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Bipolar Disorder in Adolescents
Bipolar disorder (BD) is the leading disability among children and adolescents although its biological foundation is unknown. Bipolar disorder is characterized by a modified sine wave with fluctuating moods between episodes of depression and mood elevation or mania and intersperse with episodes of euthymia (Harrison et al., 2018). The number of each episode and duration vary marked by differences in patients exhibiting prolonged episodes and morbidity of the disorders. The paper seeks to discuss the neurobiology and prevalence of bipolar disorder and the difference between bipolar I and cyclothymic disorder in relation to the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5). The paper will further consider critical thinking on aspects of health, FDA or clinical guidelines on approved pharmacological interventions, comorbid medical issues, and the need for monitoring, and three examples of how to write a proper prescription. 
Prevalence and Neurobiology of Bipolar Disorder
BD is characterized by a modified sine wave with unstable episodes of mood elevation and depression interspersed with euthymia episodes. Notably, each episode of mood fluctuation and duration is marked differently and individually although the majority of patients exhibit prolonged depressive episodes and morbidity of the disorder (Harrison et al., 2018). A manic episode is marked by a significant elevation of mood relatable to changes in behavior including reduced sleep, increased energy, grandiose beliefs and thoughts, rapid speech, reckless behavior, and increased behavior. Severe episodes of BD are characterized by psychotic symptoms including hallucinations and delusions. BD is also manifested by hypomania defined as a milder and less prolonged type of mania upon satisfying the DSM criteria and ICD-10 (Harrison et al., 2018). Notably, cognitive impairment is a key aspect of BD characterized by the first episode and persistent during euthymia. In addition, processing speed, attention, verbal learning, and fluency are key domains affected by bipolar. 
Notably, BD onset is often in adolescence and typically diagnosed in the 20s following long prodrome. The prevalence of BD in bipolar spectrum disorder is approximately 1% to 4% and major risk factors include child adversity, genetics, and environmental factors including stress and traumatic events (Harrison et al., 2018). A pathophysiological formulation of BD involves dysfunction of intracellular biochemical cascades, impaired mitochondrial function, and oxidative stress processing associated with neuronal plasticity causing damage to cells and subsequent loss of brain tissues (Young & Juruena, 2021). In addition, alteration in inflammation, hormones, neurotrophins, and oxidative stress is linked to BD, especially in acute mood episodes.  As such, systemic toxicity of BD and damage result in multiple episodes, which influence brain anatomical changes and the progression of neuroplasticity and stress.  
Bipolar I Disorder and Cyclothymic Disorder
The difference between both conditions is determined by the duration, severity, impairment, and frequency of manic and depressive episodes. Bipolar I disorder hypomanic episode is characterized by an abnormal and persistent elevated expansive irritable mood, increased activity lasting a minimum of four sequential days to fulfill criterion A of BD (American Psychiatric Association, 2013). Besides, one has to exhibit mood disturbance and increased energy and four additional symptoms including inflated self-esteem or grandiosity, reduced need to sleep, more talkative, flight of ideas, distractibility, and increase in goal-directed activity and excessive involvement in activities (American Psychiatric Association, 2013) for fulfilling criterion B of BD. Furthermore, the episode leads to a change in functioning, disturbance in mood, and change in disturbance is observed by others to fulfill criteria C and D respectively. More so, the episode is not severe enough to cause impairment in social occupational functioning or need for hospitalization or attributed to the physiological effect of substance abuse or medication to satisfy criteria E and F of BD respectively. 
The difference between bipolar I disorder and cyclothymic disorder, a patient with the cyclothymic disorder should present numerous hypomanic symptoms that do not meet hypomanic episodes of at least two years and at least one year in childhood and adolescence (American Psychiatric Association, 2013). During the period, a patient should exhibit hypomanic and depressive periods at least half the time and not present symptoms for more than two months at a time. the symptoms presented by the patient should satisfy the criteria for major depressive, manic, or hypomanic episodes. The symptoms presented by the patient are not explained by schizoaffective disorder, schizophrenia, other specified or unspecified schizophrenia spectrum, or psychotic disorders (American Psychiatric Association, 2013). 
Special populations and considerations in pediatric bipolar
Treating children and adolescents evokes distinct ethical issues and challenges including patient autonomy, parental values, preferences, and welfare of the family (Disla de Jesus et al., 2022). Ethical issues raised by clinicians include patient autonomy and informed consent. Children and adolescents do not have the capacity or right to render their own medical decisions and parent have the discretion to steer medical care. As such, parents offer consent as a formal decision and assent the patient prior to deciding on their care (Disla de Jesus et al., 2022). 
In addition, the patient and the parent should be informed regarding confidentiality rights and limits in developing an open therapeutic relationship. However, some jurisdictions consider adolescents as mature minors as having a clear and enough understanding of their illnesses to render their choices in certain illnesses (Disla de Jesus et al., 2022). Clinicians are legally to report abuse and neglect or suspected child mistreatment and protect the child by adhering to standards applied in the state of practice and should report the maltreatment within those standards (AACAP, n.d.). In addition, it is crucial to evaluate comorbidity and the presence of family dysfunction in the management of bipolar disorder including socio-cultural differences in the therapeutic model needed to meet collaboration in the formulation and improve overall functioning (Nair et al., 2020). 
Addressing socio-cultural factors will assist in improving alliance, and cultural adaptation in the therapeutic process. Most importantly, it is imperative to determine the socioeconomic status of the family including poverty levels. Lower socioeconomic status in adolescent BD is linked to high legal risk, and under treatment due to a lack of adherence to treatment aggravated by the cost of medications, comorbidity, and symptomatic severity (Lu et al., 2020). 
FDA and Clinical Practice Guidelines Approved Pharmacological Treatment Options
The evidence-based pharmacotherapy algorithm in deciding on a prescription in pediatric BD involves four steps including prescription hygiene, mood stabilization, addressing breakthrough symptoms, and problem-solving targeting comorbid and co-occurring conditions (Yee et al., 2019). The pharmacologic intervention by the US Food and Drug Administration (FDA) in the treatment of pediatric BD is lithium although there is no drug approved by the FDA in children below the age of 10 years (Yee et al., 2019). Lithium is recommended in children aged 12 to 17 years as the first medication to address mania symptoms. Lithium is used in adolescents presenting acute and mixed episodes of BD and responds well within 4 weeks in reducing depressive symptoms in bipolar I disorder. Lithium is also used in maintenance treatment to minimize the risk of recurrence and clinical stability should be considered by reducing ongoing maintenance treatment. 
Common adverse effects associated with lithium include bradycardia, sick sinus syndrome, confusion, tremor, memory issues, diarrhea, nausea, and weight gain (Chokhawala et al., 2022). Lithium is contraindicated in patients with renal impairment or patient with cardiovascular disease. Since lithium causes weight gain, it is crucial to weigh the patient prior to the commencement of treatment and also evaluate prediabetes and dyslipidemia. Monitoring therapeutic levels involve examining plasma levels drawn eight to 12 hours after the last dose including 1.0 to 1.5 mEq/L in acute treatment. Monitoring should be done every one to two weeks for six months (Chokhawala et al., 2022). As well, it is imperative to measure dehydration and minimize the dose if a patient exhibits excessive sweating, signs of infection, or diarrhea. Ideally, lithium has low toxic levels but it has no antidote, and hydration is recommended to stop the drug and enhance excretion. 
[bookmark: _GoBack]In addition, it is crucial to evaluate the course of BD in adolescents, which can be affected by comorbid disorders. Evidence reveals that comorbid anxiety is associated with increased depressive symptoms and severe hypomanic and manic episodes. Beside, attention-deficit/hyperactivity disorder (ADHD) is a significant comorbid condition in pediatric BD linked to more severe hypomanic and manic episodes which influence therapeutic response to treatment (Weintraub et al., 2019).  
Examples of How to Write a Proper Prescription
Medical prescriptions are the last encounters a patient has with a health professional. Writing a proper prescription follows professional guidelines and laws. The standards of writing prescriptions follow the National Department of Health's 'prescription writing' guideline and the World Health Organization's (WHO) 'Guide to Good Prescribing (Ragaven et al., 2020). A proper guideline has several elements including date of prescription, and patient identifiers such as names, file numbers, address age, and sex. A proper prescription includes the treatment regimen including medication name in full, strength, dosage, frequency or interval, duration, quantity, use of medication, and use of abbreviation and decimal points. Prescriber’s identifiers should also be included including name, contact number, legible handwriting, and signature (Ragaven et al., 2020). 
A patient aged 7 years with acute mania
Patient Name: AB
DOB: 7/11/2015
For oral dosage form:
Lithium 600 (mg) in the morning and at night
Long-term control:
Maintenance dose: 900mg/day
Regular release formulation: 300mg orally 3 times a day
Refills – 
Sign: ______  		Date: _10/01/2022_
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