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ABSTRACT:  

Bipolar disorder presents unique challenges when manifested in juveniles compared to adults, 

impacting diagnosis, treatment, and long-term outcomes. This abstract provides a comprehensive 

comparison of bipolar disorder in juveniles and adults, highlighting key differences and similarities. 

In juveniles, bipolar disorder often manifests differently, with symptoms frequently overlapping 

with other psychiatric conditions, leading to misdiagnosis and delayed treatment. Additionally, the 

developmental stage of juveniles complicates symptom interpretation, as mood fluctuations may be 

attributed to normal adolescent behavior rather than underlying bipolar disorder. On the other hand, 

adults typically present with more distinct mood episodes, facilitating diagnosis but posing 

challenges in managing chronicity and comorbidities. Treatment approaches also diverge between 

juveniles and adults. While pharmacotherapy remains a cornerstone in managing bipolar disorder 

across all age groups, juveniles may exhibit greater sensitivity to side effects and require tailored 

dosing strategies. Moreover, psychotherapy, family interventions, and psychosocial support play 

crucial roles in the comprehensive management of juvenile bipolar disorder, whereas adults may 

benefit more from cognitive-behavioral therapy and self-management strategies. Juveniles with 

adult-onset bipolar disorder do worse than adults with respect to of the long-term effects of the 

illness. They experience impoverished functional impairment, a more serious health course, and 

higher rates of comorbidity. In order to mitigate these negative effects in juveniles, early 

intervention and thorough treatment strategies are crucial, underscoring the significance of precise 

diagnosis and individualized treatment regimens. In order to improve results across the lifetime, 

this abstract emphasizes the need for personalized approaches to bipolar illness management by 

taking age-specific obstacles and developmental differences into account.  

 

1. Introduction 

Bipolar disorder is a brain condition that alters mood, 

energy levels, and functioning, leading to intense 

emotional fluctuations known as mood episodes, 

categorized as manic/hypomanic or depressive. Triggers 

like stress, sleep disturbances, and substance use may 

exacerbate these episodes. While the exact neurological 

causes remain unclear, it’s believed that imbalances in 

brain chemicals contribute to dysregulated brain activity. 

Bipolar disorder encompasses three main diagnoses: 

bipolar I, bipolar II, and cyclothymic disorder, each 

presenting distinct characteristics. Genetic factors are 

strongly implicated in its development.  
 

Stress and trauma are additional factors 

influencing bipolar disorder development. While 

depressed episodes show decreased energy, operate, and 

interest in everyday duties, manic periods show 

increased energy, decreased need for sleep, and 

detachment from reality. Days to months can pass during 

these mood swings, which might involve suicide 

thoughts.  

 

DIAGNOSIS AND ASSESSMENT IN JUVENILE 

AND ADULTS:   

A. Recognizing symptoms in children and 

adolescents:   

Severe feelings and discernible alterations in sleep, 

activities, thoughts, and behaviors are hallmarks of 

bipolar illness mood episodes. Manic, depressive, or 

mixed episodes-the latter combining manic symptoms 

with depressed symptoms-are the three possible 

presentations of bipolar disorder in children and 

adolescents. These mood fluctuations typically persist 

for several days or weeks, with symptoms present 
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throughout most of the day during an episode. When 

children and adolescents have a manic episode, they can:  

Enjoy tremendous delight or hilarity for an 

extended period of time and owns an extremely short 

fuse or gets quite agitated.  

You can’t sleep very well, but you don’t feel 

exhausted. It's challenging to maintain concentration, 

and thoughts are racing.  

Seems unduly drawn to or engaged in risky but 

relaxing activities. Take chances, act carelessly, and 

exhibit poor judgement.  

When experiencing a depressive episode, children and 

teens may:  

Feel a great deal of sadness—a great deal of 

undeserved sadness. That have grown more abrasive, 

aggressive, or agitated.  

It makes you feel hopeless and worthless. You 

have trouble communicating or maintaining 

relationships.  

 Eat more than you need to or less. They’re low 

on energy and don’t care about activities they normally 

like to do.  

Contemplate dying or consider committing 

suicide.  

        In young people with bipolar disorder, several 

problems may appear one after the other. They may also 

be more inclined to abuse alcohol or drugs, for example. 

Occasionally, mood episodes might be accompanied by 

extreme behavior. When bipolar disorder strikes, young 

people may take major risks during manic episodes that 

they wouldn't typically take or that could put them in 

danger. During depressed episodes, some young bipolar 

individuals may think of suicide or fleeing their homes. 

B) Differential diagnosis challenges:   

Unipolar depression:   

In order to determine whether a patient at risk for bipolar 

illness has experienced manic or hypomanic episodes, 

clinicians must thoroughly assess the patient's lifetime 

symptoms to rule out other possible causes, such as drug 

usage or prescription side effects. Researchers Hirschfeld 

and colleagues discovered that almost 60% of bipolar 

patients were initially misdiagnosed as having unipolar 

depression. Because melancholy frequently precedes 

mania or hypomania in bipolar individuals, following 

episodes may go unrecognized. It is quite possible that 

these women may have mood swings during the 

postpartum period because the data indicated that 54% of 

the women had a history of bipolar disorder.  

Substance Abuse:  

           Addiction to substances and anxiety are prevalent 

among bipolar illness patients, along with other mental 

health problems. Substance abuse, whether preceding, 

following, or correlating with mood episodes, presents a 

challenge in diagnosis, as does anxiety disorders. 

Physicians must conduct thorough evaluations without 

prematurely settling on a single diagnosis. Additionally, 

substances like steroids and antidepressants can induce, 

mood disorders or secondary manias, further 

complicating diagnosis.  

  Attention-deficit/hyperactivity disorder (ADHD):  

          Bipolar disorder and attention-

deficit/hyperactivity disorder (ADHD) are not the same 

thing. Given that 85% to 90% of children with bipolar 

disorder also match the DSM-IV criteria for ADHD, 

attention problems may be separate disorders, 

particularly in children and adolescents. In any event, 

people with bipolar disorder frequently have attention-

related adverse effects. As a result, rather than 

identifying differences between the two conditions, 

bipolar disorder and ADHD may or may not be 

diagnosed jointly.  

C)Assessment tools for bipolar disorder:  

              It is a quick and simple screening tool that 

patients may use without assistance, which makes it 

perfect for use in clinical practice generally. With the 

potential to be extensively used in clinical practice, three 

screening instruments—the mood disorder questionnaire 

(MDQ), the Bipolar Spectrum Diagnostic Scale (BSDS), 

and the Hypomanic Personality Scale—are designed 

expressly to identify bipolar patients.  

• Mood Disorder Questionnaire (MDQ):   

One self-report screening tool that can be used to 

determine which clients are most likely to have bipolar 

illness is the Mood Illness Questionnaire (MDQ). In 

clinical populations, the MDQ is useful in diagnosing 
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bipolar illness and distinguishing it from other mood 

disorders.  

The MDQ total scores are associated with eating, 

impulsive control, anxiety, trauma, and substance use 

disorders in addition to BD. As a result, two subscales 

were developed: Positive activation: increased vitality, 

activity, grandeur, and decreased drowsiness. Negative 

activation comprises modest levels of negative 

affectivity, impatience, racing thoughts, and distraction. 

This is the only subscale for BD that is provided. These 

subscales have more in common with emotion 

dysregulation and transdiagnostic personality features.  

• The Bipolar Spectrum Diagnostic Scale (BSDS):   

          Developed by Ronald Pies and validated by Miller 

et al., the BSDS is a narrative-based measure used to 

assess the likelihood of bipolar spectrum disorder. 

People evaluate how well they fit within a broad 

narrative and evaluate how they react to 19 claims about 

different emotional states. Bipolar disorder is highly 

probable (scoring 19 or higher), moderately probable 

(scoring 11–18), unlikely (scoring 6–10), and unlikely 

(scoring <6). The BSDS is helpful for recognizing subtle 

subgroups of bipolar disorder and is as sensitive as the 

MDQ in distinguishing bipolar I and II patients.  

•Hypomanic Personality Scale (HPS):   

                  Terms such as "hyperthermia" or "hypomanic 

personality" are used to represent individuals who 

possess an extraverted, upbeat, happy, confident, and 

vivacious temperament. They may also be agitated, 

impolite, careless, and reckless. (Akiska, 1992; Eckblad 

and Chapman, 1986). Evidence for pre-morbid 

personality and temperament traits that are over-

represented in bipolar illness patients was examined by 

Goodwin and Jamison (2007).  

Higher scorers on the hypomanic personality measure 

than lower scorers are more likely to have experienced a 

manic or hypomanic episode. A few of the top scorers 

received a DSM IV (American Psychiatric Association, 

1994) diagnosis of bipolar I illness. However, these 

people did not have higher rates of unipolar depression, 

anxiety disorders, or substance addiction (except from 

nicotine dependence) than did the control group. 

  

 •The structured clinical interview for the DSM-IV 

(SCID):  

The interview, conducted by a clinician or other licensed 

mental health professional, is the most common clinical 

examination process for bipolar disorder diagnosis. It 

typically takes one to two hours to complete. The 

diagnosis of bipolar II and other illnesses in the spectrum 

depends on this, as these conditions can call for a more 

advanced method than the SCID-I can offer. A diagnosis 

of bipolar disorder cannot be made unless the patient 

reports any past history of manic or hypomanic episodes 

in compliance with the SCID-I.   

PHARMACOLOGICAL INTERVENTIONS:   

A) Mood stabilizers in Juvenile and adults:  

Psychiatric medications known as mood stabilisers are 

prescribed to treat mood disorders that are typified by 

sudden and prolonged changes in mood. Bipolar disorder 

is treated and managed with medications belonging to the 

class known as mood stabilizing factors. One unique 

stage in the human developmental process is the 

adolescent period. Adolescents' efficacy and tolerance 

profiles for psychotherapeutics may differ from those of 

other life stages. Mood stabilizers, including lithium and 

certain anticonvulsants, as well as several second-

generation antipsychotics, are a complex class of 

medications.  

 Lithium:  

Lithium is generally regarded as safe for children, despite 

the fact that side effects have been documented, 

especially in younger children. Prepubescent children are 

not eligible for the FDA-authorized therapy of bipolar 

illness, despite the fact that it is licensed for teens twelve 

years of age and older. Children's gastrointestinal, 

neurological, dermatological, ophthalmic, thyroid, and 

cardiovascular systems are less frequently affected by 

side effects than the prevalent ones of nausea, diarrhea, 

tremors, and exhaustion. Growth, body weight, diabetes, 

and hair loss are also clearly altered. Younger children 

are more prone to develop adverse effects than older 

children, and those under the age of six may be more 

vulnerable to neurological implications. Lithium reduces 

both sadness and mania in bipolar disorder patients. For 

those with bipolar disorder who want to keep their 

stability over the long term, lithium is still regarded as a 

significant mood stabiliser, if not the most important one. 

http://www.jchr.org/


 
 

 

1790 

Journal of Chemical Health Risks 

www.jchr.org 

JCHR (2024) 14(6), 1787-1801 | ISSN:2251-6727 

Lithium has advantages, and most of its severe side 

effects are preventable, thus the risks should be evaluated 

against them.  

CARBAMAZEPINE:  

               Children's seizures are frequently treated with 

carbamazepine (CBZ). The most frequent adverse effects 

of this medication in children have been reported to be 

drowsiness, lack of coordination, and dizziness. Over an 

intermediate period of 4 million individuals receiving 

therapy, the manufacturer was informed about 

haematological, dermatological, hepatic, and pancreatic 

side effects.  

For every 27 instances of aplastic anaemia, ten 

occurrences of agranulocytosis are found. Although CBZ 

has been used to treat a variety of psychiatric illnesses in 

children and adolescents, the FDA has not approved its 

use for psychiatric purposes in any age group. CBZ has 

demonstrated promise in adult bipolar illness cases, and 

CBZ with lithium therapy has demonstrated promising 

results. CBZ may work better than lithium by itself in 

treating patients with "mixed" or rapid-cycling mania. In 

terms of preventing manic-depressive disorders, lithium 

proved less effective than CBZ.  

ANTIPSYCHATICS: EFFICACY AND 

CONSIDERATION:  

       Treatment for bipolar disorder, primarily acute and 

maintenance, benefited immensely from using atypical 

antipsychotics. Although there is strong evidence that 

atypical antipsychotics are beneficial in treating mania 

and preventing manic recurrence, few of these drugs 

have demonstrated efficacy in treating or preventing 

depressive episodes.  

      Atypical antipsychotic drugs are recommended for 

treating acute manic episodes, maintaining treatment, 

and managing treatment-resistant bipolar disorder. 

Traditionally, mood stabilizers like lithium or divalproex 

were used, but they have a slow onset, making them less 

ideal for acute treatment, especially in agitated patients. 

Antipsychotics are increasingly recognized as effective, 

particularly during the manic phase, and are 

recommended as first-line therapy for mixed or manic 

episodes by the American Psychiatric Association. They 

can be used alone in severe cases or in combination with 

mood stabilizers for less severe cases.  

        Aripiprazole, quetiapine, clozapine, olanzapine, 

risperidone, ziprasidone, and other atypical 

antipsychotics bind to both D2 and serotonin-2A 

receptors, which may explain their positive effects on 

mood and favorable side-effect profile. Since 

nonpsychotic mania involves dopaminergic pathways, 

treatments that lower dopamine levels could be effective. 

Some antipsychotics may increase cholesterol, cause 

significant weight gain, and raise diabetes risk. A study 

in Diabetes Care suggests assessing the risk of diabetes, 

heart disease, and stroke before prescribing 

antipsychotics for bipolar disorder.  

 EVIDENCE BASED PSYCHOTHERAPIES FOR 

BIPOLAR DISORDERS:  

Psychotherapeutic approaches in bipolar disorder:  

When lithium carbonate was introduced by John Cade in 

1949, it revolutionized the understanding of bipolar 

disorder as a treatable medical condition. However, 

pharmacotherapy hasn’t fulfilled the hope for a cure and 

only provides limited symptom relief with significant 

side effects. By assisting patients in managing the long-

term consequences of bipolar disorder, psychotherapies 

can be used in addition to medication. Even in the early 

stages of the condition, therapy choices should be based 

on evidence.  

Psychoeducation:  

The primary aim of modern psychoeducation for bipolar 

disorder is to provide comprehensive support for 

individuals to understand, manage symptoms, and adhere 

to treatment. It includes scheduled sessions delivered 

one-on-one, in groups, or remotely via various platforms. 

Professionals from diverse backgrounds can offer 

psychoeducation, which can be used alone or alongside 

other evidence-based treatments, as it’s integrated into 

most psychotherapies.  

COGNITIVE BEHAVIOURAL THERAPHY  

CBT seeks to pinpoint and alter unfavourable beliefs, 

attitudes, and actions that exacerbate bipolar disorder 

symptoms. It recognizes the interconnection between 

thoughts, feelings, and actions, and targets automatic 

thought patterns to break the cycle of mood exacerbation. 

CBT involves various tools like activity schedules, 

thought logs, and mood diaries, assisting patients in 

understanding their thoughts and mood, managing 
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symptoms, improving sleep and activity routines, 

enhancing medication adherence, and addressing 

psychosocial issues. Modified versions of CBT, such as 

MBCT and integrated group therapy, cater to specific 

needs like comorbid substance use. It can be 

administered individually or in group sessions (CBT-G), 

and numerous studies support its effectiveness.  

Cognitive behavioural therapy (CBT) aims to identify 

and modify negative attitudes, beliefs, and behaviours 

that exacerbate symptoms in people with bipolar 

disorder. It recognizes the interrelation between 

thoughts, feelings, and behaviors, aiming to break the 

cycle of mood exacerbation by changing automatic 

thought patterns. CBT includes tools like activity 

schedules, thought logs, and mood diaries, assisting 

patients in managing symptoms, improving medication 

adherence, and addressing psychosocial issues. It can be 

adapted for comorbid conditions and administered 

individually or in group settings. Numerous studies 

support its effectiveness in reducing relapse rates and 

improving medication compliance.  

FAMILY FOCUSED THERAPY  

 Miklowitz developed Family-Focused Therapy (FFT) to 

enhance relationships and reduce stress in bipolar 

patients. FFT targets stressors like unsupportive 

interactions and high expressed emotions within 

families, aiming to decrease vulnerability to mood 

episodes. It consists of problem solving, communication 

training, and psychoeducation, helping patients and their 

support systems understand the illness and improve 

communication and problem-solving skills. FFT evolved 

from behavioral family management, initially designed 

for schizophrenia patients and their families, which 

demonstrated promise in minimizing relapse rates and 

enhancing social interaction. This strategy was widened 

to bipolar disorder due to its promising outcomes in 

managing recurrent psychiatric conditions.  

LIFESTYLE MODIFICATIONS OF BIPOLAR 

DISORDER:  

Severe mental illness linked to bipolar disorder (BD) 

leads to decreased quality of life, cognitive impairment, 

and heightened suicide risk, along with physical health 

issues and early mortality often due to lifestyle factors. 

Recent research underscores the need for early 

intervention to alter BD’s clinical course and reduce 

disability services reliance. Lifestyle modifications, 

focusing on wellness, exercise, and nutrition, offer 

promising multimodal therapies for BD patients, yet 

systematic evaluations of therapy accessibility are 

lacking. This study aims to identify the most common 

lifestyle domains targeted in BD interventions, assess the 

effectiveness of single versus multidimensional 

interventions, and evaluate their impact on functioning, 

quality of life, symptom improvement, and circadian 

rhythm regulation.  

(A)Importances of daily sleep and routine  

Bipolar disorder is characterized by widespread sleep 

disruption. Both adults and children with bipolar disorder 

experience sleep disturbances. It has also been 

demonstrated to be a consistent for adult cases across 

different stages of the illness, that has been disrupted and 

the intensity of the disruption seem to change.  Firstly, 

the evidence of extended sleep onset latency is in line 

with the description of bipolar disorder as an illness 

marked by dysregulation of mood.  

Sleep difficulties are a primary therapeutic focus for 

individuals with bipolar disorder (BD), which is a 

relatively prevalent condition. They inflict great pain and 

suffering, hold personal importance for the prospects, 

and almost certainly indicate the beginning or end of 

mental illnesses. The purpose of this review is to give 

psychologists and psychotherapists the most recent 

research on a number of important areas related to 

borderline personality disorder (BPD): (a) the prevalence 

and features of sleep problems; (b) the effects and 

contributing variables of sleep disturbances; and (c) the 

relationship between mood symptoms and sleep 

disturbances, including the possible function of sleep in 

mood episode prediction or triggering in borderline 

personality disorder (BPD).  

(B)Routine and exercises for managing bipolar 

disorder  

 (i)EXERCISES IN BIPOLAR MANAGEMENT:  

A lot of people feel exercising enhances their mood. 

Known as the "feel-good" chemicals in the brain, 

endorphins are released by the body after physical 

activity. Higher endorphin levels have a likelihood for 

boosting the way you feel over time. For this cause, it's 

common advice for those who have depression to 
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exercise. You may oversee your stress by jogging as 

well.  

Exercise, which is the opposite of inactivity, can reduce 

your risk of developing or exacerbating certain 

conditions linked to bipolar disorder. It could support 

weight management and lower your risk of heart disease, 

stroke, and type 2 diabetes.   

First and foremost, consult your doctors as often as 

possible before beginning or modifying your workout 

routine. Checking with your main care practitioner and 

psychiatrist is essential. You will still require medication, 

therapy, and any other specific treatment that you have 

been pursuing to manage the bipolar situation.  

Recognize this as well: "Most non-medical treatments, 

including exercise, will not be enough to help if someone 

is in the midst of a bipolar manic or depressing episode, 

and should never be relied upon as treatment, 

psychiatrist.  

 It's important to look after yourself by not deviating 

much from your usual workout goals. In reality, 

according to research reported by the American 

Psychological Association (APA), following to daily 

routines usually, including having a regular sleep style, 

can help lower mood-cycle fluctuationsThe American 

Psychological Association reports that study participants 

who utilised behavioural treatments to improve the 

stability of their daily routine "averted new manic or 

depressive episodes longer than patients whose therapy 

focused just on regulating their mood symptoms and 

medication."  

(2) Routine in bipolar management  

>Taking you'd medicines and supplements   

> Treating sleep like money  

> Listen to relax by listening music   

> Establishing structure   

       -Eating  

       -Going to work  

       -Staying active   

       -Sleeping  

> Track your symptoms on your regular plan  

      -Diet  

      -Mood  

      -Seasonal and weather shifts  

      -Sleep  

      -stressful events  

      -Signs of delusions & Hallucinations   

> Setting unstructured time  

      -find your happy place   

      -make space to mediate and reflect   

      -prioritize play  

 c) Mindfulness and relaxation techniques for bipolar 

disorder  

Most people who are diagnosed with bipolar disorder are 

usually prescribed drugs like antipsychotics or mood 

stabilizers, which are very helpful in managing 

symptoms. Bipolar disorder recurrence rates are 

relatively high, as are comorbidity rates. Research has 

demonstrated a link between anxiety comorbidity and a 

higher risk of suicide thoughts as well as worsening 

overall results.  

The purpose of this study was to examine the potential 

benefits and application of a novel psychological 

treatment known as "between-episode anxiety and 

depressive symptoms."  

Mindfulness-Based Cognitive Therapy (MBCT) for 

patients with bipolar disorder:  

Mindfulness-based cognitive treatment (MBCT) has 

recently undergone modifications specifically designed 

for those with bipolar disorder. MBCT was developed to 

assist patients in maintaining remission from recurring 

major depressive episodes. Its roots were found in Jon 

Kabat-Zinn's mindfulness-based stress reduction 

(MBSR). The objective is to foster awareness of 

troubling thoughts and emotions, enabling individuals to 

detach from them without the intention to alter, 

substitute, or resolve them. This approach blends 

cognitive therapy and meditation techniques with 

mindfulness practices. Previous study has shown that 

mindfulness training, like that provided by MBSR, is 

linked to improved cognitive abilities, such as improved 

executive functioning, memory, and attentional control, 

as well as decreased emotional interference, in both 

clinical and non-clinical populations.  
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RELAXATION TECHNIQUES FOR BIPOLAR 

DISORDER:  

      -Mindful breathing  

      -Mindful meditation  

      -Yoga for mind and body  

      -Mindful walking  

      - Body scan and medication   

SPECIAL CONSIDERATION FOR JUVENILE 

POPULATION  

Pediatric bipolar disorder  

Adult bipolar patients often have discrete major 

depression episodes that alternate with discrete manic 

episodes. Youth may experience rapid cycling, often 

known as mood swings, and mixed emotions, which can 

contain both mania and melancholy. In these age ranges, 

this can significantly complicate the diagnosis of bipolar 

disorder. Many medical professionals have noted that as 

children get older, the symptoms of bipolar disorder may 

also vary, yet these observations have not been supported 

by long-term research. Instead of the typical mood 

swings associated with the illness, younger children may 

show chronic irritation and mood instability. The mixed 

stage of the illness is quite similar to these symptoms. 

Events marked by exhilaration, grandiosity, and paranoia 

may occur in older kids and teens. All age groups have 

similar symptoms, such as hyperactivity and 

distractibility. In general, symptoms in older individuals 

tend to more closely resemble those seen in adults.  

For background, the most prevalent mental health 

conditions impacting kids are as follows: 9.8% of kids 

suffer from attention-deficit/hyperactivity disorder 

(ADHD). 9.4% of children suffer from anxiety problems. 

Child depression rates are 4.4%. For context, here are the 

prevalence rates of the most prevalent mental health 

conditions impacting children: 9.8% of youngsters suffer 

from attention-deficit/hyperactivity disorder (ADHD). 

9.4% of children suffer from anxiety problems. Child 

depression rates are 4.4%.  

Pediatric bipolar-unique challenges  

According to Anna Van Meter, PhD, an assistant 

professor at Northwell Health's Feinstein Institutes for 

Medical Research in New York, some of the symptoms 

of bipolar disorder in children can resemble extreme 

versions of typical child or adolescent behaviours, which 

makes diagnosis and treatment difficult.  

Clinicians first utilise a symptom checklist when 

evaluating kids and teenagers for bipolar disorder. Then, 

using semi-structured questioning techniques like 

Schizophrenia for School Aged Children and the Kiddie 

Schedule for Affective Disorders, they conduct a clinical 

interview during which they evaluate risk factors, such 

as a family history of the disorder.  

School based intervention and supporting system  

When working with children with bipolar disorder, 

educators need to adapt the curriculum and teaching 

style, support good behavior, and employ effective 

conflict resolution techniques. Collaboration with 

caregivers, professionals, and the child’s family is 

essential, along with maintaining composure and 

incorporating humor in the classroom to reduce stress. A 

coordinated team of caring adults, including educators, 

counselors, therapists, and nurses, is crucial for 

supporting these children. Beginning with a symptom 

checklist, clinicians assess children and adolescents for 

bipolar disorder and look into risk factors for the disease, 

such as a family history, using semi-structured 

interviewing protocols like the Kiddie Schedule for 

Affective Disorders and Schizophrenia for School Aged 

Children.  

Managing cooccurring conditions addressing 

substance use disorder  

Substance use disorders (SUDs) are associated with a 

considerable risk of developing in people with bipolar 

disorder; lifetime rates range from 21.7% to 59%, and 

rates in the last year have ranged from 4% to over 25%. 

This co-occurrence is associated with more severe 

symptoms, reduced treatment response, lower adherence, 

increased hospitalizations, and a higher risk of suicide 

attempts. Alcohol misuse is prevalent among individuals 

with bipolar disorder and worsens both manic and 

depressive symptoms.  

Reasons for the co-occurrence of bipolar disorder and 

SUDs:  

Scholars have proposed a number of theories for the co-

occurrence of SUD and bipolar disorder. The self-

medication hypothesis was developed by Khantzian41 

and holds that people abuse drugs to treat psychological 
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pain, and the drugs they abuse depend on the kind of pain 

they are experiencing.  

Bipolar disease and substance misuse may be caused by 

overlapping dysfunctions in the brain systems that 

regulate impulsivity, motivation, and reward perception, 

according to Swann's hypothesis (42). An alternative 

idea holds that there is a shared vulnerability, such as a 

genetic predisposition (43, 44). Bipolar disorder can be 

caused by, co-occurring with, made worse by, or result 

from substance use disorders (SUDs); they can also 

develop on their own (40, 45). Therapy and diagnosis 

may be more challenging when treating both conditions 

concurrently.  

Treatment for SUDs and Co-Occurring Bipolar 

Disorder  

Prompt intervention is vital for enhancing treatment 

outcomes in individuals experiencing both substances 

use disorders (SUDs) and bipolar disorder. Substance use 

tends to worsen bipolar symptoms, making integrated 

treatment essential. Cognitive-behavioral relapse 

prevention models, like FIRESIDE, and Integrated 

Group Therapy (IGT) show promise in treating both 

conditions simultaneously. Shifting focus from illness to 

wellness and recovery is important, emphasizing 

proactive management of overall health. Furthermore, 

there is a strong hereditary component to the co-

occurring disorders of bipolar disorder and attention-

deficit/hyperactivity disorder (ADHD). Managing 

bipolar disease, particularly when ADHD is present, 

requires a proper diagnosis and mood stabilisation 

therapy. Methylphenidate may be safe and useful when 

used with mood stabilisers, although treating ADHD 

with stimulants in addition to bipolar disorder requires 

caution, according to study. To prevent triggering manic 

episodes, thorough assessment is required.  

Adult ADHD and comorbidities  

The co-occurrence of attention-deficit hyperactivity 

disorder (ADHD) and bipolar disorder (BD) in adults is 

reviewed in this paper, with particular emphasis on the 

aetiology, psychiatric comorbidity, and adult-onset 

ADHD. It highlights the challenges in diagnosing and 

treating adult ADHD, exacerbated by overlapping 

symptoms with other mental illnesses. The search for 

relevant publications before August 2008 in the Medline 

(PubMed) database was conducted using specific 

keywords. The review discusses neurobiological, 

genetic, and epidemiological evidence linking BD and 

ADHD.  

LONG TERM TREATMENT PLANNING AND 

MAINTENANCE  

Long-term therapy, which combines pharmaceutical and 

psychosocial interventions, aims to prevent manic or 

depressed episodes. Individual, group, and family-

centered structured psychological interventions aim to 

decrease the risk of relapse by increasing the patient's 

understanding of bipolar disorder through 

psychoeducation, promoting self-monitoring of mood, 

thoughts, and behaviors, and enhancing self-regulation 

through the creation of action plans and behavioral 

modifications"Psychoeducation" encompasses a wide 

range of subjects, including lifestyle counselling, 

understanding illness, early identification of prodromal 

symptoms and recurrences, and treatment compliance. In 

relapse prevention, group psychoeducation seems to be a 

very useful supplement to medication. Bipolar UK and 

the Depression Alliance offer a plethora of 

psychoeducational materials. Long-term therapy 

frequently consists of continuing pharmacological 

treatment that has shown beneficial during manic or 

bipolar depression episodes. The majority of patients 

choose lithium as their preferred long-term treatment for 

bipolar disorder [1],[5],[7]. However, individuals with 

poor adherence should not use lithium as it may increase 

the risk of relapse if stopped abruptly. It is unclear 

exactly how lithium works in bipolar disorder.  

MAINTENANCE AND STRATERGIES OF 

BIPOLAR  

A good maintenance treatment strategy for individuals 

with bipolar illness and bipolar spectrum disorders 

should include education, psychotherapy, and 

medication. Active patient and family education is 

necessary to improve adherence and establish a rapport. 

Psychotherapy therapies can help patients normalise 

unstable relationships, create consistent behavioural 

patterns, and foster prolonged episodes of bliss. These 

programs have the ability to greatly reduce the frequency 

and severity of manic and depressive episodes in addition 

to tailored medication. Our patients benefit from 

improved psychosocial functioning, increased 

productivity, and a higher quality of life as a result.  
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STRATEGIES FOR PREVENTING REPLASE  

PATIENT EDUCATION AND ADHERENCE  

Educating patients and families about bipolar disorder is 

challenging, especially due to patients’ denial and 

ignorance of how serious their illness is . Collaborative 

maintenance therapy is crucial for helping patients regain 

control over their lives. Effective education should 

emphasize teamwork and active patient participation to 

improve adherence, tailored to individual risk factors for 

nonadherence. Denial of the illness, substance use 

disorders, higher illness severity (number and severity of 

episodes), more complicated medication regimens, and 

the occurrence of medication-induced side effects are 

risk factors that put patients at risk for nonadherence (17, 

18). For many patients, side effects from medication—

like weight gain, sexual dysfunction, cognitive 

impairment, and issues with the thyroid and kidneys—

are serious issues. Adherence can be significantly 

increased by having an open dialogue about any possible 

adverse effects as well as strategies to mitigate them if 

and when they do arise.  

PYSCHOSCOCIAL THERAPY  

Patients with bipolar disorder need psychotherapy 

because it can enhance their social and professional 

performance. Numerous psychotherapy modalities, such 

as cognitive behavioural therapy, family therapy, and 

individual supportive therapy, have been demonstrated to 

lower the frequency of episodes and improve patients' 

quality of life. Combining psychosocial therapies with 

medication can aid in stabilizing patients and improving 

adherence. Peer support groups can also complement 

professional treatment. However, the optimal intensity of 

psychotherapy remains uncertain, and it may not provide 

long-term protection against recurrences of mania and 

depression.  

MONITORING AND ADJUSTING TREATMENT 

PLANS  

Long-term treatment is essential for most bipolar 

disorder patients due to the high risk of recurrence. 

However, nonadherence to treatment is common and 

associated with a greater chance of relapse. Various 

factors contribute to treatment nonadherence, including 

patient demographics, illness characteristics, treatment-

related issues, and the patient-provider relationship. 

Adherence may be particularly challenging for patients 

experiencing residual symptoms or unaware of their 

condition. Physicians should be aware of these risk 

factors to address medication nonadherence effectively.  

MEDICAL MONITORING  

Patients diagnosed with bipolar disorder require ongoing 

medical supervision to: (1) assess the safety and 

tolerability of psychotropic medications; and (2) 

vigilantly monitor for conditions commonly associated 

with this population. Common concerns with 

psychotropic drugs used to treat bipolar disorder include 

sedation and weight gain, which are frequent adverse 

effects that cause concern. More severe adverse effects, 

such hepatotoxicity or pancreatitis, however, are 

uncommon and call for close medical supervision. 

Bipolar illness patients are also more susceptible to 

metabolic disorders including excessive weight gain, 

obesity, and diabetes, as well as endocrine abnormalities 

like thyroid problems and cardiovascular ailments.  

Monitoring Medication Safety and Tolerability  

The main drugs for bipolar disorder, mood stabilisers and 

antipsychotics, have a variety of side effects that might 

affect their acceptability and safety. While serious 

adverse effects are less common, gastrointestinal and 

central nervous system side effects are frequent and can 

affect adherence. Monitoring for side effects such as 

neurotoxicity, metabolic issues, and heart problems is 

crucial. Second-generation antipsychotics commonly 

cause sedation and weight gain, with variations in 

adverse effects among different medications. Some 

medications also carry warnings for conditions like 

tardive dyskinesia and increased suicidality, especially in 

younger individuals.  

EMERGING THERAPIES& RESEARCH 

FRONTIERS:  

Many different drugs and counselling methods are 

available to people with bipolar disorder. Because they 

are so good at easing symptoms, medications are usually 

advised as the main course of treatment for bipolar 

illness. To help with symptom management and improve 

general functioning, people can gain from therapy and 

rehabilitation in addition to medicine.  
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EVIDENCE BASED TREATMENT:  

Medications  

Psycho-training  

Therapy based on cognitive actions (CBT)  

Social and Interpersonal Rhythm Therapy  

Services Based on Individuals  

Social Aptitude Physical Illness Managing Oneself  

Treatment on the Assertive Community (ACT)  

Interventions Psychosocial for Alcohol and Drug Abuse 

Disorders  

Promote Employment  

Psychosocial Strategies to Manage Weigh  

 EMERGING THERAPIES:  

Benzodiazepines are commonly prescribed for patients 

with bipolar disorder, particularly during certain stages 

associated with anxiety disorders. Lamotrigine has 

shown efficacy as a maintenance therapy for depression, 

while risperidone and aripiprazole have not. Quetiapine 

works well as a maintenance medicationFirst-line 

treatments for Generalised Anxiety Disorder (GAD) and 

Seasonal Affective Disorder (SAD) include selective 

serotonin reuptake inhibitors (SSRIs) and selective 

serotonin-norepinephrine reuptake inhibitors (SNRIs). 

Escitalopram and duloxetine in particular show good 

outcomes. Long term use of SSRIs and SNRIs is 

generally safe, with mild and manageable side effects.  

A) Noval approaches in bipolar disorder:  

 Recent advancements in psychopharmacology, driven 

by “omics” revolutions, neuroimaging techniques, 

biomarker definition, and animal model studies, have 

reshaped the field, leading to a surge in research focusing 

on innovative approaches to treating major depressive 

disorder and bipolar disorder. Ketamine’s rapid 

antidepressant effects have also sparked considerable 

debate in the popular press regarding the efficacy of 

psychopharmacological treatments for mood disorders. 

While antidepressants and mood stabilizers remain the 

cornerstone of treatment, it’s important to recognize that 

managing mood disorders may not always necessitate 

psychopharmacological interventions. Physicians should 

be aware of emerging medications for bipolar depression 

as additional options when standard therapies are 

ineffective or intolerable. A comprehensive treatment 

approach should also incorporate nonpharmacologic 

interventions known to be effective in managing bipolar 

depression.  

TARGETING NEW TREATMENT GUIDELINES:  

After first-line, FDA-approved therapies are 

unsuccessfully tried, it becomes necessary to use 

medications that are not officially approved by the FDA. 

Treatment options should be confirmed by evidence, 

regardless of choice. There is differing levels of evidence 

for every drug and strategy that has been discussed. 

Clinicians should be aware of what the evidence levels 

mean and should have a realistic view regarding the 

drug's or rehabilitation intervention's effect size.  

B) Current research on bipolar disorder:  

Examining the neural pathways and behaviours linked to 

anxiety and depression is the aim of this scientific 

endeavour. Our goal is to identify the brain circuits 

associated with anxiety and examine the possible impact 

on everyday functioning.  

Recently, a fresh approach component was introduced to 

this trial, wherein individuals receive either a 12-week 

course of pramipexole medicine or repetitive transcranial 

magnetic stimulation therapy (rTMS).   

The ultimate goal of the research is to provide individuals 

with anxiety and depression with a treatment that works 

for them instead of one that hasn't worked for them in the 

past. We also anticipate to use the knowledge we gather 

from studying the brain circuits linked to anxiety and 

depression to help custom treatments.  

 STUDY POPULATION   

Examine the populace  

We anticipate enrolling 160 people with an array of 

anxiety along with associated mood conditions. Among 

these people are patients of the Palo Alto community 

clinical psychology center, Gronowski Centre. 

Furthermore, we plan to hire people from the community 

by conducting various ads. Those in good health who 

were lured in by advertisements will also be among the 

participants.  
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-Criteria for Selection  

-Recent instances of worry or sadness  

-from 18 to 50 years old  

-Regulations for Exclusion  

-specific psychiatric medications (case-by-case)  

Bipolar 1 disorder, obsessive compulsive disorder, or 

schizophrenia diagnosis.  

ANY ONE UNDERLYING CONDITIONS:  

 -Parkinson's disease,   

-kidney or liver illness,   

-epilepsy or   

-seizure history, and   

-cardiovascular disease history (especially orthostatic 

hypotension in general)  

 RESEARCH STUDIES  

In a similar vein, no one mechanism exists to account for 

all mental disorders, and many of the changes in brain 

connection, biochemistry, and function that have been 

noted are common to many distinct illnesses. Bipolar 

disorder presents a unique chance to examine the 

individual as a subject of control and to find markers 

associated with different stages of the illness, such as 

bipolar depression. Brain imaging can reveal anomalies 

in the bioenergetics, neuronal and glial activity, regional 

activity, and interregional functional connectivity linked 

to bipolar depressions. Investigations on patient-derived 

and reprogrammed cells in culture can provide more 

mechanistic data regarding anomalous development, 

bioenergetics, ion transport, and interaction with specific 

neuronal and glial cell types.  

10)  PATIENT CENTERED CARE& SHARED 

DECISION MAKING:  

The patient-focused approach also encourages clinicians 

to become more aware of the essential components of 

adherence behaviour, to pay closer attention to their 

patients' needs, and to build a rapport based on 

cooperation and trust in an effort to address the 

underlying causes of non-adherence.  

What does person-centred care entail?  

The following are the key concepts of individual-

centered care, regardless of the different definitions:  

-Treating patients with merged or holistic care that 

addresses their needs and standards;  

-Treating them with respect, decency, and compassion; 

and giving them responsibility over decisions and -

Promoting them in the process to develop a partnership 

approach.  

People with bipolar disease can have active, healthy lives 

if they're given an accurate evaluation. Healthcare 

providers who conduct a quick assessment and suggest a 

patient to a licensed mental health practitioner can 

greatly contribute to a proper diagnosis. Healthcare 

professionals are likely to encounter people who are 

depressed, and as serious illness is more frequently 

initially presented with symptoms of depression rather 

than mania or hypomania, a precise diagnosis is essential 

in order to avoid misdiagnosis and treatment for major 

depression.  

While it doesn't appear likely to alleviate depressive 

symptoms, shared decision-making offers the possibility 

of improving quality-of-care outcomes like patient 

satisfaction without prolonging consultation times. It 

seems, nevertheless, to have undergone minimal study on 

people who have anxiety problems. Interpreting the 

findings had been exacerbated by heterogeneity in the 

definition and assessment of shared decision-making. It 

is advised that more research be done to advance the 

field.  

A) Collaborative approaches to treatment planning:  

In order to determine how beneficial Collaborative Care 

(CC) is in comparison to standard Care as usual (CAU) 

in outpatient settings for people with bipolar disorder or 

general mood disorders, a randomised clinical trial 

including two groups is being conducted.  

Collaborative Care includes tailored interventions for 

patients, including contracting, psychoeducation, 

problem-solving therapy, relapse prevention, outcome 

monitoring, and medication management, led by a team 

consisting of the patient, caregiver, nurse, and 

psychiatrist. Psychiatrists and nurses who are part of the 

intervention group will get the intervention; the effects 

will be monitored at baseline, six, and twelve months. 

Psychosocial functioning and psychological symptoms 

are the key areas of emphasis.   
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Treatment goals for bipolar disorder include mood 

regulation, relapse prevention, and reducing 

subthreshold symptoms. Nonpharmacologic 

psychotherapy aims to improve social and economic 

functioning, reduce relapse, enhance medication 

adherence, and mitigate the negative impact of acute 

episodes. Treatment approaches may vary based on 

bipolar type and episode polarity.  

Successful treatment for bipolar disorder requires a 

combination of factors. Relying solely on medication is 

insufficient. Maximizing therapy effectiveness involves 

understanding the illness thoroughly, maintaining open 

communication with therapists and doctors, establishing 

a robust support network, and making healthy lifestyle 

choices to reduce reliance on medication. It's essential to 

adhere to your treatment plan and regularly consult your 

doctor for reassessment as your circumstances change. 

Bipolar disorder rehabilitation is a long approach. The 

ups and downs of treatment are which are comparable of 

bipolar disorder's mood fluctuations. It takes time to find 

the best remedies, and problems arise. However, you can 

manage your symptoms and live a full life if you take 

adequate care of yourself and make an effort to get 

better.  

B) Incorporating patient preference and goals:  

In in addition to comorbid symptoms like diminished 

need for sleep, increased energy, inflated self-esteem, 

increased goal-directed behaviors like going on spending 

sprees, and poor judging, bipolar illness is marked by an 

elevated or irritated mood. Bipolar treatment aims to 

quickly stabilize mood and behavioral manifestations 

while also assisting patients in regaining to their 

premorbid level of functioning.   

Psychotic symptoms, such as delusions or hallucinations, 

can interact with affective symptoms in almost 50% of 

cases of acute manias. In severe cases, psychiatric care is 

frequently required owing to functional impairment. 

Promoting patient safety and well-being during a manic 

episode required rapid and effective therapy.   

These days, treating acute manic episodes with drugs like 

LITHIUM and DIVALPROX is seen to be essential.  

 

 

THE FOLLOWING GOALS FOR BIPOLAR 

DISORDER TREATMENT:  

-Gaining a patient's quiet mood   

- symptoms of relief from mania or depression  

Relapse prevention is the process of minimising 

symptoms below the threshold and preventing relapses.  

Improved performance, Minimising or eliminating 

persistent symptoms, Enhancing the patient's overall 

quality of life, A lower incidence of episodes overall; A 

lower incidence of manic and depressed episodes  

The following are additional goals of treatment for 

bipolar disorder:  

-alleviation of symptoms  

-resuming regular operations  

- Making a Timetable  

-Family and peer support  

-Self-care, such as maintaining a healthy diet.  

Life Purposes One such evidence-based intervention is 

called Collaborative Care, which is based on the chronic 

collaborative care model and offers proactive patient care 

through a number of means, such as education on patient 

self-management, upgraded information systems and 

care manager contacts for care coordination, and 

decision support tools for providers.  

  11)A) Ethical and legal aspect of bipolar disorder 

treatment:  

Reducing side effects while maximising effectiveness is 

the aim of pharmacologic intervention in the treatment of 

bipolar disorder. However, managing comorbidities and 

side effects may complicate treatment, especially in 

cases where rational polypharmacy is necessary. Athletes 

face ethical dilemmas regarding doping violations due to 

the World Anti-Doping Code. This study outlines 

hypothetical scenarios where unintentional doping 

violations could occur without approved Therapeutic 

Use Exemptions. Emphasizing ethical principles such as 

beneficence, nonmaleficence, autonomy, and integrity 

can guide clinicians in navigating challenging clinical 

scenarios. The pathophysiology of bipolar disorder 

involves genetic variables, which make it possible to 

identify those who are more susceptible. Still, there are 

challenges in characterising and recognising symptoms 

that appear early in life.  
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B) Legal aspects of treatments in juveniles:  

Experts in psychology and psychiatry have been 

contributing to advancements in the recognition and 

treatment of bipolar illness in kids and adolescent 

patients all over the last ten years.  

A combination of the following therapies is typically 

included in an effective therapy plan:  

Talk therapy, or psychotherapy.  

>Pharmacies.  

>Beneficial lifestyle behaviors,  

>Regular routines,   

>Exercise  

>Meditation.  

>Alternative medicines.  

SOME TYPES OF BIPOLAR DISORDER 

THERAPIES INCLUDES:  

>PSYCHOEDUCATION- Mental health providers use 

psychoeducation to teach teenagers and their families 

about mental health conditions.  

>FAMILY FOCUS THERAPY(FFT)- This therapy is 

appropriate for people with bipolar disorder, their 

families, and their occupations. Throughout this 

treatment, your child and your family will learn about 

bipolar illness, how to improve communication, and how 

to handle challenges together. Family members can 

control manic and depressive episodes by detecting 

symptoms of the illness and developing an intervention.  

>CHRONOTHERAPY- This therapy may help your 

child develop a reliable and regular sleep schedule. Your 

child learns to go to bed and wake up at the same times 

every day.  

> INTERPRETARY & SOCIAL RHYTHM 

THERAPY:   

 The purpose of this therapy is to identify and use your 

child's social and biological rhythms to help them better 

regulate their moods. IPSRT prioritises strategies for 

lowering social rhythm disruptions (daily variability), 

improving medication adherence, and minimising 

stressful life events.  

CHILDRENS WITH BIPOLAR ILLNESS&THEIR 

&ITS MEDICATIONS:  

Children with bipolar illness will profit from the identical 

antipsychotic (neuroleptic) and mood-stabilizing 

medications that have been used for decades by health 

care providers to treat bipolar disorder in adults.  

The doctor will select the best medication after 

discussing it with you and your child. If your child also 

has attention-deficit/hyperactivity disorder (ADHD), 

your child's physician may suggest medication. That 

being said, using ADHD drugs infrequently could cause 

mood swings or manic symptoms in bipolar kids. 

Antidepressants may exacerbate the symptoms of bipolar 

disorder in children.  

A FEW TYPES AND NAMES OF MOOD 

STABILISERS ARE AS FOLLOWING:  

Lithium (brands Lithonate, Eskalith, and Lithobid), 

Depakene (acid valproic acid), Divalproex sodium, or 

Depakote®, Benzodiazepines, such as Tegretol and 

Equetro, Lamotrigine (Lamictal®).  

In addition to mood stabilisers, doctors often prescribe 

second-generation or "atypical" antipsychotics, also 

known as neutroleptics, for individuals with bipolar 

disease. Manic and depressive episodes are treated with 

the use of these medications.  

There are just four of these drugs that the Food and Drug 

Administration (FDA) has approved to treat bipolar 

depression:  

-Varylar (capiprazine).  

-Latuda, or lurasidone.  

Conclusion:   

            In conclusion, bipolar disorder remains widely 

misunderstood despite its significant impact on 

individuals' lives. Characterized by alternating episodes 

of intense mood swings, the disorder affects a notable 

percentage of the population across all ages. The high 

prevalence of serious impairment among those affected 

underscores the critical need for increased awareness, 

early intervention, and effective treatment strategies to 

support individuals living with bipolar disorder.  

 

 

http://www.jchr.org/


 
 

 

1800 

Journal of Chemical Health Risks 

www.jchr.org 

JCHR (2024) 14(6), 1787-1801 | ISSN:2251-6727 

 REFERENCE:   

1. Post, R.M.; Grunze, H. TheChallenges of 

Children with BipolarDisorder. Medicina 2021, 

57, 

601.https://doi.org/10.3390/medicina57060601 

2. Merika ngas K R, Akiska l HS, Angst J et al. 

Lifetime and 12-month preva lence of bipolar 

spectrum disorder in the National Comorbidity 

Survey replication. Arch. Gen. Psychiatry 

64(5), 543–552 (2007).  

3. Adler CM, Schmithorst V, Wilke M et al. 

(2004). Abnormal Frontal white matter tracts in 

bipolar disorder: a diffusionTensor imaging 

study. Bipolar Disord 6: 197–203.Akiskal HS, 

Pinto O (1999). The evolving bipolar 

spectrum.Prototypes I, II, III, and IV. Psychiatr 

Clin North Am 22: 517–534, vii.  

4.  Ghaemi SN, Sachs GS, Chiou AM, Pandurangi 

AK, Goodwin K. Is bipolar disorder still 

underdiagnosed? Are Antidepressants 

overutilized? J Affect Disord. 1999,52(1-

31:135-144. Berk M, Dodd S, Callaly R et al. 

History of illness prior to a diagnosis of bipolar 

disorder or schizoaffectiveDisorder. J Affect 

Disord. 2007:103(1-3):181-186.  

5. American Academy of Pediarrics Commirree 

on Drugs (1995), Behavioral And cognitive 

effects of anticonvulsant rherapy. Pediatrics 

96:5.~8-540 Barrino D. Estienne M, Avanzini 

G (l995a). Clinical pharmacokinetics of 

Antiepilepric drugs in paediatric patients, part I: 

phenobarbital. Primidone, Valproic acid. 

Ethosuximide and mesuximide. Clin 

Pharmacokinetic Barrino D. Estienne M. 

Avanzini G (l995b), Clinical pharmacokinetics 

of Antiepileptic drugs in paediatric patients, 

part II: phenytoin. CarbaRnazcp inc, sulrhiarne. 

Lamotrigine. Vigabarrin, oxcarbazepine and 

Felbamate. Clin Pbarmacokinet 29:341-369 

Bhatara VS. Carrera J (1994), Medications for 

aggressiveness. ] Am Acad ChildAdolesc 

Psychiatry 33:282-283 Birmaher B. Ryan’ NO. 

Williamson DE. Brent DA. Kaufman J 

(1996).Childhood and adolescent depression: a 

review of the past 10 years. PartII.] Am Acad 

ChildAdolesc Psychiatry 35: 1575-

1583BorhaJH, Gray AL. Miller R (1995), A 

model for estimating individualized Valproate 

clearance values in children.] Clin 

Pharmacol35: 1020-1024 Bowden CL (1995), 

Predictors of response to divalproex and 

lithium. J Clin Psychiatry 56(suppl 3):25-30 

Bowden CL. Brugger AM. Swann AC et al. 

(1994), Efficacy of divalproex vs Lithium and 

placebo in the treatment of mania: the Depakore 

Mania Study Group. JAMA 271 :918-

924Bowden CL, Janicak PG. Orsulak P et al. 

(1996), Relation of serum valproate 

concentration to response in mania. Am] 

Psychiatry Bowring MA, Kovacs M (1992). 

Difficulties in diagnosing manic disorders 

Among children and adolescents. ] Am Acad 

Child Adolesc Psychiatry Brouwer OF, Pierers 

MS, Edelbroek PM et al. (1992), Conventional 

and Controlled release valproare in children 

with epilepsy: a cross-over study Comparing 

plasma levels and cognitive performances. 

Epilepsy Brumback RA, Weinberg WA (1977). 

Mania in childhood. II: rherapeuric Rrial of 

lirhium carbonate and further description of 

manic-depressive illness in children. Am J Dis 

Child 131: 1122-1126 Bryant AE Ill. Dreifuss 

FE (1996), Valproic acid hepatic fatalities. Ill: 

US Experience since 1986. Neurology 46: 

Calabrese JR, Faterni SH. Kujawa M. 

Woyshville MJ (l996a). Predictors of Response 

to mood stabilizers. J Clin 

PsychopharmacoI16:24S-31 S Calabrese JR, 

Faterni SH, Woyshville MJ (l996b), 

Antidepressant effects of Lamorrigine in rapid 

cycling bipolar disorder (letter). Am] 

Psychiatry.  

6. Grande I, Berk M, Birmaher B, Vieta E. Bipolar 

disorder. Lancet (2016) 387(10027):1561–72. 

10.1016/S0140-6736(15)00241-X [PubMed] 

[CrossRef] [Google Scholar] Merikangas KR, 

Jin R, He JP, Kessler RC, Lee S, Sampson NA, 

et al. Prevalence and correlates of bipolar 

spectrum disorder in the world mental health 

survey initiative. Arch Gen Psychiatry (2011) 

68(3):241–51. 

10.1001/archgenpsychiatry.2011.12 [PMC free 

http://www.jchr.org/
https://doi.org/10.3390/


 
 

 

1801 

Journal of Chemical Health Risks 

www.jchr.org 

JCHR (2024) 14(6), 1787-1801 | ISSN:2251-6727 

article] [PubMed] [CrossRef] [Google Scholar] 

Cipriani A, Hawton K, Stockton S, Geddes JR. 

Lithium in the prevention of suicide in mood 

disorders: updated systematic review and meta-

analysis. BMJ (2013) 346:f3646. 

10.1136/bmj.f3646 [PubMed] [CrossRef] 

[Google Scholar] Tondo L, Alda M, Bauer M, 

Bergink V, Grof P, Hajek T, et al. Clinical use 

of lithium salts: guide for users and prescribers. 

Int J Bipolar Disord (2019) 7(1):16. 

10.1186/s40345-019-0151-2 [PMC free article] 

[PubMed] [CrossRef] [Google Scholar].  

7. Brieger P Rottig, et al. A prospective 

investigation of the natural history of the long 

term weekly symptomatic status of bipolar 2 

disorder.Arch Gen psychiatry.2003;60   

8.  http;\\ www.cqiamh,org/pdf/tool depscreen 

published 2005  

9. American psychiatric Association. Diagnostic 

and stasticial manual of mental health disorder.  

10. weller,eb weller ra and fristad M A1995 bipolar 

disorder in children misdiagnosis and future 

direction journal of the American academy of 

children and adolescent psychiatry   

11. Carlson GA loney J salisburyH Kramer JR 

Arthur c 2000 . stimulant treatment in young 

boys with symptoms suggesting childhood 

mania .A report from a longitudinal study, 

journal of child and adolescent 

psychopharmacology   

12. Akishal HS 1995 Development pathway to 

bipolarity are juvenile onset of depression pre 

bipolar Journal of the American academy of 

child and adolescent psychiatry  

13. Abrams Z Treating bipolar disorder in kids and 

teens(https://www.apa.org/monitor/2020/10/ce 

corner bipolar) Am psychol 2020   

14.  Childern and adults with attention deficit/ 

hyperactivity disorder (CHADD).pediatric 

bipolar disorder 

(https://chadd.org/for/parents/pediatric bipolar 

disorder).Accessed  

15. National institute of mental health bipolar 

disorder in children and teens 

(https;//www.nimh.nih.gov/health/publication/

bipolar disorder in children and teens. 

Accessed  

16. https://www.mhanational.org/bipolar disorder 

children) Accessed.  

17. Alloy,L.B.,Nusslock,R.,&Boland,E.M.(2015).

The development and course of bipolar 

spectrum disorders An integrated reward and 

circadian rhythm dysregulation model.Annual 

review of clinical physiology 11,213-250 

https://doi.org/10.1146/annurev-clinspy-

032814-112902  

18. American psychiatric Association 

(2013)Diagnostics and statistical manual of 

mental disorders, 5th edituon(DSM)5 

Washington:American Psychiatric publishing  

19. Alternative,E.,Micoulaud-

Franchi,K.A.Geoffroy,P.A,Sanz-

Arigita,E.,Bioulac,S.,&Pholip,P.(2016).The 

bidirectional relationship between emotional 

reactivity and sleep:From disruption to 

recovery. Behavioural 

neuroscience.,(130(3),336-

350https://doi.org/10.1037/bne0000128  

20. Merikangas KR Jin R he JP et al Prevalence and 

correlates of bipolar spectrum disorder in the 

world mental health survey initiative. Arch Gen 

Psychiatry .2011;68;241-251  

21. Baldessarini RJ Tondo L Hennen J Treatment 

delays in bipolar disorders  Am J Psychiatry 

1999;166:811-812  

22. Berkeley Dodd S Callaly P et al History of 

illness prior to a diagnosis of bipolar disorder or 

schizoaffective disorder  J Affect Disord ,2007; 

103;181-186  

 

http://www.jchr.org/
https://about:blank/
https://about:blank/
https://www.apa.org/monitor/2020/10/ce
https://chadd.org/for/parents/pediatric
https://www.mhanational.org/bipolar
https://doi.org/10.1146/annurev-clinspy-032814-112902
https://doi.org/10.1146/annurev-clinspy-032814-112902
https://doi.org/10.1037/bne0000128

