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                                                     Abstract 
To find the rate of transitioning from major depressive disorder (MDD) to bipolar (BD), to compare the incidence and prevalence of BD between adolescence and young adulthood, to investigate the stability and implications of adolescent BD in young adulthood, and to assess the significance of subsyndromal BD (SUB). 


                                                          Introduction 
About half cases of bipolar disorder are diagnosed in women, and 3-5% of adult population is throughout to have bipolar spectrum disorder (Kessler et al.; 2005, Merikangas et al.; 2007). Still women with bipolar disorder probably bare a heavier burden of depression than men do (Rasgon et al.; 2005a). There is growing evidence that mood can vary significantly with a woman’s reproductive phases in both bipolar and non-bipolar women (Burt and Rasgon, 2004). Although the exact causes of this mood disorder are unknown, it is believed thar both environmental and genetic factors are involved. Numerous genes, each having a tiny impact, could be involved in disorder’s development. About 70-90% of the risk of developing bipolar disorder is due to genetic factors. Long-term stress and a history of maltreatment as a child are examples of environmental risk factors.








                                                   Methods 
Diagnostic evaluations were given twice to a sizable, randomly chosen community sample (n= 1507) during adolescence, and a second assessment was given to a stratified subset (n= 893) at the age of 24. Furthermore, in person interviews were held with every first-degree relative that was available. Five mutually exclusive groups-BD (n= 17), SUB (n=48). MDD (n=275), disruptive behaviour disorder (n=49), and no disorder (ND) controls (n=307)-based on diagnosis during adolescence were compared.
                                                       Ethical research
Bipolar disorder is a prevalent and debilitating psychiatric illness that often presents in a complex manner. It shares similarities with other, more typical conditions like anxiety and mood disorders (like major depressive disorder, attention-deficit/hyperactivity disorder [ADHD], posttraumatic stress disorder, and major depressive disorder). Drug use disorders, and personality disorders. For this reason, diagnosing it can occasionally be difficult, slow, or inaccurate. Late adolescence is when bipolar disorder usually first appears, and early adulthood is when its symptoms and need for treatment become clear. Finding treatments for the disorder that are consistently effective in preventing relapses is extremely difficult for many affected individuals, and studies of subjects treated over time reveal that a significant percentage of patients continue to experience symptoms despite receiving multiple medications and psychotherapies. While there may be some overlap, the acute depression and the avoidance of its recurrence differ from those for acute mania and the same. There are few pharmacotherapies with sufficient evidence to support them for hypomanic episodes in general or bipolar II disorder overall; in fact, U.S. Food and Drug Administration (FDA) has approved only one medication, quetiapine, for any phase or bipolar II disorder (and even then, only for the treatment of acute depressive episodes associated with it). Clinic decision-making is complicated by specific variations in the risks and benefits of several essential medications used to treat bipolar disorder in women, particularly those who are childbearing age. Patients may often be treated with multiple pharmacological treatments that are used “off-label” for their specific sign, including novel therapeutics, due to the complexity of bipolar disorder diagnosis, the chronicity of treatment typically needed for it, and the lack of effective treatment strategies for a sizeable part of patients that are evidence based over the whole illness. As a result, patients depend on their doctors to aid them in selecting therapies that could have range of serious side effects and to weigh those risk against the possibility of benefit or the repercussions of forgoing such interventions. Most practitioners have the best intentions when it comes to treating patients who have been diagnosed with bipolar disorder and trying to avoid doing any harm. The careful clinician must be aware of the potential ethical issues that may arise during the diagnosis of bipolar disorder, treatment selection, and communication with the patient about the treatment's goals, potential benefits, and risks. A patient’s ability to give consent, the use of forced treatment or hospitalisation, the discussion of co-occurring conditions, and the sharing of treatment risks and benefits –especially when the latter are not well-research –all present ethical challenges that must be handled in the clinic. This case study highlights several of the moral conundrums that often occur when diagnosing and treating patients with bipolar disorders. 



                                                                  Results 
The lifetime prevalence of BD was roughly 2% in young adults and 1% in adolescents. SUB had a lifetime prevalence of about 5%. By the age of 24, less than 1%of teenagers with MDD had “switched” to BD. While adolescents with SUB showed higher rates of MDD and anxiety disorders in early adulthood, adolescents with BD had increased incidence of BD from 19 to 23 years of age. Antisocial and borderline personality symptoms were more common in the BD and (SUB) groups. Adolescents with BD and SUB both showed significant impairment in psychosocial functioning and had higher utilisation of metal-health treatments at age 24 when compared to the ND group. Anxiety disorders and major depressive disorders (MDD) were more common in families of teenagers with SUB and BD. While the relatives' rates of SUB and borderline symptoms, the relatives of SUB probands had elevated BD.
                                                             Findings 
A high quality of life (QoL) goes beyond physical well-being. Fundamentally, quality of life (QoL) can be defined as the total of an individual’s physical, emotional, social, occupational, and spiritual well-being. However, defining QoL is a contentious issue that makes research on QoL difficult. “Individuals’ perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards, and concerns,” according to the World Health Organisation, is how QoL is defined. The more narrowly defined term “health-related quality of life” (HRQOL), which refers to aspects of person’s life that directly affect their health, and the more economically based “cost-utility” models of QoL can be distinguished from this broad, generic conceptualization of QoL. The knowledge that quality of life (QoL) can be highly subjective, possibly fluid, and prone to distortion, making it difficult to measure accurately and consistently, further complicates this field of study. However, an increasing amount of research writes down that quality of life (QoL) is significant measure of well-being, and that we ought to try to measure it when evaluating the health of our patients. according to estimates, patients with BD are typically not accurately diagnosed for at least ten years after developing a severe illness (Ghaemi et al., 2000). The highest risk of suicide is linked to untreated illness (Baldessarini et al., 2003; Ahrens et al., 1995). Furthermore, research has shown that recurrent major mood episodes are linked to persistent neurocognitive changes, refractoriness to treatment, comorbidity, and morbidity, higher rate of complications, and neuroanatomical changes (MacQueen et al., 2001; Duffy A. et al., 2009; Judd & Akiskal, 2003; Hajek et al., 2008). Treating early in the course may be linked to a better or more complete response and a simpler treatment regimen, though this is still up for debate. according to our preliminary research, affected offspring can tolerate and benefit from mood stabiliser monotherapy early in the treatment process (Duffy et al., 2007; Duffy et al., 2009). Furthermore, we are aware of the tragic gap that exists between the 15–25-year-old age group that is least well served and the high-risk period for the onset of major mood disorders (Waddell et al., 2002). We can find high-risk children early on, have the chance to engage these families, and shorten the time for a correct diagnosis and effective treatment by using families are the surveillance unit (based on affected first-degree relative) (Duffy, 2000; Harrington & Clark, 1998). A psychiatric disorder, most commonly attention-deficit/hyperactivity disorder (ADHD), major depression or dysthymia, and bipolar disorder were present in 51% of bipolar offspring. When compared to offspring without a psychiatric diagnosis, BD in offspring tended to be associated with earlier parental symptom onset. Offspring of bipolar parents with a history of ADHD in childhood were more likely to have BD than ADHD. Bilineal risk offspring showed higher levels of rejection sensitivity, lack of mood reactivity, and depressed and irritable mood, but they were not preferentially linked to higher levels of grandiosity, euphoric mood, or decreased sleep needs. Drawing from the findings from the most recent publication, we postulated that bipolar disorder could develop in a sequence of consistent phases, beginning with general non-mood disorders in childhood (such as anxiety), progressing to minor mood and adjustment disorders in early adolescence, major depressive episodes, and ultimately hypomanic/manic episodes. When viewed in the context of complementary findings from other independent longitudinal high-risk studies, the findings presented here have significant implications for furthering clinical and research efforts aimed at improving early correct diagnosis of bipolar disorder and finding important early interventions. As with other branches of medicine, in the first step in diagnosing a patient is to take a developmental approach by enquiring about the early natural history and progression of their psychopathology. Second, since bipolar disorder often arises in the setting of familial risk, a thorough family history should be obtained and used to find each symptomatic adolescent patient’s potential course illness as well as their response to treatment. In other words, family history offers a crucial prism or viewpoint to analyse otherwise generic clinical presentations. Third, a clinical staging model, as first presented by McGorry and associates in the context of schizophrenia, (McGorry, Nelson, Goldstone, and Yung30) offers a crucial framework to direct efforts at early intervention and prevention as well as research studies. A clinical staging framework offers a clear improvement over cross-sectional symptom-based approaches to diagnosis, just like in other areas of medicine. Finally, the nature of underlying pathophysiological process and, more specifically, the reason the surface clinical manifestations are relatively non-specific early development are intriguing questions posed by these findings. Investigating biomarker changes during development and clinical stages of illness in well-characterized samples of young people at substantial risk through tranlational research may shed light on these issues. 



                               Conclusion and recommendations
Adolescent BD was linked to unfavourable outcomes in early childhood and proved notable continuity across developmental stages. Adolescent SUB was not linked to a higher incidence of BD, but it was linked to unfavourable outcomes in early adulthood. A greater number of “pure” SUB cases need to be studied to draw firm conclusions about the unique clinical significance of SUB, due to the high rates of comorbidity with other disorders.
· Finding and treating adult bipolar illness in primary care
· Assessing adults in secondary care who may have bipolar disorder
· In secondary care, managing manic, hypomanic, and bipolar depression
· Long-term management of bipolar disorder in secondary care
· Encouraging healing and going back to primary care
· Finding, treating, and diagnosing bipolar disorder in adolescent
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