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ABSTRACT:

Objective: This case series aims to describe three military
personnel who presented with Panic Disorder (PD) subsequently
develop Bipolar Disorder (BD) many years later. Methods: We
identified three male personnel, presented to our psychiatric
clinic with diagnosis conversion from PD to BD from 2016
to 2019. Age ranged from 25 - 33 during the first onset of
symptoms. Results: All personnel seek psychiatric care outside
the military health services. The mean duration between onset of
symptoms and treatment was 5.5 years. Case 1 and 2 defaulted
their follow up after a short course of treatment and returned with
worsening symptoms and functioning. The mean time between
PD diagnosis and the diagnostic shift to BD was 4.3 years. Case
3 was referred to a military psychiatrist one year after the first
presentation to psychiatry services, showed better compliance
with treatment and follow-up. This serviceman relatively had
an earlier revision of diagnosis to BD as compared to Case 1
and 2. Case 1 and 2 showed more deterioration in symptoms
and functioning, whereas Case 3 maintained his function with
treatments. Conclusions: Psychiatrist and other mental health
practitioners in the military need to be aware and routinely assess
the possibility of panic attacks and anxiety symptoms to be
prodromal of BD. Earlier recognition and revision of diagnosis
will ensure a timely intervention delivered for better outcome
and restoration of functioning in military personnel with BD.
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Introduction

Bipolar disorder (BD) is a common psychiatric illness, highly
recurrent with high degrees of interpersonal and social impair-
ment, ranked among the top ten cause of medical disability 2.
The typical age of onset is adolescence to early adulthood 3. One
of the factors that contribute to the burden of the disease is a
significant delay in diagnosing the illness and initiation of ap-
propriate treatment. A study found that the delay may be up to
9 years*. Longitudinal studies show that illness tends to worsen
with time, but with early intervention, it can improve long-term
outcome °. The most crucial step is making an accurate diagnosis
so that effective treatment could be commenced early.
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This case series describes 3 cases of male military personnel
who were given an initial diagnosis of PD finally shifted to BD
diagnosis, including the initial symptoms at onset, treatment de-
lay and the outcomes. The anxiety symptoms were found to the
initial presentation with erratic respond to typical treatment. We
hypothesize that presentations of PD in these cases may be pro-
dromal symptoms of BD, as cited in the literature.

Case 1

MFS, is a 34 years old, married, ranked leading seaman (a
junior non-commissioned officer) from the Royal Navy, was
first seen by a private psychiatrist in 2014 at the age of 28 with
a history of frequent panic attacks for 2 months duration. He
had difficulties coping with the assigned task, irritability, poor
sleep and prominent anxiety symptoms with panic attacks.
He was diagnosed with PD disorder and was started on tablet
Escitalopram, an antidepressant. He responded with a short
course of treatment in which he believed his capabilities in
coping with his problems improved. He subsequently defaulted
his treatment and follow-ups.

Four years later, he presented back with panic attacks with
worsening anxiety symptoms, persistent irritability and poor
sleep, greatly interfering with his work. He was started back
on an antidepressant but did not show much improvement. He
was subsequently referred to the military psychiatrist for further
management. He was first seen in March 2018.

During the first 6 years of his military service, he was described
as a dedicated, hardworking sailorman, full of energy,
motivation, and enthusiasm for creative ideas. Throughout
4 years of illness, despite no significant mood symptoms, he
manifested significant deterioration of performance. His superior
regarded his deterioration is due to his manipulative behaviour.
Subsequently, he was transferred to a new unit where he had
even more difficulty adjusting and adapting.

A thorough collaborative history, examination and observation
revealed episodes of hypomania. He also reported anxiety
symptoms a few years before his first contact with a psychiatrist
in which he copes with cigarette smoking. His diagnosis was
revised to BD in 2019, and he was started on a mood stabilizer.
He has no family history of psychiatric illness and no history
of illicit substance use. Despite optimizing pharmacological
treatment, he continuously displayed poor recovery. His superior
could not tolerate his low performance and recommended that
he is to be discharged from service.
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Case 2

ZAR, is a 56 years old, married, and a senior army officer. He was first seen by a Ministry of Health (MOH) psychiatrist in 2013
with long-standing anxiety symptoms and panic attacks for almost 15 years. He was diagnosed with PD and started on medication.
He was subsequently referred to a military psychiatrist for a continuation of care. However, he decided not to come forward due to
concern about his career. He presented to our centre in February 2018 with worsening panic attacks and anxiety symptoms, poor
sleep and irritability. He reported episodes of depression in the past. He was started on the tablet Sertraline, an antidepressant to
which he minimally responded.

His early military career was excellent; he was an accomplished student and leader until the onset of symptoms, everything then
spiralled. He struggled to control his irritability. He was verbally and physically abusive toward his subordinates, wherein he
regretted and felt guilty later. The anxiety symptoms were terrifying and depressive episodes even worsen. He smoked heavily and
took frequent time off as a way to cope.

He also had a frequent visit to the Armed Forces Sick Quarters (RSAT — Rumah Sakit Angkatan Tentera) for multiple non-specific
somatic symptoms such as headache, backache, joint pain and tiredness. As a senior officer, he was still able to manage his working
schedule on his own.

During his subsequent follow-up, he presented with a hypomanic episode. His diagnosis was revised to BD in 2019. He responded
to the initiation of a mood stabilizer but is still not achieve remission yet. He opted for early retirement from the military service

Case 3

RA, is a 37 years old, married, ranked corporal (a junior non-commissioned officer), and an army administrative clerk. His first
contact with psychiatric service was at MOH in 2013 when he presented with a six-month history of panic attacks. He also developed
anticipatory anxiety and avoided crowded places. He was diagnosed with PD and started on tablet Sertraline once daily. However,
after one year, he developed depressive episodes. He was then referred to a military psychiatrist.

He was first seen at our centre in July 2014. He was recruited into the military at the age of 18. He has been described as a
hardworking, responsible and obedient personnel.

During subsequent follow up he had developed an episode of hypomania. He was started on a mood stabilizer. He is a smoker.
There was no history of illicit substance use. His diagnosis was revised to BD in 2016. He has been in remission for the past 4
years. He showed a good response and was able to perform his duties efficiently. His commander was satisfied with his progress and
performance. His PES (PULHEEMS Employment Status) was downgraded to BE (Base Everywhere).

Table 1: The patient Characteristic, Onset of Symptoms and Outcome

Case 1 Case 2 Case 3
Military rank NCO Officer NCO
Service Navy Army Army
Age of onset (years) 28 34 29
First contact Private psychiatrist | MOH psychiatrist MOH psychiatrist
Duration of symptoms before first |2 months 15 years 6 months
contact with psychiatrist
Duration PD diagnosis and the diagnostic | 4.5 6 3
revision to BD (years)
Duration of illness before contact with | 4 5 1
military psychiatrist (years)
Occupational outcome Poor functioning | Poor functioning Good functioning
PULHEEMS Employment Status (PES) | UNFIT BE (Opted for early retirement BE

from military service)

PULLHEEMS — Military medical classification system,;

UNFIT - Medically unfit for military service
MOH : Ministry of Health
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Onset of symptoms, diagnosis delay and outcome

In this case series, we describe 3 cases of male military per-
sonnel, with an initial diagnosis of PD revised to BD after 3-6
years. The anxiety symptoms were found to have responded to
the initiation of a mood stabilizer. There is a significant delay
in seeking treatment as well as diagnosis of BD in all 3 cases.
The delay was 3-6 years after first contact and 4-11 years from
the onset of symptoms. The longer the delay, the poorer out-
come. Only case 3 remain in the service with good functioning.
All the personnel seek help from psychiatric service outside the
military. The longer the time taken to be seen by a military psy-
chiatrist, the more upended the psychosocial and occupational
challenges. The detail is shown in Table 1. We hypothesize that
presentations of PD in these cases may be prodromal symptoms
of BD, as cited in the literature.

DISCUSSION

Despite its prevalence, BD is often missed and delayed in di-
agnosis. The previous study found that there is often a delay
in diagnosing BD during the initial presentation, which can
approximately be between 5-7 years ¢7. The presentation can
be non-specific until a history of mania or hypomania and the
depressive episode is elicited & This is probably due to several
reasons (Table 2).

Table 2 : Factors associated with delay in BD diagnosis.

1. The symptoms may not be recalled as illnesses

2. Prodrome of bipolar disorder

3. The onset of impairment may precede that of
recognizable manic episodes.

4 Highly comorbid with other psychiatric disorders

5.Diverse spectrum of inter-episode BD

1. The symptoms may not be recalled as illnesses

The patient or family members may not be able to recall the
subsyndromal symptoms of manic/hypomanic or depression but
usually more able to recall the consequence of the symptoms
°. However, this has been associated with lost workdays and
productivity of the affected persons . Therefore, the patients
should be asked about the consequences of interpersonal prob-
lems, impulsivity, or poor judgment, distorted interpersonal be-
haviour, or lack of respect for interpersonal boundaries that can
accompany manic/hypomanic episodes .

2. Prodrome of bipolar disorder (BD)

Prodrome of BD is defined as precursor symptoms, function-
al impairments, and other psychiatric diagnoses present in the
months or years before developing the full-blown BD onset °.
It is comparatively less studied than the psychosis prodromes.
However, recent reviews showed a wide spectrum of presenta-
tion suggestive of bipolar prodromes such as mood symptoms,
anxiety symptoms, mood lability and mood swings, subthresh-
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old manic and hypomanic symptoms, subsyndromal depression
12, early-onset panic attacks, separation anxiety disorder, gener-
alized anxiety disorder, conduct symptoms and disorder, ADHD,
impulsivity '* and chronic irritability .

3. The onset of impairment may precede long before
recognizable manic episodes

The onset of impairment may precede that of recognizable manic
episodes bring about contentious opinion about the illness. The
person may be labelled as weak, an attention seeker, coward-
ice, lazy, irresponsible, disobedient and even manipulative. In a
military setting, it is commonly misinterpreted as a behavioural
problem and temperamental. The illness usually starts with de-
pression rather than mania, so even when mania is detected ac-
curately, the onset of bipolar disorder may be missed !

4. Highly comorbid with other psychiatric disorders
Highly comorbid with other psychiatric disorders such as
anxiety disorders '¢'%, substance use disorders >, personality
disorders ' and familial pattern 2%,

5. Diverse spectrum of inter-episode BD

A diverse spectrum of inter-episode BD was seen to have sig-
nificant impairment . Studies also showed that even without
residual mood symptoms, the patient manifested executive
functional impairment, poor focus and slower reaction time 2%,
Impulsivity and novelty-seeking behaviour during inter-episode
BD have also been reported, perhaps increasing their suscepti-
bility for substance abuse 2’2, which commonly misinterpreted
as temperamental.

Stress, anxiety and BD

Stress has been associated with precipitating factors for BD. To
explain this, let use the diabetes condition as an analogue. Di-
abetes is characterized by dysregulation of blood glucose, and
impaired glucose tolerance is the prodromal phase. In this phase,
the patient’s blood high glucose level is still reversible. As the
disease develops further, the patient is diagnosed with diabetes,
indicating a more persistent pathology. As the disease continues
to worsen, renal failure or other complications occur, and the
patient enters the irreversible decompensation period. Similar-
ly, BD might also follow the rules mentioned above, and the
fluctuation of emotion, which is analogous in this case to blood
glucose in diabetes, might follow the pattern of disease evolu-
tion, leading to more severe impairment and poorer response to
the treatment.

As hypothesized by Du et al. (2017), when the personnel expe-
rience stress, the common emotion of anxiety occurs. With the
continuation of stress, this emotion gradually evolves into patho-
logical anxiety, which indicates the beginning of the prodromal
period of BD, although it is still manifested as anxiety disorder
and lacks the typical symptoms of BD . If the stress persists,
it may result in the recession of anxiety and the emergence of
more severe symptoms of BD as experienced by case 2 and 3. In
such cases, the emotional dysregulation becomes pathological, a
conversion that is difficult to reverse. If the stress continues, it

JMAF RMDC Vol 6 No 1 April 2021



CASE REPORT

may result in behaviour disinhibition, which manifests as BD’s
hypomanic/manic symptoms. For case 3, he was already under
regular follow up. Thus, his stress was intervened earlier as com-
pared to the other 2 cases.

PD and BD

Out of several prodromal symptoms, anxiety symptoms have
emerged as a priority due to the high correlation between both.
Patients with prominent anxiety and who showed poor efficacy
with anxiolytic treatment, ultimately develop BD with the du-
ration of prodromal symptoms in BD might be 1.8 to 7.3 years
». PD was reported to higher in BD 3%3! and up to 22.34% of
the PD patients had BD *2. A meta-analysis showed that the early
onset of PD to be a risk factor for the onset of BD **. Prospective
studies also supported the association between anxiety disorder
and BD *.

Lessons from our case series

1. Military personnel seeking mental health care outside
of the military health services.

This is similar to another study that found that military person-
nel are making extensive use of outside mental health services,
suggesting that military health and mental health services do not
meet the needs of active duty service members 6. Unique intri-
cacies and challenges of the military environment may not be
addressed by civilian psychiatric service. Diagnoses, medication
choices, and treatment planning can also impact a service mem-
ber’s career in the military that civilian providers may not be
aware of. The concepts such as confidentiality and consent have
a slightly different meaning in the military that affects care in the
civilian realm. Prolonged medical leave may do more harm to
the personnel.

2. Stigma delays the treatment and intervention

In addition to the delay in diagnosing, the stigma leads to fur-
ther delay in treatment initiation. Military personnel believe that
seeking mental health service would be discrediting or embar-
rassing, causes harm to career progression, or causes peers or su-
periors to have decreased confidence in the member’s ability to
perform assigned duties. Seeking mental health treatment should
be destigmatized and dealt with the same way our culture deals
with physical illness.

3. Early referral to the military psychiatrist

All personnel with mental health issues should be referred to
a military psychiatrist as soon as possible. Early referral to a
military psychiatrist allows early psychosocial and occupation-
al intervention to restore occupational functioning and preserve
employability. This will also enhance the unit’s command-
er’s support, as reported by a local study by Siti Nordiana &
Khairuddin (2015), which found that psychoeducation to the
unit commanders resulted in more supportive behaviour toward
their subordinates with mental health issues *’.

J MAF RMDC Vol 6 No 1 April 2021

CONCLUSIONS

Clinicians must be aware of PD in military personnel may
suggest an early presentation of BD. Regimental Medical Officer
(RMO) should be more vigilant in detecting and referring the
personnel to a military psychiatrist. All military personnel with
panic attack symptoms should be followed closely, and default
tracing should be activated for any loss during follow-up. We
hypothesize that presentations of PD in these cases may be a
prodromal symptom of BD, as cited in the literature. A future
study to further investigate PD and BD in the military population
is needed to expand our ability to better care and improve their
outcome with timely intervention.
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