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Background

O Paediatric Bipolar | Disorder (PBID) (with an onset prior to 16) has become an area of
Intense clinical and research interest and the focus of considerable controversy regarding its
diagnosis.(®-3)

Results : Demographic details of confirmed cases n =24

_ _ 1.Prudhoe 13. Leeds
O Diagnosis poses challenges because of 2.Glasgow 14. Sunderland
a. Symptoms that may differ from those exhibited in qdulthood | | o 3.Birmingham 15. Tonteg
b. Co-morbid conditions e.g. ADHD, ASD, Conduct Disorder, anxiety disorders etc 4 London 16. Chester
O Increasing trend in the prevalence of BD among young people in the USA ©) 5.York 17. Leeds
O Early onset of Bipolar Disorder may be associated with a more severe course ©) 6.Newcastle 18. Solihull
O PBID may go unrecognised or mis-diagnosed and more needs to be done to raise awareness /.Sunderland 19. Surrey
about the condition in the UK and Europe 8.Hoglr_15IOW ;O. ant;al .
O There is no published research on the incidence of PBID in the UK 200 n L Slrerrn
. 10.Dublin 22. Newcastle
AULE y- 11.Hounslow 23. Newcastle
Primary Aim | 12.Johnstone 24. Newcastle
O Estimate the incidence of first diagnosis of PBID in children and adolescents under 16 years
old in the UK and ROI Figure 6. Location of confirmed cases 18 (75%) of confirmed cases are white
Secondary Aims British/lIrish
0 Determine symptom and diagnostic profile at presentation Results: Responses to questionnaire
O Frequency of co-morbid conditions, associated genetic and psychosocial factors
o Determine the short term and intermediate management strategies Episode Type
O Determine the clinical outcome (after 1 year) Depressed 6
Method Depressed/Mania 3
Participants Mixed 2
All (~=750) Consultant Child and Adolescent Psychiatrists (CCAPs) in the UK and ROI, Depressed/ Mixed 1
members of the Royal College of Psychiatrists (RCPsych) Depressed/Mania/Mixed "
Design
©s19 _ _ _ _ Depressed/Hypomania/Mixed 1
The study uses active prospective surveillance. Study duration — 13 months + 1 year follow _ |
up - start date September 2009 Figure 7. Number of cases previously YES TOTAL 14
Procedure presented with episode prior to diagnosis
O The Child and Adolescent Psychiatry Surveillance System (CAPSS) send out a yellow
surveillance card every month for 13 months to CCAPs asking them to report any new cases Psychotic features present YES n=11 (9 congruent, 2 incongruent) : NO n = 13
of PBD they have seen in the previous month.
Table 2. Frequency and type of co-morbid __ |
o Following a positive case report response the CCAP receives a 13 item questionnaire disorders miNcictentcoimoibtidiagnosts
(http://lwww.rcpsych.ac.uk/pdf/questionaireSPBD.pdf) compiled by the research team, =1 current co-morbid diagnosis
designed to gather demographic and relevant clinical information. For all valid cases, a e S s e o .
further brief questionnaire will be administered a year later to determine outcome. : : -2 GUTEL Ge-mieiol] elegieses
Anxiety 0 0 m 3 current co-morbid diagnoses
. . Child & Adolescent Child Psychiatric Surveillance Clinicians Section - Please Keep if Necessary ASD 5 3
CAPSS Surveillance Mechanism System Report Card  April 2009 [0794] Child & Adolescent Surveillance System Report Card
NOTHING TO REPORTD for cases seen in April 2008 ADH D 4 4
Specify in the box number of cases seen CODE No [ ] c . e
o Please NOTE the patient s name(s) or other identification :
[J Conversion disorder and KEEP THIS SLIP for easy reference when you are Conduct Disorder 3 4 No co-morbidity
(] Bipolar Disorder contacted by the investigator. —
] Early onset Schizophrenia N _ _ Tic Disorder 1 0 '
] Use of antdepressive drugs in depression Condition Patient Hospital No. Substance misuse 2 2
] Paediatric AutoimmuneNeuropsychiatric Disorders e
e %ﬁll:lifv |:> [] EarI)./ onset eéting.disorders
OFFICE Cards ] Multi personality disorder . _ . .
| Early onset delusions Table 3. Frequency and type of family history Figure 8. Number of confirmed cases
Respond Yellow Card Case YesNo ) Tourette's Syndrome Detach this Section Before Positing _ presenting with/without a co-morbid
Disorder 1st degree rel 2"d degree rel : :
diagnosis
: : : : Depression 10 1
Figure 1. CAPSS Surveillance Model Figure 2. Example reporting card _
Anxiety 1 1
Bipolar Disorder 1 7 : :
Results - R t 4 out f . . b _ Family history of mental
esults : Response rates and outcome ot questionnaires functional psychosis 0 4 health/developmental
| Substance misuse 3 0 disorder
Table 1. % reporting card response rate ) ADHD 0 2
South London __I'—H ASD 1 5
Overall North West —g :
- | Other 1 1
Northern & Yorkshire Repulsallctcr)]fclg:il\i:lnc: —
ou es —
Scotland . —_l_h
Anglia & Oxford |
Trent North London _—I'J-! None
West Midlands Wales = M respondents Chlorpromazine
Northern Ireland Northern Ireland ™ non-respondents Be”ZOdiaz‘;F;’;S
. a S
Wales West Midlands [ Haloperidol
North London U ATpIpEROLE = male
: Scotland [=H Quetiapine m female
Anglia & Oxford Northern & Yorkshire — QlliTE
South & West i Risperidone
Republic of Ireland 0 10 20 30 . Lamotrigine
Sodium Valproate
North Western Figure 3. Frequency of respondents and non-respondents to Carbamazepine
. . : e
South London questionnaires by region i
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Figure 9. Frequency of Hospital admission Figure 10. Prescribed medications
18
122 cases reported to date _ _
Discussion
16 A
0 This is the first study to estimate incidence of BD in under 16s in the UK and RO. It is also

14 ~

the largest prospective case series of Paediatric Bipolar Disorder from the UK.

69 completed
guestionnaires 53 awaiting 12 |

received to date return/confirmation (43%)
(57%)

0 Strengths of the study include active surveillance, a nationwide case ascertainment and a
prospective design which relies on clinician diagnosis rather than retrospective self report.
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. N The results are preliminary as 43% of questionnaires are still outstanding and the

surveillance continues for a further two months. Whether this pattern of results will persist as
we accumulate the remaining questionnaires is yet to be determined.
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YES - confirmed case n=24

BID Manic Episode (n=16;
7m: 9f) °

o BID Mixed Episode (n=8;
Pre-existing case n=9 2m: 6f)

Age>16 n=19
Diagnosis revised/ misreported n =5

“requency

NO - not a case (n=45)

N CAPSS is a new procedure which may take time to become established. Surveillance of
Paediatric Bipolar Disorder is the first study to use this as a stand alone system. We hope
that CAPSS will prove to be a valuable tool for investigating the epidemiology of rare
childhood mental health disorders and emulate the success of other surveillance systems
such as the British Paediatric Surveillance System (BPSU) which has been in operation for
25 years. The success of this new system depends on the good will of busy Consultant

Insufficient symptom duration (<7 days)n =26 Age range: 10 years — 15
Insufficient symptoms n =4 years 11 months

Substance misuse n =2 Median age: 15 years 4 0 -
months Manic Mixed Child and Adolescent Psychiatrists to complete and return the monthly reporting card even

when they have nothing to report and to return questionnaires if they report a new case.

Figure 5. Episode type and
Figure 4. Reported cases to date - July 2010 gender in confirmed cases
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