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Abstract Depression in children and adolescents with
bipolar disorder is more commonly observed than mania or
hypomania, and is associated with significant functional disability in multiple environmental realms. Optimal management of pediatric bipolar depression is often defined by its
multimodal nature with emphasis on both psychopharmacological and psychosocial treatment. This article provides a
brief overview of the epidemiology and clinical course of
pediatric bipolar depression, a clinically-oriented guide to the
evidence-based psychopharmacological and psychosocial
management of bipolar depression in youth, and suggestions
on how best to integrate medication and therapy. Recommended treatment for bipolar depression in pediatric populations usually includes both medication and psychosocial
interventions given a paucity of double-blind, placebo-controlled psychopharmacological studies. Lithium and lamotrigine are feasible and tentatively efficacious options; however,
treatment with quetiapine monotherapy may be no better than
placebo. Furthermore, some youth may be at heightened risk
for developing manic symptoms after treatment with selective
serotonin reuptake inhibitors (SSRIs). Psychotherapy, either
alone or adjunctively with medications, provides practitioners
with a safe and feasible alternative. Interpersonal and Social
Rhythm Therapy for Adolescents (IPSRT-A), Child- and
Family-Focused Cognitive Behavioral Therapy (CFF-CBT),
Dialectical Behavior Therapy for Adolescents (DBT-A),
family psychoeducation, and Family Focused Therapy for
Adolescents (FFT-A) are evidence-based treatments available
to clinicians treating youth with bipolar depression.
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1 Introduction
Early onset of bipolar disorder typically presents with a
severe, unremitting course replete with mixed episodes,
psychosis, and suicidal thoughts and behaviors [1–3].
While much literature has concentrated on defining and
treating the manic phase of the disorder in youth, bipolar
depression in youth is actually more commonly observed
than mania or hypomania and can be equally debilitating
[4]. Without adequate treatment, youth with bipolar
depression may demonstrate compromised development in
both environmental and neurobiological dimensions [5, 6].
After succinctly reviewing what is currently known about
its epidemiology and clinical course, this article will provide a brief, clinically oriented guide to the optimal treatment of pediatric bipolar depression. It will conclude by
emphasizing the need for a multimodal (i.e. psychopharmacological, psychosocial) treatment plan for pediatric
bipolar depression.

2 Epidemiology and Clinical Course
The rates of diagnosis and treatment of bipolar disorders in
children and adolescents have soared in recent years [7].
Office-based visits for youth with a diagnosis of bipolar
disorder increased 40-fold between the mid-1990s and
2003 [7]. A recent meta-analysis of epidemiologic studies
suggests that the overall rate of bipolar spectrum disorders
in community samples is about 1.8 % in youth [8].
Although extensive scientific investigation and clinical
interest has focused on mania and hypomania in younger
populations [9, 10], youth may spend as much time experiencing depressive symptoms as adults with bipolar disorder [11].

84

2.1 How Common is Bipolar Depression in Youth?
Depression occurring for the first time in childhood may
represent a unipolar major depressive episode or a bipolar
depressive episode. In some cases, first episode bipolar
depression will be misdiagnosed as unipolar depression.
While a family history positive for bipolar disorder is a
good indicator of possible bipolar depression [12], a
bipolar diagnosis is not often confirmed until symptoms of
mania later emerge. Research suggests that children diagnosed with unipolar depression before puberty may be at
elevated risk for later meeting diagnostic criteria for a
bipolar spectrum illness [13]. One study suggests that close
to 50 % of children with unipolar depression go on to
experience mania or hypomania [14].
Because a first manic episode is often what precedes the
initiation of formal treatment (i.e. outpatient psychiatry/
psychology visit, hospitalization, etc.) for youth with
bipolar disorder, it is difficult to conclude with certainty the
incidence of bipolar depression in children and adolescents.
While bipolar depression has been less studied than mania
in pediatric bipolar disorder, a study involving over 400
children and adolescents with bipolar disorder found that
greater than 50 % of youth diagnosed with a bipolar
spectrum disorder (I, II, or not otherwise specified [NOS])
reported at least one lifetime major depressive episode
[15]. Furthermore, more than 70 % endorsed lifetime suicidal ideation, a core clinical symptom of depression [15].
2.2 Clinical Presentation and Course
Pediatric patients with bipolar disorder may experience full
depressive episodes or subsyndromal depressive symptomatology. Common symptoms of bipolar and unipolar
depression include feelings of sadness and unhappiness,
loss of interest or pleasure in normal activities, troublesome
sleeping patterns, slowed thinking or body movements,
distractibility, fatigue, and frequent thoughts of death and
dying. Irritability, commonly observed in pediatric
depression, has garnered particular attention because it
tends to occur within the contexts of both bipolar depression and mania [16]. In pediatric bipolar depression, irritability may occur without any accompanying elation or
high mood [17].
It is worth noting that mixed episodes occur commonly
in pediatric bipolar disorder. In a 4-year prospective study
of youth diagnosed with mania at baseline, individuals met
criteria for mixed diagnoses (e.g. mania and major
depression, hypomania and major depression, mania and
dysthymia, or cyclothymia) during nearly 40 % of the
follow-up period [18]. Mixed presentations in youth with
bipolar disorder have been linked to an increased likelihood of attempting suicide [19].

V. E. Cosgrove et al.

Youth diagnosed with bipolar disorder may be more
likely to relapse into a major depressive episode than into
hypomanic, manic, or mixed episodes. In a 4-year followup of more than 400 children and adolescents diagnosed
with bipolar I, II, and NOS disorder, youth were more
likely to relapse into depressive or mixed episodes than
manic episodes [20, 21]. Furthermore, polarity of index
episode appeared to predict polarity of recurrent episodes.
In other words, youth diagnosed with bipolar disorder and
whose first mood episode is depressive in nature may go on
to experience more subsequent episodes of depression than
mania.

3 Psychopharmacological Management
In recent years, several reviews have provided an analysis
of the evidence-based psychopharmacological management
of pediatric bipolar disorder [22–24]. Evidence-based
research has primarily informed clinicians on treating
mania in children and adolescents. In many cases, inclusion
in randomized, controlled trials for pediatric bipolar disorder has depended on symptoms of mania, and the primary
outcome measure of remission has frequently been the
Young Mania Rating Scale (YMRS) [25]. Few controlled
trials of medications specifically for pediatric bipolar
depression exist [26]; thus, there is an immediate need for
more open-label and placebo-controlled trials of medications in this population. Sections 3.1, 3.2, 3.3, 3.4 intend to
briefly survey the specific evidence base for medications
indicated in the treatment of pediatric bipolar depression,
and provide clinically relevant recommendations.
3.1 Selective Serotonin Reuptake Inhibitors and Other
Antidepressants
For the treatment of unipolar depression in youth, selective
serotonin reuptake inhibitors (SSRIs) are considered a safe,
first-line treatment for moderate to severe depressive
symptoms [27]. However, the use of SSRIs and other
classes of antidepressants for the treatment of bipolar
depression in youth is complicated by evidence in the adult
literature that a switch between affective poles may occur
in more than one-third of adults treated with antidepressants [28–30]. A recent review of the existing literature
concluded that while SSRIs may improve depressive
symptomatology in youth with bipolar disorder, they may
also induce symptoms of mania in some children [31].
Because of this risk, the American Academy of Child and
Adolescent Psychiatry practice parameters recommends
use of SSRIs and other antidepressants only in conjunction
with antimanic or mood-stabilizing agents [32]. However,
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there is no empirical data to support the efficacy or safety
of antidepressants in youth with bipolar depression.
From a practical perspective, depressive symptoms
experienced by youth with pediatric bipolar disorder can be
exceptionally disabling. Frequently, anhedonia and psychomotor retardation are severe enough to preclude a
child’s socializing with friends, participating in extracurricular activities, or attending school. The risk of potentially inducing mania as a result of treatment with SSRIs or
other antidepressants must be weighed against the potential
therapeutic benefits as well as the very real suicide risk that
often accompanies severe depression [33]. Clinicians
treating pediatric bipolar depression with antidepressants
should do so with high vigilance. In general, it is recommended that other options, discussed below in Sects. 3.2,
3.3, 3.4 and 4.1, 4.2, 4.3, 4.4, 4.5, are considered first.
3.2 Lithium
Because of its well-established antimanic properties and
potential for antidepressant effects, lithium is considered
by many to anchor the psychopharmacological management of bipolar disorder in adults [34]. Although lithium
was the first medication approved by the US FDA for the
treatment of pediatric bipolar disorder in children over
12 years of age, relatively few studies have examined its
efficacy using controlled designs [35]. One open-label
study examined the effectiveness and tolerability of lithium
for the treatment of depression in 27 adolescents aged
12–18 years with bipolar I disorder [36]. Side effects were
moderate and did not lead to abnormally high attrition.
Response, defined by a C50 % reduction in Children’s
Depression Rating Scale-Revised (CDRS-R) [37] scores
from baseline to endpoint, was reported for 48 % of subjects, suggesting plausible effectiveness in pediatric bipolar
depression. Placebo-controlled studies would be necessary
to conclusively determine whether lithium’s antidepressant
properties are robust in pediatric bipolar disorder. Clinicians should currently consider using lithium to treat
pediatric bipolar depression.
3.3 Quetiapine
Because of durable evidence supporting quetiapine in the
treatment of adult bipolar depression [38], the efficacy of
quetiapine monotherapy was investigated in 32 adolescents
aged 12–18 years diagnosed with bipolar I disorder and
currently experiencing a depressive episode in the first,
published, double-blind, placebo-controlled trial in pediatric bipolar depression [39]. Quetiapine and placebo
groups did not significantly differ in change from baseline
to endpoint CDRS-R scores, suggesting that quetiapine
alone may be no better than placebo treatment in its
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therapeutic effects on pediatric bipolar depression. While
quetiapine was generally well tolerated, high rates of gastrointestinal-related adverse events and increased levels of
triglycerides were associated with quetiapine treatment.
This was a small, two-site study reporting a high placebo
response rate (67 %), so eliminating quetiapine as a viable
treatment option for pediatric bipolar depression will
require more rigorous examination with larger, doubleblind studies. However, given the gold standard nature of
this double-blind study, prescribing clinicians considering
quetiapine as a feasible treatment option should do so only
after consulting this study’s findings.
3.4 Lamotrigine
In the last decade, lamotrigine has emerged as a first-line
treatment for the management of bipolar depression in
adults [40]. Lamotrigine was studied as adjunctive or
monotherapy in youth aged 12–17 years with bipolar
depression [41] using an 8-week, open-label design. Sixtythree percent of subjects showed at least a 50 % reduction
in CDRS-R scores by 8 weeks of lamotrigine treatment.
Since this was an open study, bias affecting mood ratings
was a distinct possibility. Lamotrigine was well-tolerated,
and minimal weight gain was observed. While placebocontrolled studies of lamotrigine in children and adolescents are needed to unambiguously determine its efficacy
in young populations, this open trial offers some preliminary evidence that lamotrigine may be a feasible
alternative in treating pediatric bipolar depression.

4 Management with Psychosocial Intervention
Since the National Institutes of Mental Health convened a
roundtable to reach an expert consensus regarding how to
define prepubertal bipolar disorder in 2001 [42], psychosocial treatments have been developed and adapted to meet
the needs of a younger group of patients with bipolar
spectrum disorders [43]. Many therapeutic components of
protocol-driven, psychosocial interventions for the treatment of pediatric bipolar disorder may be particularly
useful for management of bipolar depression in youth.
Multiple psychosocial interventions are reviewed below
and, when available, the evidence base for treating
depression is briefly discussed.
4.1 Interpersonal and Social Rhythm Therapy
for Adolescents (IPSRT-A)
Interpersonal and Social Rhythm Therapy (IPSRT) was
initially developed as a maintenance treatment in adult
bipolar disorder and intended to lengthen time between
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episodes by reducing interpersonal stress. Two large-scale
studies in adults have demonstrated its efficacy in acute and
maintenance treatment of bipolar depression [44, 45].
Adjunctive IPSRT for Adolescents (IPSRT-A) was adapted
from IPSRT for adults to be developmentally sensitive to
adolescents with bipolar disorder [46]. Like its adult
counterpart, resolution of interpersonal problem areas and
regulation of sleep and social rhythms are the focus of
IPSRT-A. It has been shown to be feasible and well
accepted in an open trial with adolescents [47].
The premise of IPSRT and IPSRT-A is that bipolar
disorder is at least in part precipitated by a vulnerability of
biological systems to dysregulation and sensitivity to
interpersonal stressors. IPSRT-A addresses interpersonal
problem areas within the context of adolescent development. Discussion is usually focused on interpersonal disputes with parents and difficulties in transitioning between
childhood and young adulthood via sexual and emotional
maturation. Results from a small open trial showed that in
addition to being feasible and well tolerated by adolescents
with bipolar disorder, IPSRT-A treatment resulted in significant decreases in depressive symptoms [47].
Developmental theory points to interpersonal factors
such as negative feedback from parents, parenting styles,
peer rejection, and peer victimization as playing appreciable roles in the evolution of cognitive vulnerability to
depression [48]. Directly addressing problematic interpersonal situations with youth with bipolar depression using
IPSRT-A may bolster a child’s arsenal of coping skills,
staving off the development or return of depressive
symptoms in response to conflict. Additionally, children
and adolescents practice regulating sleep, eating, and
general body rhythms, examining positive benefits on
psychosocial functioning in school and mood.
4.2 Child- and Family-Focused Cognitive Behavioral
Therapy (CFF-CBT)
Many elements of Child- and Family-Focused Cognitive
Behavioral Therapy (CFF-CBT) make it an especially
relevant treatment for bipolar depression in youth. CFFCBT, originally developed as an individual treatment for
children aged 8–12 years and their parents, amalgamates
approaches from cognitive-behavioral and interpersonal
psychotherapies to maximize a child’s ability to function in
the world—with his family, at school, and with friends.
Thus, it places equal emphasis on ameliorating mood
symptoms and improving functioning within the family as
well as within other social contexts. One feature of CFFCBT is that parents and children learn about the illness and
its impact on psychosocial functioning [49].
Formal individual CFF-CBT consists of 12 weekly,
1-hour sessions mostly involving both parents and child
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together. CFF-CBT has also been modified into a group
format, consisting of 12 weekly, 1.5-hour group sessions
that run in parallel for parents and children. Key components of CFF-CBT consist of developing regular daily
routines, regulating affect, refining coping skills, reducing
negative thoughts, developing a balanced lifestyle, learning
how to better solve problems, and developing ways to get
support [49]. Learning about healthy routines around
activities such as eating and sleeping and developing balance both fall under the purview of psychoeducation,
which has been shown to lengthen time to relapse when
delivered in conjunction with psychopharmacological
treatment in adults with bipolar disorder [50]. Similarly,
learning skills that aid in reducing negative thoughts and
solving problems are within the scope of cognitive
behavioral therapy, a widely accepted treatment for treating depressive symptoms in children and adolescents [51].
Open trials of individual CFF-CBT have demonstrated
significant reductions in acute symptoms of depression as
well as protracted remission of depressive symptoms when
maintenance CFF-CBT booster sessions were administered
intermittently for up to 3 years [49, 52]. A recent small
pilot study showed the feasibility and acceptability of
group CFF-CBT for families with a child struggling with
bipolar disorder [53]. While measurable improvements
were observed in manic but not depressive symptoms,
children who received CFF-CBT reported greater levels of
psychosocial functioning after treatment, and their parents
reported an enhanced ability to cope with the reality of the
illness [53]. With greater coping abilities, parents may feel
more hopeful about their child’s future, feel empowered to
provide better care, and advocate for better treatment. The
specific effect, therefore, on depressive symptoms is not
clear, but as children may benefit from access to better
treatment and positive perception of parental messages,
CFF-CBT could lead to a reduction in depressive symptoms associated with pediatric bipolar disorder [54].
4.3 Dialectical Behavior Therapy for Adolescents
(DBT-A)
Dialectical Behavior Therapy (DBT) was originally
developed to treat adults with borderline personality disorder [55]. DBT therapists validate an individual’s efforts
to make positive changes in his/her life, impede troublesome behaviors, and encourage good behaviors in an effort
to help individuals create a life worth living defined by
more than their mood symptoms. DBT is often particularly
useful for teaching individuals how to regulate their mood
as well as preventing self-injurious behaviors and suicide
attempts. The usefulness and feasibility of DBT for treating
adolescents with suicidal and self-injurious behavior was
demonstrated in two recent uncontrolled trials [56, 57].
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Statistically significant improvement in suicidality, nonsuicidal self-injurious behavior, emotional dysregulation,
and depressive symptoms was reported in a pilot study of
ten adolescents diagnosed with bipolar disorder and treated
with DBT [58]. Formally, DBT adapted for adolescents
(DBT-A) with bipolar disorder has been designed to be
delivered over a 1-year period, but like IPSRT-A it can be
easily adapted to a variety of treatment settings. DBT-A is
hypothesized to work by helping children to regulate their
responses to emotional stimuli. Like DBT for adults, DBTA clients are encouraged to attend both a skills training
group as well as individual therapy, where they learn to
apply skills in their own lives at school and home [58].
Since children and adolescents with pediatric bipolar
depression may be at elevated risk of experiencing suicidal
ideation and attempting or completing suicide [59, 60],
DBT-A may be a clinically appropriate choice for bipolar
youth with substantial suicidal tendencies or a history of
attempts. Furthermore, both irritable mood and mood
lability are well-documented symptoms of pediatric bipolar
depression [16] that may be effectively targeted with DBTA emotion regulation skills.
4.4 Family Psychoeducation
Providing education about bipolar depression may help
parents and other family members better understand the illness and empathize with the affected child. Since pediatric
bipolar depression is often characterized by extreme irritability [61], family members may become easily frustrated
with the affected child unless they receive appropriate education about the typical clinical presentation of bipolar
depression in youth. Delivering psychoeducation is an active
component of many psychotherapies that treat bipolar and
unipolar depression in adults and youth [62, 63]. Fristad and
colleagues have shown that providing psychoeducation to the
family of a child with bipolar disorder, as well as to the
affected child in a multi-family group format, may not only
enhance a family’s understanding of mood disorders[64] but
may also lead to lower levels of depression [65].
Formal multi-family group psychoeducation as designed
by Fristad et al. consists of eight 90-minute, concurrent
sessions for parents and children [66]. The first two sessions emphasize signs and symptoms of childhood mood
disorders as well as medication treatment options. The
remaining sessions underscore family dynamics, problemsolving techniques, coping mechanisms, and verbal and
non-verbal communication [67]. However, disseminating
education about mood symptoms and triggers need not be
done in a multi-family format to be effective. Clinicians
treating children and adolescents with bipolar depression
should include psychoeducational elements into routine
treatment sessions.
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4.5 Family-Focused Therapy for Adolescents (FFT-A)
Parental and sibling relationships within a family, and how
conflict is negotiated within a particular family, may
impact the course of a child’s bipolar depression [68].
Building on the family group psychoeducation approach,
family-focused therapy (FFT) aims to decrease overall
stress for the child by building and strengthening family
relationships, potentially precipitating fewer mood symptoms and episode relapses. Originally designed for adults,
FFT was shown to be effective for decreasing depressive
symptoms in a randomized, controlled trial in adults with
bipolar disorder [69, 70].
Miklowitz and colleagues adapted FFT for adolescents
with bipolar disorder (FFT-A) [71]. FFT-A consists of
three modules that help families build a repository of skills.
In the first module entitled Psychoeducation, therapists
provide education to the family tailored to the young person’s individual experience of the bipolar disorder. Therapists work with children and their families to understand
the frequent need for psychiatric medication as well as to
illuminate environmental (e.g. conflict with family members, academic stress, etc.) and biological (e.g. sleep, eating) factors that trigger mood episodes. In Communication
Enhancement Training, family members practice communicating with one another by listening actively, expressing
positive feelings, making positive requests for change, and
expressing negative emotions about specific behaviors.
Finally, in the Problem Solving phase, families identify,
agree upon, and generate solutions for common problem
areas within the family using communication skills developed in the previous weeks.
FFT-A may be particularly useful for treating pediatric
bipolar depression. In a 2-year randomized trial comparing
FFT-A with an education control in youth aged 12–17
years, FFT-A effectively stabilized symptoms of bipolar
depression [71, 72]. FFT-A may also be helpful in preventing symptoms of bipolar disorder from evolving in
youth already at high risk for bipolar disorder (e.g. parent
with bipolar disorder and subsyndromal mood symptoms
[73].

5 Future Directions: Alternative Approaches
to Management
As the search for effective treatments for the management
of pediatric bipolar depression continues, researchers have
begun to consider therapeutic alternatives that have shown
potency in other areas of psychiatry [74]. For example,
some research suggests that levels of omega-3 fatty acids
are linked with better outcome in mood disorders [75–77].
Results from one small, open-label trial suggest that
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omega-3 fatty acid monotherapy may lead to improvement
in manic symptoms in pediatric bipolar disorder [78].
However, supplementation of psychiatric treatment with
omega-3 fatty acid during a small, randomized, placebocontrolled study did not lead to manic or depressive
symptom improvement in children and adolescents with
bipolar I or II disorder [79].
Electroconvulsive therapy (ECT) and repetitive transcranial magnetic stimulation (rTMS) are two other alternative or supplementary treatment options available for
children and adolescents with bipolar depression. While
ECT is generally considered safe and effective for adults
with mood disorders [80], it is usually only administered in
youth after all other options have been exhausted and
symptoms are crippling [81]. Although controlled trials
examining ECT in pediatric bipolar depression do not exist,
experts recommend considering ECT when other options
have proven ineffective [26]. rTMS, has shown a moderate
effect on treatment of depression in adults [82], and there is
increasing interest in using rTMS to treat depression in
youth [83]. Given its non-invasive nature, rTMS may prove
a valid alternative treatment for pediatric bipolar depression and warrant further investigation [84].

6 Conclusions: Multimodal Approach to Management
The treatment of bipolar depression has not been as thoroughly studied as treatments for mania and hypomania in
children and adolescents. Although the continuity between
pediatric and adult bipolar psychopathology is debated
among experts [85, 86], a child accurately diagnosed with
bipolar disorder is likely to experience one or more major
depressive episodes during his or her lifetime. Such episodes
are debilitating and potentially dangerous given that
depression is associated with elevated levels of psychosocial
disability as well as suicide attempts and completed suicides.
Given high morbidity and risk of suicide in pediatric
bipolar depression, medication treatment should be initiated when depressive symptoms are moderate to severe.
Despite limited data, a trial with lamotrigine is currently
considered first-line, and lithium second. Should neither
agent prove efficacious, clinicians may wish to consider
quetiapine. Open-label data supports tolerability and tentative efficacy of lamotrigine and lithium for the clinical
management of pediatric bipolar depression, although more
rigorous scrutiny of these agents is needed to fully understand their utility. The only double-blind study of a medication for pediatric bipolar depression sheds doubt on the
efficacy of quetiapine monotherapy over placebo. Given
the high placebo response rate in that study, it may be that
adolescents with bipolar depression respond well to psychosocial interventions in general.
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Although there is an absence of efficacy data and some
evidence that they may induce mania in youth with bipolar
disorder [87], antidepressants are often considered on a
case-by-case basis when no family history of antidepressant-induced mania is evident and trials with lithium,
quetiapine, and/or lamotrigine have not been successful.
However, bupropion treatment may be considered before
other antidepressants since evidence from the adult literature suggests lower rates of switches to mania or hypomania [88].
Psychotherapy, on the other hand, offers a comparatively safe alternative as an adjunct to psychopharmacological intervention. Psychotherapy should be instituted
regardless of the decision whether to treat bipolar depression with addition medications. In cases of mild depression, psychotherapy could be initiated first-line to see if
there is an adequate response to psychosocial intervention
before adding a medication. For patients with moderate to
severe depression that is functionally disabling, a combination of medications and psychotherapy is currently the
recommended treatment of choice. With such an aggregate,
families benefit from the possibility that a child with
pediatric bipolar depression will benefit from one or two
treatments as well as from the interaction with multiple
treatment providers.
Several available psychotherapeutic approaches may be
particularly applicable to depressive symptoms in pediatric
bipolar disorder. Randomized trial data supports the use of
family psychoeducation and FFT as adjunctive treatments
for bipolar depression in youth, and open data suggests that
IPSRT-A, DBT-A, and CFF-CBT may also be efficacious
as adjunctive treatments. Psychotherapeutic components
such as psychoeducation and skills training (e.g. interpersonal, emotional, cognitive, etc.), common to multiple
treatment modalities, may be attractive to parents who are
eager to shepherd their children toward productive and
healthy adulthoods.
Given the insufficient number of existing randomized,
double-blind, placebo-controlled trials specifically examining psychotropic agents in the treatment of pediatric
bipolar depression, a multimodal approach to treatment is
recommended, including medication and psychosocial
interventions. Additionally, combining psychopharmacological and psychotherapeutic management strategies for
pediatric bipolar depression may be particularly germane
given the frequency of mixed presentations in youth,
which, although common, we do not discuss separately in
this review as treatment of mixed states are often lumped
together with manic states. For example, many randomized, controlled trials for the treatment of mania include
data from youth in mixed as well as manic states. But
specific tools from psychosocial interventions can be safe,
appropriate and useful for the management of manic,
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hypomanic, and depressive symptoms. With fluctuating or
mixed symptom presentations, alterations to medication
may become necessary. In such cases, appropriate management with protocol-driven psychotherapies may protect
children and adolescents from severe symptom relapses.
Depression in youth where there is a strong family
history of bipolar disorder is a special case. Children and
adolescents who fall into this category may constitute a
unique group at elevated risk for developing bipolar disorder [89]. Treatment approaches for this specialized group
are beyond the scope of this article but have been previously reviewed in the existing literature [31, 90]
Clinical acumen surrounding pediatric bipolar disorder
has advanced in leaps and bounds in recent years [91].
However, current treatment recommendations for pediatric
bipolar depression are primarily informed by a small
number of open psychopharmacological and psychosocial
treatment studies and by even fewer randomized, controlled studies. As research continues to inform clinical
practice, clinicians will gain access to additional psychopharmacological and psychosocial treatment options.
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