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SUMMARY

Impulsivity is a complex behavioural feature of many psychiatric disorders, in particular of risk-taking behaviour, and is an
important determinant of personality. Both ADHD and bipolar disorder express features of impulsivity. The concept of having two or
more simultaneous psychiatric conditions is an increasingly recognised concept in the field of psychiatry, and is important clinically
for management and prognosis. Consequently, the aim of this case presentation is to report about a young patient with both bipolar
1l and ADHD, in order to better understand which of the possible clinical phenotypes of these psychiatric conditions exist in
comorbidity, mainly focusing on impulsive features because of the relevant challenge that this psychological aspect can represent in

the clinical treatment of these patients.
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INTRODUCTION

Impulsivity is a well recognised and -clinically
important aspect of psychiatric disorders. It has been
defined as ‘a predisposition toward rapid, unplanned
reactions to internal or external stimuli with diminished
regard to the negative consequences of these reactions
to the impulsive individual or to others’ (Chamberlain
2007). Psychiatric disorders most significantly associa-
ted with impulsivity include ADHD, drug dependence
and bipolar disorders; other conditions associated with
impulsivity include cluster B, dependent and schitzo-
typal personality disorders (Chamorro 2012).

Degree of impulsivity is important clinically as it
helps to determine risk to the patient. Patients with high
impulsivity present with behavioural disinhibition,
attention deficits and lack of planning, making them
more likely to be involved in risk taking activities such
as driving recklessly, starting fights or shoplifting
(Chamorro 2012).

The Barratt impulsiveness scale (BIS-11) represents
a well established method of quantifying impulsivity
(Strakowski 2010).

It is well established that impulsivity is a critically
important aspect of both ADHD and bipolar disorder.
However, impulsive behaviour shows different charac-
teristics between the two conditions. For instance, non-
planning impulsivity has been shown to be more specific
to bipolar disorder than ADHD (Strakowski 2010), and
patients suffering from bipolar disorder often present with
suicidal ideation whereas those with ADHD do not
(Pendergast 2014). Furthermore, patients with BD often
seek pleasurable activities, a feature not shown in ADHD
(McBurnett 1993; Evenden 1999). Additionally, bipolar

patients often show much more severe cognitive
impairment in terms of verbal memory and executive
function (Passarotti 2010). Consequently, correct diag-
nosis between these conditions is vital for appropriate
medical treatment and management (Pendergast 2014).

Whilst the difference show a clear distinction bet-
ween the two conditions, it is of importance to
investigate whether co-morbidity of these two con-
ditions represents an increased risk to patients due to
increased impulsivity.

The concept of co-morbidity between two psychia-
tric conditions is a growing area of interest within the
field. Previous studies have investigated co-morbidity
between these conditions (Strakowski 2010) and found
that BIS-11 total scores were significantly higher in
bipolar patients with a history of ADHD than control
bipolar patients. Additionally, Biederman and collea-
gues (Biederman 1996) found that 11% of ADHD
infants subsequently developed bipolar disorder.

In this article, we describe a case of a patient who
had been diagnosed with both ADHD and bipolar
disorder, and demonstrated highly impulsive behaviour.

CASE PRESENTATION

CC is a Caucasian 22-year-old boy, first presented to
the ASPA Clinic (Assessment Single Point Access or
initial psychiatric assessment) of the Bedford Hospital
with previous diagnoses of ADHD and Autistic
spectrum disorder, for an assessment of his mood
disorder. His referral to ASPA was occasioned by the
fact he had attempted to commit suicide because of low
mood.

When he presented to the clinic he was euthymic.
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He was a trainee mechanic and lived alone in an
appropriate accommodation.

Previous assessments of CC carried out in another
county regarding his Asperger/Autistic spectrum descri-
bed several compulsive behaviours, including his
insistence to wear socks which are assigned to that day,
and watching films several hundred times in some
cases. He was also reported to have stated he was "very
rigid in his ways, and cannot tolerate changes to his
routine”, and that he "struggles to connect with the
emotional state of other people". CC confirmed his
rigidity and his needing to have things kept in order.

Regarding ADHD, CC described being difficult at
school, and disruptive at home, sometimes digging
holes in the garden when this was not expected.

On presentation to clinic, CC described symptoms of
bipolar II disorder. He described getting highs and lows
very regularly. His period of hypomania could last up to
four days and consisted of him being very active and
generally "hyper", and sleeping very little, napping for
only 10-20 minutes. He also described being impulsive
during these periods, spending money he didn't have,
and becoming quite self destructive e.g. he pierced both
of his ears.

His depressive episodes consisted of low mood,
rated 1 out of 10, with little motivation to do anything.
He described disturbed appetite, anhedonia, and reduced
libido. Although he couldn’t sleep well and was unable
to get 8 hours, he reported that he could sleep more
during his low periods than his high periods. At the
same time, he said he could comfort eat during his low
periods but also sometimes he was unable to eat
anything at all. These depressive episodes could last up
to 8 days at the longest.

He could not give us an exact point in his life when
these low periods began, but it could have been when he
was around 4-5 years of age.

The regular, rapid changes between highs and lows
suggest a rapid cycling bipolar disorder. There are also
instances where his periods of highs and lows changed
during the day, which would lead us to expect that this
patient experiences marked episodes of mixed affective
states. He reported that his suicidal ideations tended to
increase when in these mixed states.

In the past, CC had been involved in 4 attempts at
suicide. These include buying coal to poison himself
with carbon monoxide, ordering chloroform online,
considering to jump off a high building and considering
jumping in front of a train. The first two episodes seem
to be planned with intent, including a suicide note left to
warn people of the effects of chloroform. The later two
seemed to have been impulsive incidents. His protective
factor in the past was his girlfriend but they had broken
up at the time of the assessment so he had no protective
factor at that moment.

CC denied auditory hallucinations or delusions.

CC also seemed to have social phobia because he
reported to become very anxious in a crowd; despite
this, he denied having any panic attacks.
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As for his past medical history, he reported to have
asthma as a child, but he had not used an inhaler for
years. Furthermore, he is allergic to Amoxicillin. No
relevant family psychiatric history was reported but
there were issues in his developmental history. In fact,
his father left when his mother became pregnant and
when he tried to contact his father many years later, he
pretended that he didn’t know him. His mother used to
work for many hours during the day so he said that “he
brought himself up”.

He reported to have one older brother, one older
sister and a younger sister but he had bad relationships
with them.

As for the forensic history, he has been given a
caution for attempting to steal a pushbike when he was
13 years old and also received probation for the
attempted suicide by walking on a rail track.

CC denied smoking, using illicit substances and
reported drinking only rarely.

When CC presented to the clinic, he has been given
the MDQ (Mood Disorder Questionnaire) that was
positive for bipolar disorder and the PHQ-9 (Patient
Health Questionnaire-9) that recorded the fact that he
had previously been depressed within two weeks.

As for risk assessment, CC was believed to be quite
seriously at risk because he had a number of features
which could make him more likely to become suicidal,
namely his mixed state features, his rapid cycling and
his social phobia within the clinical presentation of
ADHD in comorbidity with bipolar IT disorder.

Consequently, we decided first of all to optimise his
mood stabilising regime. In fact, prior to clinic, CCs GP
had queried bipolar disorder and started Depakote
250mg twice a day. He was additionally started on
Aripiprazole Smg/day. He was also organised a care co-
ordinator, who gave him CBT, because of the degree of
risk; furthermore, he was referred to the Autism Service
and to the Maudsley Hospital in order to re-evaluate and
treat his Adult ADHD.

CC was seen 4 times in clinic over the following 11
weeks, during which time his Depakote was stopped,
and his Apriprazole was increased to 30mg/ day. He
stopped taking Depakote himself due to reported
drowsiness. He reported that he was slightly agitated
because of Aripiprazole at the beginning; furthermore
he said that he continued to experience mood instability.
Therefore, we decided to add Lamotrigine 25 mg, a
dose that should be increased.

Given the situation, the patient had been transferred
to the Recovery Team as he would need long-term care.

DISCUSSION

This case raises interesting questions regarding the
compound effect of psychiatric co-morbidities with
features of impulsivity as a risk factor for suicide.

Both ADHD and bipolar disorder express features of
impulsivity which is well documented (Nandagopal
2011, Chamorro 2012, Dawson 2014) and key neuro-
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logical differences have been shown in the brains of
these patients when compared to healthy controls
(Passarotti 2010). The concept of having two or more
simultaneous psychiatric conditions is an increasingly
recognised concept in the field of psychiatry, and is
important clinically for management and prognosis.

Impulsivity is a widely recognised aspect of bipolar
disorder, and is shown to be a predictor of the time it
takes to reach euthymia (Dawson 2014) and as an
independent risk factor for suicide (Rihmer 2010).
Previous studies have investigated the aspects of
impulsivity throughout the course of bipolar disorder,
and demonstrated elevated BIS in all phases of illness,
although manic phases are well known to be a particular
risk (Strakowski 2010).

Impulsivity is also a cardinal feature of ADHD, and is
critical for diagnosis (Nandagopal 2011, Chamorro 2012).

Clinically however, there are core differences in the
expression of impulsivity between these disorders. For
instance, BD patients may be impulsive to seek pleasur-
able activities, whilst ADHD patients often seek stimu-
lation of any kind, not restricted to pleasurable activities
(McBurnett 1993, Evenden 1999, Holmes 2009).

It has been demonstrated that ADHD and impul-
sivity alone are both risk factor for the development of
BD (Faedda 2014), which explains some of the
similarities between these conditions.

It is of clinical interest to investigate whether patients
who are co-morbid for BD and ADHD have higher
impulsivity, as this may put them at increased risk of
dangerous risk-taking behaviour, including suicide. As
mentioned above, during experiments investigating motor
response inhibition Passarotti and colleagues (Passarotti
2010) demonstrated impairment in the modulation of
response inhibition in paediatric BD group compared to
healthy controls; they reported reduced activation in both
ventrolateral (VLPFC) and dorsolateral (DLPFC) prefron-
tal cortex, and increased bilateral caudate activation in
ADHD groups, and decreased activation in left VLPFC,
at the junction of inferior and middle frontal gyri, and in
right anterior cingulate cortex (ACC). It should be
questioned as to whether patients with ADHD co-morbid
with BD diagnoses demonstrate even more pronounced
neurological demonstrations of response inhibition.

This case would certainly support this hypothesis.
CC fit the diagnostic criteria for both ADHD and BD 11,
and demonstrated highly impulsive, dangerous behaviour.
It was of critical importance to manage these features, as
in the context of a high suicide risk, as demonstrated by
previous attempts, impulsive tendencies would further
increase the risk of suicide. Management of impulsivity
is recognised as important in each of these conditions;
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as discussed by Dawson and colleagues (Dawson 2014),
patients with BD exhibit better treatment response with
better impulse control. It could be argued therefore, that
it may be prudent to identify these patients with co-
morbidities of conditions with impulsive features, as they
may require additional management steps to control
higher impulsivity levels.
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