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INTRODUCTION 

 

 Bipolar disorder within young people has been debated for years. It is 

still controversial in DSM V (1), whether is possible or not, to find 

paediatric mania in the spectrum of bipolar disorders. 

 

 “Irritability” is a target symptom in childhood bipolarity. According to 

DSM IV TR (2), irritability is a core criteria in oppositional defiant disorder 

(ODD), major depressive disorder (MDD) and mania. In relation to this 

classification, irritability qualifies only in childhood as unique criteria 

for MDD. Besides, it is a major cause of morbidity and distress among 

children with pervasive developmental disorder (PDD), anxiety 

disorders, and attention deficit hyperactive disorder (ADHD)  (3,4) 

 

 Furthermore, DSM V tries to describe a new disorder called temper 

dysregulation with dysphoria, pointing out the quality of temper 

outbursts. 
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INTRODUCTION 

 

 However, “ irritability” is widely used to illustrate youth’s behaviours 

but is poorly defined and is often misdiagnosed with aggression, violent 

outbursts, hostility, short-temper and poor impulse control. 

 

 Irritable mood last for days or weeks, displays cognitive compromise 

and may not have specific facial expression like emotions. 

 

 It should be distinguished from long-term traits, including unstable 

personality styles with emotional dysregulation. 
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INTRODUCTION 

 

 

 Irritability could be defined as an unpleasant mood that predisposes 

towards: 

 

 

 specific emotions (e.g. anger),  

 certain cognitions (e.g. hostile appraisals), 

 evident actions (e.g. aggression) and  

 characterised by expressions of negative emotion in interpersonal 

relationships.(5) 
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We defined two possible phenotypes of BD:  
 
 
 Narrow phenotype based on classical DSM IV TR classification  

 
 
 Broad phenotype based on DSM V (Temper Dys- regulation) (3,4) 
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    DSM IV TR (10) reveals that the “A” criteria for a manic episode requires: 
 
 “an abnormally, persistently elevated, expansive or irritable mood”  
 
 lasting at least one week for mania and four days for hypo mania or (any 

duration if hospitalization is necessary).  
 

 Three of “B” criteria of mania: 
 
     Grandiosity or inflated self-esteem 
     Decreased need for sleep 
     Pressured speech 
     Flight of ideas 
     Distractibility 
     Increase of goal directed activity 
     Risky behaviours. 
 
     Whether irritability alone should warrant the diagnosis of juvenile mania  
     or whether episodic irritability should be sufficed, is again unclear. 
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 DSM V (1) draft has defined Temper dysregulation disorder with dysphoria 

 

A: Disorder characterized by severe recurrent temper outbursts in  

     response to common stressors. 

 

 1.Outbursts manifest verbally and/or behaviourally, such as in the 

form of verbal rages, or physical aggression towards people or 

property. 

 

 2.Reaction is grossly out of proportion in intensity or duration to the 

situation or provocation. 

 

 3.Responses are inconsistent with developmental level. 
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B: Frequency:  three or more times per week. 

 

C: Mood between temper outbursts: 

 

 1.Nearly every day, the mood between temper outbursts, on average, is 

persistently negative (irritable, angry, and/or sad) 

 

 2.The negative mood is observable by others(e.g. parents, teachers, 

peers) 
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D: Duration :  

                   Criteria A-C have been present for at least 12 months. 

Throughout that time, the person has never been without the symptoms of 

Criteria A-C for more than 3 months at time. 

 

E. The temper outbursts and/or negative mood are present in at least two 

settings ( home, school, or with peers) and must be severe in at least one 

setting. 

 

F: Chronological age is at least 6 years (or equivalent developmental level) 

 

G: The onset is before age 10 years. 
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H: In the past year: 

                             there has never been a distinct period lasting more than 

one day during which elevated or expansive mood was present.  
 

 Abnormally elevated mood should be differentiated from 

developmentally appropriate mood elevation. 

 

 Do not occur exclusively during the course of a psychotic or mood 

disorder (e.g. MDD, Dysthymic Disorder, Bipolar Disorder); not better 

accounted for by another mental disorder (PPD, PTSD, Separation 

anxiety disorder) 

 

 Diagnosis can co exist with ODD, ADHD, CD, substance use disorders. 

However, is no due to physiological effects of drugs or to a general 

medical or neurological condition. 
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 In paediatric mania the irritability is episodic 

 
 

 Davidson’s affective chronometry (3.4) suggested differences in emotional 
reactivity in bipolar children comparing with normal ones. Bipolar 
children exceed the threshold to elicit a response, as well as in the 
duration and amplitude of their response. 
 

 Irritability needs to be standardised in rating scales in an easy way in our 
consultation. (K SADS, CBCL, Overt aggression scale)   (6,7,8)   

Duration of states-  

Frequency of outbursts 

Severity of the behaviour during the outbursts 

Verbal irritability, destruction of property, assaults 
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OBJECTIVES  AND METHODS 

 The aim of this paper is to discuss challenges in diagnostic indicators for 

paediatric bipolar disorder in our clinical practice as rural psychiatrists. 

 

 Method: We analyse a naturalistic sample of (N: 294) inpatients between 

7 to 20 years of age, who were admitted to Mackay Base Hospital(ACU-

Children’s Ward) from 2002 to 2010.  

 

 260 patients were followed up for 5 years. They were diagnosed by an 

interdisciplinary team using DSM IV TR  /Liebenluft classification. (2,4,5) 

 

 We excluded patients with pervasive developmental disorders, 

intellectual impairment, substance–induced disorders or due to any 

medical condition. 
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MACKAY REGION, CENTRAL QUEENSLAND 

POPULATION:  150,000 INHABITANTS- 20% Indigenous population 
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Female, 55% 

Male, 45% 

By gender 
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  Our sample showed a heterogeneous group of inpatients children, 

adolescents and young adults with diverse mood disorders. 

Narrow-phenotype BPD I and BPD II appeared in mid or late 

adolescents. Children and adolescents presented early onset of BPD II, 

BPD NOS and prodromal of first episode of psychosis. Whereas first 

episode of psychosis were observed in late adolescence.  

Prevalence of male population for BPD I and schizophreniform disorder. 

History of previous major depressive episodes, strong family history of 

severe mental illnesses and trauma were found in our sample.  
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Children with depression could manifest irritability with labile sadness, 

sudden onset of tearfulness or social withdrawal. 

 

Children with mania, on the other hand, express irritability with labile 

sadness and labile euphoria( suddenly elated or silly state)  

 

In paediatric mania irritability is episodic not chronic. 

 

Episodic irritability in early adolescence was associated with BPD and anxiety 

disorders in late adolescence with BPD in adulthood. 

 

Chronic irritability in early adolescence was associated with ODD and ADHD 

in late adolescence and MDD in adulthood.(8,9) 
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Early phases of bipolar disorders are difficult to diagnose and have 

specific treatment issues. The initial polarity of the illness is more 

commonly misdiagnosed.  

 

There is an important delay before starting with appropriate therapy 

until mania is evident and required for the diagnosis.  

In our sample after five years of follow up: 

 

20 % with first psychotic features, became BPD I 

2 % of the cases had ADHD 

2 % Committed suicide 

10 % cases exhibited disruptive behaviours 

80 % of the cases had history of poly substance abuse before onset. 
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 Patients with broad phenotype were heterogeneous: 

 

Dysphoric depression in adolescents with previous history of 

dysthymia had 60 % family history of mood disorders. 

In our sample, we still did not see any switch to mania or hypomania 

in 5 years of follow-up. 

 

Adjustment disorders were a complex group of 80 % young female 

adolescents with severe mood dysregulation, history of self harming 

behaviours and episodic irritability.  

 

Finally, the controversial group of ODD/CD could be understood in 

the new DSM V as severe temper dysregulation. Clear prevalence in 

male population. 
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 Children and adolescents with either narrow or broad phenotype a 

had multiple disruptions in their development due to history of 

traumas living within vulnerable families with mood disorders, 

schizophrenia and substance abuse. 
 

Therefore, family dynamics were dysfunctional and chaotic facing 

stress. We believe that the interplay between genetic loading as 

well as role modelling are important to consider in our cases. 

 

Children with multiple unmet needs taking care of their parents. 

They lived abandonments due to parents’ admissions or neglect 

because of parent’s mental illnesses that perpetuate deception 

and irritability. 
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Bipolar disorder in children is still controversial. However, 

children with non episodically irritability, hyper arousal, who do 

not meet the narrow phenotype criteria should not be leave 

behind, because they are severely impaired as well. 

Results highlight a spectrum of mood disorders within families 

with strong history of mental illnesses and trauma as important 

features in our debate.  
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