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Bipolar disorder is a chronic
illness associated with func-
tional impairment and signif-

icant health care costs (1,2). With-
out adequate treatment, a 25-year-
old person with bipolar disorder can
expect to lose 14 years of instrumen-
tal role functioning and nine years of
life (3). Hence, eliminating potential
gaps in the receipt of guideline-con-
cordant care for this condition is
highly important.

Despite the existence of practice
guidelines for the appropriate treat-
ment of bipolar disorder (4–6), out-
comes for this illness remain subopti-
mal (2,7). Evidence suggests that
racial and ethnic minority groups,
particularly African Americans, are
less likely than whites to receive ade-
quate care for mental disorders
(8–10), even within the context of ap-
parent equal access to care—for ex-
ample, within health care services
provided by the Department of Vet-
erans Affairs (VA) (9,10).

Disparities in the receipt of guide-
line-concordant care by patients with
a diagnosis of bipolar disorder have
not been adequately explored (7).
Bipolar disorder presents a unique
challenge in attempts to improve care
(7) because of the cyclical nature of
the disorder’s manic and depressive
episodes, which lead to poor treat-
ment adherence, substance abuse,
and subsequent social instability, all
of which may disproportionately af-
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Objectives: The authors examined whether African Americans, com-
pared with whites, received guideline-concordant care for bipolar I dis-
order. Methods: A retrospective analysis was conducted of data for pa-
tients who received a diagnosis of bipolar I disorder in fiscal year 2001
and received care in facilities in the Department of Veterans Affairs (VA)
mid-Atlantic region. Indicators of guideline-concordant care were based
on prescription data and data on utilization of inpatient and outpatient
services from VA databases. Results: A total of 2,316 patients with a di-
agnosis of bipolar I disorder were identified. Their mean age was 52
years; 9.4 percent (N=218) were women, and 13.1 percent (N=303) were
African American. Overall, mood stabilizers were prescribed for 74.6
percent (N=1,728) of the patients; 67.1 percent (N=1,554) had an outpa-
tient mental health visit within 90 days after the index diagnosis, and
54.3 percent (N=1,258) had an outpatient visit within 30 days after dis-
charge from a psychiatric hospitalization. Multivariate logistic regres-
sion analyses with adjustment for sociodemographic and facility factors
revealed that African Americans were less likely than whites to have an
outpatient follow-up visit within 90 days after the index diagnosis. Race
was not associated with receipt of mood stabilizers or use of outpatient
services after a hospital discharge. Conclusions: Although a majority of
patients received guideline-concordant care for bipolar disorder, poten-
tial gaps in continuity of outpatient care may exist for African-American
patients. (Psychiatric Services 56:1549–1555, 2005)
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fect African Americans compared
with whites (11).

Therefore, the implementation of
indicators to identify potential gaps
in guideline-concordant care for
mental disorders is an important step
toward reducing disparities in care
for bipolar disorder, as well as other
health conditions (12,13). If African-
American patients are experiencing
gaps in processes or outcomes of
care, then providers should consider
treatment strategies that redress
these gaps. The purpose of the study
reported here was to determine
whether African Americans are less
likely than whites to receive adequate
pharmacotherapy and outpatient
care for bipolar disorder (14).

Methods
Setting and study population
We conducted a retrospective cohort
study using data from the VA Na-
tional Patient Care Database. We
identified patients who received a di-
agnosis of bipolar I disorder in fiscal
year (FY) 2001 and who received
care at one of ten facilities in the VA
Stars and Stripes Healthcare Net-
work (the VA’s regional Integrated
Service Network 4, or VISN 4) locat-
ed in the mid-Atlantic region of the
United States. VISN 4 includes
Pennsylvania and Delaware and
parts of Maryland, West Virginia,
New York, and Ohio. All patients in
VISN 4 with either one inpatient vis-
it or two outpatient visits associated
with an ICD-9 diagnosis of bipolar I
disorder (ICD-9 codes 296.0x, 296.1x,
296.4x, 296.5x, 296.6x, 296.7x, and
296.8-296.82, inclusive) were includ-
ed. The date of the first inpatient or
outpatient visit with an ICD-9 diag-
nosis of bipolar I disorder to occur in
FY 2001 was considered the index
diagnosis date. To maximize the
specificity of the diagnoses and limit
inclusion of rule-out diagnoses, we
limited the sample to patients with
either one inpatient visit or two out-
patient visits on separate dates that
were associated with a diagnosis of
bipolar I disorder. This strategy was
based on a previously established al-
gorithm for identifying patients with
a serious mental illness (15). The
study methods were reviewed and
approved by local institutional re-

view boards. Participants were not
required to provide informed con-
sent, because we conducted a sec-
ondary analysis of existing data.

Data collection
We ascertained prescription data by
using drug class codes from the VA
Pharmacy Benefits Management
Database (version 3.0) for the date
of the index bipolar disorder diagno-
sis and for a period during FY 2001
and 2002 of up to 12 months after
the diagnosis date. Outpatient visits
to a mental health specialist during

the period from the index diagnosis
up to 12 months later were identified
in the VA National Patient Care
Database outpatient clinic files for
FY 2001 and 2002 and were catego-
rized by using VA clinic stop codes.
Telephone contacts with mental
health specialists were also ascer-
tained. Use of inpatient services
from the date of the index diagnosis
up to 12 months later was ascer-
tained from the VA National Patient
Care Database patient treatment
file. Psychiatric inpatient visits were
identified on the basis of the record

of the bed-section type at discharge.
Complete lists of drug class, outpa-
tient clinic stop, and inpatient bed-
section codes used in this study are
available from the authors.

Demographic data at the time of
the index diagnosis were collected
from the VA National Patient Care
Database and included race or eth-
nicity, age, gender, marital status, and
results of an income-based means
test, which was used as a proxy for so-
cioeconomic status. Missing demo-
graphic data were filled in whenever
possible by using the most frequent
value recorded for other inpatient
and outpatient visits during FY 1998
to 2001 (16).

We also ascertained medical and
substance use disorder diagnoses
from the VA National Patient Care
Database by using ICD-9 codes
recorded for inpatient and outpatient
visits in FY 2001. We calculated the
total number of medical conditions by
using a previously established algo-
rithm (17,18). The number of med-
ical conditions was based on Agency
for Healthcare Research and Quality
clinical classifications and included
the following conditions: hyperten-
sion, congestive heart failure, periph-
eral vascular disease, stroke, ischemic
heart disease, diabetes, hyperlipi-
demia, pancreatitis, thyroid disor-
ders, obesity, hepatitis, lower back
pain, arthritis, hip problems, chronic
obstructive pulmonary disease, asth-
ma, lung cancer, prostate cancer, skin
cancer, spinal cord injury, other acci-
dents or injuries, renal failure, gas-
tric-related disorders, benign prostat-
ic hyperplasia, HIV infection, head-
ache, dementia, Alzheimer’s disease,
Parkinson’s disease, multiple sclero-
sis, and anemia. Substance use disor-
der diagnoses were identified by us-
ing ICD-9 codes 291.00–291.99,
303.00–303.93, and 305.00–305.99
for alcohol psychosis, abuse, or de-
pendence and codes 292.00–292.99
and 304.00–304.99 for drug psy-
chosis, abuse, or dependence.

Guideline-concordant care
We selected three key indicators of
guideline-concordant care for bipo-
lar disorder that were similar to
those previously developed by Sup-
pes and colleagues (19) and Unutzer
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and colleagues (20). The indicators
reflect appropriate psychiatric treat-
ment for the vast majority of patients
with a diagnosis of bipolar I disorder,
regardless of whether their current
episode diagnosis was a manic, de-
pressive, or mixed episode and re-
gardless of age group (such as mid-
life or late-life). These indicators can
be used to monitor the receipt of
guideline-concordant care in routine
care settings. The indicators listed
below were used.

Prescription of a mood stabilizer for
bipolar disorder. We examined
whether patients received a prescrip-
tion for a recommended mood stabi-
lizer for bipolar disorder at any time
during the one-year period. We iden-
tified appropriate pharmacotherapy
for bipolar disorder on the basis of
clinical practice guidelines of the
American Psychiatric Association
(APA) (4,5) and the VA (6), both of
which give identical recommenda-
tions for pharmacotherapy. Recom-
mended “bipolar-specific” mood sta-
bilizer pharmacotherapy was defined
as any prescription for lithium, dival-
proex, valproic acid, carbamazepine,
or lamotrigine that occurred from
the time of the index bipolar disor-
der diagnosis up to 12 months later.
However, because atypical antipsy-
chotic medications may also be con-
sidered recommended treatments
for acute mania, a second version of
this indicator—“any mood stabiliz-
er”—was created. This category in-
cluded any prescription for lithium,
divalproex, valproic acid, carba-
mazepine, lamotrigine, or any sec-
ond-generation antipsychotic med-
ication (such as olanzapine, aripipra-
zole, quetiapine, risperidone, ziprasi-
done, or clozapine) that occurred
from the date of the index bipolar dis-
order diagnosis up to 12 months later.

Mental health outpatient visit with-
in 90 days from initial visit. Unutzer
and colleagues (20) defined inade-
quate follow-up care for bipolar dis-
order as a gap between outpatient
mental health visits (defined as a visit
to a psychiatrist, psychologist, or oth-
er mental health professional) of
more than 90 days and defined ade-
quate follow-up care as a visit that oc-
curred at or within 90 days after a
previous visit.

Mental health outpatient visit
within 30 days after discharge from
a psychiatric hospitalization. Simi-
larly, Unutzer and colleagues (20)
defined adequate outpatient follow-
up care after an inpatient psychiatric
stay as an outpatient mental health
visit at or within 30 days after the
date of discharge from an inpatient
psychiatric admission. We applied
this indicator to the data for the pa-
tient’s last psychiatric hospitalization
in FY 2001.

We created two versions of each
of the outpatient care indicators.

One version included outpatient
mental health visits only, and the
second version included both outpa-
tient mental health visits and tele-
phone contacts with a mental health
specialist.

Statistical analyses
Analyses were performed with SAS,
version 8.2. For all analyses, we ex-
cluded patients who died by the end
of FY 2002 and patients with missing
or unknown demographic data, such
as missing race or marital status data.
We also excluded patients of races or

ethnicities other than white or
African American, given that very few
patients in the sample were not mem-
bers of one of these two groups.

Descriptive statistics and bivariate
analyses by racial group were per-
formed for each indicator. Multivari-
ate logistic regression analysis was
performed to determine whether
race was independently associated
with receipt of guideline-concordant
care for bipolar disorder, with adjust-
ment for patient factors such as age,
gender, marital status, means test re-
sults, number of comorbid condi-
tions, and presence of a substance
use disorder. For the multivariate
analyses, the outcome was the proba-
bility of receiving acceptable care, as
indicated by receipt of a mood stabi-
lizer and an outpatient visit within 90
days from an initial visit or within 30
days of hospital discharge. In these
analyses, we adjusted for the fixed ef-
fect of the VA facility that was the site
of care. Given that the quality and
use of outpatient care may vary wide-
ly in different VA facilities, we exam-
ined the association between race,
site, and guideline-concordant out-
patient care by conducting a post hoc
bivariate analysis in which sites were
stratified into three groups by the
percentage of the patients treated at
the facility in FY 2001 who were
white—more than 95 percent, 80
percent to 95 percent, and less than
80 percent.

Results
A total of 2,736 patients in VISN 4
had either one inpatient diagnosis or
two outpatient diagnoses of bipolar I
disorder during FY 2001. Of these
patients, 2,316 were either white or
African American, were alive at the
end of FY 2002, and had all demo-
graphic data necessary for inclusion
in the study. This remaining sample
did not differ from the overall sam-
ple in distribution of demographic
variables. The 2,316 patients had a
mean±SD age of 52±12 years
(range=19 to 89 years); 23.6 percent
(N=547) were aged 60 years or older,
13.1 percent (N=303) were African
American, and 9.4 percent (N=218)
were female. In addition, 32.2 per-
cent (N=746) were married, 37.5
percent (N=869) had more than
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three comorbid medical conditions,
24.1 percent (N=558) had two co-
morbid medical conditions, 22.4 per-
cent (N=519) had one comorbid
medical condition, and 32.4 percent
(N=750) had a substance use disor-
der. The patient sample (N=2,316)
was similar in demographic charac-
teristics to the overall United States
veteran patient population with
bipolar disorder, in which the mean
age was 52 years, the proportion of
female patients was 11 percent, and
the proportion of African-American
patients was 12 percent (21).

Prescription of mood stabilizers
As Table 1 shows, a majority of the
patients (74.6 percent) received
bipolar-specific pharmacotherapy,
and 84.4 percent received any mood
stabilizer. No significant difference
between African Americans and
whites was found in the rate of re-
ceipt of bipolar-specific pharma-
cotherapy. The results of the bivari-

ate and multivariate analyses also
showed that African Americans and
whites had similar rates of receipt of
any mood stabilizer.

Outpatient follow-up care
As Table 1 shows, 67.1 percent of the
patients had an outpatient visit within
90 days of the initial visit, and 71.1
percent had an outpatient visit or a
telephone contact within 90 days. Bi-
variate analyses revealed that African
Americans and whites had similar
rates of outpatient follow-up care
within 90 days and similar rates of ei-
ther outpatient care or telephone
contact. However, after adjustment
for patient and facility factors in the
multivariate analysis, African Ameri-
cans were less likely to receive ade-
quate outpatient care within 90 days
after the index visit (Table 1). This
finding was upheld even when tele-
phone contacts were included in cal-
culating the rate of outpatient follow-
up care.

Posthospitalization follow-up care
Of the 2,316 patients, 553 (23.8 per-
cent) had at least one psychiatric
hospitalization during the study peri-
od. Data from three sites were ex-
cluded from the remaining analyses
because these sites did not have any
patients who were hospitalized dur-
ing the study period. As shown in
Table 1, of the 553 patients with a
psychiatric hospitalization, 54.3 per-
cent had an outpatient visit within 30
days after their discharge date.
When telephone contacts were in-
cluded in calculating the rate of out-
patient care, the percentage of pa-
tients with an outpatient visit within
the acceptable time frame rose to
73.6 percent. African Americans
were less likely than whites to have
an outpatient visit within 30 days af-
ter their discharge from a psychiatric
hospitalization. However, differ-
ences in use of outpatient services
were reduced and no longer signifi-
cant when telephone contacts were
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Measures of quality of care for African-American and white patients who received a diagnosis of bipolar I disorder in fiscal
year (FY) 2001 in Department of Veterans Affairs facilities in the mid-Atlantic region

Bivariate analysis

African-American White Multivariate analysisa

All patients patients patients
Adjusted

Measure N % N % N % χ2† p OR 95% CI p

Receipt of any bipolar-specific
pharmacotherapy (N=2,316)b 1,728 74.6 217 71.4 1,511 75.1 1.93 .17 .76 .56–1.02 .07

Receipt of any mood stabilizer
(N=2,316)c 1,954 84.4 261 85.8 1,693 84.1 .59 .44 .89 .60–1.30 .55

Outpatient visit within 90 days
of the index bipolar disorder
diagnosis (N=2,316) 1,554 67.1 202 66.5 1,351 67.1 .06 .81 .68 .51–.99 .009

Outpatient visit or telephone
contact within 90 days of the
index bipolar disorder
diagnosis (N=2,316) 1,647 71.1 218 71.7 1,428 71.0 .07 .79 .72 .73–.97 .03

Outpatient visit within 30 days
after discharge from a psychiatric
hospitalization (N=553) 300 54.3 51 44.7 251 56.8 5.30 .02 .62 .38–1.00 .05

Outpatient visit or telephone
contact within 30 days after
discharge from a psychiatric
hospitalization (N=553) 407 73.6 78 68.4 331 74.9 1.95 .16 .98 .56–1.7 .93

a Adjustment was made for race, age, gender, means test results (copayment required because of higher income status or copayment not required), mar-
ital status, number of comorbid medical conditions, presence of a substance use disorder, and facility (fixed effect).

b Includes any prescription for lithium, divalproex or valproic acid, lamotrigine, or carbamazepine up to 12 months after the index bipolar disorder di-
agnosis

c Includes any prescription for lithium, divalproex or valproic acid, lamotrigine, carbamazepine, or a second-generation antipsychotic medication such
as olanzapine, aripiprazole, quetiapine, risperidone, ziprasidone, or clozapine up to 12 months after the index bipolar disorder diagnosis

†df=1
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included. After adjustment for pa-
tient and facility factors in the multi-
variate analysis, the association be-
tween race and receipt of an outpa-
tient visit within 30 days after dis-
charge from a psychiatric hospital-
ization was no longer significant, re-
gardless of whether telephone con-
tacts were included (Table 1).

For the indicators of outpatient
service use, we determined whether
receipt of guideline-concordant care
varied by facility and race. A post hoc
bivariate analysis in which sites were
stratified by the percentage of white
patients at the facility revealed that
guideline-concordant outpatient fol-
low-up care was worse at the facilities
with the greatest proportion of white
patients than at the facilities with few-
er white patients (Figure 1). In con-
trast, the proportion of patients re-
ceiving follow-up care after discharge
from a psychiatric hospitalization was
greater at sites with the greatest pro-
portion of white patients (Figure 2).

Discussion
A majority of VA patients in the study
sample received guideline-concor-
dant pharmacotherapy for bipolar I
disorder. Nonetheless, our findings
indicate that many patients did not
receive adequate follow-up outpa-
tient care, suggesting that greater ef-
forts are needed to improve continu-
ity of care. African-American patients
were less likely than white patients to
receive adequate outpatient care af-
ter their index diagnosis visit, al-
though no significant racial differ-
ences were found in use of pharma-
cotherapy or receipt of outpatient fol-
low-up care after hospitalization.

The lack of association between
race and access to pharmacotherapy
may be related to previous findings
of higher rates of prescribing of an-
tipsychotic medications for African-
American patients with mental disor-
ders compared with white patients.
For example, previous research sug-
gested that African-American pa-
tients were more likely than their
white counterparts to receive an-
tipsychotic medications for the treat-
ment of new-onset mania (22).

Nonetheless, we were surprised to
find that African Americans were no
less likely than whites to receive an
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Distribution of outpatient follow-up care for patients who received a diagnosis of
bipolar I disorder in fiscal year (FY) 2001 in Department of Veterans Affairs 
facilities in the mid-Atlantic region (N=2,316), by facility-level race distributiona

a The percentage of patients with bipolar disorder who had an outpatient visit or telephone con-
tact within 90 days of the index bipolar disorder diagnosis at each site was calculated, and sites
were stratified by the percentage of patients at that site in FY 2001 who were white (more than
95 percent, 80 percent to 95 percent, and less than 80 percent). For outpatient visit: Cochran
trend test Z=5.04, df=2, p<.001. For outpatient use of telephone contact: Cochran trend test
Z=4.12, df=2, p<.001
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Distribution of posthospitalization outpatient follow-up care for patients who 
received a diagnosis of bipolar I disorder in fiscal year (FY) 2001 in Department
of Veterans Affairs facilities in the mid-Atlantic region (N=553), by facility-level
race distributiona

a The percentage of patients with bipolar disorder who had an outpatient visit or telephone contact
within 30 days after discharge at each site was calculated, and sites were stratified by the percent-
age of patients at that site in FY 2001 who were white (more than 95 percent, 80 percent to 95 per-
cent, and less than 80 percent). For outpatient visit: Cochran trend test Z=.15, df=2, p=.88. For
outpatient visit or telephone contact: Cochran trend test Z=3.89, df=2, p<.001
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outpatient visit within 90 days after
the index visit, although the analysis
with adjustment for facility factors
showed that African Americans were
less likely to receive this care. Our
post hoc analysis revealed that the
receipt of guideline-concordant care
differed markedly by facility and that
care was less likely to be provided in
facilities with a lower proportion of
African Americans. Such facilities
tended to be located in areas that
were more rural, compared with the
facilities with higher proportions of
African-American patients, which
tended to be in urban areas. Thus
any differences in care by race were
initially masked by unadjusted facili-
ty-level differences. A majority of
African Americans were receiving
care at sites that performed well on
the indicators of guideline-concor-
dant care overall; however, such care
may not have been equally available
for all racial groups within these
sites. African Americans may have
been less likely than whites to re-
ceive adequate outpatient care in
these urban facilities because of un-
measured system-level characteris-
tics, such as lack of culturally compe-
tent service providers.

Our overall findings also suggest
that telephone contacts may help re-
duce disparities in care after hospital-
ization for patients with bipolar disor-
der, regardless of the patient’s race.
Telephone contacts are becoming an
increasingly popular and effective
mechanism for promoting continuity
of care for mental disorders. More-
over, telephone contacts may actually
help some patients “open up” with
providers with whom they would oth-
erwise remain guarded. Our own clin-
ical observations with this population
suggest that in some cases such pa-
tients are more likely to communicate
with someone regarding their mental
illness over the phone than in person.

This study had some limitations
that warrant consideration. Our re-
sults are based on a secondary analy-
sis of administrative data, which re-
stricts our ability to determine why
gaps in guideline-concordant care
for bipolar disorder exist. For exam-
ple, we cannot determine whether
these gaps might be related to
provider or system-level cultural

competence or to patients’ lack of
transportation. We were also unable
to assess monitoring of drug toxicity
levels as potential indicators of re-
ceipt of guideline-concordant care,
because laboratory data on a nation-
al level were unavailable and unreli-
able at the time of this study. In ad-
dition, because we limited the sam-
ple to patients with either one inpa-
tient diagnosis or two outpatient di-
agnoses of bipolar I disorder, we
missed patients who might have re-
ceived an incorrect diagnosis. Evi-
dence suggests that African Ameri-
cans have historically been more
likely to receive a diagnosis of schiz-
ophrenia rather than a mood disor-
der when a mood disorder diagnosis
is warranted, and this pattern of mis-
diagnosis may further increase
African American’s risk of receiving
inadequate treatment (23,24). Thus,
particularly with regard to the
African-American subpopulation,
our estimates of receipt of guideline-
concordant care may be conserva-
tive, because we evaluated only the
care received by patients with con-
firmed diagnoses.

Also, we may not have identified
all mental health utilization, because
we used only VA data, and some pa-
tients may have sought care outside
the VA. However, for a serious men-
tal illness such as bipolar disorder,
the vast majority of the patients in
this study were likely to have re-
ceived VA care because of the gener-
ous pharmacotherapy benefits, in-
cluding nominal prescription copay-
ments, and because these patients
are required to see a VA provider in
order to obtain medications through
the VA. Finally, the generalizability
of this study may be limited to pa-
tients treated within the VA system.
However, it should be noted that in-
dividuals with severe or chronic
mental disorders often receive care
from publicly funded health care
providers, such as the VA or Medic-
aid-funded providers. Thus, the VA
patient population may include a dis-
proportionately greater number of
patients with bipolar disorder com-
pared with the general patient popu-
lation of the United States.

Despite these limitations, to our
knowledge, this study is the first to fo-

cus on differences by race in the re-
ceipt of guideline-concordant care in
routine treatment for bipolar disor-
der. Moreover, the dissemination of
guideline-concordant care for bipolar
disorder beyond controlled clinical
environments has not been fully eval-
uated. Potential users of information,
including consumers and purchasers,
want a “bottom-line” conclusion
about overall quality to inform deci-
sion-making processes regarding
health care options (25). More re-
cently, policy makers have advocated
that potential disparities in quality of
care be monitored (14) in order to
benchmark performance across dif-
ferent provider organizations and in-
form resource allocation to reduce
disparities in care. Developing and
refining measures of use and quality
of care constitute one of the first steps
in improving efficiencies and patient
outcomes. Such progress can inform
the selection of specific interventions
and more general approaches to
health maintenance that have the po-
tential to reduce costs and minimize
adverse outcomes for patients with
bipolar disorder.

Conclusions
This study had a number of important
research and policy implications.
First, in examining treatment of bipo-
lar disorder, we applied measures of
guideline-concordant care that can be
used in future activities to monitor
and improve the quality of care. In
addition, we found that potential gaps
may exist in the receipt of guideline-
concordant outpatient care for bipo-
lar disorder among African Ameri-
cans. Subsequent initiatives that fo-
cus on improving the quality of care
overall for bipolar disorder should
therefore aim at on understanding
the patient-, provider-, and system-
level determinants of potential gaps
in guideline-concordant outpatient
care and on eventually redressing
such gaps. Finally, as health care
providers and policy makers call for
additional efforts to monitor the qual-
ity of mental health care (25), greater
efforts to implement and further re-
fine indicators for specific conditions
such as bipolar disorder are needed to
ultimately improve outcomes for
these patients. ♦
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