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Because the symptoms of 

depression in bipolar 

disorder closely resemble 

those of major depressive 

disorder (MDD), bipolar 

depression is often delayed or 

misdiagnosed in clinical practice. 

This study was developed to assess the ability 

of an online continuing medical education (CME) 

program to encourage practice changes related 

to the screening and diagnosis of bipolar disorder 

among psychiatrists, primary care physicians 

(PCPs), and psychiatric advanced practice 

providers (APPs). 

A total of 857 clinicians in the target audience provided immediate post-activity feedback on the intention to make 

practice changes and barriers that may prevent their implementation. 

The results of the immediate post-education survey included 546 psychiatrists (64%), 146 PCPs (17%), and 165 psychiatric 

APPs (19%). 89% indicated an average of 2.9 planned practice changes each. 

65 learners completed the 

follow-up survey including 

34 psychiatrists (52%), 

11 PCPs (17%), and 20 

psychiatric APPs (31%). 89% 

reported making an average 

of 3.8 changes in practice as 

a result of this activity. The CME activity was a 15 minute video case study 

with integrated patient:clinician vignettes and 

expert commentary. The impact of the education 

on performance outcomes was measured with 

an intent to change survey, a validated surrogate 

measure for actual changes in clinical practice, as a 

result of participation in CME activity. Learners were 

asked to identify intended changes and barriers 

immediately after program completion. Survey 

participants were contacted 8 weeks later to assess 

self-reported actual changes in practice. The activity 

launched 9/28/2022 and data were collected 

through 6/8/2023.

METHODS

RESULTS

CONCLUSIONS
This study provides evidence that online CME prompted clinicians to make changes in practice to better screen 

and diagnose bipolar disorder. Future education should continue to address the challenges in discerning bipolar 

depression from unipolar depression and the identified barriers to practice change.
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PERCIEVED BARRIERS41+47+53 22+16+18 21+39+21 14+18+17 8+12+3 6+3+4 4+5+8 3+9+6 1+21+5 28+13+21

Patients are often not aware of hypomanic episode 
characteristics

Financial constraints such as formulary, 
reimbursement issues, or patient afford ability prevent 

me from utilizing preferred treatment options

It is difficult to discern bipolar type 2 from 
unipolar depression

I do not have personnel to assist with screening 
tools and history-taking

I do not have access to preferred validated bipolar 
screening tools

Other barrier(s)

I do not have time to collaborate with the patients 
care team on the patients history

I do not have the ability to monitor patients more 
frequently for response to antidepressant therapy
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OBJECTIVE

I lack confidence in my ability to select 
appropriate treatment for bipolar 1 vs bipolar 2

■ PSYCHIATRISTS (n = 546)     ■ PCPs (n = 146)     ■ PSYCHIATRY NPs/PAs (n = 165)

I do not anticipate any barriers to making desired 
changes in practice

The most commonly noted perceived barriers for implementing the 
changes across all clinician groups included that patients are often 
not aware of hypomanic episode characteristics and that it is difficult 
to discern bipolar II from unipolar depression. 

Top planned changes include:

PLANNED CHANGES

62+71+67 44+44+59 38+43+44 37+43+53 29+34+38 27+26+31 23+6+18 3+3+1 2+3+1

Increase my level of suspicion for bipolar 
depression when there is a family history of bipolar 
disorder; when the course of illness indicates early 

age of onset; based on treatment response to a 
traditional antidepressant medication; and/or when 

the chara

Conduct a thorough history with patients with 
depression to assess potential history of manic or 

hypomanic episodes

Familiarize myself with medications approved for 
bipolar 1 vs bipolar 2, along with tolerability profiles

Integrate validated tools such as the Mood 
Disorder Questionnaire (MDQ) and Rapid Mood 

Screener (RMS) into my practice to screen for 
bipolar disorder

Use shared decision making with patients to 
address any tolerability issues

Use a team-based strategy to screen for bipolar 
depression {eg, ask nurse or medical assistant to 

screen patient with validated tools, review history as 
provided by all the participants in a person’s care)

Continue my existing practices, which this 
program confirmed

Other change(s)
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■ PSYCHIATRISTS (n = 546)     ■ PCPs (n = 146)     ■ PSYCHIATRY NPs/PAs (n = 165)

•	 Increase their level of suspicion for bipolar disorder based on 
evidence-based variables.

•	 Conduct a thorough history with patients with depression to assess 
potential history of manic or hypomanic episodes. 

•	 Integrate validated tools into practice to screen for bipolar disorder. 

•	 Use shared decision making with patients to address any 
tolerability issues. 

Top implemented changes include:

TOP IMPLEMENTED 
PRACTICE CHANGES

59+64+65 50+82+70 47+55+70 44+36+40 41+73+75 29+45+25 26+18+5 0+0+0

Conducting a thorough history with patients with 
depression to assess potential history of manic or 

hypomanic episodes

Familiarizing myself with medications approved for 
bipolar 1 vs bipolar 2, along with tolerability profiles

Increasing my level of suspicion for bipolar 
depression when there is a family history of bipolar 
disorder; when the course of illness indicates early 

age of onset; based on treatment response to a 
traditional antidepressant medication; and/or when 

the cha

Using shared decision making with patients to 
address any tolerability issues

Integrating validated tools such as the  
Mood Disorder Questionnaire (MDQ) and Rapid 

Mood Screener (RMS) into my practice to screen 
for bipolar disorder

Using a team-based strategy to screen for bipolar 
depression (eg, ask nurse or medical assistant to 

screen patient with validated tools, review history as 
provided by all the participants in a person’s care)

I have not made any changes as a result of 
participating in this activity

Other
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■ PSYCHIATRISTS (n = 34)     ■ PCPs (n = 11)     ■ PSYCHIATRY NPs/PAs (n = 20)

•	 Conduct a thorough history with patients with depression to assess 
potential history of manic or hypomanic episodes. 

•	 Familiarizing with medications approved for bipolar 1 vs bipolar 2, 
along with tolerability profiles

•	 Increase their level of suspicion for bipolar disorder based on 
evidence-based variables.

•	 Integrate validated tools into practice to screen for bipolar disorder. 
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Demographics: Immediate PCA 
Questionnaire Completers

Learners by  
Specialty17+31+52
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(n = 11)
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Demographics: Follow-up PCA 
Questionnaire Completers

TELEMEDICINE USE IN PRACTICE

PSYCHIATRISTS  
(n = 29)     

PCPs  
(n = 9)     

PSYCHIATRY NPs/PAs  
(n = 20)

1 - Never     2 - Rarely     3 - Sometimes     4 - Often     5 - Always

How often do you use telemedicine in your practice?

(1) 21% (2) 13% (3) 23% (4) 32% (5) 11%

(1) 26% (2) 29% (3) 32% (4) 11% (5) 2%

(1) 15% (2) 17% (3) 21% (4) 32% (5) 16%


