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Reasons to Consider Assessing for Bipolar Disorder in
Children and Adolescents and Practical Steps to Take

by Eric Youngstrom*

A Controversial Diagnosis

Pediatric bipolar disorder is one of the
most trendy and controversial diagnoses in
child mental health at the moment, and it
has received tremendous media attention.
Rates of diagnosis have increased dramat-
ically, yet some leading epidemiological
studies have found few if any cases of bipo-
lar disorder in youths. There is also dis-
agreement about the extent to which the
clinical presentation of youths diagnosed
with bipolar disorder matches the common
clinical picture in adults with bipolar dis-
order.

As a result of the controversies, many
responsible and informed practitioners are
reluctant to consider diagnosing bipolar dis-
order, especially in pre-pubertal children.
There is a growing body of evidence, how-
ever, that severe mood dysregulation and
behavior problems can occur in childhood
and adolescence, including patterns that can
meet strict DSM-IV criteria for bipolar dis-
orders.

This article briefly reviews some of the
evidence and provides practical and evi-
dence-based recommendations for assess-
ing bipolar disorder in youths. The recom-
mendations strike a balance between being
open to the possibility of encountering bipo-
lar disorder in youths and being skeptical
of overdiagnosis, and they urge that deci-
sions be informed by reliance on data when-
ever possible.

Reasons to Consider the Possibility
of Bipolar Disorder in Youths and
Adolescents

Adult Epidemiological Data. Some of
the best arguments for assessing manic and
depressive symptoms in youths come from
adult data. Recent epidemiological studies
are finding that bipolar spectrum illnesses
are more common than previously thought
and have an earlier age of onset than pre-
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viously believed. The most current epi-
demiological study from the United States
found that 4% of the general population had
a lifetime history of bipolar I or bipolar II
illness, with 50% of adults with bipolar dis-
order having had their mood symptoms
begin at age 16 or earlier (Kessler et al.,
2005). Even more concerning, this study
found that the lifetime risk of developing
bipolar illness appears to be increasing
across generations, with the youngest age
cohort (15 to 20 years at time of participa-
tion) showing a 6% lifetime risk, more than
four times higher than the risk in the oldest
age group. Epidemiological studies are also
showing that milder, “spectrum” cases of

ences can activate the genes and generate a
bipolar phenotype. Early identification holds
the promise of more effective treatments,
and possibly even preventive treatments,
but these benefits need to be weighed against
the costs associated with treating a larger
number of youths—many of whom might
not later have manifested bipolar disorder.

Child Research Data. There is a grow-
ing amount of data from multiple research
groups suggesting a great deal of conver-
gence in terms of the clinical presentation
of pediatric bipolar disorder, its associated
comorbidities and clinical features, and its
naturalistic course (Kowatch et al., in press;
Weckerly, 2002). These data clearly indi-

The most current U.S. study found that 4% of the
general population had a lifetime history of bipolar
illness, with 50% of adults with bipolar disorder having
had their mood symptoms begin at age 16 or earlier.

bipolar illness may be substantially more
common in the general population, and these
spectrum cases still experience substantial
impairment even though the illness is more
difficult to recognize (Judd & Akiskal, 2003;
Lewinsohn et al., 2000).

Adult Clinical Data. Work with adult
clinical populations is also documenting
that the symptoms of mood disorder have
often begun in childhood and adolescence
but have taken a long time to formally diag-
nose (Lish et al., 1994). Earlier age of onset
appears to be associated with more rapid
cycling, more comorbidity, less respon-
siveness to lithium, and a more chronic
course (Perlis et al., 2004)—patterns con-
sistent with much of what has been observed
in research on youths diagnosed with bipo-
lar illness as children (Findling et al., 2001;
Geller et al., 2004).

Theoretical Models. Bipolar disorder is
arguably the most heritable of the major
mental illnesses (McGuffin et al., 2003),
with the genes contributing to the illness
present from conception. The issue is deter-
mining how quickly environmental influ-

cate familial aggregation (Findling et al., in
press; Hodgins et al., 2002), and we are start-
ing to learn about similarities in treatment
response for pediatric bipolar disorder as
compared to adult bipolar illness (Duffy et
al., 2002). There are promising data about
efficacious treatments for bipolar disorder
in terms of both pharmacotherapy (Kowatch
et al., 2005) and psychosocial interventions
(Fristad et al., 2003; Miklowitz et al., 2004;
Pavuluri et al., 2004).

Reasons to Be Cautious About
Diagnosing Bipolar Disorder in
Children and Adolescents

The considerations arguing for assess-
ment of pediatric bipolar disorder need to
be weighed against important reasons to be
conservative about diagnosing a youth with
bipolar disorder. These latter include the
fact that the diagnosis describes a recurrent
illness that currently has no cure and implies
a life-long course of monitoring and possi-
bly active treatment as a result. The label is
likely to stick with the youth even as he or
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Table 1: Base Rates of Pediatric Bipolar Disorder in Different Clinical Settings

she grows, and mental health labels are still
associated with stigma. Also, bipolar dis-
order is likely to be rare in most clinical set-
tings relative to other diagnoses that can
resemble it (e.g., attention deficit hyperac-
tivity disorder, unipolar depression, oppo-
sitional defiant disorder, or conduct disor-
der), and clinicians most often will not have
received formal training about making the
differential diagnosis between bipolar dis-
order and other conditions in youths.

Diagnostic errors are especially worri-
some when considering pediatric bipolar
disorder. Because practice guidelines rec-
ommend that front-line treatment involves
the use of mood stabilizers or atypical
antipsychotic medications, “false positives”
or accidentally treating patients as having
bipolar disorder when in fact they do not,
will expose youths to medications with seri-
ous potential side effects and relatively
unknown long-term developmental effects.
Failing to recognize bipolar disorder when
it is present (“false negatives”), however,
most commonly will result in clinicians
offering well-intentioned treatments for a
different condition, such as stimulants or
antidepressants, which at best are ineffec-
tive with bipolar disorder and at worst might
worsen the mood states or course of illness
(Carlson & Mick, 2003).

Twelve Recommendations to
Improve Assessment of Pediatric
Bipolar Disorder

Be Open to Making the Diagnosis. Fam-
ilies are best served by a perspective that
acknowledges that bipolar disorder is uncom-
mon but possible in youths. If a clinician
assumes that bipolar disorder cannot occur
in youths, then careful evaluation will not
occur, and the clinician is guaranteed to mis-
diagnose all of the instances where it has actu-
ally occurred. From a historical point of view,
it is instructive to remember that conventional
wisdom used to hold that unipolar depression
“could not” occur in youths (Kovacs, 1989)
and that adults virtually always “grew out”
of ADHD (Wender, 1998).

Adopt an Actuarial Approach to
Assessment. It is difficult to strike the right
balance between being open to the diagno-
sis and also recognizing that it is rare. Actu-
arial methods such as those advocated in
“evidence-based medicine” provide a frame-
work for using assessment data consistent-
ly and accurately to arrive at risk estimates
for individual cases (Guyatt & Rennie,
2002). These techniques have been devel-

Setting Base Rate Demography Diagnostic Method Reference
High school Northwestern ~ Lewinsohn et
epidemiological 06% high school KSADS-PL! al. (2000)
. Midwestern
Community mental PR ‘ Youngstrom et
health cenfer 6% ggbnar\}msl%% Clinical interview & treatment® al. (in press)
. . TEAM Study;
General outpatient Urban academic ! ’
clinic 6% to 8% research centers WASH-U-KSADSP Geller et al.
(2002)
County wards (DCFS) | 11% State of Illinois Clinical interview & treatment” E\lzag(ngS etal
Specilly outpatient | y5041017% | NewEngland | KSADS-E (90 Sl'_egegg”g)” el
Incarcerated Midwestern Teplin etal.
adolescents 2% urban DISC! (2002)
Incarcerated 20, Texas DISCY Pliszka et al.
adolescents ° (2000)
) ) Carlson &
. : 30% manic sx, | New York City . :
Inpatient service <% strict BP | | metro region DICA; KSADS™ E(ZOOUO%%S“OF”

Source: Adapted from Youngstrom et al. (2005), table 1.

Note: KSADS = Kiddie Schedule for Affective Disorders and Schizophrenia; KSADS-PL = Present and Lifetime version; KSADS-WASH-U = Washington University version;
KSADS-E = Epidemiological version of the KSADS; DISC = Diagnostic Interview Schedule for Children; DICA = Diagnostic Interview for Children and Adolescents; = parent
interviewed as component of diagnostic assessment; ¥ = youth interviewed as part of diagnostic assessment

oped in detail for use with pediatric bipo-
lar disorder (Youngstrom & Duax, 2005;
Youngstrom & Youngstrom, 2005).

Identify a Reasonable Rate of Risk.
Getting a sense of how frequently one will
encounter bipolar disorder in her or his clin-
ical practice is a crucial piece of informa-
tion. Table 1 provides some benchmarks
for how often bipolar disorder has been diag-
nosed in different clinical settings. These
benchmarks are intended as “rules of thumb”
for practitioners without better data avail-
able, or as comparisons for those who have
diagnostic information about their caseload
at their disposal. Bipolar spectrum disorder
(including bipolar II, bipolar not otherwise
specified, and cyclothymia) probably has
an incidence of 1 in 20 (5%) in many out-
patient clinics, as opposed to 1 in 200 in
public schools.

Gather a Detailed Family History.
Because bipolar disorder is highly herita-
ble, family history can help identify youths
at increased risk. Mood disorder in first-
degree relatives (e.g., biological mother,
biological father, or full siblings) is most
useful. A bipolar history in a first-degree
relative increases risk by a factor of five
(Hodgins et al., 2002). This is a significant
“red flag” and should trigger more thorough
assessment, but at the same time, it should
be remembered that the majority of youths
with family history of bipolar disorder will
not have bipolar illness themselves.

Always Work to Involve the Parent
(or Someone Even More Familiar With
the Child) in the Assessment Process.
Contrary to conventional wisdom that self-

report is the preferred source of informa-
tion about mood disorder, it appears crucial
to involve a familiar collateral informant
whenever there is a question of mania. Part
of the problem is that mania, by its nature,
involves a lack of insight into one’s behav-
ior and its impact on people. Parents have
consistently proven to be more valid
reporters of manic symptoms than both
teenagers and teachers (Youngstrom et al.,
2004). Even when parents are reporting
much higher levels of concern than youths
or teachers, their opinion should not be dis-
counted but, instead, should trigger more
evaluation. Parents are not 100% accurate,
but the data across a variety of measures
indicate that they will often be the most
valid source of information about bipolar
disorder.

Be Prepared to Change Checklists.
Extensive research shows that youths with
bipolar disorder score high on several scales
from the Achenbach Child Behavior Check-
list, especially “externalizing” problems
(Mick et al., 2003). Low parent CBCL exter-
nalizing scores effectively rule out a bipo-
lar diagnosis in most clinical settings
(Youngstrom et al., 2004). However, high
CBCL scores are ambiguous, because many
different clinical concerns could cause them
(Youngstrom et al., in press). If a youth has
a family history of bipolar disorder, or if the
CBCL externalizing score is high, then the
best strategy would be to ask the parent to
fill out a specialized measure of manic symp-
toms and use that alternate measure instead
of the CBCL to gauge the risk that the youth

has a bipolar spectrum illness.
See REASONS, next page
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Look for Spontaneous Changes in
Mood and Energy. Look for spontaneous
changes in mood and energy compared to
what is typical for the child. Mania is about
change from typical functioning; ADHD
and other “look alike” conditions involve
more constant, chronic presentations that
do not have an episodic quality to them.

Look for “Handle” Symptoms That
Are More Specific to Mania. Elation,
grandiosity, decreased need for sleep (as
opposed to difficulty falling asleep), episod-
ic pressured speech (as opposed to usually
being talkative), or hypersexuality all appear
to be fairly common in cases with pediatric
bipolar disorder but are relatively rare in
other conditions (Kowatch et al., in press).
These symptoms help to get a “handle” on
whether bipolar disorder is present even
though they might not be the biggest prob-
lems in terms of functional impairment.
Aggression, although one of the most
impairing symptoms of bipolar disorder, is
so frequent a concern in child mental health,
however, that it does not help differentiate
bipolar disorder from other issues.

Extend the Time Window of Assess-
ment. The routine of concentrating on
assessment of the presenting problem in the
first session of treatment, and then focus-
ing on intervention, does not fare well when
confronted with possible bipolar disorder.
A behavioral snapshot does not provide ade-
quate clues about the developmental con-
text of the behavior or the fluctuations in
mood and energy that are the hallmark of
bipolar illness. If bipolar disorder is a con-
cern, then a more thorough developmental
history is needed, including careful discus-
sion of potential changes in mood and ener-
gy (Quinn & Fristad, 2004). Brief mood and
energy “checkups” should be built into the
ongoing course of treatment to provide infor-
mation about fluctuation and also treatment
response. Prospective life charting provides
an inexpensive and often feasible method
of gathering daily data over the course of
treatment (for an explanation of life chart-
ing, see http://www.bipolarnews.org/Par-
ent%20Life%20Charting.htm).

Measure What Matters. Adequate
assessment of bipolar disorder requires more
attention to mood and energy measures than
is usually contained in a standard battery of
behavior problem checklists. At the same
time, it is also vital to include quality of life
and other positive aspects of functioning in
the treatment goals and outcome evalua-
tion. Good treatment “accentuates the pos-

itive” as opposed to just trying to “elimi-
nate the negative” of symptom problems.

Be a Critical Consumer of the Liter-
ature. There are differences in the defini-
tions of bipolar disorder used by different
research groups and clinicians (e.g.,
“broad” vs. “narrow” phenotype; Leiben-
luft et al., 2003) that have implications in
terms of treatment results. Some defini-
tions are so broad that they include many
youths unlikely to share the same genetic
risk factors or underlying processes, mak-
ing differences in course and treatment out-
come inevitable.

Keep Reading. Pediatric bipolar disor-
der is a rapidly evolving area of clinical
practice. Recommendations in terms of
assessment and treatment are going to
change rapidly in the next several years as
multiple grants begin to publish findings
about clinical presentation, assessment, treat-
ment, and long-term outcomes. More details
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Bipolar disorder is arguably the most heritable of the
major mental illnesses, with the genes contributing to
the illness present from conception.

about these recommendations are available
in a recent review published in the Journal
of Clinical Child and Adolescent Psychol-
ogy in a special section devoted to “evi-
dence-based assessment”’(Youngstrom et
al., 2005). The philosophy of looking to the
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