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Supplement

The target of psychosocial interventions

Medication non-adherence
Non-adherence to medication is a major cause 
bipolar disorder.2,3 The factors involved in non-a
multifaceted and occur at the individual, service 
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ABSTRACT

• Adjunctive psychosocial interventions for bipolar disorder 
target many of the issues that are not addressed by 
medication alone, including non-adherence, efficacy–
effectiveness gap and functionality.

• Psychosocial interventions have been found to reduce 
relapse, particularly for the depressive pole, and improve 
functionality.

• Approaches such as psychoeducation, cognitive behaviour 
therapy, interpersonal and social rhythm therapy, and family 
therapy have shown benefits as adjunctive treatments.

• Each of the various psychosocial interventions has a unique 
emphasis, but they share common elements. These include: 
providing information and education; developing a personal 
understanding of the illness, such as triggers and early 
warning signs; having prepared strategies in place for early 
intervention, should symptoms of illness develop; and 
promoting a collaborative approach.

• Evidence to date supports the use of adjunctive psychosocial 
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interventions in the management of bipolar disorder.
ipo
tre
coB
 lar disorder is a chronic mental illness that poses many

atment challenges. Although medication is a core treatment
mponent (see Malhi et al, page S24),1 medications alone do

not address many illness-related issues such as persistent subthresh-
old depression, adjustment to illness, medication adherence, and
social and occupational functioning. Psychosocial interventions
have an increasing evidence base as an adjunct to pharmacotherapy
in the optimal management of this complex disorder.

of relapse in
dherence are
delivery, and

illness levels.
Individual factors of illness acceptance, beliefs and level of

understanding of the disorder, and fear of the role of medica-
tion all affect adherence.3-6 Treatment complexity and tolerabil-
ity issues also contribute to non-adherence. This is further
compounded by some patients “chasing” the elevated mood
pole; those with a predominance of mania are more likely to be
non-adherent.7 Lack of knowledge about the disorder and the
reason for taking medication, and misinformation leading to
inaccurate beliefs and fears about medication are risk factors for
non-adherence in bipolar disorder.8 Psychoeducation combined
with a collaborative alliance between the clinician and the
patient can help to reduce these risks.9 Understanding the
patient’s beliefs about the disorder and its treatment can
facilitate targeted intervention to improve adherence.10 Inter-
ventions such as simplifying the treatment regimen and build-
ing in reminders (eg, a diary) or cues (eg, link to brushing
teeth) can also be helpful: a recent study of 140 people with
bipolar disorder found a strong factor in poor adherence was
forgetting to take medication.8

Barriers to care can occur at a system and service delivery level,
at which greater barriers are associated with more non-adher-
ence.11 Issues of access, convenience and cost all affect engage-
ment with treatment.12

At an illness level, psychiatric comorbidities are also associated
with reduced medication adherence. Predictably, comorbid sub-
stance misuse predicts non-adherence, and is associated with a
worse outcome13 and an increased risk of suicidality.2 A recent
trial of a 12-session, group-based cognitive behaviour therapy
(CBT) program for people with bipolar disorder and comorbid
substance misuse showed promising trends in reducing sub-
stance misuse and bipolar relapse compared with group-based
counselling for substance misuse alone.14

Efficacy–effectiveness gap
Although medications play a vital role in reducing relapse,
relapse can occur even when medication adherence is optimal.
Medications have been shown to have limited efficacy in address-
ing functional impairment between episodes and tend to have

greater efficacy in depression than mania.13,15,16 As depression is
the predominant burden, it is noteworthy that psychotherapy
(eg, CBT) often shows more benefit in depression than mania.

Functionality
Functional improvement following an illness episode takes con-
siderably longer than symptomatic recovery.17 Even with effec-
tive pharmacotherapy, there is impairment in social and
occupational domains for 60% of patients.18 Cognitive, relation-
ship, living and work deficits can have a significant detrimental
impact.17 While the primary outcome of most psychosocial
interventions has been to reduce relapse, a number of adjunctive
interventions show improvements in functionality;19,20 such
interventions have also been shown to be more effective at
enhancing social functioning than medication alone.21

Types of adjunctive psychosocial interventions
Although there are distinct theoretical approaches to the psycho-
social treatment of bipolar disorder, there is a blurring of
boundaries between them, with a number of shared components.
Overall, they differ more in their emphasis, rather than in their
unique elements. A meta-analysis of psychosocial interventions
for bipolar disorder showed no evidence to suggest superiority of
any specific type of therapeutic approach, perhaps due to the
extent to which their content overlapped.22 At the individual
level, however, particular psychosocial needs should be identi-
fied, and treatment individualised as far as possible. As with
medication, there is no single psychosocial tool that every patient
will find useful.
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Psychoeducation

The underlying principle of psychoeducation is information and
education, which are typically given in a didactic manner.23 Points
on providing psychoeducation are noted in Box 1.

Primary components of psychoeducation include information
about: the illness and the role of medication; regulation of
biological rhythms (eg, the sleep–wake cycle); identification of
illness triggers; personal illness profiles (eg, identification of
prodromes); and relapse prevention plans.24 Other elements
encompass risk behaviour, including substance misuse, stress
management and problem-solving strategies.24,25 The number of
sessions involved in psychoeducation programs varies, from five
sessions in the first phase of the Life Goals Program26 to 21 in
another group-based psychoeducation program.27

Psychoeducation can significantly reduce relapse and improve
functioning, over and beyond improving medication adherence.28

Recently published 5-year outcomes of group-based psychoeduca-
tion show enduring benefits, with fewer episodes of illness and
higher levels of functioning, in comparison to non-structured
group meetings.27

Cognitive behaviour therapy

Based on the treatment of unipolar depression, CBT has been used
as an adjunct to medication in bipolar disorder.29 CBT emphasises
personal skill development using cognitive strategies to challenge
distorted thoughts that may lead to changes in mood.30 Behav-
ioural strategies focus on responding to triggers and mood
changes; these include strategies to increase activity levels when
the patient is lethargic and depressed, and strategies to assist the
patient to set small manageable goals.

A study of individual cognitive therapy for bipolar disorder
showed positive outcomes at 1-year follow-up, but the benefits
were reduced over time, suggesting the need for booster sessions
to sustain the gains.19 As with many forms of therapy, CBT has
been found to be more successful in reducing relapse in the
depressive pole compared with the manic pole.30 A large ran-
domised trial of CBT showed no difference between CBT and
treatment as usual, when all participants were included in the
analyses.31 However, results of a post-hoc analysis suggested that
CBT was effective for participants who reported fewer than 12
prior episodes of illness and were not acutely unwell when therapy
began; numbers of episodes of mania rather than depression
seemed to predict treatment response.32 Such data can help guide
the clinical application of CBT for bipolar patients.

Few studies have assessed whether CBT alone is more or less
effective than CBT plus psychoeducation, but no difference
between CBT plus psychoeducation and psychoeducation alone
has been reported.33 A 12-week group-based intervention (with
three additional booster sessions) that encompasses psychoeduca-
tion and elements of CBT and social rhythm therapy has been
developed.30,34,35 This program was found to be effective in
reducing both depressive and manic relapses.35 An eclectic and
comprehensive approach may be important for effectively dealing
with both poles of the illness.

Interpersonal and social rhythm therapy

Based on the interpersonal psychotherapy model of depression and
informed by the importance of regular social rhythms in bipolar
disorder,36 interpersonal and social rhythm therapy explores path-

ways to relapse, including disruptions to social and circadian
patterns, non-adherence to medication, and stressful life events.37

The model suggests that positive and negative life events can
adversely affect circadian rhythms, posing a risk of recurrence.36 It
tackles these issues by establishing regular routines, exploring
interpersonal conflict and addressing issues around social roles,37

and it seems to have promise in managing bipolar disorder.

Family therapy
Interpersonal family stress contributes to relationship breakdown
and lack of perceived social support, and high expressed emotion
may contribute to relapse.21 Family-focused treatment has been
shown to reduce recurrence when used as an adjunct to medica-
tion for bipolar disorder.38 It is initiated once stabilisation of mood
has been effected after an acute episode, and includes the patient
and at least one significant family member (eg, parent or spouse).39

The underlying focus of family-focused treatment is to provide
education regarding the recent illness episode; this includes
exploring possible causes and the patient’s personal triggers,
discussing the importance of medication, differentiating between
the person and the illness, and enhancing positive family relation-
ships.40 Improved positive communication appears to be a key
mechanism in this approach.38,41 Recent studies suggest greater
benefits in reducing depressive rather than manic relapses.23,38,42

Family members of people with bipolar disorder suffer from
high rates of carer burden.43 A group psychoeducation program
for carers helped to reduce carer burden as well as manic and
hypomanic relapse.44,45 This highlights the benefits of considering
the patient’s social milieu and the way the illness affects meaning-
ful relationships. Incorporating family members when possible in
the routine management of bipolar disorder is valuable. Including
the family in clinical care, basic psychoeducation, relapse planning
and advance directives are strategies that can be adopted in routine
clinical settings.

Online therapy
A rapidly growing area for the management of mental illnesses is
that of online therapies. In general, online therapies are based on
models of face-to-face therapy. Therapies for depression and panic
disorder are established examples. For bipolar disorder, a number
of models are in development, including MoodSwings (http://
www.moodswings.net.au).46 It is expected that, if formal trials
demonstrate efficacy, these programs will become widely used due
to their cost-effectiveness, convenience and reach.

1 Points on providing psychoeducation

• No matter how long it is since a patient has been diagnosed with 
bipolar disorder, do not assume that he or she has a good 
knowledge of the illness.

• As much as possible, relate education and information to the 
patient using examples.

• Provide written material that can be referred to later and can be 
passed on to family and friends.

• Linking with local support groups can help to reduce feelings of 
isolation and stigma through sharing of information and 
experiences.

• It can be useful to include family members in basic information 
sessions — this requires prior consultation with the individual 
patient. ◆
S32 MJA • Volume 193 Number 4 • 16 August 2010



BIPOLAR DISORDER: NEW UNDERSTANDINGS, EMERGING TREATMENTS
Overlapping components
Studies of psychosocial interventions for bipolar disorder clearly
indicate they have a role in adjunctive treatment of the illness. A
meta-analysis has shown a significant reduction in relapse rates, of
about 40%, in comparison to usual treatment.29 Approaches that
have been flagged as most effective include CBT, group psycho-
education and family therapy.22

The success of these interventions may, to some extent, lie in
their shared elements. The different psychosocial interventions all
have some overlapping paradigms; for example, psychoeducation
is part of CBT.47 It may also reflect a similar approach to delivery,
in that material is presented in a sequential and structured manner,
with an emphasis on patients gaining personalised skills in the
management of their illness.34 Finally, the different psychological
approaches each have their own emphasis, but share the strategies
shown in Box 2 — that is, key content related to the therapeutic
alliance, education, enhancement of adherence, early identification
of prodromes, awareness of illness triggers, the importance of
supportive relationships, and development of strategies such as
relapse prevention plans and constructive coping skills.

Education and information 
Written materials that reinforce information are useful, and can
also be passed on to friends and family. There are a number of
books aimed at providing information and strategies to patients
and their families. Books that highlight individual journeys can be
particularly inspiring, such as those by clinical psychologist Kay
Redfield Jamison and researcher Sarah Russell, who documents
individual experiences with bipolar disorder. There are also several
reputable, open-access websites that specifically provide informa-
tion on bipolar disorder, including McMan’s Depression and
Bipolar Web (http://www.mcmanweb.com), run by health journal-
ist John McManamy, and PsychEducation.org (http://www.psych-
education.org), maintained by psychiatrist Jim Phelps.

Support and collaboration
Linking patients and their carers to local support groups can help
reduce feelings of stigma and isolation. Some patients may also
find online forums supportive, such as the bipolar forum on
BlueBoard (http://blueboard.anu.edu.au), a discussion board mon-
itored by researchers at the Australian National University. How-
ever, lack of monitoring can be an issue with some discussion
boards and chat rooms, with patients sharing unpleasant experi-
ences with other forum users.

Personal illness profile and mood monitoring
A personal illness profile and mood monitoring can be adopted as
part of the routine care of patients with bipolar disorder, and serve
as a key tool in the longitudinal mapping of mood, medication
changes, psychosocial stressors, and so forth. They can help
patients to identify triggers of illness and early warning signs to
enable early intervention, in the hope of circumventing an episode
of illness. Mood monitoring may be retrospective or prospective.

Retrospective mood monitoring: In this approach, the patient
identifies previous episodes (over years or months) and graphs or
records these events. It allows for reflection on possible triggers of
episodes and identification of stressors and past patterns. Retro-
spective mood monitoring can also help identify previously unrec-

ognised illness episodes. However, reflecting on past episodes can
be distressing and anxiety-provoking. Patients need reassurance
about the process and that these thoughts relate to the past and not
the present.

Prospective mood monitoring: This form of monitoring is typically
done on a daily basis, whereby patients record mood, anxiety and
sleep, along with a journal note that can be used to identify
possible triggers. Many mood monitors also record whether
medication was taken as prescribed and phase of menstrual cycle.
An example is shown in Box 3. This detailed approach allows for
the identification of triggers, and can help develop insight into the
illness and aid with adherence. It also provides a vehicle to identify
symptoms of illness early and monitor response to treatment, and
provides information on the course of an illness episode. It serves
as a collaborative tool between patient and physician and can
enhance the therapeutic alliance.48,49

Action plans
Relapse and suicide prevention plans are written plans of actions
that will be taken when warning signs or symptoms are developing
or the patient becomes suicidal. They are written by the patient
when well, and are devised to be a salient reminder of useful
coping strategies. These plans often involve a patient’s support
network — such as what individuals in the support network agree
to do to help, and in what circumstances (eg, drive the patient to
an appointment, mind the patient’s car keys when he or she is
becoming manic, or go on walks with the patient when warning
signs of depression develop). It also typically includes what the
service provider will do, such as agree to see the patient urgently if
certain warning signs develop.

2 Common elements of psychotherapy in bipolar disorder

Aim to reduce 
relapse and improve 

quality of life

Education and information 
• Understanding illness and 

treatments

Tools
• Written materials, 

including books and 
handouts

Support and collaboration
• Family
• Friends
• Service providers

Tools
• Links to support groups 

(for patients and carers)
• Sessions with family 

members as appropriate

Personal illness profile and 
mood monitoring
• Identification of triggers
• Early warning signs
• Profile of episodes

Tools
• Mood monitoring
• Written summary of 

warning signs and illness 
profile

Action plans
• Minimise relapse
• Develop constructive 

coping skills

Tools
• Relapse prevention 

plans
• Suicide prevention 

plan
MJA • Volume 193 Number 4 • 16 August 2010 S33



SUPPLEMENT
Conclusions
Current evidence suggests that psychosocial interventions are
valuable in the adjunctive management of bipolar disorder. They
should be utilised as a routine component of management, and as
early after diagnosis as feasible. Psychosocial therapies are more
valuable if commenced when a patient is euthymic. Future
research will refine what type of psychosocial intervention is most
beneficial for particular patients at particular stages of their illness,
and determine ways to address cognitive deficits and comorbid
disorders.
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