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Use of a Structured Diagnostic Interview to
Identify Bipolar Disorder in Adolescent Inpatients:

Frequency and Manifestations of the Disorder

G. Davis Gammon, M.D., M.S., Karen John, Esther D. Rothblum, Ph.D.,
Karen Mullen, R.N., Gary L. Tischler, M.D., and Myrna M. Weissman, Ph.D.

The authors interviewed 1 7 adolescent in patients

and their mothers with the Schedule for Affective
Disorders and Schizophrenia for School-Aged

Children and Adolescents, Epidemiological Version
(K-SADS-E), a semistructured interview that

generates RDC and DSM-III diagnoses for major

affective disorders and nonaffective psychoses and

DSM-III diagnoses for dysthymic, cyclothymic, and

other selected disorders. Five of the patients (2 9%)
satisfied DSM-III criteria for bipolar disorder or

atypical bipolar (bipolar II) disorder, although these
diagnoses had not been identified in the hospital

charts. These data support previous findings that
bipolar disorder occurs moderately frequently in

adolescent inpatients, although it is often
unrecognized. Moreover, the disorder can be readily

identified with structured diagnostic methods.

(Am J Psychiatry 140:543-547, 1983)

W hue it is generally recognized that bipolar disor-

der often appears initially in adolescence (1-7),
the disorder seems to be underdiagnosed and often
misidentified (2-6). The reasons given for the failure to
correctly identify bipolar disorder in adolescents in-
dude the confounding effects of adolescent turmoil (6,
8, 9), the atypical presentation of the disorder in this

developmental phase (9), and the low index of suspi-
cion that clinicians have for the presentation of this
disorder in adolescence (5, 6, 8, 10).

Traditionally, adolescence has been seen as a phase
of great psychological and behavioral instability (11-
13). Proponents of this view regard the distinction
between normal and psychopathological development

Presented at the 1 35th annual meeting of the American Psychiatric
Association, Toronto, Canada, May 15-21, 1982. Received Dec. 11,

1981; revised April 5, 1982; accepted April 14, 1982. From the

Depression Research Unit, Connecticut Mental Health Center, New

Haven. Address reprint requests to Dr. Gammon, Yale University

School of Medicine, Department of Psychiatry, Depression Research

Unit, 904 Howard Ave., Suite 2A, New Haven, CT 06519.

This work was supported in part by grants MH-14235 and MH-

30329 from the National Institute of Mental Health.

Copyright � 1983 American Psychiatric Association.

to be blurred and believe attempts at formal diagnosis
in this period to be problematic and often unproduc-

tive. Modern empirical studies provide little support
for this view (14-16).

Moreover, evidence suggests that bipolar disorder
with onset in adolescence can be identified with stan-
dardized adult diagnostic criteria (2-8, 10). Engstrom
and associates (10) reported a case of adolescent

bipolar disorder and reviewed 4 case reports of manic-
depressive illness with onset in adolescence. These
cases all satisfied Feighner and associates’ criteria (17)

for the disorder. Hudgens (2) and King and Pittman
(3), using the same criteria, found that 30%-40% of

the adolescent inpatients they studied had typical
affective disorders-including bipolar disorder. Carl-
son and Strober (6) applied Feighner and associates’

criteria (17) and the Research Diagnostic Criteria
(RDC) (18) to 6 adolescent patients who were initially
admitted to the inpatient unit of the University of

California, Los Angeles, Neuropsychiatric Institute
with the diagnosis of schizophrenia. The illnesses of all

6 patients satisfied both sets of criteria for bipolar
disorder.

In this paper we present results from a cross-

sectional study of hospitalized adolescents in which we
compared the hospital’s clinical diagnoses with those
derived from independent interviews of the patients
and their mothers. We also discuss the clinical symp-

toms that met the DSM-III criteria for bipolar disorder
and the history of each patient.

METHOD

The study was conducted at a small university-
affiliated psychiatric hospital that specializes in the
residential care of adolescents and young adults. There
were 21 inpatients (ages 13-18 years) on the hospital’s
adolescent ward at the time of the study (March-June
1981). The criteria for admission to the study were
that patients be between the ages of 13 and 18 years
inclusively, that the patient and his or her mother agree
conjointly to participate, and that there be no evidence

of organic mental disorder.
Seventeen (81%) of the patients (13 males and 4
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females) and their mothers who were eligible to partic-
ipate at the time entered the study. Three of the 21
patients were judged by the staff and the research team
as too disturbed to participate in the lengthy interview
(although some actively psychotic patients were able to

participate), and 1 patient refused.
The study was designed to pretest a battery of self-

administered questionnaires and semistructured inter-
views for feasibility of administration, reliability, and
validity. The battery included demographic, medical,

developmental, familial, and psychosocial assessments
and a diagnostic interview that generates selected RDC

and DSM-III diagnoses in children and adolescents
from ages 6 to 18 years. The interviews can be
administered, with minor modifications, to children

and adolescents about themselves and to mothers
about their children. Four highly trained raters blind to
each other’s findings independently interviewed the
mothers and children or reviewed the charts. Patients,
mothers, and selected hospital staff independently
completed self-administered reports. The study design

and training and evaluation procedures have been
described in detail elsewhere (G.D. Gammon, K. John:
Yale Psychiatric Institute pilot study protocol: pretest

of reliability and validity of child assessment batteries,
1981, unpublished paper).

The assessment battery is organized around the
Schedule for Affective Disorders and Schizophrenia for
School-Aged Children and Adolescents, Epidemiologi-
cal Version (K-SADS-E), a semistructured interview
developed and validated by Orvaschel and associates
(19) for administration to children and adolescents
aged 6 to 18 years. Structured similarly to the SADS,
Lifetime Version (20), from which it was adopted, the
K-SADS-E is intended for use by highly proficient
clinical raters. The interview takes about 30 mm with
subjects who have no clinical disorders and no longer
than 90 mm with subjects who have multiple disor-
ders.

The K-SADS-E was designed to generate RDC diag-
noses for the nonaffective, nonorganic psychoses and

major affective disorders and to generate DSM-III

diagnoses for infantile autism, anorexia nervosa, atten-
tion deficit disorder, conduct disorders, separation

anxiety disorder, generalized anxiety disorder, panic
disorder, phobic disorders, obsessive-compulsive dis-
order, and alcohol or substance abuse disorders. We

modified it slightly to generate DSM-III diagnoses for
the nonaffective psychoses, major affective disorders,
dysthymic disorder, and cyclothymic disorder and

constructed a precoded scoring sheet that we used to
record diagnostic data from the K-SADS-E interview
and chart information.

RESULTS

We found no diagnosis of bipolar disorder in the
hospital charts of the 17 patients. Interviews with the

K-SADS-E, however, yielded 3 patients whose illnesses

satisfied DSM-III criteria for bipolar (bipolar I) disor-
der and 2 patients with atypical bipolar (bipolar II)
disorder (29% of the sample; see table 1). In each case,
the independent interview of the patient’s mother
confirmed the diagnosis derived from the patient’s
interview, although minor discrepancies in the phe-
nomenology of the disorder were reported.

CASE REPORTS

Case 1. Ms. A, who was 18 years old, had an illness that

satisfied all DSM-III criteria for bipolar (bipolar I) disorder
(see table 1). In addition, she manifested mood-incongruent

psychotic features only in depressed and manic states. The
psychotic symptoms noted after the onset of the major

affective episodes were thought withdrawal, religious and
somatic delusions, delusional guilt, and delusions of refer-

ence and persecution. During interpolar periods, while in the
hospital, she manifested frequent swings between hypomanic

and dysthymic states. The states were relatively brief, lasting
from a few hours to several days; mood impairment was
relatively mild, and secondary symptoms were less evident
than when she experienced episodes of major depression or
mania. During interpolar periods, Ms. A was free of psychot-
ic symptoms, which disappeared with the resolution of major
affective episodes, but she continuted to adhere to subcultur-
al religious beliefs and to participate in the dietary and
hygienic practices of the Hare Krishna cult, to which she had
belonged before admission. She led a somewhat isolated life
on the ward. When she interacted with others, the focus was
usually religious. She frequently got into protracted discus-
sions about abstruse religious points and into heated argu-

ments when patients disagreed with her. Her religious preoc-
cupation impeded psychosocial treatments and normal social

relations with her peers.

The year before the onset of the bipolar disorder Ms. A
experienced symptoms that satisfied DSM-III criteria for
dysthymic disorder. The onset of the patient’s bipolar illness

occurred at age 16 with a major depressive episode lasting 20

weeks. During a period of marked psychosocial stress in the
second month of the major depressive episode-she had
moved out of her parents’ home-she noted the gradual

onset of the characteristic psychotic features. She gradually

recovered, with abatement first of the psychotic features and
then of the most intense features of her depression. During
this period she became involved with the Hare Krishna cult

and lived for a while in one of the organization’s temples.
Five months later she noted the rapid onset of a manic

syndrome and, within a week, the onset of the characteristic

psychotic features. This episode led to her first hospital
admission at another institution, where she was diagnosed as
schizophrenic and treated with high doses of neuroleptics.

Ms. A was transferred to our institution 2 months later on
the recommendation of the staff of a second hospital, where
she was also regarded as schizophrenic and treated with
neuroleptics. When she entered our study she was still

receiving high doses of neuroleptics, and her chart diagnosis
was schizophrenia. Neuroleptic treatment had controlled the
flagrant manic and psychotic symptoms but had had little
effect on her affective symptoms and social functioning.

Shortly after the research diagnosis of bipolar disorder in her
seventh month of treatment, she developed another manic
episode. She was treated with lithium and haloperidol initial-

ly; after several weeks the dose of halopenidol was reduced
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TABLE 1. DSM-III Criteria for Bipolar Disorder Met by 5 Patients

Criteria

Patient

1 2 3 4 S

Manic episode

Elevated or irritable mood

Duration of mood disturbance of at least 1 week or any duration if hospitalization is

necessary and at least 3 of the following symptoms (4 if only irritable):

Increase in activity or physical restlessness

More talkative than usual or pressure to keep talking
Flight of ideas or subjective experience that thoughts are racing

Inflated self-esteem (grandiosity that may be delusional)
Decreased need for sleep

Distractibility, i.e., attention is too easily drawn to unimportant or irrelevant external

stimuli

Excessive involvement in activities that have a high potential for painful consequences,

which is not recognized .

Major depressive episode
Prominent and persistent mood disturbance

At least 4 of the following symptoms have been present every day for at least 2 weeks
Anorexia or weight loss, increased appetite or weight gain

Insomnia (initial, middle, terminal) or hypersomnia

Psychomotor agitation or retardation

Loss of interest or pleasure in usual activities or decrease in sexual drive

Loss of energy, fatigue

Feelings of worthlessness and self-reproach or excessive or inappropriate guilt

Complaints or evidence of diminished ability to think or concentrate

Recurrent thoughts of death, suicidal ideation, wishes to be dead, or suicide attempt

Melancholia

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Less than

1 week

Yes

Yes
Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Only

irritable

Less than

1 week

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

considerably. Her response was gratifying; lithium therapy-
in combination with a low dose of a neuroleptic-not only

brought about a rapid lysis of and sustained remission in her
affective and psychotic symptoms but also markedly stabi-

Iized her interpolar functioning. Those treating her felt that
she had become much more available to psychosocial treat-
ments and noted a marked improvement in her peer rela-

tions, which apparently resulted from a decrease in religious

preoccupation. The staff revised her treatment plan and
prepared for her early transfer to the hospital’s transitional
unit.

Case 2. Ms. B, who was 17 years old, had an illness that
also satisfied all DSM-III criteria for bipolar (bipolar I)

disorder (see table 1). In manic and depressed states she
manifested mood-congruent psychotic features that included
severe delusions of guilt and sin, as well as delusions of
reference and grandiosity.

According to the patient and her mother, Ms. B had
manifested behavior satisfying DSM-III criteria for cyclothy-

mic disorder beginning at age 7. The first episode of major

depression occurred when she was 9 years old and lasted
several months. This episode, and others when she was 11,
14, 16, and 17, were of rapid onset, lasted several months,
and appeared to satisfy all DSM-III criteria for major
depression with melancholia; the characteristic mood-con-
gruent psychotic features were also present at some point

during each episode but remitted before the resolution of the
episode.

Ms. B’s first manic episode, when she was age 16, occurred
during her initial hospitalization at another institution after a

suicide attempt. She was treated with neuroleptics and was
transferred to the treatment unit on which our study was

conducted before a definitive diagnosis of the psychotic
episode could be made. The unit’s clinicians came to regard
her as suffering from a borderline personality disorder with

transient, reactive psychotic episodes. They were influenced

by her flamboyant and exhibitionistic character style, multi-
plc suicidal gestures, sexual hyperactivity and other disrup-
tive behavior, poor scholastic performance, and impaired
peer relations.

During Ms. B’s 8 months on the unit, which preceded the
research diagnoses, the course of her illness had been intrac-
table. During a lengthy depressive episode she suffered
unrelenting suicidal ideation, and, despite special nursing
care, she managed to make several mutilating suicide at-
tempts. During periods of manic episodes when she was not
psychotic she demonstrated markedly impaired judgment,
which led to elopement from the hospital on one occasion

and to much inadvisable sexual and aggressive behavior. Her
psychotic episodes were usually brief but required special
supervision. Moreover, during interpolar periods her disrup-
tive and antisocial behavior continued, although it was
somewhat lessened, and her peer and staff relations and
school performance remained poor.

Institution of lithium therapy, in combination with ami-
triptyline, during a depressive episode in Ms. B’s ninth

month on the unit led to improvement in psychosocial
functioning and to reduction in affective symptoms. By 6

weeks, after a therapeutic serum level of lithium had been
attained-approximately 4 weeks after therapeutic doses of
a tricyclic antidepressant had been instituted-she became
euthymic. Concomitantly, the oppositional and antisocial
behavior that had marked her course diminished. In subse-

quent months her school performance and peer relations also
improved significantly. The staff, who had believed her
treatment had become stalemated because they “could not
reach her,” expressed renewed optimism, and her treatment

progressed well in the 4 months after the initiation of lithi-
urn and antidepressant therapy. Discharge planning was
begun much earlier than would have been anticipated other-
wise.
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Case 3. Mr. C, 16 years old, had an illness that satisfied

DSM-III criteria for bipolar disorder (see table 1). The
patient experienced symptoms satisfying DSM-III criteria for

dysthymic disorder in the year before the onset of his first

episode of major depression, which occurred when he was 13

and lasted several months. Recovery was incomplete, and he
continued to suffer dysthymia. The episode appeared to be
precipitated by his parents’ divorce and by a subsequent

cross-country move. After the move his school adjustment

deteriorated, and he became involved with a delinquent peer

group.
At age 16 Mr. C experienced the sudden onset of symp-

toms meeting DSM-III criteria for manic disorder with

mood-congruent psychotic features. Psychotic features in-
cluded delusions of reference, paranoid and grandiose delu-
sions, and auditory hallucinations of largely grandiose con-
tent. During this episode he was hospitalized for 2 weeks at

another institution with a diagnosis of atypical psychosis and
was treated with neuroleptics. He improved rapidly and was

discharged; he refused follow-up treatment. The patient

required rehospitalization approximately 2 weeks later for

essentially the same symptoms and was transferred to the

unit on which this study took place. After his admission he
was maintained on neuroleptics for several weeks, at which
point they were withdrawn without any evidence of relapse.

On the unit Mr. C interacted with patients and staff in a
cool and haughty manner and was frequently condescending
and egocentric. Because of his comportment, the clinical staff
believed that he suffered a narcissistic character disorder.

They were uncertain how to understand the psychotic epi-
sode but suspected that ‘ ‘the narcissistic defenses may have
supported the patient against an underlying schizophrenic
organization. “ Because of the staff’s uncertainty about the

psychotic episode, they also designated it as atypical psycho-

sis.

Because the staff had not observed any evidence of mania,
they were understandably reluctant to accept the research

diagnosis of bipolar disorder. Although Mr. C had again
satisfied criteria for major depression in an episode that

began after his first month of hospitalization, the staff

attributed the event to the effects of psychotherapy and to
interventions that curtailed his acting out. However, when he

had another psychotic episode approximately 7 months after

the research interviews, it was recognized as mania with

mood-congruent psychotic features. Lithium therapy was
begun in conjunction with neuroleptic treatment. After sev-

eral weeks the neuroleptic was discontinued, and Mr. C was

maintained on lithium therapy.

He continued to do well on lithium therapy. Not only was

the manic episode controlled, but his baseline psychosocial

functioning improved. His school performance was better
and the haughty comportment, which had been a major
factor in his relative social isolation, was less evident.

Cases 4 and 5. Mr. D and Ms. E had illnesses that satisfied
DSM-III criteria for atypical bipolar (bipolar II) disorder.

Each suffered recurrent episodes of major depression with
melancholia but experienced frequent hypomanic episodes

instead of the full-blown manic syndrome. Both patients
manifested a variety of antisocial and self-destructive behav-
iors and evinced severely compromised scholastic perform-

ance and interpersonal relations. Hospital clinicians gave

both patients diagnoses of personality disorder; their depres-
sions were understood to be the psychodynamic concomitant

of their characterological difficulties.

Further, Mr. D, who was 17 years old, had a manic

reaction to tricyclic antidepressant therapy that had been
instituted during a depressive episode. Strober and Carlson
(21) have recently shown that such a reaction to tricyclic

antidepressants is a strong predictor of bipolar illness in
adolescents. Ms. E, who was 16 years old, had experienced
hypomanic episodes interspersed with episodes of minor

depression since age 12. She thus appeared to have suffered

from cyclothymic disorder before the onset of atypical
bipolar (bipolar II) disorder with her first episode of major
depression at age 16.

COMMENT

Our results support previous findings that bipolar
disorder is not uncommon among adolescent inpa-
tients, although it is often unrecognized (1-10): 5
(29%) of our subjects satisfied DSM-III criteria for

bipolar disorder or atypical bipolar (bipolar II) disor-
der according to a structured diagnostic interview,
although none had been previously identified. The

charts of 4 patients contained diagnoses of personality
disorder, and the chart diagnosis of the fifth patient,
who had mood-incongruent psychotic features, was
schizophrenia.

The clinical underdiagnosis of bipolar disorder in
our sample bespeaks the low index of suspicion of the
hospital clinicians, most of whom considered the dis-
order to be extremely uncommon in adolescence.
Moreover, mania and major depression were obscured

in these S patients by the prominence of psychotic
features, antisocial and impulsive behavior, and poor
academic and psychosocial performance, much of
which persisted in interpolar periods. Consequently,
the flagrancy of the patients’ presentations, which
represented a mix of developmental and atypical
symptomatic features, confounded the identification of
the disorder. Since 4 of the patients showed evidence of
dysthymia or cyclothymia before the onset of the

major disorder, clinicians who initially ascribed the
lability concomitant of these syndromes to “adolescent

turmoil” might have been inclined to interpret the
patients’ decline to the consolidation of an underlying
personality disorder.

Nonetheless, when systematic structured interviews

were used in conjunction with strictly specified diag-
nostic criteria such as the DSM-III and RDC, the

salient features of bipolar disorder were reliably identi-
fled. Moreover, for these S cases at least, the patients
and their mothers agreed completely when interviewed
independently with the K-SADS-E. Extraneous aspects
of the presentation such as antisocial behavior, im-
paired peer relations, and scholastic performance,

which may also be important in planning an integrated
biopsychosocial treatment approach, did not confuse
the diagnostic picture. Structured diagnosis by inde-

pendent interviewers thus appears to be a useful
adjunct to the more informal clinical diagnostic proce-

dures. In our experience, the information provided

from our structured interviews was readily accepted by
the hospital’s clinical staff and was helpful in the
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subsequent treatment of these S patients. More re-
search in the form of clinical trials is of course

necessary before the usefulness of the structured diag-
nostic approach to adolescent inpatients can be evalu-

ated fully. The onset of bipolar disorder in adolescence

requires timely intervention. Correct diagnosis of the
disorder and proper treatment are critical to offset the

negative impact of the illness on adolescent develop-
mental tasks (9).
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