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      Abstract

Background: While medications remain the cornerstone of treatment for bipolar disorder (BD), psychosocial treatments are also 
an important component of comprehensive care. However, relatively little is known about the extent and patterns of psychosocial 
treatment utilization among youth with BD. Objective: Examine the prevalence and correlates of lifetime psychosocial treatment 
utilization in our sample of youth with BD. Methods: 251 clinically referred youth with BD, ages 13 to 20 years, completed a 
semi-structured diagnostic interview, including treatment history. Correlates of lifetime psychosocial treatment were examined in 
univariate and multivariate analyses. Results: 212 participants (85%) had a history of psychosocial treatment, including individual 
(79%), group (17%), and family (14%) approaches. Thirty-one percent  reported accessing two types of psychosocial treatment, 
and 4% reported receiving all three types. BD-II subtype, suicidal ideation, greater lifetime depression severity, comorbid anxiety 
disorders, selective serotonin reuptake inhibitor (SSRI) use, and higher affective lability were associated with lifetime history 
of psychosocial treatment. BD-I subtype and history of psychosis were significantly associated with no lifetime psychosocial 
treatment. In multivariate analyses, psychosocial treatment was significantly associated with suicidal ideation (odds ratio [OR] 
= 3.8; p = 0.003), anxiety disorders (OR = 2.8; p = 0.02), and SSRI use (OR = 4.7; p = 0.005). Correlates of specific types of 
psychosocial treatment were similar to those of overall psychosocial treatment. Conclusion: Greater depression severity, anxiety, 
emotional dysregulation, and suicidality are associated with increased psychosocial treatment. Future studies can examine the 
barriers and facilitators of access to psychosocial treatment, including an emphasis on specific types of treatment. 
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      Introduction

Bipolar disorder (BD) is a recurrent mood disorder that affects 
approximately 3.9% of youth globally(1) and is the fourth leading 

cause of disability in youth worldwide(2). Onset of BD in youth 
is associated with a more severe course of illness, including 
more severe mood symptoms, less time spent euthymic, 
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become a well-established treatment for youth with BD in the 
near future(20).  

Despite the importance of psychosocial treatments in youth 
with BD, relatively little is known about the rates and correlates 
of psychosocial treatment in this population. The Course and 
Outcome of Bipolar Illness in Youth (COBY) group previously 
found that 67% of youth with BD had attended outpatient 
psychotherapy services in the preceding 6 months, most 
commonly individual therapy(21). Studies of community samples 
found that nearly 50% of youth with BD received no mental 
health treatment whatsoever(22), and only 22% received BD-
specific treatment(23); however, specific types of mental health 
treatment in these studies were not specified. One study of 
outpatient youth who had undergone antipsychotic treatment 
found that only 52% of youth with BD attended psychotherapy in 
the three months prior to antipsychotic medication initiation(24), 
while another found that only 43% of youth with BD attended 
psychotherapy in the past year(25). 

The purpose of this study is twofold. First, we aimed  to report  
rates of psychosocial treatment use among youth with BD, an area 
that remains understudied in the literature. Second, we sought 
to examine  correlates of psychosocial treatment use to gain 
preliminary insights into  individual characteristics that could 
potentially inform future studies. The only study to date that has 
examined correlates of psychotherapy use among youth with BD 
found that outpatient psychotherapy services were associated 
with higher baseline global functioning scores compared to no 
psychosocial treatment(21). While a single-site study, the current 
study benefits from a comparatively large sample and adds to the 
literature a study focused on Canadian youth.  

      Methods

Sample

The participants were 251 youth, aged 13-20 years old. 
Participants were seeking assessment and/or treatment at a sub-
speciality outpatient clinic in a tertiary academic health sciences 
center in Toronto, Canada, from 2009-2020. This study is a 
retrospective secondary analysis of data collected from a clinical 
research registry focused on advancing knowledge regarding 
youth BD, approved by the institutional research ethics board. 

and an increased incidence of suicidality and psychiatric 
comorbidities(3-6). In addition to, and perhaps as a result of the 
burden of mood symptoms, BD in youth is associated with 
psychosocial impairment in various areas of life, including 
academic underperformance, interpersonal difficulties, familial 
conflict, and lower quality of life(7-10). Proactive initiation 
of psychiatric treatment of BD is imperative for improving 
treatment efficacy as well as clinical and psychosocial 
outcomes(11),(12). Even as compared to other psychiatric 
disorders, youth with BD have particularly increased need 
for hospital-based services, including emergency department 
visits and psychiatric hospitalizations(13). Despite the more 
severe clinical phenotype associated with pediatric BD, an 
earlier onset of BD has been associated with greater delay 
to treatment(3). This presents a stark treatment gap during an 
epoch where early intervention is crucial for ameliorating long-
term outcomes(11),(12) .

Current treatment guidelines for youth BD recommend a 
combination of both pharmacotherapy and psychosocial 
approaches (e.g., Cognitive Behavioral Therapy (CBT), 
emotion regulation skills training, family-focused therapy, 
etc.)(14),(15). Psychosocial modalities with multiple published 
trials for youth with BD include Family Focused Therapy(17); 
Child-and-Family-Focused Cognitive Behavioural Therapy(18); 
and Individual Family Psychoeducational Psychotherapy(19),(20). 
These are all manualized treatments that begin with 
psychoeducation and subsequently transition   to skill  training, 
are delivered as an adjunct to pharmacotherapy, and are 
provided within the familial context(20). These are all well-
established interventions  in treating youth BD that have been 
found to lead to lasting and positive improvements in mood 
symptoms, psychosocial functioning, behaviour change, 
and family functioning(20). Another treatment that has begun 
to show promise in treating youth with BD is Dialectical 
Behaviour Therapy (DBT)(16), which shares a similar format to 
the therapies above (e.g., manualized program that starts with 
psychoeducation and later shifts to skill building, is given in 
adjacent to pharmacotherapy, and is provided within familial 
context). Studies on DBT thus far have shown effectiveness in 
reducing depression symptoms and suicidality for youth with 
BD. Given its early positive outcomes, DBT is predicted to 
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Written informed consent was provided by the youth and their 
parent(s)/guardian(s) for inclusion in the platform.  

Procedure

All measures were administered by interviewers with a bachelor’s 

or master’s degree in a health sciences field and were trained under 

the guidance of the clinic director (B.I.G). Current and lifetime 

diagnoses of BD were determined via the Kiddie Schedule for 

Affective Disorders and Schizophrenia for School Age Children, 

Present and Lifetime (K-SADS-PL) version(26). Inter-rater (93% 

to 100%), and test-retest (in ranges of 0.77 to 1.00 and 0.63 to 

0.67) reliability have been established, as well as convergent and 

discriminant validity(26). Information derived from interviews 

with the youth and their parent(s)/guardian(s) was used to help 

determine diagnoses. Diagnoses were based on DSM-IV criteria 

as this sample was recruited from 2009 through 2020 and the 

DSM-5 version of the K-SADS-PL became available in December 

2016. The mood sections of the K-SADS-PL were substituted with 

the extended K-SADS Depression Scale (DRS(27) and K-SADS 

Mania Rating Scale (MRS)(28). The DRS and MRS were used 

to assess mood symptom severity during the participant’s most 

severe past episode and current episode (worst week in the past 

month at assessment). This manuscript refers to BD-NOS per the 

operationalized criteria used in the COBY study for duration of 

symptoms (minimum 4 hours/day) and number of hypomanic 

days (minimum 4 in lifetime)(29), while retaining DSM-5 symptom 

count requirements (i.e., 3 symptoms when elation was the 

primary symptom, 4 symptoms when irritability was the primary 

symptom).  

The age of onset of BD was defined as the age at which the 
participant first experienced an episode of mania or hypomania, 
or when operationalized criteria for BD-NOS were first met. 
Duration of BD was calculated as the participant’s current age 
minus age of onset of BD.  

Diagnoses were determined using available information, with 
clinical judgment used when conflicting information was 
provided. Diagnoses were confirmed by a consensus meeting 
with a child-youth psychiatrist following completion of the 
K-SADS-PL interview (B.I.G. or R.H.B.M.). 

Socioeconomic status (SES) was determined via the four-

factor Hollingshead Scale(30). A Safety Assessment Form was 
administered by the interviewer to obtain information about 
lifetime suicidality and non-suicidal self-injurious (NSSI) 
behaviour outside of depressive episodes covered in the DRS. 
The K-SADS-PTSD form was used to assess  history of physical 
and sexual abuse or assault. The Children’s Global Assessment 
Scale (CGAS) was used to rate global functioning across three 
time points:  current functioning, most severe past episode, and  
highest level of functioning in the past year(31). 

Information on comorbid psychiatric diagnoses and clinical 
characteristics (e.g., psychosis, number of mood episodes, 
medication history) was obtained from the K-SADS-PL. 
Anxiety disorders were combined into one variable, “Any 
Anxiety Disorder,” which includes generalized anxiety disorder, 
social phobia, separation anxiety disorder, agoraphobia, panic 
disorder, and/or anxiety disorder not otherwise specified. 
Substance use disorders (SUD) included alcohol and drug use 
disorders. 

The Family History Screen(32) was used to obtain information 
regarding psychiatric status and history of first- and second-
degree relatives from the youth and parent(s)/guardian(s). The 
Children’s Affective Lability Scale (CALS) assessed affect 
regulation and was collected using a youth self-report and 
parent/guardian-report(33). The Life Problems Inventory (LPI) 
youth self-report was used to identify dimensional traits of 
impulsivity, emotion dysregulation, identity confusion, and 
interpersonal problems(34). 

As of 2018, study data were collected and managed using 
REDCap (Research Electronic Data Capture) tools hosted at 
Sunnybrook Health Sciences Centre and the Centre for Addiction 
and Mental Health (CAMH). REDCap is a secure, web-based 
software platform designed to support data capture for research 
studies, providing 1) an intuitive interface for validated data 
capture; 2) audit trails for tracking data manipulation and export 
procedures; 3) automated export procedures for seamless data 
downloads to common statistical packages; and 4) procedures 
for data integration and interoperability with external 
sources(35),(36). 
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the three main domains of predictors: demographics, clinical 
characteristics, family psychiatric history. IBM Statistical 
Package for the Social Sciences (SPSS) Version 26 Statistics 
software was used to perform statistical analyses(39). Statistical 
significance was set to p  <0.05. Within the text, all p values are 
FDR-corrected. 

Separate FDR adjustments were conducted for demographics, 
clinical, and family history. 

      Results

Frequency of psychosocial treatment

Frequency of type of psychosocial treatment are presented in 
Figure 1; 85% (n = 212). 79% (n = 198) received individual 
treatment, 17% (n = 42) received group treatment, and 14% (n = 
36) received family treatment. More than one type of treatment 
was reported by 31% (n = 78); of these, 23 participants received 
individual and group treatment, 18 received individual and family 
treatment, 1 participant received family and group treatment, 
and 9 participants received all three types of treatment.

Figure 1. Lifetime Individual, Group, and Family 
Psychosocial Treatment Utilization in Youth with Bipolar 
Disorder.

Determination of Psychosocial Treatment 
History  

Psychosocial treatment history was systematically evaluated 
during the K-SADS-PL interview and recorded on a 
standardized treatment history form. Psychosocial treatment 
history was defined as having participated in outpatient 
individual, family, or group therapy. Individual therapy 
was defined as receiving individual therapy/counselling 
from a mental health professional (including social worker, 
psychologist, counsellor, psychiatrist [provided that focus was 
not solely diagnosis or pharmacotherapy], nurse, developmental 
pediatrician, and guidance counsellor [provided that focus was 
not solely academic support]). Family therapy was defined as 
inclusion of at least one family member within therapy (e.g., 
formal family therapy, family participation in DBT family 
skills); multi-family therapy was classified as group therapy. 
Group therapy was defined as a group session led by a trained 
mental health professional (e.g., group CBT/DBT, social skills 
group, mindfulness group, but not peer-led groups such as 
alcoholics anonymous). Two raters (D.K. and A.F.) coded each 
participant’s psychosocial treatment history with consensus 
review by a child-youth psychiatrist (B.I.G.).   

Statistical Analyses 

Correlates of the number of different treatment types received 
(1, 2, or ≥3) were examined using one-way analysis of variance 
(ANOVA) for continuous variables, and chi-squared or 
Fischer’s exact tests for categorical variables, as appropriate, 
with methods  allowing for detection of nonlinear trends. Post-
hoc analysis compared participants with, versus those without, 
treatment history using t-tests, chi-squared, or Fischer exact 
tests, as needed.  Variables associated with the outcome  at p 
<0.1 in univariant analyses were entered into forward stepwise 
multinomial logistic regression model to predict the number of 
treatment types. The forward stepwise regression included age, 
sex, and socioeconomic status as forced covariates, because 
these have been shown to correlate with service access and 
utilization in other work(37).  

All other reported values discussed are False Discovery Rate 
(FDR) corrected p values(38). FDR correction was done within 
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***Correlates of any lifetime psychosocial 
treatment 

Demographic and clinical characteristics of lifetime 
psychosocial treatment in youth with BD are reported in 
Table 1. There were significant between-group differences in 
BD subtype (p = 0.03), whereby participants with a history 
of psychosocial treatment were significantly less likely to 
have BD-I (p = 0.002) and significantly more likely to have 
BD-II (p = 0.03). Participants with a history of psychosocial 
treatment were significantly more likely to report lifetime 
history of NSSI (p <0.001), passive death wishes, (p = 0.01), 
suicidal ideation (SI) (p <0.001), had a higher prevalence of 
worse lifetime depression severity (p <0.001), were more 
likely to report comorbid anxiety disorder (p <0.001), selective 
serotonin reuptake inhibitor (SSRI) use (p = 0.001), higher 
youth-reported affective lability scores (CALS; p = 0.03), and 
were less likely to report a history of psychosis (p = 0.03).  

Several demographic and clinical characteristics were 
associated with lifetime psychosocial treatment in univariate 
analyses, but were not significant after correction for multiple 
comparisons, including: lower SES, less likely to be living with 
both biological parents, more likely to report suicide attempts 
(SA), worse current depression severity, more likely to report 
comorbid obsessive-compulsive disorder, and higher parent-
reported affective lability. 

Multivariate analysis 

Results of the multivariate analysis can be found in Table 2. 
Eighteen participants were not included in the multivariate 
analyses due to missing variables (12 with history of psychosocial 
treatment, 6 without history of psychosocial treatment), leaving 
a total of 233 participants. Variables included BD-I subtype, 
BD-II subtype, NSSI, passive death wishes, SI, SA, psychosis, 
lifetime most severe depression score, current depression score, 
any anxiety disorder, obsessive compulsive disorder, lifetime 
SSRI antidepressant use, and youth-reported affective lability. 
The model accounted for 25% of the variance (Nagelkerke’s 
R2 = 0.25) in psychosocial treatment. All reported odds ratios 
are adjusted for the covariates included in the stepwise logistic 
regression model.  Factors most strongly positively associated 

with psychosocial treatment were SI (odds ratio [OR] = 3.6; 
95% CI, 1.5-8.5; p = 0.004), any anxiety disorder (OR = 3.1; 
95% CI, 1.3-7.7; p = 0.01), and lifetime SSRI antidepressant 
use (OR = 4.0; 95% CI, 1.4-11.4; p = 0.01). Age, sex, and SES 
were not significant in the final model. Psychosis was not found 
to be a significant predictor in the final multivariable regression 
model and, therefore, was not included in the final results. 

Correlates of specific types of psychosocial 
treatment 

Individual: Demographic and clinical characteristics of lifetime 
individual psychosocial treatment amongst youth with BD 
can be found in Table 3. Participants who received individual 
psychosocial treatment were significantly more likely to report 
lifetime history of NSSI (p <0.001) and SI (p = 0.002) than 
those with no history of individual psychosocial treatment. 
Additionally, participants who received individual psychosocial 
treatment reported a significantly higher prevalence of worse 
lifetime depression severity (p = 0.002), and were more likely 
to report comorbid anxiety disorder (p <0.001), comorbid 
attention-deficit hyperactivity disorder (ADHD) (p = 0.03), 
SSRI antidepressant use (p = 0.002), and less likely to report 
a history of psychosis (p = 0.03). Several additional variables 
were significant in univariate analyses but were not significant 
after correction for multiple comparisons. 

Family: Demographic and clinical characteristics of lifetime 
family psychosocial treatment amongst youth with BD can 
be found in Table 4. Participants with a history of family 
psychosocial treatment reported a younger age of onset of 
BD (p=0.03), were more likely to report a lifetime psychiatric 
hospitalization (p=0.047), and had higher parent-reported 
CALS scores (p=0.003); however, these variables did not 
remain significant after correction for multiple comparisons. 

Group: Demographic and clinical characteristics of lifetime 
group psychosocial treatment in youth with BD can be found 
in Table 5. Participants with, versus without, lifetime group 
psychosocial treatment were significantly older (p = 0.048), 
and less likely to be of Caucasian race (p = 0.048). Several 
clinical characteristics were associated with group psychosocial 
treatment in univariate analyses, but were not significant after 
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Another notable finding is that participants with psychosis 
were less likely to have received any psychosocial treatment; 
however, it is important to note that this association should be 
interpreted with caution, given that psychosis was not significant 
in the multivariable model. This finding may relate in part to 
the fact that psychosis is more common in BD-I(41), which we 
found to be associated with a lower likelihood of psychosocial 
treatment. Practice parameters recommend pharmacological 
treatment as first intervention for mania, and an investigation of 
service utilization in a large cohort of youths receiving outpatient 
treatment found that manic symptoms predicted medication 
regimens more so than severity of depressive symptoms(42). In 
addition, present findings align with well-established delays in 
accessing first-episode psychosis treatment(43),(44). These delays 
have been attributed in part to reduced illness awareness(45). It is 
also possible that patients with BD-I with psychosis may also be 
less likely to be able to engage in therapy depending on illness 
severity and cognitive deficits(46). It is interesting to contrast 
the predictors of psychotherapy identified in this sample to the 
predictors of psychotropic medication use and polypharmacy: 
BD and ADHD diagnoses, younger age, having medical 
insurance, and greater current acuity all predicted increased 
medication utilization(42).    

In terms of type of psychosocial treatment, individual therapy 
was most common. This too aligns with prior findings from the 
COBY study, in which the most common type of psychosocial 
treatment that youth with BD had attended in the preceding 6 
months was outpatient individual therapy(21). In terms of clinical 
characteristics, participants who received any lifetime individual 
psychosocial treatment had greater lifetime depression severity, 
were more likely to report a history of NSSI, comorbid anxiety 
disorders, comorbid ADHD, lifetime use of SSRIs, and less 
likely to have a history of psychosis. This pattern of findings 
largely mirrors results for overall psychosocial treatment.	  

Although family psychosocial treatment was not significantly 
associated with any clinical correlates, few participants received 
this type of treatment, leading to limited statistical power. This 
finding is surprising as research suggests that the quality of 
mental health treatment for youth may be improved when there is 
parental participation and engagement(47). Given that individuals 

correction for multiple comparisons, including: an older 
age of BD onset, greater prevalence of lifetime psychiatric 
hospitalization, more severe global functional impairment 
(CGAS), less likely to have a family history of hypomania/
mania, and greater prevalence of second-generation 
antipsychotics usage. 

     Discussion

In this study of 251 youth with BD, 84.5% of participants 
had received at least one form of lifetime psychosocial 
treatment. Significant variables in univariate analyses 
included demographic characteristics, BD subtype, severity 
of depression and mood lability, suicidality, comorbidity, and 
treatment. In multivariate analyses, the variables most robustly 
and consistently  associated with psychosocial treatment were 
SI, comorbid anxiety disorder, and lifetime SSRI use. 

Our finding that most youth received at least one form of 
lifetime psychosocial treatment aligns with prior findings from 
the COBY study(21). The COBY study, which is also a clinical 
sample from an academic medical centre, found that 67% of 
youth with BD accessed outpatient psychosocial treatment over 
the course of 6 months(21). In contrast, findings from younger 
outpatient clinical samples(37) and community samples have 
found that only 20-50% of youth with BD received lifetime 
mental health treatment of any type, including psychosocial 
treatment(22). Our finding that SI was associated with a history 
of psychosocial treatment aligns with prior findings from 
COBY and from a general population sample(21),(40) . Similarly, 
our finding that comorbid anxiety was associated with a history 
of psychosocial treatment aligns with prior COBY findings 
demonstrating a higher burden of psychiatric comorbidities 
among youth with BD with, versus without, a history of 
psychosocial treatment(21). Similar findings have also been 
observed in adolescents with BD in the general population(23). 
We also found that participants with a history of psychosocial 
treatment were more likely to report SSRI antidepressant use. 
This finding likely relates to greater severity of anxiety and/
or depression among youth with a history of psychosocial 
treatment.
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with BD exhibit increased rates of impairment in familial 
functioning(48) and that negative family environments are 
associated with more severe symptoms and poor prognosis(49), 
it is important for youth with BD to engage in treatment that 
aims to improve the family environment to ultimately improve 
symptoms and outcomes of BD(20). Indeed, the importance 
of families is reflected by the inclusion of family-focused 
approaches in contemporary evidence-based therapeutic 
modalities for youth BD(50). Finally, few participants received 
group psychosocial treatment, which also comprises a gap in 
the research literature in youth BD(20). 

Increasing access to and engagement in psychosocial treatment 
for youth with BD can be critical for improving outcomes and 
quality of life. In addition to providing psychoeducation and 
emotion-regulation  skills , treatment may bolster medication 
adherence as well(14),(15). Even though psychosocial treatment 
can be a critical component in the overall wellness and trajectory 
of youth with BD, there are many barriers that one can face 
to receiving treatment. A key barrier relates to local/regional 
health care systems, as limited access to psychosocial treatment 
in general is common, and access to specialized psychosocial 
treatment designed for youth with BD is particularly rare. Other 
barriers may include impaired illness/symptom awareness due 
to active symptoms, individual beliefs about the effectiveness 
of therapy, self-stigma, and/or lack of knowledge regarding 
available mental health services(51). Some recommendations for 
increasing the uptake of therapy for youth with BD may include 
mental health literacy interventions(52), anti-stigma campaigns, 
and the normalization of BD(53),(54).  

The current study has several limitations which should be 

considered. First, this study utilized a cross-sectional design, 

which prevents inference on the direction of study results. That 

is, the temporal association between psychosocial treatment 

and its correlates in this sample is uncertain. Second, this was 

an exploratory observational study aimed at understanding the 

prevalence and related factors of lifetime psychosocial treatment 

use in youth with BD. As such, the study was not focused on 

hypothesis-testing. Instead, it was intended to provide preliminary 

insights that can guide future, larger studies. The sample size 

was comparatively large given the subspecialized clinical focus, 

but was not powered for detecting small effect sizes. Third, our 

sample represents participants from a specialized clinic, and all 

were clinically referred. It is important to note that youth who 

attend a specialty clinic and participate in research may have 

a different profile of treatment utilization when compared to 

general or community-derived samples. For example, community 

samples of youth with BD in the US and Canada previously found 

psychosocial treatment rates of 61% and 46%(22),(40), respectively, 

compared to 85% in the current sample. Therefore, present findings 

may not be generalizable to the broader population of youth with 

BD, including those living in non-urban areas and youth in other 

provinces(55). As it relates to potential differences within Canada, 

there are provincial differences in the availability and cost of 

psychosocial treatment. For example, there is much broader 

coverage for non-physician psychosocial treatment in Alberta 

vs. Ontario(56). Moreover, the primary recruitment site is based 

in a high-SES neighbourhood. While study data do not include 

geographic region, a significant proportion of participants were 

clinically referred from suburban and rural settings. It is important 

to note that psychosocial treatment as defined in this study preceded 

referral to the Centre for Youth Bipolar Disorder. While these are 

important sources of variability, it is also important to note that, 

even in an unselected general population sample of Canadian youth 

of whom the majority have not accessed mental health services 

of any sort, BD is characterized by clinical complexity, including 

frequent comorbidity and elevated rates of suicidality(22). Fourth, 

details such as the symptomatic domains being targeted, number 

of sessions, session content and therapeutic modality were not 

available. Psychoeducation delivered as part of repeated sessions 

would have been classified as psychosocial treatment. It is also 

likely that many of the psychosocial interventions were not specific 

to BD, as youth with BD generally receive the same psychosocial 

treatments as other youth in mental health care settings(57). In 

Ontario, survey data indicate that CBT, social skills training, 

and solution-focused therapies are most commonly offered to 

adolescents and transition-aged youth, with DBT skills and family 

therapies also frequently available(57). Relatedly, among those 

who did not access psychosocial treatment, we did not ascertain 

external barriers (e.g., cost, availability, and referral) and/or other 

reasons for this. 
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Despite the acknowledged limitations, this study addresses a 
gap in the literature, as there are few studies examining the 
individual characteristics associated with use of psychosocial 
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     Conclusion & Final Directions

Overall, the findings from this study demonstrate that 
most youth with BD have received some form of lifetime 
psychosocial treatment, with individual treatment being the 
most common type. The overall pattern of findings indicates 
that some clinical characteristics are associated with lower 
likelihood of psychosocial treatment (e.g., BD-I, psychosis), 
whereas other characteristics are associated with higher 
likelihood (e.g., depression severity, suicidality, comorbid 
anxiety). Future studies examining the timing, modality, and 
symptom targets of different forms of psychosocial treatment 
are warranted. In addition, there was substantial unexplained 
variance in our multivariable analysis. Future studies could 
benefit from integrating considerations such as intrinsic and 
extrinsic barriers to access, including personal, familial, and 
cultural beliefs about the value of therapy. Finally, the current 
study highlights limited use of family and group therapy, and 
this identifies an important topic for continued study. 
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Table 1. Demographic and clinical characteristics of lifetime psychosocial treatment in youth with bipolar disorder (n=251). 

      Tables

Any psychosocial 
treatment (n=212)

No psychosocial 
treatment (n=39)

Statistics

t/χ2 FDR-corrected 
p-value Effect Size

Demographics

Living with both natural parents 112 (53.1%) 28 (71.8%) 4.68 0.12 0.14

Socioeconomic Status [1-5] 4.05 ± 0.97 4.32 ± 0.97 3174.50e 0.12 0.13

Race [% Caucasian] 164 (77.4%) 33 (84.6%) 1.03 0.52 0.06

Age 16.84 ± 1.56 16.98 ± 1.35 0.51 0.61 0.09

Sex [% female] 150 (70.8%) 26 (66.7%) 0.26 0.61 0.03

Bipolar subtype
BD-I 51 (24.1%) 19 (48.7%)

10.76 0.03 0.21BD-II 76 (35.8%) 7 (17.9%)
BD-NOS 85 (40.1%) 13 (33.3%)
Age of onset of BD 14.69 + 2.59 15.29 + 2.41 1.36 0.33 0.23

Lifetime clinical characteristics
Non-suicidal self-injury 133 (62.7%) 10 (25.6%) 18.49 <0.001 0.27
Passive death wishes 176 (83.0%) 24 (61.5%) 9.39 0.01 0.19
Suicidal ideation 151 (71.2%) 13 (33.3%) 20.89 <0.001 0.29
Suicide attempt 56 (26.4%) 4 (10.3%) 4.73 0.09 0.14
Psychosis 49 (23.1%) 17 (43.6%) 7.13 0.03 0.17
Sexual abuse 17 (8.3%) 0 (0%) 3.28 0.20 0.12
Physical abuse 16 (7.8%) 1 (2.7%) 1.24 0.58 0.07
Psychiatric hospitalization 105 (49.5%) 17 (43.6%) 0.47 0.58 0.04

Mood symptom severity and global functioning

Lifetime most severe DRS score 32.16 ± 9.75 23.26 ± 12.17 -4.32f <0.001 0.78

Current DRS score (past month) 20.94 ± 12.17 15.74 ± 13.51 -2.41 0.06 0.42

CGAS – highest past year 61.28 + 11.47 65.62 + 15.45 1.67f 0.22 0.36

Current MRS score (past month) 17.24 ± 12.94 20.77 ± 13.79 1.55 0.25 0.27

CGAS – most severe past episode 41.62 + 8.34 43.10 + 11.61 0.78 0.58 0.17

CGAS – current episode (past month) 52.63 + 11.06 54.18 + 13.00 0.76f 0.58 0.14

Lifetime most severe MRS score 29.68 ± 9.13 29.85 ± 9.82 4082.00e 0.9 0.01
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Table 1 cont’d.

Any psychosocial 
treatment (n=212)

No psychosocial 
treatment (n=39)

Statistics

t/χ2 FDR-corrected 
p-value Effect Size

Lifetime psychiatric comorbidity
Any anxiety disorder 184 (86.8%) 20 (51.3%) 27.29 <0.001 0.33
Obsessive-compulsive disorder 44 (20.8%) 2 (5.1%) 5.47 0.07 0.15
Post-traumatic stress disorder 21 (9.9%) 2 (5.1%) 0.90 0.58 0.06
ADHD 96 (45.3%) 12 (30.8%) 2.83 0.61 0.11
Oppositional defiant disorder 66 (31.1%) 10 (25.6%) 0.47 0.58 0.04
Conduct disorder 15 (7.1%) 1 (2.6%) 1.12 0.58 0.07
Any substance use disorder 77 (36.3%) 11 (28.2%) 0.95 0.51 0.06

Family psychiatric history (1st and/or 2nd degree)

Suicidal ideation 95 (44.8%) 12 (30.8%) 2.66 0.5 0.10

Depression 170 (80.2%) 27 (69.2%) 2.34 0.5 0.10

ADHD 77 (36.3%) 11 (28.2%) 0.95 0.58 0.06

Suicide attempt 64 (30.3%) 9 (23.1%) 0.84 0.58 0.06

Psychosis 48 (22.6%) 7 (17.9%) 0.42 0.69 0.04

Anxiety 131 (61.8%) 23 (59.0%) 0.11 0.79 0.02

Hypomania/mania 93 (43.9%) 18 (46.2%) 0.07 0.79 0.02

Suicidal ideation 95 (44.8%) 12 (30.8%) 2.66 0.5 0.10

Lifetime psychiatric treatment

SSRI antidepressantsb 101 (47.6%) 7 (17.9%) 11.85 0.004 0.22

Stimulantsd 46 (21.7%) 5 (12.8%) 1.60 0.37 0.08

Non-SSRI antidepressantsc 31 (14.6%) 3 (7.7%) 1.35 0.42 0.07

Any medication 170 (80.2%) 29 (74.4%) 0.68 0.58 0.05

Second generation antipsychotica 119 (5.61%) 20 (51.3%) 0.31 0.63 0.04

Lithium 41 (19.3%) 8 (20.5%) 0.03 0.89 0.01

Dimensional traits

CALS – youth 32.47 + 16.49 24.06 + 18.65 -2.73 0.03 0.50

CALS – parent  24.66 + 16.02 18.63 + 15.02 -2.07 0.11 0.12

CBQ – youth about mother 5.86 + 5.81 4.17 + 4.06 -1.97 0.14 0.30

LPI – total  151.54 ± 58.39 137.61 ± 84.27 -1.13 0.43 0.28

CBQ – parent 7.13 + 6.12 6.14 + 6.30 -0.89 0.56 0.16
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Table 2. Multivariate Regression Results.

Statistics 95% CI

Wald χ2 Odds ratio p Lower Upper

Suicidal Ideation 8.41 3.59 .004 1.51 8.51 

Lifetime SSRI antidepressant use 6.48 3.96 .01 1.37 11.43 
Lifetime anxiety disorder  6.11 3.12 .01 1.27 7.68 
Sex 2.47 0.47 .12 0.19 1.2 
Socioeconomic status 0.46 0.86 .50 0.55 1.34 
Age 0.04 1.03 .85 0.79 1.34 

Note. Final model based on forward entry stepwise regression after controlling for demographics, p entry = <0.1.  All reported odds ratios are adjusted for the 
covariates included in the stepwise logistic regression model. SSRI = selective serotonin reuptake inhibitors.

Table 3. Demographic and clinical characteristics of lifetime individual psychosocial treatment in youth with bipolar 
disorder (N=251).

Individual treatment 
(n=198)

No individual 
treatment (n=53)

Statistics

t / χ2 FDR-corrected p Effect Size

Demographics 

Living with both natural parents 104 (52.8%) 36 (67.9%) 3.89 0.24 0.13

Socioeconomic Status [1-5] 4.09 + .97 4.18 + 1.03 4579.00 e 0.58  0.07 

Race [% Caucasian] 153 (77.3%) 44 (83.0%) 0.82 0.58 0.06

Sex [% female] 141 (71.2%) 35 (66.0%) 0.53 0.58 0.05

Age 16.86 + 1.55 16.88 + 1.48 0.08 0.94 0.01
Bipolar subtype

BD-I 47 (23.7%) 23 (43.4%)

8.45 0.054 0.18BD-II 71 (35.9%) 12 (22.6%)
BD-NOS 80 (40.4%) 18 (34.0%)
Age of onset of BD 14.72 + 2.62 15.02 + 2.38 0.77 0.61 0.12
Lifetime clinical characteristics 

Non-suicidal self-injury 127 (64.1%) 16 (30.2%) 19.67 <.001 0.28

Suicidal ideation 141 (71.2%) 23 (43.4%) 14.28 0.002 0.24

Psychosis 44 (22.2%) 22 (41. 5%) 8.02 0.03 0.18

Passive death wishes 164 (82.8%) 36 (67.9%) 5.74 0.054 0.15

Suicide attempt 54 (27.3%) 6 (11.3%) 5.85 0.054 0.15

Sexual abuse 16 (8.2%) 1 (2.1%) 2.20 0.64 0.10

Physical abuse 15 (7.7%) 2 (4.2%) 0.74 0.34 0.06

Psychiatric hospitalization 98 (49.5%) 24 (45.3%) 0.3 0.66 0.03
Mood symptom severity and global functioning
Lifetime most severe DRS score 32.29 + 9.60 25.09 + 12.38 -3.93 f 0.002 0.70
Current DRS score (past month) 21.07 + 12.10 16.64 + 13.48 -2.17 f 0.09 0.36
CGAS – highest past year 61.36 + 11.53 64.21 + 14.48 1.33 f 0.34 0.23
Current MRS score (past month) 17.25 + 13.00 19.81 + 13.46 1.24 0.34 0.20
CGAS – most severe past episode 41.52 + 8.45 43.08 + 10.49 1.00 0.39 0.17
CGAS – current episode (past month) 52.51 + 11.28 54.23 + 11.72 0.98 0.47 0.15
Lifetime most severe MRS score 29.62 + 9.11 30.02 + 9.70 5150.00 e 0.89 0.01
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Table 3 cont’d.

Individual treatment 
(n=198)

No individual 
treatment (n=53)

Statistics

t / χ2 FDR-corrected p Effect Size

Lifetime psychiatric comorbidity

Any anxiety disorder 172 (86.9%) 32 (60.4%) 19.28 <0.001 0.28

ADHD 94 (47.5%) 14 (26.4%) 7.56 0.03 0.17

Obsessive-compulsive disorder 42 (21.2%) 4 (7.5%) 5.22 0.07 0.14
Post-traumatic stress disorder 21 (10.6%) 2 (3.8%) 2.34 0.34 0.10
Conduct disorder 15 (7.6%) 1 (1.9%) 2.27 0.34 0.10

Oppositional defiant disorder 62 (31.3%) 14 (26.4%) 0.48 0.63 0.04

Any substance use disorder 71 (35.9%) 17 (32.1%) 0.26 0.66 0.03
Family psychiatric history (1st and/or 2nd degree)

Suicidal ideation 91 (46.0%) 16 (30.2%) 4.25 0.31 0.13

Depression 160 (80.8%) 37 (69.8%) 2.99 0.33 0.11

Any substance use disorder 105 (53.0%) 23 (43.4%) 1.55 0.39 0.08

Suicide attempt 61 (31.0%) 12 (22.6%) 1.40 0.39 0.08

ADHD 73 (36.9%) 15 (28.3%) 1.35 0.39 0.07

Psychosis 45 (22.7%) 10 (18.9%) 0.36 0.63 0.04

Hypomania/mania 86 (43.4%) 25 (47.2%) 0.24 0.63 0.03

Anxiety 123 (62.1%) 31 (58.5%) 0.23 0.63 0.03

Lifetime psychiatric treatment 

SSRI antidepressantsb 97 (49.0%) 11 (20.8%) 13.6 0.002 0.23

Any medication 162 (81.8%) 37 (69.8%) 3.67 0.14 0.12

Stimulantsd 45 (22.7%) 6 (11.3%) 3.36 0.16 0.12

Second generation antipsychotica 112 (56.6%) 27 (50.9%) 0.54 0.62 0.05

Lithium 37 (18.7%) 12 (22.6%) 0.42 0.64 0.04

Non-SSRI antidepressantsc 28 (14.1%) 6 (11.3%) 0.28 0.66 0.03
Dimensional traits

CALS – youth 32.76 + 16.14 25.33 + 19.22 -2.49 f 0.054 0.44

LPI – total  155.64 +52.56 135.96 + 75.26 -1.74 f 0.19 0.34

CBQ – youth about mother 4.67 + 4.75 5.87 + 5.81 -1.26 0.34 0.21

CALS – parent  24.41 + 15.94 21.31 + 16.08 -1.2 0.36 0.20

CBQ – youth about father 6.02 + 6.64 5.89 + 5.51 0.14 0.92 0.02

CBQ – parent 6.98 + 6.60 6.98 + 6.04 -0.004 1.00 0.0001

Note. Values for all continuous variables are written as mean ± SD, categorical variables are written as n (% within group). Effect Size = Cohen’s d or Cramer’s V.   
a SGA = risperidone, olanzapine, aripiprazole, ziprasidone, quetiapine. b SSRI antidepressants = sertraline, paroxetine, fluoxetine, fluvoxamine, citalopram, escit-
alopram. c Non-SSRI antidepressants = buproprion, mirtazapine, venlafaxine, duloxetine. d Stimulants = methylphenidate, amphetamine-dextroamphetamine, 
dextroamphetamine. e = Mann-Whitney U-test used. f = Equal variances not assumed. g = Fisher Exact Test value. Abbreviations: BD, bipolar disorder; NOS, 
not otherwise specified; DRS, depression rating scale; MRS, mania rating scale; CGAS, Child Global Assessment Scale; ADHD, attention-deficit hyperactivity 
disorder; SSRI, selective serotonin reuptake inhibitor; CALS, Children’s Affective Lability Scale; LPI, Life Problems Inventory.
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Table 4: Demographic and clinical characteristics of lifetime family psychosocial treatment in youth with bipolar disorder 
(N=251). 

Family 
treatment (n=36)

No family treatment 
(n=215)

Statistics

t / χ2 FDR-corrected p Effect Size

Demographics 

Race [% Caucasian] 31 (86.1%) 166 (77.2%) 1.45 0.77 0.08

Age 16.66 + 1.39 16.90 + 1.55 0.88 0.77 0.16

Living with both natural parents 19 (52.8%) 121 (56.5%) 0.18 0.77 0.03

Socioeconomic Status [1-5] 4.06 + .96 4.10 + .98 3690.00 e 0.77 0.02

Sex [% female] 26 (72.2%) 150 (69.8%) 0.09 0.77 0.02
Bipolar subtype

BD-I 8 (22.2%) 62 (28.8%)

0.80 0.91 0.06BD-II 12 (33.3%) 71 (33.0%)
BD-NOS 16 (44.4%) 82 (38.1%)
Age of onset of BD 13.89 + 3.15 14.93 + 2.44 2.23 0.48 0.41
Lifetime clinical characteristics 

Psychiatric hospitalization 23 (63.9%) 99 (46.0%) 3.93 0.48 0.13

Psychosis 12 (33.3%) 54 (25.1%) 1.07 0.77 0.07

Suicidal ideation 26 (72.2%) 138 (64.2%) 0.88 0.77 0.06

Non-suicidal self-injury 18 (50.0%) 125 (58.1%) 0.83 0.77 0.06

Sexual abuse 3 (10. 0%) 14 (6.6%) 0.48 0.85 0.04

Suicide attempt 7 (19.4%) 53 (24.7%) 0.46 0.9 0.04

Physical abuse 1 (3.3%) 16 (7.5%) 0.71 0.91 0.05

Passive death wishes 29 (80.6%) 171 (79.5%) 0.02 0.91 0.01
Mood symptom severity and global functioning

CGAS – highest past year 58.26 + 10.35 62.56 + 12.44 1.94 0.48 0.35

Lifetime most severe MRS score 28.36 + 9.57 29.93 + 9.17 3427.00 e 0.91 0.07

Lifetime most severe DRS score 28.97 + 10.35 31.06 + 10.68 1.08 0.77 0.20

CGAS – current episode (past month) 51.43 + 8.33 53.11 + 11.79 0.81 0.84 0.15

CGAS – most severe past episode 41.43 + 6.04 41.92 + 9.32 0.41 f 0.91 0.05

Current DRS score (past month) 20.44 + 11.97 20.08 + 12.62 -0.16 0.77 0.03

Current MRS score (past month) 17.75 + 12.70 17.80 + 13.20 0.02 0.98 0.004
Lifetime psychiatric comorbidity

Oppositional defiant disorder 15 (41.7%) 61 (28.4%) 2.58 0.65 0.10

Any substance use disorder 16 (44.4%) 72 (33.5%) 1.63 0.77 0.08

Obsessive-compulsive disorder 9 (25.0%) 37 (17.2%) 1.25 0.77 0.07

Post-traumatic stress disorder 5 (13.9%) 18 (8.4%) 1.13 0.77 0.07

Conduct disorder 4 (11.1%) 12 (5.6%) 1.58 0.77 0.08

Any anxiety disorder 30 (83.3%) 174 (80.9%) 0.12 0.91 0.02

ADHD 16 (44.4%) 92 (42.8%) 0.03 0.91 0.01



J Can Acad Child Adolesc Psychiatry, 35:2, August 2026 54

Prevalence and Correlates of Psychosocial Treatment Utilization in Canadian Youth with Bipolar Disorder

Table 4 cont’d. 

Family 
treatment (n=36)

No family treatment 
(n=215)

Statistics

t / χ2 FDR-corrected p Effect Size

Family psychiatric history (1st and/or 2nd degree)

ADHD 17 (47.2%) 71 (33.3%) 2.73 0.56 0.10

Hypomania/mania 20 (55.6%) 91 (42.3%) 2.19 0.56 0.09

Depression 31 (86.1%) 166 (77.2%) 0.15 0.61 0.08

Psychosis 6 (16.7%) 49 (22.8%) 0.68 0.82 0.05

Any substance use disorder 20 (55.6%) 108 (50.2%) 0.35 0.83 0.04

Suicide attempt 9 (25.7%) 64 (29.8%) 0.24 0.83 0.03

Anxiety 23 (63.9%) 131 (60.9%) 0.11 0.84 0.02

Suicidal ideation 15 (41.7%) 92 (42.8%) 0.02 0.9 0.01

Lifetime psychiatric treatment 

Lithium 10 (27.8%) 39 (18.1%) 1.82 0.77 0.09

Non-SSRI antidepressantsc 6 (16.7%) 28 (13.0%) 0.35 0.91 0.04

SSRI antidepressantsb 17 (47.2%) 91 (42.3%) 0.30 0.91 0.04

Second generation antipsychotica 21 (58.3%) 118 (54.9%) 0.15 0.91 0.02

Any medication 28 (77.8%) 171 (79.5%) 0.06 0.91 0.02

Stimulantsd 7 (19.4%) 44 (20.5%) 0.02 0.91 0.01
Dimensional traits

CALS – parent  31.41 + 18.55 22.54 + 15.24 -2.96 0.12 0.56

CBQ – parent 9.03 + 7.05 6.64 + 5.94 -1.87 f 0.5 0.39

CBQ – youth about father 7.00 + 5.74 5.73 + 5.75 -1.12 0.77 0.22

LPI – total  147.64 + 48.19 152.16 + 59.93 0.41 0.91 0.08

CBQ – youth about mother 5.90 + 6.37 5.61 + 5.53 -0.27 0.91 0.05

CALS – youth 31.72 + 15.86 31.13 + 17.27 -0.18 0.91 0.03

Note. Values for all continuous variables are written as mean ± SD, categorical variables are written as n (% within group). Effect Size = Cohen’s d or Cramer’s V.   
a SGA = risperidone, olanzapine, aripiprazole, ziprasidone, quetiapine. b SSRI antidepressants = sertraline, paroxetine, fluoxetine, fluvoxamine, citalopram, escit-
alopram. c Non-SSRI antidepressants = buproprion, mirtazapine, venlafaxine, duloxetine. d Stimulants = methylphenidate, amphetamine-dextroamphetamine, 
dextroamphetamine. e = Mann-Whitney U-test used. f = Equal variances not assumed. g = Fisher Exact Test value. Abbreviations: BD, bipolar disorder; NOS, 
not otherwise specified; DRS, depression rating scale; MRS, mania rating scale; CGAS, Child Global Assessment Scale; ADHD, attention-deficit hyperactivity 
disorder; SSRI, selective serotonin reuptake inhibitor; CALS, Children’s Affective Lability Scale; LPI, Life Problems Inventory.
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Table 5: Demographic and clinical characteristics of lifetime group psychosocial treatment in youth with bipolar disorder 
(N=251).

Prevalence and Correlates of Psychosocial Treatment Utilization in Canadian Youth with Bipolar Disorder

Group treatment 
(n=42)

No group treatment 
(n=209)

Statistics

t / χ2 FDR-corrected  p Effect Size

Demographics 

Race [% Caucasian] 27 (64.3%) 170 (81.3%) 6.02 0.048 0.16

Age 17.37 + 1.54 16.76 + 1.51 -2.36 0.048 0.40

Socioeconomic Status [1-5] 3.93 + .97 4.13 + .97 3766.50 e 0.18  0.09

Living with both natural parents 22 (52.4%) 118 (56.7%) 0.27 0.08 0.03

Sex [% female] 30 (71.4%) 146 (69.9%) 0.04 0.84 0.01
Bipolar subtype

BD-I 15 (35.7%) 55 (26.3%)

1.96 0.80 0.09BD-II 14 (33.3%) 69 (33.0%)

BD-NOS 13 (31.0%) 85 (40.7%)

Age of onset of BD 15.54 + 2.73 14.63 + 2.51 -2.11 0.33 0.36
Lifetime clinical characteristics 

Psychiatric hospitalization 27 (64.3%) 95 (45.5%) 4.96 0.31 0.14

Suicide attempt 14 (33.3%) 46 (22.0%) 2.47 0.57 0.10

Non-suicidal self-injury 27 (64.3%) 116 (55.5%) 1.1 0.76 0.07

Physical abuse 4 (10.3%) 13 (6.4%) 0.76 0.84 0.06

Passive death wishes 32 (76.2%) 168 (80.4%) 0.38 0.84 0.04

Suicidal ideation 29 (69.0%) 135 (64.6%) 0.31 0.84 0.04

Psychosis 12 (28.6%) 54 (25.8%) 0.14 0.91 0.02

Sexual abuse 2 (5.1%) 15 (7.4%) 0.25 1.00 0.03
Mood symptom severity and global functioning

CGAS – most severe past episode 38.78 + 6.48 42.45 + 9.22 2.43 0.31 0.42

Lifetime most severe MRS score 31.83 + 9.10 29.28 + 9.21 3733.00 e 0.57 0.10

Current MRS score (past month) 15.38 + 14.36 18.27 + 12.82 1.31 0.63 0.22

CGAS – highest past year 60.29 + 10.89 62.29 + 12.49 0.95 0.77 0.16

CGAS – current episode (past month) 51.93 + 10.97 53.06 + 11.46 0.58 0.84 0.10.25

Current DRS score (past month) 19.40 + 12.51 20.28 + 12.53 0.41 0.91 0.07

Lifetime most severe DRS score 31.24 + 10.84 30.67 + 10.63 -0.31 0.91 0.05
Lifetime psychiatric comorbidity

Any anxiety disorder 38 (90.5%) 166 (79.4%) 2.81 0.57 0.11

ADHD 21 (50.0%) 87 (41.6%) 1.00 0.76 0.06

Obsessive-compulsive disorder 9 (21.4%) 37 (17.7%) 0.32 0.84 0.04

Any substance use disorder 16 (38.1%) 72 (34.4%) 0.20 0.90 0.03

Oppositional defiant disorder 12 (28.6%) 64 (30.6%) 0.07 0.92 0.02

Post-traumatic stress disorder 4 (9.5%) 19 (9.1%) 0.01 1.00 0.01

Conduct disorder 2 (4.8%) 14 (6.7%) 0.22 1.00 0.03
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Table 5 cond. 

Prevalence and Correlates of Psychosocial Treatment Utilization in Canadian Youth with Bipolar Disorder

Group treatment 
(n=42)

No group treatment 
(n=209)

Statistics

t / χ2 FDR-corrected  p Effect Size

Family psychiatric history (1st and/or 2nd degree)

Hypomania/mania 11 (26.2%) 100 (47.8%) 6.65 0.08 0.16

Suicidal ideation 23 (54.8%) 84 (40.2%) 3.04 0.33 0.11

Any substance use disorder 24 (57.1%) 104 (49.8%) 0.76 0.84 0.06

Depression 31 (73.8%) 166 (79.4%) 0.65 0.84 0.05

Psychosis 8 (19.0%) 47 (22.5%) 0.24 0.91 0.03

Suicide attempt 13 (31.7%) 60 (28.7%) 0.15 0.91 0.02

ADHD 14 (33.3%) 74 (35.4%) 0.07 0.91 0.02

Anxiety 26 (61.9%) 128 (61.2%) 0.01 0.94 0.01

Lifetime psychiatric treatment 

Second generation antipsychotica 30 (71.4%) 109 (52.2%) 5.26 0.31 0.15

Non-SSRI antidepressantsc 9 (21.4%) 25 (12.0%) 2.68 0.57 0.10

Any medication 36 (85.7%) 163 (78.0%) 1.27 0.74 0.07

SSRI antidepressantsb 20 (47.6%) 88 (42.1%) 0.43 0.84 0.04

Stimulantsd 7 (16.7%) 44 (21.1%) 0.42 0.84 0.04

Lithium 9 (21.4%) 40 (19.1%) 0.12 0.91 0.02
Dimensional traits

CALS – youth 34.82 + 18.27 30.52 + 16.77 -1.43 0.59 0.25

LPI – total  163.46 + 62.37 149.22 + 57.46 -1.4 0.59 0.24

CBQ – youth about father 5.12 + 4.20 6.08 + 6.01 1.12 f 0.74 0.17

CALS – parent  25.03 + 17.31 23.49 + 15.73 -0.55 0.84 0.10

CBQ – parent 7.15 + 5.45 6.95 + 6.29 -0.19 0.96 0.03

CBQ – youth about mother 5.74 + 5.78 5.63 + 5.62 -0.11 1.00 0.02

Note. Values for all continuous variables are written as mean ± SD, categorical variables are written as n (% within group). Effect Size = Cohen’s d or Cramer’s V.   
a SGA = risperidone, olanzapine, aripiprazole, ziprasidone, quetiapine. b SSRI antidepressants = sertraline, paroxetine, fluoxetine, fluvoxamine, citalopram, escit-
alopram. c Non-SSRI antidepressants = buproprion, mirtazapine, venlafaxine, duloxetine. d Stimulants = methylphenidate, amphetamine-dextroamphetamine, 
dextroamphetamine. e = Mann-Whitney U-test used. f = Equal variances not assumed. g = Fisher Exact Test value. Abbreviations: BD, bipolar disorder; NOS, 
not otherwise specified; DRS, depression rating scale; MRS, mania rating scale; CGAS, Child Global Assessment Scale; ADHD, attention-deficit hyperactivity 
disorder; SSRI, selective serotonin reuptake inhibitor; CALS, Children’s Affective Lability Scale; LPI, Life Problems Inventory.




