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Good morning. This is Dr. Greenspan coming to you via our web-based radio show. As you recall, we’re doing a series on the most frequent mental health disorders, seen in both children and adults, and we’re bringing a developmental perspective to understanding these disorders and also helping individuals with these disorders do better. Today’s topic will be one that’s gotten a lot of visibility in recent years: bipolar disorders or “mood swings,” to use a more familiar term to many people. This has been a perplexing problem, particularly in children. It’s commonly diagnosed in adults, but more recently many children are also diagnosed with bipolar patterns or disorders.

To begin, it should be clear that these types of challenges – bipolar disorders or mood swings – tend to exist on a continuum. Everyone has some of these in the “normal range” and many individuals have moderate mood swings that are never treated and are just part of their cycle of life that they get used to – they find periods of productivity and high energy and euphoria and other periods they’re low and down, sometimes varying from week to week or day to day; at other times, for months at a time. Other individuals, however, have extreme versions where they can be very high and agitated, talk rapidly, and have irrational, grand thoughts. Later, the individual can be very down and gloomy and have equally intense, irrational thoughts about how awful life is and what a bad person he is and how it may not even be worthwhile existing on the earth. So, we see a full range. With the highs can sometimes come agitation, as well as rapid speech and fragmented thinking; with the lows can sometimes come agitation, too, but also lethargy, self-absorption, hopelessness, helplessness, and worthlessness. 

Similar patterns exist in children, although in children one tends to see more impulsivity and agitation during the highs, as well as sometimes grand thinking, and during the lows negative thoughts; thoughts indicating a “cannot do,” rather than a “can-do” attitude. Often the child’s acts suggest a feeling that there’s nothing worthwhile or that he or she does not even deserve to be on the earth. Sometimes the child just has thoughts about that – about the fact that life is not worth living or he or she doesn’t deserve to be part of his family. 

Often the adult or child with bipolar patterns, particularly when in a “high” or agitated state, can alienate himself from the family. With children, in particular, where they get impulsive or agitated and, therefore, are mean or impulsive or hurt a younger sibling, parents gang up on them and punish them and they feel a great deal of blame, which just fuels the downward part of the cycle. Then when they get depressed they have all the evidence that they’re not worthwhile because they’re causing problems in the family. If it’s not properly understood as part of a bipolar pattern, family members can inadvertently make things worse, rather than helping the individual regroup and recover from this type of a pattern. 

Similar things happen with adults who make mistakes, such as making poor investments with their money or going on buying sprees – they can get a lot of criticism from spouses or friends or family members, which only increases the depressive part or the gloomy part of the cycle. So it’s very important to understand the dynamics. For example, with children, often, they may have more chronic states of impulsivity and agitation, which leads them to identify with being the “bad apple,” so to speak, in the family, which, again, is only fueling either the agitation because they want to deny it, or their gloomy and low periods. 

What also needs to be understood is that while bipolar patterns are thought to be fueled by lots of biological differences – although the specific genetic and biological pathways are not known, but there are they’re many good hypotheses that have some support behind them – psychological factors play a role in triggering episodes and in intensifying mood swings, such as being identified as the “bad apple” in the family, which can fuel both the agitation or the grandiosity, as well as the depressive patterns. 

Let’s take a look now at some of the physical differences that we’ve found to be part of the developmental pathway associated with this disorder, based on our clinical observations of both children and adults, and elaborate and describe the developmental pathway involved to help us figure out the best course of action to help individuals feel better. 

What’s interesting about individuals with bipolar patterns is that they have a very unusual pattern of sensory processing and motor planning – they’re a little different than the others we’ve described for other disorders. They tend to be very, very sensory hyper responsive, as a group, although there are always individual variations and exceptions to the rule – so don’t expect this to hold for everyone – but, generally, both children and adults, from early in life, tend to be sensory hyper responsive. Picture an infant or toddler who’s very hyper responsive to sounds and touch and emotional expressions and the like. At the same time he’s hyper responsive, when he get overloaded – in part, due to the hyper responsivity, because there’s too much noise or touching or commotion or too many bright lights or sights or too much emotion in the family – instead of becoming cautious and settling down as the hyper responsive, fearful, cautious child does, or becoming just negative and stubborn, as the hyper responsive negative stubborn child is – both of which are ways of trying to cope with the overload – the child or adult prone to bipolar patterns tends to go into an action mode and become sensory craving – seemingly just the opposite pattern. So he’s moving around, he’s agitated, he’s into everyone else’s business. The child combines sensory hyper responsivity with sensory craving and what turns the switch from one to the other is often the overload. What happens is, typically, even at a very young age – let’s say, a preschooler or toddler – the little boy or girl will get overloaded and then, rather than getting cautious or stubborn and negative, which they might be some of the time, for the most part his switch “switches” and turns “on” and he becomes very active and agitated and impulsive and into other people’s business. He may beat up on a younger sibling or pester an older sibling or get aggressive with parents; he may yell and scream or use foul language. In doing that, what’s very interesting also, is he digs the hole deeper because in getting sensory craving and creating commotion, he’s actually overloading himself more and thus we get this cycle where he gets more agitated or more impulsive or, with adults, their thinking gets more rapid and more grandiose. 

Even with older children we can see some of those patterns. You get this cycle that cycles up where the person is digging his own hole deeper and deeper, trying to cope with, generally, his overload, but instead he digs the hole deeper and deeper and deeper with more and more overload because instead of becoming cautious and retreating where he can quiet down and re-regulate, so to speak, he keeps himself dysregulated. So it’s up to us in the environment, if we’re not the person experiencing the bipolar patterns, to try to offset that tendency and calm the situation down. In therapy sessions this can often be a problem for the therapist, particularly if the therapist is more confrontational and doesn’t understand these patterns. Instead of creating soothing and regulation, they try to set limits in too intrusive or too confronting a way. That, too, just digs the hole deeper, overloads the person more, and he revs up further and gets more argumentative or more aggressive or more agitated or grander or more impulsive. It’s this unique pattern of sensory responsivity and sensory craving that really characterizes the sensory processing and physical aspects of bipolar disorders.

Now, in addition, many individuals with bipolar disorders tend to have challenges in their motor planning and sequencing, so they don’t have a very organized sense of how their body works. Many are a little weaker on the visual-spatial processing side – their big-picture thinking – than they are on the verbal side, where many may be quite gifted, although some may have auditory and language processing problems, too. So, they typical pattern is an individual who has these paradoxical, in a sense, sub characteristics where they get sensory overloaded and then become sensory craving and dig the hole deeper and can’t rely on the organization of their body or sense the big picture to re-organize themselves, but are good at “living in the trees,” i.e., with details, and they may have a good verbal ability, at least for details, and they become more and more agitated and maybe more and more verbal. Although we do see this is indicated with individuals who have language problems, as well, and we do see that for some children with autistic spectrum disorders they have bipolar patterns, together with their autistic spectrum pattern, so it can be part of other disorders, as well. Even in individuals with other types of mental illness, you can see bipolar patterns superimposed, so there’s a diagnosis called “schizo-affected disorder,” where there’s a thought disorder. The individual may have unrealistic thoughts about people chasing him or following him, for example, and on top of that tend to have bipolar mood swings. In recent years there’s been a tendency to see this whole pattern as part of a bipolar pattern rather than a combination of a thought disorder and a bipolar pattern. 

There are other features to the developmental pathway, as well, in the personal and psychological features, but these physical features are quite distinct and unusual and in all likelihood the genetic or constitutional maturational differences that many clinicians and researchers have observed to be at the foundation of bipolar disorders express themselves not as a direct link from a genetic pattern into “bipolar mood swings,” but through this particular, unique sensory processing pattern. Now, again, this is based on our clinical observations and we certainly welcome colleagues to support or try to refute this with their own observations and further research, but it’s one that we’ve seen in many, many adults and many, many children. My clinical hunch is the majority tends to have this paradoxical pattern.

Now to the interpersonal or psychological characteristics, let’s go back again and picture our toddler, with this tendency to get overloaded and then swing into a sensory craving pattern. Picture a caregiver who soothes the child when the child is beginning to get agitated, and becomes very counter regulating, i.e., helps the child calm down immediately. “Oh, my little sweetheart is getting so excited – let’s calm down” and reduces the lights, reduces the touch, talks in a softer tone, slows down the pace of the tone, doesn’t respond to the provocation with a harsh verbal tone back, but instead says, “Oh – come on, we’ve got to calm down, sweetheart. Maybe the caregiver says, “Let’s calm down” and tries to shift to an activity, maybe involving music or rhythmic movement, that will be calming for the child. The key is that the rhythm, the micro-rhythm of the interaction, immediately switches from an agitated, robust one to a calmer one. When the same child is in a more self-absorbed or seemingly depressed or low mood, the caregiver also counter regulates, but this time by being energetic, helping the child energize up, and the pace of the caregiver’s voice, the pace of his or her facial gestures and emotional expressivity all increase in tone. Also, the caregiver finds activities that the child likes and that build on the child’s natural interests. If the child is interested in cars, or interested in a doll, “Oh, let’s see what Dolly is doing today!” or “Oh, let’s see where this little racecar wants to go today!” They try to help the child get reinvested and feel some energy and some positive value. There’s no phony praise for the verbal preschooler or verbal child or verbal adult, but sincere interest in the child’s interests or the adult’s interests and a nice back-and-forth rhythm of interaction around those interests. 

The key is the rhythm of the interaction – the back-and-forth – and always making it counter regulating: soothe during agitation and energize up during low periods. This is true for the toddler who is 16 months old to the preschooler who’s three-and-a half year-old doing pretend play, and for the 33-year old or 40-year-old adult during conversation or during family life – always counter regulate. Also, at whatever age, but hopefully starting early in life as the child becomes verbal, but also for an adult or older child or teenager who’s already verbal, the individual with bipolar patterns needs to be able to express verbally and symbolically, not just through emotional expressivity, his feelings – the full range of feelings. So, beginning before talking, if possible, or with talking by just using gestures, you want to be emotionally expressive and encourage the individual with the pattern to be emotionally expressive, but in all feelings – whether it’s anger or sadness or vulnerability or loss or assertiveness or curiosity, or whether it’s off-color humor or on-color humor – we want to encourage the full range of human feelings to be expressed through expression, and then verbally, with the person who is verbal. So in pretend play for the preschooler, as well as in conversations about how “my little sweetheart” is feeling today, you want to help the person elaborate all the feelings of life. For adults, again, they need lots of empathetic resonance with all the feelings of life, from disappointment and sorrow and loss and vulnerability to glory and grand thoughts and future expectations and hopes and also anger and fury, as well. 

We all have trouble with certain feelings, so it’s hard to encourage the expression of certain feelings. We don’t want to listen to vulnerability or loss or sorrow or anger or grandness because it’s getting out of hand, so we’ll find ourselves putting a stop to the expression of certain feelings. The key to remember is that talking about feelings is different from acting them out. So an adult or child who’s talking about how angry he is and what he’d like to do to someone is not doing it. In fact, there’s an inverse relationship – if you can talk about it or play it out in pretend, you’re less likely to do it. The only exception to this is when the individual is so preoccupied with only one theme that there’s no balance or range. Say the child is playing out aggression and anger – at some point the doctors have to come in to fix the injured people or they need food and housing and you can challenge the child to broaden his theme. What are the reasons for the anger, so you understand the deeper sources of it. Just repetitive playing it out in an action way where the dolls are banging heads is not the same as a deep exploration of, “Why are you so angry today?” after the expression of the anger through the pretending. The same thing holds in a conversation with the adult – we want to deepen the discussion. So, where there is concern about a preoccupation with only one feeling, go deeper into the feeling, the reasons for it, the causes of it, the basis of it – don’t invalidate it – and then broaden it. Maybe there’s hurt, there’s pain, there’s sorrow – there may be a sense a vulnerability behind it, so the deeper exploration broadens, often, the feeling’s base. 

Also particularly hard for healthy individuals when they’re listening to anger is encouraging expressions of vulnerability or humiliation or loss, because that’s difficult for all of us – no one likes to talk about that. Individuals with bipolar patterns often shy away from facing that vulnerable core or their neediness or their sense of loss. Even when they’re depressed, they’re a bad person undeserving of help, rather than somebody who deserves to get help and can ask for help or can express their vulnerability or neediness. Humiliation is particularly difficult and often leads to violent behavior because none of us likes to feel humiliated or ashamed or embarrassed. So you need the full range of human feelings expressed.

The other component of this that helps protect individuals is to move up our developmental ladder, encouraging all the stages in the expression of feelings, from expressing them; to looking at the causes and reasons for them; to being able to compare feelings; to look at the degrees of the feelings, doing gray-area thinking – how angry, how sad, how humiliated am I? A little, a lot, a whole lot? – and, finally, the ability to be reflective about it – how does this feelings compare with the events that seem to lead me to feel this way? The mature individual can say, “Gee, the teacher only gave me a dirty look and I’m feeling so depressed and down today, I think I’m over reacting, but I don’t know why and I’m curious about it.” So it’s important to reflect on one’s own feelings, to encourage that degree of reflection, whether in a young teenager or older child or in a 65-year-old adult. The older we are, the better our reflective ability and the broader the context – we can reflect back on a longer life period and say, “I’ve always felt this way. There’s a pattern that has always characterized me, from the older teenage years into adulthood. Will this be permanent? Can I expect tomorrow to be better? Is there anything I can do to help it be better?” These are all part of reflective thinking that gets stronger as we get older and as we negotiate the stages of emotional thinking. These are well described in our book, The First Idea, in the second chapter – the coauthor is Stuart Shanker. 

Also, in helping individuals overcome or make these patterns better, it’s very important we help them attempt to master their own environments so that they know what the trigger points are and they know what kind of environment will overload them so they can cut their losses short. Early in life with children, parents and caregivers and teachers need to do this. For adults, they can do it – they can see themselves feeling agitated and through their reflective ability they can say, “Oops – I better so down; I better change what I’m doing.” This will include not only activities, like being in a loud music hall or being at a busy party with a lot of commotion, but also being in a fractious debate with a colleague or friend or spouse – so they can know when it’s time to take a “time out,” so to speak. 

We also include our attitudes toward our bodies and the way we treat our bodies. For example, lots of caffeine or lots of sugar can cause the body to rev up a little bit and become more overloaded, so it’s very important to counter that if one has this tendency. Often there’s a tendency to get anxious, to feel bad, and then try to pick oneself up with lots of caffeine or sugar or herbal remedies that provide energy or energy foods and these high-energy nutritional patterns can agitate more and more and more. Then there are other things that tend to be more soothing, both natural foods and remedies. The same thing with activities – competitive sports can agitate, yoga can calm. So you have to balance these. If you’re one who’s very sensitive to certain food groups you have to be careful to avoid those food groups or to have them very sparingly.

So self-awareness and reflection involves one’s total environment. These are some of the protective factors that can help individuals who experience bipolar patterns and perhaps they can help these individuals help themselves or be helped by their close family members and colleagues, and can keep things in some balance or get better after these individuals have had some extreme patterns or have even been diagnosed with a “disorder.”

On the other hand, what will make it worse? What will tend to lead to more intense patterns so that a disorder is likely and lead to greater chronicity of the disorder – bipolar patterns? Just the opposite of what I described with the young child who has a caregiver who is very counter regulating – if we have a caregiver who intensifies and gets agitated with the child, gets more punitive, instead of setting calm, firm limits, who revs the child up with harsh yelling or screaming or intrusive types of punishments – whether it’s spanking or more harsh language, like “You’re bad,” this will intensify the depressive and the more hyper elements of the pattern. Instead of helping an individual identify feelings through pretend play and being expressive, the caregiver might be someone who cuts off lines of communication around feelings and instead there is just the firm, “Children should be seen and not heard” kind of attitude. There could be a very formal, rigid sort of family, or a very punitive one, or one that vacillates between overindulgence and punitiveness. Maybe there’s a split where one family leader – it could be Mommy or Daddy – is punitive and the other is overly indulgent. With adults, maybe they’re in a situation where the family members or spouse have little tolerance for expressions of affect and understanding emotion; they may not be empathetic and don’t resonate with the person and don’t help the person empathize with himself. Instead of helping the person up the developmental ladder to become better and better and do more gray-area thinking and self reflection (because, after all, gray-area thinking is the opposite of bipolar) they inadvertently cause polarized thinking, all-or-nothing kind of thinking, by getting into all-or-nothing power struggles with the individual. So, instead of looking at shades of gray and degrees of things, the spouse or family member or caregiver may be all-or-nothing persons themselves and the child and adult gets locked into these bipolar patterns more and more and more because their thinking and emotional regulation is more and more polarized. So we can see that there’s a range of negative possibilities that are the opposite of our positive ones.

What’s particularly challenging is to create a comprehensive program for individuals with bipolar patterns. A comprehensive program often involves therapy, the family patterns we’ve been describing, lots of supports for family members, and it may involve medication, for adults, especially. Children often don’t require medication, but they sometimes do. We won’t go into the different medications, except there are now lots of different types of mood stabilizers, from the original one, described early on – Lithium – to some of the anti-seizure medications, like Depakote, that are very helpful, particularly with adults with extreme forms of the disorder. Sometimes children are tried on these, but I like to recommend that children have a comprehensive program involving family work, instituting these psychological patterns that we’ve been talking about, and then considering medication, if needed, as part of an overall program. The key is to create an environment that facilitates these healthy coping strategies that I’ve been describing and that reduces any of these negative patterns that I’ve been describing, and then may include individual psychotherapy, sometimes fairly intensive – two or three times a week is not out of the question, but certainly at least once a week; guidance from a mental health professional familiar with these developmental principles; and, where needed, consideration of medication, particularly with adults.

Next time we’re going to go into case examples of individuals with bipolar patterns to bring a little more substance to the discussion to illustrate the principles we’ve been discussing today. Then there will be some additional mental health disorders that will be on this website, recorded at various times, that will be added on over the next few weeks to complete the series, and then we’ll move on to an other topic. So, we’ll look forward to seeing you or hearing from you and your being part of this broadcast next week. In the meantime, have a good week and we’ll look forward to talking with you next Wednesday at 10 o’clock.
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