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			Preface to the Third Edition

			It is hard to believe that six years have passed since this volume first appeared on bookshelves. When it was launched in January of 2000 with a segment on 20/20, it was the first time that the phrase “early-onset bipolar disorder” had ever been mentioned in prime time. The reaction was surprising even to our publishers.

			Over six thousand people joined us online for a chat after the airing of the show, and thousands more e-mailed ABC and our website over the next few days. Many wrote that they sat stunned on the sofas of their living rooms as they learned that their children’s wild and erratic behaviors had a name. Their children had an illness. They had not been acting volitionally; the parents themselves were not inadequate.

			Since that night in 2000, much has changed to ease the burden of the children and families, and when our editor, Gerald Howard, asked us to consider another revision of the book, we felt extremely gratified to have a third opportunity to keep our readers abreast of all the advances. Let us outline some of the additions we’ve made to The Bipolar Child, Third Edition.

			The first step to mood stabilization is finding the right treatment strategy for each child. In Chapter 4, “Prescriptions for Treatment,” we’ve underscored the impact of seasonal change on the course of the illness. It has long been established that adult patients with bipolar disorder have pronounced seasonal episodes that require increased vigilance during these times of vulnerability and, commonly, medication adjustments. This is no less true for children. Mothers on Internet bulletin boards have dubbed these seasonal perturbations “March madness” and “September slumps.”

			These challenges to stability must be taken into account, or the child’s previously stabilized mood may begin to disintegrate with the change of day/light and temperature cycles. If modifications are made to the medication regimen prior to these seasonal changes, destabilization might be staved off, ensuring a smoother, more grounded year for the child or adolescent.

			In the previous editions of this book, we sounded an alarm about the dangers of antidepressant treatment for children with bipolar disorder. We observed (and parents reported) emerging manias, increased aggression, psychosis, and suicidal thoughts and behaviors after treatment with these drugs. Although formal studies were scarce, parents reported this phenomenon to us in overwhelming numbers. We went ahead and issued the warnings.

			On October 15, 2004, the Food and Drug Administration issued a public health advisory to warn the public about the increased risk of suicidal thoughts and behaviors in children and adolescents being treated with antidepressant medications. The agency ordered manufacturers to add a black box warning to the professional labeling of all antidepressant medications to describe the risk and emphasize the need for close monitoring of young patients started on these medications.

			Stimulants also can produce similar symptoms and behaviors in this population of children and adolescents, and again, we want to urge caution and careful monitoring. Although these medications are short-lasting, they are not always benign drugs for many youngsters with bipolar disorder.

			On a brighter note, Chapter 4 includes a discussion of a new test that can locate an allele pattern in a child’s genetic makeup that can gauge how quickly he or she will metabolize certain psychotropic medications. This test, and others in development, will no doubt prove very helpful to clinicians as they can make more informed treatment decisions that may reduce adverse side effects and improve treatment outcomes. (Major advances in molecular genetics are explained in some depth in Chapter 5, “The Genetic Aspects of Bipolar Disorder.”)

			Second only to the complexity of diagnosis and the medical treatment of juvenile bipolar disorder is the piece of the puzzle called school. With the reauthorization of the Individuals with Disabilities Improvement Act of 2004 (and its enactment in 2005), so many changes have been made to the laws governing special education that we have completely revised and expanded Chapter 9, “School: A Child’s World Beyond Home.” The information in this chapter will educate parents about the new laws that will impact their children in the academic setting and will help them work with their school systems to ensure that their sons and daughters receive a free and appropriate education. A new Individualized Education Plan (IEP) has been added, as well as lists of accommodations that might be added into the IEP. These accommodations are divided into four categories: those that might be needed as a result of the symptoms of the illness, the side effects of the medications, attentional problems, and specific learning disabilities.

			We’ve also added sample letters to this chapter: one that will help parents request a complete evaluation of their child and another that will help parents personally introduce their child to non–special education teachers in order to spotlight the child’s special gifts and needs in a warmer, less formal way. It is our hope that this kind of connecting will help strengthen the alliance between parents and teachers and make the student more comfortable in the school environment.

			Chapter 10 is called “The Neuropsychological Testing of a Bipolar Child.” The jumping-off point for neuropsychology is a test of general intellectual ability, and the Wechsler Intelligence Scales for Children—the WISC-III—has heretofore been the most commonly administered IQ test. The WISC-III has now been replaced by the WISC-IV, and we explain the battery of new subtests and what specific aspects of cognitive functioning they measure. This test and the other neuropsychological tests detailed in this chapter will bring to light the strengths and weaknesses of a student and guide accommodations and remediation strategies.

			Also included in this chapter is a discussion of the difficulties many children and adolescents with bipolar disorder experience when asked to produce written work in the form of essays or expository writing. These common, co-occurring deficits of written expression render homework assignments a nightmare for the student and an agony for the parents who must supervise the work and attempt to motivate the balky child. We hope this new understanding of how difficult it is for these students to write in essay form will help take the onus off of the parents and help make it possible for them to work closely with the school system to modify the work and remediate the problem.

			We have always felt that Chapter 8, “The Impact on the Family,” was the heart and soul of this book. We have expanded its pages considerably to include many common but often unrecognized behaviors that come hand-in-hand with the illness and that have a profound impact on the interactions of the child with all of the family members.

			Many of these children simply cannot get up in the morning (they suffer sleep inertia), and Monday through Friday mornings devolve into a battleground as parents urgently try to pull their children out of bed and get them off to school. In addition, these children and adolescents can be relentless in the pursuit of their own agendas—wearing down the parents in the process (one mother coined the phrase “mission mode” for this behavior). Moreover, these youngsters are often bored and subsequently become very provocative (often with siblings) in order to relieve these intolerable periods of boredom. These discussions should help parents better understand what is driving the youngsters and how to better deal with and to modify the behaviors.

			Finally, we have added a new section: Chapter 11, “Navigating the Shoals of Adolescence.” These soon-to-be young adults have very special concerns: Who do they tell? How? When? How will a boyfriend or girlfriend respond, and how will potential mates and future in-laws react to their having this disorder? Here a young man shares his feelings about his fiancée’s telling him about her bipolar disorder, and offers some personal guidance.

			When we look back to the time when we were writing the first edition of this book, it’s hard to think that the only source of information and support in the country was Tomie Burke’s listserv, BPParents. Today there are several national, Web-based organizations dedicated to providing support and information about the illness and educational issues. The Internet has vastly altered the playing field, and we are filled with admiration for the parents who never stopped searching for answers, found them, and then turned around to offer others reservoirs of support and information. The stories they offered to us have enriched every edition of this book, and there are no words to describe our gratitude.

			Again, we would like to acknowledge the following professionals who graciously shared their time and expertise with us: Laurie Austin, M.S.W., Ross J. Baldessarini, M.D., Dana Z. Luck, Ph.D., Scott Franz, Tiffany Ruby, Paul Schottland, Ph.D., Steven Mattis, Ph.D., and Kevin Walz.

			A very special acknowledgment must go to Anne Marie Smith, M.A., for her huge contributions to the education chapter, and to Herb Lachman, M.D., for his patient and illuminating discussions about the newest findings in the field of molecular genetics. We are fortunate indeed to have had their input.

			A number of people helped in ways that were extremely meaningful to us, and we would like to say thank-you to Rebecca Frazee, Cheryll Hart, Justin Sweeney, Jeanne Langer, Cheryl Matalene, and Karen Williams.

			This entire project started with our extraordinary agent, Pam Bernstein, and was wisely shepherded through its last two editions by our esteemed editor, Gerald Howard. To both of you we offer our heartfelt gratitude. We hope you realize what a privilege it is for us to hand this third edition over to our readers.

			Demitri Papolos, M.D., and Janice Papolos
 Westport, Connecticut, 2006

		

	
		
			Preface

			When we first moved to our town, we met a couple who had a seven-year-old child who was extraordinarily bright but was prone to strange and agitated awakenings in the night. During the day his need to not be separated from his mother was so great that he insisted she carry a walkie-talkie so that he could always be in touch with her. He preferred his mother in his sight lines at all times.

			As a baby he could go for days without sleeping, and the “terrible-two” temper tantrums persisted through toddlerhood and seemed to grow proportionately with each birthday. He was extremely oppositional and his mother and father couldn’t find a way to discipline him, although they tried every parenting technique and spent a great deal of time in parenting classes and family therapies. Friends began pulling away, and their home—and any semblance of a family life—was being destroyed by his explosive behavior and erratic moods.

			One evening the couple told us their story over dinner. It seems that they had a family history of manic-depression (now called bipolar disorder) on both sides going back generations; their son was showing all the signs of early-onset bipolar disorder—bipolar disorder that seems to present with temperamental features even in infancy. After listening carefully to Demitri’s discussion of the illness, they said that their son fit the clinical description “to a T.”

			A few weeks later the boy threw his television set through the window in a fit of rage, and they took him to see a colleague of Demitri’s, who did in fact diagnose him with the condition.

			After a time on a mood stabilizer the tantrums and erratic behaviors ceased and the parents began to pick up the shards of their family life. Their son was able to use his great perceptive abilities in therapy, and he began to monitor his own behavior at home and in school. While it hasn’t been a perfect path, the before-and-after differences are significant and have made all the difference for the boy and his family.

			It has long been thought in the psychiatric community that children could not be given a diagnosis of bipolar disorder until the mid-to late teens and that mania in children was extremely rare. But scientists in the research vanguard are beginning to prove that the disorder can begin very early in life and that it is far more common than was previously supposed. Because the illness looks so different in childhood, however, these children cannot be shoehorned into the adult criteria of the Diagnostic and Statistical Manual (DSM-IV)—the guidebook for psychiatrists. As a result, either they go undiagnosed or they are misdiagnosed.

			When our book Overcoming Depression was first published in 1987, we included a small section on mood disorders in children. At that time little was known about bipolar disorder in the very young, and there was a handful of medication studies in this age group. But in 1996, as we began work on the tenth-anniversary edition of the book, the professional literature had mushroomed, and Demitri was involved in research focusing on bipolar disorder in children. There was so much to say, and although we did expand the discussion of childhood mood disorders in that edition, we felt that the subject of bipolar disorder in children deserved a volume of its own. Yet no book was published for either the layperson or the professional.

			We decided to team up again and write a book that would be as comprehensive and reassuring about the childhood form of bipolar disorder as Overcoming Depression is about mood disorders in adults. We wanted to let parents know what is and is not known about the condition and how to get proper help for their children.

			In the very early stages of this book, we were extremely fortunate to be invited to subscribe to BPParents, a listserv of several hundred mothers and fathers of bipolar children who e-mail one another. This group gave us permission to “listen” to their postings in order to let us see what living with the illness was really like. The extensive questionnaire that we had constructed (reprinted on Back Matter) was displayed on the website Parents of Bipolar Children.

			The response was overwhelming. The voices and written statements from parents all over the United States—from Maine to Alaska—and from Canada, England, the Netherlands, and New Zealand began pouring into our computer and mailbox. Each day over 175 messages were delivered to our e-mail address, and for over a year we sat in front of the computer screen and read and downloaded the postings, carefully noting the questions the parents asked.

			Being members of this listserv offered us a unique vantage point from which to write about this disorder. In contrast to seeing a child once a month in a clinical situation, this was akin to watching two hundred children with bipolar disorder and their families in something like real time—hour by hour, day by day, season by season.

			Because of the parents’ frank and revealing postings, we got to “see” how these children woke up in the morning, whether the mothers could comb their hair that day, what outfit they insisted on wearing, and in what mood they boarded the school bus. We read about their activities and moods in the afternoon, what they would and would not eat for dinner, and their difficulties as the day came to a close. We learned how these children reacted on Christmas morning and at their birthday parties and how they handled unstructured time when school was not in session. Remarkably, several times mothers were online while their sons or daughters were raging in the background. Their graphic descriptions of the children’s lengthy explosions seemed a way to preserve the parents’ sanity—a sort of SOS to the only other people on earth who could possibly fathom what they were withstanding.

			We got to see how lonely and isolated these parents had become before they discovered this cybercommunity, how they had blamed themselves for the difficult behaviors of their children, and how they worried about the effects of the illness on their well children. Yet they never stopped reaching out to one another to offer advice, share solutions they had found, and make other heartbroken parents only an e-mail address away feel less lonely and more supported and embraced.

			These incredible women and men offered us the same support they offered to one another. Not only did they fill out our questionnaires carefully and thoughtfully, but from thirty-four states they sent hospital and school records, diaries and journals, charts of their children’s mood disorders, and notes inviting us to call them and use “anything you think might help other parents and their children.” We took them up on the offer and conducted over a hundred follow-up interviews on the telephone. When we had specific questions, we conducted minisurveys on the listserv and received intriguing answers that contributed to our data collection.

			These parents as well as parents who were not on the listserv but who received the questionnaire from leaders of child and adolescent support groups or through our own professional networks and contacts gave us permission to quote them throughout this book. Their voices and the voices of their children have pride of place in these pages.

			Toward the end of the year we spent writing, we transferred the information from the questionnaires to a database and crunched the numbers. The data revealed some very disturbing findings about the diagnosis and treatment of early-onset bipolar disorder. Because of the mixed-symptom picture of these children—many appear hyperactive and are oppositional or have obsessive-compulsive and anxiety disorders—most are being shunted off into these diagnostic groups without the possibility of a bipolar disorder even being considered (despite the fact that most of the children come from backgrounds with mood disorders). Many of these children were initially diagnosed as having attention-deficit disorder with hyperactivity (ADHD) and put on stimulant medications; or they were first seen in the throes of depression with little or no consideration of the opposite pole of a mood disorder. As a result, a shocking number of children were thrown into manic and psychotic states, became paranoid and violent, and ended up in a hospital—unstable, suicidal, and in worse shape than before the treatment began.

			We want to state clearly that, given the accumulating knowledge in the field of research and the reactions of the children in our study, no doctor should prescribe a stimulant or antidepressant drug to a child whose family history reveals mood disorders without suspecting a “snake beneath the rock.” Parents need to be warned of the possibility that these drugs may wreak havoc on a possible quiescent bipolar gene.

			In other words, bipolar disorder should be ruled out before any of the stimulant drugs or antidepressants are prescribed. Instead, mood-stabilizing drugs such as lithium, Depakote, or Tegretol should be considered as a first line of treatment—early on—before episodes become more frequent, and the illness warps the psychological development of a child and destroys the life of a family.

			We cannot imagine how families cope with this illness without an up-to-date resource at their fingertips. It is our fervent hope that this volume will shed new light on the enormous complexities of early-onset bipolar disorder, all the while offering support and intelligent solutions to family members. We also hope that these pages will create a new level of awareness about this illness and inspire further psychiatric research. This, in turn, will ensure more accurate diagnosis, better treatment, and a brighter future for all the children and adolescents suffering with this much-misunderstood disorder.

			Demitri Papolos, M.D., and Janice Papolos
 Westport, Connecticut, 1999
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			1

			Voices from the Front

			A few years ago Tomie Burke, a young mother in Pullman, Washington, developed a listserv (called BPParents) for parents of children with bipolar disorder. She was motivated to do so because when her six-year-old son first began experiencing the baffling and frightening symptoms of the illness, she searched community and university libraries, bookstores, databases, and Internet pages in her desperate desire to become educated about the illness and to help her child. She found little to check out, purchase, or download.

			But eventually she did become extremely knowledgeable about the illness, and she wanted to reach out to other families—to provide information and assure them that they were not alone. She soon had an address on the World Wide Web called Parents of Bipolar Children. The site consisted of a home page, links to information about the disorder, and a guest book where parents could describe how they found the site, note whether they had a boy or girl with a diagnosis of bipolar disorder, and comment a bit about their situations.

			The messages left by parents who visited convey a desperate need for information and sheer relief when they discover that they are not alone—that the illness is not uncommon and that it isn’t caused by bad parenting. That first year thousands of parents came to the site seeking help for their children.

			What is early-onset bipolar disorder, and why is it such a little-known illness? Most people have never heard of the expression, but it is actually psychiatry’s phrase for manic-depression that occurs early—very early—in life. (Adults who used to be diagnosed manic-depressive are now also referred to as having bipolar disorder.)

			Bipolar disorder in children is a neglected public health problem. It is estimated that one-third of all the children in this country who are being diagnosed with attention-deficit disorder with hyperactivity (ADHD) are actually suffering from early symptoms of bipolar disorder. Since close to 4 million children were prescribed stimulants such as Ritalin in 1998, that’s over 1 million children who eventually will be diagnosed as bipolar. According to the American Academy of Child and Adolescent Psychiatry, a third of the 3.4 million children who first seem to be suffering with depression will go on to manifest the bipolar form of a mood disorder. Researchers in the field of early-onset bipolar disorder peg that figure closer to 50 percent. In the only large-scale epidemiological study done on the rates of bipolar disorder in adolescence, Dr. Peter M. Lewinsohn and his colleagues examined more than 1,700 high school students in western Oregon, and found that 5.7 percent of this group of adolescents—or ninety-seven students—suffered some form of bipolar spectrum disorder (they met criteria for the “Bipolar Not Otherwise Specified” category we will speak about in the next chapter). Amid all the dry statistics stand several million suffering children, as well as their mothers, fathers, brothers, sisters, and grandparents.

			This illness is as old as humankind, and has probably been conserved in the human genome because it confers great energy and originality of thought. People who have had it have literally changed the course of human history: Manic-depression has afflicted (and probably fueled the brilliance of) people like Isaac Newton, Abraham Lincoln, Winston Churchill, Theodore Roosevelt, Johann Goethe, Honoré de Balzac, George Frederic Handel, Ludwig von Beethoven, Robert Schumann, Leo Tolstoy, Charles Dickens, Virginia Woolf, Ernest Hemingway, Robert Lowell, and Anne Sexton.

			But until recently, manic-depression was thought to affect people in their early twenties or older. It was not viewed as an illness that could occur among children.

			This has proven to be myth. The temperamental features and behaviors of bipolar disorder can begin to emerge very early on—even in infancy. But because a vast majority of bipolar children also meet criteria for ADHD (and the focus of drug treatment strategies becomes the symptoms of ADHD), the bipolar illness is typically overlooked. As a result, drugs are prescribed to deal only with the symptoms of hyperactivity and distractibility. And, since many, many children initially develop depressive symptoms as the earliest manifestation of the illness, bipolar disorder may again be discounted as the primary diagnosis.

			Childhood bipolar disorder can overlap or occur with many disorders of childhood other than ADHD or depression: panic disorder, generalized anxiety disorder, obsessive-compulsive disorder (OCD), and Tourette’s syndrome, to name a few. And this mixed-symptom picture can be perplexing and confound diagnosis. Moreover, only in the past few years has bipolar disorder become the focus of research inquiry.

			THE ILLNESS IN ADULTS

			Bipolar disorder in children presents very differently from how it presents in adults. Adults typically experience a more classical pattern of mood swings. In the manic phase, the person experiences an increased rate of thinking, has surges of energy, and describes him-or herself as feeling more active, creative, intelligent, and sexual than he or she ever thought possible. The need for sleep diminishes as one idea after another bursts into consciousness and the person develops the expectation that he or she will be able to execute all the ideas that are flowing effortlessly into the mind. For many, a mild hypomania (less than manic state) is a period that brims with physical and mental well-being. It is often a time of great creativity.

			Unfortunately, this enviable state does not last. A person experiencing the “highs” of manic-depression may make reckless decisions, go on buying sprees, commit sexual indiscretions, or bring financial ruin upon self and family. The mood of someone in a manic state is brittle and irritable; it may shift back and forth quickly, and the person may become very paranoid. If the hypomania escalates into a full-blown mania, the person can lose all touch with reality and become psychotic. In this stage (called stage 3 mania), a doctor may be unable to tell whether the patient is schizophrenic or manic-depressive without having the family history and other information about the patient’s previous functioning.

			Typically, after the manic energy is spent, the person plummets into the depths of depression. The mind slows down to such a degree that any decision seems almost impossible to make. Some depressed people will experience insomnia and early-morning awakening; others will begin to sleep excessively and yet never feel rested. In addition to mood, energy, and sleep disturbances, a person in a depression may feel bodily pains, such as headaches, backaches, and stomach problems.

			Some adult patients will feel inordinate amounts of guilt; some will feel irritable, anxious, and hopeless. Depressed patients may feel they deserve only punishment and can become fixed on all the small mistakes they have made in their lives—losing any sense of past accomplishments. In the depths of depression, a person’s thinking can become delusional and psychotic.

			It is not unusual for adults to experience several weeks of hypomania or mania—very often in the spring or summer months—only to find their energy level ebbing as the days shorten in autumn. Individuals who experience depressions alternating with intense or psychotic manias are referred to as having the Bipolar I form of the disorder. Those who suffer depressions and experience only hypomanic episodes (they never get psychotic or lose total control) are referred to as being Bipolar II. Most adults will have well intervals in between the periods of heightened or lowered mood.

			BIPOLAR DISORDER IN CHILDREN

			Children rarely fit this recognizable pattern. They have a more chronic course of illness where they cycle back and forth with few discernible well periods in between. Some tend to cycle rapidly (more than four times a year); some cycle within the week or month (and may be called ultra-rapid cyclers). Many cycle so rapidly that they fit a pattern called ultra-ultrarapid (ultradian) cycling: They may have frequent spikes of highs and lows within a twenty-four-hour period.

			Almost all bipolar children have certain temperamental and behavioral traits in common. They tend to be inflexible and oppositional, they tend to be extraordinarily irritable, and a large majority experience periods of explosive rage. They tantrum for hours at a time. Holes get kicked in walls, and parents and siblings and pets can be threatened or hurt.

			Bipolar children don’t often show this rageful side to the outside world. And because parents don’t wish the outside world to see the child in this light, or to learn of their lack of control over the child—most people couldn’t possibly imagine what actually goes on anyway—the illness stays behind closed doors as the parents try desperately to find some solutions to the fact that their lives are being turned upside down. As one woman described it: “We feel like we’ve been thrown into a tornado that is big, black, and powerful.”

			No one symptom identifies a child as having bipolar disorder, but if hyperactivity, irritable and shifting moods, and prolonged temper tantrums co-occur—and there is a history of mood disorders and/or alcoholism coming down either or both the mother’s and father’s line—the index of suspicion should be high.

			Indeed, our study sample showed that over 80 percent of the children who developed early-onset bipolar disorder had what is known as “bilineal transmission”—substance abuse and mood disorders appeared on both sides of their families.

			Perhaps the best way to get a “feel” for what the illness looks like in childhood is to listen to the voices of parents describing the temperaments and behaviors of their children.

			Difficulties in Infancy

			Many parents recall that their children were different from early infancy. They seemed to sleep erratically and were irritable and difficult to settle:

			

			From the beginning he slept about four to six hours a night with virtually no naps other than that one span of sleep. This continued until he was four years old.

			He was very fussy, and some nights he did not actually go to sleep until 3:00 A.M. Then he would be up in the morning raring to go.

			Many of these babies are referred to as “the wide-eyed babies of the nursery.” One mother said that the nurse brought her baby to her after a twenty-four-hour isolation period and said, “Good luck! She’s done nothing but cry for twenty-four hours and there was nothing we could do to soothe her.”

			Author Danielle Steel, whose son Nick Traina had early-onset bipolar disorder and who has written one of the few published accounts of how the disorder evolves from infancy, speaks about her child’s surprising lack of a need to sleep in His Bright Light:

			

			There was one thing about him that worried me then. He never slept, or not enough, anyway. Long before he was two I came to the realization that I couldn’t give him a nap. If I did it meant that he’d be up all night, even long after me, and I work late at night. But he just didn’t seem to need much sleep.

			Many of the mothers we interviewed remembered their babies excessive activity even in utero. They seemed temperamentally different from their earliest days. Two mothers described it this way:

			

			While my daughter was in the womb, she kicked so hard and so often that I had very little rest…much of the time it felt like she was in a fight—rolling and tumbling around inside me and then, when she was born, the nurse gave her a pacifier even though they were not permitted in the nursery. She kept all the other babies up all night with her screaming.

			I too noticed signs that this was an extraspirited child. In fact, while I was pregnant, I remember saying, “Uh-oh, the baby is angry again.” His kicks would last for an hour as I doubled over in pain toward the end of the pregnancy.

			And a mother of twins told us that “at fourteen weeks the sonographer and obstetrician were unable to get a picture of Ian’s face and could not sample the amniotic fluid due to ‘constant, unpredictable activity.’”

			Precociousness

			These children seem to burst into life and are on a different time schedule from the rest of the world right from the beginning. Many are extremely precocious and bright—doing everything early and with gusto. They seem like magical children, their creativity can be astounding, and the parents speak about them with real respect, and sometimes even awe:

			

			She was always ahead of her time. She started talking at eight months with the words “kitty cat.” She walked at nine months and was speaking in complete sentences by a year. She was writing small novels in the second grade. She acted and danced and sang way beyond her years.

			At eighteen months he climbed out of the baby bed in the middle of the night, opened the fridge, got out three dozen eggs (it was Easter time), and proceeded to sit in his booster chair and crack three dozen eggs onto our hardwood floors. (He wanted to bake a real cake—he didn’t like the toy mixing bowl I had given him to play with.) After the insurance company quit laughing they did pay to refinish our floors.

			Another mother wrote that her son “has never been a child; he always thought like an adult. At the age of four he got very exercised and wanted to know, ‘Why can’t I have a phone in my room?’” Danielle Steel’s son, Nick, “developed a passion for disco music at a year. His favorite was Gloria Gaynor singing ‘I Will Survive,’ and he would dance endlessly as we played records in my room. Our first serious argument came while planning his first birthday party, when he announced he wanted a clown and disco music, strange requests for a one-year-old.”

			Separation Anxiety

			Another behavioral trait often remarked upon is the infant’s inability to be separated from the mother. Separation anxiety is often so extreme that mothers can’t put the babies down. One mother remembers “cleaning chicken with her in a Snugli” another hasn’t forgotten “vacuuming with her in a sling” and one mother described being “mauled, with his nails scraping down my chest as he struggled against being withdrawn by his father, who was trying to take him from me so that I could take a shower.”

			Indeed, this separation anxiety seems to arise long before and persist long after its appearance and disappearance in nonbipolar children. Lillian Hunt-Meeks, the daughter of Swanee Hunt, former U.S. ambassador to Austria, suffered early-onset bipolar disorder and had this to say about her separation anxiety in an article she and her mother wrote for Good Housekeeping:

			

			For as long as I can remember, I was afraid of my mother leaving me. When I was little I would scream and cry every time she went away. Once, I remember, she went to Colorado Springs (just an hour away), and I spent the night at my best friend’s house. I cried the whole time. The next day at school I was asked to write a story, and in my five-year-old handwriting scrawled on the title: “When My Mother Left and Went to Colorado Springs.”

			On the questionnaire that so many parents filled out and sent to us, we would find little notes scrawled in the margins of the pages saying things like “He is never more than a foot away from me” “If he could crawl back into the womb, he would” “She follows me into the bathroom; we seem joined at the hip.”

			Another mother e-mailed us about the separation anxiety her son was experiencing and had this to say:

			

			Right now Jamison can’t be separated from me—it’s like the umbilical cord grew back! I can’t get him out of my room at night. If he falls asleep somewhere else, he ends up there eventually. I’ve stepped on him in the middle of the night many times. He hides under the bed with only his head sticking out. But he gets so anxious, and this relieves some of it.

			Actress Patty Duke, who is quite candid about her manic-depression, wrote about separation anxiety in her autobiography Call Me Anna. She said: “When I was young, I had a dream, a child’s nightmare: that I would be taken someplace away from my mother and never know if I was going to be with her again.” She describes holding her mother’s hand constantly whenever she was with her.

			Night Terrors and Vivid Nightmares

			Many bipolar children suffer night terrors from which they awaken screaming with fright. Sometimes they cannot even be awakened but remain in a semiconscious state while they continue to experience some frightening event. When they reveal their nightmares, what stands out is the content.

			They dream of being chased by sharks or monsters, but where typically a nonbipolar child wakes up just before the teeth pierce an arm or a leg, a bipolar child doesn’t—the jaws surround the arm or leg, the massive teeth crunch into the skin, and bone and blood fill the water. Their dreams are often filled with blood and gore. As Dr. Charles Popper from Harvard Medical School wrote in an article titled “On Diagnostic Gore in Child’s Nightmares”:

			

			As bipolar children talk about these dreams, they report the explicit appearance of blood (not just imagined or inferred, but actually visualized blood) and descriptions of mutilations of bodies, dismemberment, and the insides of body parts. Their dreams are considerably more affectively intense than regular nightmares.

			Dreams of fighting are quite common. In the fighting dreams of children or adults with mere anxiety, a knife may be pulled out and brought into attack, but the dreamer wakes up just before the knife enters the skin or rips the clothing. For bipolar children, the knife goes in, the blood is seen, and the dream may continue at considerable length and with explicit visualization of gore…. Where the “newsreel” of a dream story normally stops, the “newsreel” in the bipolar children keeps going.

			

			Dr. Popper explains: “In these individuals, it is as though their unconscious sensors of painful affect are not working, even in their dreams.”

			Indeed, that may explain why some of these children say such shocking and almost sadistic things during the day. A nursery school director told us the story of a three-year-old boy who one day in the classroom said that “my father is going to come in and put seven knives in your throat.” (And this was in response to her asking him to sit down.) Another youngster said to a teacher: “I’m going to put a rope around your neck and pull it till you bleed and your face goes white and your shirt is soaked with blood.”

			Perhaps the emotionally charged imagery of their nightmares is spilling over to the conscious mind during the day. Whatever the mechanism, these children are dealing with horrifying imagery of bodily threat, dismemberment, and death.

			Danielle Steel noted with alarm that her son became “obsessed with Dracula…talking about him constantly…. At the same time he began drawing pictures of people killing each other, swords drawn, and dripping blood from severed limbs.” These drawings, using only black crayons, pencils, and paint, were shown to doctor after doctor, and Ms. Steel was told by doctor after doctor that her son merely had a vivid imagination.

			Other parents have told us that their children have never drawn a picture that does not include someone dying; and one mother described her son drawing human figures with huge, Stegosaurus-like blades on their backs.

			It is small wonder that these children are afraid to go to sleep and that they need their parents to stay with them all through the night.

			Fear of Death and Annihilation

			Accompanying these nightmares is a massive fear of death and annihilation. After her name was changed from Anna to Patty for professional reasons, Patty Duke recalls “a fear of death so powerful it precipitated anxiety attacks from the early 1950s to 1983. I was obsessed, truly obsessed with my mortality. All of a sudden the absolute realization of my mortality would hit and I just felt impelled to scream. Sometimes it was what I’d call a bloody-murder scream, sometimes words like ‘No! No! No! No!’ Inevitably, though, it happened at night, on the way to sleep. I’d scream every night of my life. I was overtaken by abject terror.”

			Ambassador Swanee Hunt noted something wrong in her daughter and said: “We were baffled by Lillian’s preoccupation with death and separation. Even before she could write, the stories she told her teacher were laced with tragedy.”

			Raging

			Nighttime is terrifying for the bipolar child, but daytime becomes something of a nightmare for both the child and his or her family as rages begin to erupt. During these rages, which are typically triggered by a simple parental “no,” the child goes into an almost seizurelike tantrum where he or she kicks, hits, bites, punches, breaks things, and screams foul language. This can go on for three hours at a time, several times a day, and can persist through adolescence if the child is not treated.

			The child seems to have no control over the rage. One young woman who developed the illness early on told us:

			

			It comes out so quickly; faster than a knee-jerk reaction. It’s like electricity shoots through me. It’s like being struck with lightning. I feel rage and hurt and need to strike back. It becomes primal—infantile.

			I would throw things, smash a couple of frogs between rocks. I was raging all the time—every day, multiple times a day, verbally abusive, nasty, negative, but very careful not to show it to the outside world.

			

			Another teenager described her rage this way:

			

			I used to go to my room and punch the walls and I could not stop crying. The more I would cry, the more I couldn’t stop. It was like a dream you can’t recover in the morning: You know something bad and worrisome has been a concern somewhere in your brain, but you just can’t remember it. Sometimes I felt so bad and would think: Why did I do that? And sometimes I’d actually feel better, like it cleared the air.

			An eight-year-old boy explained that “when my moods shift, I am never prepared. It feels all tight around me. During a rage, I feel as though the real me is over on the stairway watching myself, but I’m powerless to stop it.”

			Indeed, the child seems to go into some kind of trancelike state. The parents describe it as “the look.” The child seems to be in his own world, and the pupils of the eyes dilate and the eyes become wild-looking. One woman who was having difficulty describing “the look” said, “I finally came up with a word that fits. It’s feral. He looks feral when he rages. Almost like a wild animal that is fighting for its life, territory, whatever. There is a certain shine in his eyes that is almost metallic. He just exudes this primal rage.”

			We have spoken to parents who haven’t bought furniture in years because it all gets broken during one of these “affective storms.” Their children are experiencing so much irritability and rage that the parents feel as if they live in a war zone. In Chapter 7 we will discuss some theories as to what is happening in the brain during these seizurelike rages, but on a daily basis parents and siblings are experiencing variations on the following:

			

			Walking on eggshells would have been a treat compared to what life was like at our house. Even looking in her direction was seen as an attack. I was out of a job for a while last fall, and she spent part of every day belittling me—telling me how I was letting the family down by making a career change. The screaming, the foul language, and eventually the violence were devastating to our family.

			Another mother described her seven-year-old thus:

			

			He had major, major raging cycles. I’m talking going for several weeks, raging violently, throwing things, attacking me, throwing a chair out the window, going through a knife drawer saying he was going to kill me. I couldn’t go to the bathroom, for fear he would hurt himself or me.

			Friends, teachers, and the outside world cannot fathom what the parent is talking about (if the parent talks about it at all). But one mother who managed to catch an entire rage with a tape recorder wrote:

			

			Many of our friends and even some of the professionals who work with us have not seen Robby in his full glory. They cannot believe that this sweet, charming, affectionate, and outgoing child could possibly be violent or bipolar. They just assume we are not firm enough with him, or pay too much attention to him.

			So I got it on tape from start to finish—the screaming and yelling that he’s going to kill me, kill the cats….

			Now anytime a friend says: “But he’s so wonderful whenever we see him” I can pull out the tape and say, “Have a listen to this.”

			

			She went on to say:

			

			How am I to have any kind of work life with this going on every day? It’s impossible. After I dropped him off at school, I just had to cry as I have no one to talk to who could possibly understand the terror of living with a child like this.

			Sir Isaac Newton’s mother understood—even in the seventeenth century. As a youngster, Isaac visited his mother and stepfather and had such a rage attack that, in his own words, he threatened “to burne them and the house over them.” He left home for boarding school at the age of ten, but not before terrorizing the household. In his diaries he describes: “Striking many” “Peevishness with my mother and my sister” “Falling out with the servants” and “Punching my sister.”

			Oppositional Behavior

			In addition to the ADHD-like behavior, a significant number of these children exhibit behaviors of, and are diagnosed as having, oppositional defiant disorder (ODD). A child who meets the criteria for ODD typically argues with adults; is negativistic, disobedient, and hostile; and actively refuses to comply with requests made by adults.

			But is this oppositionality really a separate diagnosis? Many psychiatrists in the research vanguard view this oppositional behavior as an aspect of the bipolar condition. These children seem incapable of making any transition or of complying with any request made by the parent. Their first reaction to anything is “no.”

			One father described how oppositional his nine-year-old son had become and told us that when he asked the boy if he wanted to go to the toy store to buy the toy he had been campaigning for, but informed him that they would first stop for pizza and ice cream on the way, his son’s first response was “No! I’m not going!”

			When presented as surprises, even much-desired experiences can seem threatening—a demand to reset the sequence of already integrated events. Transitions cause stress for these children, and stress causes meltdowns.

			Children with bipolar disorder lack the flexibility that allows a smooth transition from one activity to another. In fact, parents soon learn to prepare their children for any transition well in advance so that they can integrate the idea of it.

			Because any request or expectation may be viewed as a stressor, these children can become very adept at blocking out anyone else’s agenda and become remarkably adept at clamoring for their own. Many parents feel beaten down by this persistence and oppositional behavior. Two women were commiserating with each other on the Internet and wrote:

			

			My son is another future lawyer—argues and finds some slight difference in semantics to turn things around. I always thought of it as an OCD trait—had to get the last word in no matter what. I picture him as a future “My Cousin Vinny.”

			To which the other woman responded:

			

			Ditto for my son. Maybe they could get together and form a company called “Battle Warriors, Inc.” Their motto could be something like: “Whether you’re right or wrong, we win every battle. Specialists in browbeating all opponents.”

			Rapid Cycling

			Beyond the oppositionality and extreme irritability, the majority of bipolar children cycle rapidly from depression to mania and back again. Some cycle over a period of days; others seem to alternate mood states several times throughout the day. One seventeen-year-old girl, now treated, described it this way:

			

			My moods shifted constantly throughout the day. I can remember being so so happy, but after a while I wouldn’t like it because I knew I would be coming down. It’s so rapid. I’d be so happy and an hour later I’d say, “I’m so depressed.”

			When I crash, I come down so hard, I can’t do anything; I can’t get up. I’m tired. I just have to sit down. My mom has to force me to go places. No words can describe it. It physically hurts your heart. You’re so depressed that you actually feel that you’re dying. You feel like you’re wasting away—like you have cancer. When I’m depressed, I want to get high [manic], but then I worry about the coming depression. I always get depressed around the beginning to late afternoon. At six or seven I get hyper, happy. Sometimes I get a bad manic period. I feel angry and agitated and I feel I have to punch stuff. I just want to shake things. I have so much energy I feel like I want to jump out of my skin.

			

			Because the mood shifts are so rapid, it is easy to see how children may become trapped in the switch process between depression and mania and develop what is called a mixed state. Their internal experience is one of marked agitation, anxiety, high energy, and constant restlessness. At the same time they feel worthless and self-destructive. While mixed states are not as common in adults unless induced by antidepressant treatment, they are a hallmark of the ultrarapid cycles found in childhood-onset bipolar disorder.

			Dr. Barbara Geller of Washington University in St. Louis describes an example of depression and mania—a mixed state—occurring simultaneously in a seven-year-old boy: “He was doing a Michael Jackson imitation at the diagnostic interview but was experiencing suicidal impulses at the same time.”

			Sensitivity to Stimuli

			Many parents describe their children as excruciatingly sensitive to stimuli of all sorts. The mother of one young girl describes her daughter as “very sensitive in the visual realm. She is drawn like a magnet to some designs, colors, beautiful paintings, landscapes, and repelled by others, as strongly as she reacts to odors and tastes. I always try to see the positive in these things—telling her that she would be a good interior or clothing designer, artist, chef, writer, or teacher.”

			Some bipolar children are so sensitive to stimuli that they cannot tolerate pockets in clothing or labels or collars on shirts. Backpacks must always feel a certain way, and we know children who will stuff them with books to approximate the “right feel” even if there is no homework given and no textbooks are required that day.

			We’ve heard of mothers who’ve spent whole days shopping for socks that didn’t have “nubbies” on the bottom; or for only blue clothing because “that is all my son would wear.” Both mothers and fathers could be certified in the “Titration of Shoelaces” because their children have to have their sneakers tied at just the right tension or they can become explosive.

			It’s as if the arousal system of the child is set at such a threshold that any kind of physical sensation that is not “just right” is extremely irritating and threatens a sense of bodily integrity.

			Bipolar children seem to be out of sync. Not only are they bothered tremendously by sensations, odors, and noises, but they seem to have great difficulty making shifts from one context to another. When the demand to do so is made—and it may only be a request to stop watching television and join the family in the kitchen for dinner—he or she may not be able to brook the transition and the change in the state of mood, attention, or motor response required. The child may become easily frustrated and irritable, and a repeated (or eventually heated) demand may provoke the child’s angry outburst or rage.

			The limbic system (the emotional brain) seems to be involved with the integration of sensory experience, and we will explore this more closely in Chapter 7.

			Problems with Peers

			We asked parents in our survey to describe their child’s relationship with friends. While some children were thought of as “charismatic,” “very generous to friends,” and “extremely popular,” the majority of the respondents (77 percent) reported that their children were having tremendous problems maintaining peer relationships. Some had never been invited to a birthday party or had a sleepover. Many of the children were described as “bossy,” “intrusive,” “has to have his or her own way or the game is over,” or “too overwhelming and aggressive.” Sadly, these children want very much to have friends, but they seem to miss the social clues or appreciate social boundaries.

			Temperature Dysregulation

			In our research, we noticed that parents often mentioned how reactive their children were to cold and heat. These children were often overheated in winter and left the house wearing no coat or gloves. One child slept in a house that was so cold the parents were burrowing under down quilts even as their child kicked off the comforter, saying she was burning hot. Many of these children take their clothes off as often as they can because they are so heat intolerant. Some get red ears or red spots on their cheeks when they make transitions from cold to warm environments. And all foods—soups, teas, milk shakes—must be just the right temperature or they are rejected. (Chapter 7 will also discuss some theories about this pattern of temperature dysregulation.)

			Craving for Carbohydrates and Sweets

			Another noted difference in children and adolescents with bipolar disorder is their insatiable appetite for carbohydrates and sweets. They may begin hoarding chocolate and cookies in their rooms and consume massive amounts of pasta, potatoes, cereals, and bread. One mother referred to her daughter as “the Carb Queen from way back” another dubbed her daughter “Spud.”

			When we asked a young woman of twenty who had suffered bipolar disorder since childhood if she ever craved carbohydrates or sweets, there was a giggle at the other end of the phone. She asked, “Would you consider a gallon of Breyer’s Mint Chocolate Chip every night a craving?”

			She went on to tell us that her craving was so strong that she would buy a half gallon and eat it in the car and then go back in the store and buy another one. We asked if she had kept plastic spoons in the car. She laughed out loud and said, “No, I would use my fingers. It was savage.”

			We know of other girls who pour sugar straight from the box down their throats, or teenagers who drive long distances to get powdered-sugar doughnuts that they consume by the dozen. Many of the girls suffer from co-occurring eating disorders and may become anorexic or bulimic (starving, gorging, and/or purging). Some of the girls (and a smaller percentage of boys) will begin periods of self-mutilation in their teenage years, where they rake their arms with razors, pins, or other sharp objects (see Chapter 2 for more on this).

			Children who have bipolar disorder typically have food aversions, sudden demands for certain foods to the exclusion of all others, or notable ingestion habits. A mother from Colorado referred to her son’s eating patterns as “snaking” because “he barely eats for days and then devours ungodly amounts of pasta and other carbohydrate foods.”

			Bedwetting and Soiling

			Something also seems to be poorly regulated in the autonomic nervous system of these children. Many wet their beds for years throughout childhood. Other children may smear feces in the bathtub, on walls, or in closets. This enuresis (bedwetting) and encopresis (soiling) is poorly understood.

			Impending Mania

			Some children cycle so quickly that it’s hard to see the switch process from one mood to another; others have a more noticeable transition. At these times, the child may get very goal-oriented. One mother said:

			

			If he’s getting manic, he starts looking for tools or unhooking the computer. If he wants to do something, watch out. Get out of his way, or he’ll become very, very angry. You can’t set limits. We’ll see very up-up-up behavior. He quotes Ren and Stimpy, the cartoon characters, and screams “Happy, happy, joy, joy!” His voice gets louder and louder. He starts grabbing tools, playing loud music in his room. I don’t know when it’s going to end…could be tonight, could be in a couple of days.

			Other parents describe periods of intense silliness—giddy and goofy behavior with a lot of mouthiness, grandiosity, and outrageous comments. The child’s thoughts may race. One five-year-old boy told his mother: “My brain feels like it wants to go for a walk ten times…up the stairs and down the stairs…and again.” When this youngster couldn’t sleep, he explained: “My brain keeps kicking me out of bed.” Dr. Barbara Geller speaks of a child who once told her, “I wish I had a button on my head so I could turn off all these thoughts.”

			In D. Jablow Hershman and Julien Lieb’s book, Manic Depression and Creativity, Charles Dickens was described as quite manic in his early teenage years: “He became very sociable, was generally in a humorous mood, and was given to telling jokes and singing comic songs whenever the opportunity offered. His gaiety was so excessive at times as to embarrass school friends. His laughter would become uncontrollable, almost hysterical. He played pranks and acted the clown.”

			As the manic throttle is pushed, a child may become more and more grandiose. She may think she is the best, the brightest, able to do things no one else can. It may start simply when a student decides he or she can teach the class better than the teacher, or brag about how famous he is going to be someday. A little girl who drew a lot of pictures when she was hypomanic always placed a crown on her head, frequently picturing herself as a queen.

			Accompanying this very “up” feeling may be an increased sexuality (hypersexuality). Some mothers report that their boys are always pinching the bottoms of women they meet in the store, or hugging and groping women they know. The phone bill may reveal a number of calls to 1-900 sex lines. A mother from Virginia who filled out our questionnaire commented that her daughter dresses in skimpy clothing when she becomes hypomanic and tries to sit on the laps of her older brother’s friends who come over to the house.

			Dr. Geller and her colleagues published an article in 2000 in which they looked at a group of ninety-three children and adolescents with bipolar disorder and found that 43 percent of this group who were manic were also hypersexual.

			Often this hypersexuality is viewed by hospital personnel and Child Protective Services as a sign that sexual abuse is taking place inside the home, but it is a symptom of the mood disorder and is present in hypomanic and manic children, as well as hypomanic and manic adults. Dr. Geller reported that less than 1 percent of these hypersexual bipolar children had evidence of sexual abuse in the home environment.

			Here is another description of a very hypomanic, hypersexual seven-year-old boy:

			

			He got very silly after dinner—very affectionate with me, and hypersexual at bath time. He said, “I love you, Mommy,” trying to kiss me. “Will you lay on top of me. I’m going to rub my penis, can you do it?” After his bath he jumped on top of me trying to give me “long kisses” and telling my husband that he knows a girl who would rub his penis.

			The mood and behavior of a child who is becoming manic tends to be labile—it shifts dramatically and often. One day can be fairly uneventful; the next day hospitalization may seem imminent as psychotic symptoms appear and violent outbursts occur. This can be very confusing for the family members (and the child), who never know what to expect or how the day will unfold. The following fragments from a mother’s journal illustrate this extreme lability of mood in her nine-year-old son.

			

			TWELVE DAYS IN MAY

			5/11 Hypomanic, bizarre evening. “I hate me; kill me; Why am I like this?” Very rough with younger brother.

			5/12 Good morning, dropped off well at school. Pretty good mood coming off bus, but more defiance in the afternoon. Uneventful evening. Went to bed well.

			5/13 Up early, dressed well, good mood but problems on the bus. Kids teasing him. Teacher called and reported very bizarre behavior at school. She also reported a lot of ADHD symptoms—very fidgety, unable to remain seated in the afternoon, cruises around classroom, ran out of classroom, pestering other kids, unable to follow directions, not remaining on task or completing work.

			5/14 Teacher reported a great day in school. Good mood after school.

			5/15 Good A.M.—off to school well. Very defiant after school. Angered by new doctor. Got very angry in car—punching me, destructive to car, scribbling on dashboard, dumping over trash. Had to be restrained in office—punching, kicking, swearing—settled down at end of meeting and apologized.

			5/16 Happy mood in A.M., but doing goofy, impulsive things—squirted water on dad’s work shirt, squirted water on table and floor. Very aggressive after school—threatening me, hitting, increase in defiance. Aggressive toward other students.

			5/17 Had a good time with grandparents. Crying a lot in the afternoon.

			5/18 “Mixed,” very irritable to hypomanic—increase in goal-directed activities, very easily frustrated and angered.

			5/19 Good and uneventful day.

			5/20 Very irritable in A.M.—threatened father—said: “I’m going to kill you someday.” Manic after school—very goal-directed—taking all the tools out of the basement to use up in his room (hammer, sander, drill, staple gun). Very angry when I intervened—very loud, shouting, laughing, singing, dancing, “I don’t feel good today. I want to kill myself. When I grow up, I am going to kill myself because being bipolar is bad.” Hallucinating in afternoon—auditory and visual: goblin, clown, queen. “I hear the devil, I hear penises in your brain, Mom.” Very hyperactive, and not rational. Gave him Risperdal and he went to sleep.

			5/21 Hypomanic, happy in the afternoon.

			5/22 Woke up laughing—found some needlepoint yarn and needles under the bed. “I’m giving myself a lab test”—trying to stick needles into his arm. Giddy, shouting “hubba, hubba, hubba, howdy, howdy” over and over again, very wound up. Settled down and watched some TV. Pleasant and more normal, but talkative in the afternoon. Easier to please. More irritable after dinner. Fascinated with knives, demonstrated how he would stab a wolf. Very quiet in my lap. He said: “I love you, Mom. You don’t love me, you want me to die. I will if you want me to.”

			Hallucinations

			Not all bipolar children who get manic will suffer hallucinations, but many do. Often, if they don’t vocalize their thoughts or act very bizarrely, the parents may not even know it is happening. Hallucinations do not mean the child is schizophrenic—they are very much a part of the bipolar picture, as we shall see in Chapter 2.

			Auditory hallucinations, where the child hears voices or converses with people who are not visible to others, are the most common type of hallucination. The voices are experienced as real to the child and have extraordinary influence over him or her. There may be one voice, or several may be carrying on a conversation. They may simply be overheard by the child, or the voices may make direct statements to the child.

			One young woman told us that she hears “hundreds of voices. I feel like my brain is being crushed by the voices.” A mother wrote to us and described her daughter having a conversation with a grown man in the living room for about half an hour, and then she snapped out of it and realized no one
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