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Learning Objectives
1) Recognition of pediatric bipolar disorder in the 

primary care setting

2) Brief primer of DMDD (disruptive mood 
dysregulation disorder) and how it may be a 
growing replacement 
for potentially overdiagnosed pediatric bipolar 
disorder

3) Identify the common treatments of bipolar disorder

4) Identify medical monitoring to be done in the 
primary care setting to mitigate drug side effects



Prevalence The estimated lifetime prevalence of bipolar disorder 
in the general population of children and adolescents 
across Western countries is 3.9 percent

The prevalence of bipolar I disorder is 0.6 percent

The prevalence of pediatric bipolar disorder in the 
community has remained relatively stable

The prevalence in the United States and other 
countries is comparable



Risk Factors
• Parental history of bipolar disorder

• Difficult to discern true bipolar diagnosis versus 
common use of the word "bipolar"

• You may ask, "was the parent ever hospitalized?"

• Offspring 10-20x more likely to develop bipolar 
disorder than the general population

• 15% to 25% of the offspring eventually receive the 
diagnosis

Genetics

• Low socioeconomic status

• Exposure to negative events (eg, childhood abuse)

• High expressed-emotion

Psychosocial factors



Diagnostic Criteria
• A distinct period of elevated, expansive, or irritable mood with 

increased activity or energy, lasting at least one week (mania) or 
four days (hypomania)

• Three or more of the following are also present

• Grandiosity

• Decreased need for sleep

• Talkative

• Flight of ideas/racing thoughts

• Distractibility

• Increase in goal-directed activity

• Risky behaviors (shopping sprees, sexual 
indiscretions, gambling)



https://batonrougebehavioral.com/mood-disorders-symptoms-signs-and-

treatments/



Psychiatric Comorbidities
• Anxiety

• ADHD

• Primarily attention, not mood

• Persistent, not episodic

• ODD

• Conduct Disorder

• Substance use

• DMDD



Disruptive 
Mood 
Dysregulatio
n Disorder 
(DMDD)

Severe, recurrent verbal 
or behavioral angry 
outbursts that are 

grossly out of proportion 
to the provocation.

Outbursts occur, on 
average, at least three 

times per week.

Outbursts occur in at 
least two settings (i.e. 

home and school)

Persistently irritable or 
angry mood most of the 
day, nearly every day, 

between outbursts

Age at onset <10 years. 
The diagnosis cannot 
be given for the first 

time before age 6 years 
or after age 18 years.



DMDD
• New diagnosis introduced in DSM-5

• Addressed potential overdiagnosis of pediatric bipolar disorder

• Also creates a diagnostic space for children with irritable mood, 
outbursts, that were not being captured by ODD, intermittent 
explosive disorder, bipolar disorder, etc

• Many youth with DMDD do not go on to develop pediatric bipolar 
disorder (mostly depression or anxiety), indicating that the new 
label is effective

• Typically treated with SSRIs

• Overdiagnosing pediatric bipolar disorder leads to overuse of 
antipsychotics, mood stabilizers



Medical Comorbidities
• Youth with bipolar disorder appear to be at increased risk 

of comorbid general medical disorders, including 
cardiovascular disease, neurologic disorders, and respiratory 
disorders

• The increased risk of comorbid general medial illnesses in youth 
with bipolar disorder may be due to biologic vulnerability and 
poorer access to medical care

• Cardiovascular

• Bipolar disorder in adolescence may be associated with 
premature atherosclerosis and cardiovascular disease

• inflammation, oxidative stress, and autonomic 
dysfunction



Medical 
Conditions Th
at May Mimic 
Mania

Hyperthyroidism

Closed or open head injury

Temporal lobe epilepsy

Multiple sclerosis

Systemic lupus erythematosus

Fetal alcohol spectrum disorder/alcohol-related neurodevelopmental disorder

Wilson disease

HIV

Lyme disease

Dementia

Fibromyalgia

Niemann-Pick disease

Familial leukoencephalopathy



Complex Diagnosis
• Pediatric bipolar disorder is often not recognized, and many 

youth with the disorder do not receive treatment

• A retrospective study of 88 youth with bipolar disorder found that 
the duration of untreated bipolar disorder, from onset of the first 
mood episode to first mental health contact, was nearly two 
years

• Longer times between onset of the disorder and appropriate 
treatment are associated with worse outcomes
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Screening in Primary Care 
Setting
• The following symptoms should raise the clinician’s suspicion of 

pediatric bipolar disorder, especially when they occur in clusters 
and episodically and if a parent has history of early onset bipolar 
disorder:

• Increased activity and/or silliness beyond what is expected 
for the child’s developmental age and not accounted for by 
the situation, other disorders, or medications

• Decreased need for sleep and the youth is not tired the next 
day

• Inappropriate sexual behaviors without a history of exposure 
to sexual activity (eg, abuse or videos)

• Psychosis (eg, hallucinations and/or delusions)

• Is there a family history of bipolar disorder?



Early Intervention in the Primary 
Care Setting

Pediatricians are 
likely the "first 
responders" in 

identifying pediatric 
bipolar disorder

Pediatricians are 
seeing patients long 
before they are able 

to connect to a 
psychiatrist

Suspected pediatric 
bipolar disorder 

warrants a referral to 
a child & adolescent 

psychiatrist



Treatment Options

Pharmacotherapy
Adjunctive 

psychotherapy



Pharmacothera
py

• First choice for pediatric mania

• Examples: aripiprazole, asenapine, olanzapine, quetiapine, 
risperidone, or ziprasidone

• An eight-week open-label trial in youth with mania or mixed 
mania (n = 279) found that improvement was greater with 
risperidone, compared with either lithium or divalproex

• Typically will attempt two or three trials of antipsychotics 
before proceeding to next-step treatment

Second generation antipsychotics

• Lithium

• The next recommended step

• Some may require an antipsychotic plus lithium

• Lithium serum concentrations are measured four to 
seven days after each dose change

Mood stabilizers



Side Effects of Lithium
• GI is most common (pain, diarrhea, nausea, and vomiting)

• Acne-like rash, tremor, sedation, slowed mentation, 
hypothyroidism, weight gain, polyuria, polydipsia, and possible 
structural renal changes from long-term use

• Serum levels monitored every 4-7 days after dose change

• Levels must be closely monitored in patients taking medications 
that change renal function, salt balance, or water balance; these 
medications can alter lithium excretion and serum lithium 
concentrations

• Prior to starting Lithium: blood urea nitrogen, creatinine, 
electrolytes, thyrotropin (thyroid stimulating hormone), and an 
electrocardiogram



Side Effects of SGAs
• Extrapyramidal symptoms may occur less often 

with quetiapine or olanzapine

• Hyperprolactinemia may occur more often with risperidone

• Metabolic side effects, such as weight gain and hyperlipidemia, 
appear to be more pronounced with olanzapine, and least likely 
to occur in ziprasidone.

• Ziprasidone may prolong the QTc interval.



Pharmacotherapy

Divalproex

• May be better in youth as a 
combination with previously 
stated medications

• A four-week trial compared 
divalproex with placebo in 
144 youth with mania, and 
found that improvement was 
comparable for the two 
groups

Lamotrigine

• An open-label study enrolled 
youth (n = 298) who did not 
respond to pharmacotherapy 
(SGAs, lithium, divalproex, 
and/or carbamazepine). They 
were treated with adjunctive 
lamotrigine (open-label) and 
improvement occurred in 
58%

• Randomized trials in adults 
with mania indicate that 
lamotrigine is not effective

Carbamazepine

• One six-week, open-label 
study randomly assigned 
children to carbamazepine, 
lithium, or divalproex. 
Response was comparable 
with each drug.



Potentially Destabilizing 
Medications

• Can exacerbate a hypomanic or manic episode (induce "mood 
cycling")

• Antidepressants can be used in combination with an 
antipsychotic or a mood stabilizer to address bipolar 
depression

Antidepressants as monotherapy

• Safe if in combination with an antimanic medication

• ADHD is a comorbidity

• May require discontinuation of stimulant during manic 
episodes (stimulant "holiday")

Stimulants



Factors that 
support 
hospitalization

Elevated risk of suicidal or dangerous 
behavior

Higher levels of care can provide a safer 
treatment environment, closer 
monitoring of symptoms and side 
effects, more frequent adjustments of 
pharmacotherapy, and more intensive 
psychotherapy.



Role of 
Pediatrician

Primary care clinicians who 
refer patients to specialists 
are encouraged to remain 
involved in management

Pediatricians can help 
educate patients and families 
about the benefits and risks 

of pharmacotherapy and 
reinforce the need for 

adherence

Baseline prior to 
treatment: general medical 

history, a physical 
examination

During treatment: monitoring 
vital signs, weight, height, 

waist size, and 
metabolic laboratory tests



Adverse Effects of 
Medications
• Pediatricians can be keen to medication side effects

• Stable patients should be seen by their pediatrician every 4 to 6 months, 
with more frequent visits when there are active adverse effects, 
interactions, or safety issues

• When medications are prescribed by a physician other than the 
pediatrician, the decision of which physician monitors the patient’s weight 
and metabolic consequences of the medication may be a matter of 
practicality. 

• Certain measurements, such as vital signs, height, weight, and waist 
size, are easily and routinely obtained in a pediatrician’s office but 
much more difficult to obtain in a psychiatrist’s office, because it 
typically is not set up with the proper equipment and usually does not 
have a nurse on staff. 

• In addition, at times, the patients may perceive these measurements to 
be physically intrusive when obtained by the psychiatrist. The 
pediatrician should collaborate with the prescribing physician in 
monitoring for and managing these medication adverse effects.



Adjunctive Psychotherapy
• Cognitive Behavioral Therapy (CBT)

• Dialectical Behavioral Therapy (DBT)

• Family Therapy

• Enhancing communication among family members

• Active listening, positive feedback

• The family is also encouraged to reduce “expressed 
emotion,” which is defined as critical and hostile comments 
about the patient, as well as emotional over-involvement 
with the patient

• Problem solving

• Psychoeducation



Advice for Pediatricians

Have some familiarity with 
diagnostic criteria and 

different types of bipolar 
disorder.

Maintain communication with 
child and adolescent 

psychiatrists and other 
mental health professionals.

Maintain familiarity with 
adverse effects and 

suggested monitoring 
protocols for mood-stabilizing 

and atypical antipsychotic 
medications.

Assist in monitoring for and 
managing medication 

adverse effects, particularly 
weight gain, hyperlipidemia, 

and diabetes mellitus.

Carefully and thoroughly 
document all 

recommendations, including 
referrals, medications 

prescribed, and instructions 
for observing and reporting 

adverse reactions.
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