenology? Is the patient experiencing more increase in appetite and sleep – hyperphagia, hypersomnia
respectively? What’s the family history? Is there family loading, if you will, for mental disorders?

Why I’m asking these questions is that the adult who has bipolar disorder, who’s in my office presenting with depression, is more likely
to report earlier age at onset relative to major depression,28 more episodes,28 more hyperphagia,28 more hypersomnia,28 and
particularly, a higher family history of mental illness.28 Let’s not forget their history with antidepressants, going back to what I said a
moment ago, it’s very common for persons to report to us that have been exposed to multiple conventional antidepressants and they
just haven’t been sufficient.29 That’s another factor that suggests possibly this person has bipolar disorder. 

So, take a very, very careful history following an appropriate screening. Be also vigilant for what I call diagnostic transition or
conversion. In other words, remember a moment ago, Dr. Caudle, I mentioned that depressive symptoms and episodes, they really
herald the onset of this illness, and many patients have not had mania at this point in time.5 So, always be vigilant for the possibility of
bipolar, even in those patients you’ve got a high level of confidence the diagnosis is major depression, especially when they start to not
respond to antidepressants or have reactions like worsening of anxiety, irritability, or agitation when taking an antidepressant.

Dr. Caudle: 
For those of you who are just joining us, you’re listening to Reach MD and I’m your host, Dr. Jennifer Caudle. Today, I’m speaking with
Dr. Roger McIntyre about the importance of considering bipolar disorder among patients who present with depressive episodes in the
primary care setting. So, Dr. McIntyre, now that we’ve covered some key diagnostic considerations, let’s shift over to the therapeutic
landscape for bipolar depression. What treatment options are currently available for bipolar disorder to address both the manic and
depressive symptoms?

Dr. McIntyre:
I would encourage my colleagues who are really tuning into this program to consult an evidence-based guideline. For example, the
most recent updated version of the Florida Medicaid Guidelines provides up-to-date guidance as to the evidence-based treatments for
both mania and depression in the acute and the maintenance phase.26 The therapeutic options for bipolar disorder are varied and
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include a long list of treatments, frankly, that are approved by the FDA for acute mania, but relatively few treatments are approved for
bipolar depression. We have even fewer agents that are approved for both mania and depression, and clinicians should familiarize
themselves with what those agents are. Moreover, clinicians should familiarize themselves with the tolerability profiles of medications as
some are more likely than others to be associated with side effects like weight gain and metabolic problems, particularly problematic in
this population. But, again, I would encourage my colleagues to consult the Florida Medicaid Guidelines, or what’s listed on the FDA
website.26,30

Dr. Caudle:
And what can we as clinicians do to improve outcomes and treatment adherence for these patients? Are there some insights that help
you guide clinicians towards best practices here?

Dr. McIntyre:
It’s a wonderful question and it’s such an important part of the art of managing bipolar disorder.

Throughout my history of having the privilege of meeting families and people who are affected by bipolar, I’ve learned that there’s no
more powerful ingredient than forming a robust, therapeutic alliance with patients. That sets the groundwork, if you will, for
psychoeducation, not just around the diagnosis, but its treatment. The provision of accurate information is desperately needed to
improve patients’ both diagnostic and therapeutic literacy. The other part is I think we need to have a candid conversation about what’s
reasonable and consensually agreed-upon therapeutic objectives. It’s important we articulate what those objectives are in the short-term
and the long-term and work with patients collaboratively to achieve those objectives. It’s essential to pick treatments that are evidence-
based, FDA-approved, and recommended by best practices and guidelines, and this is important because too often patients receive
treatments that are discordant with best practices.

Finally, I really, really think it’s important to measure patients’ outcomes, measure their symptoms, measure their outcomes, and let’s not
forget about health below the neck. In other words, taking good care of their physical health, not just their mental health.  This means
paying close attention to their body mass index, their weight, their diet, their lifestyle, et cetera. It’s all part of taking good care of our
patients. I would like to end that, if I could, by just articulating that too often – and part of this is an access and availability issue –
patients are not, in fact, receiving manual-based psychotherapy, and we’ve learned that in many cases, psychotherapy, like cognitive
therapy or mindfulness, can help some patients improve their overall level of function and well-being.31-34 So, as you can hear, it’s a
very multidimensional, eclectic mix of treatments, and in many cases these treatments are offered for multiple years, if not lifetime, for
many of our patients we encounter.

Dr. Caudle: 
So, Dr. McIntyre, before we wrap up today’s discussion, can you summarize a few takeaways on how we can better manage our
patients with bipolar depression?

Dr. McIntyre:
Key takeaways of this are that clinicians should be aware that approximately 25% of patients with depression in primary care are, in
fact, experiencing bipolar.1,2 These are patients who are presenting with depression. Secondly, be aware of the fact that too often
bipolar disorder’s misdiagnosed.3 Persons with a diagnosis often wait many years before the correct diagnosis is provided,11 and too
often, these patients are experiencing multiple episodes, causing terrible distress, impairment, and leaving them at risk of mortality.
Finally, the importance of diagnostic timeliness and accuracy is underscored by the fact that too often patients are not diagnosed
appropriately and receive antidepressants as monotherapy, often to their peril, not benefitting them, and in many cases could worsen
their overall outcome.24-26 So, thinking about bipolar, be aware of misdiagnosis risks and be very cautious with the treatments that are
provided.

Dr. Caudle:
Well that is a great set of considerations for us to think on as we come to the end of today’s program, and I want to thank you, Dr.
McIntyre, for joining me to share key insights from the article you recently co-authored on bipolar depression. It was wonderful having
you on today’s program.

Dr. McIntyre:
Thank you so much for having me and covering this very interesting topic. I appreciate it.

Announcer:
This program was sponsored by Allergan prior to its acquisition by AbbVie. For access to this and other episodes identifying
characteristics and discussing unmet needs of bipolar depression visit ReachMD.com. And to find the complete publication of Dr. Roger
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McIntyre’s co-authored article, visit the online journal, Current Medical Research and Opinion. This is ReachMD: Be Part of the
Knowledge. Thank you for listening.
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