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Purpose: Bipolar I disorder (BP-I) is associated with significant disease burden, but evidence on treatment goals in people diagnosed
with BP-I is scarce. This study sought to quantify treatment goals related to the pharmacological management of BP-I in adults in the
US and to identify if subgroups of people with similar treatment goals exist.

Patients and Methods: A best-worst scaling (BWS) of treatment goals was developed based on available literature and input from
experts and patients and was distributed as part of a survey between August and September 2021. Survey participants were adults with
a self-reported diagnosis of BP-I who were recruited via an online panel in the US. Participants were asked to prioritize the importance
of 16 treatment goals using BWS. BWS scores were computed using multinomial logistic regression, with the scores across all goals
summing to 100 for each participant. Subgroups of people with similar preferences were identified using latent class analysis.
Results: The most important treatment goals for people diagnosed with BP-I (N=255) were “being less impulsive, angry, or irritable”
(score: 9.73), or being “able to feel pleasure or happiness” (score: 9.54). Goals related to reducing the incidence of various potential
adverse events of medication (scores: <4.51) or “reducing dependence on others” (score: 3.04) were less important. Two subgroups
were identified. One subgroup (n=111) prioritized symptom-focused goals, considering “reducing frequency of mania, depression, and
mixed episodes” and “being less impulsive, angry or irritable” the most important (scores: 12.46 and 11.85, respectively). The other
subgroup (n=144) placed significantly more importance on social functioning-focused goals, including beginning or maintaining
a relationship with a partner/significant other, and with family and/or friends (scores: 8.45 and 7.70, respectively).

Conclusion: People diagnosed with BP-I prioritized emotional improvements. Subgroups of people with BP-I prioritized either
symptom-focused or social functioning-focused treatment goals.

Keywords: patient preference, healthcare questionnaire, treatment individualization, social functioning

Introduction
Bipolar I disorder (BP-I) is a lifelong neuroprogressive illness characterized by severe alterations in mood and behavior,
manifesting through episodes of mania, hypomania, and/or depression.' ™ Available evidence suggests a global lifetime
prevalence of ~1% of BP-I in the general population;> however, patients with BP-I are often initially misdiagnosed with
major depressive disorder, schizophrenia, schizophrenia-related disorders, or substance-induced psychotic disorder, and
a diagnosis of BP-I may be delayed for up to 15 years, compounding adverse patient outcomes.’

BP-I is associated with a significant disease burden due to early onset (typically in the early twenties),” and the
chronicity and severity of its symptoms.’ People with BP-I achieving clinical remission continue to experience symptoms
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such as subsyndromal depression, sleep disturbances, or perceived cognitive impairment during euthymic periods.**
These symptoms may act as precursors to mood episode recurrence, and negatively impact people’s functioning and
quality of life.®* Moreover, BP-I is linked to high rates of premature mortality from suicide as well as medical
comorbidities.”'°

Pharmacological treatment with atypical antipsychotics and mood stabilizers is recommended as the cornerstone of
management of BP-I by clinical guidelines, including the American Psychiatric Association (APA) and Canadian Network
for Mood and Anxiety Treatments (CANMAT) guidelines.''™'* Available evidence suggests that monotherapy with lithium,
quetiapine, divalproex, lamotrigine, asenapine, or aripiprazole, or combination therapy should be considered as first-line
treatment for those initiating pharmacotherapy, or for those switching treatment during the maintenance phase.'' Long-acting
injectable (LAI) formulations may be used in people who prefer this method of administration or whose history of adherence is
erratic.'* Aripiprazole once-monthly 400 mg (AOM 400) and risperidone LAI have the highest level of evidence for use, are

the only LAI formulations approved for maintenance monotherapy treatment of BP-I,'>'

and are guideline-recommended for
the maintenance treatment of BP-I1.'"'*

Unmet needs remain for an array of safe therapeutic options that are effective for long-term management of the
symptoms of BP-I across different phases of the disorder.'""'”"'® Patient-centered care, including shared decision-making
(SDM), is recommended as a foundation of BP-I clinical management.'' Possible treatment goals for patients with BP-I
have previously been identified, including achieving euthymia and normal levels of functioning, and preventing the
recurrence of a depressive or a manic episode.'"'® While treatment goal prioritization from the patients’ perspective has

20722 there is a paucity of literature focused on

been investigated in other psychiatric conditions, such as schizophrenia,
comparative assessment of treatment goals from the perspective of people diagnosed with BP-I. This paper aimed to
quantitatively assess how people in the US diagnosed with BP-I prioritize a variety of treatment goals related to the
pharmacological management of their condition. The secondary objective was to identify possible subgroups of people
diagnosed with BP-I with similar patterns of treatment goal prioritization. The data and learning from this study could
increase awareness of the patient perspective among clinicians working with people diagnosed with BP-I and promote

patient-centered care.

Materials and Methods
Study Design
The study comprised a qualitative (survey development) and a quantitative phase (survey implementation). All research
was conducted according to best practice guidelines for Conjoint Analyses published by the International Society of
Pharmacoeconomics and Outcomes Research (ISPOR),® in accordance with ethical principles specified in the
Declaration of Helsinki, International Conference on Harmonization Good Clinical Practices, Good
Pharmacoepidemiology Practice, and the applicable legislation on Non-Interventional Studies, and all patients provided
informed consent. The study protocol received exemption status from Pearl Institutional Review Board (03 August 2021;
board registration number 00007772).%*

A best—worst scaling (BWS) exercise to evaluate prioritization of a draft set of treatment goals was developed and
included in a draft survey in June 2021. BWS, sometimes known as MaxDiff, object scaling, or best—worst scaling case

2526 and is

1, is now extensively used to understand the priorities of patients and other stakeholders in healthcare,
supported by a growing list of software packages.?’*®* BWS can be used in several choice formats for various purposes,
including prioritizing items, and involves sets containing at least three options, where the respondent is asked to indicate
both best and worst (or most and least) options for certain criteria.”® Econometric or statistical methods can subsequently
be used to gain a BWS score by assigning values to the individual items based on the choices.”” Development of the
BWS exercise was informed by qualitative research and a focused literature review of important treatment outcomes
among people diagnosed with BP-I, and by consultation with a panel of experts.

Cognitive interviewing, a technique used to elucidate participants’ perceptions by inviting them to verbalize thoughts
and feelings as they examine information,*® was employed: one-on-one cognitive interviews with 12 people in the US

diagnosed with BP-I were held via telephone and a desktop sharing platform to pre-test the final survey design and ensure
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that content was clear to survey participants, and to obtain feedback on BWS items. Open-ended concept elicitation
questions were first asked regarding treatment goals to confirm survey content; the participants were then walked through
key components of the BWS exercise to assess question interpretation and rationale for responses. The interviews used
a “think-aloud” approach, where the participants answered the survey questions by expressing their thoughts out loud.

The survey was finalized based on participant feedback. The final survey was designed to last approximately 25-30
minutes and included 16 treatment goals for prioritization. In a series of 20 BWS tasks, participants rated 20 subsets of
treatment goals; each task presented a different combination of 4 goals. For each task, the participants were asked to
indicate the most and least important goals. Experimental design for the BWS was a balanced incomplete block design.
Every participant saw a different arrangement of treatment goal sets, with the order of the goals and of the sets sequenced
differently for each respondent to eliminate order effects. The survey was distributed online between August and
September 2021.

Sample Population

People with a self-confirmed diagnosis of BP-I were recruited via Kantar Profiles, a research panel company that
maintains a database of people who have opted into research interviews. Participants from the qualitative phase of the
survey were not able to participate in the quantitative phase of the survey. People were eligible to complete the survey if
they met all of the following criteria: were aged 18—65 years, had a self-reported diagnosis of BP-I by a physician, were
currently prescribed antipsychotic medication for the treatment of BP-1, identified BP-I as their primary condition, had
been prescribed medication for mania or a manic episode, had received at least 6 months of antipsychotic treatment for
BP-I, resided in the US, and were willing to provide informed consent. People were excluded if they were hospitalized
for a manic episode at the time of the survey, had other disorder(s) that could alter BP-I treatment or had diagnoses that
conflicted with establishing a diagnosis of BP-I (such as schizophrenia, or schizoaffective disorder), had taken clozapine
for the treatment of BP-I, or were currently participating in a clinical trial.

People were able to self-identify with the research criteria and take immediate action to determine their eligibility for
participation. Measures were taken to minimize intentionally false reporting; questions were included to help screen out
people without a diagnosis of BP-I, such as including a list of health conditions to choose from. Severity of participants’
BP-1 was self-reported based on participants’ hospitalization history and number of medications ever taken for the
treatment of BP-I, and further assessed through an additional targeted question. The Patient Health Questionnaire-8
(PHQ-8)*! was used as a screening tool to evaluate depressive symptoms in participants; scores of >10 indicate a positive
screen for depression. All participants who met the study eligibility criteria and completed the full survey were included
in the analysis.

Statistical Analysis

Sample size considerations for computation of BWS scores were addressed following Lipovetsky et al (2015).** Based
on the formula provided, to achieve a margin error around the BWS score within £0.05 where there are 16 BWS goals
presented 4 at a time in 20 tasks, a minimum sample size of 154 patients was required. The target sample size for this
study of 250 was higher to ensure that it would be robust for conducting a latent class analysis.

Participant characteristic data were collected and summarized descriptively. BWS scores were computed using
multinomial logistic regression. The model was fit using maximum likelihood, and one coefficient f was estimated for
each of the 16 BWS goals, with coefficients reflecting preference weights. The estimated coefficients were transformed
with the logit function and converted into selection probabilities and standardized to 100% for reporting (the BWS scores
summed to 100 for each respondent). The rank order, standard errors, and 95% confidence intervals (CIs) were reported
for the preference weight of each goal, with the combined importance scores for the 16 treatment goals totaling 100 (the
higher the value, the more important the treatment goal). The final score received by any treatment goal was thus
indicative of the treatment goal’s relative importance compared with other goals.

Analyses of the study data did not involve adjustment for covariates. Instead, multinomial logistic regression was
used for latent class analysis of the preference weights to identify subgroups of people with similar goal prioritizations.
Demographic and clinical characteristics were compared between subgroups, using independent sample #-tests or chi-
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square tests, as appropriate. BWS analysis was performed using Sawtooth’s Lighthouse Studio v9.9. All other analyses
were performed using SPSS v28.

Results

Of the 2438 people in the research database who accessed the survey, 263 eligible people completed the survey, 206
people accessed the survey link but did not take the survey, 21 people attempted to access the survey after it had closed,
and 1948 people did not meet eligibility criteria. Of the 263 eligible people who completed the survey, 8 were identified
as “speeders” in the survey, completing each preference task in less than 5 seconds, and were removed, resulting in an
effective sample size of 255 participants.

Most participants were female, Caucasian, and the most common employment status of participants was part-time or
full-time employment. At the time of survey, most people self-rated their severity of BP-I as moderate, with a mean
(standard deviation [SD]) PHQ-8 score of 12 (6.41). Participant demographic and clinical characteristics are shown in
Table 1 and 2.

Prioritization of treatment goals by people diagnosed with BP-I is presented in Table 3, ranked from the most to the
least important. BWS scores total 100 for each participant. The higher the score for individual goals, the more important
the treatment goal relative to other treatment goals included. If all BWS scores were considered equal in importance, they
would each have a score of 6.25. Treatment goals shown to be the most important to participants were emotional
improvement, such as being less impulsive, angry, or irritable, or being able to feel pleasure or happiness, and reduction
in the frequency of mania, depression, or mixed episodes. Reducing the incidence of various potential adverse events

LEINT3

(AEs) of medication (eg, “reduced risk of insomnia, restlessness or moving around too much during sleep”, “reduced risk

Table | Demographic Characteristics of Survey Participants Diagnosed with BP-I

All Participants Symptom-Focused Social Functioning-Focused p-value
(N=255) Group (n=111) Group (n=144)
Mean SD Mean SD Mean SD
Age, years 46.54 9.28 47.75 9.68 45.61 8.89 0.068
Age at diagnosis, years 28.42 10.88 29.02 10.84 27.96 10.92 0.442
n % n % n %
Female 209 82 95 85.6 114 79.2 0.186
Race
Caucasian 231 90.6 101 91.0 130 90.3 0.847
Black or African American 23 9.0 9 8.1 14 9.7 0.656
American Indian or Alaskan Native 8 3.1 [ 0.9 7 49 0.072
Other 9 35 3 27 6 42 >0.05
Employment status 0.267
Employed part-time or full-time 89 349 29 26.1 60 41.7
Long-term or short-term disability 70 27.5 32 28.8 38 26.4
Homemaker 32 12.5 14 12.6 18 12.5
Other 64 25.1 36 324 28 19.4
Living arrangement
Living with a spouse/partner 130 51.0 43 387 87 60.4 <0.001
Living with children 102 40.0 36 324 66 45.8 0.030
Living alone 55 21.6 28 25.2 27 18.8 0.213
With a friend/roommate 19 7.5 13 1.7 6 42 0.023

Abbreviations: BP-I, bipolar | disorder; SD, standard deviation.
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Table 2 Clinical Characteristics of Survey Participants Diagnosed with BP-I

All Symptom- Social p-value
Participants Focused Group Functioning-
(N=255) (n=111) Focused Group
(n=144)

Mean SD Mean SD Mean SD

PHQ-8 score® 12 6.41 12.26 6.24 1.8 6.55 0.569
Lifetime number of medications taken for BP-I 9.52 5.71 9.17 5.66 9.79 5.76 0.391
n % n % n %
Currently prescribed medication for manic episode 196 76.9 87 78.4 109 75.7 0614
Needed to be admitted to a hospital for mania/manic episode 140 54.9 52 46.8 88 61.1 0.023
Severity of BP-l currently 0.039
Mild 74 29.0 36 324 38 26.4
Moderate 141 55.3 52 46.8 89 61.8
Severe 40 15.7 23 20.7 17 1.8

Currently or previously taken medications for BP-I

Oral antipsychotic 253 99.2 110 99.1 143 99.3 0.853
LAl antipsychotic 64 25.1 19 17.1 45 313 0.010
Antidepressant 208 8l.6 95 85.6 13 785 0.146
Mood stabilizer or anti-epileptic 182 714 84 75.7 98 68.1 0.182
Anxiolytic 141 55.3 62 55.9 79 549 0.874

Prescribed medication for another condition
General anxiety disorder 159 62.4 77 69.4 82 56.9 0.042
Depression 178 69.8 88 79.3 90 62.5 0.004

Notes: *PHQ-8 score of 210 indicates a positive screen for depression. No or minimal depression was observed in 13.7% of participants (35/255); in most participants,
depression was mild or moderate (51.4% [131/255]), with no significant difference between the two subgroups.
Abbreviations: BP-, bipolar | disorder; LAI, long-acting injectable; PHQ-8, Patient Health Questionnaire-8; SD, standard deviation.

Table 3 Treatment Goals and Their Importance to Survey Participants Diagnosed with BP-|

Treatment Goal Average Relative 95% ClI
Importance

Being less impulsive, angry, or irritable 9.73 9.06, 10.40
Able to feel pleasure/happiness 9.54 8.88, 10.21
Reduce frequency of mania, depression, and mixed episodes 9.48 8.82, 10.15
Stay focused/think clearly 841 7.78, 9.06
Decrease the severity of the symptoms once they start 8.01 7.39, 8.64
Decrease the duration of the severity of symptoms once they start 7.99 7.37, 8.63
Have increased confidence in managing daily life and stressors 7.39 6.80, 8.01

Feel increased motivation/energy levels 6.99 6.41,7.59
Begin or maintain relationships with family and/or friends 5.92 5.40, 6.47
Begin or maintain a relationship with a partner/significant other 5.54 5.04, 6.07
Reduced risk of insomnia, restlessness or moving around too much during sleep 451 4.08, 4.97
Reduced risk of excessive sleepiness, drowsiness or being slowed down 4.34 3.92, 478
Able to work or go to school 3.25 291, 3.6l

(Continued)
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Table 3 (Continued).

Treatment Goal Average Relative 95% CI
Importance

Reduced dependence upon others 3.04 2.72, 3.39

Reduced risk of weight gain 2.96 2.65, 3.29

Reduce number of visits to the hospital or emergency department 291 261, 3.24

Notes: N=255. The higher the value, the more important the attribute relative to other attributes included. The 16 survey items had points allocated within
a 100-point scale, with 6.25 being the null hypothesis on this scale. All goals scoring above 6.25 should be viewed as important; those with lower scores were
relatively less important.

Abbreviations: BP-I, bipolar | disorder; Cl, confidence interval.

of weight gain” and “reduced risk of excessive sleepiness, drowsiness or being slowed down”) or reducing dependence
on others were considered relatively less important.

Latent class analysis of treatment goals identified two groups of people with different distributions of preferences.
The first group (n=111) placed more importance on symptom-focused goals (symptom-focused group), while the second
group (n=144) placed more emphasis on social functioning-focused goals (social-functioning focused group; Figure 1).

The most important treatment goals for the symptom-focused group included reducing the frequency of mania,
depression, and mixed episodes (score: 12.46), being less impulsive, angry, or irritable (score: 11.85), and decreasing the
severity and duration of severity of symptoms once they start (scores: 10.53 and 10.98, respectively). These goals were
statistically significantly more important for the symptom-focused group than for the social functioning-focused group
(p<0.001; Figure 1).

p-value

Reduce frequency of mania, depression, and mixed episodes 6.83 12.46 <0.001

Being less impulsive, angry or irritable ; 7.82 11.85 <0.001

Decrease the duration of the severity of the symptoms once they start ‘* 10.98 <0.001
Decrease the severity of the symptoms once they start :6.04 10.53 <0.001

Able to feel pleasure/happiness : 8.84 9.71 0.123

Stay focused/think clearly ﬁ 8.74 0.078
Have increased confidence in managing daily life and stressors M 7.7 0.081

6.83

Feel increased motivation/energy levels 6.67 0.782
Reduced risk of insomnia, restlessness or moving around too much during sleep ——a—eﬁ—‘ 5.01 ' 0.019
Able to work or go to school ——lﬂ—‘ 451 . 0.119

Begin or maintain relationships with family and/or friends — 3.43 1 7.70 <0.001

Reduced risk of excessive sleepiness, drowsiness or being slowed down _LB_Q_‘ 413 0.001
Begin or maintain a relationship with a partner/significant other _ 2.69 | 8.45 <0.001

Reduce number of visits to the hospital or emergency department ‘_—Lﬁ—‘ 3.90

; 0.018
Reduced dependence upon others 1.81 3.31 E <0.001
Reduced risk of weight gain 1.49 ] 5 I82 <0.001
| .
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14
Average relative importance
W Symptom-focused group; n=111 [ Social functioning-focused group; n=144

Figure | Latent class analysis of the importance of treatment goals for different subgroups of participants, listed from most important to least important according to the
symptom-focused group. The 16 survey items had points allocated within a 100-point scale, with 6.25 being the null hypothesis on this scale, representing an item in the
middle of a scale from most important to least important. All goals scoring above 6.25 (denoted by the dashed line) should be viewed as important. The higher the value, the
more important the attribute relative to the other attributes included in the exercise. P-values were derived from an independent samples t-test.

2550  hees Patient Preference and Adherence 2023:17

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Bridges et al

80 1

69.4
70 4
66.0
61.3 60.4

60 4
—_ 521
X
w50
T
2 441 441
.§ 405 41.0
) ]
c 40
K]
£ 333
3
a 30

25.0 25.7
20 4 18.9 18.9
10
54 42
Has not delayed or Having a family Moving to a different Getting Getting a better Being able to Saving money for the Having a successful
made difficult future city or place married/having a education contribute to society future career
plans relationship
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Il Symptom-focused group; n=111 [ social functioning-focused group; n=144

Figure 2 Future plans made difficult by BP-I. P-values for the between-group difference were derived from independent sample tests of proportions.
Abbreviation: BP-I, bipolar | disorder.

Compared with the symptom-focused group, the social functioning-focused group placed significantly more impor-
tance on beginning or maintaining a relationship with a partner or significant other (score: 8.45), and with family and/or
friends (score: 7.70) (p<0.001; Figure 1). The most important goal for the social functioning-focused group was being
able to feel pleasure/happiness (score: 9.71), but the difference in treatment preference weight for this goal did not reach
statistical significance when compared with the symptom-focused group (p=0.123; Figure 1).

Compared with the social functioning-focused group, the symptom-focused group was significantly more likely to
have a higher overall BP-I severity (p=0.039; Table 2), a concomitant diagnosis of depression (p=0.007; data not shown),
to have been prescribed medication for depression (p=0.004) or general anxiety disorder (p=0.042; Table 2), and to live
with a friend or roommate (p=0.023; Table 1).

Compared with the symptom-focused group, the social functioning-focused group was more likely to have been
hospitalized in the past for mania/manic episode (p=0.023; Table 2), live with a spouse/partner (p<0.001) or children
(p=0.030; Table 1), and more likely to have used an LAI treatment (p=0.010; Table 2).

Most people reported that BP-I impacted their career or finances, with the impacts of BP-I being generally similar in
the symptom-focused and social functioning-focused groups (Figure 2). Compared with the social functioning-focused

group, the symptom-focused group was more likely to have been declared bankrupt (p=0.007; data not shown).

Discussion

The results of the survey showed that treatment goals considered the most important by people diagnosed with BP-I
include emotional improvement, and reduction in the frequency of episodes of mania, depression, or mixed episodes.
Social functioning goals, such as the ability to stay focused/think clearly, and having increased confidence in managing
daily life and stressors, were also considered important. This treatment goal prioritization is broadly in line with previous
research showing that the treatment goals considered the most important by people diagnosed with BP-I include avoiding
severe depression and mania, increasing quality of life, and improving school, occupational, and social functioning,*® and

reflects the significant disease burden many people diagnosed with BP-I face. Impulsive and aggressive behavior during
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manic episodes can have disastrous consequences for people,’ while depressive episodes are disabling and may be
associated with chronicity.® Greater severity of depressive and irritability symptoms has also been associated with lower
quality of life and higher functional impairment in people with bipolar disorder.>* Functional impairment affects up to
75% of patients with bipolar disorders,*> with only 40% of patients with BP-I achieving functional recovery within two
years following their first manic or mixed episode.’® However, functional impairment often receives insufficient clinical
attention, with some clinicians arguing that the most common unmet need in patients with residual symptoms is access to
a wider spectrum of psychosocial interventions.'” This is especially concerning given the results of an online survey of
patient and caregiver perspectives on unmet needs in the treatment of bipolar disorder, where 43.2% of the 433 respon-
dents identified life stressors as the most common cause of relapse.’’

Our results also show that there may be subgroups of people with BP-I with different priorities regarding the goals of BP-I
treatment, with some patients prioritizing symptom-focused goals, and others placing more emphasis on social functioning-
focused goals. The difference between the average relative importance of the goals ranked as the most and least important was
almost 11 BWS score points in the symptom-focused group, compared with a difference of 6.4 BWS score points in the social
functioning-focused group, suggesting a more equal distribution of treatment goal importance in the social functioning-focused
group compared with the symptom-focused group. The existence of subgroups of people with different treatment priorities
suggests that treatment of BP-I may need to be tailored to the specific needs of individual patients and highlights the crucial role of
shared decision-making in the clinical management of BP-I to ensure the treatment approach is in line with patients’ needs and
priorities. Our results also highlight a need for psychological support among patients with BP-1, and a variation in the required
focus of such support, to restore the quality of life of individual patients with BP-I and their families.'!

It is worth noting that people’s priorities may differ between genders and in different phases of the disorder.'”'®
Different episodes or stages of BP-I are often handled as almost independent from each other; the development of an

overall therapeutic strategy, therefore, remains an unmet need in BP-I.'*

Research has shown that people diagnosed with
bipolar disorder desire greater involvement in decisions regarding their care.’® The data reported here show differences in
the prioritization of treatment goals between symptom-focused and social functioning-focused people diagnosed with
BP-I, who may differ in their demographic and clinical characteristics, as well as in their symptomatic presentation and
where they are in their treatment journey. These findings may facilitate the development of strategies for individualizing
treatment plans. Clinicians can use this information to help patients explore their preferences and make informed
treatment choices in line with the principles of SDM.?* By ensuring that patient perspectives are adequately
considered,*® and enhancing the therapeutic alliance, treatment adherence and outcomes in BP-I may be improved.*'*?

Available data on the perception of people diagnosed with BP-I of the importance of avoiding AEs of medication
compared with the aforementioned goals are contradictory, with some studies showing that avoidance of AEs is
considered more important than symptom- or functioning-related goals, and other studies suggesting the
opposite.****4* AEs previously reported to have the greatest influence on treatment choice among people diagnosed
with bipolar disorder include weight gain, sleeping difficulties, suicidal thoughts, and sedation.*>*® In the present survey,
feeling increased levels of energy was an important treatment goal for people diagnosed with BP-I, while reducing
weight gain was found to be relatively less important to them. It is, however, worth noting that compared with symptom-
focused participants who had a higher overall severity of BP-I, reducing weight gain was significantly more important to
social functioning-focused participants, who in the present study were significantly more likely to be living with their
spouse or children, and who tended to have higher rates of full- or part-time employment.

The current survey design has several potential limitations. Firstly, the people with BP-I included in this survey may
not be representative of the broader population of people diagnosed with BP-I — the proportion of participants receiving
LAIs (25.1%) may be much higher than is usual in current clinical practice. In a 2019 online poll of 130 clinicians, only
one fifth of respondents stated that they treat >5% of their patients with BP-I with LAIs, whereas a third stated that they
treat <1% of their patients with BP-I with LAIs.”> Results of another survey, distributed between April and
November 2016 to 34 experts in the US, indicated that only 11% of patients with bipolar disorders were being treated
with LAIs.*’ In addition, in current clinical practice, LAls are often reserved for people with greater disease severity or
adherence concerns.” In the present survey, the participants who were treated with LAIs were more likely to have a lower
overall severity of BP-I. The survey may have had a selection bias toward recruiting people interested in and able to
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participate in research studies, potentially under-representing more severely ill, elderly, or institutionalized people.
Additionally, as a means of ensuring a more homogenous sample, the study included patients receiving an antipsychotic
but not those receiving only a mood stabilizer, thus excluding a potentially important population. For these reasons, the
exploration of the priorities of people with BP-I in a real-world patient population without such restrictive selection
criteria, eg, by healthcare providers during clinical appointments with patients with BP-I, would be beneficial to evaluate
treatment goal prioritization in a broader group of patients with BP-I with less risk of sampling bias.

Secondly, the survey was not designed to assess how subgroups of people with different treatment goal prioritization may
be identified in clinical practice, or how treatment goal prioritization could be used in SDM in people diagnosed with BP-I, eg,
through a BP-I-specific equivalent of an instrument such as the Outcome Prioritization Tool*® or through an integrated, goal-
based, visualization SDM tool such as the Goal Board, aligning prioritized goals to interventional options.*’

Thirdly, the survey’s reliance on participants’ self-reported data is inherently susceptible to response bias (eg, recall bias or
self-presentation bias), which may influence study results. Additionally, while the BWS approach may allow for the
consideration of more goals than other methods such as discrete choice exercises, it may fail to capture additional attributes
influencing participant preferences. Lastly, in the treatment goals BWS exercise, the wording of goals related to reducing the
incidence of AEs of medication did not explicitly make a link to medication; as such, it is conceivable that AEs were perceived
as disease symptoms independent of medication. For example, patients may have rated the insomnia or excessive sleepiness
goals in the context of their wish to minimize those items as symptoms of their illness (ie, insomnia as a symptom of mania, or
sleepiness as a symptom of depression), rather than wanting to minimize them as potential side effects of medication.

Conclusion

This survey contributes to knowledge on treatment goal prioritization by people diagnosed with BP-I. Treatment goals
prioritized by people diagnosed with BP-I include emotional improvement and reduction in the symptomatic burden of
BP-I. However, subgroups of people with differences in perceived importance of individual treatment goals may exist,
and should be considered when discussing treatment options with people diagnosed with BP-I.
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