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As a parent, you’re swamped with conflicting advice and parenting techniques that tell you what is best for your child. THE EVERYTHING® PARENT’S GUIDES get right to the point about specific issues. They give you the most recent, up-to-date information on parenting trends, behavior issues, and health concerns—providing you with a detailed resource to help you ease your parenting anxieties.

THE EVERYTHING® PARENT’S GUIDES are an extension of the bestselling Everything® series in the parenting category. These family-friendly books are designed to be a one-stop guide for parents. If you want authoritative information on specific topics not fully covered in other books, THE EVERYTHING® PARENT’S GUIDES are the perfect resource to ensure that you raise a healthy, confident child.




Visit the entire Everything® series at www.everything.com
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Dear Reader,

Like most of you, I am not a doctor, and so, in writing about bipolar disorder, I’m communicating to you as an “everyman.” But in my work as a consultant, I’ve collaborated closely with parents, educators, and professional team members including psychologists and psychiatrists. If you’re feeling like an everyman too, don’t think yourself inadequate. All of psychiatry is respectful best guessing. You don’t need to be an M.D. or Ph.D. to recognize and document bipolar symptoms; you just need sound knowledge. As a parent, your day-to-day working knowledge of your child is extremely valuable to any doctor with whom you collaborate—you are the expert!

Bipolar disorder can be an exasperating and confusing experience for your child and family. The Everything® Parent’s Guide to Children with Bipolar Disorder is intended to enhance your expertise where this serious mental-health issue is concerned. I hope you will best be poised to advocate for your child’s needs and prepare for a happier, healthier tomorrow with this book as a foundation.

Best wishes,
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This publication is designed to provide accurate and authoritative information with regard to the subject matter covered. It is sold with the understanding that the publisher is not engaged in rendering legal, accounting, or other professional advice. If legal advice or other expert assistance is required, the services of a competent professional person should be sought.

—From a Declaration of Principles jointly adopted by a Committee of the American Bar Association and a Committee of Publishers and Associations


All the examples and dialogues used in this book are fictional, and have
been created by the author to illustrate disciplinary situations.






bi•po•lar (bi po’lәr) [image: ] adj. 1. having two poles as the earth. 2. of, pertaining to, or found at both polar regions. 3. characterized by opposite extremes, as two conflicting political philosophies. 4. Electronics. of, or pertaining to a transistor that uses both positive and negative charge carriers.

bipo’lar disor’ der [image: ] Psychiatry. an affective disorder characterized by periods of mania alternating with periods of depression, usually interspersed with relatively long intervals of normal mood. Formerly, manic depressive illness.
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Foreword


It is almost impossible to conceive of creating a comprehensive guide to bipolar disorder that would be easy for families to use. The topic is just so large and complex. However, that is just what William Stillman has been able to do with The Everything® Parent’s Guide to Children with Bipolar Disorder. Bill has created a wonderful resource that outlines all the issues pertaining to bipolar disorder. The discussion spans topics from the history of bipolar disorder to the current theories about diagnosis, treatment options, and the day-to-day realities of living with this disorder. The information is laid out in a clear and concise manner and is easy to understand. Each chapter also includes helpful Web sites and other information to allow readers to further educate themselves on each topic.

More importantly, Bill does all this in a way that is unusual for this type of book. He doesn’t discuss these children as abstract diagnoses, but talks about them as real children with strengths and weaknesses, hopes and dreams. He gives clear-cut advice on how parents can work with their children and involve them in the evaluation and decision-making process. He discusses ways to support them and foster their independence. This unusual perspective is what makes this book so powerful.

As a clinician, I see this book as being a wonderful guide for families dealing with bipolar disorder. It is also an excellent educational resource for clinicians, school staff, and those in the legal profession. It should be on the shelf of anyone who lives or works with a child with bipolar disorder.

Jeffrey Naser, M.D.


Introduction

Considering significant mental-health experiences, whether our own or those of others, can conjure a broad range of memories and reactions in us all. At the least, most of us have had experiences on the periphery, like temporary depressive “blues” or nervous anxiety that subsides. Perhaps we had an abusive parent, addictive uncle, or a cousin who was persistently melancholic. We may even have lost a loved one or close friend to suicide. The media has traditionally been unwise and insensitive in its portrayal of individuals with eroding mental health in films like The Snake Pit, Psycho, One Flew Over the Cuckoo’s Nest, and Girl, Interrupted. Too often characters with bipolar mood swings are seen as prone to deliberate, out-of-control violence, or doomed to the recesses of irretrievable depression. They are shown as stereotypes, “others” far removed from the norm, and they are often sensationalized or exploited for entertainment. We are all human beings; they are us and we are they. But when it comes to the exhilarating, omnipotent highs of mania and the extreme hopelessness of depression, how many of us have unwillingly embarked upon that roller-coaster-to-end-all-roller-coasters known as bipolar disorder? When we consider that bipolar disorder may impact the mental health of our children, it can be a very daunting prospect.

It may be an apt analogy to suggest that modern psychiatry is, today, where medical science in general was 100 years ago. That is, we are learning more and more about the intricacies of the human brain as it relates to chemical imbalances that perpetuate experiences like bipolar disorder. And as science uncovers more information, we are better able to accept that, under the right conditions, such imbalances can affect any one of us. In other words, no one is to blame, so it will be helpful to stay grounded in one thought: We are all more alike than different.

In recent years, there has been an increasing awareness of the importance of mental health in our children, especially with the explosion of diagnoses like attention-deficit/hyperactivity disorder, conduct disorder, and oppositional defiant disorder. The diagnosis bipolar disorder was once reserved for adults, but it is now gaining attention as an experience that affects teens and even young children. Distinguishing its symptoms from typical kid behaviors, especially where raging hormones prevail, can be an art.

The Everything® Parent’s Guide to Children with Bipolar Disorder endeavors to aid you in making balanced, informed choices about you, your family, and your child. Parents can become overwhelmed with technical or clinical-sounding jargon. This text uses plain language to walk you through the different mood disorders, describing the symptoms of each, and it describes how to help your child gain the upper hand over this disorder. You will read how you can best partner with your child in effectively communicating symptoms—not behaviors—to your child’s doctor. Other important topics include safety in your home, school-related issues, and supporting your child through the teen years and beyond.

Medical science continues its research of the human brain in an effort to curtail or cure mental-health issues, including bipolar disorder. Where our children are concerned, we should focus on maintaining a balance that is safe and manageable from day to day. This book offers a realistic, no-frills starting point for those seeking to foster family unity, self-advocacy, and the prospect of future hope and resilience.



CHAPTER 1
Defining Bipolar Disorder


Throughout history, bipolar disorder has proven to be one of the most common mental-health issues. Only in recent years, however, has bipolar disorder begun to be recognized as its own form of illness. In the past, it was disregarded or confused with other mental-health experiences, which led to misconceptions, myths, and stereotypes about those living with the condition.

Prevalence and Misdiagnosis

Because bipolar disorder has not been considered a viable diagnosis for young people until recently, no accurate statistics are available on the numbers of American children and adolescents who are affected. Among adult Americans (age eighteen and older), mental-health issues are widespread and common. It is believed that one in every five adults—or 44.3 million American adults, according to a 1998 census—has a diagnosable mental-health issue. Of those, bipolar disorder is believed to affect 2.3 million, or 1.2 percent of the adult population. Some studies show that one in five children—anywhere from 7.7 to 12.8 million—may also have some diagnosable emotional or behavioral issue that greatly impairs the quality of daily life. According to the Children’s Defense Fund, less than a third of people under the age of eighteen actually receive mental-health services. Conservative estimates suggest that as many as a million kids with bipolar disorder are undiagnosed.


Background and History


In the second century A.D., the Greek physician Aretaeus of Cappadocia seems to have first recognized some symptoms of bipolar disorder. Aretaeus was a prominent healer who was fascinated with acute and chronic diseases; he wrote extensively on diabetes. But it was his observations of what is now known as bipolar disorder that led him to determine a link between mood swing symptoms. He wrote, “The patients are dull or stern; dejected or unreasonably torpid [sluggish], without any manifest cause.” Aretaeus also used terms such as “peevish,” “sleepless,” and “unreasonable fears” to describe patients who complained about life and desired to die. At the time there was no way to clearly substantiate his findings.
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The term “bipolar” comes from the pairing of the Latin roots bi, meaning “two,” and polus, which pertains to a geographical pole, like the North or South Pole. Thus, bipolar means two poles, or two extremes in mood or behavior. The term bipolar is more acceptable and respectful than the label “manic-depressive.”



Arataeus’s work received widespread recognition when scientist Richard Burton published his book The Anatomy of Melancholia (1650). Burton’s work became a standard reference in the mental-health field, and he is regarded as the “father of depression.”

In 1854, the French doctor Jean Pierre Falret linked suicide and depression. Falret distinguished his patients’ periods of depression from their exacerbated moods, giving rise to the term “bipolar.” Falret also noted a tendency for these moods to manifest in families. This suggestion continued to inspire research all the way into the twentieth century; in 1952, an article in The Journal of Nervous and Mental Disorder concluded manic-depression could likely be traced in families where the disorder prevailed. When Falret’s observations were properly documented in 1875, the phrase used to categorize his findings was “manic-depressive psychosis.”

German psychiatrist Emil Kraepelin used the term “manic-depressive” in his thorough 1913 study of depression and (to a lesser degree) mania, thus creating a fundamental distinction between this disorder and schizophrenia. Over the next fifteen years, Kraepelin’s work prevailed, and by the 1930s it had become a widely accepted tenet of psychiatric theory.
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Jean Pierre Falret began his medical studies in Paris in 1811, at the age of seventeen. He was drawn to the study of “mental diseases” and focused on the interaction of body and soul. He coined the term folie circulaire, or “circular insanity,” to describe the recurring mood swings of bipolar disorder. Falret eventually founded Paris’s premiere mental-health hospital, which his sons took over after his death in 1870.



By the 1970s, legislation had established the standards of ethics in the care and treatment of mental-health patients, and the National Association of Mental Health (NAMI) was founded in 1979. The following year, the term “bipolar disorder” supplanted “manic-depressive disorder” in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (commonly known as the DSM).

Misconceptions, Myths, and Stereotypes

Throughout history, persons with mental retardation, autism, and mental-health experiences have been devalued and misunderstood. It is a shameful, incomprehensible history of poor judgment, at best, and ignorance at its most appalling. If you are a very sensitive person, you may wish to skip this section and read on.

In medieval Europe, those grappling with their mental health were considered harmless as long as they didn’t hurt themselves or others. However, uncontrollable outbursts and violent, out-of-character behavior were seen as signs of demonic possession. This was possibly the root of the myth that these individuals were dangerous and to be feared. In extreme instances, exorcism was initiated in order to oust the unclean spirits. Some religious orders established care for those deemed “mentally sick,” just as others in need were cared for. However, the poor were often committed to asylums for the insane or “defective,” where they were treated with brutality and locked away like criminals. (In fact, until recent years, such unfortunate persons were even called inmates.) They were usually physically, mentally, and sexually abused, forgotten and allowed to waste away.

In seventeenth-century England, those with mental-health experiences were tortured and kept chained in dungeons with criminals, delinquents, and the handicapped. In one London hospital, patients were sometimes publicly flogged for the amusement of visitors; an inconceivable and grossly inhumane “entertainment.” This hospital was later known as Bedlam, a word now synonymous with “chaos.”

From the late 1700s through the 1800s, there were few champions of those with mental-health experiences. In taking charge of one French insane asylum, physician Philippe Pinel discarded the notion that patients were on par with criminals by banishing restraints like shackles and chains; instead, he allowed patients freedom to exercise on the grounds and bask in the sunshine. Dorothea Dix was a mental-health reform pioneer who also sought to squelch myths and stereotypes. Starting in the 1840s, she lobbied tirelessly for four decades to create thirty-two mental-health state hospitals as an antidote to the hideous abuses she observed. Dix even appealed to the pope by drawing his attention to the cruel treatment of those with mental-health issues.

“It’s All Your Fault”

By the beginning of the twentieth century, psychoanalysis was the primary form of treatment for those in custodial care. Psychoanalysis, or the “talking cure,” was a movement spearheaded by Sigmund Freud and Carl Jung. The goal, through clinical guidance, was for patients to talk themselves into wellness. While talking about one’s experiences openly and honestly is still condoned as a healthy opportunity, it is but one treatment option. If someone truly experiences a chemical imbalance in the brain that causes symptoms like those of bipolar disorder, a holistic approach is recommended. Bipolar disorder is no one’s fault and is often beyond the control of the person who experiences it; another myth is that—if wellness is truly desired—the person can “will” control over it. Those unable to exert sufficient control may be further labeled as weak, lazy, selfish, or attention-seeking.


Below-Average Intelligence

It is perhaps a case of guilt by association that people with bipolar and other mental-health issues are stigmatized as being of low social class and intelligence. This attitude likely stems from a time when such individuals were relegated to communal settings with alcoholics, criminals, and those with mental retardation. The modern media has done little to improve the common perception of people with mental-health issues. Inconsistencies of mental health can impact anyone, just as physical illnesses can. While genetic predisposition is a consideration, bipolar disorder is an equal-opportunity offender. It is not selective among human brains, and it cares not for socioeconomic status or intelligence.

Clinical Confusion

Because bipolar disorder has only recently been accepted as a legitimate clinical diagnosis in children, it is believed to be more prevalent than now known. The reasons that you and/or your physician may not have diagnosed the disorder in your child could include the following:


	You’d rather wait to see if anything changes as your child continues developing.


	You may think your teen’s behavior is typical or resulting from hormonal changes.


	You feel that your child’s behavior is manageable and not significant enough to obtain a diagnosis.


	You are scared or in denial of the situation.


	You are feeling pressured (by family, your spouse, your child) not to explore mental-health support.


	You are worried that your child will be stigmatized or singled out.


	You believe the cause might be some other type of mental-health issue found in children.




You should share any concerns about behavior that seem out of character for your child with your pediatrician, who may make a diagnosis or refer you to a pediatric clinician who specializes in childhood mental health. If you do seek the advisement of a mental-health professional, and your child receives a diagnosis other than bipolar, it may be because:


	Your child doesn’t have bipolar disorder and does legitimately experience another mental-health issue.


	You haven’t clearly communicated bipolar symptoms, focusing instead on behaviors that could indicate another diagnosis.


	Family practitioners and other physicians may be unaccustomed to identifying the symptoms of bipolar disorder as it may manifest in children. They may have little to no experience with this issue or may have limited resources.


	The doctor is being especially careful in rushing to judgment on a bipolar diagnosis.


	School-age children with bipolar disorder who are undiagnosed may be labeled as noncompliant, troublemakers, bullies, or discipline problems. Parents and teachers may believe they are not paying attention or applying themselves to their full potential.




Other mental-health diagnoses that are commonly (and sometimes mistakenly) assigned to children will be explored in Chapter 3.

Bipolar Criteria

The Diagnostic and Statistical Manual of Mental Disorders (DSM), published by the American Psychiatric Association, is a standard reference for mental-health practitioners. It is an accepted resource that provides a starting point for a doctor to formulate a mental-health diagnosis for your child. The most recent edition was published in 1994, and it is commonly specified as “DSM-IV.” The DSM groups similar mental-health experiences by categories, and lists the prevailing symptoms, approximate duration, and experiences or diagnoses that can occur for each. The challenge in using the DSM is that it doesn’t distinguish symptoms of bipolar disorder by age; that is, symptoms described are generally those observed in adults, which may not be the same as those seen in children. In seeking clinical support, you will want to have some basic knowledge of bipolar symptoms in general as well as how those symptoms may manifest specifically in children (see Chapter 4 for details).



[image: ] Fact


The DSM, the standard psychiatric diagnostic manual, catalogs a wide range of mental-health and related experiences. It is the foremost reference guide used by psychiatrists, psychologists, social workers, mental-health professionals, therapists, counselors, and nurses. It provides a framework for making a mental-health diagnosis based on symptoms. The first edition was published in 1952.



The DSM is a clinical document; it is not designed for use by lay-people, including parents. Although it contains a glossary, the text is quite technical, full of jargon that may be intimidating and difficult to follow. Although you may wish to read up on bipolar disorder from a variety of sources, including the DSM-IV (the most recent edition), it is not necessary to understand DSM lingo to grasp this mental-health experience. The most important thing is to have a core understanding of bipolar disorder so that you can make sense of your child’s experience, piece together information about symptoms, and communicate with your child’s mental-health professional.


Mood Disorders


Bipolar disorder belongs to the category of mental-health experiences called mood disorders. Mood disorders are so called because their primary feature is a significant change or disturbance in mood. Mood disorders fall into four groups:

Depressive disorders
Bipolar disorders
Mood disorder due to a general medical condition
Substance-induced mood disorder

These groups are further divided into subcategories. The bipolar disorder subcategories are labeled as follows:


Bipolar I disorder: Diagnosed in people who experience at least one manic episode or mixed episode

Bipolar II disorder: Diagnosed in people who experience at least one major depressive episode and at least one hypomanic episode, but never a manic episode. Depression without any experience of hypomania is described as “unipolar”—that is, the person swings back and forth from only one (“uni”) mood pole.

Cyclothymic disorder: Diagnosed in patients who experience “numerous periods of hypomanic symptoms … and numerous periods of depressive symptoms. The hypomanic symptoms are insufficient … to meet full criteria for a Manic Episode, and the depressive symptoms are insufficient … to meet full criteria for a major Depressive Episode.”

Bipolar disorder NOS (not otherwise specified): Diagnosed in people who appear to have bipolar symptoms but miss meeting all the clinical criteria of the more definitive bipolar disorder diagnoses.

Bipolar disorder is comprised of two mood components, depressive episodes (the lows) and manic episodes (the highs). Each form of bipolar disorder consists of different combinations of depression and mania. In general, DSM-IV defines manic and depressive episodes as follows:

Manic episode: “A distinct period of abnormally and persistently elevated, expansive, or irritable mood, lasting at least one week (or any duration if hospitalization is necessary.” This period must be characterized by at least three defined symptoms (four if the mood is merely irritable), including decreased need for sleep, pressured speech, racing thoughts, grandiosity or inflated sense of self-worth, and excessive involvement in potentially dangerous activities.

Major depressive episode: “Five (or more) of the following symptoms have been present during the same two-week period and represent a change from previous functioning.” Symptoms must include depressed mood—“in children and adolescents, can be irritable mood”—and loss of pleasure and interest in life. Other possible symptoms include fatigue, insomnia, feelings of worthlessness, thoughts of suicide, and, in children specifically, “failure to make expected weight gains.” Note: The term “unipolar” applies to people who experience depression without any symptoms of mania or hypomania.

Mixed episode: “The criteria are met both for a Manic Episode and for a Major Depressive Episode (except for duration) during nearly every day for at least a one-week period.”

Hypomanic episode: “A distinct period of persistently elevated, expansive or irritated mood, lasting throughout at least four days, that is clearly different from the usual nondepressed mood.”

Remember that the DSM listing of bipolar symptoms is drawn primarily from research on adult patients. Do not be concerned with attempting to accurately assess your child’s mental-health experience in keeping with the preceding categories. Organizing your child’s symptoms and creating an order for them is a process. To accomplish this in a fair and responsible manner, you will be partnering with your child, family members, and your child’s consulting mental-health physician. Because bipolar disorder is comprised of depression and mania, the following sections describe how these moods can manifest in ordinary life.


Depression

Depression is one of the single most common mental-health experiences for us all. It is normal and natural for people of any age to “feel down in the dumps,” “have the blues,” or endure “the doldrums” from time to time. Sometimes it’s difficult to pinpoint exactly why we feel this way; it may seem as though nothing or no one can make us feel better, or we may be in a funk, especially irritable, for unknown reasons. In other instances, there are triggers that we can identify as the source(s) of our depressed mood. They may include the following:


	Disappointment because expectations fell through unexpectedly


	Stress, such as that resulting from school, sports, or family responsibilities


	Illnesses, especially long ones


	Embarrassing or humiliating experiences


	Accident of some sort


	End of a friendship


	Death in the family (including loss of a pet)


	Move to another home, town, state, etc.




It is even normal and natural to continue feeling depressed for lengthier periods following the loss of a loved one or a job. If such feelings do persist and become so intensely disabling that your quality of life is impacted, you consider suicide, or require hospitalization, the experience may qualify as a major depressive disorder.
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Depression is an experience unique to each person. It can happen frequently; may be separated by years between bouts; or can look like lots of depressed times bunched together.



Other features associated with major depressive episode include anxiety, complaints of physical illness, or other unusual behaviors that create daily obstacles. The symptoms of a major depressive disorder must represent a difference from what is typical for an individual. Five or more of the following should be happening during a two-week (or prolonged) period of time:


	Depressed mood (overall sadness, weeping and crying, complaining and irritability)


	Markedly diminished or decreased interest or pleasure in all, or almost all activities (passions and hobbies are no longer important like they once were, and sex drive may be very low)


	Decrease or increase in appetite that causes noticeable weight loss or weight gain (food is no longer appealing, or someone placates themselves with excess or junk foods hoping to feel better)


	Insomnia (can’t sleep) or hypersomnia (sleeping excessively)


	Psychomotor agitation (someone’s body is constantly moving or fidgeting) or psychomotor retardation (any movement requires great exertion)


	Fatigue or loss of energy (energy reserves have dropped or are depleted)


	Feeling worthless or feeling excessively or unnecessarily guilty (“No one loves me,” “Everyone would be better off if I were dead,” “I wish I were never born,” etc.)


	Diminished ability to concentrate, feeling indecisive (poor decision-making or falling behind in work productivity)


	Recurring thoughts of death, or suicidal thoughts or even suicide attempts




Other features associated with Major Depressive Episode include anxiety, complaints of physical illness, or other unusual behaviors that create daily obstacles.


Manic Episode

Most of us enjoy opportunities to laugh and joke with others, indulge in our favorite hobbies, and revel in feeling creative by excelling in our areas of talent. However, you may have seen the difference between these examples and extreme instances in which these experiences spiral out of control. Has someone you know ever developed a sudden interest and totally immersed himself in it, to the virtual exclusion of everything or everyone else? Have you ever stayed up for hours on end because you couldn’t tear yourself away from the television, an art project, the computer, or a sex partner? While they can belong to ordinary experience, sleeplessness and obsession are also elements of mania.

When someone’s mood expands and elevates to the point that there’s a noticeable difference lasting at least a week, and the person’s quality of life is compromised for it, it may be because the person is experiencing a manic episode. Mania almost always precedes or follows a period of depression. Further, the DSM indicates that the typical age for someone to first experience mania is “the early twenties, but some cases start in adolescence.”

To qualify as a manic episode, three or more of the following symptoms should be observed during the same period of time:


	Euphoric mood: The person seems intensely giddy and carefree, smiling, teasing and joking, or irritable because others don’t “get it.”


	Inflated self-esteem or grandiosity: The person feels superhero strong and invincible, may believe they have celebrity status, or assume supreme authority over others.


	Decreased sleep: The person stays up most or all of the night, going with little or no sleep, without feeling tired the next day.


	Talkative; pressured speech: The person speaks incessantly, almost as though she has to. Can also seem to have “verbal diarrhea,” talking so hard and fast she is spitting saliva or food.


	“Flight of ideas” or racing thoughts: The person jumps from topic to topic, or between activities, with no seeming connection among any of them.


	Distractibility: The person is quick to lose focus and is easily sidetracked by visual or environmental details.


	Increase in goal-related activities: The person takes on many more tasks than usual, and can’t rest until the house, yard, or car is spotless, for example. This symptom can include psychomotor agitation, in which the person appears physically “wired,” bouncing off the walls with an unnatural degree of energy.


	Excess involvement in pleasurable activities with potentially severe consequences: The person becomes sexually insatiable or promiscuous, spends money indiscriminately, or a hobby takes on a life of its own, alienating most everyone else.
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Other out-of-character behaviors that could go hand in hand with a manic episode include a shift between “up” feelings of euphoria and irritable “down” feelings of depression. Mania occasionally also involves incidents of violence or aggression. Some artists report they relish reaching creative heights as their mania escalates; the senses can intensify, and colors can seem richer.



People who become manic can, initially, seem like the life of the party, loaded with personality and fun to be around. However, at some point in a true manic episode, the experience will reach its climax, and person will “max out” or “crash and burn,” so to speak. This may follow a particularly violent or abusive streak after which it is not unusual for someone to express remorse or regret.



CHAPTER 2
Manic Mondays


As human beings, any one of us is at risk of experiencing a mental-health issue that can sidetrack us. Some of us may be at greater risk of developing bipolar disorder for a number of reasons. It will be important to educate yourself about these areas and acknowledge some signs and signals of symptoms that may be emerging in your child.

Getting a Diagnosis

Although there is no test, bipolar disorder is being diagnosed in children earlier than ever before. The medical community is uncertain about whether this is the result of greater awareness, better diagnosis, or an increased incidence of bipolar disorder in children. Some children are being diagnosed as young as two years old. Prior to formal diagnosis, some parents have even reported their babies seem inconsolable, unable to rest or relax. If you suspect bipolar disorder may be a possibility for your child, you should ascertain a diagnosis as early in your child’s development as possible. It’s a good idea to do this for the following reasons:


	To educate yourself, your child, and your family about the bipolar experience


	To endeavor to offset future episodes


	To understand environmental, social, educational, and community issues facing your child


	To become your child’s strongest ally and foremost advocate, until she is in a position to advocate for herself




You can find a lot of frightening statistics about bipolar disorder and substance abuse or suicide. Start early by exploring your suspicions of your child’s out-of-the-ordinary, intensive-meltdown, beyond-control behaviors. Your best asset is knowledge, and your best position is one of prevention instead of intervention, which comes from hesitating too long and getting into a situation that has become serious or dangerous. There are a number of potential indicators of mental-health issues, some of which are hereditary.

Potential Genetic Causes

While environmental and life-experience factors can play a part in triggering mental-health experiences in us all, genetics can also predispose your child to being at risk of developing bipolar disorder.
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According to Time magazine, children with a bipolar parent have a 10- to 30-percent likelihood of also developing it. If both parents are bipolar, the risk increases to 75 percent. It is estimated that 90 percent of people with bipolar disorder have one or more close relatives who are also bipolar.



Depending on your self-awareness and knowledge of your child’s family history on both sides, determining a genetic influence may be challenging. Not everyone is open to seeking mental-health support, and in some families there is a sense of pride (or shame) about confessing the need for such support. Others wish to “handle it on their own,” or keep their mental health a private matter. If you are unaware of anyone in your family with an official mental-health diagnosis, you may be able to distinguish these people on your own, by the following indicators:


	Suicide, suicide attempts, or suicide threats


	Chronic, constant complaints of aches, pains, or headaches


	Acute sensory sensitivities to light, sound, touch, too many people


	Child abuse (includes physical and sexual abuse)


	Too much energy, including talking too much or too fast


	Substance abuse or addiction (alcohol, nicotine, drugs)


	Explosive temper or episodes of violent anger (includes spouse abuse)


	Depression (not connected to events that could trigger it), including depression for which there has historically been a pattern or seasonal connection


	Gambling or shopping addictions


	Excessive or unreasonable religious devotion


	History of sleep disturbances


	Anxiety or panic attacks


	Eating disorders




This list is not absolute, and it is not definite that mental-health issues are prevalent in families that have these experiences. But, in thinking back on family history for your child (on both sides), have you noticed that one or more of the items on this list could apply to immediate family members or relations? If so, there may be an increased risk that your child could be vulnerable to a mental-health-related issue such as bipolar disorder.

A Medical Nature

As discussed in Chapter 1, depression can be a common mental-health experience for any one of us, and illness—how we feel physically—can affect our mood. The DSM includes a special category to address this very issue, titled “Mood Disorder Due to a General Medical Condition.” In order for a patient to qualify for this diagnosis, a doctor must first determine if the person’s depressive, manic, or mixed-episode state is being caused by “a general medical condition.” Persons at greatest risk for developing this type of mood disorder are those that are challenged to endure painful, chronic, and incurable conditions like spinal cord injury, head injury, AIDS, or other diseases like Parkinson’s or Alzheimer’s. A medical-related mood disorder may be triggered by other conditions, including the following:


	Stroke


	Vitamin or mineral deficiency


	Endocrine conditions (like thyroid-related issues)


	Cancer


	Infections like hepatitis or mononucleosis


	Poisoning over time


	Drug intoxication or interaction




A general rule of thumb—especially for young children unable to articulate their pain—is to always rule out any medical-related condition before pursuing a mental-health-related diagnosis.
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Always err on the side of caution. Spend some time reflecting on the last few meltdowns your child endured. Could physical pain and discomfort have triggered the behavior or otherwise contributed to his in-the-moment communication of extreme distress? Be certain to take note of any physical symptoms you may have observed at the time.



Your child may experience a hidden pain that others may not readily detect, like an ear infection, toothache, headaches, ulcers, or even growing pains. If your child does not tell others about the source of the pain, and if no one perceives the cause, your child’s communication of the pain will probably look like extremes of behavior: tremendous irritability or crankiness, huge temper tantrums, crying jags, hitting, kicking, biting, trouble sleeping, head-banging and other self-injurious actions, hurting others or pets, or destroying property. If this list sounds familiar, it’s because there are great similarities between these behaviors and the symptoms of bipolar disorder. Again—it cannot be stressed enough—should you suspect a mental-health issue, your first course of action should always be to ensure that your child has a thorough physical examination. This will rule out any medical condition that may be the cause of pain severe enough to affect temperament or any related issue that is creating an internal imbalance, driving mood swings in your child.
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One factor to take into account if you are seeing extreme differences in your child’s behavior is his current medications. Steroid-based asthma medications and some antihistamine cold medications can cause fluctuations in mood, causing your child to alternate between feeling tired and cranky and to have trouble sleeping. Medications affect us all in different ways, which means some children may have these reactions while others don’t.



Warning Signs

The DSM definition of bipolar disorder was compiled in terms of how it shows itself in adults, not for the most part in children. It may be difficult to determine bipolar disorder in children because it can manifest differently and be misdiagnosed, or occur with, some other mental-health-related experience considered more common in children (as described in Chapter 3). According to the DSM, episodes of mania and depression can alternate over periods of at least a day; a “rapid cycler” is someone who experiences several major episodes in the course of a year. In children, however, cycles are greatly accelerated; a rapid shift can occur several times a day.

Indicators to Look For

Mental-health professionals researching bipolar disorder in children have developed some benchmarks that may be strong indicators of mood swings in kids. These include the following:


	Off-the-chart temper tantrums or meltdowns (especially when the child does not get his way)


	Being unusually quiet, or showing a tendency to withdraw


	Difficulty waking up and getting motivated in the morning (resisting morning hygiene, getting dressed, and going to school)


	General problems with sleep


	Laughing, teasing, and joking that seems fake, excessive, or “put on”


	Physically hurtful or aggressive play with others, like at recess


	Consistent lying, or telling wild, made-up stories


	Claiming to be a movie, television, or cartoon character


	Difficulty focusing during the day, alternating with periods of clarity


	Falling grades or reports of bad behavior or bullying at school




Your child’s caregivers or educators may see her more than you do. If you are wondering about your child’s mental health, and you suspect that items on this list could pertain to her, please contact your child’s caregivers, teachers, guidance counselor, or school psychologist to arrange a telephone conversation or sit-down chat to talk it through. This will be an important information-gathering opportunity for you and school personnel. Each side may have important information that cannot be known by the other unless it is shared. You will be able to offer input regarding your child’s sleep patterns, appetite, study and homework habits, interaction with siblings, and general mood. The school staff should be able to offer detail about your child’s behavior or mood during the school day, and they can arrange a time to more closely observe and monitor your child (if issues haven’t already been brought to your attention).

Other Signals

When you think back on your own childhood, you may recall that much of your ability to feel safe and comfortable hinged on stability at home and school. In fact, as children, our entire world often revolves around these two environments. Many children are very, very sensitive, much more so than adults. Can you recall a time when, as a child, you panicked because you forgot your homework and your anxiety continued building so that it was all you could think about at school? Or do you remember the death of a beloved pet and how you felt like nothing would ever be the same?
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It’s important to keep your child’s anxieties in check before they escalate out of control. Make a habit of encouraging your child to communicate his concerns to you, no matter how small, and be sure to accept your child’s complaints as legitimate. Some kids believe they have to suffer in silence, shouldering burdens like a martyr. As part of a nightly ritual, you may wish to review the day’s events at bedtime, providing soothing assurances and devising a plan to put things right.



We should not underestimate our children’s great sensitivity to circumstances that may not bother us, or that we may be able to rationalize. To kids, some things are a very big deal. Depending upon the severity of the situation, if the big deal becomes prolonged, it—like undetected pain—will manifest in behaviors. Your child may be at risk for developing a mood disorder if he endures one or more of the following without loving assurances, comfort and support, or professional intervention:


	Bullying


	Overhearing or witnessing parental arguments (and being asked to take sides)


	Being involved in divorce (especially an unpleasant divorce)


	Having to choose which parent to live with


	Enduring abuse from parents or siblings


	Witnessing harm to or death of a loved one or pet


	Moving away from everything that is familiar


	Being exposed to pornography or violent, gory books, magazines, videos, and movies


	Humiliating, embarrassing remarks from parents, siblings, peers or teachers




If you are uncertain, and a medical-related issue is ruled out, you may have to do some detective work to determine if one or a combination of any of the above examples may be a factor in your child’s change of mood. It is not unusual for children to cover up these situations as the result of a threat or a desire not to hurt or upset anyone. If you have ever experienced any of these issues, you know full well how difficult it was to suffer in silence.
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