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Substance Abuse with Bipolar Disorder 

 

 
Dual diagnosis has become more the norm in recent years, rather than the exception it was 

twenty or thirty years ago. The reasons for this increase are complex and varied and will not be 

covered in this article.  

 

It has been well documented that bipolar disorder patients (BD) have a prevalence rate of 

substance use disorder (SUD) up to 60%. Alcohol abuse is particularly common involving 50% 

of these patients. Some of the challenging difficulties in this cohort of patients: poor compliance 

with treatment, more and prolonged mood episodes, more frequent hospitalizations, and more 

frequent suicide attempts.  

 

This group of patients might be more accurately called “multi-morbid” rather than comorbid 

because in addition to much higher rates of DSM-IV mental diagnoses of generalized anxiety 

disorder and post-traumatic stress disorder, they have serious medical comorbidities, most 

striking being a 5-fold likelihood of hepatitis C compared to the general population.
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The Journal of the National Library of Addictions has published several articles about dual 

diagnosis over the past years; but last year saw two articles specifically focused on Bipolar 

Disorder with Substance Use Disorder. To summarize: acute treatment focuses on mood 

stabilization, establishing patient safety, especially in the face of suicidality, psychosis or other 

evidence of poor judgment, plus an effort at normalization of psychosocial functioning. The 

long-term or maintenance phase of treatment has the following focus: prevention of relapse, 

reduction of suicide risk, and improvement in the activities of daily living (ADL’s).  

 

Some of the useful pearls for differential diagnosis:  

Major Depressive Disorder may include symptoms of sadness, sleep disturbances, and physical 

symptoms. On the other hand, Bipolar Disorder usually shows little sadness, no sleep disturbance 

and no physical symptoms. The important reason for this diagnostic distinction is that bipolar 

disorders may present with depression – a reason that patients may seek help – while in the 

manic phase, they tend to “feel good.” However, a misdiagnosis of depression may lead the 

clinician to erroneously prescribe antidepressants and destabilize an already fragile clinical 

situation. The most common result is the depression worsening with increased agitation and 

anxiety. Another clinical hallmark is a rapid lifting of the depression followed by a quick relapse 
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in short order. Finally, one may see the “double dip” or double depression where the patient is 

able to function normally for several days and then fall back into a deep depression. This rapid 

cycling of mood is more likely seen with the SNRI’s (e.g., Cymbalta) and older tricyclic 

antidepressants (e.g., Elavil); it occurs somewhat less often with the SSRI’s (e.g. Prozac).
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Engaging these patients in treatment is difficult enough; yet, the addition of substance abuse 

makes the challenge of treatment even more daunting. Treatment adherence usually has to 

contend with greater clinical severity, a tendency toward reduced psychosocial resources and a 

skewed familial norm toward a lowered recognition of illness. However, integration of clinical 

management of both conditions into the treatment program offers the best chances for positive 

outcome.  

 

Some of the key guidelines for clinical assessment for comorbid Bipolar Disorder and Substance 

Use Disorder include the following:  

1. Obtain collateral information from family and others where possible. 

2. Regular detailed assessment of suicide risk. 

3. Assess multiple other risks such as hepatitis C and HIV, criminal behavior, etc.  

4. Detailed assessment of substance use since the last visit. 

5. Consider urine drug screen and blood tests regularly. 

6. Manage medication adherence. 

 

Some of the background for the conservative vigilant approach to management of this 

complicated comorbid condition lies in the fact these patients easily drop out of treatment and 

there is no established FDA-approved protocol for biologic therapies. This latter situation stems 

in no small part because Randomized Controlled Trials (RCT) have not yielded useful results in 

the face of the huge dropout rates from these studies themselves.  

 

We have, however, learned a few things:
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1. Lithium alone tends to lead to poor response in this population. 

2. Depakote plus lithium for maintenance in the alcoholic BD patient tends to result in 

fewer heavy drinking days and fewer drinks per heavy day. 

3. In RCT’s of actively drinking BD patients, anticonvulsants (e.g. valproic acid) show 

slight preferential benefit over lithium as a mood stabilizer. 

4. Although the evidence-based studies for psychopharmacologic treatments are few and at 

this time, do not offer much guidance, more progress has been made in the psychosocial 

treatment area. Integrated group therapy has emerged as an important treatment modality 

which addresses both disorders simultaneously.
4
 There is the opportunity to address both 

the cognitive and behavioral changes that are essential in rehabilitation of both 

conditions, BD and SUD. Thus, while the search goes on for better biologic treatments 

for this daunting comorbid disorder, research does demonstrate the positive results of an 

approach that integrates psychiatric, psychosocial, medical and legal dimensions 

simultaneously.  
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Summary: 

Comorbid bipolar disorder and substance use disorder present a daunting challenge to the 

treating clinician. Evidence-based research has a way to go to provide effective 

psychopharmacologic tools. For now, we must rely most heavily on an integrated approach that 

emphasizes the psychiatric, psychosocial and medical risk factors for successful case 

management. 
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