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Bipolar disorder affects virtually every
aspect of a patient’s life, resulting in a
high socioeconomic burden. Esti-

mates of the condition’s cost to society range
are as high as $45 billion annually. The vast
majority of the total comes from indirect
costs, which include reduced productivity,
work loss, and unemployment.1

Bipolar disorder is associated with high
rates of unemployment and job-related dif-
ficulties. A survey by the National De-
pressive and Manic-Depressive Association
showed that approximately 60% of individ-
uals with bipolar disorder were unem-
ployed, even among patients with college
degrees. Additionally, 88% of the respon-
dents reported occupational difficulties.2

Data from a large registry of patients with
bipolar disorder also demonstrated an
unemployment rate of about 60%.3 Data
from a US national sample showed that self-
reported bipolar disorder was associated
with a 40% reduction in the likelihood of
paid employment.4

Studies of Work Impairment and Loss

A number of smaller studies also have doc-
umented high rates of unemployment. Six-
month follow-up of a group of patients
hospitalized for a manic episode showed that
only 43% of patients were employed, although
80% were symptom free or mildly sympto-
matic.5 Another group of patients hospitalized
for mania were evaluated 1.7 years later, and
42% of the patients reported having steady
employment throughout the follow-up period.
Moreover, 23% had been unemployed for the
entire period.6 A 5-year follow-up of a group
of patients with bipolar disorder showed that
62% were employed in the year before the
study, which was significantly less than what
was found among a comparison sample of
persons without a mood disorder.7

Another study related employment status
to cognitive functioning.8 The study involved
117 patients with bipolar disorder, who
underwent a battery of cognitive and symp-
tom assessments. The study showed that
more than 50% of the patients were unem-
ployed, and only 27% had competitive full-
time employment. Current employment
status was significantly associated with cog-
nitive functioning, particularly immediate
verbal memory. Other factors that influ-
enced employment status were total symp-
tom severity, history of psychiatric
hospitalization, and maternal education.
In the National Institute of Mental Health
Systematic Treatment Enhancement Pro-
gram for Bipolar Disorders, among patients
who entered in a depressive episode,
whereas educational achievement was high
(with 82% either having graduated from
college or having some college study),
annual income was low, with 91% having
earned less than $30 000 in the previous
year (Hong Wei Zhang, written communica-
tion, February 2005).  
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Abstract
Bipolar disorder affects many aspects of an indi-

vidual’s life and greatly interferes with a person’s
ability to find and maintain employment. The evi-
dence indicates that a majority of patients with bipo-
lar disorder are not employed and many others are
employed only part time. Job-related difficulties are
common, and patients with bipolar disorder tend to
have higher rates of absenteeism from work com-
pared with working individuals without bipolar dis-
order. A limited amount of data suggests that
appropriate treatment may improve occupational
status among patients with bipolar disorder. The
ability to work is closely related to functional recov-
ery, which tends to be incomplete in a majority of
patients with bipolar disorder.
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Among employed individuals with bipolar
disorder, absenteeism from work often poses
problems. A study of primary care patients
showed that a diagnosis of bipolar disorder
was associated with a 7-fold likelihood of
missing work because of illness.9

A recent literature review identified 14
studies that evaluated work impairment
among individuals with bipolar disorder.10

The studies found in the literature search
focused on work impairment expressed as
long-term unemployment, occupational
functioning, absenteeism because of emo-
tional problems and somatic complaints,
and poor work performance. Each of the
parameters was observed more often among
patients with bipolar disorder, even when
compared with people with other types of
mental illness.

Treatment and Costs

The literature review uncovered a limited
amount of evidence to suggest that treat-
ment improves health-related quality of life
and functioning while reducing healthcare
resource utilization and cost.10 One study
found that patients who achieved standard
lithium serum levels had better work per-
formance compared with patients who had
low lithium serum levels, suggesting that
undertreatment can have a negative impact
on occupational functioning.11 A more
recent study found that patients who receive
higher doses of quetiapine might have
reduced utilization of mental health
resources.12 Another study compared the
impact of olanzapine versus haloperidol on
occupational functioning. After 12 weeks of
treatment, the olanzapine group had slight
improvement in work impairment and
health-related quality of life, which was not
seen in patients treated with haloperidol.
However, only about 50% of the treated
patients maintained their work status.13

Group psychotherapy as an adjunct to med-
ication has been found to improve impair-
ment associated with school, housework,
employment, and training.14

The costs associated with work loss were
recently evaluated, using an employer-based
database.15 The analysis showed that the
average annual absence in hours, short-term
disability payments, and worker compensa-

tion payments were significantly greater
compared with a control group without a
diagnosis of bipolar disorder. Moreover,
short-term disability payments were higher
for patients with bipolar disorder than for
those with major depression. The authors
concluded that patients with bipolar disor-
der may exhaust their sick leave and go onto
short-term disability more frequently than
patients with major depression.

Factors Affecting Work Status

Additional studies have evaluated reha-
bilitation, training, and other factors that
influence occupational status and job
performance. One study looked at employ-
ment outcomes among patients with psychi-
atric disabilities who received job-seeking
skills and logistical support during their job
search.16 The study found that 36% of pa-
tients either obtained a job or entered a job
training program. Patients were more likely
to obtain employment if they had a good
work history, good job interviewing skills,
and nonpsychotic diagnoses.

The effects of vocational rehabilitation
were evaluated in another study involving
149 patients with severe mental illness.17

The patients were followed for 18 months
as investigators evaluated the impact of
work on symptoms, quality of life, and
self-esteem. On the basis of their predom-
inant work activity during the study peri-
od, the patients were separated into 4
groups: competitive work, sheltered work,
minimal work, and no work. The evalua-
tion showed that competitive work was
associated with greater improvement in
symptoms, self-esteem, and satisfaction
with vocational services, leisure, and
finances compared with patients in the min-
imal-work and no-work groups. No such
advantages were seen in the sheltered-work
group.

Another report focused on the effects of
different treatment strategies on social and
occupational outcomes of patients with
bipolar disorder.18 Specifically, the author
compared different approaches to treatment
at lithium clinics. The review showed that
continuous prophylaxis, as opposed to
episodic treatment, benefited both employ-
ment and personal relationships. 
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Another group of authors evaluated the
characteristics of successful psychiatric
rehabilitation programs for individuals with
severe mental illness.19 The review identified
5 characteristics associated with successful
rehabilitation. Effective interventions tend
to be direct and behavioral. The programs
have specific effects on related outcomes,
with limited generalization to other domains.
Short-term interventions are less successful
than long-term interventions. Successful
interventions are more likely to be delivered
close to the patient’s natural environment.
Effective programs often combine skills
training and environmental support.

A Canadian report described the charac-
teristics of working age individuals affected
by bipolar I disorder.20 The review found
that alcohol dependence, asthma, migraine,
obesity, and panic disorder were far more
prevalent among patients with bipolar disor-
der compared with the general population.
Employment was more likely for patients
who reported having readily accessible tan-
gible social support.

Worldwide Problem

The problems and challenges posed by
bipolar disorder are not unique to North
America. A New Zealand study focused on
the sociodemographic characteristics of a
group of hospitalized patients with bipolar
disorder.21 The results showed that patients
with bipolar disorder had poorer employ-
ment records compared with the average
New Zealander despite having a higher level
of education than the general population of
the country.

A Dutch study evaluated the impact of
bipolar disorder compared with the general
population and particularly compared with
patients with other psychiatric disorders.22

The analysis showed that patients with bipo-
lar disorder were more often incapacitated
and were more likely to have attempted sui-
cide and reported poorer quality of life.
Notably, 83% of the patients with bipolar
disorder reported a history of at least 1
additional mental disorder, and 25% of
patients had never sought help for their
emotional problems.

A study from Taiwan evaluated the co-
occurrence of alcohol abuse and bipolar dis-

order and the impact on psychosocial out-
come.23 The data showed a lower rate of
comorbid alcohol use compared with
Western patients with bipolar disorder.
Nonetheless, psychosocial outcomes, includ-
ing marriage, work, and social adjustment,
were similar among the Taiwanese patients
to what has been reported in Western
patients. Another Taiwanese study found a
wide disparity between symptomatic
improvement and functional status. Where-
as a large majority of patients were symptom
free or had only mild symptoms 1 year after
an episode of bipolar disorder, only 46% of
the patients were employed, and as few as
12% worked at their expected level of
employment.24

Functional Recovery

Functional recovery in bipolar disorder
has a strong influence on occupational sta-
tus. Between 30% and 60% of patients with
bipolar disorder do not regain full social or
occupational functioning after the onset of
illness.25 Functional recovery often lags
behind symptomatic recovery and might not
be complete even when mood symptoms
have subsided.5,7,26

Long-term outcomes were evaluated and
compared in patients with bipolar disorder
and with unipolar depression who were
followed for 4.5 years.27 At the end of follow-
up, only 41% of the patients with bipolar
disorder had a good overall outcome.
Patients with bipolar disorder had more
severe work impairment than patients with
unipolar depression. In a study with 10-year
follow-up, about 50% of a group of patients
with bipolar disorder showed sustained
remission or patterns of improvement,
whereas 30% to 40% experienced some
functional decline.28
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Between 30% and 60% of patients with
bipolar disorder do not regain full social
or occupational functioning after the
onset of illness.



Conclusion

Bipolar disorder has a profound impact
on an individual’s ability to find and main-
tain employment. Most studies show that
only a minority of patients are gainfully
employed on a regular basis. A majority of
patients who are employed report job-relat-
ed difficulties. Employment status mirrors
functional recovery among patients with
bipolar disorder. Between 30% and 60% of
patients do not have full functional recov-
ery, even with complete remission of symp-
toms.
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