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Abstract:

Bipolar disorder can occur in children and ado-
lescents. Prevalence of early onset bipolar disor-
der is rather rare. Studies have reported an inci-
dence of 0.1%.

In this case report, we present a case of early
onset bipolar disorder where dissociative
(conversion) symptoms were associated with
mania. The presence of dissociative symptoms in
bipolar disorder has been reported in the litera-
ture.

Introduction:

Although there is a general agreement that bipo-
lar disorder can occur in children and adoles-
cents, there remain several unanswered ques-
tions regarding the frequency with which it mani-
fests, the best ways to measure and define it .!

The prevalence of early onset bipolar disorder is
rare, based on studies using diagnostic criteria
within the DSM — IV- TR.? Epidemiological studies
in adolescents have reported prevalence rates
of bipolar disorders to be ranging from 0.06 per-
centto 0.1 percent.3

Diagnosing early onset bipolar disorder is difficult
and often delayed due to the atypical presenta-
tion, more commonly in prepubertal age group,
resulting in considerable chronicity and impair-
ment .*
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Among adolescents, the evolution of a manic ep-
isode and clinical features is almost similar to

that in adult bipolar disorder and its presentation
is less atypical than the prepubertal age group 2

In this case report, we present a case of early
onset bipolar disorder where dissociative
(conversion) symptoms were associated with
mania. The presence of dissociative symptoms in
bipolar disorder has been reported in the litera-
ture >’
Case studies have shown how the co morbidity
of bipolar disorder and dissociation increases a
patient's lethality risk and how both disorders
may contribute to the volatile destabilization of
the other.?

CASE REPORT

A 16 year old male was referred to us from de-
partment of neurology with history of recurrent
fainting episodes followed by involuntary move-
ments for past 2 weeks. He had presented with
history of three similar episodes in the past >
weeks. He had no focal neurological deficit and
his EEG and MRI was normal. He was referred to
us as a case of non epileptic seizures for opinion.

He lived with his parents and younger sister in a
rural lower middle class family. He had discontin-
ued schooling and was working in a mechanic
shop as an assistant. In the past 1 month his em-
ployer had scolded him several times for not do-
ing work properly and this had upset the patient.
Detailed history obtained from his father re-
vealed, he had H/O sleep disturbance, excessive
worry, crying spells and involuntary movements
for past 2 weeks.

Physical examination revealed no abnormality.

There was a family history of completed suicide
in his maternal aunt.There was no family history
of seizures, or abnormal involuntary movements.

On MSE, he was depressed , with lack of confi-
dence, ideas of worthlessness and ideas not
worth living . There were no active suicidal inten-
tions.

He was started on pharmacotherapy with
flouxetine 20 mg/day and diazepam 5 mg/day
and supportive therapy. In a period of 1 week of
onset of treatment,patient became irritable and
abusive. His appetite increased and need for
sleep decreased. He began to sing songs, and
had become adamant, demanding special food
from restaurants everyday which was beyond his
family’s economic limitations. He had inflated
self esteem, increased psychomotor activity,
pressure of talk, abusive and aggressive behav-
ior, and his mood was irritable. He had auditory
hallucinations characterized by voices of Gods
talking to him.

Detailed evaluation of patient’s past history,
revealed history of similar episodes of changes
in his behavior and mood, and these episodes
were every time associated with episodes of
fainting followed by jerky movements of all 4
limbs. The first episode was in July 2011, when
the behavioral and mood changes had lasted for
1 week and the involuntary movements had oc-
curred 2- 3times a day, every day during that
week. The second episode was in April 2012 with
features similar to the first episode.
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The third episode was in October 2012,lasting for
2 weeks, which was when he was referred to us.
The family had every time consulted a private
neurologist during his previous episodes, con-
cerned about the jerky movements alone. EEG
and MRI taken during those times were also nor-
mal. He had been treated with sodium valproate
800 mg/day and diazepam 5mg/day, which the
parents had discontinued once patient became
asymptomatic. There was no history of sub-
stance use.

INVESTIGATIONS

EEG, CT and MRI of the brain, blood biochemistry
and serum ceruloplasmin levels were normal.

Psychometry revealed an 1Q of 80 using Binet
Kamat test and adaptive skills age equivalent of
15 years 8 months using Vineland Social Maturity
Scale.

Initially on admission, Beck depression inventory
had showed evidence of moderate depression.
Children’s Apperception Test revealed percep-
tion of environment to be stressful , poor self
confidence and inadequate coping ability. YMRS
score during the manic phase was 18.

TREATMENT

Once he started presenting with manic fea-
tures, antidepressants were gradually tapered
and stopped, and simultaneously was started

on valproic acid 25 mg/kg/day, diazepam 5 mg/
day. Patient and his parents were psycho educat-
ed on nature of his illness and the significance of
strict medication compliance.

OUTCOME AND FOLLOW-UP

He showed significant improvement in his behav-
ior with treatment. His irritability, abusiveness,
demanding and adamant attitudes, inflated self
esteem gradually reduced. Frequency of epi-
sodes of fainting and involuntary movements
reduced and at the end of 2 week of treatment,
he was symptom free and almost attained his
premorbid status.

Patient is under regular follow up. There have
been no episodes of pseudo seizures or signifi-
cant behavioral abnormalities so far and patient
is going to work regularly .He is still continuing
valproic acid which we plan to taper.

DISCUSSION

Our patient was an adolescent who presented
with conversion symptoms which was elicitable
with suggestion. He went on to develop manic
episode after receiving antidepressants .Our pa-
tient switched over to mania with antidepres-
sants which suggests bipolarity as evidence is
now compelling that mania or hypomania in as-
sociation with antidepressant treatment requires
the presence of a bipolar diathesis.’

Dissociative symptoms and dissociative disor-
ders in children are being increasingly described
in child psychiatry literature. Even in the absence
of a syndromal diagnosis, dissociative symptoms
may occur in a number of juvenile psychiatric
conditions with bipolar disorder being one of
them.®
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As pseudo seizures occurred only during the epi-
sodes of mood change, and not during periods of
remission, it can be more seen as a presenting
symptomatology , than a co morbidity.
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