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Introduction
Two recent publications highlight the importance of more 
systematic tracking of children’s mood and behavioral 
disorders. An article by Anderson et al [1] indicated that 
one third of children with mental disorders were seen by 
primary care providers (PCPs). Axelson et al [2] reported 
that 74.2% of the offspring of a parent with bipolar 
disorder had a major psychiatric disorder upon 6.7 years 
of prospective follow up. This included a wide variety 
of diagnoses, such as anxiety in 39.9%; depression in 
32.0%, ADHD in 30.7%; disruptive behavioral disorder 
in 27.4%; oppositional defiant disorder in 25.3% and 
bipolar spectrum disorder in 19.2%. Even the child of the 
community controls (whose parents did not have a bipolar 
disorder) had a major childhood psychiatric disorders in 
an astounding high 48.4%. These data and a meta-analysis 
by Rasic et al [3] indicate that a very high percentage of 
offspring of a parent with a major mental disorder or even 
the children of community controls are a very high risk of 
diverse psychiatric disorders.  

Problem
Childhood onset bipolar disorders are even more common 
in the US than in many European countries [4-6]. A year of 
birth or cohort effect is also driving an increased incidence 
and earlier age of onset of depression, bipolar disorder, and 

substance abuse [7], as well as ADHD. However, there is 
a shortage of child psychiatrists in the US and many other 
countries such that a very large segment of these children 
are being seen by PCPs and pediatricians [1]. Often these 
physicians have limited time and/or do not feel confident 
in diagnosis and treatment of these childhood disorders. 
Only about ¼ of the children are referred to a psychiatrist. 
Merikangas et al [8] found that only a small minority 
(about 20%) of children and adolescents (aged 13-18) with 
a bipolar spectrum diagnosis were in any kind of treatment. 
Early onset mood disorders are associated with long delays 
to first treatment, and both early onset and treatment delay 
are associated with a poor outcome in adulthood [9].

One Solution: The Child Network
One way of enhancing diagnostic and treatment decisions 
by PCPs is to have parents of young children rate their 
child on a once a week basis so that symptom severity and 
fluctuations are easily visualized. The weekly ratings can 
be printed out by the parent longitudinally and shown to 
clinicians. This will also help in the tracking of the need 
for treatment and the response to any psychosocial or 
pharmacological treatments given. The informed consent 
for this network can be accessed at www.bipolarnews.
org, (click on Child Network).  Parents can rate their 
child (aged 2-12) on a secure web site each week under 
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a protocol approved by the Johns Hopkins School of 
Medicine in collaboration with Robert Findling who is the 
principle investigator. After a short demographics form 
and a detailed symptom checklist, the weekly ratings of 
the symptoms of depression, anxiety, ADHD, oppositional 
behavior, and mania take just a few minutes to complete.

Advantages of the Child Network
These ratings not only clarify the course of the child’s 
symptoms, they do it without taking time away from the 
physician who can readily use the information in his/her 
assessment and treatment. The 5 symptoms rated on a once-
a-week basis cover almost all of the diagnostic areas that 
commonly occur in young children and are just the ones 
cited by Anderson et al [1] that are most frequently seen 
by PCPs, specifically ADHD (in 64.7% of the children), 
mood disorders (24.3%), and anxiety disorders (19.0%), 
and to a lesser extent pervasive developmental disorder 
(6.9%), other disorders (7.2%), psychoses (1.3%), and 
alcohol and substance disorders (0.3%).

Assistance with Diagnosis and Treatment 
Evaluation
A key diagnostic element for PCPs caring for very 
young children is to distinguish pure ADHD occurring 
in very large numbers of children from the ADHD that 
is often comorbid with childhood onset bipolar disorder. 
In making this distinction, symptoms that are typical of 
bipolar disorder and are not consistent with a pure ADHD 
diagnosis are: brief or extended periods of inappropriate 
euphoria; decreased need for sleep; more extreme 
behavioral dyscontrol and aggression than would ordinarily 
occur in ADHD (such as suicidal or homicidal threats and 
behavior); jumping out of a moving car; hypersexuality 
(such as propositioning a teacher); and hallucinations 
or delusions (which are definitely not consistent with 
ADHD) [10]. In the presence of these characteristics, one 
should consider a bipolar diagnosis and treat the child 
with anticonvulsant mood stabilizers, lithium, or atypical 
antipsychotics [11,12] prior to use of stimulants for any 
residual ADHD symptoms.

The occurrence of depression, disruptive behavioral 
disorder, and abbreviated/rapid fluctuation bipolar mood 
symptoms (called bipolar not otherwise specified; BP-
NOS) are predictors of the later development of bipolar 
disorder in the offspring of a parent with bipolar disorder 
[2]. In those at risk for bipolar disorder because a parent 
has bipolar disorder and the child already has depression, 
anxiety, or sub threshold bipolar disorder, offering 
psychotherapy such as Family Focused Therapy (FFT) 
has been shown to be more effective that treatment than 
usual (TAU) [13]. Thus, referral for family psychotherapy 
and psychoeducational work may be a very valuable 
place to start as one is considering safe and well 
tolerated interventions, such as omega-3-fatty acids, 
N-acetylcysteine, and vitamin D3 as well as the use of 
more typical pharmacological treatments noted above 

[14]. Encouragement of maintaining a regimen of good 
diet, exercise, and sleep hygiene may also be helpful in 
preventing elements of the metabolic syndrome to which 
children with bipolar disorder are particularly prone. When 
expert care is given early, the course of bipolar disorder 
can be dramatically altered. Kessing et al [15] randomized 
young patients with a first hospitalization for mania to 
either comprehensive specialty clinic treatment or TAU 
for two years. Not only did those receiving specialty 
clinic treatments experience many fewer relapses than 
those with TAU, but the differences persisted and were 
magnified over the next four years even though all patients 
had returned to TAU.

We hope pediatricians will encourage parents to join 
the Child Network for better tracking and follow up of 
their child’s mood and behavioral disturbances, as better 
monitoring of illness markers as proved so valuable in 
extending wellness and longevity in diabetes, rheumatoid 
arthritis, cardiovascular disease, and AIDS. Ciccone et 
al [16] have shown the very positive effects of a case 
manager in facilitating comprehensive care and patient 
engagement in adults with chronic medical disorders. 
While such an approach would be ideal for children with 
difficult chronic psychiatric and medical problems, this 
type of a case manager is not always available, and parent 
engagement, with the help of the Child Network, may be a 
first step. Parents and physicians can also access the latest 
information on the presentation and treatment of childhood 
onset bipolar disorder and its multiple comorbidities in 
the Bipolar Network Newsletter (BNN) that is written by 
this author at least quarterly and updated almost weekly at 
www.bipolarnews.org.

Conclusion
We heartily agree with Shonkoff and Garner [17] 
recommendations that pediatricians become the guardians of 
children’s mental as well as physical health, especially since 
adversity in childhood (verbal, physical, and sexual abuse 
and neglect) is the precursor to later development of a very 
wide range of physical as well as psychological problems in 
adolescence and adulthood. Early recognition of a range of 
common child psychiatric disorders [1-3,8,18] particularly in 
those at extra high risk by virtue of a positive family history 
of mood disorders and/or the occurrence of psychosocial 
adversity in childhood [6,17], should help ameliorate some 
of the long term adverse consequences when these disorders 
are inadequately recognized and treated.
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