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Foreword

IF YOU HAVE BOUGHT or are considering buying or reading this book, a child you care about has probably been given the diagnosis of bipolar disorder. Or perhaps a professional has entertained the diagnosis in your child. Or perhaps one form or another of the media has exposed you to the term bipolar disorder and its symptoms as they might appear in children or adolescents and you want to know more. Considering the subject barely warranted a chapter in a textbook 20 years ago, it is a testimony to the growth of interest in this condition in young people that there are now a burgeoning number of popular books on the subject.

However, interest in the subject of bipolar disorder in children isn’t new. Indeed, 50 years ago one could find papers in professional journals arguing about the occurrence and manifestations of manic depression (the older term) in young people. The interest has mirrored, to some extent, the discovery of treatments, effective in adults, that are hoped to be effective in children. Such was the case in the late 1940s and early 1950s and is the case now.

In my clinical experience, people greet the diagnosis of bipolar disorder with widely varying responses. One is dread. The idea that a child could possibly have a lifetime disorder, dooming them to taking medication “for the rest of their lives,” can be sobering. Another is relief. “Now that we know what is wrong, we can give the child a medication and s/he’ll be fine!” Part of the current popularity of the diagnosis appears to be related to the “no fault” clause inherent in a genetic disorder where one doesn’t have to feel blamed for the fact that a child has inherited whatever it is that causes bipolar disorder. For those inclined to feel guilty, of course, one feels guilt at having perpetuated the gene(s).

When the effectiveness of lithium for treating manic-depressive illness/bipolar disorder was understood 40 years ago, the mental health profession did its usual hammer and nail routine. (When your only tool is a hammer, everything looks like a nail.) While this medication revolutionized (and continues to revolutionize) many lives, it became clear that not everyone with episodes of mania and depression responded to acute lithium treatment. Antipsychotic medications were needed to help subdue the manic periods. Antidepressants sometimes helped depressive episodes, though sometimes at the cost of inciting another mania. Early experience with both lithium and antipsychotics in children with mania look-alikes did not encourage us to think that a magic bullet had been found for the condition in children, either.

The efforts to find and treat bipolar disorder uncovered the fact that a wide variety of problems could be subsumed under the umbrella of bipolar disorder, and interest has grown in finding other treatments for the condition. Those of us who treat young people have long been aware of the fact that any serious disorder that starts in childhood represents a special challenge and special opportunity. The disorder is usually more complicated to diagnose, more protracted when it occurs, and often more difficult to treat, but the opportunity to decrease and prevent long-term suffering is even greater than in adults. Thus, there is sometimes an enthusiasm to label and treat even though the knowledge base isn’t as solid as we would like. We simply cannot put the child on ice until all the data are there to be sure. On the other hand, it is the wise consumer who understands the shortcomings of our knowledge base.

Dr. Birmaher’s book is thorough, accurate, and enlightening. He brings to it a combination of many years of research and clinical treatment of children with mood disorders. The book is substantial because the subject matter is not easy to summarize. The diagnosis is not simply a check-off list of symptoms. The treatment isn’t simply the administration of a drug. Although the disorder is largely genetic, families have the responsibility to treat it. And the flip side of a genetic disorder is that parents often have it as well, which additionally complicates treatment.

The final message of the book is a refrain that underlies virtually all medical conditions in the twenty-first century. The consumer must be informed enough to know what the issues are, what questions need to be asked, and what the limitations are to our knowledge base. And because one’s clinician should be at least one step ahead of the consumer, Dr. Birmaher’s book is a must-read not only for people who might have a child with bipolar disorder, it is also a must-read for the mental health professionals caring for such disorders.


Gabrielle A. Carlson, M.D.

Professor of Psychiatry and Pediatrics

Director, Child and Adolescent Psychiatry

State University of New York at Stony Brook
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Introduction

WHEN I WAS FIRST offered the opportunity to write this book, I hesitated, thinking, “Who needs another book about bipolar disorder?” However, the more I considered it, the more enthusiastic I became, eager to share with you over two decades of my clinical and research experience with children, adolescents, and adults with various psychiatric disorders, including bipolar disorder. This is my chance to summarize what we know, what we do not know, and the current controversies regarding bipolar disorder in children and teens from the perspective of a child psychiatrist who is in the “trenches,” evaluating and treating youth with bipolar disorder as well as conducting leading research with this population.

My parents used to tell me that the best of all universities is life. Years of practice have taught me to simplify the diagnostic process and treatment of youth with psychiatric disorders and to become a partner with parents in the treatment of their children. I see myself as a “coach” and the parents as “coaching assistants,” helping the child “play” through life. However, for parents to become partners, they need to be up-to-date on the clinical manifestations, outcome, consequences, and treatment of bipolar disorder. These are the main objectives of this book. I believe that I will have accomplished my goal if you read this book and, at the end, you are able to say, “I understand the controversies regarding the diagnosis and treatment of children with bipolar disorder, and I am better equipped to make knowledgeable decisions about the diagnosis and treatment of my child. This book is like a road map to guide me through the rough course of managing my child’s bipolar disorder.”

WHO WILL BENEFIT FROM THIS BOOK?

This book is written for you—the parents of a child who has been diagnosed with bipolar disorder or who has symptoms that make you wonder if he or she might have this complex psychological condition. By understanding the manifestations, causes, long-term outcome, and treatment of bipolar disorder in youth, you can become active partners in your child’s treatment. You will want to understand what is happening in order to stay actively involved and help define a viable solution for your child.

Although this book is mainly written for parents, its simplicity and thoroughness will benefit highly motivated children and teens, grandparents and other relatives, mental health workers, psychiatric residents, psychologists, medical students, psychiatrists, teachers, and other people interested in learning about bipolar disorder in youth.

WHAT WILL YOU LEARN?

The primary goal of this book is to provide you with a summary of what we know and what we do not know about bipolar disorder in children and teens. The book is divided into four sections, each focusing on different aspects of bipolar disorder:

About Bipolar Disorder

The first two chapters describe the diagnosis of bipolar disorder in children and the differences among bipolar disorder, other psychiatric disorders, and normal mood and behaviors. Chapter 3 focuses on the course and outcome of bipolar disorder in youth, and chapter 4 reviews the causes of bipolar disorder.

Assessment and Treatment of Bipolar Disorder

Chapter 5 outlines the assessment process, including the information you should observe or obtain in preparation for the initial and subsequent appointments. Chapter 6 details the current biological treatment (medications and other types of treatments) and how to manage the side effects of the medications, while chapter 7 reviews psychosocial therapy (talking therapy and counseling). Chapter 8 focuses on integrating pharmacological and psychosocial therapies to treat acute symptoms and to prevent or at least diminish recurrences of bipolar disorder, and it emphasizes the importance of education and support for the treatment of children and teens with bipolar disorder. Chapter 9 explains the treatments of other psychiatric disorders that often accompany bipolar disorder. Chapter 10 describes the recognition and response to suicidal ideation and behaviors that often occur in youth.

Other Helpful Tips

Suggestions to manage your child’s behavior problems at home and school and how to help your child with his or her academic problems can be found in chapters 11 and 12. Chapter 13 deals with handling your child’s health insurance issues.

Appendices

In the appendices, you will learn about clinics that specialize in the assessment and treatment of bipolar youth and national organizations, Web sites, and books for parents, children, and clinicians regarding bipolar disorder and related issues. Current research studies and some references of published works about children and teens diagnosed with bipolar disorder are also listed. Finally, some questionnaires that may be useful in evaluating your child’s mood, anxiety, and behavior problems are included.

It is my hope that the information provided in this book will help parents and other caretakers develop more realistic expectations regarding their child’s disorder and treatment program to make educated decisions about the treatment of bipolar disorder in children and teenagers.

Note: Throughout this book, the words “child” and “youth,” unless otherwise indicated, imply both children and teens. All clinical cases presented in this book describe actual patients, but their identities have been changed to protect confidentiality.


CHAPTER 1

Does My Child Have Bipolar Disorder?

[image: ]

MARK IS A TEEN who has been experiencing severe mood swings, fluctuating between extreme sadness and extreme happiness, since early childhood. During periods of sadness, Mark is irritable and gets in frequent arguments with his parents and teachers. He has a hard time concentrating, feels tired, and spends much of his time sulking alone in his room. Often, during these episodes of depression, he feels so miserable that he considers committing suicide.

After several weeks of feeling very down, Mark suddenly, without any warning or apparent reason, becomes exaggeratedly happy for one to two weeks. During periods of an elevated or “high” mood, he becomes very talkative, impulsive, and so energetic that he needs to sleep only a couple hours a night to feel rested the next morning. He usually also feels invincible, to the point of putting himself in dangerous situations such as driving recklessly on the freeway. Like approximately 1 percent of the teenagers1 in the United States (or about 400,000 teens), Mark is experiencing typical symptoms of bipolar disorder.2,3

Formerly known as manic-depressive illness, bipolar (bi, meaning “two”) indicates that mood cycles or swings between two opposite poles: mania and depression. A child’s mood is like a roller coaster with unpredictable ups and downs or highs and lows. As an analogy, when a child is in the “north pole,” she or he experiences an episode of mania or “high” mood and, in the “south pole,” an episode of depression or “low” mood.


Formerly known as manic-depressive illness, bipolar (bi, meaning “two”) indicates that mood cycles or swings between two opposite poles: mania and depression.



Bipolar disorder is a lifelong illness that affects approximately 1 percent of the world’s adult population of all sexes, ethnic backgrounds, and economic levels.1–5 It is most interesting that up to 60 percent of adults with bipolar disorder report experiencing symptoms of the disorder as children. For example, they remember having had long periods of being extremely quiet or isolative, with poor concentration and low motivation. Other times they felt excessively active, outgoing, talkative, and even bossy or very silly. Still, until recently, many professionals did not believe that young people could have bipolar disorder.

Children and teens with bipolar disorder have been frequently misdiagnosed with other psychiatric conditions, such as attention deficit hyperactivity disorder (ADHD) or behavior problems, or parents were blamed for their children’s misbehaviors. However, thanks to the recent interest and research in bipolar disorder in youth, it is now clear that this disorder can affect a person at any age.


The Cost of Bipolar Disorder

Bipolar disorder is very costly to the individual, the family, and society in general. It is ranked among the ten most disabling conditions in the world, but up to 40 percent of adults with bipolar disorder and an even higher percentage of youth go untreated. Moreover, it typically takes approximately 8 to 10 years after the first signs of bipolar disorder to receive the appropriate diagnosis and treatment.2,3



Recent media attention has helped parents and professionals become more knowledgeable about the problem of children and teens with bipolar disorder, but it also has created some alarming misconceptions regarding symptoms and treatment of childhood bipolar disorder. Parents of children with severe behavior and mood problems are bringing their sons and daughters in for evaluation, but at our clinic we are finding that only around 50 percent of all children and teens referred for assessment actually have the disorder. The remainder of the children have other psychiatric disorders that mimic bipolar, such as ADHD, anxiety disorders, oppositional defiant, conduct disorders, or Asperger’s disorder (mild autism). (These will be discussed further in chapter 2.)

Separating the diagnosis of bipolar disorder from these other similar disorders is critical. Unfortunately, laboratory tests and/or specific brain exams for diagnosing bipolar disorder do not yet exist. We can rely only on direct observation of a child’s behavior and moods during clinic visits. But observations during an appointment are limited by time and by the fact that children usually do not show their symptoms in the office unless their disorder is severe.

If your child is misdiagnosed with bipolar disorder, he or she will be treated with medication specific for bipolar management, which will, as expected, fail to help and will expose your child to unnecessary medication side effects. Conversely, if your child has bipolar disorder and is not correctly diagnosed, he or she will be treated with inappropriate medications and may suffer needlessly for many years. Therefore, it is crucial that you are aware of and understand the symptoms and subtypes of bipolar disorder discussed in this chapter and become familiar with the controversies regarding its diagnosis. With this information in hand, you can better work closely with your child’s clinicians to accurately assess your child’s symptoms. If untreated or inadequately treated, bipolar disorder can affect the normal cognitive thinking and the emotional and social development of a child, increasing the risk for suicide, legal problems, and abuse of illegal drugs.

Before discussing the symptoms of bipolar disorder in children and teens, it is important that you understand the fact that the severity of symptoms may vary greatly from child to child. The situation is similar to a case of the flu. If your child has mild flu symptoms with no fever, he or she can still run around and enjoy normal activity. On the other hand, a severe case with fever, muscular pain, and chills will keep your child in bed. The same range of symptoms is found in bipolar disorder; they can be mild, moderate, or severe. The decision for treatment depends mainly on whether the symptoms affect the child’s normal development and functioning at home, at school, and with his or her friends.


The Meaning of Clinician

The word clinician, unless otherwise specified, includes child psychiatrists, psychologists, and other mental health-care workers.



Although we know that bipolar disorder exists in children and teens, there is controversy regarding the way the symptoms appear in youth. Several studies are ongoing to clarify these diagnostic issues. Until further research is completed, many researchers and clinicians believe that the symptoms of bipolar disorder in young people may be divided into the groups and subgroups described in this chapter and summarized in the text box, “Bipolar Disorder Symptoms in Children and Adolescents.”


Bipolar Disorder Symptoms in Children and Adolescents

The following is a general summary of ways that the symptoms of bipolar disorder may appear in children and adolescents:3,7


•  Typical. Children with typical periods of mania, hypomania, depression, mixed (mania and depression), and rapid cycles (rapid cycles of mania and depression).

•  Typical, short duration. Children with typical bipolar symptoms, but the symptoms only occur for short periods of time.

•  Severe mood lability. Children without typical symptoms, but with severe mood lability, irritability, mood swings, temper tantrums, impulsivity, and hyperactivity.





TYPICAL OR CLASSICAL SYMPTOMS OF BIPOLAR DISORDER

The typical or classical bipolar disorder is manifested by repeated episodes of mania, hypomania, depression, or subtypes that include mixed episodes and rapid cycling. Look carefully at the descriptions of each of these symptoms that follow to help you determine if your child’s symptoms fall in this “typical” category.


Symptoms of Mania

According to the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV), mania is indicated by the following symptoms:


•  Persistent elevated, expansive, euphoric, or irritable mood for at least 1 week and at least three (four if the mood is irritable) of the following symptoms:


•  Inflated self-esteem or grandiosity

•  Decreased need for sleep

•  Talkativeness

•  Racing thoughts

•  Distractibility

•  Increased activity or agitation

•  Daring behaviors



•  These symptoms are impairing the child’s academic, social, or family functioning.

•  These symptoms are not due to other psychiatric and medical conditions.1





Episodes of Mania

Symptoms of mania include persistent elevated, expansive, euphoric, or irritable mood for at least one week and at least three (or four if the mood is irritable) of these symptoms: (1) inflated self-esteem or grandiosity, (2) decreased need for sleep, (3) talkativeness, (4) racing thoughts, (5) distractibility, (6) increased activity or agitation, and (7) daring behaviors. These symptoms are severe enough to impair the child’s academic, social or family functioning.1 (The symptoms of mania are summarized in the text box, “Symptoms of Mania.”)

Episodes of mania, which are distinguished by high energy levels, will affect your child’s mood (feelings), cognition (thinking), behavior, and some biological functions (sleep, appetite, sexual drive) and impair his or her functioning and normal development.

Mania: Mood

During periods of mania, your child’s mood will be elevated or very irritable. He or she can become very silly, goofy, bold, and overly happy. Of course, it is normal for children and teens to be silly or happy at times. Everyone gets excited when hearing good news, receiving an award, going to a party, departing on vacation, or sharing a special event with a group of friends. However, in the case of mania, the elevated mood or excitement is above and beyond what is expected for the child’s age and out of proportion to whatever is happening.


Episodes of mania, which are distinguished by high energy levels, will affect your child’s mood (feelings), cognition (thinking), behavior, and some biological functions (sleep, appetite, sexual drive) and impair his or her functioning and normal development.



Extreme happiness or elevated mood is called euphoria or elation. Euphoria is very noticeable, even by the child’s companions. A friend of a euphoric child may ask whether she or he is on drugs. While euphoric, children may also feel on top of the world, with high self-esteem and overconfidence. They may think that nothing bad can happen to them, that they are better than others, and often they appear very bossy. These children may persistently laugh in class or become very humorous at inappropriate times. Initially, their laughter may seem amusing to others, but after a while this behavior becomes annoying. The euphoric child is out of control and cannot stop talking, laughing, or acting out.

During a manic episode, irritability and short temper are also symptomatic, particularly when the child feels misunderstood (if he or she is interrupted or feels frustrated). In these cases, your child can become verbally or physically aggressive and exhibit severe temper tantrums.

Ten-year-old Larry is a child who has manic episodes. He begins laughing for no apparent reason, making jokes at inappropriate times during school, and is constantly joking with family and friends. Larry frequently talks about feeling “supergreat.” He “gets into people’s faces” and is constantly interrupting. When asked to be quiet, he becomes irritable, swears, and oftentimes gets into fistfights.

Another example of childhood mania is found in the case of Rachel, a 12-year-old. When she becomes euphoric, she gets very silly. Although she is naturally outgoing, she laughs without control and makes sexual jokes during class. At the mall with her friends, she gets even more excitable, making inappropriate noises and talking very loudly. Her girlfriends were the first to notice these changes in her mood because Rachel was not able to control herself whenever they would ask her to be quiet.

Mania: Cognition (Thinking)

Since the high-energy state produced by a manic episode affects all psychological functions, the mind works or runs very fast. So many thoughts may simultaneously pop into your child’s mind that he or she becomes unable to think or express ideas clearly. Manic children jump from one topic to another, symptomatically known as having a more than passing “flight of ideas.” Topics may be connected, but seldom do they have any relationship.

During periods of mania, it is impossible for your child to carry through with any train of thought because he or she is so easily distracted. A manic child may change subjects quickly or have ideas that are unrealistic and/or unfeasible. Or, perhaps, the manic episode may be so intense that the child’s ideas become disorganized.

For example, when 16-year-old Mary talked about her vacations, she answered too quickly and without finishing her sentences: “I went swimming. The waves were … I love the … It was lovely to dance at the nightclub, but the airport so … The music was cool.” At first, although she was talking quickly and in fragments, all the issues were related to her vacation. However, as the mania got worse, she switched to talking about school and the weather just a few seconds later, then a television program, the physician’s tie, and her relationship with her boyfriend.

During periods of mania or hypomania, children can also be very creative, inventing something new, creating poetry, a painting, or a song. As discussed further in chapter 3, many people with bipolar disorder are known to be great artists and inventors. For example, when Suzanne, age 13, begins to have manic symptoms, she can accomplish all her weekly homework in the space of a few days. She writes beautiful poems and paints excellent pictures. Similarly, John can build great cars and airplane models when he is mildly manic. Unfortunately, when the symptoms of mania or hypomania get worse, the child’s functioning deteriorates. For example, when Suzanne becomes more manic, it is impossible for her to concentrate more than a few minutes at any given time. Her writing then becomes disorganized and illegible, and she makes no sense. John’s creativity, too, is affected by worsening symptoms; then he puts the pieces together incorrectly and eventually destroys or abandons the model altogether.


During periods of mania or hypomania, children can also be very creative, inventing something new, creating poetry, a painting, or a song.



While manic, children and teens usually have poor judgment. This lack of judgment, coupled with their impulsivity, can have disastrous consequences. They may do things that are out of character and may even end up breaking the law. Some become involved in robberies, vandalism, or poor business enterprises. Others become irresponsible in handling money. This symptom is illustrated by the following cases: Harry’s relatives gave him a total of $200 for his middle school graduation; he spent it all in just 30 minutes buying candy. Jamal, a 16-year-old boy, stole two cars and wrecked them without ever thinking about the consequences of his acts. Seventeen-year-old Maria had been saving her money for years; she spent all her savings on different types of musical instruments that she could not play. Sixteen-year-old Allen purchased six pairs of designer shoes, not all of which were his size.

During a manic period, your child may have increased self-esteem and unrealistic beliefs in his or her abilities to the point of feeling invincible. These children may dare to do things they would not normally consider. They usually feel that nothing bad will happen to them. They may cross the street without watching for cars, jump off the balcony of an apartment building, drive their car at record speeds, or do dangerous stunts on their skateboards or bicycles. Sam, for example, was feeling very “high” and confident in class. He did not like how his teacher was explaining gravity. He stood up and began to “explain” Einstein’s theories to his friends. Another student, Mike, went to talk with the school principal about firing the science teacher when that teacher interrupted him in class. Kathy’s impulsivity and lack of judgment led her to spend her last dime on an airplane ticket to Paris and then return later the same day when she decided the weather in Paris was “too cold.”

In severe cases, children and teens may become delusional (holding false beliefs or ideas that are not shared by their relatives or community and that are very difficult or impossible to change even with reasoning). In some cases, we classify these children as having a manic episode with psychotic features. The most common delusions during the manic period are grandiose delusions or ideations (an exaggerated or unrealistic belief that the person is very important, has special powers, or is on a particular mission) or paranoid ideations. For example, while Pedro, a 15-year old boy, was in a manic phase, he developed grandiose ideations and thought he was the Messiah. He misinterpreted other people’s remarks and the way that people looked at him. Pedro thought people were looking up at him with awe because they “knew” he was the Messiah. Pedro would say, “Everyone’s looking at me because they know I am their salvation. Don’t you see that guy nodding his head? Of course you do! He’s approving of what I am saying to you.” When people looked at him, Pedro grew more suspicious and thought that they were after him. He could not sleep at night because he set his alarm clock to sound every thirty minutes to alert him to check the sky “for a divine sign” or to check if people were waiting outside to see him.

Mania with psychotic features can also be diagnosed when a child is experiencing hallucinations. The child can see, hear, and, at times, smell or feel things that other people do not experience. Nora “heard” the voice of an old woman day and night telling her that she would be the most important person in the world. Sixteen-year-old Josh “heard” and “saw” a man who told him that he could take as many objects from a retail store as he wanted because he was the owner.


Delusions Versus Normal Fears

It is important to differentiate between delusions and normal fears and normal fantasies or imagination, particularly in young children.



Mania: Behavior

The high level of energy experienced during an episode of mania increases a child’s activity level. Your child may be very agitated and unable to sit still, pacing or running about. During a manic state, John cannot sit quietly for a minute; he cannot go to school, church, or restaurants because he runs, touches everything, and disrupts others. Dave keeps jumping in his bed until 2 or 3 A.M. and sings for hours. Allison never seems tired; she is very active, keeps phoning her friends late at night, and repeatedly cleans her parents’ house to keep herself busy. When Allen gets manic, he spends hours cleaning his room and then he cleans the kitchen, the garage, and his parents’ bedroom. During manic episodes, children can also become very talkative and get into trouble because they cannot stop talking at school or in other places where proper decorum is indicated, such as houses of worship.

Mania: Biological Functions

During a manic episode, the energy level is so high that your child’s need for sleep is sharply decreased. When Ed, age 9, is in a manic episode, he needs only 1 to 2 hours sleep per night. He plays video and computer games, takes showers late at night, and phones his friends at 2 A.M. When he gets up the next day, he claims not to be tired at all. He runs around, talks fast, and has many ideas about how his favorite football team should play.

During an episode of mania, appetite can increase or diminish, but sometimes the child becomes so hyperactive that he or she does not seem to have the time to sit and eat. Children and teens are also prone to hypersexuality without any prior history of sexual abuse or exposure to X-rated movies. While 16-year-old Cori was in a manic episode, she had unsafe sex with multiple partners, some of whom were peers at school and others people she did not even know. Mary behaved similarly and knew that her behavior was wrong, but she had no control over herself. When her manic phase was over, Mary experienced profound guilt and shame. She became suicidal and dropped out of school.

Another example is John, a 14-year-old who began to make persistent sexual remarks to his sister and sometimes touched her buttocks and breasts. Ed frequently “humps” other people’s legs during a manic period as if he were a dog. Another 15-year-old boy masturbates at home in the family room, even in the company of his parents. Sometimes when manic, he touches his mother and sisters inappropriately. After the manic episode subsides, these boys all feel ashamed of their behavior.

Episodes of Hypomania

Hypomania has symptoms similar to the ones described for mania, but they are less intense. Hypomania affects your child’s functioning less extensively than a manic episode. In fact, sometimes hypomanic symptoms may even improve his or her ability to function because the hypomanic individual is better able to concentrate, often works harder, and is more creative, more outgoing, and social.

For example, when Helene is hypomanic, she is humorous and gregarious, functions on little sleep, and performs at a high level at school. Normally shy, when hypomanic she is extroverted and enjoys being the center of attention. At this time she also is her most creative and energetic. Her friends see the change and question her about her use of drugs. In class, she sometimes babbles incessantly, laughs too much, and gets in trouble, but she is still functioning and does not have to be removed from the classroom.

Episodes of Major Depression

In contrast with mania, major depression is manifested by low energy levels that permeate your child’s mood (feelings), cognition (thinking), behaviors, and biological functions (sleep, appetite, and sexual drive). (The symptoms of major depression are summarized in the text box, “Symptoms of Major Depression.”)


In contrast with mania, major depression is manifested by low energy levels that permeate your child’s mood (feelings), cognition (thinking), behaviors, and biological functions (sleep, appetite, and sexual drive).



Depression: Mood

During phases of depression, bipolar children are sad and/or very irritable. They do not enjoy activities that they usually like (or enjoy much less), such as dancing, playing sports, and reading. They may not complain about being sad, but they may be whiny, tearful, and constantly complaining about being bored. The motivation to do things, in particular those things that require some effort or sustained attention (such as homework), is diminished or absent. For example, Ryan, a 10-year-old, denies being depressed but does not enjoy activities that he once loved and becomes easily bored. He has a very low tolerance for frustration and has severe recurrent temper outbursts. These tantrums usually are triggered by minor problems but can also occur without an apparent reason. During the depression phase, your child may experience high levels of anxiety or an exacerbation of prior anxiety problems, such as difficulty separating from parents, extreme shyness, and episodes of acute anxiety or panic attacks (sudden palpitations, shortness of breath, pressure in the chest, abdominal pain, headaches, and tremor). In addition, your child may experience exaggerated feelings of guilt for minor faults.


Symptoms of Major Depression

The DSM-IV states that major depression is characterized (or manifested) in the following symptoms:


•  At least five of the following symptoms have occurred during the same time for a period of at least 2 weeks. One of the symptoms needs to be either (1) depression or irritability or (2) lack of enjoyment, interest, or pleasure.


•  Depressed or irritable mood most of the time

•  Diminished or lack of enjoyment, interest, or pleasure

•  Insomnia or too much sleep (hypersomnia)

•  Lack or increased appetite nearly everyday; change in weight

•  Slow movements/speech or agitation

•  Poor concentration, diminished ability to think, indecisiveness

•  Lack of energy or tiredness

•  Feelings of worthlessness or exaggerated feelings of guilt

•  Death wishes, suicidal thoughts or behaviors



•  The symptoms are most of the day and nearly every day.

•  These symptoms need to cause impairment in the child’s social, family, and/or academic functioning.

•  These symptoms are not due to other psychiatric and medical conditions.1





Jessica is an excellent and well-behaved student in a private school. When she is depressed, she feels she is wasting her parents’ money because she’s a “bad” student who “misbehaves.” When 12-year-old Kathy was very depressed, she believed that her depression was a punishment from God because she had “bad thoughts.” She burned her hands because she once touched a boy and felt so guilty.

Depression: Cognition

Depression often affects the way a child thinks. Your child’s mind may seem to be working in slow motion. It is hard to be creative or do any task that requires concentration. Thoughts are colored by the depressed mood, and he or she often feels hopeless, negative, and pessimistic about life. During the depressive period of bipolar disorder, children may have negative thoughts about themselves, their past, present, and future and lose trust in their ability to perform. They may think that they are not good for anything and must have somehow failed. Conversely, positive qualities may be denied, and the negative aspects of their personality or body may become exaggerated (e.g., “I am too ugly, obese, annoying”).


Seasonal Depression

The symptoms of depression sometimes appear mainly during the fall, winter, or beginning of spring. These depressions are called seasonal depressions and may respond to specific treatment, such as light therapy (as explained in chapter 6).



A child may even become so hopeless that he or she lacks any motivation to live and becomes suicidal. In severe cases, the child may even attempt suicide. (See chapters 3 and 10 for more information about suicide.) Children may exhibit self-injurious behaviors, such as cutting and scratching themselves, and also aggressive ideations (hurting others, homicidal thoughts). Such thoughts and actions may or may not be carried out.

Melissa, a 13-year-old, first displayed symptoms of bipolar disorder at age 8. Her manic symptoms are now well controlled with medication, but her periods of depression continue. During these periods she cannot concentrate, her motivation is poor, and her school grades drop dramatically. Filled with hopelessness, she loses all will to live. On multiple occasions she has tried to cut her wrists. Suzanne’s parents found her searching for her father’s gun so she could kill herself. Even young children can experience suicidal thoughts and attempt to carry them out. A 6-year-old depressed boy tried to commit suicide several times by holding his breath and submerging his head in a bathtub filled with water. An 8-year-old boy wanted to die and stopped eating and drinking for “2 days and 2 nights.” Despite seriously wanting to die, fortunately these two young children could not find an efficacious method to commit suicide due to their immature cognitive level. Nevertheless, these suicide attempts should be taken seriously.

Children suffering depression may have multiple somatic complaints, such as stomachaches and headaches. They don’t fib about these pains; they really feel them. Parents usually take these children to visit their pediatricians, but the child’s doctor frequently finds nothing physically wrong.

On other occasions, especially during a severe depressive episode, children may experience delusions (false beliefs) and/or hallucinations. They may actually believe that they committed a sin or that everybody is out to get them because they are so bad. They may “hear” voices telling them how bad they are or to hurt themselves or others. For example, Janiki, during a depressive episode at age 11, frequently thought that she saw the devil. The devil told her that she was a “bad” girl and deserved to be punished. She was very afraid and avoided sleeping or staying alone in her room. She refused to go to school because her parents would not be there to protect her. When her depression lifted, the hallucinations disappeared, and Janiki returned to normal life. Another child, Ed, when he is depressed, hears a voice telling him that he is annoying and that he should die.

Depression: Behavior

During the depressive phase of bipolar disorder, your child may become tired, quiet, and slow and, in severe cases, prefer to stay in bed. Mike, a 16-year-old with bipolar disorder, became very depressed after a severe episode of mania. He felt tired and slow and remained in bed most of the day for 2 weeks. He refused to go to school or talk to his friends. The depressed child can isolate from friends, withdraw from activities, stop taking care of her or his hygiene, talk slowly or refuse to talk at all, and sometimes be verbally or physically aggressive. When 17-year-old Martha enters one of her depressive periods, she won’t pick up the telephone when it rings, refuses all outings with friends, and won’t eat in the same room with her family. She spends most of the time alone in her bedroom. She does not turn on the light, does not comb her hair or brush her teeth, and rarely bathes. When her parents attempt to intervene, Martha acts out inappropriately by becoming very aggressive. She screams, swears, and breaks things.


Especially during a severe depressive episode, children may experience delusions (false beliefs) and/or hallucinations.



Sometimes, depressed children become overly agitated; they pace the floor and are unable to sit still. When 16-year-old Therese gets depressed, she paces around, unable to lie down in bed or sit still at school. If her depression is severe, she screams and in some occasions gets violent, requiring hospitalization.

Depression: Biological Functions

During an attack of depression, bodily functions such as sleep patterns, appetite, and sexual drive can be altered.

When your child suffers the symptom of depression he or she may experience insomnia: having problems falling asleep, waking up several times during the night, or waking up very early in the morning. The sleep schedule may also change; your child may become a “night owl” and sleep during the day. (Such changes in sleep patterns are sometimes difficult to diagnose because teens in general do not have regular sleeping habits.) While depressed, some children can experience hypersomnia, or seeking too much sleep during the day or night instead of less sleep. One 14-year-old girl became so depressed that she slept 12 to 14 hours a day for two consecutive weeks. In contrast, another child, Ashley, went to bed at 11 P.M., could not fall asleep until one the next morning, and woke spontaneously at 5 A.M. She tried to fall asleep again, but without success.

Appetite can also decrease or increase during periods of depression. John lost 10 pounds in 6 weeks while depressed. In contrast, when Sheri was depressed she gained 15 pounds in 7 weeks because she stuffed herself with candy and ice cream. Some children also crave carbohydrates.

Sexual desire (or sexual enjoyment) usually decreases during depression. This can add to the feeling of inadequacy and poor self-esteem found in people with depression.

SUBTYPES OF BIPOLAR DISORDER

The symptoms of mania, hypomania, and depression may appear in different combinations. For example, a child may have a period of mania followed by a depression, hypomania followed by a depression, or mania and depression at the same time (called mixed episodes). Or, a child may have very frequent episodes of mania and depression (called rapid cycling). This chapter section (summarized in the text box, “Subtypes of Typical Bipolar Disorder”) will explain several subtypes of classical bipolar disorder, characterized by the intensity, quality, and duration of the manic and depressive symptoms. This information is important for you to know since you will hear mental health professionals discussing these subtypes of bipolar disorder and the differences in treatment. For example, we know that it is more difficult to treat mixed or rapid cycling episodes and that these subtypes may respond better to certain types of mood stabilizing medications than to others.

Bipolar I Disorder

Bipolar I is manifested by typical periods of mania and major depression (see figure 1.1). But the frequency and intensity of the periods of mania and depression vary among people and are difficult to track. For example, a child may have a period of depression followed by an episode of mania, or depression followed by a long period of normal mood and then mania, or several periods of depression and rarely mania, or several manic episodes followed
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Bipolar II Disorder
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Bipolar Disorder—Mixed Type
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Bipolar Disorder—Rapid Cycling Type
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Bipolar Disorder with Psychotic Features



Cyclothymic Disorder
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Symptoms of Bipolar Disorder in Young Children
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CHILDREN WITH SHORT-DURATION TYPICAL SYMPTOMS
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