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Millions of children worldwide experience mood disorders and they can have a 
profound impact on young people’s academic performance and social 
interac)ons, as well as their overall well-being. Recognizing the signs of mood 
disorders in children allows for early iden)fica)on and interven)on, which 
significantly improves outcomes. Addi)onally, such awareness facilitates access to 
appropriate mental health services and treatments. This, in turn, can lead to 
improved mental health outcomes, reduced symptoms, and enhanced quality of 
life for affected children. Behavioral health professionals must have the necessary 
knowledge and skills to help young people who are experiencing issues related to 
mood disorders.  

Introduc)on 
Mood disorders are a group of mental health problems that cause serious changes 
in the child’s mood and emo)onal states. Mood disorders cause thoughts and 
feelings that are intense, persistent, and difficult to manage. They oeen go 
undiagnosed as children present with different symptoms than adults.  

Children and adolescents with depression oeen have impairments in func)oning 
in mul)ple areas, including decreased school performance, poor social 
interac)ons, early pregnancy, frequent physical illness, and substance abuse. 
Depression can nega)vely affect the development of the child. Major depressive 
disorder in youth is strongly associated with depression in adulthood, other 
mental health diagnoses, and an increased risk for suicidal thoughts and 
behaviors. Youth die by suicide at a rate of 2.5 deaths per 100,000 persons 
(younger youth - age 12 and younger) and 16.1 deaths per 100,000 persons (older 
youth - age 13 and older) (USPSTF, 2022).  

Selph and McDonagh (2019) iden)fy the following risk factors for depression 
(many of these are overlapping risk factors for all mood disorders) in children and 
adolescents: 
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Biological 

• Being overweight 

• Chronic illness 

• Early puberty 

• Family history of depression 

• Female 

• High-func)oning au)sm 

• LGBTQ iden)fies 

• Polymorphism in the serotonin, dopamine, or monoamine oxidase genes 

Psychological 

• Body dissa)sfac)on and early die)ng 

• Sweetened beverage consump)on 

• Dysfunc)onal emo)onal regula)on 

• Internet gaming disorder or video game addic)on 

• Less ajachment to parents and peers or problems with peers 

• Low self-esteem and lack of self-kindness 

• Nega)ve thinking and recall styles 

• Other mental health and behavioral problems (including previous 
depression, cannabis use, and tobacco use) 

• Problema)c use of social media 
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• Worry related to school grades and standardized tests 

Environmental  

• Academic difficul)es 

• Being vic)mized or bullied or witnessing violence 

• Physical, sexual, or emo)onal abuse or neglect 

• Exposure to natural disasters 

• Few opportuni)es for physical ac)vity and sports, low physical ac)vity 
(greater than 2 hours/day of leisure-)me screen use)  

• Foreign-born or perceived discrimina)on 

• Loss of a loved one 

• Low socioeconomic status 

• Prenatal rejec)on or low parental involvement 

• Poor family func)oning or caretaker depression  

Mood disorders that are seen in children include major depressive disorder, 
persistent depressive disorder, bipolar disorder, and disrup)ve mood 
dysregula)on disorder.  

Major Depressive Disorder 

This type of depression can be severe, where the child has difficulty managing 
everyday life. The signs of major depressive disorder may include insomnia or 
hypersomnia, difficulty concentra)ng, weight loss or gain, loss of interest in 

5



previously enjoyable ac)vi)es such as school or sports, irritability, or feeling sad 
or worthless. Major depression is different from grief in that with grief (such as 
the loss of a loved one) the predominant symptom is an overwhelming sense of 
loss or emp)ness. In contrast, with major depressive disorder, the depressed 
mood prevents the person from an)cipa)ng any future enjoyable events (Selph & 
McDonagh, 2019). 

Depression symptoms include feelings of sadness, guilt, or worthlessness. 
Children with major depressive disorder can also experience slightly different 
symptoms from adults, including irritability, moodiness, lack of interest in friends 
and previously enjoyed ac)vi)es, and frequent instances of being bored. They 
may also experience weight loss or gain, sleeping too lijle or too much, and have 
thoughts about death and dying. Children's grades may drop, and they may have 
difficulty concentra)ng (NYU Langone, 2023).  

Depression can be caused by a combina)on of biological, gene)c, psychological, 
and environmental factors. While depression may be prevalent in some families, it 
can also occur in people with no family history of the disorder. Stressful situa)ons 
may trigger a depressive episode, such as moving, changing schools, rela)onship 
problems, or the death of a loved one. Depressive episodes can also occur without 
an iden)fiable trigger (NYU Langone, 2023).  

Children of any age can experience depression, but it is more common in 
teenagers than in younger children. In elementary school-age children, it affects 
an equal number of boys and girls before puberty. In adolescence, it impacts twice 
as many girls as boys. Depression in children has increased significantly in the last 
few years, and 7 to 14 percent of children will experience a major depressive 
episode before they turn 15. However, treatment implica)ons are hopeful as 
approximately 80 percent of people with major depression who seek treatment 
improve, usually within weeks (NYU Langone, 2023; Boston Children's Hospital, 
2023). 
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It is important for depression to be treated as soon as it is suspected and 
diagnosed. Untreated depression can lead to school failure, risky behaviors, 
difficul)es with rela)onships and jobs in older adolescence and adulthood, and 
ajempted or successful suicide (Boston Children's Hospital, 2023).  

Signs & Symptoms 

While each child is unique and may experience different depression symptoms, 
the most frequently experienced symptoms include: 

• persistent feelings of sadness 

• having low self-esteem 

• feeling hopeless or helpless 

• excessive guilt 

• feeling inadequate 

• difficulty with rela)onships 

• loss of interest in ac)vi)es that were  once enjoyed 

• sleeping too lijle or too much 

• decreased energy 

• changes in appe)te or weight 

• trouble making decisions 

• difficulty concentra)ng 

• frequent physical complaints including headaches, stomach aches, or 
fa)gue 

• irritability, hos)lity, and aggression 
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• hypersensi)vity to failure or rejec)on 

• running away or threatening to run away from home 

• suicidal thoughts or ajempts (Boston Children's Hospital, 2023).  

Risk Factors 

Risk factors linked to depression include gene)c and environmental factors. The 
most common risk factors )ed to major depressive disorder include:  

• family history of depression 

• excessive stress 

• parents' divorce 

• loss of a parent, caregiver, or a loved one 

• abuse or neglect 

• trauma (physical and/or emo)onal) 

• loss of a rela)onship, such as losing a boyfriend/girlfriend or moving away 

• chronic illnesses, such as diabetes 

• other psychiatric disorders 

• failure to accomplish tasks such as learning to read or keeping up with peers 
in other ac)vi)es 

• other developmental, learning, or conduct disorders (Boston Children's 
Hospital, 2023). 
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Diagnosis 

Major Depressive Disorder is diagnosed by a mental health provider through 
interviews with the child and the parent/caregiver and possibly through the use of 
screening tools such as the PHQ-9 (see Appendix A).  

For children to receive a diagnosis of major depressive disorder, they must meet 
the following DSM-V criteria: 

Have five or more of the following criteria, with at least one being #1 or #2: 

1. Depressed or irritable mood, indicated by subjec)ve report or observa)on 
by others. 

2. Loss of interest or pleasure in almost all ac)vi)es, indicated by subjec)ve 
report or observa)on by others. 

3. Significant uninten)onal weight loss/gain (more than 5 percent in a month) 
or decrease/increase in appe)te (children fail to make expected weight 
gains). 

4. Sleep disturbance (insomnia or hypersomnia). 

5. Psychomotor changes (agita)on or retarda)on) are severe enough to be 
observable by others. 

6. Tiredness, fa)gue, low energy, or decreased efficiency with which rou)ne 
tasks are completed. 

7. A sense of worthlessness or excessive, inappropriate, or delusional guilt 
(not merely self-reproach or guilt about being sick). 

8. Impaired ability to think, concentrate, or make decisions, indicated by 
subjec)ve report or observa)on by others. 

9. Recurrent thoughts of death (not just fear of dying), suicidal idea)on, or 
suicide ajempts. 
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In addi)on: 

• The symptoms cause clinically significant distress or impairment in social, 
occupa)onal, or other important areas of func)oning. 

• The child's symptoms do not meet the criteria or are not bejer accounted 
for by bipolar disorder, schizophrenia spectrum, or other psycho)c 
disorders, and symptoms are not due to the effects of substance use. 

• The symptoms are not bejer accounted for by bereavement (i.e., aeer the 
loss of a loved one, the symptoms persist for longer than two months or are 
characterized by marked func)onal impairment, morbid preoccupa)on with 
worthlessness, suicidal idea)on, psycho)c symptoms, or psychomotor 
retarda)on) (American Psychiatric Associa)on, 2013).  

Treatment 

Psychotherapy 

Cogni)ve Behavioral Therapy is the gold standard of evidence-based therapies to 
treat depression in children. Grist et al. (2019) reviewed mul)ple studies and 
found for the best results, CBT should be delivered in face-to-face sessions. While 
internet and computer-based CBT was more effec)ve than control groups on wait 
lists receiving no treatment, it had lower success rates than in-person CBT. 
Internet- and computer-based CBT had slightly bejer results for adolescents than 
for children. 

Medica)on 

Fluoxe)ne (Prozac) and escitalopram (Lexapro) are the only two U.S. Food and 
Drug Administra)on-approved medica)ons to treat children and adolescents with 
major depressive disorder. Fluoxe)ne is approved for children aged eight years 
and older, and escitalopram is approved for children aged 12 years and older. 
Concerns exist about the poten)al for increased suicide risk with the use of 
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fluoxe)ne and escitalopram. Clinical trials found an increase in suicidal thoughts 
and behaviors when the an)depressant was compared to a placebo (4% vs. 2%). 
Therefore, children and adolescents taking an)depressants should be monitored 
for suicide idea)ons. The frequency of monitoring should be based on the 
individual's risk, and may include weekly monitoring at the beginning of treatment 
and then a transi)on to monthly monitoring as the child shows improvement on 
an)depressants (Selph & McDonagh, 2019).  

Persistent Depressive Disorder 

This type of depression is less severe but chronic. Children can usually manage 
their everyday life, but not at their best level, and they may oeen feel down. In 
persistent depressive disorder, a child has a depressed mood for more days than 
not for at least one year (Selph & McDonagh, 2019). 

Children with persistent depressive disorder symptoms experience a consistent 
depressed or irritable mood that has lasted for at least one year. Symptoms are 
similar to a major depressive episode but are less severe and fewer. While 
persistent depressive disorder is less severe than major depression, it lasts for a 
longer period of )me and may be accompanied by extreme feelings on occasion.  

Because of the lower intensity and long dura)on of symptoms, many children and 
their caregivers don’t realize that symptoms are an indica)on of a mental health 
condi)on.  Since the symptoms may have been consistent over the years, they 
may be seen as a normal part of the developmental process.  However, if lee 
undiagnosed and untreated, this type of disorder can lead to more serious mental 
health and behavioral problems (NYU Langone, 2023; Boston Children’s Hospital, 
2023).  

If persistent depressive disorder goes untreated, long term implica)ons include a 
higher likelihood of developing major depressive disorder or a personality 
disorder, and/or having substance misuse issues as adults. People who develop 
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persistent depressive disorder prior to age 21 tend to have poorer prognoses 
compared to those who develop the disorder in adulthood. Early iden)fica)on 
and treatment are key to reducing the long-term impact of the disorder on the 
child (Boston Children’s Hospital, 2023).  

Signs & Symptoms 

Changes in mood and behaviors that may indicate a child is experiencing 
persistent depressive disorder include the following symptoms when experienced 
over an extended period of )me:  

• feeling sad, worried, or hopeless 

• unprovoked irritability, hos)lity, or aggression 

• withdrawal from family and friends (including staying in one’s room with 
the door closed and not taking calls or seeing friends) 

• expressing low self-esteem or making nega)ve comparisons (“I’m stupid 
compared to my friends and classmates,” “I’m so much uglier than all my 
friends”) 

• sudden change in weight or appe)te 

• sleeping too oeen or not oeen enough 

• lowered school performance 

• complaining of headaches, stomachaches, or other physical symptoms with 
no iden)fiable medical cause (Boston Children’s Hospital, 2023). 

Risk Factors 

While the exact cause of persistent depressive disorder is unknown, the following 
are a number of iden)fied risk factors:  

• family history of depressive disorder 
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• temperamental factors: nega)ve affec)vity 

• environmental stressors such as: 

death of a parent, rela)ve, or friend 

abuse or neglect 

other mental health problems, such as anxiety 

divorce or illness in the family 

dealing with a chronic medical illness 

chronic social or academic difficul)es 

Diagnosis 

Persistent depressive disorder is typically diagnosed through a mental health 
evalua)on or interview with the child and parents/caregivers. There may also be 
conversa)ons with school personnel who interact with the child regularly (Boston 
Children’s Hospital, 2023).  During the evalua)on process, the provider assesses if 
the child meets the DSM-V criteria for a persistent depressive disorder diagnosis. 
This includes: 

• Depressed mood or irritable mood for most of the day, for more days than 
not, as indicated by subjec)ve account or observa)on by others, for at least 
one year. 

• Presence while depressed of two or more of the following: 

Insomnia or hypersomnia 

Poor appe)te or overea)ng 

Low energy or fa)gue 

Low self-esteem 
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Feelings of hopelessness 

Poor concentra)on or difficulty making decisions 

• During the one-year period of the disturbance, the child has never been 
without symptoms from the above two criteria for more than two months 
at a )me. 

• The symptoms cause clinically significant impairment or distress in 
important areas of func)oning. 

• The child’s symptoms do not meet the criteria or are not bejer accounted 
for by major depressive disorder, bipolar disorder, or psycho)c disorder, and 
symptoms are not due to the effects of substance use (American Psychiatric 
Associa)on, 2013).  

Treatment 

Persistent depressive disorder treatment most oeen involves a combina)on of 
psychotherapy and medica)on, as the use of an)depressant medica)on along 
with therapeu)c interven)ons has shown to be the most effec)ve interven)on. 

Psychotherapy 

Evidence-based psychotherapeu)c interven)ons for persistent depressive 
disorder include cogni)ve behavioral therapy and interpersonal therapy.  Issues 
that are oeen addressed through CBT include: 

• iden)fying and talking about feelings 

• stopping persistent nega)ve thoughts 

• finding ac)vi)es that are soothing and comfor)ng 

• discovering and apprecia)ng good things about oneself 

• building hope for the future 
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Interpersonal therapy focuses more on issues such as: 

• working through difficult rela)onships and situa)ons 

• iden)fying stressors and figuring out how to avoid or handle them 

• improving how individuals view their environment  

If there is a situa)on in the family environment that is contribu)ng to the child’s 
depressed mood, family therapy may be an appropriate treatment (Boston 
Children’s Hospital, 2023). 

Medica)ons 

The an)depressant medica)ons most commonly used for children and 
adolescents are selec)ve serotonin reuptake inhibitors (SSRIs). Every person 
responds differently to medica)on, and it may take some trial and error to find 
what works best. Considera)ons should be given to family history, side effects, 
medica)on compliance, and success of medica)on trea)ng the targeted 
symptoms. Children need to be monitored closely by their care team when 
an)depressant medica)ons are being ini)ated or doses are being increased 
(Boston Children’s Hospital, 2023). 

Bipolar Disorder 

Bipolar disorder involves cyclical swings between depression and mania. 
Depression symptoms include irritability, persistent sadness, frequent crying, low 
energy, fa)gue, and poor concentra)on. The child may experience changes in 
sleeping and ea)ng habits. They may have thoughts of death or suicide. Manic 
symptoms include feelings of grandiosity, extreme exuberance, excessive silliness, 
and severe and chronic irritability.  
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Bipolar disorder is typically diagnosed in children when they experience a manic 
episode. This may include experiencing drama)c mood changes and extreme 
levels of happiness or excitement. They may talk excessively, loudly, rapidly, or 
change topics of conversa)on abruptly and frequently. The child may experience 
other symptoms of unrealis)cally high self-esteem, ambi)on, and ac)vity, 
increased energy, decreased sleep, loss of touch with reality, and risky behaviors 
(NYU Langone, 2023).  

With bipolar disorder, people experience changes in mood and behavior that, at 
)mes, are extreme. While individuals are most oeen diagnosed with bipolar in 
adolescence and adulthood, symptoms can emerge in childhood. Bipolar disorder 
symptoms are different from the typical mood ups and downs most children 
experience. Bipolar mood changes are significantly more extreme, oeen lack a 
trigger event, and coincide with changes in sleep, energy levels, and the ability to 
think clearly. During a manic episode, the child may feel very happy and be much 
more energe)c and ac)ve than usual. During a depressive episode, the child may 
feel very sad and be much less ac)ve than usual (NIMH, 2023).  

Bipolar disorder can make it difficult to perform well in school or interact well with 
friends and family members. Some children with bipolar disorder try to hurt 
themselves or ajempt suicide. Diagnosing bipolar disorder can be complicated as 
many signs and symptoms overlap with other disorders that are common in 
children, such as ajen)on-deficit/hyperac)vity disorder (ADHD), conduct 
problems, major depression, and anxiety disorders. An exhaus)ve evalua)on by a 
mental health professional for accurate diagnosing of bipolar disorder is needed, 
as early diagnosis and consistent treatment can lead to improved outcomes and 
long-term well-being (NIMH, 2023).  

Signs & Symptoms 

The criteria for diagnosing children with bipolar disorder are the same as those 
used for diagnosing adults. Changes in mood can fluctuate between depression, 
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which can include extreme sadness, low energy levels, loss of pleasure, and 
suicidal idea)on, and hypomania or mania, which can involve periods of elevated 
mood, irritability, a decreased need for sleep, increases in goal-oriented behaviors 
and inflated self-esteem. There are three subcategories of bipolar disorder. Bipolar 
I involves cycles of major depression episodes and full mania with impairment. 
Bipolar II involves major depression alterna)ng with briefer and less-impairing 
periods of hypomania. The third subcategory of bipolar disorder involves 
symptoms that are shorter in dura)on when experiencing manic or depressive 
episodes, or the episodes are one to two symptoms short of mee)ng the full 
episodic symptom criteria (Abrams, 2020).  

Bipolar disorder mood episodes involve intense emo)ons and changes in sleep 
habits, ac)vity levels, thoughts, and behaviors. Children with bipolar disorder may 
experience depressive episodes, manic episodes, or mixed episodes. Mood 
episodes can last for several days to weeks; during that )me, symptoms are 
experienced every day for most of the day. Mood episodes are very different from 
the child’s normal behavior and the behaviors of other healthy children.  

Symptoms of a manic episode may include: 

• Intense happiness or silliness for an extended period of )me 

• A very short temper or extremely irritable 

• Rapid speech which jumps around to different topics 

• Difficulty sleeping without feeling )red 

• Difficulty staying focused and racing thoughts 

• Increased interest or ac)vity in pleasurable but risky ac)vi)es 

• Poor judgment, including risky or reckless behavior 

• Inflated sense of ability, knowledge, and power 
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Symptoms of a depressive episode may include: 

• Frequent sadness with no iden)fiable trigger 

• Increased irritability, anger, and hos)lity 

• Frequent complaints of physical ailments such as headaches or stomach 
aches 

• Increased amount of sleep 

• Difficulty concentra)ng 

• Feelings of hopelessness and worthlessness 

• Difficulty communica)ng or maintaining rela)onships 

• Ea)ng too lijle or too much 

• Lack of energy and no interest in previously enjoyable ac)vi)es 

• Thoughts about death or suicide (NIMH, 2023). 

One challenge in diagnosing bipolar disorder in children is that the disorder can 
look different in children. Children may experience more rapid cycling moods and 
more mixed episodes where they experience both depression and mania 
simultaneously. Another challenge in assessing and diagnosing bipolar disorder in 
children is that some of the symptoms can look like an extreme version of normal 
child behaviors (Abrams, 2020).  

Risk Factors 

Individuals’ chances of having bipolar are higher if they have a close family 
member with the illness. While there appears to be some gene)c factors involved 
with bipolar disorder, just because a family member has the disorder, it does not 
mean other family members will also have it. There are many genes involved, not 
just one single one. Research suggests that those with a gene)c risk of having 
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bipolar are more likely to develop it aeer experiencing a trauma or other stressful 
life event. Some studies have found there are differences in brain func)oning and 
structure between people who have bipolar disorder and those who do not 
(NIMH, 2023).  

Diagnosis 

Bipolar disorder is diagnosed through screening tools, family and child interviews, 
symptom reports and observa)ons, and through the use of screening tools such 
as The Child Bipolar Ques)onnaire (see Appendix B). 

During the evalua)on process, the provider assesses if the child meets the DSM-V 
criteria for a bipolar disorder diagnosis. This includes the following:  

A. Criteria have been met for at least one manic episode (see manic criteria 
below). The manic episode may have been preceded by and may be 
followed by hypomanic or major depressive episodes (this is the same 
criteria as listed above under Major Depressive Disorder). 

B. The occurrence of the manic and major depressive episode(s) is not bejer 
explained by schizoaffec)ve disorder, schizophreniform disorder, delusional 
disorder, or other specified or unspecified schizophrenia spectrum and 
other psycho)c disorders. 

Note: Major depressive episodes are common in bipolar I disorder but are not 
required for the diagnosis of bipolar I disorder. 

Note: Hypomanic episodes are common in bipolar I disorder but are not required 
for the diagnosis of bipolar I disorder. 

Specify: 

• With anxious distress 

• With mixed features 
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• With rapid cycling 

• With melancholic features 

• With atypical features 

• With mood-congruent psycho)c features 

• With mood-incongruent psycho)c features 

• With catatonia 

• With peripartum onset 

• With seasonal pajern 

Specify: Remission status if full criteria are not currently met for a manic, 
hypomanic, or major depressive episode (American Psychiatric Associa)on, 2013). 

Manic episode criteria include: 

A. A dis)nct period of abnormally and persistently elevated, expansive, or 
irritable mood and abnormally and persistently goal-directed behavior or 
energy, las)ng at least one week and present most of the day, nearly every 
day (or any dura)on if hospitaliza)on is necessary). 

B. During the period of mood disturbance and increased energy or ac)vity, 
three (or more) of the following symptoms have persisted (four if the mood 
is only irritable) are present to a significant degree and represent a 
no)ceable change from usual behavior: 

• Inflated self-esteem or grandiosity 

• Decreased need for sleep (e.g., feels rested aeer only 3 hours of sleep) 

• More talka)ve than usual or pressure to keep talking 

• Flight of ideas or subjec)ve experience that thoughts are racing 
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• Distrac)bility (i.e., ajen)on too easily drawn to unimportant or 
irrelevant external s)muli), as reported or observed. 

• Increase in goal-directed ac)vity (either socially, at work or school, or 
sexually) or psychomotor agita)on 

• Excessive involvement in ac)vi)es that have a high poten)al for painful 
consequences (e.g., engaging in unrestrained buying sprees, sexual 
indiscre)ons, or foolish business investments). 

C. The mood disturbance is sufficiently severe to cause marked impairment in 
social or occupa)onal func)oning or to necessitate hospitaliza)on to 
prevent harm to self or others, or there are psycho)c features. 

D. The episode is not ajributable to the direct physiological effects of a 
substance (e.g., a drug of abuse, a medica)on, or other treatment) or 
another medical condi)on. 

Note: A full manic episode that emerges during an)depressant treatment (e.g., 
medica)on, electroconvulsive therapy) but persists at a fully syndromal level 
beyond the physiological effect of that treatment is sufficient evidence for a manic 
episode and, therefore, a bipolar I diagnosis (American Psychiatric Associa)on, 
2013). 

Treatment 

An important part of bipolar disorder treatment is maintaining consistent care 
even when a mood episode is not being experienced. Over )me, with consistent 
treatment, improvements in daily func)oning and well-being can be made. As 
stated previously, the best prac)ce for trea)ng pediatric bipolar is with a 
combina)on of psychotherapy and medica)on.  

Psychotherapy  
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Psychotherapy can help children and their families manage their bipolar disorder 
symptoms. Therapy may address symptom management skills, )ps for maintaining 
rou)nes, improving emo)onal regula)ons, and developing social interac)on skills. 
Therapy can also provide support, guidance, and educa)on to children and their 
family members (NIMH, 2023).  

Cogni.ve Behavioral Therapy 

CBT can also help children learn to iden)fy triggers to their depressive and manic 
episodes, which may include such things as stress and lack of sleep, and to use 
specific thinking and behavioral strategies to improve their coping (NYULangone, 
2023). 

Dialec.cal Behavioral Therapy 

Beyond the skills and coping techniques taught in dialec)cal behavior therapy, it 
has also been shown to reduce suicidal idea)on in those with bipolar disorder 
(Abrams, 2020).  

RAINBOW is a specific strategy for children ages 7-13 and their families. It is a 12-
session program focused on educa)on about bipolar disorder, skill building to help 
children regulate their emo)ons, and coping and paren)ng strategies for 
caregivers, including the importance of crea)ng and maintaining rou)nes. It 
incorporates cogni)ve-behavioral therapy, interpersonal psychotherapy, and 
mindfulness-based approaches (Abrams, 2020). 

Interpersonal Psychotherapy 

The goal of interpersonal psychotherapy is to reduce bipolar disorder symptoms 
by increasing  children’s social support and improving their ability to manage their 
rela)onships with others. Treatment happens in different phases; in the first 
phase, therapists help children link their mood to changes in interpersonal 
situa)ons. In the second phase, professionals help the individuals iden)fy triggers 
to their depressed and manic episodes. In the third phase, now that the trigger is 
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iden)fied, therapists help children develop skills that improve their ability to 
interact with others (NYULangone, 2023).  

Medica)on 

There are numerous medica)ons to treat bipolar disorder symptoms, and since 
everyone responds to medica)on differently, individuals may need to try several 
different medica)ons to find the one that works best for them. Depending on the 
complexity of the symptoms, children with bipolar disorder may need to be on 
mul)ple medica)ons to address their needs (NIMH, 2023). Medica)ons used to 
treat bipolar disorder in both adults and children are mood stabilizers and 
an)psycho)c drugs. Medica)ons help stabilize the clients’ moods so they can 
effec)vely par)cipate in psychotherapy, where they can learn symptom 
management skills and coping strategies.  

Parents oeen share concerns about their child being on medica)ons, par)cularly 
an)psycho)cs, that can cause metabolic issues, leading to weight gain and an 
increased risk for Type 2 diabetes. In addi)on, prescribers express concerns that 
those with bipolar disorder may not be taking their medica)ons as prescribed. In 
one study, adolescents taking psychotropic drugs to treat bipolar disorder were 
only taking their medica)ons as prescribed 50% of the )me, but they and their 
parents reported 90% compliance. These discrepancies are concerning and limit 
the effec)veness of the medica)ons trea)ng the symptoms they are supposed to 
be targe)ng (Abrams, 2020).  

Disrup)ve Mood Dysregula)on Disorder 

With disrup)ve mood dysregula)on disorder (DMDD), children experience chronic 
irritability, anger, and frequent and intense temper tantrums. These anger 
outbursts go beyond the typical, age-appropriate, or situa)on-appropriate 
response, being out of propor)on to the situa)on. These outbursts occur three or 
more )mes a week on average and have been happening for over a year. In 
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between outbursts, the child is consistently angry or irritable. These behaviors 
cause significant problems at home and school and impact peer rela)onships. 
These children oeen have high rates of healthcare use, hospitaliza)on, and school 
suspension, and they are more likely to develop other mood disorders. 

Disrup)ve mood dysregula)on disorder is a newer diagnosis that was developed 
in response to children experiencing chronic and severe irritability. It was 
introduced in the Diagnos)c and Sta)s)cal Manual of Mental Disorders, 5th 
edi)on (DSM-5) in 2013. Previously, these children may have been incorrectly 
diagnosed with bipolar disorder even though they did not meet the full criteria. 
This disorder occurs more frequently in boys than in girls (NYU Langone, 2023; 
NIMH, 2023; Bruno et al., 2019). 

The American Psychiatric Associa)on classified DMDD as a depressive disorder 
and has indicated that it affects 2–5% of children and adolescents in the general 
popula)on (Boudjerida et al., 2022)  

Signs & Symptoms 

Symptoms children with disrup)ve mood dysregula)on disorder experience 
include: 

• Severe temper outbursts, both behavioral and verbal, three or more )mes 
per week, on average 

• Outbursts and tantrums that have been ongoing for a minimum of 12 
months 

• Irritable or angry moods are chronic, occurring most days and las)ng nearly 
all-day 

• Difficul)es func)oning in more than one seung due to irritability, such as at 
home, at school, or with peers 
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Children with DMDD are typically diagnosed between the ages of 6 and 10. A child 
must have experienced ongoing symptoms for 12 or more months to be 
diagnosed with DMDD(NIMH, 2023). 

Risk Factors 

Due to disrup)ve mood dysregula)on disorder being a newer diagnosis, it is 
unclear how widespread it is in the general popula)on. At this )me, it is unclear 
what the causes of DMDD are. Researchers con)nue to explore risk factors, 
including neurological development for this disorder (NIMH, 2023).  

Diagnosis 

Persistent depressive disorder is typically diagnosed through a mental health 
evalua)on or interview with the child and parents/caregivers. There may also be 
conversa)ons with school personnel who interact with the child regularly. 

During the evalua)on process, the provider assesses if the child meets the DSM-V 
criteria for a persistent depressive disorder diagnosis. This includes: 

A. Severe recurrent temper outbursts manifested verbally (e.g., verbal rages) 
and or behaviorally (e.g., physical aggression) that are grossly out of 
propor)on in intensity or dura)on to the situa)on or provoca)on 

B. Outbursts are inconsistent with the developmental level 

C. The temper outbursts occur, on average, three or more )mes per week 

D. The mood between temper outbursts is persistently irritable or angry most 
of the day, nearly every day, and is observed by others 

E. Criteria A–D have been present for 12 or more months without a symptom-
free interval of three or more consecu)ve months 

F. Symptoms are present in at least two of three seungs (at home, at school, 
with peers) and are severe in at least one seung 
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G. The diagnosis should not be made for the first )me before age six or aeer 
18 

H. The age of onset is before ten years of age 

I. There has never been a dis)nct period las)ng more than one day during 
which the full symptom criteria, except dura)on, for a manic or hypomanic 
episode have been met 

Note: Developmentally appropriate mood eleva)on, such as that which 
occurs in the context of a highly posi)ve event or its an)cipa)on, should 
not be considered a symptom of mania or hypomania 

J. The behaviors do not occur exclusively during an episode of major 
depressive disorder and are not bejer explained by another mental 
disorder (e.g., au)sm spectrum disorder, PTSD, separa)on anxiety disorder) 

Note: This diagnosis cannot coexist with opposi)onal defiant disorder, 
intermijent explosive disorder, or bipolar disorder, though it can coexist 
with others, including major depressive disorder, ADHD, conduct disorder, 
and substance use disorders (SUDs). Individuals whose symptoms meet the 
criteria for both DMDD and opposi)onal defiant disorder (ODD) should only 
be given the diagnosis of DMDD. If an individual has ever experienced a 
manic or hypomanic episode, the diagnosis of DMDD should not be 
assigned. 

K. Symptoms are not due to the physiological effects of a substance or a 
medical or neurological condi)on (American Psychiatric Associa)on, 2013). 

Treatment 

DMDD-specific treatments are limited as it is a newer diagnosis, and research is 
ongoing to establish best prac)ces for treatment. Currently, treatment is similar to 
other diagnoses that include disrup)ve behaviors and irritable moods, such as 
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anxiety disorders, opposi)onal defiant disorder, and ajen)on-deficit/
hyperac)vity disorder. Generally, treatment will include psychotherapy for the 
child with the involvement of the parents and considera)on for medica)on if 
necessary.  

Psychotherapy 

Psychotherapy treatments that may be most beneficial for trea)ng DMDD include 
the following: 

Cogni)ve behavioral therapy (CBT) focuses on the rela)onship between behaviors, 
thoughts, and feelings. It can be an effec)ve treatment for anger and disrup)ve 
behaviors. CBT for anger and disrup)ve behaviors targets changing maladap)ve 
thoughts and teaching children to increase their frustra)on tolerance without 
having an outburst. CBT focuses on teaching coping skills for controlling one's 
anger, ways to iden)fy distorted percep)ons, and strategies to re-label thoughts 
that contribute to outbursts. 

In dialec)cal behavior therapy for children (DBT-C), children learn skills to regulate 
their emo)ons and avoid extreme or prolonged outbursts. In DBT-C, the provider 
teaches children skills that can help with regula)ng their emo)ons and moods. 

In parent training, parents or caregivers learn more effec)ve ways to respond to 
irritable behavior. This may involve learning to an)cipate events that might lead to 
a child’s temper outbursts and being proac)ve to avert them. Training also 
emphasizes the importance of consistent and predictable responses to a child’s 
outbursts and providing rewards for posi)ve behavior (NIMH, 2023). 

Medica)on 

Currently, no medica)on is approved by the U.S. Food and Drug Administra)on 
(FDA) for trea)ng children with DMDD. However, healthcare providers may 
prescribe medica)on to relieve the DMDD symptoms being experienced. 
Medica)ons may have side effects, and parents should monitor children closely 
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and discuss any concerns they may have with the prescriber. Medica)ons that 
may be considered to treat symptoms of DMDD include s)mulants that are 
frequently used to treat ADHD. Research shows that s)mulant medica)ons may 
decrease irritability in children. 

An)depressants are occasionally used to treat irritability and mood problems 
children with DMDD may experience. A concern with prescribing an)depressants 
is that in some children, it may increase suicidal thoughts and behaviors, so 
caregivers and providers should monitor them closely. 

Atypical an)psycho)c medica)ons are used to treat children with irritability, 
severe outbursts, or aggression. The FDA has approved these medica)ons to treat 
irritability associated with au)sm, and they are occasionally used to treat DMDD 
as well. Due to the side effects associated with these types of medica)ons, they 
should only be considered when other treatments have been unsuccessful (NIMH, 
2023). 

Trauma 

One major risk factor for developing early-onset mood disorders is childhood 
trauma. Numerous studies have found that individuals with histories of childhood 
trauma are approximately three )mes more likely to have psychiatric illnesses 
during adulthood than people without trauma histories (Lucero et al., 2022). 

Research has found that childhood maltreatment increases the risk of developing 
mental health disorders and substance use disorders. It is also linked to an earlier 
age of onset, a more severe clinical course, and poorer responses to treatment, 
both with psychotherapy and medica)ons. Trauma experienced early on in life is 
also associated with an increased risk of medical disorders, including cardiac 
disorders, stroke, type 2 diabetes, asthma, and some types of cancers. Those who 
have experienced child abuse and neglect have a lower life expectancy (Lippard & 
Nemeroff, 2020).  
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Adverse Childhood Experiences (ACEs) are poten)ally trauma)c events that occur 
in childhood, and they include experiencing abuse, neglect, violence, witnessing 
violence at home, and having a family member ajempt suicide or die by suicide. 
They also include adverse experiences in the child's environment that can impact 
their sense of stability, bonding, and safety, including being raised in a home with 
substance use, mental health difficul)es, or instability due to parents' separa)on 
or incarcera)on of a parent, sibling, or another member of the household. It is 
important to note that ACEs may overlap with trauma but are not necessarily 
trauma)c. Some of the experiences considered adverse events are not considered 
life-threatening as defined by the DSM-5. However, they have long-term nega)ve 
emo)onal and physical health impacts (Mancini, 2021) 

Impacts of Mood Disorders 

Mood disorders are recognized as illnesses that lead to poor emo)onal, social, 
and cogni)ve func)oning and overall quality of life impairments. Those with mood 
disorders present with deficits in social skills, strained interpersonal rela)onships, 
exhausted empathic reac)ons, low self-esteem, and a lack of posi)ve future-
directed thinking. Social and emo)onal dysfunc)on in children with mood 
disorders can cause increased social rejec)on sensi)vity and disinterest in full 
avoidance of social interac)ons. This isola)on further increases symptoms of 
mood disorders (Lucero et al., 2022)  

Impacts on Families 

Depending on the severity of the child’s mood disorder and how well it is 
managed, it can have a significant impact on families. When mood changes are 
mild, family members may experience some distress but may be able to tolerate 
the changes overall. The distress may ease with educa)on about mental illness 
and learning ways to cope with the demands their family member’s mental illness 
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places on the family group. Having a family member with severe symptoms can be 
very stressful, especially if the family does not have coping skills to deal with the 
stress level. Having a family member with a mood disorder can be exhaus)ng. 
Family members may experience a range of emo)ons as they process their family 
member’s mood disorder diagnosis. There is no right or wrong way to feel, but 
support must be in place so the emo)ons can be handled in a healthy way.  

Having a family member with a mood disorder may impact families in a number of 
ways, including: 

• Disrup)on in regular rou)nes 

• Emo)onal distress, such as guilt, worry, and grief 

• Strained marital or family rela)onships 

• Financial stresses due to a reduced income or excessive spending 

• Having to deal with unusual or dangerous behavior 

• Changes in family roles 

• Difficulty in maintaining rela)onships outside the family 

• Health problems as a result of stress (heretohelp.bc.ca, 2023). 

It is normal for families to worry about their loved ones, such as when they are 
experiencing a manic episode that may cause them to act in a dangerous or risky 
way. Families can create a plan on how they will manage during these difficult 
)mes. Having a crisis plan can help support everyone and create expecta)ons 
around each family member’s role. Families can ensure they are communica)ng 
their fears and concerns with each other. For example, younger children in the 
family may fear they will also have a mood disorder, and older children may fear 
they will have to care for their sibling with a mood disorder in the event their 
parents are no longer able to provide care.  
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Strategies to help families include: 

• Educate themselves about the illness 

• Support the family member with the mood disorder in managing the illness 

• Believe in the individuals with a disorder, especially in )mes when they may 
not believe in themselves 

• Con)nue to love them even when you want to give up (heretohelp.bc.ca, 
2023) 

Impacts on Peer Rela)onships 

Children with mood disorders experience social impairment, and those with 
greater depressive symptoms are more likely to avoid social interac)ons. 
Symptoms of depression in early childhood are linked with nega)ve peer 
experiences, including peer rejec)on, exclusion, and vic)miza)on. Research 
shows a link between social withdrawal in childhood and significant internalized 
problems and social difficul)es in adolescence and adulthood. Furthermore, 
children with mood disorders tend to experience nega)ve responses from peers, 
and they are more likely to be disliked, excluded, and vic)mized by peers. As they 
get older, children with mood disorders tend to have fewer friends, those 
friendships tend to be of lower quality, and the friends tend to also have mental 
health difficul)es. Nega)ve peer experiences carry an increased risk for a host of 
later social, emo)onal, and academic difficul)es. This can create a nega)ve cycle 
where social withdrawal and nega)ve interac)on with peers increase depression 
symptoms, which leads to further isola)on (Coplan & Ooi, 2023).  

Impacts on Academics 

Mental health problems can affect a student’s energy level, concentra)on, 
dependability, mental ability, and op)mism, hindering performance. Research 
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suggests that depression is associated with lower grade point averages and that 
co-occurring depression and anxiety can increase this associa)on. Depression has 
also been linked to dropping out of school (SPRC, 2020). 

Impacts on Parents and Caregivers 

Caring for a child with a mood disorder can be stressful for parents, caregivers, 
and family members. Coping with mood episodes, angry outbursts, risky behavior, 
and possible self-harm and suicide ajempts is challenging and emo)onally 
exhaus)ng. It is important for caregivers to take care of themselves as well. Having 
a therapist or a support group to lean on for guidance and learning stress 
management skills can be very beneficial. NAMI is one such program that runs 
support groups for family members of those with serious mental illness (NIMH, 
2023).  

It can be very difficult being a parent and caregiver to a child with a mood 
disorder. It’s heartbreaking to watch one’s loved one struggle with difficult 
symptoms. Parents may feel helpless, overwhelmed, confused, hopeless, angry, 
sad, exhausted, fearful, guilty, shameful, or isolated. All of these are frequently 
experienced feelings of caregivers to children with mood disorders. Mental health 
providers may wish to address these issues with parents and caregivers as they 
may be ashamed to broach some of the more difficult feelings for fear of 
judgment. Parents can also be encouraged that with proper treatment, their child 
can live a meaningful and fulfilling life. Steps parents may take to care for 
themselves while suppor)ng their child with a mood disorder may include: 

• Par)cipa)ng in a support group - there are numerous in-person and online 
support groups for caregivers of children with mental health disorders.  

• Educa)ng themselves on their child’s disorder - this can be done through 
reading books and ar)cles on the specific diagnosis, ajending workshops, 
or watching online videos.  
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• Establishing a treatment team for their child, including a mental health 
provider, pediatrician, and psychiatrist.  

• Par)cipa)ng in family therapy as indicated or in their child’s individual 
therapy as requested. 

• Having honest, age-appropriate conversa)ons with their child about their 
mental health.  

• Having a clear understanding of their child’s baseline so that when moods 
or behaviors shie, interven)ons can be implemented immediately. 

• Asking about suicidal feelings or plans . This can be a difficult subject to talk 
about but it is important to be direct and to understand that asking about 
suicide is not going to put the idea in their child’s head (dbsalliance.org, 
2023).  

Suicide 

Suicidal thoughts and ac)ons are a concern for many individuals with depression 
and mood disorders. The following are warning signs of suicidal thoughts, and 
immediate care should be sought if children: 

• begin giving away treasured possessions 

• refer to “not being around” in the future 

• express a wish to “disappear” or “sleep forever” 

• express a desire to die 

• men)on a plan to die (Boston Children’s Hospital, 2023). 

Families with children at risk for suicide should establish a safety and crisis plan 
with their child’s treatment team. Informa)on that may be included in a safety 
plan are such things as locking up items that may be used to self-harm when 
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seeking crisis care versus hospital care, how the child will ask for help in )mes of 
need, and if there are other children in the household what is the plan for care for 
them when their sibling is experiencing a crisis (dbsalliance.org, 2023).   

Parental Burnout 

Paren)ng a child with a mood disorder can be exhaus)ng, and parents should be 
educated about parental burnout. Avoiding parental burnout requires a conscious 
effort. Specifically, it requires consistent self-care, establishing a strong support 
network, having a trustworthy therapeu)c team for the child, and reminding 
oneself of the love one has for the child who is struggling. The following are some 
ideas on how parents can reinforce their love and care for their children during 
challenging moments: 

• Make a list of the child’s strengths 

• Recall fun )mes 

• Smile when the child walks into the room  

• Prac)ce small acts of kindness 

• Assess and grow empathy 

• Complete small acts of physical affec)on (shoulder squeeze, tussle hair) 

• Allow the feelings; no judgment 

• Find the posi)ve moments 

• Connect with others 

• Monitor reac)ons to behaviors 

• Don’t take ac)ng out behaviors personally (Ajaway, 2023). 
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Protec)ve Factors 
Protec)ve factors help children build posi)ve rela)onships with family, friends, 
teachers, and community members. They support children in developing high self-
esteem, problem-solving skills, and coping skills. Some of the key protec)ve 
factors for children are experienced in the home environment and through family 
rela)onships. Parents who provide structure, stability, and clear expecta)ons 
create a secure and safe space. Building open, honest, and non-judgmental 
communica)on between parents and children encourages young people to 
approach their parents when they are struggling with a problem rather than seek 
advice from other less posi)ve influences.   

Posi)ve rela)onships at school with teachers, counselors, and other trusted adults 
can be protec)ve factors in a child's life. Children can experience meaningful 
rela)onships through the family's religious community, cultural groups, or other 
community involvement groups.  

Having posi)ve, healthy peer rela)onships is another protec)ve factor. Parents 
can encourage their children to spend )me with friends and build communi)es in 
which they feel they belong.  

Other protec)ve factors include: 

• Trustworthy friends and neighbors who let children be themselves 

• Par)cipa)on in school ac)vi)es, like clubs, team sports, or the arts where 
they can build new skills and develop self-confidence 

• Mentorship programs, career academies, and part-)me jobs where teens 
can learn new responsibili)es in a safe space 

• Posi)ve self-talk and self-praise help children recognize their own self-worth 

• A healthy diet, exercising regularly, and geung enough sleep helps children 
be at their best physically so they can handle emo)onal challenges. 
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• Healthy ways to manage stress include staying ac)ve, talking to friends, or 
par)cipa)ng in other posi)ve ac)vi)es (Cooper, 2023).  

Parental Roles 

Parental involvement is key in any child's treatment and overall well-being. 
Parents are crucial in helping their children buffer everyday stress, teaching them 
to manage their feelings effec)vely, and providing a stable and secure 
environment. Research has consistently shown a correla)on between parental 
mental health and children's well-being, sugges)ng that caregivers' mental health 
is important to protect children's well-being (Spiteri, 2021).   

Parents can play a pivotal role in their children's mental health at home by 
engaging them in school work and chores and encouraging them to exercise daily 
(Spiteri, 2021). In recent )mes, there has been a significant decline in the number 
of school-age children who have 60 minutes of physical ac)vity daily (24.2% down 
to 19.9%) (Lebrun-Harris et al., 2022). Physical ac)vity is known to help reduce 
symptoms of anxiety and depression and contribute to general wellness.  

Even prior to the pandemic, decreases were seen in parents or caregivers 
repor)ng they had excellent or good mental health (69.8% in 2016, down to 
66.3% in 2020). There was also a decrease in parents who reported they were 
doing very well with the demands of raising children (67.2% in 2016, down to 
59.9% in 2020). Two addi)onal concerning sta)s)cs were the rise in the number 
of children who had lived with someone with mental illness (7.8% in 2016 
increased to 8.3% in 2020) and who experienced ethnic or racial discrimina)on 
(3.7% in 2016 to 5.4% in 2020) (Lebrun-Harris et al., 2022).  

Parents experienced high stress, fear, anxiety, emo)onal distress, and financial 
difficul)es during the pandemic. Addressing a caregiver's mental health and well-
being is two-fold. First, there is a reciprocity between parent and child mental 
health. Second, caregivers’ capacity to support and protect their children 
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ul)mately depends on their own coping abili)es and well-being. Therefore, 
mental health providers should assess caregivers' mental health and make 
referrals as they see necessary to give their young clients the best outcomes 
possible (Fong & Iarocci, 2020).  

School Roles 

Abramson (2022) discusses the school's role in addressing children's mental 
health. Federal funding has been provided to schools to support students' mental 
health. As a result, many schools are building mental health into the curriculum 
and training teachers in preven)on strategies to support students' psychological 
health. Unfortunately, hiring full-)me staff is not sustainable due to temporary 
federal aid. Below are three ways schools can address the mental health of their 
students.  

Bringing Mental Health into the Classroom 

Some districts are having their school psychologists train teachers in social and 
emo)onal skills to help students deal with stress and anxiety at the moment they 
are experiencing it in the classroom. Equipping students with coping skills that can 
be used in the classroom can reduce the strain on school psychologists while 
improving the student's ability to learn. Teachers are also immediately available to 
students, whereas school psychologists may not be available in the moment when 
a student needs to implement a new coping skill.  

Some teachers are building mental health lessons into their curriculum on their 
own, while other schools have their psychologists work with teachers to 
incorporate post-pandemic-relevant topics like anxiety, trauma, and warning signs 
of suicide into their classes. Other schools invest in formal social and emo)onal 
health training programs. For example, Yale University's RULER program teaches 
the five emo)onal intelligence skills of recognizing, understanding, labeling, 
expressing, and regula)ng. Results in schools that have implemented the RULER 
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program have seen posi)ve results not just among students but also among 
teachers and administrators (Yale, 2022).   

Teachers to Address Trauma 

In addi)on to teachers having more students with mental health and behavioral 
issues, more students have trauma. Many teachers do not feel equipped to 
address trauma effec)vely. One study found that only 15% of teachers felt 
comfortable dealing with grief and trauma linked to the pandemic. Helping 
teachers iden)fy trauma is essen)al as student ac)ons are frequently mislabeled 
as conduct issues instead of trauma responses, and struggling students do not 
receive the support they need. In cases where trauma reac)ons are occurring, 
students can be referred for addi)onal behavioral health support instead of 
puni)ve interven)ons. Curriculum and training that guides educators in how to 
recognize, support, and refer students with trauma is available. For example, the 
Coali)on for Psychology in Schools and Educa)on has developed Mental Health 
Primers to help teachers iden)fy behaviors that are symptoma)c of mental health 
issues, with the goal of direc)ng teachers to appropriate resources for their 
students (Abramson, 2022). 

Wellness/Healthy Lifestyle 

Research con)nues to show the benefits physical ac)vity, nutri)on, and sleep can 
have on improving mental health. Physical ac)vity has both neurobiological and 
psychosocial effects that par)cularly help improve depression (in some studies as 
significantly as an)depressants and CBT) and moderately reduce anxiety. 
Neurobiologically, physical ac)vity modifies the stress response, promotes brain 
development, and regulates serotonin, dopamine, norepinephrine, and 
endorphins. Psychosocial benefits include promo)ng social connec)on and 
autonomy, skillset mastery, building confidence through achievement, and 
learning distress tolerance. 
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New research supports the link between healthy ea)ng and improved mental 
health. One study found poor diets linked to lower lee hippocampal volume, and 
ongoing research explores how the gut biome impacts mental health. Areas to 
target that have shown posi)ve improvements in mental health include increased 
intake of fruits and vegetables, whole grains, seafood, nuts, and legumes; 
moderate consump)on of dairy products; low intake of red and processed meat; 
and minimal intake of processed foods. Food insecurity can play a part in this, and 
mental health providers should consider this when evalua)ng and making 
nutri)on recommenda)ons.  

Quality sleep has several posi)ve outcomes for children, including improvements 
in ajen)on, academic performance, memory, cogni)on, behavior, emo)onal 
regula)on, enhanced self-esteem, and levels of op)mism. In contrast, inadequate 
sleep has been linked to increased self-cri)cism, risk-taking behaviors, and 
increased risk of suicidality and other mental health disorders. On average, 
adequate sleep amounts are considered to be nine or more hours for children 
aged 6-12 and 8 or more hours for adolescents aged 13-18, with younger children 
under the age of six requiring even more sleep )me. Nearly 60% of middle 
schoolers and 75% of high school students do not get adequate sleep. Factors that 
contribute to poor sleep include electronic media exposure, caffeine 
consump)on, early school start )mes, chronic medical condi)ons, neurologically 
based sleep disorders, and pressures to achieve good grades, par)cipate in 
extracurricular ac)vi)es, and maintain an ac)ve social life (Hosker et al., 2019).  

Building Resilience 
Resilience is a mul)systemic dynamic process of successful adapta)on or recovery 
in the context of risk or a threat. There are two main components of resilience: 
risk or threats to the person or system (e.g., maltreatment, natural disasters, 
mental illness in parents) and criteria by which successful adapta)on or recovery 
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is evaluated (e.g., physical health or subjec)ve well-being). Mul)system resilience 
factors include: 

• Sensi)ve caregiving, close rela)onships, social support 

• Sense of belonging, cohesion; 

• Self-regula)on, family management, group or organiza)on leadership 

• Agency, beliefs in system efficacy, ac)ve coping 

• Problem-solving and planning 

• Hope, op)mism, confidence in a bejer future 

• Mastery mo)va)on, mo)va)on to adapt 

• Purpose and a sense of meaning 

• Posi)ve views of self, family, or group 

• Posi)ve habits, rou)nes, rituals, tradi)ons, and celebra)ons (Mesman et al., 
2021). 

Resilience is associated with the ability to combat depression, anxiety, and trauma 
symptoms in youth. When screening at-risk popula)ons and assessing situa)ons 
that may nega)vely impact young people, building resiliency should be 
incorporated into preven)on and interven)on strategies.  

One tool that has been established to promote resilience and increase well-being 
in children and adolescents is the use of smartphone apps. One example of this is 
GrowIt!, which is a gamified app that monitors emo)ons, thoughts, and behaviors 
in daily life using the experience sampling method. The app offers daily challenges 
using cogni)ve behavior therapy-based elements to prompt adap)ve coping skills 
(Mesman et al., 2021).   
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Ethical Considera)ons 
One cri)cal considera)on for providers is the ethical implica)ons that must be 
addressed when  trea)ng minor clients. Different states have varied laws and 
expecta)ons around the care of minors, and it is the provider's responsibility to be 
aware of these regula)ons and follow them. When there are discrepancies or 
ques)ons, providers should seek support from their peers, supervisors, and/or 
licensing board's ethics commijees.  

Autonomy of Minors 

In most states, parents oversee health care decision-making for their children. 
However, some states allow children to make decisions regarding their health if 
they are legally emancipated, or if they are a certain age and the care relates to 
mental health, reproduc)ve health, or substance use treatment. These laws vary 
considerably by state, and providers must be aware of these discrepancies. 
Conflicts may arise when parents and children have conflic)ng views on the 
course of treatment. This can be further complicated if it is based on religious 
beliefs or cultural values.  

Assent and Consent  

Assent is the willingness to follow the treatment recommenda)ons. While the 
client may not possess the legal decision capacity regarding treatment, they s)ll 
must agree to the recommenda)ons if treatment is to be effec)ve. Consent is the 
legal capacity to make a decision regarding the treatment recommenda)ons. 
When working with children, providers should seek treatment consent from the 
legal guardian and assent from the child they are trea)ng.  
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Confiden)ality 

Mental health providers are obligated to protect their client's privacy and not 
communicate informa)on to other persons or en))es without the clients' 
permission. The limita)ons of confiden)ality should be explained to children in an 
age-appropriate way. Confiden)ality is in place to allow the client to share 
informa)on without fear of disclosure by the provider. This safe space is essen)al 
to develop a therapeu)c rela)onship. However, confiden)ality can be challenged 
when trea)ng children, and there should be a clear agreement between the 
provider, the child, and the parent as to what informa)on will remain confiden)al 
and what informa)on will be shared. Breaching confiden)ality is acceptable for 
the safety of the client or others. There may be other legal and public health 
situa)ons that may also jus)fy a breach of confiden)ality (Disla de Jesus et al., 
2022).  

One aspect that needs to be considered when discussing children's mental health 
is that COVID-19 has had a dispropor)onate effect on disadvantaged and 
marginalized families. The pandemic has highlighted the dispari)es for youth 
linked to discrimina)on, racism, pre-exis)ng inequi)es, poorer access to care, 
increased exposure to risk, underrecognizing of illness, poor-quality treatment, 
limited economic resources, and crowded living condi)ons. In addi)on, youth 
from marginalized and minority groups are more likely to experience grief and loss 
of family members to COVID-19, secondary to the overrepresenta)on of the virus 
in communi)es that have been historically marginalized. Therefore, how minority 
popula)ons are psychologically affected by COVID-19 and access to mental health 
care must be thoughyully considered (Benton et al., 2021). 

Conclusion  
Mood disorders impact millions of children worldwide and vary in their severity 
and impact. Early iden)fica)on of mood disorders in children allows for )mely 
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interven)ons that can improve long-term outcomes. Mood disorders can have 
serious long-term outcomes for children, including but not limited to decreased 
school performance, poor social interac)ons, early pregnancy, frequent physical 
illness, substance abuse, and suicide. Mood disorders in children oeen go 
undiagnosed as the symptoms can be different than those experienced by adults 
with mood disorders.   

Treatment most frequently focuses on a combina)on of psychotherapy and 
medica)ons. Growing research supports the use of technology to support 
children's coping skills between therapy sessions. Research also shows that 
building resilience and protec)ve factors can support children and their families in 
having increased posi)ve outcomes.  
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Appendix A: PHQ-A 

PHQ-9 modified for Adolescents (PHQ-A)—Adapted  

Severity Measure for Depression—Child Age 11–17 

Name:____________________________________ Age: ______ Sex: Male ❑ Female ❑ 
Date:_________________  

Instruc)ons: How oeen have you been bothered by each of the following symptoms during the past 
7 days? For each symptom put an “X” in the box beneath the answer that best describes how you 
have been feeling.   

Clinicia
n  Use

Item  

score

(0) 

Not at 
all

(1) 

Several 

days

(2) 

More than  

half the 
days

(3) 

Nearly  

every 
day

1. Feeling down, depressed, irritable, or 
hopeless?

2. Little interest or pleasure in doing 
things?

3. Trouble falling asleep, staying asleep, 
or sleeping too much?

4. Poor appetite, weight loss, or 
overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourself—or feeling 
that you are a  failure, or that you 
have let yourself or your family down?

7. Trouble concentrating on things 
like school work,  reading, or 
watching TV?
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Modified from the PHQ-A (J. Johnson, 2002) for research and evalua)on purposes 

Instruc)ons to Clinicians  

The Severity Measure for Depression—Child Age 11–17 (adapted from PHQ-9 modified for Adolescents [PHQ-A]) 
is a 9- item measure that assesses the severity of depressive disorders and episodes (or clinically significant 
symptoms of depressive disorders and episodes) in children ages 11–17. The measure is completed by the child 
prior to a visit with the clinician. Each item asks the child to rate the severity of his or her depression symptoms 
during the past 7 days.  

Scoring and Interpreta)on  

Each item on the measure is rated on a 4-point scale (0=Not at all; 1=Several days; 2=More than half the days; and  
3=Nearly every day). The total score can range from 0 to 27, with higher scores indica)ng greater severity of 
depression.  The clinician is asked to review the score of each item on the measure during the clinical interview and 
indicate the raw  score in the sec)on provided for “Clinician Use.” The raw scores on the 9 items should be 
summed to obtain a total raw score and should be interpreted using the table below:  

Interpreta)on Table of Total Raw Score  

8. Moving or speaking so slowly that 
other people could have noticed?  

Or the opposite—being so fidgety or 
restless that you were moving around 
a lot more than usual?

9. Thoughts that you would be better 
off dead, or of hurting yourself in 
some way?

Total/Partial Raw Score:

Prorated Total Raw Score: (if 1-2 items left unanswered)

Total Raw Score Severity of depressive disorder or 
episode

0-4

5-9

10-14

15-19

20-27

None  

Mild   

Moderate   

Moderately severe  

Severe 
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Note: If 3 or more items are lee unanswered, the total raw score on the measure should not be used. Therefore, 
the child should be encouraged to complete all of the items on the measure. If 1 or 2 items are lee unanswered, 
you are asked to calculate a prorated score. The prorated score is calculated by summing the scores of items that 
were answered to get a par)al raw score. Mul)ply the par)al raw score by the total number of items on the 
PHQ-9 modified for Adolescents (PHQ-A)—Modified (i.e., 9) and divide the value by the number of items that 
were actually answered  (i.e., 7 or 8). The formula to prorate the par)al raw score to the Total Raw Score is:  

____________(Raw sum x 9)______________  

Number of items that were actually answered  

If the result is a frac)on, round to the nearest whole number.  

Frequency of Use  

To track changes in the severity of the child’s depression over )me, the measure may be completed at regular 
intervals as clinically indicated, depending on the stability of the child’s symptoms and treatment status. 
Consistently high scores on a par)cular domain may indicate significant and problema)c areas for the child that 
might warrant further assessment, treatment, and follow-up. Your clinical judgment should guide your decision. 
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Appendix B: CBQ 

The Child Bipolar Ques)onnaire - Version 2.0 

Demitri F. Papolos, M.D. (2002) 

Retrieved November 2023 from The Juvenile Bipolar Research Founda)on 

hjps://www.bpchildresearch.org/cbq/index.html 

Frequency 

Symptom/Behavior Frequency Scoring 

 1) displays excessive distress when separated from family 

Never or hardly 
ever

Sometimes Often Very often or 

almost constantly

1 2 3 4

2) exhibits excessive anxiety or worry

3) has difficulty arising in the AM

4) is hyperactive and easily excited in the
PM

5) has difficulty settling at night
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6) has difficulty getting to sleep

7) sleeps fitfully and/or awakens in the
middle of the night

8) has night terrors and/or nightmares

9) wets bed

10) craves sweet-tasting foods

11) is easily distracted by extraneous stimuli

12) is easily distracted during repetitive
chores & lessons

13) demonstrates inability to concentrate at
school

14) attempts to avoid homework
assignments

15) able to focus intently on subjects of
interest and yet at times is easily distractible

16) has poor handwriting

17) has difficulty organizing tasks

18) has difficulty making transitions

19) has difficulty estimating time

20) has auditory processing or short-term
memory deficit
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21) is extremely sensitive to textures of
clothes, labels, and tightness of fit of socks
or shoes

22) exhibits extreme sensitivity to sound
and noise

23) complains of body temperature
extremes or feeling hot despite neutral
ambient temperature

24) is easily excitable

25) has periods of high, frenetic energy and
motor activation

26) has many ideas at once

27) interrupts or intrudes on others

28) has periods of excessive and rapid
speech

29) has exaggerated ideas about self or
abilities

30) tells tall tales; embellishes or
exaggerates

31) displays abrupt, rapid mood swings

32) has irritable mood states

33) has elated or silly, goofy, giddy mood
states

34) displays precocious sexual curiosity

35) exhibits inappropriate sexual behaviors,
e.g. openly touches self or others’ private
parts
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36) takes excessive risks

37) complains of being bored

38) has periods of low energy and/or
withdraws or isolates self

39) has decreased initiative

40) experiences periods of self doubt and
poor self-esteem

41) feels easily criticized and/or rejected

42) feels easily humiliated or shamed

43) fidgets with hands or feet

44) is intolerant of delays

45) relentlessly pursues own needs and is
demanding of others

46) is willful and refuses to be subordinated
by others

47) argues with adults

48) is bossy towards others

49) defies or refuses to comply with rules

50) blames others for his/her mistakes

51) is easily angered in response to limit
setting

52) lies to avoid consequences of his/her
actions
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Scoring: Responses with a frequency of 1-2 are scored as a 0, and responses with 
a 3-4 are scored as 1.  

53) has protracted, explosive temper
tantrums

54) has difficulty maintaining friendships

55) displays aggressive behavior towards
others

56) has destroyed property intentionally

57) curses viciously, uses foul language in
anger

58) makes moderate threats to others or
self

59) makes clear threats of violence to
others or self

60) has made clear threats of suicide

61) is fascinated with gore, blood, or violent
imagery

62) has acknowledged experiencing
auditory and/or visual hallucinations

63) hoards or avidly seeks to collect objects
or food

64) has concern with dirt, germs, or
contamination

65) is very intuitive and/or very creative

55



Within the ques)onnaire, there is a subscale of 35 of the 65 CBQ items called the 
Core Bipolar Symptoms Subscale. Determina)on of a “probable” diagnosis of 
childhood-onset bipolar disorder is based on posi)ve endorsement of >40/65 
general items at frequencies > 2, or alterna)vely at least 20/33 core bipolar 
symptoms subscale. Subscale items appear in grey highlight.  
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Appendix C: DMDD Ques)onnaire 
Boudjerida, A., Labelle, R., Bergeron, L., Berthiaume, C., Guilé, J. M., & Breton, J. J. (2022). Development and Ini)al 
Valida)on of the Disrup)ve Mood Dysregula)on Disorder Ques)onnaire Among Adolescents From Clinic Seungs. 
Fron.ers in Psychiatry, 13, 617991. 

Interviewer: Specify to the adolescent that the ques)ons are about the past 12 
months. 

Codes: No (0)  Yes (1)  Not applicable (X) 

File No: __________         Interviewer Name: ____________          
Interview Date: ___/___/___ 

Age: _____ 

Gender: _____

T1: _____  T2:_____
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1. Have you had temper outbursts where you have been verbally
abusive or

      A1  performed physical aggression toward property or people?
_____ 

 If yes (>2 times), as questions 2 to 10 

             If no or 1 time, apply code X to questions 2 to 10 

2. Do you feel like you were over-reacting to the situation or
provocation that

      A2  triggered your temper outburst?
_____

3. Do you experience temper outbursts three times a week or more?

C
_____ 

4. Almost every day, do you feel between your temper outbursts:
irritable?           _____

      D1
angry?             _____ 

Sad? _____

If no to question 4, apply code X to Q5 and go to question 6 

5. Do people around you, such as your parents, your teachers, or other 
teenagers 

      D2  no)ce that you feel irritable, angry, or sad?                                                            
_____
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The DMDD Ques)onnaire was developed in French and English by Drs. Jean-
Jacques Breton, Lisa Bergeron, and Real Labelle (2011). For research or clinical 
informa)on, contact Dr. R. Labelle, Email: labelle.real@uqam.ca. 

6. Have your temper outbursts been lasting for at least one year?

E1
_____

Inverted item: No (1), Yes (0) 

7. Within the past year, was there a period of at least three months
when you did

      E2  not experience any temper outburst?
_____

8. Do your temper outburst happen: at 
home?                    _____

      F1 at 
school? _____ 

With your 
friends?       _____

9. Did your temper outbursts start before age 10?

H
_____

10. Do your temper outburst get you in trouble: at 
home?                    _____

      F2 at 
school? _____ 

With 
your friends?       _____          
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Appendix D: ACE 

Adverse Childhood Experiences (ACE) Ques)onnaire  

Retrieved November 2023 from hjps://www.theannains)tute.org/
Finding%20Your%20ACE%20Score.pdf 

While you were growing up, during your first 18 years of life:  

1. Did a parent or other adult in the household o]en …  

Swear at you, insult you, put you down, or humiliate you?  

or  

Act in a way that made you afraid that you might be physically hurt?  

Yes  No        If yes enter 1 ________ 

2. Did a parent or other adult in the household o]en …

Push, grab, slap, or throw something at you? 

or  

Ever hit you so hard that you had marks or were injured? 

Yes  No If yes enter 1 ________ 
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3. Did an adult or person at least 5 years older than you ever…

Touch or fondle you or have you touched their body in a sexual way? 

or  

Try to or actually have oral, anal, or vaginal sex with you? 

Yes  No If yes enter 1 ________ 

4. Did you o]en feel that …

No one in your family loved you or thought you were important or special? 

or  

Your family didn’t look out for each other, feel close to each other, or support each 
other?  

Yes  No If yes enter 1 ________ 

5. Did you o]en feel that …

You didn’t have enough to eat, had to wear dirty clothes, and had no one to 
protect you?  

or  

Your parents were too drunk or high to take care of you or take you to the doctor 
if you needed it?  

Yes  No If yes enter 1 ________ 

6. Were your parents ever separated or divorced?
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Yes  No If yes enter 1 ________ 

7. Was your mother or stepmother: O]en pushed, grabbed, slapped, or had
something thrown at her?

or  

Some)mes or oeen kicked, bijen, hit with a fist, or hit with something hard? 

or  

Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 

Yes No  If yes enter 1 ________ 

8. Did you live with anyone who was a problem drinker or alcoholic or who used
street drugs?

Yes No If yes enter 1 ________ 

9. Was a household member depressed or mentally ill or did a household member
ajempt suicide?

Yes No 

If yes enter 1 ________ 

10. Did a household member go to prison?

Yes  No If yes enter 1 ________ 
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Now add up your “Yes” answers: _______ This is your ACE Score. 

An ACE Score of 0 suggests that you reported no exposure to childhood trauma. An ACE Score of 
10 suggests that you reported exposure to childhood trauma. The higher your ACE Score, the 
greater your risk for developing one or more physical or mental health problems.
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The material contained herein was created by EdCompass, LLC ("EdCompass") for the purpose of 
preparing users for course examinations on websites owned by EdCompass, and is intended for use 
only by users for those exams. The material is owned or licensed by EdCompass and is protected 

under the copyright laws of the United States and under applicable international treaties and 
conventions. Copyright 2024 EdCompass. All rights reserved. Any reproduction, retransmission, or 

republication of all or part of this material is expressly prohibited, unless specifically authorized by 
EdCompass in writing. 
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