Re: Week 12: Group-Facilitated Discussion 1 - Group 3
by Haley Richard - Thursday, 20 July 2023, 9:57 AM
Group 3, 
Great job on your discussion prompts this week. I am very impressed by the research articles which your group has chosen. Bipolar disorders are often misdiagnosed but as of late are becoming increasingly apparent in our world today. Therefore, your discussion is extremely important and recognizing the different diagnoses under the umbrella of bipolar disorders is even more imperative today than ever before. 
What are three different diagnoses that fall within the bipolar spectrum; what are their symptoms and how are they similar/different? What is one disorder that bipolar has been misdiagnosed as and what is/are the key difference(s) between both? 
Through this discussion post I will identify and compare three different diagnoses that fall under the bipolar disorder spectrum. Additionally, I will identify one disorder that bipolar disorders are commonly misdiagnosed as and point out the key differences between the two. Bipolar disorders, according to the DSM-5, have three main subtypes including type 1, type 2 and cyclothymic disorder (Perrotta, 2019). Bipolar disorder 1 is characterized mainly by episodes which may be identified as grandiosity, hyperverbal speech, and elevated mood and/or affect (Carvalho et al., 2020). Bipolar disorder 2 is characterized by alternating episodes of depression with hypomania (Carvalho et al., 2020). The main difference between mania and hypomania is hypomania has a shorter duration and the increased energy may not be as high as it would be in a full-blown manic state. Cyclothymic disorder is characterized by the alternating periods of depressive symptoms (not enough to diagnose as MDD) and hypomanic episodes for 2 years but the depressive phase does not dominate the person’s mood or last as long as it would in bipolar 2 (Perrotta, 2019). Bipolar disorders can be easily misdiagnosed as borderline personality disorders because of its similarities in terms of rapid-mood cycling (Zimmerman & Morgan, 2022). Some researchers even argue that borderline personality disorder should be listed under the umbrella term of bipolar disorders, but this is not the case at this time (Zimmerman & Morgan, 2022). Bipolar disorder and borderline personality disorder can often go misdiagnosed for years as treatment resistant major depressive disorder because depression is a prominent mood in both these presentations. It is pertinent to screen for both bipolar and personality disorder in depressed patients because the treatment is very different from that of MDD. For instance, someone who has MDD may require an antidepressant but someone with BPD will most likely need a mood stabilizer such as lithium or Depakote to regulate their symptoms and prevent SI or worsening comorbidities (Zimmerman & Morgan, 2022). 
References 
Carvalho, A. F., Firth, J., & Vieta, E. (2020). Bipolar disorder. New England Journal of Medicine, 383(1), 58-66. 
Perrotta, G. (2019). Bipolar disorder: definition, differential diagnosis, clinical contexts and therapeutic approaches. J Neuroscience and Neurological Surgery, 5(1). 
Zimmerman, M., & Morgan, T. A. (2022). The relationship between borderline personality disorder and bipolar disorder. Dialogues in clinical neuroscience. 


Re: Week 12: Group-Facilitated Discussion 1 - Group 3
by Harpreet Dhillon - Tuesday, 18 July 2023, 1:50 PM
Hi Group 3, excellent post with the inclusion of a case study as well.
The average onset of bipolar disorder is at about 25 years old, although this may range between ages 14-21 years old (Lovering, 2021). Bipolar disorder is rarely diagnosed in children (up to 3%) as they may overlap with other psychiatric conditions, and the history of mood cycles may be limited at such a young age to make the diagnosis (Miller, 2023; Lovering, 2021). Bipolar disorder can be mistaken for ADHD, and they often do co-occur (Modi, 2022). A systematic study of 650,00 have found 1 in 6 adults with bipolar disorder also have ADHD, and 1 in 13 adults with ADHD, also have bipolar disorder (Modi, 2022). The exact reason is unknown; however, it is proposed they involve similar genetic factors along with the influence environmental stressors (Modi, 2022). ADHD itself is primarily behavior, involving symptoms of inattention, hyperactivity, and impulsivity, whereas bipolar disorder involves mood alternations, cycling between depression, mania/hypomania with periods of stable mood as well (WebMD, 2022). Mood changes in individuals with ADHD may be situational, versus random or cyclical occurrence with occurs with bipolar disorder (Rodden & Olivardia, 2023). Symptoms including rapid/impulsive speech, hyperactivity, inability to focus, racing thoughts, irritability, at times defiant/oppositional may occur in both ADHD and bipolar disorder however (WebMD, 2022).  Persons with ADHD may experience depression, however it is more often situational, such as not doing well in school which impacts their mood. Bipolar disorder may accompany “limbic rage, or mood shifts that are rapid, intense, long-lasting, and highly destructive,” risky behaviors, along with psychosis, and grandiose thoughts (Rodden & Olivardia, 2023).  Persons with ADHD may experience hyperfocus which often occurs on a deadline; however, this is short-lived and exhaustion follows after hyperfocus periods whereas increased productivity experienced during manic episodes in persons with bipolar disorder may last for days with decreased to no sleep, and is independent of external circumstances (Rodden & Olivardia, 2023).
A.T. most likely has a diagnosis of Bipolar I disorder, which includes a period of manic episode lasting at least a week and this patient has been experiencing symptoms for the past 2 weeks, and depending on whether he was on treatment for his history of MDD, this episode may have been manifested by an antidepressant (APA, 2013). He does have a family history of bipolar disorder as well, which increases her risk factor (APA, 2013). The manic symptoms he is currently experiencing include grandiosity, decreased need for sleep, pressured/tangential speech, flight of ideas, participation in risky behaviors, hyper-focused on tasks, irritable/elevated mood for at least a week (APA, 2013). Impaired functioning in school is also noted due to mood and behavioral disturbances (APA, 2013). The patient also has a history of MDD, so his mood does alternate (APA, 2013). Due to impairment at school, symptoms lasting 2 weeks, and concerning enough for the patient to be brought in to see the provider, the diagnosis Bipolar I disorder is fitting (APA, 2013). He may be a danger to himself or others as well depending on the activities he is involved in which he is hiding from his mother and leaving school early for.
References
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). American Psychiatric Publishing, Inc.
Lovering, N. (2021, December 10). Bipolar age of onset: Why it matters. Psych Central. https://psychcentral.com/bipolar/bipolar-age-of-onset#age-of-onset
Miller, C. (2023, June 21). Bipolar disorder: Why it’s often misdiagnosed. Child Mind Institute. https://childmind.org/article/bipolar-disorder-difficult-to-diagnose-in-adolescents/
Modi, J. (2022, June 9). CAN YOU HAVE ADHD and bipolar disorder?. Buzzrx.com. https://www.buzzrx.com/blog/can-you-have-adhd-and-bipolar-disorder
Olivardia, R. (2023, May 24). The physician’s guide for distinguishing bipolar disorder and ADHD. ADDitude. https://www.additudemag.com/adhd-vs-bipolar-a-guide-to-distinguishing-look-alike-conditions/
WebMD. (2022). Bipolar disorder or ADHD? how to tell the difference. WebMD. https://www.webmd.com/add-adhd/childhood-adhd/bipolar_disorder_or_adhd

