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impulse control disorders.2 Bipolar
disorder is associated with an increased
risk of physical illness, such as ischaemic
heart disease, diabetes, chronic
obstructive pulmonary disease,
pneumonia, and unintentional injury.19

Cardiovascular health is a particular
concern, particularly given the
recognised link between obesity and
bipolar affective disorder and the
common use of antipsychotic
medications associated with metabolic
syndrome. Life expectancy is reduced
by at least ten years, the most common
cause of premature death is
cardiovascular disease (CVD).20

GPs should monitor the physical
health of patients with bipolar disorder
when responsibility for monitoring is
transferred from secondary care, and
then at least annually. The health check
should be comprehensive, including all
the parameters recommended in box 4,
below, left. The quality and outcomes
framework (QOF) mental health
indicators, detailed in box 5, below, left,
also state that practices should produce
a register of patients with bipolar
disorder.

TREATMENT 
Although substance misuse may cloud
the picture, a (hypo)manic episode
should be reasonably easy to identify.
Treatment will generally be initiated by,
or at least in discussion with, the
psychiatric team and usually involve
stopping antidepressants, starting an
antipsychotic and (generally when
elevated mood has settled and longer
term treatment can be discussed with
the patient), a ‘mood stabiliser’.
However, as already discussed patients
will more commonly present with
depressive symptoms. 

Recognition that this is bipolar rather
than unipolar depression is crucial not
only as an essential starting point for
appropriate treatment and risk
management, but also in avoiding
contraindicated treatment. 
Antidepressant monotherapy can
exacerbate the frequency and severity
of mood symptoms as well as promote
treatment resistance to appropriate
medications.21 

Treatment options in bipolar
depression include quetiapine
monotherapy and fluoxetine with
olanzapine (see box 6, p14).
Antidepressants can be used if
prescribed with a mood stabiliser, but it
is recommended that they are stopped
within three months of remission.   

Once a bipolar diagnosis is
established the emphasis is on »

passes to primary care after a year.
While many patients with bipolar
affective disorder will continue to be
treated by mental health services, up to
38% of bipolar patients in the UK are
treated exclusively in primary care.12
NICE guidance on when to refer back to
mental health services is detailed in box 3,
below.

PROGNOSIS 
The risk of recurrence in bipolar affective
disorder is especially high, 60% of
people presenting with mania
experiencing a further affective episode
within two years.15 Bipolar affective
disorder is a long-term condition and

Box 3 

NICE criteria for referral in bipolar disorder 9
• Poor or partial response to treatment
• The patient's work or social functioning declines significantly
• Treatment adherence is poor
• Intolerable or medically important side effects from medication
• Comorbid alcohol or drug misuse 
• The patient stops medication after a period of relatively stable mood
• A woman with bipolar disorder is pregnant or plans a pregnancy

Box 4

Assessment of physical health 9
• Weight and BMI, diet, nutritional status and level of physical activity
• Cardiovascular status, including pulse and blood pressure
• Metabolic status, including fasting blood glucose, glycosylated haemoglobin
(HbA

1c
) and blood lipid profile (particularly important if the patient is treated with

an antipsychotic)
• Liver function
• Renal and thyroid function, calcium, and three monthly lithium levels in patients
taking long-term lithium
• Smoking status, with offer of assistance with smoking cessation if indicated

Box 5

QOF mental health indicators

Records
MH001 The contractor establishes and maintains a register of patients with
schizophrenia, bipolar affective disorder and other psychoses and other patients
on lithium therapy. 4 points

Ongoing management
MH002 The percentage of patients with schizophrenia, bipolar affective disorder
and other psychoses who have a comprehensive care plan documented in the
record in the preceding 12 months, agreed between individuals, their family and/or
carers as appropriate. 6 points

MH003 The percentage of patients with schizophrenia, bipolar affective disorder
and other psychoses who have a record of blood pressure in the preceding 
12 months. 4 points

MH006 The percentage of patients with schizophrenia, bipolar affective disorder
and other psychoses who have a record of BMI in the preceding 12 months. 4 points

must be treated accordingly. With
optimal treatment patients can return to,
and maintain, pre-illness levels of
functioning.16

Risk of completed suicide is high.  
A large Danish cohort study estimated
absolute risk as nearly 8% in men and 
5% in women.17 It most commonly
occurs in depression, with previous
suicide attempts and substance misuse
important risk factors.18

COMORBIDITY
Around two thirds of people with bipolar
disorder also experience another mental
health disorder, usually anxiety
disorders, substance use disorders, or


