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INTRODUCTION

The moment I discovered that I was the mother of a child with bipolar disorder, also known as manic-depression, my life became the ultimate learning curve. I knew something was terribly wrong one summer day in Mystic, Connecticut. My son, then five years old, stood on the edge of a pier at the seaport museum and, under a sparkling summer sky, threatened to kill himself. What horrible incident triggered the outburst? An ordinary parental limit-setting moment. I’d just informed him and his brother and sister that we were headed inside the museum. He wanted to explore another ship, and when I said no, he stomped to the edge of the pier, where he teetered over the smashing waves below. His blue eyes clouded with tears as he threatened to jump into the angry sea. A crowd began to gather as my husband and I tried to talk him away from the edge. We were afraid to charge at him and grab him, afraid he might jump. I helplessly led the other children away as my husband moved closer and spe to our sobbing child in low tones.

We waited for what seemed to be hours but was actually only about ten minutes. Finally, my husband reappeared, hand in hand with our son. I said a silent prayer and vowed to find out what was wrong. It would be three years before I got an answer.

Unlike his brother, who as a baby was always squalling and fussing, this son was an even-tempered infant—a baby who gave me his first smile the morning after he was born (it wasn’t gas!). He seemed exceptionally bright and would lie quietly in his crib or playpen for hours on end, amusing himself with toys and life swirling around him.

He was unusually sensitive to others’ feelings. He knew instinctively how to rest his head on the shoulder of a friend who needed a cuddle, and loved sharing—toys, food, anything at all—with just about anybody.

As a toddler, he was very attached to me. When I tried to leave him with babysitters, he clung to me and refused to let me leave. I did what all the books suggest: developed a goodbye ritual, said good-bye firmly, and left without looking back. But the crying, pounding, and kicking echoed in my heart long after I left. According to the sitters, it took him a long time to get over my leaving—much longer than it took other children his age.

Before his sister was born, my son, then two and a half, kicked the Lamaze teacher as she worked with me on the floor. His angry outbursts continued after his sister was born. He adored her but got angry at her, and his aggression got worse as she grew older. The emotions were normal but the expressions of them extreme. He was genuinely bent on inflicting harm one minute, then gentle and loving the next. As he got older, these behaviors were more pronounced.

I worked from home most of the time when he was small—always nearby, but with babysitters in place to care for him and his sister. The babysitters just couldn’t manage him. One reported that he charged after her and his sister with a stick. Upon tendering her resignation, another said, “In all my life, I’ve never heard a child curse like he does.” The whirlwind of babysitters was taking a toll on my son, but we needed my in come. It became harder to focus on my work as his behavior escalated.

One day I came home from a meeting to find my daughter with a deep gash down her cheek. The babysitter was devastated.

“It happened so fast-he scratched her for no reason at all,” she stammered.

I blamed the sitters. I blamed my career. I blamed my horrible parenting skills. And I blamed my husband. I read every parenting book I could get my hands on and tried every system of discipline, from charts to tickets to marbles. All the blaming brought me no closer to an answer. I knew I needed help.

After the suicide attempt, I brought my son to a psychologist recommended by the school district. I was surprised when the psychologist shrugged off the incident, chalking it up to “attention-getting tactics.” “He’s a very manipulative child,” the psychologist told me. He said I should ignore the outbursts and implement a good reward-based system. I went back to the books and looked for a method that I hadn’t already tried and abandoned.

School was becoming a problem. Getting him there was half the battle. At night, he stayed up later and later, no matter how early we began his bedtime routine. In the morning, he refused to get out of bed and routinely missed the school bus. I tried to let the consequences of his decisions rest on his shoulders; when he missed the school bus, we walked to school. On really bad days when he would hide under the bed and refuse to get dressed, I’d grab my pajama-clad son in one arm, his clothes in the other, and drive him to school half dressed. One day the principal had to climb into the minivan, pry him from the backseat, throw him over his shoulder, and deposit him in his first-grade class.

When my son managed to tow the line at school, his behaviors at home got worse. The situation affected everyone in the family. My older son, going through his own teenage turmoil, didn’t understand how his brother “got away” with such terrible tantrums. My daughter, who vacillated from being his best friend and caregiver to being the victim of his anger, was starting to imitate his behaviors. My husband and I argued—about parenting, about the money it would cost to bring our family to therapists, and about the budding awareness that something was seriously wrong.

Worse yet, our struggle was alienating us from our friends, our community, and even our extended family. His antics on the community baseball team—stomping off the field, refusing to go up to bat, accusing coaches of mishandling him—raised more than a few eyebrows. We felt isolated. People blamed us for our son’s strange behavior.

At age eight, he slept just a few hours at night, but he had boundless energy. Then he would become sad—so sad he would cry and say he wanted to die. One morning, I woke up at 4:00 A.M. to find him marching around the house, banging on a tambourine. He said he couldn’t sleep and was bored so he decided to have a parade. His aggressive behavior was worsening as well. We battled daily threats. He lay down on the railing of the deck, about eighteen feet off the ground, and threatened to roll off. He pointed a kitchen carving knife at his older brother, then later against his own wrist.

“I don’t want to be here,” he would cry as I tried to put him to sleep.

“Here where?” I asked.

“Here on this earth,” he whispered. “I don’t want to live.”

In desperation, I searched our health insurance plan and called several psychologists. Few got back to me, and the earliest appointment any of them could give me was two weeks away. When one of them finally took the time to listen to the symptoms, he suggested that I bring my son to a psychiatric hospital. He gave me a few numbers, and I made an appointment for that night. My husband was opposed to the idea, but I couldn’t take yet another sleepless night followed by a day of rage. I was mentally, emotionally, and physically exhausted.

Although my husband was in denial about the seriousness of the problem, I felt I had to get my son help. Leaving my husband in charge of the other two children, my son and I drove to the hospital.

The psychiatric facility, housed in an old stone mansion on the crest of a windswept hill, was eerily lit by the setting sun. We were asked to sit in a library with floor-to-ceiling shelves piled with dusty old books. A nurse brought us some markers, and we played umpteen games of tic-tac-toe. My son was relaxed, but not at all sleepy, even though it was getting quite late. As the nurse asked me detailed questions about my son’s sleeping habits and rages, my son got angry that I was “telling” on him. Markers flew. He refused to listen when the nurse politely told him to stop. He kicked her when she tried to restrain him.

The nurse reached a phone, and other staff members arrived to help restrain him. They searched his pockets, inventoried his belongings, and even took away his boots, now considered dangerous since he used them to kick the nurse. I watched in horror, tears springing to my eyes, as they forced my eight-year-old child out of the room.

A psychiatrist explained to me that they would evaluate my son in the hospital. They would administer medication that would help him, and they would monitor him while he was in the hospital. I called my husband, and he was livid. The psychiatrist explained that if I didn’t sign the papers, my son would be committed all the same. Based on his observations, something was terribly wrong.

“If you don’t allow us to treat your son, children’s protective services will be called in,” he warned. “If they take over, you will be forced to forfeit your parental rights to make any decisions for your son.”

I reluctantly signed papers enabling the hospital to evaluate my son for seventy-two hours.

By the time I left the hospital, it was 2:00 A.M., and it looked even creepier than before. I wiped away tears of exhaustion as I drove down the empty highway.

As I crawled into bed early that morning, one comforting thought surfaced: even as I was plagued by guilt, feeling that this was somehow my fault, I was relieved that my son was finally going to get help.

Three days later, the insurance company prevailed upon the hospital. With a diagnosis of attention deficit disorder and depression, the hospital reluctantly released my son. I was given prescriptions for three drugs: Ritalin, for hyperactivity; Seroquel, to address the rages; and Luvox, an antidepressant. I made a follow-up psychiatric appointment with a clinic recommended by the hospital. The earliest a psychiatrist could see him was in three weeks. Meanwhile, I filled the prescriptions and waited for everything to get better. To my shock and disbelief, things got worse.

On Hanukkah, my son flew into a rage, and we had to guard the candles to make sure he wouldn’t deliberately burn the house down. He was like a feral animal, running outside naked and urinating on the front door. I had bruises all over my body from trying to restrain him. The rages seemed only to intensify. Those weeks on Ritalin and Luvox were three weeks of hell.

On the day he was scheduled for his follow-up, our son threatened to throw a ten-pound weight at my husband’s head. Together, we managed to disarm him and carry him to the car. At the psychiatrist’s office, he sat backward in a chair, playing with the light switch. He walked out of the office with one of us in tow several times.

The child psychiatrist took a family history and seemed especially interested in hearing about my husband’s father, who had been diagnosed many years ago with something called “involutional melancholia.” He watched quietly as our son fussed, fidgeted, and mumbled to himself. And then the psychiatrist got angry.

“I can’t believe that hospital! Your son isn’t ADHD. This is as clear a case of early-onset bipolar disorder as I’ve ever seen and they released him after only three days? I’m going to call the insurance company right now. We’ve got to get him treatment.”

My husband and I shrugged. The diagnosis meant nothing to us at the time, but anything that would explain our son’s behavior was welcome. A few minutes later, the doctor was on the phone with the insurance company, demanding in no uncertain terms that they approve another hospitalization for our son.

We were thrilled to finally have an advocate, as well as a name for our son’s illness. Doctors at the new hospital, a teaching hospital, confirmed the diagnosis of early-onset bipolar disorder and explained that this mental illness causes extreme highs and lows. We were told that although the disorder sometimes goes along with hyperactivity, Ritalin can worsen the symptoms of bipolar disorder, sending patients into uncontrollable rages.

But the most amazing thing that the psychiatrist told us was that our son’s behavior was not our fault. He assured us that bipolar disorder and its attendant mood swings are very, very real and that time and treatment would help. The treatment is helping. Although my son still gets angry and irritable, his rages seem to have ended and his depression has lifted. With our help, he manages to do most things an ordinary adolescent does. His schedule is modified. He needs special programming in school. We stay in close contact with his teachers, doctors, and other adults who work with him. We make sure they understand that although our son is a highly intelligent child, his behaviors and reactions can sometimes be unpredictable and are not to be taken lightly.

We now know that managing bipolar disorder is a lifetime effort. Mental health professionals say that bipolar disorder is one of the most treatable mental illnesses and that new medication and other breakthroughs are just around the corner. We take it one day at a time and pray that they are right. Days, even weeks and months, pass when we are challenged, but we no longer feel the helplessness that we experienced that day watching our son on the edge of a pier in Mystic.

This journey has been a learning experience; we’ve come a long way now that we know what we are facing. When I began this book, my son, then ten years old, routinely wore army camouflage togs. He felt safe in his camo—a soldier no one could hurt. But the real threat came from within, from inside his tousled, curly head, where his moods festered like brew in a bubbling cauldron. One minute, he smiled a beatific smile that reminded me of his sweet, calm, newborn face. Moments later he was agitated. He will always have his moods, but things have improved with time and treatment. He and my entire family are so much better and stronger now than when I started my research and writing.

I am writing this book from a unique point of view: one of a mother who suffers as she watches her child suffer from a condition that is his alone but affects just about everyone in the circle of family and friends. Over the years, as a mother and primary caregiver for my son, I have seen pieces of myself being stripped away. My career, the work that sustains me, must be set aside when his moods so dictate. His behavior can trigger copycat behavior in our other children. Leisure and entertainment are meted out in contained doses to keep him stable, as are family trips and vacations. What is normal for other families—scouting, sports practice, food shopping, a visit to the museum, the occasional movie—can, on a bad day, send my son into a tailspin, and so we curtail these activities, closely examining his moods and responses.

In each chapter, “Notes from the Couch” offers the psychiatrist’s perspective on the issues being discussed. Candida Fink, M.D., my coauthor and noted child psychiatrist, has been treating children with bipolar disorder for many years. Her notes offer guidance and support.

My hope is that this book will find its way into the hands of people who shake their heads, glare, and “tsk-tsk,” as they stand in line at the supermarket watching an eight-year-old bipolar child beating, cursing, and berating his helpless mom. This book is for the teachers who eschew psychologists’ endless labels and claim that if given the chance, they could “do a better job” parenting a child who rants, cries, or rages each day in the classroom. This book is for the doctors who, in spite of clinical training, cannot believe bipolar disorder can manifest itself in a small child and wonder if parents are overmedicating their children to make life easy on themselves. If you recognize these people, as so many parents of bipolar children do, urge them to take the time to read this.

Most important, this book is for you, the parent of a bipolar child, who, like myself, has been trying to understand why your child seems so different from other children. Whether you suspect something is wrong or have already received a diagnosis, you’ll find both practical guidance and emotional reassurance here. In these pages are information, heartfelt support, and unique coping methods to help you deal with everything from difficult spouses to legal conundrums to blood tests, road trips, camps, and schools—everyday situations inspired by the ups and downs of your child’s life.

An on-line questionnaire was made available to parents of bipolar children at www.parentingbipolars.com from 2001 through 2002. To date, there have been several hundred responses. For this book, responses were tabulated and sifted through; the information is shared in quotations, through statistics, and with anecdotes. The same site is live now with information and links for anyone parenting a child with bipolar disorder.






Part One

Your Bipolar Child
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CHAPTER 1

THE DIAGNOSIS

What It Means to Be Bipolar

I knew her violent behavior was beyond her control. Trying to deal with her was tearing our family apart. School had become a disaster. I was finally at the end of my rope, was powerless to help her myself. I felt like a failure having to admit I couldn’t successfully parent my own child.

Candace, mom of a bipolar daughter diagnosed at age eight


Something is wrong. You feel it in your gut. Your child just doesn’t behave like other children. She is prone to uncontrollable fits of rage. The terrible twos seem to have followed her through life. She impulsively opens car doors while you’re driving, threatening to jump out. Sometimes she is weepy or down on everyone—friends, school, teachers, the toys she once treasured—for no apparent reason. Getting her to school is a nearly impossible task. She spends most school days talking or squabbling with other children or, more perplexing, behaving completely “normal,” reserving her bad behavior for home.

A child may seem exceptionally moody or may misbehave in dramatic, unpredictable, or unusual ways for many reasons. Some moods are influenced by situations. Some misbehavior is a cry for guidance or structure. Yet when moods and behaviors regularly interfere with your child’s day-to-day routines or when the moods seem explosive and dangerous, it’s time to consult a mental health expert.

What Is Bipolar Disorder?


Bipolar disorder is a very real, very treatable physical brain disorder. This energetic disturbance with its fluctuating mood states frequently coexists with other mental illnesses, such as attention-deficit hyperactivity disorder (ADHD), anxiety disorder, eating disorder, obsessive-compulsive disorder, substance abuse, and Tourette’s syndrome. Professional sources estimate that the condition affects at least 1 million children in the United States alone, and since it is estimated that 1 to 2 percent of the adult population suffers from bipolar disorder, many psychiatrists believe that a similarly large number of children are afflicted as well. The illness manifests itself emotionally and behaviorally, but its roots are physical in nature, and doctors are finding that it can manifest itself earlier in life than they once believed. Over the years, the condition has been called many things, including manic-depression, circular insanity, and involutional melancholia. No matter what they call it, health professionals have always classified it as a psychiatric mood disorder.

The word bipolar refers to the two poles of energetic extremes. Symptoms of mania include elation and grandiosity, racing speech, impulsive behavior, and boundless energy. The manic state is one that some children find pleasurable. As enjoyable, addictive, and exciting as the manic state can be, sometimes irritability, fury, suspicion, brooding, disgust, and dissatisfaction accompany the high energy. Symptoms of the depressive phase include low energy, profound sadness, apathy, hopelessness, self-loathing, morose negativity, thoughts of suicide, and in some cases actual suicide attempts.

Adults and children naturally express these symptoms differently. In adults, for example, manic or depressive moods can last months, while in children, the moods can be more frequent and fleeting. As Barbara Geller, M.D., professor of psychiatry at Washington University in St. Louis and a researcher who has been studying early-onset bipolar disorder since 1990, points out, an eight-year-old in a manic state doesn’t go on a spending spree or have a reckless sexual fling. The equivalent may be an enterprising eight-year-old who opens a lemonade stand in her classroom and becomes enraged when the teacher tells her to close up shop and do schoolwork, or a child who, in the absence of sexual abuse or overstimulation, tries to grab his teacher’s breasts. According to eminent psychiatrists like Joseph Biederman, M.D., mania in children frequently looks like hyperactivity and irritability.

To compound issues, the manic and depressive states in prepubescent children aren’t always well defined. Children can bounce back and forth between mania and depression many times a day and often endure “mixed states,” where their mania combines with depression, leaving them in a rather loud state of depression. Children who have their first episodes as adolescents tend to have more classic manic-depressive mood swings.

Bipolar disorder in children is not a new diagnosis. Worldwide case reports from the Archive of General Psychiatry record children on lithium for bipolar disorder as early as 1978. But the generally accepted diagnostic criteria for bipolar disorder have never been broadened to encompass the manifestation of the condition in children. Research has been lacking, but fortunately, that’s changing. Thanks to psychiatrists like Demitri Papolos and other determined researchers, new studies are being done even as I write. The indications are that bipolar disorder is identifiable in children. While scientists are working to identify bipolar disorder in children as young as preschool, psychiatrists are generally wary of making a diagnosis at that age.

The Brain Science Behind the Label



Mental illnesses and their biological origins have traditionally been back-burnered in the research world, in spite of the fact that many have biochemical roots. At the heart of any discussion of moods is an area called the limbic system. It controls our emotions, our flight-or-fight response, as well as our desire to “feed and breed,” in other words, our appetite for sex and food. Within the limbic system is a kind of thermostat called the hypothalamus. In its role as the gatekeeper for the pituitary gland, the hypothalamus helps control everything from our temperature to our sexual desire.

Our 100 billion or so brain cells are called neurons, which together compose an immensely sophisticated electrochemical messaging system. Messages travel through the system, jumping schisms between neurons (also called the synaptic clefts) with the help of neurotransmitter chemicals. Individually and in combination, these chemicals communicate different messages. For example, serotonin influences mood and controls sleep patterns and appetite. Dopamine controls thought patterns and helps regulate muscles and movement. Norepinephrine plays a part in focus and attention, as well as in the production of adrenaline and endorphins that modulate experiences such as fear, excitement, pain, and pleasure.

According to researchers, the absence or overabundance of neurotransmitter chemicals in the synaptic cleft, particularly serotonin and norepinephrine, appears to influence depressive and manic symptoms. Also under scrutiny is the sensitivity of the neural receptor mechanisms in bipolar patients. Armed with this information, researchers are learning how to measure the flow of chemicals and address through medication the structures that may be defective.

The neurotransmitter chemicals in the limbic region also control the endocrine system, bringing hormones into the mix. Before you latch on to a bipolar diagnosis for your child, she needs a physical workup to rule out physical diseases like thyroid conditions. Such endocrine imbalances can create symptoms of mental illness like depression.

Some research suggests that by mapping out active areas of the brain, a bipolar brain can be distinguished from its non-bipolar counterpart. Researchers are exploring several tests to map brain function and pinpoint brain disorders, including early-onset bipolar disorder. That said, there are dissenting voices. Many doctors, like Peter Jensen, M.D., director of the Center for the Advancement of Children’s Mental Health, say that these are research tools, which should not and cannot be used as diagnostic tests.


The Tests


The most accurate diagnostics are an expert psychiatrist’s careful examination of your child and review of symptoms as reported by you. As neuroimaging techniques are researched, tested, and perfected, they will likely prove a valuable tool in both diagnosis and treatment of bipolar disorder.


Psychiatric Evaluation

Owen had always been high maintenance even in the womb!!! It seemed as though the entire time I was carrying him, he was in motion. His psychiatrist had always suspected a mood disorder, as I myself am bipolar.

Jerri, mom of a bipolar son diagnosed at age nine



Everybody has moods, so when should a parent worry that a child’s moods are anything but normal? When high or low energy levels become debilitating, interfering with the child’s ability to function normally in school or interact with peers or family, there is cause for concern. Substance use, hypersexual behaviors, conduct disorders, eating and body distortions, and talk of self-harm or actual self-harm are serious red flags that indicate that a child is in a critical phase of a mental illness.

Psychiatric diagnoses are made by assessing patients’ symptoms using a set of accepted criteria found in a professional reference, the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM), now in its fourth revision. How closely your child’s symptoms match the symptoms in the DSM depends in part on the diagnosing psychiatrist’s interpretation. Originally compiled in 1952, the DSM is revised periodically as new information surfaces. The latest DSM, the DSM-IV, includes few diagnoses that are specific for children. Bipolar disorder is only described for adults. The DSMs break bipolar disorder down into categories: bipolar type 1, bipolar type 2, and bipolar NOS (Not Otherwise Specified). In bipolar type 1, a person experiences at least one week of mania and may or may not experience depressive episodes. In bipolar type 2, a person experiences at least four days of hypomania (a condition of less severe mania). The bipolar NOS classification is the one that many children fall under because its myriad symptoms don’t cleanly fit into the strict DSM criteria for bipolar 1 or bipolar 2. Another frequent diagnosis is cyclothymic disorder, which is a combination of hypomania and dysthymia (mild depression) for more than a year. According to the National Alliance for the Mentally Ill (NAMI), current genomic research may be leading to the discovery of even more types of bipolar disorder than we know about today.

While the next DSM revision is due around 2011, it remains to be seen whether the new checklists and descriptions will include better criteria for diagnosing bipolar disorder in children. Some doctors still lean heavily on the DSM criteria; others are developing their own criteria and even exploring other possible diagnoses.

Child psychiatrists continue to debate the question of whether adult bipolar criteria are adequate for diagnosing bipolar disorder in children since, they say, childhood-onset appears to present differently from adult-onset illness. For example, children cycle through manic and depressive episodes much more rapidly than adults do. It is also possible that what doctors have identified as early-onset bipolar disorder might be an entirely different phenomenon.

Child psychiatrists are divided on the question of bipolar diagnosis in children. Most agree that the disorder exists in childhood, but differ in their views of how and when to diagnose. A psychiatric evaluation takes into account family history, school history, parental input, and the psychiatrist’s own observations of the child. She then tailors the psychopharmacologic treatment—medical prescriptions—to the individual child’s symptoms.

Since there are no definitive data on how many children with bipolar symptoms will grow into adults with bipolar disorder, some doctors believe it’s better to treat the symptoms and avoid the label. These doctors may employ a more generic label for a child’s condition, such as “mood disorder.”



What Are the Symptoms?

The first inkling of the disorder often starts with a depressive episode, which in children can be expressed by irritability or anxiety. A manic episode, often described as energetic irritability, can follow immediately or much later. Because “irritability” is a vague symptom, it is a parent’s job to play detective in collecting a thorough family history and helping their child s psychiatrist understand all the potential biological and event-triggered incidents in their child’s life.

Barbara Geller, M.D., professor of psychiatry at Washington University in St. Louis, Missouri, has developed an adaptation of the adult DSM criteria that is used by most National Institute of Mental Health—funded studies for establishing a bipolar diagnosis. As more psychiatrists become aware of the Geller model and the new research on early-onset bipolar disorder becomes available, these diagnostics are likely to become the norm.

Here are some things most psychiatrists take into account when considering bipolar diagnosis for a particular patient:


Attention/Organizational Levels


	Does he have attention problems?

	Does he have trouble getting or staying organized?

	Is he restless or fidgety?

	Does he have trouble starting tasks? Completing tasks?

	What is his activity level? Does he seem sluggish or going at top speed, physically and mentally?



Moods


	Does she exhibit unusual sadness?

	Does she seem irritable a good part of the time?

	Does she express a grandiose sense of herself and her abilities? Is everything too good?

	Does everything seem terrible to her most of the time?

	Do her moods and behaviors seem to cycle, that is, erupt and then calm down again, for reasons you frequently cannot see?

	Does she show significant changes in sleep, appetite, energy, or interest in friends and activities?

	Does she ever talk about or exhibit self-mutilation thoughts or behaviors?

	Has she ever expressed wishes to be dead or to kill herself?



Behavior


	Does he have unexplained rages?

	How are his judgment and impulse control?

	Does he have frequent tantrums?

	Is he prone to explosive behavior?

	How well does he tolerate frustration and transitions?

	Is he compliant when it comes to rules and regulations?



Anxiety


	Does she have seemingly unfounded fears or worries?

	Is she prone to panic attacks?

	How does she handle separation?

	Does she have regular somatic complaints (aches, pains, trips to the school nurse, refusal to go to school)?

	How are her sleep-wake cycles?

	Does she frequently wake with nightmares or night terrors?

	Is there a history of trauma or loss?



Social Skills


	Does he exhibit appropriate responses to social interactions?

	How does he handle new situations or new people and groups of people?

	Is he indiscriminately friendly?

	Does he fight with other children?

	How does he interact with adults? Other children?

	Does he exhibit stilted or awkward demeanor?

	Does he seem socially isolated?



Thought Problems


	Does she have hallucinations, delusions, or bizarre thoughts?

	Does she exhibit mistrust and suspicion of others?

	Are her thoughts slow or halting?

	Does she exhibit a rambling or disorganized thinking process?

	Does she have obsessions or compulsions? Rituals? Unreasonable superstitions?





An experienced child psychiatrist will analyze the mix of symptoms your child demonstrates to come up with an appropriate diagnosis. Your child should be evaluated very carefully by a psychiatrist before a diagnosis or treatment regime can be established. Be patient with this process, and remember that what you observe and report can be a great help to the health care professional on the case. Depending on the severity of the symptoms, hospitalization or frequent, extended appointments may be required to determine the correct diagnosis.


Neuroimaging Tests

The meds were not working, and the psychiatrist we were working with refused to change doses or drugs. I took him to the Amen Clinic in Fairfield, California, where they SPECT scanned him and changed all his meds.Elizabeth, mom of a bipolar son diagnosed at age eight



If only we could peer into our childrens bipolar brains to find out exactly how they work. It sounds like science fiction, but as we discover new imaging techniques, we may one day be able to do just that. Here are a few of the imaging tests that your child may experience.



PET Scans

Positron emission tomography detects regions in the brain where nerve cells are working and glucose is being metabolized during a mental task. PET scans are said to be sensitive to biological brain alterations during episodes of schizophrenia, depression, and other disorders.

Brain activity levels are indicated with colors that range from red, yellow, and green (most activity) to blue, violet, and black (least activity). A brain in the midst of an untreated depressive episode shows less activity than a nondepressed brain.



SPECT Scans

Single photon emission tomography can accurately identify areas of activity in the brain, according to Daniel Amen, M.D., author of Change Your Brain, Change Your Life and one of the pioneers of SPECT scan technology. This test measures blood flow in particular areas of the brain. According to Dr. Amen, the bipolar brain is markedly different from the typical brain. During a manic phase, patchy increased blood flow is visible across the whole surface of the brain and particularly in the thalamus. Dr. Amen calls this a hot brain overall—one that exhibits what he calls a visible “ring of fire.” The depressed state shows an overactive thalamus, but usually not the patchy increased uptake.

Most doctors do not consider SPECT scans appropriate diagnostic tools, and some question the use of radioactive isotopes, a part of the scanning procedure.



EEG with Strobe Lights or with Nasal Probes

This test is used to assess seizure disorders. A relatively safe and inexpensive test, an electroencephalogram (EEG) measures the electrical activity in the brain. According to Jean Frazier, director of child outpatient services and director of the pediatric psychotic disorders program at McLean and Massachusetts General Hospital, this test is critical in determining whether a medical condition or neurological condition is causing symptoms such as explosivity, hyperactivity, irritability, periods of confusion with bizarre repetitive behavior, losing urine or feces, or psychosis. While these can be symptoms of bipolar disorder, they can also indicate an organic condition like a seizure disorder. In a sleep-deprived EEG, the child must stay up all night before the test. A sleep-deprived brain is in a stressed state and will bring out any unusual electrical activity.

If your child is sent for an EEG, she will go into a room with dim lights and sit in a reclining chair. A technician will apply leads to the child’s head with a gel. It doesn’t hurt at all, and your child might even fall asleep during the test, which will provide valuable data, since the sleeping brain looks different from the wakened one. Sometimes strobe lights are used as stressors to try to induce seizures. Your child may be asked to breathe heavily because this can also bring on seizure activity. The test usually takes about half an hour.



MRI and MRS

Magnetic resonance imaging (MRI) is a general imaging technique that uses magnets to produce a “picture” of the brain. MRI is not used to identify mental illnesses, but is often employed to rule out other neurological problems and abnormalities in the brain anatomy, such as small tumors, small strokes, or multiple sclerosis, that could resemble a mood disorder. If a lesion, stroke, tumor, or multiple sclerosis is present, if a particular brain structure is smaller than the normal, or if there has been severe head injury, the MRI will pick it up.

Several times Dr. Frazier has used MRI to rule out bipolar disorder in cases in which a child presented with atypical bipolar symptoms but an MRI revealed tiny brain lesions, actually caused by Lyme disease. Such children are taken off psychotropic medications, prescribed antibiotics, and generally experience full recovery.

Magnetic resonance spectroscopy (MRS), not yet available to clinicians as of this writing, is said to show promise as a diagnostic tool. It measures the concentration of the neurochemicals in the brain. For instance, it can tell how much of a medication such as lithium is actually getting into the brain and how it is changing the levels of other brain chemicals.



The Diagnosis




Misdiagnoses and Comorbidity

She was first diagnosed with ADHD and depression and was put on antidepressants. Meds just made it worse. She was hyper, not sleeping well, and had Dr. Jekyll/Mr. Hyde–style mood swings.

Rona, mom of a bipolar daughter diagnosed at age seven



Because they cause learning problems, and because they are common, attention deficit disorder (ADD) and attention deficit disorder with hyperactivity (ADHD) have taken center stage for many years, leading even the most seasoned health professionals and education experts to make swift, and often incorrect, diagnoses. Numerous symptoms, such as hyperactivity, racing thoughts, irritability, and impulsivity, are common in both ADHD and bipolar disorder, as well as obsessive-compulsive disorder, anxiety disorder, and schizophrenia.

The ADHD diagnosis often is comorbid with bipolar disorder, meaning the two coexist. According to one study, eight of ten children with bipolar disorder are actually suffering from bipolar disorder and ADHD together. Bipolar children who are misdiagnosed as ADHD are often medicated with stimulants like Ritalin or antidepressants, which can send bipolar children into a state of mania far worse than anything the child has experienced before. Even nonbipolar children can have agitated reactions to stimulants or antidepressants, which is why parents need to monitor their children closely for mood changes, especially when they start on medications (more about this in Chapter 3).


Coping with the Diagnosis

When she finally got the BP diagnosis, it was almost a relief in the sense that we could work on getting her the right treatment. Sometimes there is anger and fear too, but I believe that kind of goes with the territory for this illness.



Danielle, mom of a bipolar daughter diagnosed at age seven




Obtaining the bipolar disorder diagnosis can be an arduous process and may bring on various feelings, ranging from relief to outrage. Some parents go to psychiatrists demanding the bipolar diagnosis and find themselves in a face-off with their children’s health care providers, trying to prove to them that the bipolar diagnosis makes perfect sense given their family history and their child’s behavior. Other parents are devastated by the thought of their child’s having a serious mental illness. For some, the diagnosis for their child is the first step in coming to grips with an illness that they might have been battling for years, perhaps without knowing it.

According to David Fassler, M.D., psychiatrist and author of Help Me, I’m Sad, “Bipolar disorder in young children is both under and over diagnosed.” If you go to a doctor who is a specialist in early-onset bipolar disorder, you may end up with a child who is immediately labeled bipolar with few or no questions asked. After all, he notes, “A person holding a hammer sees everything as a nail.”

If you go to a psychiatrist who is unfamiliar with or skeptical about the bipolar diagnosis in children (and many are), you may end up with a misdiagnosis and the wrong treatment. In some cases, this can be worse than no treatment at all. Many children who are misdiagnosed as ADHD are given stimulant medication, which can send the child into a feral state.

Dr. Fassler says that it is critical to go to a doctor who is familiar with many childhood diagnoses as well as the latest research on early-onset bipolar disorder. Don’t be afraid to ask questions to ensure the psychiatrist does a thorough evaluation. A doctor may still decide that he isn’t quite sure, and may want to see how your child responds to different medications to treat the symptoms.

Don’t be surprised to find yourself grappling with your own feelings as you learn more about your child’s diagnosis. Acceptance takes time, but it does happen eventually. Anger, denial, and a dose of healthy skepticism are normal reactions for a parent confronted with a diagnosis of early-onset bipolar disorder—or any other mental illness, for that matter. By all means, question the diagnosis; talk to doctors, health professionals, and other parents of diagnosed children. Get second and third opinions. Do everything you need to in order to educate yourself and understand your child’s diagnosis. Then go on to guide your child to the best treatment you can find.


Nature or Nurture?


My husband feels his family history is the problem. I’m not big on blame.
Lenore, mom of a bipolar son diagnosed at age ten




The nature versus nurture question is one that plagues many parents. Would their child have been bipolar if circumstances were different? Current thinking indicates that there are biological and environmental components to bipolar disorder. Potentially, a child may have a genetic tendency to develop the condition, but sometimes circumstances don’t awaken it.

Psychiatrists interviewed for this book confirmed that at least 50 percent, and frequently a much higher percentage, of their bipolar patients had a parent who was either suspected or confirmed bipolar. Parents who responded to my on-line questionnaire reported that 70 percent of children had someone in their family with bipolar disorder. In fact, most of the doctors I spoke with said that in 50 percent of the cases, at least one parent of their bipolar patients displayed some symptoms of the disorder.

History gets blurry when it comes to third-generation mental health histories, but you may uncover some clues. If your great-aunt Sally had a reputation of being impossible to get along with, raged on a fairly regular basis, moped for weeks at a time, or had so much energy she never slept, she may have been suffering from bipolar disorder. Aunt Sally may never have bothered to go to a psychiatrist, a tremendous stigma back in her day. She also may have managed to live a somewhat healthy, albeit chaotic and sometimes miserable, life without diagnosis and treatment. There’s no reason now for our children to go through life at the mercy of their tumultuous moods.

Despite environmental factors, it appears that bipolar disorder is driven more by biology than circumstance. A child with a neurological vulnerability to bipolar illness can be triggered into an episode by a wide range of stressors. The triggering event may be simple, but in a child with bipolar wiring, it can result in a manic or depressive episode. The brain, being the wonderfully adaptive and responsive organ that it is, reacts to the episode by formulating a response. Without specific treatment, that response becomes ingrained. Over time, the brain becomes more and more sensitive, and it takes less and less to trigger an episode. Eventually a bipolar brain will cycle almost independently of environmental cues. It’s on autopilot.


Moving Beyond the Stigma


He was mortified when I mentioned the words bipolar, psychiatrist, or therapist. It was a part of himself that he just didn’t want to confront.

Ellen, mom of a bipolar son diagnosed at age eight





Many people are uneducated about depression and the devastating effects it can have on a child. Clinical depression is a medical condition, and children are as prone to this state as anyone else. Those who ask what children have to be depressed about don’t understand the physical nature of depression. Your job as your child’s parent is to educate those who interact on any level with your child. Of course, not everyone needs to know about your child’s condition. (See Chapter 8 for a complete discussion of when and how to share this information.)

Untreated, people who suffer from bipolar disorder can, and all too often do, turn to suicide to end their pain, and this includes children and adolescents. The mortality rate for this disease is very high. According to the surgeon general’s December 1999 report Mental Health: A Report of the Surgeon General, the incidence of suicide attempts reaches a peak during the midadolescent years; mortality from suicide, which increases steadily through the teens, is the third leading cause of death at that age.

The stigma of mental illness makes it difficult for many parents to accept a bipolar diagnosis. For one thing, acknowledging mental illness requires admitting that a child or teen could genuinely be out of control, a notion that is inconceivable for some people. Parents always want their children to be responsible for their actions. But when you understand the brain imbalances behind a mental illness, it becomes easier to accept. According to Dr. Gianni Faedda, psychiatrist and director of the Lucio Bini Mood Disorders Center (www.mood-center. org), bipolar disorder is perceived as a character flaw more often than other mental illnesses are. “Because during periods of remission people with bipolar disorder can lead functional lives, it appears that they can control the illness,” explains Dr. Faedda. “In the midst of a bipolar episode, though, that is just not the case.”

Some parents find it easier to label their children as lazy, stupid, or ADHD—anything rather than bipolar disorder. In their minds, acknowledging mental illness places stigma not only on the child but on the entire family. According to Dr. Faedda, once one family member is diagnosed, two or three more within the family can end up with the diagnosis as well—not because it’s contagious but because this brain disorder is congenital, and probably it’s hanging elsewhere on the family tree.



Adopted Children: Hidden Histories


Responses to my on-line questionnaire revealed a surprising fact: 14 percent of parents indicated that their bipolar child was adopted. Researchers I spoke with indicated that they too have noticed a high number of adopted children presenting with early-onset bipolar disorder, although no formal research was conducted. Some surmised that birth mothers who became pregnant out of wedlock may have been bipolar, since hypersexuality and impulsive behavior can lead to an unwanted pregnancy. Others pointed out that posttraumatic stress may trigger genetic bipolar tendencies.

Although it may difficult, try to get a thorough understanding of the mental health history (along with the physical medical history) of a child’s birth parents, grandparents, and uncles and aunts when you are planning to adopt a child.


Explaining the Diagnosis to Your Child


We tell Daisy that she takes her meds so that she can be happy when she wants to be happy, sad when she wants to be sad, and angry when she wants to be angry. But when she is sad or mad all day, then she needs help from her doctor.

Glenda, mom of a bipolar daughter diagnosed at age three





Your child is undoubtedly as bewildered as you are by the diagnosis of bipolar disorder. To date, he has probably been held accountable for his turbulent moods and troubled behavior. Every child wants to belong, yet your child may feel very different—never good enough at home, at school, or with peers. Although his behavior may look awful and seem to be the source of the problem, he has most likely tried and tried again to improve, with little success.

While a parent may feel the stigma of the diagnosis, the child must deal with that as well as with the illness itself. Medication and treatment will begin to repair some of the self-control issues, but your child will need a lot of support and encouragement in the months and years to come. He will need to catch up with his peers. On top of all that, he will need to learn to cope with his illness. Dealing with the grief, accepting that he has a chronic condition that needs medication, learning to cope with the illness, and unlearning the old maladaptive coping are hard for even the most resilient child.

The American Academy of Child and Adolescent Psychiatry suggests that parents explain the diagnosis and discuss the illness with their child. Giving a child the basics of brain chemistry (with some library or on-line help), explaining that he is not alone in experiencing mental illness, and tracing the family history, if you have one, can be helpful to a child.

Use the Internet to find and print out photos of the brain. Try to make the science as visual as you can. Older children may appreciate the nuances of neurons; younger children may require a simpler approach. Children of all ages will benefit from learning that this is an illness like any other illness, and that others in their family have it and cope with it.

Keep in mind that even when a child seems out of control and seems unreceptive to the scrutiny and exams by strange new health care providers, deep down he is longing to be in control again. It is important to reassure him that talking to doctors and therapists and taking the medications prescribed will ultimately help him feel better and take away the mood swings.


Welcome to the World of Advocacy!



Throughout this most difficult and frightening process, I felt repeatedly that if I did not know how to advocate effectively for my child and know many mental health professionals, the entire thing would have been even worse than it was.

Sally, mom of a bipolar son diagnosed at age seven



You may not have realized it when you began your quest to solve your child’s problem, but when your child is diagnosed with bipolar disorder, you are no longer just a parent. Even if you failed high school biology, you will learn about the intricacies of the brain. If you don’t know a congressman from a senator, you will quickly learn who to petition about changing laws that affect your child’s health and education. Yesterday you were “just a parent.” Today you are an advocate. Even if you never took psychology and don’t know the first thing about social work, you have become your child’s caseworker.

Whether it is on a small scale (negotiating with your child’s teacher) or a large scale (fighting with your state legislature on behalf of insurance parity), you are fighting for your child. And you need to arm yourself with knowledge and support, because the road will not always be smooth.

Making the world a better place for his or her children is every parent’s job, regardless of the child’s physical or psychological challenges. The bipolar parent’s mission is much more. It requires making the world a place where a mentally ill child gets the health care treatment he needs, education he deserves, medicine that stabilizes him, legal assistance he occasionally may require, financial assistance he is entitled to, and the ability to stand up tall in spite of those who may stigmatize him. So welcome to the world of advocacy! May you find the strength and tenacity to wage a winning battle.

Now that you know all about bipolar disorder, here is the good news. According to the National Alliance for the Mentally Ill, the treatment success rate for bipolar disorder is 80 percent. In other words, the vast majority of people with bipolar disorder respond to treatment and are able to live comparatively stable lives. That makes bipolar disorder one of the most treatable forms of mental illness. In the next chapter, you’ll learn how to take steps toward finding the help your child needs.



Notes from the Couch: A Psychiatrist’s Point of View

Early-onset bipolar disorder is one of the most complex and challenging diagnoses that I make in my practice. It is just as important to avoid the diagnosis if the disorder is not present as it is to make the correct call when it is.

I often feel like a pioneer doctor from the 1800s: trying to make diagnoses without modern tools. The best tools I have are a good history and examination of the child. Without scans and blood tests available yet, much of my job comes down to convincing people that bipolar disorder and mood disorders are both real and important to treat.

The question of why their child has bipolar disorder often haunts parents, and researchers are working on the answer to that question as you read this. At the moment, all we have are educated hunches. Mood disorders appear to be hardwired into our systems, and they present themselves at certain developmental times, when they are programmed to do so. We all want to know why it happens at that time or at all, but ultimately that question is more distracting than helpful. The emotional environment of the child becomes critical in managing and ameliorating the disorder, but rest assured that parenting style alone is not likely to have caused your child’s mood disorder.

Oppositional defiant disorder is an often overlapping diagnosis in children with bipolar disorder. In my practice, I tell families that until proven otherwise, oppositional defiant behavior is secondary to a neurodevelopmental issue. I would rather presume that there is something we can work on medically rather than conclude that a child simply doesn’t want to behave. If the latter is true, I have few options; I just have to accept this “negative” personality. I think many kids get caught up in oppositional behavioral cycles because their moods are driving them. They try but can’t achieve more successful behavior. For bipolar children, the right meds and patient, understanding parents can and do make a difference.
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