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Brief Report

A Brief Screening Tool for a Prepubertal and Early Adolescent 
Bipolar Disorder Phenotype

Rebecca Tillman, M.S.
Barbara Geller, M.D.

Objective: Although there has recently been increased interest
in child mania, there is as yet no brief screening tool that sepa-
rates a prepubertal and early adolescent bipolar disorder phe-
notype from attention deficit hyperactivity disorder (ADHD), the
most relevant differential diagnosis.

Method: Parents of 268 consecutively ascertained subjects (93
with a prepubertal and early adolescent bipolar disorder phe-
notype, 81 with ADHD, 94 in a healthy comparison group) com-
pleted the 10-item Conners’ Abbreviated Parent Questionnaire,

before separate Washington University in St. Louis Kiddie Sched-
ule for Affective Disorders and Schizophrenia interviews of par-
ents and children. Data from the Conners’ Abbreviated Parent
Questionnaire were analyzed by using receiver operating char-
acteristic methods. 

Results: A screening algorithm that yielded a sensitivity of 0.73
and a specificity of 0.86 was developed from the Conners’ Ab-
breviated Parent Questionnaire.

Conclusions: The Conners’ Abbreviated Parent Questionnaire
is a promising tool as a screen for a prepubertal and early ado-
lescent bipolar disorder phenotype and has similar sensitivity
and specificity to screening tools for adult bipolar disorder.

(Am J Psychiatry 2005; 162:1214–1216)

Although there is increasing diagnostic and longitu-
dinal validation of the existence of a prepubertal and early
adolescent bipolar disorder phenotype (1), there is as yet,
to our knowledge, no brief screen for this disorder. The ab-
sence of a published screening tool for a prepubertal and
early adolescent bipolar disorder phenotype that is com-
parable to screening tools for adult bipolar disorder ham-
pers epidemiological, twin, and service utilization studies.
To address this need, the usefulness of the Conners’ Ab-
breviated Parent Questionnaire (2), an instrument devel-
oped to assess attention deficit hyperactivity disorder
(ADHD), was investigated. Dissimilar to screening tools
for use with adults, a screen for a prepubertal and early ad-
olescent bipolar disorder phenotype needed to differenti-
ate ADHD from mania, because of the high comorbidity of
ADHD among subjects with a prepubertal and early ado-
lescent bipolar disorder phenotype (3). To our knowledge,
this is the first report of a brief screening tool for a prepu-
bertal and early adolescent bipolar disorder phenotype.

Method

Details of the subject ascertainment method were previously
published (4). To optimize generalization, subjects with a prepu-
bertal and early adolescent bipolar disorder phenotype and sub-
jects with ADHD were identified through consecutive new case as-
certainment from outpatient child psychiatric and pediatric sites.
The healthy comparison group was identified through a random
survey that matched the comparison subjects to subjects with a
prepubertal and early adolescent bipolar disorder phenotype by
age, gender, socioeconomic status, ethnicity, and zip code.

Details of study inclusion and exclusion criteria have been pub-
lished previously (4). Inclusion criteria were ages 7–16 years and
good physical health. Both males and females were eligible for in-
clusion. Exclusion criteria were IQ <70, adopted status, pervasive
developmental disorders, schizophrenia, epilepsy or other major
medical or neurological disorder, and baseline substance depen-

dency or pregnancy, and symptoms only while taking mania-in-
ducing medication. There were no family history exclusions (4).

Subjects in the prepubertal and early adolescent bipolar disor-
der phenotype group needed to exhibit at least one of the two car-
dinal symptoms of mania (i.e., elation and/or grandiosity) to
avoid a diagnosis of mania only because of symptoms that over-
lapped with those for ADHD (e.g., hyperactivity and distractibil-
ity). Also, the prepubertal and early adolescent bipolar disorder
phenotype group needed to have current DSM-IV mania for at
least 2 weeks—a conservative duration chosen to address contro-
versies in the field (1)—and a Children’s Global Assessment Scale
score ≤60, signifying impaired functioning (5).

Inclusion criteria for ADHD subjects were current DSM-IV
ADHD with a Children’s Global Assessment Scale score ≤60; ex-
clusion criteria were no current or past mania, hypomania, or
major depressive disorder. Subjects in the healthy comparison
group needed a Children’s Global Assessment Scale score ≥70 and
could not have current or past mania, hypomania, major depres-
sive disorder, or ADHD.

After a complete description of the study to parents and chil-
dren, informed written consent and written assent were obtained
from parents and children, respectively.

The Washington University in St. Louis Kiddie Schedule for Af-
fective Disorders and Schizophrenia (WASH-U-KSADS) (6), a
semistructured interview, was administered by experienced re-
search nurses separately to parents about their children and to
children about themselves. The nurses were blind to the diagnos-
tic group of the subjects. The Children’s Global Assessment Scale
(5) was used as a severity measure; the scale score was derived by
the nurses who gave the WASH-U-KSADS.

Parents completed the Conners’ Abbreviated Parent Question-
naire about their children before the WASH-U-KSADS interviews.
The Conners’ Abbreviated Parent Questionnaire, an instrument
for assessing ADHD in children and adolescents, has 10 items,
each with four possible answers. Each item has a minimum score
of 1 and a maximum score of 4.

Data from the Conners’ Abbreviated Parent Questionnaire
were analyzed by comparing item scores between study groups
with logistic regression, with adjustment for the effects of age, pu-
bertal status, and gender. These variables were controlled for be-
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cause the ADHD subjects were significantly younger and more
likely to be prepubertal and male, compared with the prepubertal
and early adolescent bipolar disorder phenotype subjects and the
healthy comparison subjects. Items that showed significant dif-
ferences after Bonferroni correction for 10 comparisons (cor-
rected p≤0.005) between the prepubertal and early adolescent
bipolar disorder phenotype and ADHD groups were further ana-
lyzed by using receiver operating characteristic methods to deter-
mine sensitivity and specificity of the Conners’ Abbreviated Par-
ent Questionnaire items, so that optimal cutoffs for the screen
could be found. Sensitivities and specificities were obtained
through Proc Logistic in SAS version 8.2 (SAS Institute, Cary,
N.C.). This procedure was used to perform logistic regression
with bipolar disorder status as the dependent variable and to de-
termine sensitivity and specificity values at all possible cutoff val-
ues. Age and gender were analyzed as covariates, because optimal
cutoff values could vary by age or gender.

Results

Subjects enrolled in the study included 93 with a prepu-
bertal and early adolescent bipolar disorder phenotype, 81
with ADHD, and 94 healthy comparison subjects. Four sub-
jects with missing values for the Conners’ Abbreviated Par-
ent Questionnaire were excluded from the analysis, leaving
92 prepubertal and early adolescent bipolar disorder phe-
notype, 80 ADHD, and 92 healthy comparison subjects.

Scores for items 7, 8, 9, and 10 were all significantly
higher in the prepubertal and early adolescent bipolar dis-
order phenotype group than in the ADHD group (Table 1).
Algorithms combining these items were compared by us-
ing receiver operating characteristic methods, and it was
determined that the algorithm ([2 × item 8 score] + item 9
score) provided the best screen for a prepubertal and early
adolescent bipolar disorder phenotype. Optimal cutoff
values for ([2 × item 8 score] + item 9 score) were ≥9 for
subjects ages 7–8 years, ≥8 for subjects ages 9–10 years,
and ≥6 for subjects ages 11–16 years. The receiver operat-
ing characteristic curve is shown in Figure 1. Utilizing age
group as a covariate yielded a sensitivity of 0.73 and a

specificity of 0.86. The screen identified 73% of the prepu-
bertal and early adolescent bipolar disorder phenotype
subjects, 26% of the ADHD subjects, and 3% of healthy
comparison subjects. Using gender as a covariate did not
improve the model.

To test that this procedure was not a failed use of the
Conners’ Abbreviated Parent Questionnaire, the sensitiv-
ity and specificity for detecting ADHD were calculated by
using data for all 10 items from the ADHD subjects and the
healthy comparison subjects. The sensitivity was 0.99, and
the specificity was 0.95.

TABLE 1. Scores on Items of the Conners’ Abbreviated Parent Questionnaire for Subjects With a Prepubertal and Early
Adolescent Bipolar Disorder Phenotype, Subjects with Attention Deficit Hyperactivity Disorder (ADHD), and Healthy
Comparison Subjectsa

Conners’ Abbreviated Parent Questionnaire Item

Subjects With a Prepubertal
and Early Adolescent 

Bipolar Disorder Phenotype 
(N=92)

Subjects With ADHD 
(N=80)

Healthy Comparison 
Subjects 
(N=92)

Mean SD Mean SD Mean SD
1. Restless or overactive 2.9b 0.9 3.0b 0.8 1.2 0.5
2. Excitable, impulsive 3.2b 0.8 3.1b 0.8 1.3 0.5
3. Disturbs other children 2.7b 1.0 2.5b 0.8 1.1 0.3
4. Fails to finish things he or she starts—short attention span 2.9b 1.0 2.9b 0.9 1.2 0.4
5. Constantly fidgeting 2.7b 1.0 3.1b 0.8 1.2 0.4
6. Inattentive, easily distracted 3.2b 0.9 3.3b 0.7 1.2 0.4
7. Demands must be met immediately—easily frustrated 3.3b,c 0.9 2.9b 1.0 1.2 0.4
8. Cries often and easily 2.5b,d 1.0 1.9b 0.9 1.2 0.5
9. Mood changes quickly and drastically 3.2b,d 0.9 2.3b 1.0 1.2 0.4

10. Temper outbursts, explosive and unpredictable behavior 3.1b,d 1.0 2.3b 1.0 1.2 0.4
a See text for scoring algorithm and age-specific cutoffs to use the Conners’ Abbreviated Parent Questionnaire as a screening tool.
b Significant difference, compared with the healthy comparison group (p<0.0001).
c Significant difference, compared with the ADHD group (p<0.003).
d Significant difference, compared with the ADHD group (p<0.0001).

FIGURE 1. Receiver Operating Characteristic Curve of the
Conners’ Abbreviated Parent Questionnaire Algorithm
Among 92 Subjects With a Prepubertal and Early Adoles-
cent Bipolar Disorder Phenotype, 80 Subjects With ADHD,
and 92 Healthy Comparison Subjectsa

a Algorithm=[(2 × item 8 score) + item 9 score]. The optimal cutoff
value (arrow) gives a sensitivity of 0.73 and a specificity of 0.86.
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Discussion

The Conners’ Abbreviated Parent Questionnaire is an
easy-to-complete, 10-item scale that provided good psy-
chometrics as a screen for an outpatient prepubertal and
early adolescent bipolar disorder phenotype in a study
group of children and adolescents that included subjects
with ADHD.

The sensitivity and specificity found in this group were
comparable to those reported in the literature on screen-
ing for adult bipolar disorder (7–9). Specifically, the Con-
ners’ Abbreviated Parent Questionnaire performed simi-
larly to the Mood Disorder Questionnaire, a screen used
with adult outpatients (8).

Limitations include that the Conners’ Abbreviated Par-
ent Questionnaire screen may not generalize to pheno-
types other than a prepubertal and early adolescent bipo-
lar disorder phenotype (1) or to hospitalized subjects.
However, the similarity of inpatient and outpatient prepu-
bertal and early adolescent bipolar disorder phenotype
subjects has been discussed (1). Performance of the Con-
ners’ Abbreviated Parent Questionnaire may also vary in
study populations with different comorbidity patterns (3).
It is likely, however, that the sensitivity and specificity re-
ported here are conservative, because the discrimination
of a prepubertal and early adolescent bipolar disorder
phenotype from ADHD is the key differential diagnostic
problem in the pediatric age group.
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