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Collaborative Intervention                    
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Psychiatric Consultant for DCPAP

Disclosure: 
Distribution 
and Liability

This presentation was produced by 
review of literature and resources 
available to the presenter at the time of 
presentation.  
Despite thorough review, minor errors in 
information related to sources or 
updates in the literature may occur.
Attendees should re-check literature or 

resources for any areas with which they 
have concern or where they may wish to 
verify or research more deeply any 
information presented.  
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Faculty Nature of Commercial Interest

Mark Borer, MD,
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Dr. Borer discloses that he is a paid 
psychiatric consultant under a HRSA 
grant  for the Delaware Child 
Psychiatry Access Program, he is on 
the QI Committee of Highmark Health 
Options, and he is a member of 
Delaware Medicaid’s P&T and DUR 
Committees. 
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Delaware 
Child 
Psychiatry                     
Access 
Program  
(DCPAP)

 The Delaware Children’s Department has 
developed DCPAP through a grant  from the 
Health Resources and Services  Administration 
(HRSA).

 This program is supported by the Health 
Resources and Services Administration (HRSA)  
of the U.S. Department of Health and Human 
Services (HHS) as part of  a 5 year award totaling  
$2,225,000 with 20% financed with non-
governmental sources. 

 The contents are those of the author(s) and do 
not necessarily represent the official views of, 
nor an endorsement, by HRSA, HHS, or the U.S. 
Government. For more information, please visit 
HRSA.gov.  

You Benefit Upon Registration:

• DCPAP provides pediatric primary practitioners access to                            
free  child psychiatric tele-consultation and training  to improve                   
and expedite treatment for their patients.                                      
Pediatricians, Family Physicians, Advanced Nurse Practitioners, 
and Physician Assistants are eligible for registration. 

Goals of the program include:

• Improve pediatric primary access to psychiatric consultation; 
• Provide free training and technical support to enable primary 

care providers to better identify, diagnose, and treat behavioral 
health conditions;

• Improve primary care practitioners’ access to resource/referral
services.

Text or Call #302-513-0929

*Program Registration
*Clinical Consultation Warm Line
*Access to a Child & Adolescent 

Psychiatrist
*Resource & Referral Support
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DCPAP Website is Live! 
https://kids.delaware.gov/pbhs/pbhs.shtml

 Enroll in DCPAP

 Request a Consultation
 Information for Providers

 View DCPAP Communication & Newsletters

Bipolar 
Disorder in 
Youth:  
Collaborative 
Intervention

Objectives

Attendees will:
1. Identify core diagnostic elements of Bipolar 

Disorder

2. Delineate the differential diagnosis of Bipolar 
Disorder

3. Be familiar with and seek out co-occurring 
conditions with Bipolar Disorder

4. Incorporate issues related to COVID 19 into 
their approach to Bipolar Disorder

5. Name the  evidence-based medications and 
medical interventions for Bipolar Disorder in 
youth 

6. Recognize the requirements for monitoring  
for safety of psychotropic medications

7. Apply nonpharmacological interventions

.
Please Answer These 
Polling Questions
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Statistics:            
Bipolar 
Disorder

 Bipolar spectrum disorder found in 1-3% 
of pediatric population 

 One fifth of adults with Bipolar Disorder 
have evidence of disorder before age 19

 Significant role for pediatric and family 
medicine professionals in 
identification and treatment.

Birmaher, B; Bipolar disorder in children and adolescents. Child and Adolescent Mental Health. 2013 Sep 1; 18(3): 
10.1111/camh.12021 Judd LL, Akiskal HS; The prevalence and disability of bipolar spectrum disorders in the US population:                          
re-analysis of the ECA database taking into account subthreshold cases, J Affect Disord. 2003; 73: 123-131

Adult                   
Recall of 
Bipolar 
Disorder -
Age of 
Onset

65% of adults reported onset of Bipolar 
symptoms prior to age 18 (includes those 
with onset prior to age 13).

28% of adults reported onset of Bipolar 
symptoms prior to age 13.

Onset over age 18:  35%.
(From STEP-BD)

This demonstrates persistence               
of Bipolar Disorder over time.

Diagnosis & 
Features of 
Bipolar Disorder
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What 
Bipolar 
Disorder           
is Not

 Bipolar Disorder is not a person who is 
calm and then flies off the handle in anger -
that is someone with an impulse              
control disorder.

 Bipolar Disorder is not someone who 
“waffles” on things and changes their  
mind quickly.

 Bipolar Disorder is not a person who                     
is going through narcissistic                                    
self-aggrandizement followed by                   
severe self-disappointment and reproach.

Features of Bipolar DO
 Described by height or depth of mood:
 Bipolar I:  At least one manic episode. (+/- psychosis)

 Bipolar II:  At least one hypomanic episode and one major 
depressive episode.

 Cyclothymia: Alternating between depressive features                  
(not full MDD) and hypomania.

 Bipolar Disorder, Other Specified N(OS):  The rest of the  
“bipolar spectrum”.

 Each of the above has pattern of cycling:
 Rapid cycling (including seasonal shifts in overall mood).

 “Ultra-rapid cycling” (shifts over periods of less than 4 days).                                                                                 
May be daily = ultradian cycling.

 Mixed (features of both depression and mania concurrently).

 Periods of euthymic (“normal”) mood often occur                                                                                                  
between mood swing episodes.

Bipolar 
Disorder 
Signs & 
Symptoms:

Symptoms of Mania:
 Elevated, elated, expansive, or irritable mood

 Decreased need for sleep or insomnia

 Racing speech and pressure to keep talking

 Grandiose delusions

 Hyper-sexuality

 Excessive involvement in pleasurable but risky activities

 Poor judgment

 In severe cases: hallucinations, manic psychosis

 Racing thoughts or flight of ideas

 Explosive behaviors, including tantrums and aggression

 Agitation, Rage

 Increased distractibility

** Hypomania – milder form of elevated mood than mania
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Bipolar 
Signs & 
Symptoms:

Symptoms of Depression:
 Pervasive sadness and crying spells

 Sleeping too much or inability to sleep

 Agitation and irritability

 Withdrawal from activities formerly enjoyed

 inability to concentrate with subsequent drop in grades                         

 Thoughts of death and suicide

 Low energy

 Significant change in appetite—up or down

Screening 
Tools & 
Rating 
Scales

 Young Mania Rating Scale (YMRS) - frequently used - has 11 
questions - self-report over the past 48 hours.  Follow at baseline 
and over time.  Also asks about aggression, irritability, speech, and 
thought content.  Clinician-administered.  Parent version as well.  
May be used in measurement-assisted care.

 Kiddie Schedule for Affective Disorders and Schizophrenia               
(K-SADS) is a semi-structured interview aimed at early diagnosis of 
affective disorders such as depression, Bipolar Disorder and anxiety 
disorder. There are currently four different versions of the test that 
are structured to include interviews with both the child and the 
parents or guardians.  The K-SADS serves to diagnose 
childhood mental disorders in school-aged children 6-18.

 Mood Disorders Questionnaire (MDQ) - Screens for Bip I, Bip II, and 
Bip NOS.  Short. Used in measurement-assisted care.

 Child Mania Rating Scale (CRMS)--21 Items to screen symptoms of 
mania in  youth age 9-17. A self-rated scale.  Free. Also: Child Mania 
Rating Scale - Parent (CMRS-P).  May be used in measurement-
assisted care.

 Bipolar Depression Rating Scale - Like a very thorough Mental 
Status Exam (MSE) which includes questions about sleep and other 
vegetative signs.  Asks about lability of mood.“0-10” Scale

Depression
PHQ-9
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 As early as an excessively active baby in utero.

 A prolonged period of separation or night anxiety 
with nightmares.

 A high energy child, a “moody” or irritable child,    
or sometimes a child with discrete episodes of 
depression.

 A child with markedly diminished need for sleep    
on a frequent or an ongoing basis.

 A youth with many endeavors and activities.

 An energetic risk-taker.

 Inflated sense of self and abilities

 The first full manic episode may come as a surprise 
to the child and to those around them.

Presentation 
of Bipolar 
Disorder

Presentation of Bipolar Disorder

Irritability

 Can be present in depressive as well as 
manic phases.

 Irritability plus Bipolar features means
Bipolar.

 Irritability without Bipolar features is more 
likely to be alternative diagnosis, such as 
Disruptive Mood Dysregulation Disorder 
(DMDD).

 But irritability and mood dysregulation may 
eventually develop into Bipolar Disorder.

Disruptive Mood 
Dysregulation Disorder 
(DMDD) DSM V
Severe recurrent temper outbursts out of 

proportion to the situation

 Inconsistent with developmental level

 Occur at least 3 times per week

 Mood between outbursts consistently irritable 
most of the day, nearly every day, and observable 
by others (home, school, peers)

 Lasting for at least 12 months

 Diagnosis not made before age 6 or after age 18 
but symptoms present before age 10
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 When depressed, a youth with Bipolar Disorder may say:  “It will never be          
any better.  It’s hopeless. Why bother with meds or treatment?”

 A youth displaying euthymic Bipolar Disorder may say:  “I am fine now.                         
I won’t be depressed or manic anymore.  I don’t need meds or treatment.         
I’m good…”

 A youth displaying manic Bipolar Disorder may say:  “I feel great. I don’t want 
any meds or treatment that will hold me back!”

Thus when a patient achieves a euthymic state we still need to challenge 
cognitive distortions and reinforce healthy executive functioning with external 
structure and supportive individuals in the youth’s environment.

Bipolar is a Disorder with 
Denial & Adherence Issues

Differential 
Diagnoses & 
Comorbidities

Comorbid 
Psychiatric 
Disorders

 ADHD – especially in child diagnosis of 
Bipolar Disorder

 Oppositional Defiant Disorder (ODD)

 Conduct Disorder

 Anxiety

 Substance Use Disorder (SUD) –especially in 
adolescent diagnosis of Bipolar

 Disruptive Mood Dysregulation Disorder (DMDD)

 Learning Disabilities and Executive Function Deficits

 Autism Spectrum Disorder (ASD)                                                           
& Obsessive Compulsive Disorder (OCD)
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Differential 
Diagnosis 
for Bipolar 
Mania

 Traumatic Brain Injury (TBI).

 Pharmacologic hypomania or mania from a 
medication such as stimulants, antidepressants, 
steroids, antibiomania.

 Akathisia side-effect from antipsychotic 
medication.

 Agitation in Post Traumatic Stress Disorder 
(PTSD) from frustration or trigger to trauma.

 Agitation in ASD from sensory sensitivity, 
difficulty with transition, or set-off by anything 
different.

 Agitated depression.

 Acute intoxication or withdrawal.

Comorbid Medical Conditions

 Approximately 75% of youth with Bipolar Disorder have a comorbid medical 
condition.

 Compared with youth diagnosed with other psychiatric disorders, youth with Bipolar 
Disorder were more likely to have 2 or more chronic medical conditions:  36% v. 8%.

 Cardiology, GI/Hepatic, Neurologic, Musculo-skeletal, Female Reproductive,                       
and Respiratory illnesses.

 Rate of tired and withdrawn depression with anhedonia, thoughts of death,                      
and somatic complaints was higher in girls, whereas boys had more psychomotor 
agitation.

 Somatic symptoms, present in 37% across all age groups, should be considered 
among the features of depression.

Wagner, Karen Dineen, J Clin Psychiatry 70:10, Oct. 2009

Now:  CNS COVID may present with mood disorder.

ADHD 
vs. 
Bipolar 
Disorder

When treating a child with ADHD with a low or 
moderate dose of stimulant, the following signs 
may indicate a co-occurring Bipolar Disorder:

 Overstimulation to excess energy, excess 
talkativeness, ebullience, and decreased need for 
sleep.

 Increased nightmares.

 “Overstimulation” into a “shut-down” state or state        
of marked dysphoria.

 New onset of irritability, aggression, inappropriate 
sexuality, risk-taking.

 Hallucinations or delusional psychotic thought 
process.

 This is why it is important to ask family history—
symptoms of Bipolar Disorder, as well as diagnoses           
of Bipolar Disorder—before instituting medication.
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COVID-19 
Aggravation 
of Bipolar 
Disorder

Bipolar mood swings may be precipitated by:

 Change in routine, with less sleep and increased 
anxiety.

 Change of season aggravated by return to 
academic stresses.

 New worries about safety while attending hybrid 
school.

 Loss of social support, social company, and 
increased loneliness.

 Loneliness can also aggravate medical conditions 
and increase SUD.

 Drop-off in healthy diet, family contacts, exercise, 
and relaxation activities. Family or interpersonal 
tension. 

 Financial stress in the family may aggravate           
family access to outside activities and further 
increase isolation.

Think how COVID-19 pandemic can affect each          
of these bipolar mood aggravators/disruptors!

Bipolar Disorder & COVID-19

Keep in Mind:

 Regularity and structure are very important for people with Bipolar Disorder,        
and they may be hard to come by during a time of such disruption.

 Consistent treatment is vital for people with Bipolar Disorder, but isolation and 
quarantine might interfere with regular appointments and getting medications      
in  a timely manner.

 Social isolation distances people with Bipolar Disorder from their support 
networks.

 Fear of illness and concerns about the health of loved ones can increase agitation.
 Loss of life on a mass scale and grief for the disappearance of a way of life can 

seem overwhelming to someone in a depressive episode of Bipolar.
 Being in isolation or under quarantine can be extremely difficult for people 

experiencing mania or hypomanic episodes.
 However, people can take steps to manage these issues.

Medical News Today:  Medically reviewed by Timothy J. Legg, Ph.D., CRNP - Written by Danielle Dresden on May 12, 2020

Bipolar Disorder & COVID-19 
Tips on Coping:

 acknowledging that these are stressful times during which it is 
understandable to feel concerned

 appreciating that the goal is to be able to manage feelings as they manifest
 establishing a schedule for work, relaxation, and connecting with friends 

and family, while maintaining the correct physical distancing measures
 eating regular, healthful meals
 establishing and following good sleep habits
 spending some time outside each day
 staying physically active by walking, running, biking, or using free online 

exercise options
 trying to move therapy sessions online — virtual therapy is a great option 

for those without access to their usual sessions
 working with a pharmacy to arrange delivery of medication
 doing various relaxing and engaging activities, from cooking to reading to 

doing crossword puzzles

https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/for-parents.html 

28

29

30



4/28/2021

11

Medications for 
Bipolar Disorder  
in Youth

More 
Reasons 
Why 
Treatment  
is Crucial

Mood 
Stabilizers  
for Youth 
with Bipolar 
Disorder *

 Atypical (2nd generation) antipsychotic medications) 
are the mainstay of treatment. (FDA approval 
discussed later).  See later slide for side effects.

 Lithium Carbonate – can treat Bipolar Disorder itself,  
as well as accompanying suicidal ideation, impulsivity, 
and aggression—all important in decreasing 
completed suicide.  (Effectiveness still being studied  
in youth—FDA approved for Bipolar I from age 7 on 
up).  Side effects – common:  mild nausea, frequent 
urination, mild tremor.  Toxicity—vomiting, diarrhea, 
coarse tremor, confusion.  Serum levels important.

 Lamotrigine - excellent med for bipolar depression,   
as it does  not usually aggravate mania, but must stop 
if rash occurs  (can >>> erythema multiforme, Steven-
Johnson Syndrome).  Start low, raise dose slowly. 
(FDA approved for seizures in youth 16 and over but 
not bipolar DO) .  Side effects besides rash include  
dizziness, nausea, headache, acne.

 Valproate – may be less effective for core bipolar 
features in youth compared to adults.
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2nd Generation Antipsychotics 
Used to Treat Bipolar Disorder

 Quetiapine - FDA 10-17 for mania. (Adjunctive for depression, mixed Bipolar 
in adults).

 Risperidone - FDA 10-17 for monotherapy or adjunct treatment   of acute 
mania, mixed Bipolar.  (Mixed reports of effectiveness for depression).

 Aripiprazole - FDA 10-17 for Bipolar.
 Olanzapine - FDA for over 13 for Schizophrenia, Bipolar I monotherapy.  In 

adults: combination with valproate or lithium.  Adjunct with fluoxetine for 10 
>> adult for schizophrenia.

 Asenapine - FDA 10-17 for Bipolar mania, mixed.
 Cariprazine - FDA 18 and over for Bipolar I mania, mixed depression.
 Ziprasidone - FDA 18 and over for Bipolar, mixed mania—as monotherapy or 

adjunct medication.  Tested down to age 6 for Tourette’s.

Side Effects of 
Antipsychotics

 Weight gain and metabolic changes—serum lipids, 
change in HbA1c, increased serum prolactin.

 Akinesia—slowed motor movements.

 Akathesia—Excessive motor movements & restlessness.

 Other Parkinsonian Features—tremors, altered gait, 
muscle cramps (dystonic reactions).

 Dyskinesia—look for odd movements (darting or 
writhing) in fingers, lips, tongue, other facial areas, 
and elsewhere on the body. (AIMS exam).  

 Address dyskinesia that is not acute (i.e. tardive 
dyskinesia) by making change of medication.  If not 
addressed, dyskinesias may become long-lasting or 
permanent.

 Diphenhydramine test dose for acute changes (also for 
emergency treatment due to availability), then 
benztropine.  Hold and switch medication if issues not 
resolving.

 Rare: tongue & throat muscles acutely affected, such as 
difficulty with swallowing or breathing, seek emergency 
treatment.

 Check for metabolic changes over time—labs per  
subsequent slide.    

Antipsychotics 
to Treat                  
Bipolar 
Disorder -
With Lower 
Risk of   
Weight Gain & 
Metabolic Risk

2nd Generation Antipsychotics

 Ziprasidone may have less weight gain than 
Risperidone.

 Lurasidone—FDA 13-17 for Bipolar depression.  
Under study for younger youth.

 Lumateperone—FDA approved 4/2020 for 
Schizophrenia in adults.  Low wt. gain.  Low EPS.  
Low metabolic changes.

1st Generation Antipsychotics with 2nd gen qualities

 Perphenazine—1st gen with many 2nd gen qualities 
per CATIE trial  in adults.  FDA from age 12 for 
Schizophrenia.

 Molindone—1st gen with many 2nd gen qualities.  
FDA approved from age 18.  Clinical guidelines to 
age 12.

 Loxapine—1st gen with 2nd gen qualities.  
FDA approved from age 18 for agitation in Bipolar.  
No clinical guidelines below age 16.
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 If one must maintain the current weight-promoting 
medication due to effectiveness or due to failure on 
other medications - off-label considerations include:

 Add Metformin beginning at 500 mg qd and raise 
slowly. Helps by changing metabolics >>> decreased 
weight trajectory, decreased metabolic risk.* 

 Topiramate 25 mg. increments.

 Stimulant medication if ADHD or binge-eating disorder 
present.

 Low-dose aripiprazole 2mg has been added to a 
regimen of risperidone, leading to a curbing of 
risperidone-induced weight gain.

Antipsychotic -
Induced 
Weight Gain

*Handen B.L. Anagnostou E. Aman M.G. et al. A randomized, placebo-controlled trial of metformin for the 
treatment of overweight induced by antipsychotic medication in young people with autism spectrum 
disorder: open-label extension. J Am Acad Child Adolesc Psychiatry. 2017; 56: 849-856

Laboratory 
Monitoring

 Atypical Antipsychotics:  CBC, Comp Metabolic 
Panel-fasting, HbA1c, Serum lipid profile, TSH.

 Also regularly monitor: AIMS exam for EPS and TD, 
weight and BMI - current and monitor the 
trajectory frequently, sub-areola breast exam in 
boys>>>obtain serum prolactin level if palpable.

 Lithium Carbonate: CBC, Comp Metabolic Panel-
fasting, TSH, Serum lithium level, Urinalysis.  
(Creatinine Clearance every 1-2 y).

 Valproate:  CBC, Comp Metabolic Panel-fasting, 
serum valproate level.

Antidepressants  
in Bipolar Disorder
.

37

38

39



4/28/2021

14

 .
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 .

Anti-
psychotics         
with Anti-
depressant 
Properties

Quetiapine

Olanzapine combo w fluoxetine

Ziprasidone (low dosage)

Lurasidone

Risperidone (mixed reviews)

Aripiprazole

Brexpiprazole
*See FDA approval ages in prior slides.
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For  Marked                            
Rage Outbursts
Valproate DR or ER for boys, or oxcarbazepine for 
boys or girls, may help markedly with rage 
outbursts in  youth.  (Consensus treatment - not 
an FDA approved use for these seizure meds).  
Side effects: valproate:  Decreased red cells, 
white cells, platelets, elevation of liver enzymes; 
check serum levels.  Oxcarbazepine—less blood or 
organ effects.  Kidney stones have been reported.

Effectiveness:  These medications have been 
shown to be less effective to treat core Bipolar 
Disorder itself in youth; better results with 
antipsychotics  or lithium.

Bipolar 
Disorder            
& ADHD

 Majority of youth with Bipolar Disorder 
also have ADHD.

 May have to stabilize the Bipolar mood 
swings first, before treat with stimulants 
for ADHD.

 If treating a youth who has ADHD with 
stimulants results in overstimulation, 
excess energy, symptoms of hypomania, 
more mood swings, marked irritability,             
or emotional 
dysphoria/withdrawal/shutdown -

 Then think Bipolar Disorder and decrease 
or withdraw stimulant until mood is 
stabilized.

Bipolar 
Disorder 
Medication 
Management 
Over Time

 Some youth do well on a single medication 
or ongoing medication combination.

 May seek to taper during summer breaks -
cutting dosage on one medication at a 
time - monitoring over several weeks 
before each subsequent change.

 Some youth require ongoing shifts of 
medication dosages over the course of             
the year.

 May keep one baseline medication and 
raise or lower the dose of antidepressant  
or anti-agitation medication, depending  
on which symptoms are presenting at a 
certain time of year.
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Psychotherapy 
& Home 
& Community 
Interventions

Treatment 
Modalities

 Medication

 Psychosocial intervention

 Therapy

 Parent support

 School and community support

 Establish routines

Effectiveness 
of Therapy in 

Youth 
Diagnosed 

with Bipolar 
Disorder

 Treat symptomatic high-risk youth       
with family history of Bipolar Disorder    
and dynamics with:

 Family-focused therapies.

 Mindfulness-based cognitive behavioral 
therapies  to decrease anxiety.

 Interpersonal and social rhythm therapy.  
(Psychiatric Times, Neuropsychiatry Section, Jenni E. Farrow, MD, 
pg. 26, June 2020)
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Psychotherapy 
for Bipolar 
Disorder

 Build strong treatment team & therapeutic alliance.

 Educate patient on skills, stress vulnerability.

 Enhance treatment adherence through frequent 
contact, psychoed, family involvement.

 Induce a routine, and affirm with schedule, planner.

 CBT to challenge automatic depressive thoughts, 
decrease stress, and promote social.

 Cognitive restructuring to help with thought distortions.

 Teach patient to recognize and control [and seek help 
with] prodromal manic symptoms.

 Coping strategies to enhance behavioral control.

 Monitor high-risk situations, behaviors, and symptoms.

 Teach internal and external coping mechanisms to 
prevent relapse.

Current Psychiatry, Brownsmith, Cynthia PhD & Lundt, Leslie MD Vol 4, No.5, pg. 85 -99

Collaborative 
Care

 Should offer access to counseling            
and referral to therapy--

 In addition to medication interventions

 To achieve the best overall function           
of the child in the home, school and 
community.

 Access to child psychiatry! (DCPAP)

School 
Interventions 
& IEPs

 Consultation with schools is a             
treatment intervention for youth 
diagnosed with Bipolar Disorder.

 May have specific reference to 
classroom behavior supports, social 
supports, access to school personnel     
to help with moods and any outbursts.

 Also, refer to IEP templates for those 
with executive functioning difficulties 
when setting both academic and 
behavioral goals.
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Bipolar 
Disorder -
What to Tell 
the Family

 It is not your fault (even if bipolar is in the family 
history).

 Symptoms and course of illness differ and each 
person is an individual.

 Medication and therapy can help, and the family 
can be a support in helping with access to care, 
monitoring, supporting routines and structure,               
and keeping expressed emotion at a calm level.

 Education about the illness may increase 
understanding and empathy and decrease 
accusations and conflict.

 Involving siblings is important.

You can help change the trajectory and outcome 
of the illness in your child or family member.

The adjusted percentages of Blacks (32%), Hispanics (31%), and 
[especially] Asians (19%) who received any treatment for MDD 
were significantly lower than among non-Hispanic Whites (40%).

Black, Hispanic, and [especially] Asian adolescents were also 
significantly less likely to receive prescription medication for MDD, 
to receive mental health treatment, and to receive any treatment 
in an outpatient setting- [including both mental health and 
medical treatment] even after adjusted for family income and 
insurance status.

Less of a disparity in receipt of in-school counseling.

[Key point:  We must get more psychiatric prescribers involved 
with in-school and wellness center counselors, as well as increased 
engagement and support of families of minority youth needing 
treatment].   (MSB)

(Janet R. Cummings, PhD, and Benjamin G. Druss, MD, MPH, Racial/Ethnic Differences in Mental Health 
Service Use among Adolescents with Major Depression, JAACAP, Author Manuscript, 2011, Feb 50(2) 
160-170)    https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3057444/

Racial 
Disparities: 
Youth Access 
to Treatment

DCPAP 
Consultation:  
A 
Collaborative 
Intervention
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Text request sent regarding med adjustment needed. 
• 6 yo boy with ADHD and Hx grief/neglect as a toddler/ prolonged NAS 

(Neonatal Abstinence) treatment as an infant. 
• Doing better on lisdexamphetamine 20mg and clonidine 0.1mg initially for 

a few months. 
• We follow Vanderbilt screen from guardian and teacher.
• Had initial reaction of not sleeping all night several nights within first week. 

Added clonidine 0.1mg which helped. 
• Side effects from med/vs Bipolar symptoms?—

1. Sleep as above, still a few times a month will wake up at 3am and be up 
for the day, but goes to sleep well with the clonidine.

2. Lost 5 lb in 4 months although he is back to baseline BMI from two 
years ago and had gained a lot of weight due to living with mom with 
heroin addiction. 

3. Increased irritability and crying easily 4-7pm to point of hard to be 
around, slightly worse on lisdexamphetamine and 

4. Increased crying was noted by teacher during first month of 
lisdexamphetamine and still noted by guardian. 

5. Fam Hx Bipolar in mom and sister.   
6. Hx grief mom died of overdose 9/2019. 

• Past PCIT but only a few sessions.  Not in therapy currently b/c guardian 
overwhelmed, also working on similar issues with 5yo great grandchild. 

Diagnostic Considerations                               

 Grief reaction--neglect as a toddler, Mom died of OD in         
9/19. Mom and Sister--Bipolar Disorder.  Patient has   
had likely pharmacologic mania and overstimulation, 
increased moodiness on lisdexamphetamine. ADHD

 Pharmacologic hypomania/overstimulation on 
lisdexamphetamine.

 Monitor for further evidence of Bipolar Spectrum.

Plan Next Steps
 Discussion of the child and treatment considerations     

on the next slide.  
 Continue monitoring and management by PCP.
 Copy of this consultation sent to PCP.
 Re-consult if needed.

1. For sleep:  consider continue clonidine.  May try low dose doxepin--part of   
a 10 mg capsule for fuller night's sleep.  If poor sleep continues due to excess 
energy, consider quetiapine hs for high energy mood disorder features in 
place of doxepin, starting at 25 mg at bedtime.  

2. For ADHD:  Add guanfacine ER (e.g.--Intuniv) starting at 1mg in a.m.  
Change from lisdexamphetamine (e.g.—Vyvanse) to low-dose 
methylphenidate ER (e.g.--Concerta) or dexmethylphenidate ER                   
(e.g.--Focalin XR) in a.m. and if tolerated, may need a dexmethylphenidate 
IR or ER dose around 1p.m.  Monitor weight which should be less affected  
by these medications than by lisdexamphetamine.  

3. See if easy crying and evening moodiness resolve by a combination of being 
off lisdexamphetamine and with therapeutic support as soon as caretaker 
will accept it.  Does he talk to his caretaker about his loss?  If crying and 
moodiness do not resolve, again consider the quetiapine starting at 50 mg 
hs as first step toward stabilizing mood.  

4. Bipolar family history suggests better benefit to mood stabilizers than to 
antidepressants. Combination of high energy mood disorder and traumatic 
grief in this young man place him at risk for increased suicide ideation.  

5. Needs support to grieve loss of Mom.  Could the great grandson's therapist 
do a family grief session, including this patient and possibly even the 
guardian, while awaiting follow-up therapy for this patient?  Mindy may also 
have access to grief resources for families with such losses.
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Text or Call #302-513-0929

*Program Registration
*Clinical Consultation Warm Line
*Access to a Child & Adolescent 

Psychiatrist
*Resource & Referral Support

Child 
Psychiatric 
Consultation

The child and adolescent psychiatrist 
consultant is considered a resource for 
education and support of the primary            
care professional, offering clinical 
considerations on non-identified patients 
(and general groups of patients with 
similar clinical issues) who are under the 
care of their primary care professional.  

The implementation of any consideration 
is the decision of the primary care 
professional, as there is no patient contact 
or doctor-patient relationship with the 
child psychiatry consultant.

Pearl From 
an Expert on 
Youth with 
Bipolar 
Disorder

“To make the diagnosis of Bipolar Disorder 
in a child it is imperative to follow the child 
carefully for months to ascertain whether 
he/she indeed has recurrent episodes in 
which symptoms of mania/hypomania 
cluster together and are above and beyond 
other existing disorders”.
Personal communication from Boris Birmaher, MD long-time bipolar researcher and 
author to Mark S. Borer, MD re:  This presentation
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Resources on 
Bipolar Disorder

LR11

Resources 
on Bipolar 
Disorder

 AACAP.org

 AAP.org

 MCPAP Website re: Bipolar

 AACAP Facts for Families: Bipolar

 AACAP Parents’ Medication Guide for 
Bipolar Disorder in Children and 
Adolescents:

https://www.aacap.org/AACAP/Families_and_Youth/Resource_Centers/Bipolar_Diso
rder_Resource_Center/Home.aspx

Support for 
Youth and 
Families –
DBSA = 
Depression 
& Bipolar 
Support 
Alliance
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Bipolar 
Disorder 
Resources: 
Books                  
(AACAP Parent’s             
Med Guide                       
Bipolar Disorder)

For children aged 4 to 9 years:

• Brandon and the Bipolar Bear: A Story for Children with Bipolar Disorder                                                   
by Tracy Anglada

• Matt the Moody Hermit Crab by Caroline McGee

• Please Don’t Cry, Mom by Helen DenBoer

For children aged 9 to 12 years:

• Bipolar Teen by David Miklowitz

• Mind Race: A Firsthand Account of One Teenager’s Experience with Bipolar Disorder                                          
by P.E. Jamieson and M.A. Rynn

• The Wind in the Willows by Kenneth Grahame

• Ups and Downs: How to Beat the Blues and Teen Depression                                                                   
by Susan Klebanoff and Ellen Luborsky

For young adults:

• Bipolar Disorder by Judith Peacock

• The Bipolar Teen: What You Can Do to Help Your Child and Your Family                                                       
by David J. Miklowitz and Elizabeth L. George

• Coping with Depression by Sharon Carter and Lawrence Clayton

• Depression by Alvin Silverstein

• Depression Is the Pits, But I’m Getting Better: A Guide For Adolescents by E. Jane Garland

• Everything You Need To Know about Bipolar Disorder and Manic Depressive Illness                                            
by Michael A. Sommers

• Intense Minds by Tracy Anglada

• Mind Race: A Firsthand Account of One Teenager’s Experience with Bipolar Disorder                                          
by Patrick E. Jamieson, Ph.D.

• When Nothing Matters Anymore: A Survival Guide for Depressed Teens by Bev Cobain

Bipolar 
Disorder 
Resources:  
Books

For adults:

• Adolescent Depression: A Guide for Parents by Francis Mondimore

• Bipolar Disorders: A Guide to Helping Children and Adolescents by Mitzi Waltz

• The Bipolar Child: The Definitive and Reassuring Guide To Childhood’s Most Misunderstood 
Disorder by Demitri F. Papolos

• The Childhood Depression Sourcebook by Jeffrey A. Miller

• The Depression Sourcebook by Brian Quinn

• Depression in the Young: What We Can Do to Help Them by Trudy Carlson

• Helping Your Teenager Beat Depression: A Problem-Solving Approach for Families by 
Katharina Manassis and Anne Marie Levac

• “Help Me, I’m Sad”: Recognizing, Treating, and Preventing Childhood and Adolescent 
Depression by David G. Fassler and Lynne S. Dumas

• How You Can Survive When They’re Depressed: Living and Coping With Depression Fallout  
by Anne Sheffield

• If Your Adolescent Has Depression or Bipolar Disorder: The Teen at Risk and Your — What You 
Face and What to do About It by Dwight Evans

• Life of a Bipolar Child: What Every Parent and Professional Needs to Know by Trudy Carlson

• Lonely, Sad and Angry: A Parent’s Guide to Depression in Children and Adolescents by 
Barbara D. Ingersoll

• New Hope for Children and Teens with Bipolar Disorder: Your Friendly, Authoritative Guide to 
the Latest in Traditional and Complementary Solutions by Boris Birmaher

• Overcoming Teen Depression: A Guide for Parents by Miriam Kaufman

• Raising a Moody Child by Mary A Fristad

• Straight Talk About Your Child’s Mental Health: What To Do When Something Seems Wrong 
by Stephen Faraone

• What Works for Bipolar Kids by Mani Pavuluri 

Online 
Support 
Resources

BP Children

www.BPCHILDREN.com

Depression and Bipolar Support Alliance

www.dbsalliance.org

Bp Magazine

www.bphope.com

The National Alliance for the Mentally Ill (NAMI)

www.nami.org

Bipolar News

www.BipolarNews.org

Child and Adolescent Mood Disorders Program

www.semel.ucla.edu/champ
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