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ABSTRACT

ÖZ

Objective: Pediatric bipolar disorder (BD) is a highly morbid
disorder which is associated with impairments in social, academic,
and family functioning. Despite its great impact on public health,
the literature is scarce regarding the studies examining the clinical
phenomenology of BD in children and adolescents.

Amaç: Pediyatrik bipolar bozukluk (BB) sosyal, akademik ve aile
içi işlevsellikte bozulma ile seyreden bir ruh sağlığı bozukluğudur.
Toplum sağlığı açısından taşıdığı öneme karşın, literatürde çocuk ve
ergenlerde BB klinik görünümlerine ilişkin araştırma sayısı göreceli
olarak azdır.

Methods: A retrospective chart review of 113 children and
adolescents’ files (ages 13-18 years) who were consecutively admitted
to our inpatient clinic between March 2012 and November 2014
and diagnosed as having BD type I or BD type II was made. The
diagnoses were based on DSM-IV-TR criteria. A sociodemographic
and clinical data form was created by the authors and was ﬁlled out
for each patient by the authors themselves.

Yöntemler: Bir yataklı tedavi ünitesinde BB-1 ve BB-2 tanısı ile
izlenen 113 çocuk ve ergen olgunun tedavilerine ilişkin kayıtlar
geriye dönük olarak taranmıştır. BB-1 ve BB-2 tanıları DSM-IVTR kriterleri temel alınarak konulmuştur. Araştırmacılar tarafından
oluşturulan sosyo-demografik ve klinik veri formu, her bir olguya
ait kayıtların, araştırmacılarca incelenmesi sonucunda elde edilen
bilgiler doğrultusunda doldurulmuştur.

Results: Totally 113 adolescents (71 male, 42 female) were included
in the study. Mean age of the sample was 16.054±1.23 (range=13-18)
years. Mean age of onset of BD was 15.04±1.74 (range=9-17) years.
The first mood episode was manic in 60% of patients, depressive in
27.3%, mixed in 10.9% and hypomanic in 1.8% of patients. Of the
patients, 23.4% had a suicide attempt history, 48.2% had a previous
referral to a psychiatry clinic before the onset of BD. History of

Bulgular: Çalışmaya toplamda 113 hasta (71 erkek, 42 kız) dahil
edilmiştir. Örneklemin ortalama yaşı 16,054±1.23 (13-18) olarak
saptanmıştır. BB ortalama başlangıç yaşı 15,04±1,74 (9-17) idi.
Olguların %60’ında ilk duygudurum epizodu manik, %27,3’ünde
depresif, %10,9’unda karma, ve %1,8’inde hipomanikti. Olguların
%23,4’ünün öyküsünde geçmişte intihar girişimi mevcuttu.
Olguların % 48,2‘si BB başlangıcından önce bir psikiyatri kliniğine
başvuruda bulunmuştu. Olguların %27,4’ünde madde/alkol
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substance/alcohol use was present in 27.4% of the patients. Of the
patients, 84.9% were using combination treatments.

kullanımı mevcuttu. Olguların %84,9’unda çoklu ilaç tedavisi
kullanılmıştı.

Conclusion: High rates of suicide attempt, substance use and
significant functional impairment found in our study sample
indicate that early recognition and intervention of BD, specialized
educational programs and occupational support for these children
and adolescents seem indispensable.

Sonuç: İntihar girişimi, madde kullanımı ve işlevsellikte önemli
ölçüde bozulma sıklığı BB’de erken tanı ve tedavinin, özel eğitim
programlarının ve mesleki desteğin, bu tanıyı alan çocuk ve ergenler
için öneminin büyüklüğünün altını çizmektedir.

Keywords: Bipolar disorder, adolescent, inpatient, clinical
characteristics

Introduction
Bipolar disorder (BD) is a highly morbid disorder increasingly
recognized in adolescents (1). The overall rate of BD was
reported to be 1.8% in a meta-analysis of epidemiologic
studies of pediatric BD including participants between the ages
of 7 and 21 years (2). Several studies have supported a strong
genetic component in pediatric patients and early onset BD;
and family studies have found a high rate of BD particularly
among the relatives of individuals with pediatric BD (3-7). Age
at onset has been defined as a clinical marker that may indicate
more homogenous, neurobiologically distinctive subgroups
(8). Pediatric BD is associated with high rates of repeated
hospitalizations and suicide attempts and impairments in social,
academic, and family functioning (5,9-13). Furthermore,
significant associations were found between pediatric BD and
substance use disorders (SUDs) in several studies (8,10,1419). In a study including 502 outpatients with BD, Holtzman
et al. reported that 328 of those with childhood or adolescentonset BD had significantly higher rates of unfavorable illness
characteristics, lifetime alcohol use disorder, and prior suicide
attempt, than those with adult-onset BD (8).
Despite the high rate of the disorder and its public health
significance, there are relatively few published studies examining
the clinical phenomenology of BD in children and adolescents
in Turkey. To our knowledge, there are only two epidemiologic
studies of BD in Turkish children. Both studies were conducted
in prepubertal community samples. Diler et al. (20) screened
2468 (1.176 girls; 1.292 boys) randomly selected elementary
school students aged between 7 and 11 years by using the ParentYoung Mania Rating scale (P-YMRS). In the study, 19 (59.4%)
boys and 13 (40.6%) girls had mania (mean age=9.31±1.47).
In the mania group, being talkative ⁄ pressured speech, increased
motor activity (high energy), elevated mood, sleep problems,
rapid thoughts ⁄ flight of ideas, and irritability were the
symptoms with the highest mean P-YMRS scores. In a recent
epidemiologic study, Karacetin et al. screened affective disorders
in 5842 (51.5% male; mean age 8.7±1.2), elementary school
students between second and fourth grades by using the Kiddie
Schedule for Affective Disorders and Schizophrenia for School
Age Children- Present and Lifetime Version (K-SADS-PL) as a
part of the “The Epidemiology of Childhood Psychopathology
in Turkey” (EPICPAT-T) study (21). In this study, the reported
prevalence rate of affective disorders was 2.5% without taking
into account impairment and 1.6% when impairment was
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considered. However, unlike the study by Diler et al. (20), none
of the participants in this research diagnosed with BD.
In a study from Turkey, Erkıran et al. (22) aimed to determine
the relationship between age at onset and phenomenology of
BD. Socio-demographic and clinical features, type of episode,
number and duration of hospitalizations were compared between
the groups consisted of adolescent-onset adolescents (n=60),
adolescent-onset adults (n=60) and adult-onset adults (n=60).
The authors concluded that adolescent-onset BD was associated
with higher probability of mixed episodes, psychotic features
including mood congruent or incongruent hallucinations and
delusions. A case series of children and adolescents with BD aged
between 7 and 15 years was reported by Inal Emiroğlu (23). In
this case series, 7 (3 girls, 4 boys) children and adolescents with
BD were assessed by Washington University in St. Louis Kiddie
Schedule for Affective Disorders and Schizophrenia, Lifetime
and Present Episode Version, DSM-IV (WASH-U-KSADS). The
authors reported that grandiosity, distractibility and abnormal
energy were the most frequently detected symptoms. In this case
series, 4 patients had mixed cycling features, 5 had ultradian
cycling and 1 had rapid cycling (23).
In another study, Diler et al. (24) aimed to differentiate Turkish
children with attention deficit hyperactivity disorder (ADHD)
from those with comorbid ADHD and BD and compare the
clinical features of the groups. In their study, they evaluated 147
treatment- and drug-naive children (123 boys, 24 girls), aged
between 7 and 13 years, who had been consecutively admitted
to the ADHD clinic. In the group studied, 12 children (8.2%;
12 boys) had comorbid bipolar disorder (ADHD + BD). In
comparison with the ADHD group, the ADHD + BD group
had increased rates of depressive disorders, oppositional defiant
disorder (ODD), panic disorder and a family history of BD. The
onset of manic episodes in the ADHD+ BD group was 9.24±0.68
years of age. Seven cases (58.3%) in the ADHD + BD group
had bipolar disorder not otherwise specified (BD-NOS). Of the
patients with BD-NOS, 57.1% had rapid-cycling episodes. Four
patients (33.3%) had BD type I with mixed episodes (75% of
them were rapid-cycling), 1 (8.3%) patient with BD type I had
manic episodes. Seven patients (58.3%) in both groups had rapid
cycling episodes. None of the patients with ADHD + BD had
psychotic symptoms (24). In a similar study, Lus and Motavalli
Mukaddes (25) evaluated the comorbidity of BD in 121
individuals, aged 6-16 years (23 girls; 98 boys), with a diagnosis
of ADHD. A comorbid diagnosis of BD (ADHD + BD) was
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identified in 10 children (8.3%; 8 boys, 2 girls). The age of onset
of BD in ADHD + BD group ranged between 7 and 12 years
(mean age=8.9±2.2 years). Two patients (20%) in the ADHD +
BD group had BD type II and 8 patients (80%) had BPD type
I, of whom 2 had rapid cycling episodes and 1 of them had rapid
cycling episodes with psychotic features (25).
In a naturalistic and prospective study, Inal Emiroğlu et al. (26)
aimed to describe the clinical manifestation and predictors of
response to treatment in Turkish children and adolescents with
BD. The study included 27 consecutive referrals to a child and
adolescent psychiatry clinic. The mean age of the study group
was 12.95±3.8 years. The results of the study showed that mood
stabilizers and atypical antipsychotic combinations were required
in many cases (73.7%). Most of the patients responded to mood
stabilizers and antipsychotic agents (89.5%). In this study,
episodic patients mostly consisted of adolescent cases were more
likely to have psychotic features and to have a later age of onset
compared to the non-episodic group (26). Ertan and Cetinkaya
(27) conducted a retrospective chart review of 47 patients (mean
age=19.2±1.7; 31 female, 16 male) consecutively admitted to an
adolescent outpatient clinic and diagnosed as having BD (27). Of
the patients, 38.3% (18) were admitted with mania/hypomania
symptoms first, and 23.4% (11) of the patients were admitted
with depressive symptoms. The mean duration between the first
occurrence of the symptoms and the diagnosis was 1±1.6 years. Of
the participants, 25.5% (12) committed suicide and 12.8% had
self-injurious behavior. Of the patients, 59.6% had at least one
comorbid disorder. The most detected comorbid disorders were
ADHD (21.3%), intellectual disability (14.9%), and obsessive
compulsive disorder (10.6%) respectively. Of the cases, 87.2%
were using mood stabilizers, 93.6% were using antipsychotic
agents and 19.1% were using antidepressants. Lithium (38.2%,
n=18) was the most frequently prescribed mood stabilizer in the
study group which was followed by valproic acid (29.7%, n=14)
and lamotrigine (23.4%, n=11) respectively. The most frequently
prescribed antipsychotics were olanzapine (27.6%, n=13),
risperidone (27.6%, n=13) and aripiprazole (21.2%, n=10).
Sertraline (4.2%, n=2), fluoxetine (4.2%, n=2) and venlafaxine
(4.2%, n=2) were the most frequently used antidepressants. Of the
patients, 6,4% used psychostimulants; and atomoxetine was used
in 2 patients (4.2%). Of the patients, 19.2% (n=9) were treated
with monotherapy; 44.7% (n=21) with 2; and 36.1% (n=17)
with 3 or more psychotropic agents (27). Although main aim of
the researchers was to define the clinical and neuropsychological
characteristics of BD in adolescents and to evaluate the clinical
and neuropsychological variables in adolescents with a higher
familial risk of BD, and to identify probable early markers of
the disorder; Karakurt et al. (28) reported clinical features of
25 patients with BD (aged 12-18 years). Of those, 12 (48%)
had BD type I, 10 (40%) BD type II and 3 (12%) BD-NOS.
In their study group, the mean age of onset was 12±2.7 years;
mean age at diagnosis was 13.7±2.0 years; mean number of
depressive episodes and mania/hypomania episodes was 1.3±0.9
and 1.4±0.9, respectively. Of the patients, 22 (88%) were using
mood stabilizers, 4 (16%) were using antidepressants and 3
(12%) were using stimulants. The number of the cases using

multiple psychotropic agents was 22 (88%). The most detected
comorbid disorder were ADHD (56%, n=14), anxiety disorders
(28%, n=7) and conduct disorders (24%, n=6) (28).
As summarized above, there are a few studies from Turkey
presenting sociodemographic data, clinical presentation and
treatment regimens of child and adolescent patients with BD and
the total number of the child and adolescent patients reported in
these studies is still limited. In this study, we aimed to examine
the clinical characteristics and family history of children and
adolescents with BD having treatment in an inpatient unit. We
hypothesized that the family history of BD, history of suicide
attempts and substance use; and functional impairment would
be high in this sample.

Methods
A retrospective chart review of 113 children and adolescents’
files (ages 13-18 years) who were consecutively admitted to our
inpatient clinic between March 2012 and November 2014 and
diagnosed as having BD type I or BD type II was made. The
diagnoses were based on the DSM-IV-TR (29) criteria and made
by the child and adolescent psychiatrists who were experienced
in the field at least for ten years.
A sociodemographic and clinical data form was created by the
authors and ﬁlled out for each patient by the authors themselves.
Data were obtained from the patients’ files. The data form
covered the current age and education status of the patient,
employment status, age at onset of BD, type of the first and the
current episode, history of suicide attempt, history of substance/
alcohol use, previous referral to a psychiatry clinic before the
onset of BD, family history for BD or any psychiatric disorder
and treatment regimens during the inpatient stay.
Statistical Analysis
SPSS (Statistical Package for the Social Sciences), version 16.0
(SPSS, Inc., Chicago, IL) was used for analyzing the data obtained
in this study. Descriptive analyses were utilized for sample
description: frequencies and percentages for discrete variables and
means and standard errors for continuous variables. Categorical
variables were compared with two tailed X2 test (Fisher’s test).
Statistical significance was defined by a probability level of
p<0.05.

Results
Totally 113 (71 male, 42 female) adolescents were included
in the study. Mean age of the study group was 16.054±1.23
(range=13-18) years. There was no statistically significant
difference between male and female subjects regarding onset age
of BD (females: mean age at onset 14.94±1.9; males: mean age
at onset 15.1±1.6, p>0.05), regarding substance use history and
history of BD in the family (p>0.05). However, suicide attempt
rates were higher in female subjects (58%) compared to male
subjects (32%) (p=0.02). During the time of assessment, 39
adolescents (34.5%) were attending a high school, 12 (10.6%)
had a regular job, 62 (54.9%) were not attending any school
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or did not have a regular job. Mean education year for the whole
group was 8.2 years. There was no difference between the subjects
not attending any school or not having a regular job and the rest
of the study group with regards to the age at onset of BD, history
of BD in the family and substance use history (p>0.05).
Mean age at onset of BD was 15.04±1.74 (range=9-17) years. In
50% of the study group the age at onset of BD was less then age
of 15 years and in 15.4%, it was less than age of 13 years. There
was no statistically significant difference between childhood onset
(≤ 13 years) and adolescent onset (>13 years) cases regarding
occupational functioning (attending school or having a regular
job), suicide attempt history, substance use history, and history
of BD in the family (p>0.05).
Of the patients, 92.5% had a diagnosis of BD type I, and 7.5%
had BD type II. The first mood episode was manic in 60% of
patients, depressive in 27.3%, mixed in 10.9% and hypomanic
in 1.8% of the patients. Of the patients, 32.1% had a positive
family history for BD. In 56.6%, a history of any psychiatric
disorder was reported in the first-degree relatives. Of the patients,
23.4% had a suicide attempt history, 48.2% had a previous
referral to a psychiatry clinic before the onset of BD. History
of substance/alcohol use was detected in 27.4% of the patients.
Types of the first and the current mood episodes of the patients
are shown in Table 1.
Eighty nine (78.7%) patients were using “atypical antipsychotic
+ mood stabilizer” combination (55 patients: Atypical
antipsychotic + valproate; 30 patients: Atypical antipsychotic
+ lithium; 4 patients: Atypical antipsychotic + carbamazepine),
16 (14.1%) patients were using only atypical antipsychotics;
2 (1.7%) patients were using “atypical antipsychotic + typical
antipsychotic” combination (haloperidol), 4 (3.5%) patients
were using “mood stabilizer + mood stabilizer” combination (1
patient, valproate + lithium; 2 patients, lithium + carbamazepine,
1 patient, lithium + topiramate), 1 patient was using only
valproate and 1 patient was using “lithium + antidepressant”
combination.

Discussion
In this study, we found high rates of family history of BD,
suicide attempt history and substance use history in an
adolescent inpatient sample with BD. Functional impairment
was striking given that more than half of the patients were
not attending any school or did not have a regular job. This
was compatible with the literature strongly suggesting that
Table 1. Types of the first and the current mood episodes
First mood episode

Current mood episode

N

%

n

%

Manic

66

60

82

73.2

Depressive

30

27.3

6

5.4

Mixed

12

10.9

22

19.6

Hypomanic

2

1.8

2

1.8
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pediatric BD was associated with chronic functional impairment
(30-32). According to DelBello and colleagues’ study, 85%
of adolescents with BD had syndromic recovery during the
first year after initial inward treatment, whereas 39% had
symptomatic recovery and 39% had functional recovery (32).
Only 20% experienced all three types of recovery. Goldstein et
al. (33) also reported mild to moderate psychosocial functional
impairment in work (including academics) and interpersonal
domains in children and adolescents with BD. When patients
with greater occupational impairment (not having a regular job
or not attending any school) were compared with the rest of the
study group, we found no difference with regards to onset age
or family history of BD. In line with our finding, the literature
suggests that childhood or adolescent onset BD both cause
significant functional impairment, although inconsistencies
exist (26,31,33). To the best of our knowledge, this was the first
study to examine the link between familiality and the severity of
functional impairment in pediatric BD. However, in line with
our findings, Sanchez-Moreno et al. (34) reported no significant
relationship between a history of affective disorders in the family
and low functioning in adults with BD.
The number of male patients was higher than the female patients
in our study. Although bipolar disorder affects both males and
females equally, patients with early-onset disorder, particularly
cases with an onset before 13 years of age are reported to
be predominantly male (35). In this study, female and male
subjects did not show any difference with regards to onset age
of BD, substance use history and family history of bipolar
disorder. However, suicide attempt rates were higher in female
subjects. Previous researches indicated that pediatric BD showed
similarities regarding most clinical features between the sexes
(36-38) with exception that there was a later age at onset in
female subjects (37,38). Subject ascertainment differences and
older mean age in our study sample might be responsible for this
discrepancy. Along with our results, one of two comprehensive
reviews on suicidality in BD suggested that female genderwas
a possible risk factor for suicide attempts in youth with BD,
however, this finding was not consistent (39,40).
Most of our patients had BD-1 diagnosis and the current mood
episode was manic in most of the group which was an expected
finding considering that our study sample consisted of patients
having treatment in an inpatient clinic. These two findings
might be the result of referral bias, that is, patients with disruptive
behaviors are identified easily and probably more referred for
treatment in an inpatient unit.
In this study, the first mood episode was manic in more than
half of the patients. This finding seemed to be in contradiction
with the study including 1081 patients diagnosed as having BD,
which reported that the majority of first episodes (58.9%) were
depressive (41). But the estimated onset age was reported as
28.5±12.4 years in that study which was older than our sample’s
onset age. Our study sample consisted of individuals from lower
socioeconomic level, therefore a depressive episode may have
been easily overlooked by the parents who had many challenges

Bezmialem Science 2020;8(2):125-32

in life. However, in a study including 82 juveniles with BD, most
of whom were prepubertal at illness-onset, the first episode was
reported as manic in 52.4%, mixed in 30.5%, and depressive in
17.1% of cases (42). In a study from Turkey, similarly, the most
frequent first episode was reported to be manic in an inpatient
sample of adolescents with BD although the rates (38.3%) were
smaller than those found in our study (27).
Nearly half of the cases had a history of previous psychiatric referral
before the onset of BD. This finding may be consistent with the
data that BD is a highly comorbid disorder (12,43) or this may
be the result of the developmental differences in the expression
of manic symptoms of this disorder in children. In addition,
premorbid mental problems have been reported to be frequent
in early-onset BD, particularly disruptive behavior disorders,
irritability, and behavioral dyscontrol (35,44-46). Moreover,
Ertan and Çetinkaya (27) reported a comorbidity rate of 59.6%
in their adolescent inpatient sample which was also compatible
with our study. Karakurt et al. (28) also reported increased rates
of ADHD and generalized anxiety disorder in their study group
of adolescents with BD compared to adolescents with BD in a
first-degree relative.
Suicide is a serious problem for patients with BD. Suicide
attempt rates range from 25% to 56%, and completed suicides
range from 10% to 15% (47). Significant relations were reported
especially between early-onset BD and lifetime suicide attempts
in many studies (5,10-12). Nearly a quarter of our patients had
a history of suicide attempt. This finding was compatible with
a comprehensive review of BD, which reported that 31.1% of
the individuals with BD attempted suicide at least once (48).
In addition, Ertan and Çetinkaya (27) also reported similar
rates (25.5%) of suicide attempts in another Turkish adolescent
inpatient sample with BD. In line with the previous literature
(49), we also found that the suicide attempt ranges were
significantly higher in the patients with a family history of BD
(37%) compared with the ones who did not have a family history
of BD (17%) (p=0.03).
Nearly one-third of our patients had used alcohol or illicit drugs
at a point in their lives. There is a substantial body of evidence
demonstrating a greater risk of substance use in youth with BD,
with a prevalence rate ranging between 16% and 39% (50,51).
The nature of the relationship between BD and SUD seems
bidirectional. Besides genetic vulnerabilities, adolescents with
BD may be inclined to self-medicate themselves due to the
associated features of pediatric BD such as affective instability,
behavioral disinhibition, high impulsivity, sensation seeking,
cognitive impairment, and deficient self-regulation (52).
Substance use in adolescents with BD is associated with higher
rates of legal problems, suicidality, psychiatric comorbidity and
physical or sexual abuse (50-54). Thus, one might hypothesize
that substance use might contribute to the poorer academic and
occupational functioning in adolescents with BD. Conversely,
in our analysis, the patients without a regular job and who did
not attend school did not differ from the others with regards to
substance use history.

In more than half of the patients there was a psychiatric disorder
history in the first-degree relatives, and in more than one-third
there was BD history including all relatives. In the literature
on adults with BD; twin, adoption, and family history studies
supported a significant genetic vulnerability, with a four to
six-fold raised risk for BD in first degree relatives of affected
individuals (55). The degree of familiality seemed to be greater in
early-onset cases (6). Since psychopathology in parents may be
regarded as an early-life stressor as well as a marker of a genetic
vulnerability to mental health problems, the raised risk of bipolar
disorder in the offspring is not surprising, given that psychiatric
symptoms in parents might impact family functioning and lead
to a less cohesive environment, which renders offspring liable to
the development of psychopathology (7).
In 50% of the participants in our study, the onset age of BD
was less than age of 15 years and in 15.4% it was less than age
of 13 years. Suicide attempt history, substance use history and
history of BD in the family did not differ between childhood and
adolescent onset subjects. A comprehensive review of suicidality
in pediatric BD implied that adolescent onset BD might be
related with a greater risk of suicide attempts, however this was
not a consistent finding (40,56). Considering that our study
group consisted of inpatient cases with a possibility of greater
severity, that might be related to a lack of difference in suicide
attempt risk across onset age groups. Propper et al. (56) reported
that very early onset subjects were more likely to have a firstdegree relative with an affective disorder and they showed lower
global functioning compared with early onset subjects. However,
in the study by Propper et al. (56), the age cut off between very
early and early onset subjects were older (age cut off=15 years)
and their study sample consisted of only adult subjects. Literature
provided controversial results on whether the prevalence rate of
substance use differed between childhood or adolescent onset
BD. Wilens et al. reported higher risk for substance use in
adolescent onset BD in an ongoing, controlled, family-based
study (54,57), whereas Goldstein et al. (53) presented similar
results with our study. Retrospective data from adults with BD
also indicated that early onset BD was associated with greater risk
for substance use, but childhood onset and adolescent onset BD
appeared to confer similar vulnerability to substance use (58).
In our study, most of the patients were using atypical antipsychotic
+ mood stabilizer combination. Sodium valproate was the most
frequently prescribed mood stabilizer in this combination.
To date, lithium, risperidone, olanzapine, aripiprazole and
quetiapine were approved by the Food and Drug Administration
(FDA) for the treatment of acute mixed and manic episodes in
pediatric BD. Second generation antipsychotics are reported to
be more effective than mood stabilizers for the treatment of manic
episodes in pediatric bipolar disorder. There is some evidence in
the literature suggesting that divalproex might be effective in
the treatment of acute manic episodes in pediatric BD, however
current data on divalproex use in pediatric BD are quite limited
(59,60). The only medication that is currently approved for the
treatment of depressive episodes in pediatric BD is olanzapine/
fluoxetine combination (60). Although current data on whether
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combination therapy is more effective than monotherapy in
pediatric bipolar disorder remain scarce, antipsychotic + mood
stabilizer combination might be an alternative treatment for the
patients resistant to mood stabilizer monotherapy (60). Our
sample was collected from an inpatient unit which might be
related with a more severe course of illness, thus led to a greater
likelihood for the use of combination treatment. Similarly,
studies with inpatient adolescent samples from Turkey also
reported higher rates of combination therapies (80.8% and 88%,
respectively) (26,28).
Our study had some limitations which should be taken into
account. Since our clinic served sometimes as a tertiary clinic,
and most of our patients had a low socio-economic background,
our sample may have represented a more severely impaired
group. This may have contributed to our findings of high rate of
family history of psychiatric disorders, substance and alcohol use
and combination therapies, and low rate of school attendance
or having regular job. Secondly, age at onset of BD was
retrospectively determined, therefore inaccuracies in recall could
not be precluded. Third, the sample consisted of inpatients who
probably had more severe illness, so it was difficult to generalize
these results for all children and adolescents with BD in Turkey.
However, a considerable number of patients were included
in this study and there were few studies in the literature from
Turkey including inpatient youths with BD.

Conclusion
Our results are generally consistent with the literature that earlyonset BD cases have high rates of family history of BD, suicide
attempts and substance use and exhibit chronic impairments
in functioning. The similarity of our results with the results
of those from Western countries can be interpreted as there
seems no significant cultural differences regarding clinical
characteristics of BD. High rates of suicide attempt, substance
use and significant functional impairment found in our study
sample indicate that early recognition and intervention of BD,
specialized educational programs and occupational support for
these children and adolescents seem indispensable.
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