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“Childhood's Most Misunderstood Disorder”
by Julie Ward

Childhood Onset Bipolar Disorder (COBD) wasvirtua ly unrecognized until thelate 1980’ sand not commonly diag-
nosed until themid 1990's, yet it hasmany smilaritiestoitsadult counterparts. Children can exhibit the same symptoms
asadultsdo including hypersexuality, suicidal ideation and planning, risk-taking behaviors, poor decision-making, lack of
impulse control, depression and psychosis. Thedifferences, mainly in how symptomsare manifested, arewhat make
COBD difficult to recognize, diagnoseand trest.

A typica adult with normal bipolar cyclesmay havelong durations of manias, depressionsand euthymic states. Maniain
non-rapid cyclerscan last for weeksto monthsat atime, evenlonger for depressions. Evenrapid cycling adultshave
manic cyclesthat |ast for dayswith extended euthymic Statesthat allow adultsto mask or hidetheir condition.

By definition, aperson hasrapid cyclesif their moods switch from one state to another more than four times per year.
Childrentypically present with switching four timesor more per day. It isnot uncommon for achild with bipolar to
wakeinanirritable, sullen mood, arriveto school in apleasant mood, become manic and hyperactivein theearly
afternoon, crashinto anger and ragein thelate afternoon, then completethe cycleby acting asif nothing happened at
bedtime. Even when on medi cation to control mood swings, children can exhibit drastic swings, after whichthey may
clamto have norecollection of their feelings, emotionsor even actions.

My own son, now age 12, hasexhibited extremerapid cycling at times. During the course of aday, | have counted as
many astwelvedistinct cycles. A typical morning of rapid cycling might look likethis:

6:00a.m. (sometimesearlier) — Child awakensmanic, callsrelativesand friends on the phoneto discuss plans
for aparty (relativesand friendsare still adeep).

7:30a.m. —Child isdespondent and crying, proclaiming hisworld isat an end. Reason undetermined by mom.
8:00a.m. —Childisraging and throwing objects because momtried to console him

9:30a.m. —Child hasfallen adeep, exhausted fromraging

11:00 a.m. — Child re-awakensin agood mood, asif nothing happened just hoursearlier.

12:00 noon — Child begsto betaken to the store to buy party supplies (for the party he organized at 6:00 am.
unbeknownst to mom). When mom triesto understand hisfeverish demandsand tellshim that she needsto be
includedin hisplans, child proclaims* You hateme! You never want meto be happy! You' reab*tch!” and
beginsto meltdown.

12:30 p.m.—Momdtriesto fix lunch, but nothing suitsthe child. Heisonly satisfied after 30 minutesof crying,
whining and arguing about what hewantsto eat.

1.30 p.m.—Childisinagood mood, having eaten, and says“Mom, | loveyou. You' rethe best mom ever.”
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Whilechildren do exhibit classic manic symptoms, they can differ in presentation from adult forms. Grandiosity or
inflated sense of self-esteem may cause achild to believethat he can order histeacher or principal around without
consequence. Lack of impulse control canresult infistfightsor verbal threatsinvolving peers. Poor decision-making can
affect achild sability to makefriends.

Adult maniaisfamousfor depleting bank accountsand running up credit limits; children a so obsessabout money, but
thisusually manifestsas stealing, hoarding or begging for money (or clothes, CD’s, toys, video games, etc.). My son’'s
obsession with money often meansthat hewill spend countless hours counting quartersfrom ajar planning how he'll
spend them. Or he'll cometo mesevera timesan hour to ask meif | will pay himfor varioustasks (sometimesheeven
demandsmoney just for “ staying out of your way, mom”).

Depressionisan even moredifferent animal in children than mania. Anger andirritability arekey childhood depressive
symptoms. Rarely doesachild break down and cry, refuseto get out of bed for days or wax poetic about the meaning
of life. Children arequite primal intheir expression of low mood. Rage often ensues. Parents often talk about “thelook”
—achild’ seyeswill glazeover andit’sasif heisnot the same person anymore. It isthis phenomenon accompanied by
thefact that most children have no recollection of their own ragesthat justifiesthe comparison of bipolar disorder to
epileptic sel zures. Some children actually do have measurable seizure activity, although not all.

Theageof onset can vary in childrenfrom birth (yes, birth) to pre-teen years. Most parentsnotice adifferencein their
child from ayoung age. Some children’sbehaviors are severe enough that the parent seeks early intervention (beforethe
child startsschoal). Although not typical, my son was diagnosed with bipolar disorder in 1995 at the age of threeand a
half. | sought trestment because asearly asagetwo, he expressed disturbing emotional instability, including suicidal
tendencies. He once asked for agun for Christmas. Thinking hemeant atoy gun, | asked himwhy. Hereplied, “So|l

can make myself bedead.” Shocked, but maintaining composure, | asked himwhy again. Hereplied, “ Because my
daddy ran away and hurt my feelings.”

Some parentsare not even aware of thedifferencesin their child until they start public school. Regardless of the age of
onset, diagnosing achild with bipolar disorder can beadifficult thing, and many times, thediagnosing physicianwill |abel
the symptomsof maniaasattention deficit hyperactivity disorder or ADHD. Many children do a so have symptoms of
ADHD, asmaniaand hyperactivity arequite smilar. But problems can arisewhen the physiciantriesto treat themania
asif itwerehyperactivity. Psychostimulants, especialy when given asmono-therapy, can drastically ater abipolar
child’'smood state. Drugslike Ritalin, Adderal| and Concertaoften causebipolar childrento exhibit extrememania,
aggression and even psychosis. If ADHD issuspected and achild worsenson ADHD treatment and medication, this
could beanindicationthat the child actually hasbipolar disorder.

Such an occurrence, accompanied by astrong family history of mental illness, ishow the psychiatrist arrived at my son’'s
diagnosisof bipolar disorder. Prior, hewasbeing treated for suspected ADHD and was placed on psychostimul ants.
After asmall dose of such adrug caused my 3 ¥2year-old sonto go for 45 dayswith only catnaps and no substantial
deep, thedoctor changed the diagnosisand later the medi cation.
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Other medications can also be parti cularly hazardouswhen treating children with bipolar disorder. Certain antidepres-
sants have been known to induce mania, mixed statesand even suicidality in children and adolescents, eveninthe
presence of amood stabilizer. Many bipolar children cannot tol erate the power of adult depression medications. The
typical “cocktail” for abipolar child usualy consistsof one or more mood stabilizersand possibly one or more antipsy-
chotic medications. My son experienced aggression, auditory and visual halucinationsand paranoid delusonsasaresult
of taking such adrug. He now takes anticonvul sant mood stabilizersand anovel, third-generation antipsychotic.

Whileadultstypically find therapy and support groups hel pful, children often do poorly in socia situationsand individua
therapy dueto theirimmaturity level—which can beasmuch as 3to 5 yearsbehind their chronological age. Most of the
therapeuticinterventionsfor bipolar children comefrom positive parenting and school. Children with bipolar disorder
may need an |EP (individua education plan) to receive accommodationsand servicesavailablein the public school
Setting. In extreme cases, the child may even need aspecial education setting with smaller classsizes, fewer transitions
and reduced stressors. Asthe child grows ol der, he often devel ops coping skillsand insight with help from these
sources, hopefully preparing him for asuccessful, functiona adulthood.

In many ways, diagnosing bipolar disorder early isdevastating to thefamily. No parent ever desiresto hear that their
child hasalifelong affliction that hasamortality rate higher than someformsof cancer. However, early discovery and
treatment can bodefor amorepositive, heathier prognosis. Children, being quiteresilient and malleable, have abetter
chance at mai ntai ning medication compliance, fostering self-awareness and becoming aself-advocate.

Wearejust beginning to seethefirst generation of children diagnosed with bipolar disorder comeinto young adulthood.

But, al indicationsarethat children with asolid medication regimen, astrong support system and ahedlthy self-image
aredevelopinginto strong, positive, functional adults. .. who just happen to also have anillnesscalled bipolar disorder.
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Some ways Childhood Onset Bipolar Disorder differsfrom adult Bipolar Disorder:

*  Children have much faster and more frequent cycles than adults

e Childrenrarely have pure euphoric mania as defined by the DSM-IV. Children are more likely to have
dysphoric mania or mixed states.

* Depression in children often manifests as anger and aggression instead of sensitivity and withdrawal.

»  Children often have co-morbid conditions accompanying the bipolar disorder that are commonly
found in childhood: ADD, ADHD, Tourette’'s Syndrome, OCD (Obsessive Compulsive Disorder),
ODD (Oppositional Defiant Disorder) and Autism, to name a few.

»  The co-morbidity of other disorders can make medical treatment very difficult in children. Children
are more likely to be activated by certain medications, namely antidepressants and psychostimulants,
than adults.

» Bipolar in children is very often misidentified as unipolar depression with hyperactivity. Treatment
for unipolar depression in is vastly different from treatment for bipolar in children, and can result in
severe problems.

e Children are not “little adults’, i.e., their metabolisms run differently than adults, so merely prescrib-
ing smaller doses of adult medications do not sufficiently treat bipolar disorder. Many times, the rate
of metabolism in children is so great that doses larger than typical for adults need to be used.

Some ways Childhood Onset Bipolar is similar to adult Bipolar Disorder:

»  Children can be suicidal, even as young as 2 years of age. These ideations can quickly develop into
plans and actions because of the impulsive nature of Bipolar Disorder and the inability to weigh
consequences of actions.

»  Children with mania have the same urges that adults do in the sense that they also become hyper-
sexual, grandiose, obsessive and desire to spend money.

»  Children with depression also have the same tendencies as adults to avoid talking about their situa-
tion, to withdraw from activities and people once enjoyed, to require extraordinary amounts of sleep
in order to function, and have a decreased stress threshold making daily functioning nearly impos-
sible.

«  Children, like adults, require medication to stabilize, but cognitive behavior therapy (CBT) has been
shown quite successful in helping the child with bipolar to develop insight and control over their
moods and actions.

»  Stress, just as with adults, can trigger a relapse of the bipolar condition.

For more information about Childhood Onset Bipolar Disorder, please visit these websites:
http:/iwww.gcbf.org — The Georgia Childhood Bipolar Foundation
http:/iwww.jbrf.org — The Juvenile Bipolar Research Foundation
http://www.bpkids.org — The Child and Adolescent Bipolar Foundation

About the author: Julie Ward is the divorced mother of one son diagnosed with Childhood Onset Bipolar Disorder and
Asperger’'s Syndrome. Julie serves as the president of the Georgia Childhood Bipolar Foundation, a parent-led
foundation that provides support and education to families with children diagnosed with or at risk for bipolar disorder in
the state of Georgia. Julie also has bipolar disorder. She and her son live in McDonough, Georgia.

Edited by Steve Propst. This article appears in the Spring newsletter of the Atlanta Chapter of DBSA, the Depression
and Bipolar Support Alliance.
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