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ÖZET:
Pediatrik bipolar bozukluk manik dönem 
belirtilerinin dikkat eksikliği ve hiperaktivite 
bozukluğu belirtileri ile karşılaştırılması 

Amaç: Erişkin bipolar bozukluğu çoğunlukla epizodik 
seyir göstermektedir. Ancak pediatrik bipolar bozuklukta 
karma epizodlar ve hızlı döngü erişkin bipolar bozukluğa 
göre daha sık görülen durumlardır ve beraberinde Dikkat 
Eksikliği ve Hiperaktivite Bozukluğu (DEHB) tanısı sıklıkla 
bulunmaktadır. Bu çalışmanın amacı pediatrik bipolar 
bozukluk tanısı almış bir grup hastada bu bozukluğun 
klinik karakteristik özelliklerini belirlemek ve bu özellikle-
ri DEHB tanısı olan hastalar ile karşılaştırmaktır.
Yöntem: Örneklem DSM-IV tanı kritelerine göre pedi-
atrik bipolar bozukluk manik dönem ve DEHB tanıları 
konulmuş olan 19’ar çocuk veya ergen hastadan oluş-
maktadır. Hastalığın başlama yaşı, belirtiler ve eş tanılar 
analiz edilmiştir. Daha sonra iki grup Child Mania Rating 
Scale ile belirlenmiş olan hastalık belirtileri bakımından 
karşılaştırılmıştır. 
Bulgular: İrritabl duygudurum (%94), hızlı duygudurum 
dalgalanmaları (%89), sanrılar (%94), işitsel (%63) ve 
görsel hallusinasyonlar (%43) bipolar bozukluğu olan 
hastalarda istatistiksel olarak anlamlı olarak daha sık 
saptanmıştır. Hareketlilik, dikkat eksikliği ve irritabilite 
oranları bakımından her iki grup arasında anlamlı fark 
bulunmamıştır.
Sonuç: Bipolar bozukluğu olan çocuk ve ergenlerde hızlı 
döngü, irritabl duygudurum ve psikotik belirtiler sık ola-
rak görülmektedir ancak irritabilite bipolar bozukluk için 
spesifik bir semptom değildir.

Anahtar sözcükler: Pediatrik bipolar bozukluk, duygu-
durum, irritabilite, psikotik belirtiler, dikkat eksikliği ve 
hiperaktivite bozukluğu
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ABSTRACT:
Comparison of symptoms of pediatric bipolar 
disorder in the manic phase and attention 
deficit and hyperactivity disorder 

Objectives: The clinical presentation of Bipolar Disorder 
(BD) in adults often has an episodic course. However, 
pediatric onset BD often presents with higher rates 
of mixed episodes, rapid cycling, and co-occurring 
Attention-Deficit/Hyperactivity Disorder (ADHD) than 
adults with BD. The aim of this study is to describe 
the clinical characteristics of pediatric onset BD in a 
Turkish sample and to compare these characteristics 
with children with a diagnosis of Attention Deficit and 
Hyperactivity Disorder (ADHD). 
Methods: A total of 19 child or adolescent patients 
diagnosed with BD in the manic state and 19 child or 
adolescent patients diagnosed with ADHD based on 
DSM-IV criteria were included in the study. The children 
were analyzed in terms of age of onset, symptoms, and 
comorbidity. Subsequently, both groups were compared 
in terms of symptoms of BD according to the Child Mania 
Rating Scale. 
Results: Irritable mood (94%), rapid mood swings (89%), 
delusions (94%), auditory (63%) and visual hallucinations 
(47%) were detected statistically more commonly in 
the bipolar disorder patients. There were no significant 
differences between the two groups in terms of 
hyperactivity, distractibility, and irritability. 
Conclusion: Children and adolescents with BD often 
present with higher rates of rapid mood swings, irritable 
mood, and psychotic features. However, irritability does 
not seem to be a specific symptom for pediatric BD. 

Key words: Pediatric bipolar disorder, mood, irritability, 
psychotic signs, attention-deficit/hyperactivity disorder
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	 INTRODUCTION

	 Bipolar disorder (BD) is a common psychiatric disorder 
that is associated with significant morbidity and mortality. 
It is most frequently diagnosed between the ages of 18 and 
24, but as many as 59% of adult patients with BD 
experience their first episode before the age of 18 (1). 
Child and adolescent onset of bipolar disorder is a relatively 
new concept which has not been studied as much as adult 
BD (2). In the past decade, there has been a proliferation 
in the number of children and adolescents diagnosed with 
BD. Pediatric Bipolar Disorder (PBD) often presents with 
higher rates of mixed episodes, rapid cycling, and 
co-occurring Attention-Deficit/Hyperactivity Disorder 
(ADHD) than adults with BD. The clinical presentation of 
BD in adults often has an episodic course, with individuals 
switching from distinct affective episodes of depression, 
mania or hypomania, and euthymia. In children, however, 
agreement on the clinical presentation of BD is less clear, 
with some studies indicating a more chronic course of 
symptoms with a more irritable and violent presentation 
during manic states (3,4). Biederman and colleagues 
emphasized in their case series that children with BD have 
irritability rather than euphoria, and that the severity of the 
irritability in PBD differentiates it from other illnesses. 
They have found that only 33% of children had euphoria, 
while 92% had irritability in the manic state (5). 
	 Although the frequency of childhood and adolescent 
BD is stated to be 1% in the normal population (6), 
children and adolescents in Turkey are diagnosed less 
frequently with BD. Research studies suggest that PBD 
may not be rare but that it may be difficult to diagnose (7). 
These children may be diagnosed with other psychiatric 
disorders which have similar symptoms to BD (e.g. 
disruptive behavior disorders –especially ADHD- and 
psychotic disorders). These disorders will be elucidated 
as differential diagnoses of BD in the Discussion section 
of this paper. 
	 Our aim within this study is to compare the symptoms 
of bipolar disorder in the manic phase and ADHD in 
Turkish children and adolescents, to describe the main 
features of BD in children and adolescents and to determine 
the differences between child-adolescent BD and ADHD 
in a Turkish population (8-10). This is the first study which 
has used the Child Mania Rating Scale, Parent Version 
(CMRS-P) in a Turkish population. 

	 METHOD

	 Subjects 

	 The PBD group included 19 patients admitted to 
Gaziantep University Child and Adolescent Psychiatry 
Department with a diagnosis of BD in the manic state 
between the years of 2006 and 2008. Sixteen of them were 
hospitalised and the others were followed on an outpatient 
basis. The ADHD group consisted of 19 patients who were 
treated at Dr. Sami Ulus Hospital Child and Adolescent 
Psychiatry outpatient clinic between May 2011 and 
November 2011 with a diagnosis of ADHD. The age and 
gender of the two groups were homogenious, and there 
were no significant differences between the groups. The 
psychiatric diagnoses were made by a child and adolescent 
psychiatrist according to DSM-IV criteria and all subjects 
were screened for psychiatric disorders according to the 
Schedule for Affective Disorders and Schizophrenia for 
School Aged Children, Present and Lifetime Version 
(K-SADS-PL).

	 Procedure

	 All patients in both groups received The Child Mania 
Rating Scale, Parent Version (CMRS-P) before a treatment 
was given. All participants and their parents were informed 
about the study and informed consent was obtained from 
parents. The sociodemographic information records of the 
patients were reviewed by the researchers. Severe 
symptomatic PBD patients were hospitalized and the 
others were followed at an outpatient clinic. 

	 MATERIALS

	 K-SADS-PL

	 K-SADS-PL is a semi-structured interview used to 
identify current and lifetime psychopathology in children 
and adolescents (11). Mood disorders, psychotic disorders, 
anxiety disorders, eliminating disorders, disruptive 
behavior disorders, substance abuse, eating disorders, and 
tic disorders can be assessed with K-SADS-PL. A Turkish 
adaptation of this form was made by Gökler and colleagues 
(12). KSADS-PL was administered to all patients while 
taking the DSM-IV criteria into consideration (13). 
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	 Child Mania Rating Scale, Parent Version
	 (CMRS-P) 

	 The CMRS-P is the first parent reporting measure 
developed specifically to assess child and adolescent 
mania. Internal consistency and retest reliability suggest 
that the CMRS-P is a reliable and valid instrument (14). It 
includes 21 items reflecting the DSM-IV criteria for a 
manic episode (13). Each item is answered on a four-point 
Likert type scale anchored by 0 (Never/Rare), 1 
(Sometimes), 2 (Often), and 3 (Very Often). Parents are 
instructed to check “never” or “rare” if the behavior is not 
causing trouble. In the present study, the measure was 
completed by the mothers (89%) or fathers (11%) of the 
children.

	 Data Analysis

	 Differences between groups were analyzed using the 
Mann Whitney U test for continuous variables and the Chi 
Square or Fischer tests for categorical variables. In the 
evaluation of manic symptoms by the CMRS-P, the zero 
and 1 points were assumed to be negative and the 2 and 3 
points were assumed to be positive. Descriptive analyses 
were also performed. Differences were accepted as 
significant when p< 0.05.

	 RESULTS

	 The population consisted of 19 child or adolescent 
patients diagnosed with bipolar disorder. Eighteen of the 
patients were diagnosed as early onset (adolescent onset) 
and one was diagnosed as very early onset (child onset) 
BD (age<13). The mean age of the patients was 15.3 and 7 
of the 19 patients were female. The age and gender of the 
patients in both groups was homogenious and there were 
no significant differences between the groups (p> 0.05). 
The demographic data and comorbidities for the subjects 
are summarised in Table 1. 
	 With respect to ADHD subtype, 57% (n=11) of the 
patients were diagnosed with ADHD-combined type, 37% 
(n=7) were diagnosed with ADHD-inattentive type, and 
5% (n=1) of the patients were diagnosed with ADHD-

Table 1: Demographics and comorbidity

Variables	 PBD	 ADHD	 p

Sex: Male/Female (n)	 12/7	 13/6	 p=0,73
Age: mean  (year)	 15,3	 14,7	 p=0,15
Age: range (year)	 9-17	 10-17
Comorbid Disorders
	 ADHD	 63% (n=12)	 100% (n=19)
	 ODD	 63% (n=12)	 52% (n=10)	 p=0.51
	 Anxiety Disorders	 37% (n=7)	 42% (n=8)	 p=1,00

PBD: Pediatric Bipolar Disorder, ADHD: Attention Deficit/Hyperactivity Disorder, 
ODD: Oppositional Defiant Disorder

Table 2: Clinical characteristics of PBD and ADHD

Symptom	 PBD n (%)	 ADHD n (%)	 χ2	 p

Elated mood	 13(68)	 3(15)	 10,7	 *0,001
Irritable mood	 18(94)	 15(78)	 F	 0,34
Grandiosity	 11(57)	 1(5)	 12,1	 *<0,001
Delusional grandiosity	 6(31)	 0(0)	 F	 *0,02
Decreased need for sleep	 13(68)	 8(42)	 2,6	 0,103
Too much energy	 17(89)	 18(94)	 F	 1.00
Pressured speech	 17(89)	 12(63)	 F	 0,124
Racing thoughts	 16(84)	 4(21)	 15,2	 *<0,001
Flight of ideas	 17(89)	 8(42)	 9,4	 *0,002
Hyperactivity	 15(78)	 17(89)	 F	 0,66
Distractibility	 19(100)	 18(94)	 F	 1.00
Overproductive	 9(47)	 0(0)	 F	 *0,001
Hypersexuality	 13(68)	 2(10)	 13,3	 *<0,001
Disinhibited	 15(78)	 8(42)	 5,3	 *0,02
Poor judgment	 12(63)	 5(26)	 5,2	 *0,02
Rage attacks	 16(84)	 15(78)	 F	 1.00
Overly jocular	 11(78)	 8(42)	 0,9	 0,33
Rapid mood swings	 17(89)	 6(31)	 13,3	 *<0,001
Delusions 	 18(94)	 0(0)	 34,2	 *<0,001
Auditory hallucinations	 12(63)	 0(0)	 17,5	 *<0,001
Visual hallucinations	 9(47)	 0(0)	 F	 *0,001
F=Fischer
χ2=Chi square

*Statistically significant, PBD: Pediatric Bipolar Disorder, ADHD: Attention Deficit/Hyperactivity Disorder
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hyperactive/impulsive type. 
	 Irritable mood (94%), rapid mood swings (89%), 
delusions (94%), auditory (63%) and visual hallucinations 
(47%) were detected commonly in the patients with bipolar 
disorder. Although some differences occurred in terms of 
symptoms, there were no significant differences between 
the two groups in terms of hyperactivity, distractibility, 
and irritability. The main clinical features of the patients 
are presented in Table 2. 
	 Eighty four percent (n=16) of the patients with BD 
were hospitalised and the others were followed at an 
outpatient clinic. 

	 DISCUSSION

	 PBD is a serious illness that can lead to higher suicide 
rates, problems in school, aggression, and high-risk 
behaviors such as sexual promiscuity and substance abuse 
(15,16). It is characterized by high relapse rates and low 
rates of recovery (4,17,18). There is a consensus among 
researchers and clinicians about the difficulty of diagnosing 
pediatric mania. This difficulty is primarily due to the 
clinical presentation of mania in children and the 
overlapping of symptoms of mania with ADHD. PBD 
phenomenology is often mixed and dysphoria with 
‘affective storms’ and severe outbursts of anger are much 
more frequent than euphoria. The course is often chronic, 
discontinuous, and erratic (3,16). 
	 One of the main findings of this study is that many of 
the patients with PBD were also having psychotic 
symptoms. Manic symptoms of adolescents with PBD are 
usually complicated; psychotic symptoms and mixed 
depressive and manic symptoms can be seen during these 
episodes. Psychotic features associated with pediatric-
onset mania include auditory hallucinations, persecutory 
delusions, passive feelings of mind control, and cognitive 
disorganization with loosening of associations and 
incoherence (19). For many years, children and adolescents 
who exhibited severe mood swings and highly erratic 
behavior were likely to be diagnosed as a psychotic 
disorder, such as schizophrenia (20). But, in recent years, 
systematic research studies have shown a dramatic increase 
in the number of children and adolescents being diagnosed 
with bipolar disorder. According to some authors; as many 
as 50% of early-onset bipolar disorder cases are 
misdiagnosed as schizophrenia (20-22). Our study supports 

the view that children who present with psychotic 
symptoms should not be diagnosed as psychotic disorder 
hastily. 
	 Distractibility, disinhibition, and hyperactivity signs 
were commonly observed in both groups of this study and 
these signs appeared not to be specific to PBD or ADHD. 
There were no significant differences between two groups 
in terms of these symptoms. In addition, comorbidity of 
ADHD is common in children and adolescents with BD. 
Studies indicate that as many as 60 to 90% of youth with 
PBD have comorbid ADHD (23). Consistent with this 
knowledge, 63% of the patients in the PBD group of this 
study presented with comorbid ADHD. Therefore, the 
differential diagnosis or comorbidity of these two disorders 
is very important. Many of the symptoms of PBD (e.g., 
affective instability, aggression) were once considered to 
be symptoms associated with ADHD. But, Carlson (1998) 
speculated that those who do not fit the more restricted 
diagnostic criteria for ADHD are being diagnosed with 
bipolar disorder because a single diagnosis of ADHD fails 
to adequately capture the breadth of their problems (17). In 
the literature, a more episodic presentation of symptoms is 
stated to be suggestive of a mood disorder and a more 
chronically persistent presentation suggests ADHD. 
Likewise, rapid mood swings were more frequent in PBD 
in our study. Chronic hyperactivity, impulsiveness, and 
attention problems with episodic exacerbation would be 
consistent with comorbid PBD superimposed on ADHD 
(24). 
	 Rapid mood swings (89%) and irritability (94%) 
symptoms were frequent in both groups. However, there 
was no significant difference in terms of irritability 
between the two groups. Geller found, using specific 
definitions of cycling, that of 60 bipolar patients (aged 
7–16 years old) 83% showed some form of rapid cycling 
with 8% classified as ‘ultra-rapid’ (episodes lasting a few 
days to a few weeks) and 75% classified as ‘ultradian’ 
(variation occurring within a 24-hour period) (25). 
Irritability is one of the main moods and characterized by 
the emotion of anger and temper outbursts. Irritability is 
not assumed to be a specific symptom of BD. It is also seen 
in depression, anxiety and ADHD (13). However, the 
irritability of PBD patients (“super angry, grouchy, or 
cranky”) is stated to be more serious than the irritability of 
other disorders. Additionally, in comparison with other 
disorders, the irritability seen in PBD causes more serious 
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impairments in functionality (5,26). In addition, decreased 
sleep and inappropriate sexual behavior more frequently 
accompany the irritability seen in PBD in comparison with 
other disorders (27). Although irritability is mostly 
episodic in adult BD, chronic irritability is more frequent 
in PBD. Some investigators have suggested that 
overlapping symptoms like irritability are not of diagnostic 
importance as they failed to differentiate ADHD and BD 
in one study, and suggest that elated mood and grandiosity 
are of greater diagnostic importance to BD than is 
irritability (15). Similarly, in our study, elated mood and 
grandiosity were significantly more frequent in PBD 
children.
	 Proper assessment of PBD is essential in early diagnosis 
and intervention. Evidence has shown that although 
symptoms may appear very early in childhood, there is an 
average delay of diagnosis estimated to be around seven 
years (28). Early intervention could lead to a better 
prognosis. However, very little information on early 
intervention is available in the PBD literature. 

	 There are some limitations of this study such as the 
sample size of the study was small and the PBD patients 
and the ADHD patients were enrolled from different 
centers at different times. Additionally, the reliability and 
validity of the CMRS-P was not determined on a Turkish 
population. 
	 In conclusion, there has been an increase in the 
diagnosis of PBD in recent years. In the US, the rates of 
diagnosis of BD in children and adolescents have shown 
an increase of about 500% over the last decade (29). One 
reason for this dramatic increase may have been the result 
of the assertion that irritability, which is continually 
present from a very young age, should be considered the 
typical mood of early mania (30). Mick et al. reported that 
children with very severe forms of irritability were several 
times more likely to suffer from BD (31). Adolescents with 
serious mood swings, irritability, elated mood and 
psychotic symptoms usually are evaluated in terms of BD. 
Studies with larger samples are necessary to increase our 
knowledge about PBD.
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