
 

ADHD and Bipolar Disorder 

Clinical Reference Guide 

Differential Diagnosis and Co-Occurrence 

Clinical Overview 

The differential diagnosis between ADHD and Bipolar Disorder presents significant clinical challenges due to symptom 
overlap in attention, impulsivity, energy levels, and emotional dysregulation. This guide provides a framework for 
distinguishing between these conditions and managing comorbid presentations, with particular attention to 
considerations for women. 

Sources of Diagnostic Confusion 

Both conditions can present with: 

• Attention deficits and distractibility 

• Impulsive decision-making and behavioral disinhibition 

• Fluctuations in energy and activity level 

• Emotional dysregulation and intensity 

• Sleep disturbances 

Critical Distinguishing Factor: Temporal Pattern 

The fundamental diagnostic distinction lies in temporal presentation: 

ADHD: Chronic, persistent trait characteristics present across contexts and time. Symptoms show consistency rather 
than discrete episodic patterns. 

Bipolar Disorder: Episodic mood states (manic, hypomanic, depressive) with clear onset, duration, and resolution. 
Represents departure from baseline functioning. 

Differential Diagnostic Criteria 

Attention and Concentration 

ADHD: Chronic attention regulation deficits present across settings. Difficulty sustaining attention, frequent task-
switching, distractibility constant rather than state-dependent. Interest-based attention system may show relative 
preservation (hyperfocus). 

Bipolar Disorder: Attention impairment primarily mood-state dependent. During euthymic periods, attention typically 
returns to baseline. Distractibility during mania/hypomania driven by flight of ideas and increased stimuli 
responsiveness. 

Sleep Architecture 

ADHD: Chronic sleep initiation difficulties, delayed sleep phase syndrome, racing thoughts at bedtime. Circadian rhythm 
dysregulation common. Patterns relatively stable across time. 

Bipolar Disorder: Episodic sleep changes correlated with mood states: 



• Mania/hypomania: Marked decreased need for sleep (not just difficulty sleeping) without daytime fatigue 

• Depression: Hypersomnia or significant sleep architecture disruption 

• Euthymia: Return to baseline sleep patterns 

Emotional Dysregulation 

ADHD: Emotional lability characterized by rapid shifts in response to environmental stimuli. Quick emotional arousal and 
recovery. Difficulty with emotional regulation but not sustained mood episodes. Pattern of rejection sensitive dysphoria 
common. 

Bipolar Disorder: Sustained mood episodes lasting days to weeks representing clear departure from baseline. Mood 
changes may occur independently of environmental triggers. Episode offset typically gradual rather than immediate. 

Developmental History and Onset 

ADHD: Symptoms present from childhood, though recognition may be delayed (particularly in women with 
predominantly inattentive presentation or compensatory strategies). Retrospective childhood history crucial for 
diagnosis. 

Bipolar Disorder: Typical onset late adolescence to early adulthood. Earlier onset possible but rare before puberty. First 
episode often triggered by significant stressor or life transition. 

Grandiosity and Inflated Self-Esteem 

Bipolar Disorder: Inflated self-esteem or grandiosity during manic/hypomanic episodes. May involve unrealistic beliefs 
about abilities, special powers, or importance. Taking on unrealistic number of projects or goals. 

ADHD: Not a characteristic feature. May show optimism bias or difficulty accurately estimating task demands, but not 
sustained grandiose beliefs. 

Goal-Directed Activity and Impulsivity 

Bipolar Disorder: During manic/hypomanic episodes: marked increase in goal-directed activity, excessive involvement in 
projects, hypersexuality, increased spending, pressure to pursue pleasurable activities. Activity level represents clear 
change from baseline. 

ADHD: Impulsivity present but relatively consistent across time. Difficulty with impulse control ongoing rather than 
episodic. Less extreme behavioral manifestations. 

Psychotic Features 

Bipolar Disorder: Psychotic features (hallucinations, delusions) may occur during severe manic or depressive episodes. 
Typically mood-congruent content. 

ADHD: Not a feature of ADHD. Presence of psychotic symptoms suggests alternative or comorbid diagnosis. 

Bipolar Disorder: Episode Characteristics 

Manic Episode 

• Abnormally and persistently elevated, expansive, or 
irritable mood 

• Increased goal-directed activity or energy 

• Duration: ≥1 week (or any duration if hospitalization 
required) 

• Causes marked impairment in functioning 

• May include psychotic features 

• Decreased need for sleep 

• Pressured speech, flight of ideas, distractibility, 
increased risk-taking 

Hypomanic Episode 

• Similar mood and energy changes but less severe 

• Duration: ≥4 consecutive days 

• Observable change from baseline but not severely 
impairing 

• No psychotic features 

• May feel subjectively positive to patient 

• Observable by others as distinct change in functioning 



Gender-Specific Clinical Considerations 

Diagnostic Challenges in Women 

• Women with ADHD frequently misdiagnosed with bipolar disorder, particularly when presenting with emotional 
dysregulation 

• Hormonal cycle effects can create apparent mood cycling that mimics bipolar patterns (particularly 
perimenstrual period) 

• Premenstrual Dysphoric Disorder (PMDD) co-occurs with ADHD at high rates and creates cyclical mood 
symptoms 

• ADHD in women often undiagnosed in childhood due to inattentive presentation and compensatory strategies 

• Adult diagnosis more common in women, making developmental history more difficult to establish 

Clinical Assessment Recommendations 

• Track symptoms longitudinally over weeks to months to identify temporal patterns 

• Obtain detailed developmental history, particularly early childhood functioning 

• For women: Map symptom patterns to menstrual cycle to identify hormonal contributions 

• Assess for clear episodic pattern with identifiable onset, duration, and offset 

• Consider comorbid PMDD if cyclical symptoms align with luteal phase 

• Collateral information from family members regarding childhood functioning and episode patterns 

Comorbid Presentation 

Epidemiology 

• ADHD and bipolar disorder co-occur in approximately 10-20% of individuals with either condition 

• Early onset of either condition increases likelihood of comorbidity 

• Comorbid presentation associated with greater functional impairment 

• Higher rates of comorbid substance use disorders and other psychiatric conditions 

Treatment Protocol for Comorbid Presentation 

Treatment Sequencing 

• Priority 1: Mood stabilization - establish euthymic baseline before addressing ADHD symptoms 

• Priority 2: ADHD symptom management - once mood stability achieved for minimum 2-3 months 

• Ongoing monitoring: Frequent assessment for mood destabilization, particularly during ADHD medication 
titration 

Pharmacological Considerations 

• Mood stabilizers: First-line treatment. Establish therapeutic levels before considering stimulants. 

• Stimulant medications: Can be safely used once mood stability achieved. Risk of mood destabilization exists but 
is low in properly stabilized patients. Start low, titrate slowly, monitor closely. 

• Non-stimulant ADHD medications: Consider atomoxetine or bupropion as first-line for ADHD when bipolar 
comorbidity present. Lower risk of mood destabilization. 

• Combination therapy: Mood stabilizer + ADHD medication is standard approach. Requires careful monitoring 
and dose adjustment. 

• Avoid: Treating ADHD symptoms during active mood episode; antidepressant monotherapy (may precipitate 
mania) 

Psychotherapeutic Interventions 

• Psychoeducation regarding both conditions and their interaction 



• Cognitive-behavioral therapy adapted for ADHD executive function deficits 

• Interpersonal and social rhythm therapy for bipolar disorder 

• Skills training for emotional regulation, organization, time management 

• Sleep hygiene and circadian rhythm stabilization 

Clinical Monitoring Parameters 

Regular assessment of: 

• Mood stability indicators (sleep, energy, activity level, speech patterns) 

• ADHD symptom response and functional improvement 

• Medication adherence and side effect profile 

• Substance use (higher risk in comorbid presentation) 

• Functional outcomes (work, relationships, self-care) 

• For women: Symptom patterns across menstrual cycle 

Clinical Summary 

Differential diagnosis between ADHD and bipolar disorder requires careful attention to temporal patterns, 
developmental history, and episode characteristics. The critical distinguishing factor—chronic trait presentation versus 
episodic mood states—must guide diagnostic formulation. Comorbid presentations, while challenging, can be effectively 
managed through sequential treatment prioritizing mood stabilization followed by ADHD symptom management. 
Gender-specific considerations, particularly regarding hormonal influences and diagnostic bias in women, warrant 
particular clinical attention. 
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