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Introduction: Bipolar II disorder experiences more frequent 
episodes of depression and is sometimes comorbid with post-
traumatic stress disorder (PTSD). However, there is no clear method 
to distinguish between depression induced by bipolar disorder and 
PTSD. Through this case, we aim to examine the features of the 
patient’s bipolar disorder and PTSD from the depressive episodes. 
Case: A 23-year-old Indonesian woman came with the chief 
complaint of unexplainable discomfort that had been experienced 
almost daily for the past two weeks. The patient also complained 
that she was often lonely. Patients did not get adequate parenting 
from her parents, so patients have unfavorable relationships with 
her family. In addition, patients previously experienced sexual 
harassment that caused severe trauma. She was diagnosed with a 
current severe depressive episode in bipolar II disorder with anxious 
distress and PTSD. Discussion: Bipolar disorder is frequently 
comorbid with PTSD. She was given Sertraline 25 mg once daily, 
Aripiprazole 5 mg twice a day, Clobazam 5 mg once a day at night, 
Folic acid 400 mcg once a day, and psychotherapy. After four 
weeks of treatment, there was an improvement in symptoms by a 
decrease in the HDRS and the HARS scores. Conclusion: In the 
case presented, bipolar patients have major complaints related to 
somatic symptoms accompanied by a history of experiencing severe 
traumatic events. Thus, bipolar patients do not always come with 
the chief complaint of mood swings. Furthermore, these complaints 
improved with the combination of anti-psychotic, anti-depressant, 
anti-anxiety, and psychotherapy.
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Bipolar II disorder is a chronic mental ill-
ness and is found quite often. Bipolar II is 
characterized by multiple episodes of major 
depressive disorder and episodes of hypo-
mania [1]. Approximately 50% of patients 
with major depressive disorder have bipolar 
II disorder, although hypomania can some-
times develop at the end of a depressive ep-
isode and in most bipolar II [2]. Hypomania 
is a lower state of a manic episode compared 
to mania. Hypomania does not last long; it 
only lasted a few days in a week or a month 
[1]. Another form of bipolar II disorder is 
major depression, which overlaps with cy-
clothymia. Hypomania might precede or fol-
low a major depressive episode. Each period 
between episodes might be characterized by 
cyclothymic disturbances [3]. Furthermore, 
the prevalence of bipolar disorder generally 
ranges from 3–10 cases per 100,000 popu-
lation annually globally, and the lifetime 
prevalence is estimated to be around 3–7%. 
Bipolar disorder is also frequently comorbid 
with other psychiatric disorders, including 
post-traumatic stress disorder (PTSD) [4, 5].
PTSD is a stress-related disorder following 
a trauma defined by re-experiencing, avoid-
ance, negative beliefs, and symptoms of 
increased alertness in survivors of a severe 
traumatic event [6, 7]. PTSD is a common 
outcome after a variety of traumatic events, 
from long-lasting events (such as kidnap-
ping and physical abuse) to shorter events 
(such as accidents) [5]. Furthermore, the 
prevalence of PTSD, according to the survey 
of The United States National Comorbidity, 
reported that from 5877 cases, >60% are 
men and >50% are women who had been ex-
posed to traumatic events in the age group of 
15-54 years. Meanwhile, the lifetime preva-
lence of PTSD was found to occur in >10% 
of women and >5% of men. Moreover, there 
is a 50% chance of remission within 2 years 
[8].
Based on the results of studies in communi-
ty groups, outpatients and inpatients provide 
evidence of an increase in PTSD rates in 

patients with bipolar disorder. However, for 
patients diagnosed with bipolar II disorder 
and PTSD, there is no clear method to dis-
tinguish whether the depression or the anxi-
ety induced by bipolar disorder or attacks of 
PTSD. In this case report, we describe a pa-
tient diagnosed with bipolar II disorder and 
PTSD who presented to the writers during 
a depressive episode. Through this case, we 
aim to examine the features of the patient’s 
bipolar disorder and PTSD from the depres-
sive episodes and discuss them based on the 
relevant literature.

CASE 
A 23-year-old  Indonesian woman came 
with the chief complaint of unexplainable 
discomfort and symptoms of anxiety, in-
cluding heart palpitations, cold sweats, and 
sweaty palms that had been experienced 
almost daily for the past two weeks. The 
complaint worsens, especially when having 
many thoughts or remembering unpleas-
ant past events. The patient also sometimes 
suddenly complained of shortness of breath, 
heartburn, and abdominal pain, such as dys-
menorrhea, when experiencing anxiety. The 
patient was worrisome if these physical 
complaints came suddenly and made the pa-
tient always introspective.
The patient also complained that she often 
felt empty and lonely, thinking that no one 
cared and wanted to be friends with her. She 
even felt that her best friends were avoiding 
her. This made the patient shut herself and 
vent her feelings by crying and shouting. 
The patient also avoided talking to her fam-
ily and other people because she felt that no 
one was there to support her. Therefore, the 
patient did not have friends to share her wor-
ries, especially the severe problems faced by 
the patient.
At the age of 20 years, the patient was admit-
ted to the emergency room several times due 
to heartburn caused by excessive anxiety and 
sadness, followed by frequent crying and 
loneliness. Following the event, the patient 
had regular check-ups with a psychiatrist for 

INTRODUCTION

CASE

Jaya - Current Severe Depressive Episode in Bipolar II Disorder

https://creativecommons.org/licenses/by-sa/4.0/


199 Jurnal Psikiatri Surabaya | Vol. 13 No. 2 November 2024

6 consecutive months and felt improvement, 
so the patient stopped going to a psychiatrist 
for control.
At the age of 13 years, the patient experi-
enced sexual harassment. Not long after the 
incident, the patient was admitted to the hos-
pital with complaints of shortness of breath 
and abdominal pain. This made the patient 
experience severe trauma that was felt until 
the present. The patient still often remem-
bered the incident now. On top of that, the 
patient was sensitive when hearing words 
related to’sexual harassment’. Patients also 
often had nightmares. Then, the patient 
re-entered the hospital several times with the 
same complaints. Therefore, the patient felt 
anticipatory anxiety, for fear that these com-
plaints could appear suddenly.
On the mental status examination, we found 
a woman of medium height, sitting quietly 
in front of the examiner. The patient’s face 
looked age-appropriate and looked well-
groomed. Self-care was considered well. 
She was completely aware (compos men-
tis), had a quite calm psychomotor, slight-
ly slowed body movements, often seemed 
to clench her hands during the interview, 
and moved her right hand to the left or vice 
versa. The patient occasionally showed her 
currently wet palms. Her speech was quite 
spontaneous, sometimes slowed down, and 
with normal intonation. Her attitude towards 
the examiners was cooperative. On the affec-
tive examination, an appropriate dysphoric 
mood with depressive affect was found and 
could be empathized with. It was found that 
there was a disturbance in self-perception 
and experience in the form of derealization, 
in which the patient sometimes felt that she 
was not real, like a dream. In the thought pro-
cess, sufficient productivity, relevant, coher-
ent, and no language impairment was found, 
thoughts in the form of preoccupation with 
incidents of sexual abuse in the past and fear 
of attacks of shortness of breath that could 
come at any time suddenly, and some irra-
tional ideas in the form of labeling, jumping 
to conclusions, and also the suspicious idea 

that her best friends were avoiding her. The 
patient had good impulse control during the 
interview. The patient had a grade 5 insight 
and a level of trustworthiness.
On physical examination, the patient’s nu-
tritional status was good, and internal and 
neurological examinations were within nor-
mal limits. Initial psychometric examination 
revealed a score of Hamilton Depression 
Rating Scale (HDRS): Score 26, Hamilton 
Anxiety Rating Scale (HARS): Score 21, 
MINI-International Classification of Diseas-
es (ICD)-10: panic disorder, PTSD, recur-
rent depressive episode disorder, dysthymia, 
and no risk of suicide. Based on the Diag-
nostic and Statistical Manual of Mental Dis-
orders, Fifth Edition [6], she was diagnosed 
with a current severe depressive episode in 
bipolar II disorder with anxious distress and 
post-traumatic stress disorder with dereal-
ization.
The initial treatment for this patient was psy-
chopharmacotherapy, including Sertraline, 
Aripiprazole, Clobazam, and Folic acid. Ser-
traline 25 mg was given once a day in the 
morning to improve her mood. Aripiprazole 
5 mg was given twice a day in the morning 
and evening for complaints of derealization, 
and Clobazam 5 mg once a day at night for 
complaints of anxiety. Folic acid 400 mcg 
once a day was given to inhibit the decline 
in cognitive function. Patients also had re-
ceived psychotherapy.
After four weeks of treatment, there was 
an improvement in symptoms, marked by a 
decrease in the HDRS score of 12 and the 
HARS score of 8, and there was no more 
derealization felt by the patient. Subsequent-
ly, the sertraline was discontinued, and the 
patient was given a mood stabilizer, namely 
valproic acid 250 mg twice daily.
DISCUSSION
In this case, the patient was diagnosed with 
bipolar II affective disorder and a current se-
vere depressive episode without psychotic 
symptoms after being preceded by one ep-
isode of hypomania and a previous cyclo-
thymic condition. The course of the patient’s 
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disease to a severe condition at this time was 
due to multifactorial results. The depressive 
episode experienced by the patient is the re-
sult of a narcissistic injury experienced by 
the patient while undergoing school and 
lecture burden [5]. Based on the theory of 
self-psychology from Heinz Kohut [9, 10], 
depressive mood in individuals who have 
narcissistic vulnerability is associated with 
chronic feelings of emptiness as a response 
to traumatic events in parenting styles with 
a lack empathy. Where the patient’s affec-
tive or emotional experiences in childhood 
are not sensitively responded to by parents 
and family, the need for mirroring in pa-
tients is not fulfilled. Thus, patients become 
too lazy to tell their problems and conditions 
to their parents or families. Meanwhile, the 
patient’s feelings of sadness that arise in cer-
tain conditions must be faced alone without 
adequate empathy from close relations. In 
other words, the patient is left alone with her 
affective experiences and feels emotionally 
empty.
When the patient starts trying to develop the 
idealized parental image, the ideal father and 
mother figures are not visible because of the 
busyness of her parents. Patients mostly live 
with their aunts and grandmothers, so there 
is less interaction with parents. This actually 
makes the patient experience a disappoint-
ment for his parents. Patients actually really 
hope to get attention from her parents and 
get praise when they excel in academics. 
Therefore, the patient seems to lack emo-
tional ties with her father and mother. The 
experience of disappointment in admiring 
adult figures (parents) and idealized parental 
imago finally persists in the patient as part 
of the self-object that she needs to maintain 
narcissistic homeostasis [11, 12]. Based on 
this disappointment, the patient struggles to 
fill the void in herself emotionally by look-
ing for someone else to idealize and identify 
with her. Furthermore, the patient establish-
es a close relationship with her grandmother. 
And when her grandmother passed away, it 
caused the patient to be devastated and very 

sad. Because the existence of a grandmother 
when living as an idealized image gives a 
sense of loss to the patient.
Failure to fulfill the needs of mirroring and 
idealized parental imago in childhood hin-
ders the formation of self-worth, self-regard, 
and a sense of wholeness in patients. What 
happens to patients is deficient self, which 
is very susceptible to self fragmentation. 
This self-fragmentation condition makes the 
patient always want to do their best to gain 
better recognition and acceptance from those 
around them [11]. Through this pattern, the 
patient’s personality develops towards a nar-
cissistic personality trait.
According to her personality traits and nar-
cissistic needs that are hidden in the patient’s 
deepest desires, it can be seen that in the 
patient’s life, several times the patient’s de-
creased mood or depressive condition is the 
result of a narcissistic injury that occurs [11, 
12]. In these conditions, the patient receives 
considerable pressure and is not in a state 
of constant support from others to maintain 
her ego. Moreover, in the formation of ob-
ject relations, the patient places the object 
as a sub-organization of the ego, where the 
meaning of her life depends on the identifi-
cation of the ego aspects of an object. The 
object in this case is the support of others 
for the achievements made by the patient. So 
that when the need for this support does not 
exist, or in certain situations the patient actu-
ally gets criticism and rejection, then this de-
stroys the patient’s realistic self-esteem and 
the patient’s self-integrity feels lost.
At the time of entering high school, the pa-
tient experienced culture shock because 
of the different atmosphere in junior high 
school. Patients feel unable to compete with 
friends who are considered smarter than her 
and unable to establish close relationships 
with her friends. Patients with the somatiza-
tion defense that was often used at that time 
often experienced heartburn and menstrual 
pain. The patient at that time experienced 
a narcissistic injury and then entered a de-
pressed state, which in the end the patient 
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escaped from by joining a student organiza-
tion. The patient also had difficulties at that 
time and with projection defense, where the 
patient said that the teacher who was not in-
volved in teaching made her unable to com-
pete with her friends. Furthermore, patients 
carry out suppression of defense, but this 
cannot be borne by the patient’s ego, so pa-
tients tend to carry out repression more often 
when undergoing education and daily life.
The patient had been abused when she was 
in junior high school. After the patient is 
abused, the patient feels guilty and feels 
“dirty.” Since then, when the patient vio-
lates the rules that have been set or is under 
pressure, there is often a feeling of worry in 
the patient because they feel inferior, caus-
ing feelings of avoidance anxiety by trying 
to avoid the source of stress [13]. Accord-
ing to Freud, anxiety is seen as a psychic 
conflict between the sexual unconscious or 
the suppression of the aggressive desires 
of the id and the threat of punishment from 
the superego. Anxiety is understood as a 
signal of danger from the subconscious. In 
response to these signals, the ego forms de-
fense mechanisms to prevent unacceptable 
thoughts and feelings from rising into alert-
ness. When anxiety signals fail to compen-
sate for activated ego defensive resources, 
persistent anxiety or other neurotic symp-
toms develop. Freud distinguished three 
kinds of anxiety, namely reality anxiety, 
neurotic anxiety, and moral anxiety. Reali-
ty anxiety is an anxiety that stems from the 
fear of threatening dangers in the real world. 
Neurotic anxiety is anxiety or fear of being 
punished for exhibiting impulsive behavior 
that is dominated by the id. Moral anxiety 
explains how the superego develops; usual-
ly, individuals with strong consciences will 
experience more intense conflict than indi-
viduals who have conditions of looser mor-
al tolerance. According to Freud, neurosis 
occurs because the repression mechanisms 
that have been used by patients are no lon-
ger effective, so that impulses that have been 
repressed and are in the unconscious will en-

ter consciousness, which causes anxiety as a 
conscious signal of danger. In responding to 
these ego signals, the patient mobilizes other 
defense mechanisms, such as sublimation, to 
prevent unacceptable thoughts and feelings 
from appearing in consciousness [14]. After 
the defense mechanism is no longer effec-
tive, there will be complaints of autonomic 
hyperactivity that interferes with daily activ-
ities and functions.
Based on the stress-diathesis model, the 
psychopathology experienced by the patient 
was an interaction between stress factors and 
diathesis (vulnerability) [15]. The stress fac-
tors in this current patient include interper-
sonal relationship problems with family in 
which ineffective communication occurred 
with her parents and family, as well as the 
painful psychological traumatic experience 
of an event that was perceived as a failure 
according to the patient’s ego. Meanwhile, 
the diathesis factor in the current patient is 
epigenetic factors formed from parenting 
that cause traumatic disappointments in the 
patient’s childhood [15, 16]. Other factors 
were also the personality traits of the patient 
with limited coping mechanisms and imma-
ture defense mechanisms, as well as affec-
tive distortion that is not in line with the pa-
tient’s cognitive [16]. Thus, the interaction 
of diathesis, or the patient’s vulnerability to 
social stress and psychosocial stress expe-
rience, makes the patient ultimately experi-
ence a mental disorder.
Along the way, the patient experienced sex-
ual abuse as a teenager, which causes the 
patient to experience traumatic stress. PTSD 
is a common outcome after a variety of trau-
matic events, from kidnapping and torture 
to shorter events, such as accidents. Horow-
itz’s theory states that memories of a trau-
matic event occur constantly in a person’s 
mind and are so painful that they conscious-
ly suppress it (through distraction) or repress 
it [17]. The person is believed to have ex-
perienced some kind of internal struggle to 
integrate the trauma into his or her beliefs 
about himself or herself and the world in or-
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der to accept it sensibly. In other words, the 
awakening of memories of previous experi-
ences gives rise to a psychological conflict 
[17, 18]. This creates a feeling of discom-
fort that repeats itself in the patient but was 
successfully suppressed, and the emergence 
of aggressive impulses was successfully re-
pressed. When the patient experienced these 
events, the patient did not have a close rela-
tionship with anyone to share with. This was 
enough to hit the patient’s internal balance, 
so the patient became uncomfortable and 
lost interest in daily activities.
Initial treatment for this patient includes 
psychopharmacotherapy, namely Sertraline, 
Aripiprazole, Clobazam, and folic acid. 
Sertraline is an antidepressant from the se-
rotonin selective reuptake inhibitor (SSRI) 
drug class that has the fewest gastrointestinal 
side effects. Sertraline is an antidepressant 
with a major inhibitory effect on presynaptic 
serotonin reuptake. This inhibition of sero-
tonin reuptake results in the accumulation 
of serotonin [19]. Serotonin in the central 
nervous system plays a role in regulating 
mood, personality, and wakefulness, which 
is why blocking serotonin reuptake is bene-
ficial in disorders such as major depression 
[20]. Sertraline also has minimal effects on 
norepinephrine and dopamine uptake, and 
studies have shown that it has more dopami-
nergic activity than other drugs in the same 
SSRI class. Sertraline’s mechanism of action 
makes it highly effective when used in the 
treatment of various psychiatric conditions. 
Apart from major depression, the Food and 
Drug Administration of the United States 
also approved the indications for sertraline 
for the treatment of obsessive-compulsive 
disorder, panic disorder, PTSD, premenstru-
al dysphoric disorder, and social anxiety dis-
order [21], and the initial dose is 25 mg once 
daily [19]. The dose of sertraline is increased 
by 50 mg gradually at weekly intervals to a 
maximum of 200 mg per day. The dose of 
Sertraline is generally once daily, and ad-
ministration can be done any time of day 
[19, 22]. Furthermore, it is very important 

to monitor for unusual changes in behavior, 
anxiety, suicidality, or other clinical signs of 
worsening disease in the patient. However, 
regular evaluation for depression and sui-
cidality, especially when changing the dose 
of sertraline, is required. Sertraline can also 
trigger mania in patients at risk for bipolar 
disorder [19, 23]. Manic symptoms should 
be monitored regularly in patients starting 
Sertraline, especially if they have a family 
history of mania or bipolar disorder [19].
In the administration of Sertraline, the ther-
apeutic effect will only start to appear by the 
second week, so that at the beginning of ther-
apy, it can be given together with anti-anxi-
ety drugs to overcome complaints of anxiety, 
somatization, and panic attacks in patients 
[24]. These complaints of somatization and 
panic attacks are the result of anxiety from 
this patient’s inner unconscious. The major 
anxiety-related neurotransmitters in the lim-
bic region are norepinephrine, gamma-ami-
nobutyric acid (GABA), and serotonin [25]. 
The benefit of treating anxiety with bipolar 
disorder comorbid with benzodiazepines is 
implicated in GABA, which plays a role in 
the pathophysiology of anxiety disorders 
[26]. Clobazam is a high-potency benzodi-
azepine drug that has been shown to be very 
effective because it has a rapid onset of ac-
tion [27]. Clobazam is given to the patient 
initially for 4-6 weeks, after which the dose 
will be gradually reduced until finally dis-
continued. Thus, it is very helpful at the start 
of therapy or when a rapid onset of therapeu-
tic effect is required.
Aripiprazole is a new antipsychotic that 
was originally approved for the treatment of 
schizophrenia and has been shown to be ef-
fective in bipolar disorder. This drug is well 
studied, as randomized controlled trials have 
been conducted in different phases of bipo-
lar disorder [28]. Aripiprazole exhibits phar-
macodynamic properties of partial agonism, 
functional selectivity, and serotonin-dopa-
mine activity [29]. A previous study report-
ed that aripiprazole significantly reduced de-
pressive symptoms at the start of treatment, 
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and the results were not significantly differ-
ent from the placebo at the 8th week primary 
endpoint. For long-term treatment, Aripipra-
zole was superior to placebo in delaying the 
time to relapse for manic episodes but not 
for depressive episodes after 26 and 100th 
weeks of maintenance therapy [30].
The patient is also given folic acid to inhibit 
the decline in cognitive function that might 
be caused by antipsychotics or antidepres-
sants. Folic acid (an artificial chemical an-
alog of natural folate) is a member of the B 
vitamin family. It is important for the func-
tioning of the nervous system at all ages. Fo-
lic acid helps in improving memory status 
by reducing oxidative stress and maintain-
ing the integrity of neurons [31]. Based on 
previous studies, it was reported that the ad-
ministration of folic acid supplements to pa-
tients with mild cognitive impairment for 12 
months can significantly improve cognitive 
performance and reduce peripheral inflam-
matory cytokine levels [32].
Four weeks of treatment, there was an im-
provement in symptoms, marked by a de-
crease in the HDRS and the HARS scores, 
and there was no more derealization felt by 
the patient. Subsequently, sertraline was dis-
continued, and the patient was given a mood 
stabilizer, namely valproic acid, to keep the 
patient’s mood stabilized.
The psychotherapy given to these patients 
included supportive psychotherapy, namely 
ventilation and reassurance, as well as cog-
nitive behavioral therapy [33]. Supportive 
psychotherapy in these patients aims to sup-
port and strengthen ego functions and ex-
pand the defense mechanisms she has with 
new and better ones, as well as improvement 
to a state of balance that is more adaptive. 
Cognitive behavioral therapy with rationale 
emotional behavior therapy to rebuild mind-
sets (attitudes, assumptions, and beliefs), 
test mindsets, identify feelings, and decide 
what is useful and what is not beneficial for 
patients, so that she can build a more pro-
ductive way of thinking and improve quality 
of life in patients.

In patients with concomitant episodes of 
bipolar II and PTSD, there are currently no 
clear guidelines for distinguishing the origin 
of the depressive episode. Patients have ma-
jor complaints related to somatic symptoms 
accompanied by a history of experiencing se-
vere traumatic events. Thus, bipolar patients 
do not always come with the chief complaint 
of mood swings. In the present case, the 
complaints related to mood are additional 
complaints. However, it is important to at-
tempt to distinguish the underlying cause of 
depressive episodes through detailed patient 
history, neurological examination, and neu-
roimaging, as this can influence future treat-
ment plans. Furthermore, the combination of 
anti-psychotic, anti-depressant, anti-anxiety, 
and psychotherapy could improve the symp-
toms in this patient. In addition, in the case 
presented, bipolar II and PTSD occur in chil-
dren aged to adolescence, which might be a 
clue for further investigation in the future.  
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