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Abstract. – BACKGROUND: It is very common
that the diagnosis of bipolar disorder comes with
several years of delay. This premise is supported
by the fact that this diagnosis is almost always set
after longitudinal monitoring of symptoms and by
the fact that this disorder is often unrecognized or
misdiagnosed.

AIM: The aim of this study was to determine
the incidence of misdiagnosed bipolar disorder
and to explore its influence on the further course
of the disorder.

PATIENTS AND METHODS: The research was
provided as a naturalistic study, which included
65 bipolar patients admitted to the Hospital. We
examined medical records of the first episode
and five-year follow-up of the course of the dis-
ease. The average number of episodes was com-
pared between the group with properly diagnosed
first episode and the group with wrongly diag-
nosed first episode in the observed five-year peri-
od. T-test was used in this study, in addition to
descriptive parameters, mean, median, standard
deviation and coefficient of variation.

RESULTS: In the sample over which the survey
was conducted 52% of the first episodes of bipolar
disorder were wrongly diagnosed. We found a sta-
tistically significant difference (t = 1.84; p < 0.05) in
the number of episodes that followed the first
episode between patients whose first episode was
appropriately diagnosed and patients whose first
episode has not been properly diagnosed.

CONCLUSIONS: There is a high number of un-
recognized and misdiagnosed bipolar disorders.
Inadequate diagnosis leads to inadequate treat-
ment of the disorder. Number of next episodes
in period of follow up is statistically significantly
connected with the adequacy of diagnose.

Key Words:
Bipolar disorder, Disease progression, Observation-

al study.

Introduction

Bipolar disorder often causes disability and
significant functional impairment with consider-
able consequences on the quality of life not only
of the patients themselves, but also of their fami-
ly members and other in their environment1.
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It is very common that the diagnosis of bipolar
disorder comes with several years of delay2. This
premise is supported by the fact that this diagno-
sis is almost always set after longitudinal moni-
toring of symptoms and by the fact that this dis-
order is often unrecognized or misdiagnosed.
Much of the difficulty in diagnosis of bipolar dis-
order is consequent to the changing illness ex-
pression of the disorder, inherent in the charac-
teristic mood instability of the ilness. Therefore,
rather than expect to make a conclusive diagno-
sis cross-sectionally, it is often advisable to ex-
plain the fluctuating course to the patient and an
involved family member3.
The lifetime prevalence of bipolar affective dis-

order, according to the World Health Organiza-
tion, is between 1% and 2.5%4. Taking these data
into account there is at least 3.2 million people
suffering from this disorder in Europe5.
The significance of mood disorders is seen in

high rate of morbidity and mortality, comorbidity
with other mental and physical illnesses and dis-
abilities, as well as in social and economic con-
sequences for the patient, their family and the
whole society. Bipolar disorder is the sixth lead-
ing cause of disability in the world. Functional
recovery in depression is limited as well as in
chronic diseases such as diabetes mellitus or car-
diovascular diseases6.
The lifetime risk of suicide in patients with a

diagnosis of bipolar disorder ranges from 8% to
20%7. Suicide rates, averaging 0.4% per year in
men and women diagnosed with bipolar disorder,
are more than 20-fold higher than in the general
population. Prospective and retrospective
studies8,9 clearly support the evident clinical ob-
servation that if patients with major mood disor-
der commit or attempt suicide, they do it mostly
during their depressive episode (78-89%) and
less frequently in dysphoric mania (11-20%), but
very rarely during euphoric mania and euthymia
(0-7%), indicating that suicidal behaviour in pa-
tients with mood disorder is a “state-dependent”
phenomenon. Therefore, to adequately diagnose
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Diagnosis F 29 F 20 F 22 F 25 F 41 F 60 F 10 F 98 F 34 F 43 F 53

% 44.12 11.76 11.76 5.88 5.88 5.88 2.94 2.94 2.94 2.94 2.94

Table I. Share of specific inadequate diagnoses in the group with inadequately diagnosed first episode.

The study was approved by the Institutional
Review Board (Ethics Committee of the Clinical
Centre of Vojvodina, Serbia), and the subjects
provided written informed consent after receiv-
ing a complete description of the study.

Statistical Analysis
Computer programes “SPSS” and “Excel”

were used for statistical analysis of data.
In addition to descriptive parameters, mean,

median, standard deviation and coefficient of
variation we used Student’s t-test. Prerequisites
for the calculation of the t-test are nominal distri-
bution and equality of variances of two groups.
By convention, statistically significant is consid-
ered test in which p value is less than 0.05.
The results will be displayed in Tables and

Figures.

Results

In the sample over which the survey was con-
ducted 52% of the patients were wrongly diag-
nosed during their first episode of bipolar disor-
der (Table I).
We compared average number of episodes

between the group with properly diagnosed first
episode and the group with wrongly diagnosed
first episode in the observed five-year period.
Value 1.84 is obtained using Student’s t-test,
and this result indicates to a statistically signifi-
cant difference in the number of episodes that
followed the first episode between patients
whose first episode was appropriately diag-
nosed and patients whose first episode was not
adequately diagnosed.
Patients which were wrongly diagnosed during

their first episode had significantly more addi-
tional episodes of bipolar disorder in observed
five-year period (Figure 1).

Discussion

Results show that 52% of the patients were not
diagnosed as mood disorders (F3 according to

and to treat acute mood episodes effectively is
essential for suicide prevention.
The aim of this study was to determine the

prevalence of misdiagnosed bipolar disorder and
to explore it’s influence on the further course of
the disorder.

Paatients and Methods

Study Procedure
This research is a naturalistic study that was

conducted at the Clinic for Psychiatry, Clinical
Centre of Vojvodina in Novi Sad, Serbia.
At study intake, raters interviewed subjects

about their current and past psychiatric history,
and then reviewed medical records and, whenev-
er feasible, interviewed other informants. Diag-
noses were then made according to International
Classification of Diseases, 10th revision (ICD-10)
diagnostic criteria.
Only the past diagnoses of the first episodes

that were placed into the diagnostic framework
of affective disorders (F 30.0-33.9 according to
ICD-10) were considered adequate. After exam-
ining the medical records from the first
episode/hospitalization and five-year follow-up
of the course of the disease we performed the re-
diagnosis (validation of diagnosis established in
the past, after the first hospitalization) – all inad-
equate diagnosis were replaced with the appro-
priate diagnosis of bipolar disorder episodes ac-
cording to the clinical presentation at that time
and longitudinal course of the disorder.
We compared average number of episodes be-

tween the group with adequatly diagnosed first
episode and the group with inadequatly diagnosed
first episode in the observed five-year period.

Subjects
The sample for our study included 65 subjects

who (1) were admitted to the Clinic of Psychiatry
in Novi Sad, Serbia in the period from 01.01.2006.
to 31.12.2009, (2) met ICD-10 diagnostic criteria
for bipolar disorder (F 31.0-31.9), (3) had more
than one hospitalization and (4) were hospitalized
for the first time more than 5 years ago.



in accordance with: diagnosis (non-specific ther-
apy for bipolar disorder), length of treatment
(bipolar disorder requires the extension phase
and prophylactic therapy), and follow up (fre-
quency of check-ups). Only 52% of US patients
with bipolar disorder were fully adherent, ac-
cording to a recent review12.
There is always the question about the cost

implications of the time lapse before patients
were diagnosed with bipolar disorder. It is
found that these delays may result in excess
costs both during the time of the delay and after
diagnosis13-15. This finding may reflect treat-
ment refractoriness in the post-bipolar diagnosis
period or more intensive treatment, and also
suggests that more aggressive recognition and
treatment can reduce healthcare costs.
Future analyses will examine risk factors for

misdiagnose of bipolar disorder and will give
suggestions for steps to be taken.
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ICD-10) after their first hospitalization. Some in-
vestigators have explored the time to bipolar di-
agnosis based on previous mental health diag-
noses. In the 2000 survey of the National De-
pressive and Manic-Depressive Association
(NDMDA), more than one third of respondents
with bipolar disorder were found to have sought
professional help within 1 year of the onset of
symptoms; however, 69% were misdiagnosed.
Patients who were misdiagnosed consulted a
mean of 4 physicians before receiving the correct
diagnosis and one third waited 10 years or more
before receiving an accurate diagnosis10,11.
Almost ¾ of inadequately diagnosed patients

in our study were diagnosed as a psychotic men-
tal disorders (F29, F20, F22, F25 – according to
ICD-10). This indicates that episodes of bipolar
disorder with psychotic features are often mistak-
enly diagnosed as other psychotic disorders. In-
adequate diagnosis also often belonged to the
group of anxiety disorders, mental and behav-
ioural disorders due to psychoactive substance
use or personality disorders. This finding could
be explained by the frequent comorbidity of
bipolar disorder with some of these groups of
disorders and possible overlapping in clinical
presentation during the episodes.
Wrongly diagnosed patients had significantly

more episodes than those who were appropriately
diagnosed (63 vs. 45, p < 0.05) – this is probably
consistent with the treatment that was prescribed

Figure 1. Average number of episodes in the observed
five-year period after the first episode in relation to the ade-
quacy of diagnosis of the first episode.
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