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Lithium Policy & Clinical Guidelines 

 
1.0 Background 

Lithium is a naturally occurring element which has been used for more than 50 years in the 

treatment of psychiatric illness. In recent times lithium has been used almost exclusively for the 

treatment of bipolar affective disorder and as adjunctive treatment of psychoses or treatment of 

refractory depression. The mechanism of action of lithium is not wholly understood but the 

efficacy of lithium is well established, reducing attempted and suicide rates by 80% in those 

with bipolar disorder. 

 

In December 2009 the National Patient Safety Agency (NPSA) issued a Patient Safety 

Alert1concerning the use of lithium. The NPSA responded to concerns that patients came to 

harm if there were failures in: 

 

a. Dose adjustments in response to lithium level test results. 

b. Patient counselling regarding known side effects or symptoms of toxicity. 

c. Management of lithium when interacting medicines were co-prescribed. 

d. Monitoring for potential long-term adverse effects of lithium. 

These guidelines have been developed as part of the response to the NPSA Patient Safety 

Alert. The guidelines describe the minimum standards to which adherence is expected when 

dealing with patients who take lithium for any indication and requires that blood test results are 

available at the point when clinical decisions are made. In May 2012, standardised regional 

guidance was introduced throughout Northern Ireland for the initiation and monitoring of lithium 

therapy. This guidance also aimed to formalise arrangements for lithium monitoring between 

community mental health teams and Primary Care. 

 

This protocol has been developed in support of the:  

 National Patient Safety Rapid Response Report: NPSA/2009/PSA005, “Safer lithium 

therapy‟1available at http://www.npsa.nhs.uk  and in line with current  

 NICE Guidance: NICE Clinical Guideline 38 – Bipolar Disorder; July 2006; NICE Clinical 

Guideline 23 – Depression amended April 20072.  

 

http://www.npsa.nhs.uk/
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2.0 Equality and Human Rights screening  
 
This policy has been screened under the equality legislation (Section 75 of the Northern Ireland 
Act 1998), targeting social need initiative, disability discrimination and the human rights act 
1998. No significant equality implications have been identified. Assessment attached. 
 

3.0 Scope of the Policy 

This protocol applies to all healthcare professionals that are involved in the prescribing, 

administering and/or supply of lithium for use in adults.  This protocol does not apply to the use 

of lithium in children. 

 

4.0 Clinical management of patient’s who take lithium 

 

4.1 Before starting Lithium  

 

Lithium is classified as an „amber‟ list medication. This means that treatment is initiated by a 

specialist (usually in secondary care), and responsibility for monitoring remains with the 

specialist until the patient is stabilised on the optimum dose. 

Before starting a patient on lithium the following baseline tests are mandatory: 

a. Urea & Electrolytes (U&Es) including eGFR, to check renal function. 

b. Thyroid Function Tests (TFTs). 

c. Body Mass Index (BMI)  

d. Waist Circumference. 

e. Blood pressure 

In individuals where cardiac risk factors are present, an electrocardiogram is indicated. In 

women of child bearing age, pregnancy should be excluded. The patient should be advised to 

use suitable contraception during treatment.  

Before starting a patient on lithium, the patient should receive written and verbal information 

outlining the following: 

 The rationale for use of lithium 

 How to take lithium e.g. the dose and frequency 

 The need for monitoring of lithium levels 

 The potential adverse effects of lithium 

 The need for monitoring for possible adverse effects of lithium 

 The need to maintain adequate hydration even when unwell 
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 The need to avoid interacting medicines particularly those directly available e.g. over-

the-counter non-steroidal anti-inflammatory drugs 

 The signs of possible lithium toxicity and how to seek help 

 The importance of adherence and high risk of relapse on stopping 

 The importance of effective contraception (in women of child-bearing potential) 

 To avoid significant changes in diet that affect salt intake. 

A dedicated Lithium pack (the “Purple Pack”), containing an information booklet, a dose record 

booklet and an alert card is available and should be provided to all patients taking Lithium. The 

doctor initiating lithium is responsible for issuing the patient with this pack, which is held by the 

patient. The doctor should explain to the patient the importance of carrying the alert card and 

monitoring booklet with them at all times, and keeping these documents up to date.  

 

4.2 On-going monitoring 

All patients taking lithium should continue to be monitored to ensure safe use. The specific 

monitoring requirements for lithium are summarised in: 

 Appendix 3 – Shared Care Guidance  

 Appendix 4 – Initiation and Monitoring Care Pathway.  

 

Monitoring in the community is either:  

 entirely within in the Recovery Team (Pathway 1),  

 shared with Primary Care (Pathway 2) or  

 entirely within Primary Care (Pathway 3). 

 

4.3 Communication with Primary Care   

The results of initial assessment tests and all monitoring will be included with the referral 

documentation from consultant psychiatrist to primary care prescriber at the point of 

commencing the shared care agreement.  In addition, any changes to patient‟s lithium 

treatment, or the commencement of interacting medication, should be communicated to the 

patients GP. This can be done on the appropriate proforma as per the care pathway (Appendix 

2). Written results should be sent to the relevant GP within 2 weeks of blood testing. 
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5.0 Responsibility / Roles of professional teams 

 

5.1 General Practitioners 

All patients in the Western Trust on Lithium should be on the local Lithium register at both their 

GP practice and Community Mental Health Team. For those patients on Pathway 2, the G.P. 

should ensure that tests required under the shared care guidance are carried out and the 

results acted on appropriately and communicated to the consultant psychiatrist. 

 

Patients should be reviewed regularly by their GP including, as a minimum: 

a. An annual physical health check to include recording of body mass index and blood 

pressure 

b. Monitoring on Pathway 1,2 or 3 as agreed with secondary care (Appendix 2) 

c. Consideration of possible interactions when issuing new prescriptions. 

The GP should satisfy themselves that appropriate monitoring is being conducted and may opt 

to manage the blood monitoring as per Pathway 2. 

 

5.2 Community Pharmacy 

Community Pharmacists dealing with a prescription for lithium should satisfy themselves that it 

is safe to issue the medication before they do so. Where a potential interaction between lithium 

and a newly prescribed item is identified this should be discussed with the prescriber as a 

matter of urgency. Any medication should only be withheld from the patient where there is a 

clear and defined risk of patient harm. The Pharmacist should ask the patient if they are 

attending for regular blood testing and prompt the patient to do this if it is apparent that this is 

not in place. 

 

5.3 Hospital Pharmacy 

Hospital Pharmacists dealing with a prescription for lithium should satisfy themselves that it is 

safe to issue the medication before they do so. Where a potential interaction between lithium 

and a newly prescribed item is identified this should be discussed with the prescriber as a 

matter of urgency. This is of particular importance when a patient taking lithium is being 

managed in a non-specialist area e.g. a medical or surgical ward. 
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6.0 Prescribing Lithium 

For all patients taking lithium who are admitted to the Trust, lithium levels should be reviewed 

upon admission to ensure it is safe to continue therapy. If the patient has had a recorded 

lithium result within the target therapeutic range (0.4-1.0mmol/l) within the last three months, 

lithium levels do not need to be measured on admission unless: 

 the dose has been changed 

 renal function has deteriorated 

 toxicity is suspected 

 an interacting medication has been commenced 

 poor concordance with medication is suspected. 

 

All patients taking lithium should carry a record book which details dose and brand of lithium 

the patient takes, and results of blood tests (lithium level should be routinely done every 3 

months, renal function and thyroid function should be done every 6 months). Ask to see this 

booklet when a patient is admitted. 

 

Lithium levels should routinely be taken 12 hours post dose. Most patients take lithium in the 

evening, therefore samples should usually be taken in the morning (if a patient takes lithium at 

22.00, levels can be checked at 10.00 the following morning). 

 

Prescribe using brand name as well as generic name. Patients should be maintained on the 

same brand and dose of lithium (unless toxicity is suspected or proven) i.e. Lithium carbonate 

tablets (Priadel) 400mg nocte. If a brand or preparation of lithium is swapped, for example 

switching from tablets to liquid for a patient with swallowing difficulties, then weekly lithium 

levels should be recorded, similar to lithium initiation guidance. 

 

Inform the patient of any changes in their lithium treatment and provide appropriate written and 

verbal information. 
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7.0 Medicines that interact with lithium 

Most cases of lithium intoxication occur as a complication of long-term therapy and are caused 

by reduced excretion of the drug due to a variety of factors including dehydration, deterioration 

of renal function, infection, and co-administration of interacting medication. 

 

Diuretic medications, especially the thiazides (e.g. bendroflumethiazide), ACE inhibitors and 

angiotensin II inhibitors can significantly increase levels. If no alternative is available and an 

interacting medication is necessary then lithium levels and renal function should be monitored 

carefully (e.g. weekly until stabilised). Inform the patient of the interaction and the requirement 

for increased monitoring. 

 

Non-steroidal anti-inflammatory drugs (NSAIDs) can increase lithium levels and risk of toxicity 

therefore should be avoided if possible. Patients should be advised to avoid over-the-counter 

NSAIDs and aspirin. Paracetamol can be recommended if simple analgesia is required. 

For a full list of interactions, refer to appendix 1 of the BNF or contact a pharmacist for advice. 

 

8.0 Pregnancy and Lactation 

Due to the risk of teratogenicity the BNF recommends avoiding lithium in the first trimester of 

pregnancy. Dose requirements may be raised in the 2nd and 3rd trimester, returning to normal 

following delivery. There is some risk of toxicity in the neonate. In all cases discussion with 

consultant psychiatrist is advised to carry out a careful risk-benefit analysis of ongoing lithium 

therapy. Lithium is excreted in breast milk and should therefore be avoided. 

 

9.0 Lithium toxicity and dehydration 

The usual therapeutic range for lithium in adults is 0.4 – 1.0mmol/L (0.4-0.8mmol/L in older 

people). Symptoms of toxicity usually occur when the blood lithium concentration is greater 

than 1.5mmol/L and can include: 

 Severe nausea, vomiting or diarrhoea 

 Coarse tremor 

 Myoclonus (unexplained involuntary jerks) 

 Blurred vision 

 Drowsiness 

 Confusion 

 Convulsions 

 Renal failure 

 Arrhythmias 
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If any of the symptoms of toxicity occur then plasma lithium levels should be checked and the 

patient re-hydrated with an increased sodium intake if necessary. Levels of 2mmol/L or more 

require urgent treatment, as detailed in the Emergency Treatment of Poisoning in the BNF.  In 

the Western Trust, lithium levels of >1.0mmol/L will be urgently communicated to the referrer 

from the biochemistry laboratory.  

 

10.0 Monitoring 

10.1 Renal function 

Long term treatment with Lithium may result in impaired renal function, as a result of 

permanent changes in kidney histology and both reversible and irreversible kidney damage. 

Advice from renal physicians should be sought, and dose reduction should be considered. 

 

10.2 Thyroid Function 

With long term therapy, hypothyroidism is common and may return to normal on 

discontinuation of lithium. However, as hypothyroidism is straightforward to treat, it may be 

recommended to commence levothyroxine replacement therapy alongside lithium. 
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11.0 Lithium and Surgery 

Lithium should be discontinued 24 hours prior to major surgery. Lithium need not be 

discontinued prior to minor surgery. However, careful monitoring of fluids and electrolytes is 

needed (see below). When considering whether surgery is major or minor take into account 

duration of anaesthesia, co-morbidities and anticipated fluid loss. 

 

There is no evidence of significant interaction between lithium and anaesthetic agents, 

although lithium may prolong the action of muscle relaxants. 

 

Lithium treatment can cause polyuria in some patients. If fluid intake is restricted this can lead 

to dehydration which reduces lithium clearance and increases the risk of toxicity. Patients who 

have lithium-induced polyuria should be given parenteral fluids the night before their operation, 

thus preventing dehydration and lithium toxicity. 

 

Lithium should be recommenced post-operatively as soon as kidney function and fluid-

electrolyte balances have normalised. The patient should usually be eating and drinking again 

normally at this point. It is possible to restart at the patient‟s usual dose if lithium has only been 

omitted for less than 5 days. The lithium level should be checked 5 – 7 days after restarting. 

 

12.0 Patient information and record books  

Patients should be instructed to carry the alert card with them at all times and to ensure they 

have the record book with them whenever they see their Consultant or GP, when requesting a 

prescription or having one dispensed, or when admitted to hospital.  

Any patient who is prescribed lithium but who does not have the information leaflet, record 

book or alert card should be issued one as soon as possible. Supplies of these materials can 

be obtained from the lithium clinic or BSO. 
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APPENDIX 1 - HSC Pathway 1,2,3 
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APPENDIX 2 – On-going Communication Proforma 
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APPENDIX 3 – Shared Care Guideline 
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APPENDIX 4 – Lithium Initiation and Monitoring Care Pathway 
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