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A naturalistic observational study of patients with bipolar affective disorder from two tertiary care hospitals

With its chronic relapsing course BAD can be a severely 
disabling condition (17). In fact, bipolar disorder is the 
sixth leading cause of disability worldwide (18). BAD is 
associated with significant impairment in work, family 
and social functioning (19). Most affected individuals 
report a profoundly negative effect upon their quality of 
life, due to the illness (20).

Literature on the long-term course of this disorder in
Asian populations is sparse. Some suggest that as for
schizophrenia, the outcome for BAD is better in Asian
countries, due to positive involvement of the family in
these regions (21). The objective of this study was to
describe the long-term course of BAD in patients in two
general hospital clinic settings, in Sri Lanka, based on
data extracted from clinic records.

Methodology
This was a descriptive cross sectional study. It was
carried out at outpatient psychiatric clinics of Colombo
North Teaching Hospital, Ragama and General (Teaching)
Hospital, Kegalle, Sri Lanka.

The eligible study population comprised of patients from
both genders aged 18-85 years, who were diagnosed to
have BAD. The diagnosis had been made by a consultant
psychiatrist, by clinical interview, based on the Inter-
national Classification of Diseases version 10 (ICD 10)
criteria. Those who had experienced the illness for less
than one year, and those who were suffering from acute
exacerbations, schizoaffective disorder or alcohol or drug
misuse were excluded.

All eligible individuals were invited to participate and
included if they gave informed consent. The recruitment
process was continued until the pre-planned sample size
of 350 participants was reached. Ethical clearance for the
study was obtained from the Ethics Review Committee
of the Faculty of Medicine, University of Kelaniya, Sri
Lanka.

Data was collected from the patients, carers and from
their clinic records using a pre-tested interviewer
administered questionnaire, which examined for socio
demographic characteristics, duration of the illness,
number of relapses, treatment adherence, a past history
of suicidal behaviour and functional level.

Statistical analysis was carried out using statistical
Package for Social Science (SPSS) version 17.0 software
program and Chi-square test was administered for
categorical data.

Results

Demographic details
There were 350 participants, of whom 55.7% (n=195) 
were female (Table 1). The age range of participants

was from 18 to 85 years.  Most (41.7%) were aged between
41 to 55 years.

A majority of participants were married (62%), most
(62.6%) were living with their spouse or children at the
time of the study, and most (66.9%) were unemployed. A
majority had differing levels of formal education, and
only 1.4% had never attended school.

One third of the study population (32.6%) had

 experienced the illness for 6-10 years and one fourth

 (24.6%) for more than 20 years. Most (43.4%) developed

 their illness before the age of 25 years, while 29.7% had

 the onset between 26 to 40 years, and the remaining

 26.9% had the onset after 40 years.

The mean age at onset of the illness in the study sample 
was 31.7 years; 31.3 years for males and 31.9 years for 
females.   Of the 155 male participants in this study sample, 
45.2% (n=70) developed their illness before 25 years and 
28.4% (n=44) had the onset after 25 years but before 40 
years. Among females, 42.6% (n=83) experienced 
onset before 25 years, and 30.3% (n=59) between 26-40 
years of age. There was no association between 
gender and age at onset.

Amongst a majority (70.0%), mania was recorded as 
the first episode of illness, and in 25.7% depression 
was the first episode. Most (65.6%) who had 
depression as the first episode were females. Only 
34.4% of males were recorded to have experienced 
depression as the first episode of their illness. 
There was a significant association between type of 
first episode and gender (χ2=6.086, p=0.048). Among 
patients who had mixed episodes, 33.3% (n=5) were 
males and 66.6% (n=10) were females.

Among the participants 37.4% (n=132), had a positive
family history of mental illness. More than half (50.7%)
of the patients with a positive family history had the
onset of illness at a younger age (χ2= 12.435, p=0.014).

The course of BAD in relation to relapses
Overall patterns of relapse

A majority (66%) of participants had experienced more
than one relapse by the time of the interview. Most
(43.2%) had 2-5 relapses, 11.4% had 6-10 relapses, 7.7%
had more than 10 but less than 15 relapses, and 3.7% had
more than 20 relapses.

First relapse

Most patients (54.9%) had experienced their first relapse
within 2-5 years of onset of their illness. Of these, 27.7%
had their first relapse within one year. The first relapse
occurred in 6-10 years in 8.9%, after 10 years in 6.3% and
after 20 years in 2.3%.

The course of BAD in relation to illness 
duration 
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Second relapse

One third (33.4%) of patients had no second relapse. But
38.3% relapsed for the second time within 2-5 years of
their illness. Another 15.1% experienced their second
relapse within 6-10 years and 8.3% relapsed after 11 years
but before 20 years. A minority (2.3%) had a second
relapse within the first year and an almost similar number
(2.6%) had the second relapse after 20 years of their
illness.

The likelihood of a relapse for each patient per year was 
0.644 in the first 5 years, 0.405 in the next 5-10 years, 0.38 
in the next 10-15 years and 0.30 after 15 years. The trend 
was suggestive of fewer episodes over time.

Types of relapse and associated factors

Nearly half (49.1%) experienced manic episodes most
often, during relapses, while 15.1% had more depressive
episodes. Of the remainder, (31.4%), experienced both
manic and depressive relapses equally and a small
number (4.3%) had mixed episodes.

In a majority (58.0%), medication noncompliance was
the main reported reason for relapse. Life stresses (29.1%)
were the next common reason for relapse (Table 1).

A large majority (83.4%) were happy about the support
given by their families to recover from their illness.
However 7.4% had poor family support.

The course of BAD in relation to suicidal
attempts

Nearly one fifth (18.9%) of patients had a past history 
of a suicidal attempt at the time of the interview, of 
whom two thirds were females (68.2%) (χ2 =7.607, 
p=0.022).

When considering the methods, 51.5% tried to harm
themselves by jumping in to a well, river or from a height
(Table 2).

Table 1. Reasons for relapse among study
participants with BAD

Reason for relapse No Percentage

Defaulted medication 203 58.0%

Life stresses 102 29.1%

Defaulted medication + stresses 12 3.4%

Treatment resistance 9 2.6%

Other causes 15 4.3%

More than one cause 9 2.6%

Total 350 100.0

The course of BAD in relation to treatment
adherence

A majority of participants (62%) in this study reported 
good drug compliance at the time of interview. Poor 
treatment compliance was significantly associated with 
the number of relapses (χ2=92.992, p=0.000). Many 
participants (59.7%) expressed the belief that they would 
relapse if they stopped medication. But 23.7% believed 
that they would not relapse if they stopped medication.

Some (12.3%) were worried about side effects of
medication and a minority (4.6%) had no knowledge
about their medication. A significantly higher relapse rate
was seen in those with negative ideas about medication
(χ2 =69.213, p=0.000).

Table 2. Methods used to attempt suicide

Method of DSH Number Number
 (Percentage)

Males Females

Drug overdose 13 (20.1%) 6 7

Jump to a well/
river/from height 34 (51.5%) 7 27

Attempted
poisoning   7 (10.3%) 2 5

Hanging   6 (9.3%) 4 2

Burn himself/
herself   3 (4.4 %) - 3

More than
one method   3 (4.4%) 2 1

 Total 66 (100.0) 21 45

Functional outcome

The majority (60.3%) had been reportedly functioning
well (studying or employed) at the time of onset of BAD.
At the time of the interview, only 33.1% (n=116) were
functioning well.

Discussion
The findings of this naturalistic study, conducted in a
large teaching hospital clinic, shows that patients with
BAD experience a diverse course of their illness, with
time. In this study population, the number of relapses
appeared to reduce with time. Other studies too show
that evidence-based long-term treatment with regular
follow-up visits, could improve the course of the disease
and the prognosis (22). Treatment compliance was
associated with fewer relapses in this study.

Relapses were common, with more than half having their
first relapse within 5 years and a quarter within one year.
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However, a minority had their second relapse 20 years
after the first episode. Predicting the chance of relapse
in individuals therefore remains elusive. Another study
done in Chicago too showed that more than half of their
study population were re-hospitalised due to a relapse
at least once in 4-5 years after diagnosis (17).

The mean age of onset of participants in this study
appears to be late, in marked contrast to the accepted
global mean age of onset of 21 years for BAD (23). This
is perhaps due to recall bias, which is a major limitation
in retrospective studies.  Alternatively, participants may
not have presented to services during the initial episodes
of the illness – the early episodes may have been missed,
with spontaneous remission, particularly if they were
depressive or hypomanic in nature. This may also be a
reason why males presented with initial manic episodes,
in contrast to females who presented with depressive
episodes. Males are often less likely to seek help for
depressive episodes compared to females, and therefore
may not present to the services early until a manic
episode necessitates help. It is noteworthy that another
study from USA too reports that bipolar females were
more likely to have a depressive onset of BAD (24).

Half of those with BAD in our study most often
experienced manic relapses, nearly one third had mania
and depression equally, and only a minority experienced
mostly depressive relapses. This difference again could
be due to ‘unnoticed’ depressive episodes, as seen at
the onset of illness.

Reinforcing the fact that BAD has strong genetic and 
biological underpinnings, our study showed that more 
than one third (37.7%) of participants have a positive 
family history of mental illness, and more than half with a 
positive family history developed their illness before the 
age of 25 years (7,8,25).

A majority of patients in this study had good treatment
adherence at the time of interview. A study from UK
reports a similar percentage (40%) of medication non
adherence (36). Many study participants believed that
they would relapse if they discontinued the medication.
There was a clear association between the patients’ idea
about the treatment and number of relapses. Patients
with negative ideas about treatment had a higher relapse
rate.

One fifth of patients with BAD had attempted suicide 
in our study.  Other studies have reported higher 
figures, with differing studies reporting life-time 
prevalence of suicidal attempts in people with BAD to 
be 50% (27), between 25-50% (4) and 33% in southern 
Spain (16). It is worth exploring whether the greater 
family support in middle-income countries such as ours 
is a reason for the reported fewer suicidal attempts.  It is 
possible that other factors, such as recall bias, and a 
reticence to reveal such information, may also have 
influenced our findings.

More than two thirds of patients who attempted 

suicide were females, which is in keeping with patterns 

of attempted suicide and self-harm in the general 

population (28).  Previous work on BAD from Barcelona 

too showed females to have higher levels of self-harm, 

compared to males (4).

BAD was associated with an apparent functional decline 
among participants in our study, with the numbers 
studying or employed at the time of onset of the disorder 
declining to half by the time of the interview.  The Harvard 
Health Publications (June 2008) reports that 57% of 
persons with BAD were unable to work at all due to their 
disorder (29). Functional impairment could also be due 
to untreated depressive episodes. In this study it is 

difficult to conclude this functioning drop was due to 

BAD alone, as our study population included 

participants from 15 to 85 years of age, who may 

have showed natural progression and retirement.

Limitations

This study is limited in its scope as it relies heavily on 
clinic records, which may have gaps in documentation. 
Furthermore patients in Sri Lanka may change their 
doctors or clinics during relapses and get admitted to 
other hospitals other than their primary clinic during 
relapses. Such relapses would have been missed in this 
survey. Patients with substance use disorders were 
excluded, which may also have influenced findings.

Conclusions
Despite these limitations, this study documents the

naturalistic trends of persons with BAD in Sri Lanka,

which would be useful for understanding longer-term

outcomes, and planning services, for patients with BAD

attending hospital clinics in this country.
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