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Thank you for your contribution. You aptly observed some of the possible differential diagnosis for individuals with bipolar spectrum disorder. I agree that major depressive disorder is one of the psychiatric disorders that could present with similar symptoms as DBS. Notably, these symptoms include a depressed mood, decreased interest or pleasure, insomnia or hypersomnia, weight loss, fatigue, psychomotor retardation or agitation, recurrent thoughts of death, and decreased ability to concentrate (Yang et al., 2023). However, it is essential to understand that these symptoms relate more to a diagnosis of Bipolar II disorder rather than Bipolar I disorder (American Psychiatric Association, 2022). I appreciate the observation that borderline personality disorder could also have overlapping symptoms with BSD. Among children, attention-deficit/hyperactivity disorder (ADHD) could also present with symptoms mimicking Bipolar I disorder. For example, symptoms such as increased talking, impulsivity, distractibility, and restlessness could occur in both ADHD or BD-I. in adding to your objective observations, it is worth noting that collateral information could be essential for BSD diagnosis. It helps in offering a comprehensive picture of the presentation for an accurate diagnosis (Owoyemi et al., 2021). In addition, PMHNPs should understand the link between BSD and neurological disorders such as dementia. This would help in providing comprehensive care, especially for older adults. The treatment of BSD should also focus on both pharmacological and psychological interventions. The choice of a drug should be based on understanding of the benefits and risks. In addition, compliance with medications should be addressed through the selection of an appropriate drug. For example, long-acting injectables would suit patients facing a high risk of non-compliance.
References 
American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders DSM-5 – Test revision (5th ed.). Washington DC: American Psychiatric Association.
Owoyemi, P., Salcone, S., King, C., Kim, H. J., Ressler, K. J., & Vahia, I. V. (2021). Measuring and Quantifying Collateral Information in Psychiatry: Development and Preliminary Validation of the McLean Collateral Information and Clinical Actionability Scale. JMIR Mental Health, 8(4), e25050. https://doi.org/10.2196/25050 
Yang, R., Zhao, Y., Tan, Z., Lai, J., Chen, J., Zhang, X., Sun, J., Chen, L., Lu, K., Cao, L., & Liu, X. (2023). Differentiation between bipolar disorder and major depressive disorder in adolescents: from clinical to biological biomarkers. Frontiers in Human Neuroscience, 17, 1192544. https://doi.org/10.3389/fnhum.2023.1192544 


Response to Caroline Knutti
I enjoyed reading your post. I appreciate your observations about the importance of building relationships with parents or caregivers when caring for minors with bipolar disorder. Indeed, evidence shows that family involvement improves the supports they give to their children based on a comprehensive understanding of symptoms and the caregiving the children require (Dehbozorgi et al., 2022). Besides, I concur that the relationships play a crucial role in addressing social determinant risk factors. I found agreement with most of the points you made in the discussion. For example, evidence has established a positive link between bipolar disorder and neurodegenerative disorders, with the population having 25% chances of developing dementia compared to 7% in the general population (Digiovanni et al., 2022). Across the spectrum, patients will present with a range of symptoms that provide the basis for a correct diagnosis. In this regard, individuals bipolar I, bipolar II, cyclothymia, and bipolar disorder not otherwise specified (NOS) will present with some specific symptoms that help clinicians differentiate them, as you aptly observe. The choice of treatment depends on a host of factors, although lithium remains the most widely prescribed first-line treatment. Second-generation antipsychotics such as aripiprazole, olanzapine, and quetiapine are used in combination with first-generation antipsychotics, although the risk of adverse effects such as extrapyramidal side effects should be considered (Yalin & Young, 2020). It is worth noting that psychological interventions such as cognitive behavioural therapy (CBT) are also recommended for bipolar disorder (Ozdel et al., 2021). I agree that using LAI antipsychotics is associated with many positive benefits. However, the decision to use the medications should involve a comprehensive understanding and balance between the risks and benefits.
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