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To my parents, Molly and Sam,
 who taught me the importance of
 helping those who speak with none to hear,
 and lending a heart to those who cry with none to listen.
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Introduction


My mood swings like a pendulum. Sometimes it swings in one direction and I’m way too happy, and sometimes it swings to the other side and I’m way too sad. But why can’t I be right in the middle– and just normal? –JORDAN, 11





When I’m angry, the bad side of my brain that’s red takes over the good side of my brain that’s white. –JOANNA, 10





I know more about math than the teacher. She should let me teach the class. –BILLY, 12





I want to die because I feel so lonely even with people around. –CARLOS, 9





Why doesn’t God care about me? –SOPHIE, 11





My mind is too busy . . . racing. I think about different parts of a book I read . . . about school the next day, things like that, and then I end up thinking about fifty things at once. –HARRY, 8





Mom, I made you a museum to cheer you up. See, I drew five paintings on the wall. –NATALIE, 5





The voices of children with bipolar disorder can be brimming with sweetness, creativity, empathy, and humor. But too often, they are overflowing with pain, anger, opposition, and despair–unwelcome by-products of an illness that until recently was not even believed to exist in children.


As a child and adolescent psychiatrist specializing in juvenile onset bipolar disorder, I have treated children with mood disorders for twenty-five years, and I learn something new from my patients every day. “My kids,” as I call them, are a wonderful bunch. They face tremendous challenges in their lives; just getting out of bed in the morning can be a monumental effort for many of them. Yet time after time, they are blessed with spirit, imagination, and an amazing ability to think outside the box. They never cease to surprise me with the things they say, be they tremendously precocious, deeply introspective, or simply outrageous.


Many of my kids have spent years being misunderstood by family members, teachers, neighbors, peers, and even therapists and doctors. And the kids aren’t the only ones whose behavior is misinterpreted. Parents of bipolar kids get their fair share of misunderstanding, too. When a child acts out in the classroom, throws a baseball through the neighbor’s window, or has trouble getting to school in the morning, at whom do the fingers point? At the people who raised him, of course. I can’t tell you how many of my kids’ mothers and fathers have been sent to parenting classes. Some have been to so many of these classes that they could probably teach the subject themselves.


In reality, the vast majority of the troublesome behaviors bipolar children display are not driven by willful disobedience or by inadequate parenting. Instead, these behaviors are the result of an unforgiving biology that affects kids’ developing brains.


Bipolar disorder, previously known as manic depression, is commonly defined as alternating periods of mania and depression. Until the 1990s, doctors thought the condition affected only adults. It’s now known, however, that children can and do have bipolar disorder. But in the majority of cases, they experience it much differently than grown-ups. A child may be overly active, giddy, bossy, and oppositional in the afternoon and by bedtime become tearful and afraid to sleep alone because she’s thinking about her hamster that died three years ago. Another child may one minute be making grand plans for the Halloween costume he’ll wear months later and the next be devastated because he’s told he can’t have pizza for dinner (which he had the night before).


In many youngsters, bipolar disorder goes unrecognized for years. A recent study by the National Depressive and Manic-Depressive Association (NDMDA) shows that many adults struggle with symptoms of bipolar disorder for an average of ten years before the illness is even discovered and labeled.1 In children, who are harder to assess, the diagnostic interval may be even longer. That said, an estimated half a million to a million children in the United States are thought to have the condition.2


My goal in writing this book is to help you, whether you’re a parent, caregiver, teacher, therapist, doctor, or other concerned adult, to get the proper diagnosis for your child and then learn to see bipolar youngsters in a new way–to celebrate the brilliance, the kindness, and the gusto for life that these kids invariably possess. So often, it seems to me that no one is actually listening to what these kids are saying. Over the years, I have learned that children, even very young ones, can be much more aware of how they feel than grown-ups realize. Careful attention to their words can give the listener an invaluable glimpse into these kids’ inner emotional world–the pain, the anger, the joy–that helps explain the unusual behavior they often exhibit.


One of the things that makes helping a bipolar child so difficult is that the disorder’s symptoms are routinely mistaken for more familiar and better-studied neurobiological disorders. What’s more, for the majority of children who suffer from it, bipolar disorder doesn’t occur in isolation.3 It often rides sidesaddle with these other conditions, which include attention-deficit/hyperactivity disorder (ADHD); autistic spectrum disorder (ASD), including autism and asperger’s syndrome; obsessive-compulsive disorder (OCD); oppositional defiant disorder (ODD); and separation anxiety disorder. Even child psychiatrists concede that teasing out the subtle nuances that distinguish these conditions can be confounding.


This diagnostic morass is more than just baffling. It can be devastating and sometimes even life-threatening for children. That’s because bipolar disorder is too often treated with antidepressants and/or stimulants, medications that not only have the potential to cause mania and/or depression in children with bipolar disorder but also may activate bipolar genes in those who previously did not show evidence of the disorder. Imagine, for instance, a bipolar child who is diagnosed with ADHD and put on a stimulant such as Ritalin to calm him, then on an antidepressant for apparent depression. Instead of getting better, he may begin to develop severe mood swings. The improper diagnosis, followed by treatment with the wrong medications, may well have a significant detrimental effect on his social, emotional, and cognitive development, and in the most extreme case, it might even lead to suicidal thoughts or behavior. Depending on a therapist’s experience and how carefully he or she investigates and interprets the symptoms, a youngster can easily be headed down a road of inadequate or harmful treatment.


My hope is to allay some of the diagnostic confusion surrounding childhood bipolar disorder and to provide parents with these words of comfort: You are not alone. The truth is that plenty of caregivers are confronting this disorder day in and day out. On the following pages, you’ll hear chronicles of how they came to know this condition and how they deal with it successfully or at the very least cope with it one day at a time.


I also want to help absolve parents of some of the tremendous guilt they often feel when raising a child with bipolar disorder. I’m a psychiatrist, but I’m a mother first. And as a mother, I know that almost any parent who has a child with a problem (whether it involves learning, social skills, or behavioral issues) in some way feels guilty. Society has a way of telling us that all of our children are supposed to be perfect, so if they have a problem, it must be our fault. The guilt is compounded if a child behaves inappropriately in the outside world. When you take your youngster to the grocery store and he hits you, throws temper tantrums, and shouts bad names, it’s a mortifying experience. The stares from other people seem to say, “What a spoiled brat! What’s the matter with that mother! Doesn’t she know how to control her own child?”


But in the case of bipolar children, this kind of episode is rarely touched off by incompetent parenting. Instead, it’s generally the outgrowth of biology gone awry. The parents of the kids I see in my practice deserve awards for the way in which they handle what they live through each day. And yet, they are the constant targets of criticism– by unsympathetic spouses, relatives, other parents, teachers, physicians, and even mental health professionals. The situation is made even worse by the isolation that they experience. To suffer alone is unnecessary and cruel when there are so many other parents struggling with the same problems and misunderstandings. Education and support are crucial elements in successfully raising a bipolar child.


Throughout this book, I’ll offer you a peek into the windows of bipolar children’s inner lives, sharing stories from dozens of parents and children that will provide a detailed picture of how bipolar disorder plays out in the day-to-day activities of families.


I can’t stress enough that how a person feels about himself at seven years of age plays a big role in how he feels about himself at thirtyseven. Therefore, controlling or at least doing the best you can to manage the disorder in your child’s early years can set the stage for a better life for him than if the illness is left unaddressed and allowed to wreak havoc on his development. Early intervention is critical. I firmly believe that by taming bipolar disorder early on, you’re helping to give your youngster a childhood he might otherwise be denied.


To that end, I’ll explore the medications and therapies currently available as well as new treatments on the horizon and share tips for helping your child at home and in school. In addition, I’ll share insights about the lives of some of the great leaders, musicians, artists, entertainers, and scientists who showed signs of being bipolar children themselves, among them Winston Churchill and Sir Isaac Newton. Most important, I’ll acquaint you with some of the techniques I use in my practice that you can learn too, including one I like to call “professional listening.” The goal is to help you, the parent or caregiver, to better understand your child’s moods and steer him on the road to wellness.
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Listen to the Words,
 Not Just the Music


The first day he came into my office, I immediately liked eight-yearold Danny. A charming boy with blond hair and brown eyes, he hugged his mom in the waiting room and proclaimed, “I love you, Mommy; you’re the best mommy in the world.”


When I spoke with Danny’s mom alone, she painted a fuller picture of her son. Danny was the family comedian and loved to do goofy imitations of his favorite cartoon characters. He was unusually bright and creative. When he was still a preschooler, he could name all the planets and discuss in great detail the debate over whether Pluto belonged on the list. On many occasions, he was a compassionate, caring youngster. For instance, when his sister went to the emergency room for stitches in her finger, it was Danny who comforted her. “It’s OK, Katie,” he had said. “I get lots of needles, and it’s not so bad.”


At other times, however, Danny could make Dennis the Menace look like a choirboy. At age three, he had been sent home from nursery school for throwing jelly beans and calling other kids “doodyheads.” When he was four, he was kicked out of the school permanently for throwing a chair at the teacher’s aide and for trying to bite another student.


Danny had an up-and-down relationship with his sister, who was two years older than he was. On some occasions, the two played nicely and he was interested in what she wanted to do. But on others, he was provocative and purposely tried to irritate her. When reprimanded by his parents, he often said things such as “OK, why don’t you just kill me? You hate me and you love Katie more. I know it.” He would then burst into tears and say, “I don’t know what’s wrong with me, I have a bad brain.” His excessive guilt at these times made it difficult for his parents to discipline him, as he was so hard on himself.


The transition to elementary school had been a difficult one for Danny. He had trouble separating from his family, and he was often late because it could take twenty-five minutes or more for his mother just to get him out of bed in the morning. Danny insisted on wearing the same pair of shorts every day, and he refused to leave the house at all until the seams on his socks felt exactly right. Once he was in first grade, it was hard for him to stay seated on the rug long enough to participate in the daily storytime activities. For the first few hours of the day, he was often grumpy and refused to interact with the other children or go to the playground for soccer practice. But by afternoon, he usually brightened considerably and sometimes volunteered to lead storytime, where he would regale the group with his cartoon imitations. The kids thought it was hysterical, and frankly, so did the staff.


But Danny’s antics weren’t always laughing matters. In first grade, he had tried to push a classmate off a moving swing. In second, he called the teacher a witch when she took away his drawing paper and said it was time to move on to the next assignment. Still, his mom reported, Danny was always sad and remorseful after such incidents. “I’m no good,” he would say tearfully. The teacher said she had never taught a child quite like Danny and told his mother that something had to be done.


Danny’s parents were as confused as his teacher by his unpredictable behavior. By second grade, they had been through a revolving door of doctors’ offices to figure out how best to help him. At first, his dad had thought Danny simply needed more structure and limitsetting. His mom thought, and hoped, that he would grow out of some of these bad behaviors. Both parents wished they knew how to do more for their son. But they could never be sure which Danny they would be dealing with on any given day: Dr. Jekyll or Mr. Hyde.


It’s not uncommon for parents to share concerns similar to those of Danny’s parents if a child has been “acting up” in school or at home. But how is a parent to know if this is just typical kid behavior? How does a parent know if the child is just having a few bad weeks, if he is just a spunky kid, or if there is something more serious behind his ups and downs? Some parents, like Danny’s, arrive at my door armed with a laundry list of various diagnoses, none of which seems to have been quite the right fit for their son or daughter. Parents may worry that they’ve done something wrong: Maybe it’s all their fault, or then again, maybe they’re just overreacting and have a lower tolerance level than most parents for a child’s poor behavior. Many feel as if they’ve been on a roller-coaster ride for years, both emotionally and physically, with their child, and they are desperate for answers.


Although the term bipolar disorder is bandied about in popular dialogue much more frequently today than it was in the 1990s, there’s still a fair amount of confusion among both parents and practitioners over what bipolar disorder looks like and how it exhibits itself in a child. Danny’s parents had been struggling with the correct diagnosis for their child. By the time they came to my office, they were, needless to say, distressed and disillusioned. Danny had gotten so many different diagnoses over the years–attention-deficit/hyperactivity disorder (ADHD), major depressive disorder (MDD), oppositional defiant disorder (ODD), pervasive developmental disorder (PDD)–that his parents couldn’t even remember all the acronyms anymore. The medications they had tried either hadn’t worked or had worked for a period of time but then seemed only to make matters worse.


When I met with Danny, I thought he could be helped but explained to his parents that the process would likely involve some trial and error. By carefully observing Danny and studying his history of diagnoses and his behavior over two weeks, I saw many of the signs that would make me consider a diagnosis of bipolar disorder. First, the stories from Danny’s parents indicated that many of their son’s symptoms were cyclical rather than constant; that is, they would come and go. When his mood was essentially stable, his ability to pay attention was fine, but when he appeared very depressed or too “up” (manic), concentrating was almost impossible for him. His social behavior also seemed mood-related: Danny could be irritable and isolated in the morning but charming and gregarious in the afternoon and then unable to settle down at bedtime.


He also displayed many of what I call the hidden symptoms of bipolar disorder (these will be discussed in more detail in Chapter 3), including a significant problem with waking up in the morning. When he experienced extremes in moods, either at the height of his mania or the depths of his depression, his parents described him as especially distractible and restless. On these occasions, his behavior sometimes resembled that of a child with ADHD.


Initially, Danny’s parents reported, his attention problems had responded to the stimulant medications that are typically used to treat ADHD, but after a few months, his problems began to increase significantly. The same was true when he was treated with an antidepressant for his depression: There was clear improvement within a few days, but this, too, was followed by a period of marked decline (into intense depression and irritability). This pattern is something I often see in kids with a bipolar predisposition who are treated with stimulants and/or antidepressants. The medicines seem to help for a time, but then, for many, the medication either seems to stop working or the problems dramatically intensify.


In Danny’s case, his depression manifested itself as a lack of interest in interacting with his peers and an inability to enjoy most things he had previously liked, including playing soccer. He also had great difficulty switching from one activity to another in the classroom, as evidenced by his verbal altercation with the teacher during art class.


I like to tell parents that the first rule of thumb I use to treat any child who I strongly suspect has bipolar disorder is this: Treat the mood disorder first, and see what’s left behind. And that rule applied to Danny. By treating his mood shifts first (and seeing if his moods evened out at all), we could begin to determine which symptoms seemed related to mood and which might be related to other problems, such as ADHD. In about two weeks, Danny began his first mood-stabilizing medication (see Chapter 7).


I wish I could say that it worked beautifully and that everyone lived happily ever after, but in fact, treating bipolar disorder in kids is seldom so simple. As with many children, it took a number of weeks and trials of a few different medications before we began to notice a positive change in Danny. After a couple of false starts, we finally hit on a combination of medications–a mood stabilizer and an antipsychotic–that worked well together to even out his moods. At the same time, Danny and his parents started seeing a therapist skilled in treating families with bipolar kids to help them better understand his illness.


Within a few days after starting the new medication combination, Danny’s mood swings began to decrease in frequency and intensity. Over a period of weeks, his interaction with peers and adults began to improve, and his teachers reported that he was more attentive in the classroom; he was also more cooperative at home. Although he still had difficulty waking up in the morning, his teachers reported that he performed well in school once he arrived. He eventually began to make friends and wanted to invite other kids over for playdates. Granted, the medications and therapy didn’t eliminate every one of Danny’s symptoms. He continues to be somewhat slow to get going in the morning. But overall, he is far more able to cope with the demands placed on him at school, and, most important, he is more able to feel positive about himself and have a good relationship with his parents and siblings.






Defining Bipolar Disorder


Danny’s story illustrates the complex and sometimes baffling ways in which bipolar disorder presents itself in young children, but many parents are equally baffled when it comes to explaining what could be going on inside their child that might cause such behavior. What exactly is bipolar disorder? And what explains it? These are often the first questions parents ask me when we discuss bipolar disorder as a possible diagnosis for their child. Without going into an involved scientific discussion, it’s worth taking a look at the basics of bipolar disorder and some of its possible causes, as identified by the psychiatric community today.


First, the term bipolar refers to the predominant mood states– mania and depression–that are the hallmarks of the condition. I’ll discuss these states in greater detail in Chapter 2, but in general, mania refers to an elevated, expansive, or irritable mood, and depression is characterized by a sad or irritable mood and/or the loss of pleasure in nearly all activities. By definition, either of these mood states must be accompanied by changes in energy level and behavior as well. (Bipolar disorder’s previous name, manic depression, was changed within the mental health community in the 1970s as part of an attempt to add clarity and uniformity to psychiatric diagnoses. From that point on, mood disorders were divided into two groups: unipolar, those that involve only one end of the affective [emotion] spectrum, and bipolar, those generally characterized by shifts between the two states.)


My young patients never cease to amaze me with the creative analogies they come up with for describing their swings between mania and depression. Some say they feel like a ping-pong ball bouncing back and forth between their different mood states. Others describe it as having an angel on one shoulder and a devil on the other. Their vivid language reflects their often daily struggles with the abrupt and unanticipated shifts they experience when bouncing between their highs and lows.


These mood states are also associated with a variety of symptoms, including sleep and appetite disturbances, concentration difficulties, major unexplained changes in energy levels, and distractibility. But it’s seldom that I see a youngster with all of the possible characteristics. One child might have significant sadness and low energy, whereas another may be highly energetic and bossy. One may be predominantly irritable, and another may be very silly with rapid speech and in an “up” mood most of the time. Still others may exhibit a grab bag of bipolar symptoms. To further confuse matters, bipolar kids’ moods tend to shift much more rapidly than those of grown-ups with this disorder. Adults most commonly experience weeks or months in a single mood state–either manic or depressive–but youngsters often have ups and downs in the course of just one or a few days. (This pattern of frequent mood shifts is also seen in adults but much less often.)


Like many conditions, bipolar disorder exhibits itself in different ways and in varying degrees from child to child. Thus, one youngster may be incapacitated by the illness and unable to participate in school or extracurricular activities, and another may function quite well outside the home but struggle significantly with family life. And even if the child is not one of the extreme cases featured in the media, she may still benefit from treatment.


The truth is that diagnosing a bipolar child is more like making a movie than taking a snapshot. Sometimes, the diagnosis is clear fairly quickly, but in other cases, it’s necessary for a psychiatrist to observe a child’s behaviors and moods over weeks or even months.


As for the question of what causes this disorder, I like to tell parents that if I could answer that, I’d win the Nobel Prize. But we do have some information to point us in the right direction. Scientists believe that a variety of factors, including genetics, chemical and/or physical changes in the brain, and environmental influences, all play a role.


It is generally accepted in the mental health community that the cause of bipolar disorder is largely biologic, whether rooted in the genes or in particular changes in the brain. Recently, researchers have focused much of their efforts on locating the specific genetic underpinnings of bipolar disorder. It appears that more than one gene is probably responsible, and the quest to determine which genes are aberrant and how they interact with each other continues. The hope is that a better understanding of the genetics of bipolar disorder will eventually lead to better treatment.


Scientists have long suspected a genetic role in bipolar disorder because, as with many other biologically based disorders, this condition often runs in families. According to studies on children with bipolar parents, if one parent has bipolar disorder, a child has up to a 27 percent risk of developing it; if both parents have bipolar disorder, the risk increases to 60 percent. These figures are compared with a 0.5 to 1.5 percent risk in the general population.1


The concept of a chemical mechanism in the brain also contributing to the development of bipolar disorder is still being investigated. But researchers are studying the connections between mood disorders and the chemical messengers in the brain known as neurotransmitters. These substances, which include norepinephrine, serotonin, and dopamine, allow the brain’s nerve cells to “talk” to one another in order to smoothly perform the tasks of mood regulation and other mental functions.


Although the role that neurotransmitters play in mood changes is still not entirely clear, it appears that too much or too little of a particular neurotransmitter–or perhaps an imbalance among them– can affect how particular nerve cells behave; that is, one cell may be talking too much, while another is saying too little. The result is that the messages being sent along the brain’s pathways may be changed in some way, causing differences in an affected person’s mood.2


Structural or physical differences in the brain are also thought to play a role in bipolar disorder. In recent years, scientists using advanced imaging techniques have discovered a possible relationship between bipolar disorder and the volume of particular areas of the brain. The bipolar adults they studied appeared to show an increase in the volume of the amygdala (the almond-shaped groups of neurons located deep within the medial temporal lobes of the brain) and a decrease in the volume of other parts of the temporal lobe.3 Both of these areas appear to be involved with mood and emotions.


In some cases, symptoms of bipolar disorder can be caused by certain medical illnesses or conditions. People with temporal lobe epilepsy, hyperthyroidism (overactive thyroid), or a stroke in particular areas of the brain, for example, can exhibit signs of mania. Those with hypothyroidism (underactive thyroid), multiple sclerosis, or stroke in other select areas of the brain may experience depression.4


But biologic factors don’t tell the whole story. Identical twins will both have bipolar disorder only 70 percent of the time at most,5 which tells us that some other factors are at work. Research studies lend support to the idea that environmental factors, such as head trauma and life-threatening events, are also occasionally associated with the onset of bipolar episodes.6


Despite the fact that scientists are learning more and more every day about what causes bipolar disorder, many kids like Danny still aren’t getting the treatment they need. Why? Because many mental health professionals are either skeptical that bipolar disorder exists in children or unsure of how to make the diagnosis in this population. Their skepticism is due, in part, to the guidelines traditionally used by the mental health community to diagnose the disorder. Unlike specialists in internal medicine, who can order blood tests, X-rays, computerized axial tomography (CAT) scans, magnetic resonance imaging (MRI) studies, and so forth, psychiatrists must diagnosis illnesses by listening to a person’s symptoms and determining how those symptoms fit into a specific pattern. In diagnosing most psychiatric illnesses, clinicians use the Diagnostic and Statistical Manual of Mental  Disorders, fourth edition, text revision (the DSM-IV-TR), a manual that lists the standards a person’s symptoms must meet before a particular diagnosis can be given.


Determining whether a symptom is present and to what degree can involve some level of subjectivity, of course. But for children with bipolar disorder, there’s an even bigger complication: The DSM-IVTR still lists only adult criteria for bipolar disorder, and children are not just mini grown-ups. We also know that bipolar children often don’t show symptoms in the same ways as adults who struggle with the disorder, presenting another difficulty in diagnosis.


Some doctors believe that if the symptoms of bipolar disorder don’t follow the DSM-IV-TR criteria, then we shouldn’t call the child’s illness bipolar disorder. Given what we know now, however, I believe the label itself is not the crucial issue; we can call it bipolar disorder or polar bear disorder as far as I’m concerned. The important thing is ensuring that these children get the help they need.


Yet when health professionals don’t even have pediatric bipolar disorder on their radar screens (something that I hear from frustrated parents time and again), the chances of a child getting the best available care when she needs it is greatly reduced. It reminds me of the old malapropism sometimes attributed to baseball great Yogi Berra: “If I didn’t believe it, I wouldn’t see it.” Because many therapists, pediatricians, and psychiatrists are still not sure if they believe in pediatric bipolar disorder, they don’t see it as a possibility. The result is that some children end up losing vital periods of their childhoods.


How do we prevent this from happening to kids such as Danny? In my mind, one of the critical but often forgotten words is listening. In this age of insurance-driven office visits, the time clinicians have available for just sitting and listening to kids is often limited. But I’m always astonished by how clearly young children can articulate the way they feel and what their problems are if they are simply given a chance to be heard.


One of the best instructors I ever had in the art of listening was a seven-year-old boy named Ben. I had been treating Ben for only a few weeks with a medication I had used with success in a number of other children with bipolar disorder, and I was fairly confident that it would help him feel calmer and even out his moods. But when his mom brought him for his scheduled appointment, she was worried: Ben had been tearful and despondent in the early part of the day, and by late afternoon, he was pounding on the wall and trying to hit his younger brother with a plastic baseball bat.


My first instinct was to adjust the dosage on Ben’s prescription. Then he sat down, squared his shoulders, and cut right to the chase. “I think this medicine is makin’ me nuts,” he said. “I’m the only one who knows how I really feel.” Although no one in medical school ever mentioned anything about seven-year-olds participating in their treatment plans, Ben seemed to be on to something. I told him I agreed that he was an expert on his own body: “You know how you feel better than anybody else.”


I asked him if we could just try to increase the medication one more time to see for sure whether a higher dose might help him. “You and I are detectives trying to solve a case,” I explained, “and we have to weigh all the evidence; each clue is important. If we increase the medicine and you feel worse, then it will be clear to the two of us that this medicine is not for you (just as you say). If it helps, then we’ll know that the dose was probably just too low.”


His next appointment was scheduled for three days later, so that if he didn’t feel well, we could stop the medication quickly (although he knew he could always ask his mother to call me if he couldn’t wait). He reluctantly agreed to the trial.


When we met later that week, Ben said, “I feel so angry. I know I’m right. This medicine makes me sick.” I weaned him off that medication and cautiously started a different mood stabilizer, another anticonvulsant. During his next visit the following week, I was surprised at the gains Ben had made. He still had difficult days, but his mood shifts had become less extreme and of shorter duration. The crying had lessened, and his mother reported that he was getting back to playing baseball, his favorite activity.


Sometimes, it takes a Ben to remind us that a major part of our job as doctors, therapists, or parents often boils down to “professional listening.” Do a child’s words indicate that he’s more angry than usual? That nothing seems to please him? That things that once made him happy no longer do? Typically, parents will come into the office and explain that their child has been incredibly irritable or that he is giddy and revved up, especially at bedtime. In the case of children with bipolar disorder, that doesn’t tell me enough. Most children are irritable at one time or another, and many kids get overly active at nighttime. What’s especially important to know, in addition to the broad clinical overview, is the “small change,” that is, the details of a child’s day-to-day existence. The small change of daily life is what determines one’s repository of psychological wealth–and what gives me significant clues to a child’s state of mind.






Collecting the Small Change


Did Katie laugh during her beloved SpongeBob SquarePants episode yesterday? Was Corey able to finish his essay on Thomas Jefferson? I want to know not only what a child is doing but also what he is saying and how he is saying it. Does he get all wound up over his Christmas list and make elaborate plans for winter vacation even though it’s still August? Pester you for a taco even when told you’ll be picking up dinner from the Italian restaurant? Complain that the thermostat is turned up too high even though it’s set at sixty-eight degrees?


Why bother to remember such seemingly mundane remarks? Because these and other conversational snippets can yield important clues as to whether your child is exhibiting signs of a bipolar disorder. Careful attention to a child’s words may also help you discover whether a prescribed medication is effective or if another treatment option needs to explored. If you want to get a good read on what a bipolar child is feeling and where his mood is at any given time, the first step is to listen to him.


Most parents, of course, listen to their child, and some might think they listen to the point of sheer exhaustion, till they can’t possibly listen anymore! But we all have different ways of listening. In our society today, where everything is supposed to be fast and concise, we communicate in sound bites: Skip the details–what’s the bottom line? The problem is that in our rush to communicate effectively and what we think is efficiently, we lose a lot of important information.


The diagnostic confusion that surrounds pediatric bipolar disorder is partly due to the pressure to convey information rapidly, with a lack of focus on details. Let’s say a young girl, Shirley, comes home from school and asks her mother to take her to the toy store to buy the newest, hottest doll that her girlfriend Marta just got for her birthday. Her mother first explains that Marta got the doll for a special day, her birthday, and then says, “The doll costs a lot of money, and maybe Santa Claus will bring it on Christmas. We are not going to get it today. You’ll have to wait.” After repeatedly being told “no,” Shirley starts screaming and stomping her feet; she throw pillows off the couch and has a major temper tantrum. Then Shirley starts yelling.


On the one hand, she might say, “You’re mean, stupid and very ugly. You never listen to me–no matter what I say. You hate me, just go ahead and kill me!” On the other hand, Shirley might say, “I hate you, I wish you were dead. I wish a car would run over you and kill you.” In both situations, the child is out of control and verbally abusive. There is no question that this is an irritable, demanding, and out-of-control child. But if we “listen to the words” (the language) closely and not just “the music” (the noisy refrain), we begin to see things differently. In the first scenario, Shirley feels that she is a victim and that her mother doesn’t care about her. In the second situation, Shirley feels that her mother is the problem, and her rage is externally directed.


Let’s look at another situation; whether or not the child is bipolar is irrelevant. Suppose a boy throws a rock at a window to break it. Obviously, this seems to be a bad thing. But what if he did this because his house was on fire, he didn’t have a key, and his sister and brother were still inside? He knew time was of the essence, and he had a chance of saving them. Alternatively, imagine that the boy’s neighbors kicked him out of their house because of his aggressive behavior toward their children. He came back when he knew they wouldn’t be home and decided to break into their house to steal some things. He didn’t have a key, so the only way to get in was by breaking the window with a rock. In the first scenario, the boy is a hero. In the second, he is a strong candidate for juvenile court.


What does this scenario have to do with bipolar kids? On its surface, many may think that the bipolar child’s behavior is driven by simple willfulness or defiance. But as you see in this example, careful attention to the details of a situation is paramount if one really wants to understand a youngster’s emotions and behavior.






“People Hear What They See”


In my practice, I’ve found that children with bipolar disorder are often especially bright, self-aware, and adept at revealing their emotional and physical states, in either a direct or an indirect fashion. For example, you might think your child is kidding when he tells you, “If I don’t wake up in time for cartoons in the morning, throw a bag of ice on me.” But, in fact, parents of bipolar children report an uncanny similarity in the way in which their bipolar kids talk about the extreme measures necessary to awaken them in time for school. The reason is that these kids often have changes in their sleep/wake pattern that make it difficult, if not seemingly impossible, for parents to rouse them when it’s time to get up (for more on sleep problems, see Chapter 3). Many parents report that when their kids really want to make certain that they’ll get up in time for a special activity, they’ll beg for a wake-up call that involves either ice or cold water or multiple alarm clocks.


Bipolar kids are also frequently great planners and list makers. Six months before her birthday, a bipolar child in an “up” mood may regale you with detailed plans for her party, obsessing over the smallest details of what present Grandma may buy her. Of course, childhood enthusiasm might account for some of this behavior, but it may also be indicative of an elevated mood in a bipolar child who carries it to extreme lengths. Kids who are “up” are busy, driven, and thinking of grandiose things.


When this kind of energy interferes with a child’s functioning, it can play havoc with daily life. But sometimes, it can also be channeled– with proper treatment and the caring guidance of a parent–into academic or creative activities such as artwork, musical presentations, and science or literary projects. One of my patients, a six-year-old boy named Henry, wrote and illustrated an entire book, all while sitting in my office waiting room. It was about a superhero he called Shirt Man. After he read it to me, he described his plans for the sequel, “Beyond Shirt Man,” as well as a movie version. I was convinced that with the proper treatment, he could wind up as the next Steven Spielberg.


It’s fairly easy to listen to your child when he’s in a creative, expansive mood like Henry was. But in difficult times when a bipolar child is irritable or acting up, parents often block out the child’s words and remember only the turmoil. I’m reminded of a phrase I heard in the movie Beyond the Sea, the story of the late Bobby Darin. At one point in the film, his wife, Sandra Dee, tries to comfort him after a failed comeback performance at the Copacabana nightclub. Unlike his previous shows, which included a visual feast of spotlights, a full orchestra, and dancers, this one consisted of Darin alone singing folk songs and playing his guitar. The songs were beautiful and well performed, but the nightclub audience, accustomed to glitz and fanfare, uncharacteristically booed his performance. “People hear what they see,” his wife told him. The same is true regarding parents and children. When a child is having a mood swing that results in rage, what you hear is tremendous hate and anger. It is only when you carefully focus on the words that it becomes clearer just which feelings the child is struggling with.


At the same time, parents tend to sanitize episodes that seem too painful, too embarrassing, or simply too bizarre to share with a stranger or even the treating doctor. For example, instead of saying, “Ricardo mooned his teacher yesterday and then told her ‘I know how to do math better than you,’” they might say only that “Ricardo was really out of control in school yesterday.” But hearing the details is crucial in helping a doctor come up with the proper diagnosis, prescribe the appropriate pharmacological treatments, and devise day-to-day plans for getting the support the child needs at home and in school. In this case, for instance, Ricardo’s language clued me in to the fact that he was exhibiting inappropriate social behavior and an I-know-better-than-thegrown-ups attitude, common in bipolar children in the “up” phase.


Even when it seems that a child is simply being annoying and oppositional, there may be clues in his language that he is, in fact, despairing. The child who pestered his mom for a taco at the Italian restaurant, for example, may really be crying out for help with his depression. He’s saying, “I might just as well ask for the impossible because I know that no matter what anybody does, nothing is going to help me feel better.”






Partners in Treatment


Many young patients talk about having “bad brains” or “two brains”– one that says to do “good things” and one that tells them to do “bad things.” They’re struggling with trying to explain to themselves why they do the things they do and act the way they act. These kids know something is not right; they want to please their parents and teachers and do the right thing, but somehow, they end up acting inappropriately and getting themselves into hot water.


Such was the case with William, a nine-year-old boy who, above all else, loved his dog, Marshmallow, a gentle Maltese. When William’s mood was stable, he would make a special bed for Marshmallow out of pillows. He liked to hold his pet on his lap, sometimes for half an hour at a time, and dress him up in his baseball hat or his sister’s sweater. “I love you, Marshmallow, you’re the best doggie in the world,” he would say. When William’s mood was elevated to a worrisome degree, however, he would sometimes handle the dog too roughly and pull at its legs to get the sweater on quickly. Then, when the dog snapped at him, he’d become furious: “You stupid dog; I’m going to bite you back.”


William’s inconsistent behavior represented his internal tug-ofwar with the world and his emotions. When he felt good, he was the kindest, gentlest, most wonderful child imaginable. When his mood was unstable, he could seem insensitive or overly sensitive to everything and everyone. Afterward, when he was calm and more reasonable, he felt horrible about hurting something that he loved so much. “I’m so sorry, Marshmallow,” he said with tears in his eyes. “I love you. I didn’t ever mean to hurt you. Sometimes, I just act crazy. I don’t know why.”


Even small bits of conversation can yield important clues to what is going on inside a child’s mind. Sunny, a bright eight-year-old, noticed one day that another child was accompanied by a specially trained service dog. Her mother explained that such dogs, similar to seeing-eye dogs, can help kids with lots of different problems. “I need a paying-attention dog,” Sunny said matter-of-factly. This remark showed that Sunny not only had a good sense of humor but also that she was highly aware of her distractibility issues.


Spoken language isn’t the only thing to pay attention to in a child; observing a child’s nonverbal cues is also extremely important. The proverbial sparkle, for instance, is often missing from a depressed child’s eyes. A child with an elevated mood can be so distractible and busy that he looks like a whirling dervish–on the go and not thinking too much (the truth is that he may be thinking about too many things). At times, simply observing a child’s reactions and facial expressions with the “sound” turned down can be a very helpful tool for assessing his moods.


Yet even after careful listening and observation, it can still be difficult to interpret what’s going on in a youngster’s mind. If he complains that other children give him strange looks or don’t like him, this may be paranoia or a reaction based in reality or a mixture of both. Perhaps the child is acting so strangely that he is pushing other children away: One youngster I know would stare at other people and then complain that they were staring at her. One of the important things to take away from this situation, however puzzling, is that the child is telling you how uncomfortable he feels, no matter where reality lies. I’m convinced that in many cases, listening carefully can make all the difference in the world in a young patient’s quality of life, especially if it means helping to tease out symptoms of bipolar disorder early on.


Such was certainly the case with Ben, the pharmacologically savvy seven-year-old. During the months we worked together, he continued to be a partner in his treatment. When he said, “Doc, I think those little pink pills help me more than those big white capsules,” I paid attention. There were times that his mother and I looked at each other in disbelief because his assessment of his responses to the pills was so on target.


It took some time and lots of trial and error, but Ben’s bipolar disorder is now controlled with medication and therapy. He’s becoming successful in school and an eager participant in his treatment plan. He deserves applause for demonstrating a maxim that any child psychiatrist–and anyone else who works with children–should take carefully to heart: “Listen to the words, not just the music.”
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Depression and Mania:
 Riding the Mood Pendulum


Nine-year-old Adam tells his mom he’s taking the train into the city to see the circus. “I know which one to take,” he says, frantically. “If you can’t take me today, I’m going all by myself!” Seven-year-old Martin, with a look of annoyance, tells his teacher, “The geography book is wrong. I know I’m right. Philadelphia is the capital of Pennsylvania.” Tracey, nine, is inconsolable: “I do all the wrong things. No wonder my family is upset with me. What’s wrong with me? Everything’s boring. I don’t even like playing soccer anymore.” And Steven, seven, won’t come into my office at all. “You can’t help me. No one can,” he says.


Expansiveness, grandiosity, sadness, irritability–parents of bipolar children are all too familiar with this broad range of moods, and the swing of the mood pendulum can make many stops along the way. Adam was beyond happy and exhibited the sense of invincibility that mania sometimes inspires. Martin was irritable and knew for sure he was right, despite reality staring him in the face. Tracey was suffering from painful sadness and the guilt of depression. And like many other youngsters, Steven had a depression that caused him to seem angry, oppositional, and just plain mad.


It has only been since the 1990s that mental health professionals have begun to recognize that bipolar disorder exists in children and is not extremely rare. Yet more than one-third of adults with bipolar disorder report that their own mood pendulums started to swing before they were fifteen years old.1 Many remember feelings of extreme sadness or misery and restless agitation (symptoms of depression) alternating with periods of silliness and giddiness, elation, or bossy irritability (symptoms of mania). Others describe periods of hypomania (similar to mania but not as extreme). Still others remember that their mood disorder began with major depression and that mania and hypomania didn’t follow until much later in life. A child, however, may fluctuate between mania and depression several times during one day, going from zero to sixty on the mood speedometer in a matter of hours or even minutes. Let’s take a closer look at how five mood patterns–depression, mania, mixed states, hypomania, and cyclothymia–look and feel in children.






Major Depression


Tracey was always a bit shy in school, but more recently, she seemed to have become excessively clingy at home. Her mom reported that for the past few months, Tracey had been getting tearful before bed every night, saying that she was worried that her dog might one day get hit by a car and die. Almost every night, her mom had to stay with her until she fell asleep, which could take up to an hour. Tracey also worried that she’d have one of her terrible nightmares. She was especially fearful of the one in which a monster chased her around a castle, then bit off her arms and legs and left her in a pool of blood.


She complained of feeling tired all the time (despite getting more than eleven hours of sleep since the onset of her mood and behavioral changes). She no longer wanted to go on playdates and preferred to stay home with her parents, where she’d lie on the couch with her dog and watch television. She didn’t want to eat much except for junk food–cookies, pizza, soda, and chocolate candy–which her parents allowed, if only to get her to eat something. Her teacher commented on how the sparkle had left her eyes, and every morning when her mom dropped her off at school, she’d start to cry. The school nurse began to see Tracey as much as her teachers did. She was having a hard time focusing on her schoolwork, and homework was a horror. She had always seemed a little distracted in the classroom, according to her teacher, but now she “couldn’t focus for beans,” as her teacher put it.


Tracey also began having social difficulties. She felt as though the other girls at school didn’t like her and thought they were saying mean things about her. Her teacher told Tracey’s mom that she didn’t believe the other girls were rejecting Tracey. Instead, it appeared that Tracey was isolating herself from her peers. What’s more, she had always gotten along well with her older sister, Kara, but now often seemed to be provoking her. Tracey would tease her sister about eating too much and being fat. (This wasn’t really true, but like most early teenagers, Kara was struggling with changes in her body.)


It had always amazed her mom that Tracey, who could be so loving, had the incredible ability to figure out how to really hurt the person she was upset with. Put another way, she was great at “going for the jugular.” By contrast, if her mom was sick with a cold, who but Tracey would be sympathetic and bring her orange juice and toast and say, “Just like you always try so hard to help me feel better when I don’t feel good, now it’s my turn to take care of you, Mommy.”


Until the late 1970s, it was believed that young children such as nine-year-old Tracey were not intellectually developed enough to be able to experience depression in the same way that adults do. Therapists talked about “masked depression,” a term that indicated children could not express depression directly but rather communicated their sadness through a variety of other signs and symptoms, among them headaches, hyperactivity, and insomnia. Children were thought to be tabulae rasae, or blank slates, who were shaped by the people who raised them. Today, we realize that each child enters the world with her own biology and her own temperament, which, in turn, is affected by the environment.


Early leading researchers in childhood depression, including Joachim Puig-Antich, Dennis Cantwell, Gabrielle Carlson, and Elizabeth Weller in the 1980s, provided strong evidence that, like adults, children can and do suffer from depression. And today, few would question the idea that a biologic depression can affect youngsters. In fact, at press time, Joan Luby, MD, associate professor of child psychiatry and director of the Early Emotional Development Program at Washington University School of Medicine, was conducting new research that indicates depression can potentially be diagnosed as early as the preschool years in children.2


To meet the criteria for major depressive disorder, as the condition is known in the psychological world, a child must have experienced the following: a two-week period of either a depressed mood (or irritable mood) and/or decreased enjoyment of things that used to be pleasurable. In addition, he must exhibit some of the following symptoms: weight loss or weight gain, sleeping problems (too much or too little), excess guilt, decreased ability to concentrate, a change in energy level (being either physically slowed down or very restless and agitated), and possible thoughts of death and/or suicide. The symptoms of depression are not so different between children and adults, but it is necessary to make developmental modifications when assessing kids. For example, depressed kids may deny being sad but say instead that they are bored all the time.


Although youngsters are often poor at communicating the time and the frequency of events (if a young child has been sad for a few months, it wouldn’t be unusual for him to report that he’s been sad “all my life”), they can provide important information that their parents do not know. When it comes to questions about whether a child has hallucinations (for example, seeing things or hearing things that are not really there), delusions (false beliefs), or suicidal or homicidal thoughts, he knows the answer better than anyone else. He may not know the adult names for the symptoms, but he often knows enough to realize he’s having thoughts or experiences that are so strange that most people don’t talk about them.


During the evaluation process with a child, it’s not uncommon for me to discover that he has thoughts of killing himself or of not being alive or that he has hallucinations that he has not shared with anyone, including his parents. When I ask children why they have never told anyone such thoughts, more than a handful answer, “Because no one asked.” The bottom line is that by talking to children directly, a clinician can potentially obtain a significant amount of information– much more than most grown-ups realize.


Many children I talk with do not agree that they feel sad. Instead, they may notice that they feel angrier than usual. Little things that typically wouldn’t bother them now really annoy them. Parents may notice that their child rarely looks very happy. Little seems to excite him for more than a brief period. Although children may not be aware of their sad feelings, they often experience depression more as the absence  of pleasure: Nothing is right or good enough. The fact that Mom arrived home with cookies rather than cake for dessert can bring them to tears. They may feel that other children and parents are against them or are nicer to other kids. They complain of boredom even though there are plenty of things to do that they would normally find fun. They may feel excessively guilty about inappropriate things they’ve done or imagine that they’ve done, recently or in the past. One boy, for example, felt horribly guilty over having taken a pencil from a store some weeks earlier, even though his mother had made him immediately return it and apologize to the store manager.
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