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9.1 Introduction

Psychological interventions are critical in the treatment of bipolar disorders
(BDs) as an adjunct to pharmacotherapy and other somatic treatments. These
interventions are particularly important in older adults, who face psychosocial
challenges, cognitive difficulties, high rates of medical comorbidity, disability, and
increased rates of suicide [1, 2]. In this chapter, we review outpatient psychological
treatments for older adults with bipolar disorders (OABDs). We broadly define as
psychological any intervention, program, or model that includes psychological
approaches, e.g., psychotherapeutic, psychosocial, skills training, psychoeduca-
tional, and family support interventions. We discuss potentially relevant clinical
issues, such as disability, cognitive impairment, emotion regulation, and suicidality.
Finally, a clinical vignette and a list of clinical “pearls” highlight important ther-
apeutic targets for this population.
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9.2 Literature Search

We selected studies in older adults with bipolar patients through searches of
PUBMED (1968–2015), PsychINFO (1968–2015), and Cochrane database. The
searches used combinations of the following keywords: psychosoc*, psychother*,
psychoedu*, family support, bipolar, mood disorders, old*, and elder* (the *
denotes any combination of the word). We also explored previous reviews and
meta-analyses in this population [1–5]. As a comparison, we selected articles,
reviews, and meta-analyses on psychological interventions for BD in young and
middle-aged adults [6–13].

The searches generated 257 articles. Forty-four of these articles were literature
reviews (including systematic reviews and meta-analyses) and twelve reported
results from clinical trials. Two of the latter twelve articles discussed a day hospital
treatment for older adults with unipolar or bipolar depression [14] and an inpatient
dual-diagnosis program for patients with alcohol dependence and unipolar or
bipolar affective disorder [15]. One trial focused on an educational intervention for
families living with a bipolar patient [16]. Three were clinical trials involving
young to middle-aged patients (average age <55 years): smoking cessation for
people with severe mental illness [17] (mean age = 47.2 years); a
pharmacist-psychiatrist collaborative medication therapy management clinic for
patients with severe mental illness [18] (mean age = 49 years; 7 %, N = 5, BD);
and a psychoeducational program for euthymic patients with BD [19] (mean
age = 52).

The main focus of this chapter is a review of the remaining six (out of the
twelve) clinical trials’ articles that concentrate on older adults with bipolar disorders
(OABDs) (i.e., the study participants or a designated group of participants had an
average age of 60 years or older). These six articles reported results of four distinct
clinical trials (three RCTs) that include the following four outpatient interventions:
a manualized psychosocial skills and psychoeducation training program [Helping
Older People Experience Success (HOPES)] [20, 21]; an intensive clinical and
psychosocial management program [Enhanced Clinical Intervention (ECI)] [22]; a
medication adherence intervention [Medication Adherence Skills Training for
Bipolar Disorder (MAST-BD)] [23]; and a bipolar disorder medical care model
[Bipolar Medical Care Model (BCM)] [24, 25]. Table 9.1 summarizes the studies
and the interventions in these six manuscripts.

In summary, the four distinct clinical trials shared the following characteristics:
(1) The whole sample or a subgroup of the sample had a diagnosis of BD I, II, or
NOS; (2) the average age of the whole sample (or a designated subsample of older
adults) was 60 years or older; and (3) each trial tested an outpatient psychological
intervention. In the following section, we present a detailed description of each
intervention and summarize the study findings.
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9.3 Helping Older People Experience Success (HOPES)

HOPES is a manualized psychosocial skills and psychoeducation training program
developed for older adults with severe mental illness, including bipolar disorder,
schizophrenia, schizoaffective disorder, and major depression, living in the com-
munity. The aim of the intervention is to improve overall psychosocial function,
while reducing long-term medical burden [20, 21, 26]. The HOPES program
includes one year of intensive skills training and health management, followed by a
1-year maintenance period. Both the first intensive year and second maintenance
years include weekly skills classes, bimonthly community practice trips, and
one-on-one meetings with a nurse, monthly in the first year, with decreased fre-
quency in the second year (Table 9.1).

9.3.1 Intensive Psychosocial Skills Training

HOPES interventions are grounded in the principles of social skills training through
the use of modeling and role-playing techniques, provision of positive and cor-
rective feedback, and completion of homework assignments. The curriculum
includes seven modules: communicating effectively, making and keeping friends,
making the most of leisure time, healthy living, using medications effectively, and
making the most of a healthcare visit [21]. Each module includes 6–8 component
skills with one specific skill taught each week by a master’s prepared rehabilitation
specialist. Participants practice the skills in community group outings. Another
form of community practice involved the participant identifying an “indigenous
supporter” (family member, friend, clinician, spouse) who could help facilitate
opportunities to practice the targeted skills in a safe and natural space.

9.3.2 Healthcare Management

HOPES care management is delivered by registered professional nurses who
evaluate each participant’s medical history and current healthcare needs. The nurses
and participants set health-related goals and focus on preventative and primary
healthcare benchmarks. The skills training clinicians and registered nurses meet
weekly to coordinate each component of HOPES.

9.3.3 Comment

As indicated in Table 9.1, one RCT study demonstrated that HOPES participants
had greater improvement than treatment as usual (TAU) in measures of
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performance skills, psychosocial and community functioning, symptoms, and
self-efficacy1 at 1, 2, and 3 years [20, 21].

The multicomponent HOPES intervention is appropriate for older adults with
severe mental illness, including BD, who face a combination of psychosocial and
medical issues and have persistent impairment in multiple areas of functioning (e.g.,
work and self-care). The benefits of the program were unrelated to psychiatric
diagnosis, i.e., psychotic disorders (schizophrenia–schizoaffective) versus mood
disorders (MDD and BD). Nevertheless, because of the small percentage of older
adults with BD in the sample, evaluation and potential adaptation of the HOPES
program specifically for older adults with BD are needed. Furthermore, because
study participants had persistent impairment in functioning, validation of the
HOPES program in older adults with higher level of functioning is recommended.

9.4 Enhanced Clinical Intervention (ECI)

Enhanced clinical intervention (ECI) is a manualized intensive clinical and psy-
chosocial management program provided by a nurse or masters-level clinician and
consists of four educational components (including education about BD, pharma-
cotherapy, sleep, and social rhythm hygiene), five management components (in-
cluding review of symptoms, medication side effects, discussion of early warning
signs, and 24-h on-call service), and a support component [22]. ECI clinicians meet
with patients for 20–30 min before a scheduled appointment with the psychiatrist.
Patients receive ECI weekly for 12 weeks, every other week for the following
8 weeks and monthly for the duration of treatment (mean = 20 months; range: 18–
34 months). If patients had a recurrence of mood episode, they would return to
weekly visits.

9.4.1 Comment

One study, an RCT, compared Specialized Care for Bipolar Disorder (SCBD)
versus SCBD with ECI [22] in patients with a wide age range including adolescents
(N = 75, 12–18 years of age), young and middle-aged adults (N = 349, 19–
64 years of age), and older adults (N = 39, 65 years of age and older). SCBD is a
manualized system of clinical disease management for bipolar patients, which
includes assessment of psychiatric symptoms and standardized algorithm-driven
pharmacotherapy [22]. Because SCBD does not include a psychosocial component,

1According to Albert Bandura, perceived self-efficacy is “the belief in one’s capabilities to
organize and execute the courses of action required to manage prospective situations.” Bandura A.
Self-efficacy: Toward a Unifying Theory of Behavioral Change. Psychological Review 1977;84
(2): 191–215.
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the Enhanced Clinical Intervention (ECI) was added to SCBD. As indicated in
Table 9.1, the groups showed comparable improvement on the Clinical Global
Index (CGI), the Global Assessment of Functioning (GAF), and Quality of Life
Enjoyment and Satisfaction Questionnaire over 18 months of treatment [22].
However, participants in the SCBD + ECI group had greater improvement in the
quality-of-life measures. Even though there were no separate analyses in the group
of older adults, there were no significant differences in treatment outcomes among
age groups [22].

Future investigations may concentrate on the application of ECI in older adults
with BD and identification of the most useful and efficacious components in
improving symptoms and quality of life in this population.

9.5 Bipolar Medical Care Model

The Bipolar Medical Care Model (BCM) [24, 25] is an adaptation of the Bipolar
Disorder Collaborative Chronic Care Model [27, 28] and aims to improve medical
outcomes and reduce cardiovascular risk in patients with BD [25; mean age = 55.3,
range = 30–73]. The model proposes that effective strategies to reduce symptoms
are necessary to improve adherence to medical treatment, promote health behavior
change, and achieve optimal health outcomes [25]. It includes three main compo-
nents: self-management education, care management, and guideline implementation
(Table 9.1).

9.5.1 Self-Management Component

This component is based on the Life Goals Program, a group psychoeducational
program for BD [29]. The program is enhanced with additional material on the
cardiovascular disease risk, on diet and exercise, and on engagement of general
medical providers. The self-management component is delivered by a care manager
in four two-hour group sessions [25] and complementary phone sessions.

9.5.2 Care Management Component

In this component, a nurse care manager served as a liaison between patients and
providers, addressed patients’ health concerns, referred urgent issues to appropriate
medical and mental health providers, reinforced self-management, and followed
patient’s progress over time [25]. This component was delivered by regular phone
calls for up to 6 months.

9 Psychotherapy and Psychosocial Interventions, Family … 175



9.5.3 Guideline Implementation Component

Continuing medical education sessions addressed cardiovascular disease risk fac-
tors following the American Diabetes Association and American Heart Association
guidelines, for all primary care and mental health providers.

9.5.4 Comment

In an RCT, BCM was associated with significantly greater improvement in physical
health-related quality of life compared to TAU, but there were no significant dif-
ferences between the two groups in other outcomes including symptoms and
functioning (Table 9.1). Evaluation of specific components of BCM and effects in
older patients is needed.

9.6 Medication Adherence Skills Training for Bipolar
Disorder (MAST-BD)

Medication Adherence Skills Training for Bipolar Disorder is a 12-week manual-
ized group intervention that combines educational (weeks 1–3), motivational
(weeks 4–6), medication management skills (weeks 7–9), and symptom manage-
ment training (weeks 10–12). Each part is comprised of three, 90-min sessions. The
content of each session is derived from psychosocial interventions typically used
for younger adults with BD and included elements of cognitive behavioral therapy
and structured group therapy [30, 31]. The medication adherence component was
derived from the Functional Adaptation Skills Training program, which is an
intervention targeted for older adults with psychotic disorders [32] (Table 9.1).

9.6.1 Comment

Non-adherence to pharmacotherapy is associated with increased risk for relapse,
recurrence, hospitalization, and high healthcare costs [12, 23, 33]. MAST-BD is a
promising and needed intervention that focuses on this critical issue of medication
adherence in older adults with BD. In a pilot study [23], MAST-BD provided the
evidence of feasibility, acceptability, and improvement in medication adherence,
medication management ability, depressive symptoms, and quality of life
(Table 9.1). Future investigations may evaluate its effects in a randomized con-
trolled trial.
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9.7 Limitations

The studies and these interventions have the following limitations:

1. Only 3 out of the 4 studies are RCTs (Table 9.1). Further, the interventions that
were tested in an RCT were long-term interventions (from 6 months to 2 years),
which makes it difficult to apply for acute treatment.

2. Only the MAST-BD intervention (which was not tested in an RCT) is designed
for and tested exclusively in older adults with BD. HOPES is designed for older
adults with severe mental illness, including patients with schizophrenia,
schizoaffective, major depression, and BD. ECI and BCM were tested in the
studies of mixed-aged samples (ECI study: 8.4 % of the sample, i.e., 39 par-
ticipants, were older adults aged 65 or older; BCM study: 30 %, i.e., 18 par-
ticipants, were 60 years or older).

3. All interventions had multiple components, which highlights the clinical com-
plexities of treating BD. Future investigations may investigate the beneficial
effects of individual components in older patients with BD.

9.8 Other Interventions for Young and Middle-Aged
Adults

Because of the sparse literature on RCTs in older bipolar patients, we include other
promising interventions that have been tested in RCTs in mixed samples of both
young and middle-aged adults (cognitive behavioral therapy, interpersonal and
social rhythm therapy, family-focused therapy, and psychoeducation). In the section
below, we briefly describe each intervention and summarize our conclusion.

9.8.1 Cognitive Behavioral Therapy, Interpersonal and Social
Rhythm Therapy, and Family-Focused Therapy

In young to middle-aged adults, these three interventions have been studied sepa-
rately [34–42], but also as part of the Systematic Treatment Enhancement Program
for BD (STEP-BD) [43, 44].

Cognitive behavioral therapy has been adapted for BD and includes (1) psy-
choeducation on the course of BD, medication adherence, and stress management;
(2) scheduling of life events; (3) cognitive restructuring; (4) problem-solving
training; (5) plans for early detection and intervention; and (6) selected interven-
tions for comorbidity [43, 45, 46].

Interpersonal and social rhythm therapy [11] consists of psychoeducation, social
rhythm therapy, and interpersonal psychotherapy. Psychoeducation focuses on
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pharmacotherapy, medication side effects, and early episode warning signs and
detection of prodromal symptoms [11]. Social rhythm therapy identifies strategies
to prevent the disruption of social routines and sleep/wake cycles [47]. Interper-
sonal psychotherapy focuses on reducing interpersonal difficulties because of grief,
role transitions, role disputes, and interpersonal deficits. An additional area of “grief
for the lost healthy self” was added to interpersonal and social rhythm therapy [11].

Family-focused therapy includes psychoeducational sessions focusing on
symptoms, course of illness, treatment, and self-management of BD [48]. In the
intermediate phase, after psychoeducation, patients and family members partici-
pated in exercises to enhance communication skills. In the final phase, families
focused on solving problems related to the illness.

9.8.1.1 Conclusion
Results from the STEP-BD study and other RCTs on the individual effects of each
intervention (CBT, interpersonal and social rhythm therapy, family-focused ther-
apy) [9, 34–42] are encouraging for young and middle-aged adults, but future
investigations are needed to examine these therapies in older adults with BD,
especially in those who are 75 years of age or older.

9.8.2 Psychoeducation

Psychoeducation has been a significant component of the interventions for older
bipolar patients, as we described above, but to our knowledge, there are no clinical
trials of stand-alone psychoeducation in older adults with BD [12, 34]. Psychoe-
ducation has been widely utilized in a group or individual format as a stand-alone
intervention or as an adjunct to other psychosocial interventions for young to
middle-aged adults with BD and their families [12, 34, 42, 49–51]. It helps patients
and their families develop skills to identify early signs and symptoms, monitor the
patients’ sleep patterns and symptoms, and avoid relapse [12, 42, 49–51].

9.8.2.1 Conclusion
Again, studies of stand-alone psychoeducational programs have concentrated
mainly on young and middle-aged adults, and future investigations focusing on
older adults with BD are needed.

9.9 Clinical Issues Related to Bipolar Disorder in Older
Adults

Emotion regulation, suicidality, social and family support, disability, cognitive
impairment, and caregiver tension and burden are critical issues in older adults that
need to be systematically assessed and addressed. These issues are important for
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OABD, especially in those who are 75 years or older, a population that has not been
adequately investigated. The following section highlights these clinical challenges.

9.9.1 Emotion Regulation

Because of emotional lability in BD, assessment and regulation of negative and
positive emotions in patients with BD are critical. Emotion regulation strategies
have been effective in improving depression and reducing disability in older adults
with unipolar or bipolar major depression and varying degrees of cognitive func-
tioning, including older patients with major depression and significant cognitive
impairment, or middle-aged and older adults after successful electroconvulsive
therapy (ECT) [52, 53]. Emotion regulation techniques that follow the process
model of emotion regulation [54] may be effective in the management of emotions
associated with a depression, hypomanic, or manic state. These techniques include
situation selection (i.e., selecting situations that promote adaptive positive emotions
and reduce negative emotions), situation modification (i.e., modifying situations to
promote adaptive positive emotions and reduce negative emotions), attentional
deployment (i.e., shifting attention to promote adaptive positive emotions and
reduce negative emotions), cognitive change (i.e., changing the appraisal of a sit-
uation to modify the emotional response, similar to “cognitive restructuring” that is
used in cognitive behavioral therapy) or response modulation (i.e., utilizing direct
efforts to alter one’s emotional responses).

9.9.2 Suicidality

According to the latest statistics from the Centers for Disease Control and
Prevention [55], suicide rates in older adults are alarmingly high and older white
men (aged 85 and older) have the highest rate of suicide (54/100,000) [55]. Even
though the suicide risk appears to be higher in young adults than in older adults
with BD [56, 57], studies on suicide risk in older adults with BD are sparse [58, 59].
In a study of 1354 older adults who died by suicide, BD had a stronger association
with suicide (OR 9.20; 95 % CI 4.38–19.33) than depression (OR 6.44; 95 % CI
5.45–7.61) or anxiety disorders (OR 4.65; 95 % CI 4.07–5.32) [60]. Despite the
need for interventions to prevent suicide in older adults with mood disorders, no
interventions for older patients with BDs have been designed or tested. Clinicians
must assess suicidal ideation, past suicide attempts, as well as risk and protective
factors for suicide in older adults with BD [58, 61].
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9.9.3 Social and Family Support

Decreased social support is critical in older adults with severe mental illness [62],
including BDs, and is associated with increased isolation and decreased pleasure
[63, 64]. Belonging to a large family network and having increased instrumental
support are associated with a shorter bipolar episode [64]. Social support and family
support become increasingly important as disability and cognitive impairment
increase [65]. Therefore, clinicians must evaluate the social and family support of
an older adult with BD and seek to increase social support and reduce interpersonal
tension in the family.

9.9.4 Disability

Disability is prevalent in older adults and is associated with increased depression,
medical morbidity and mortality, and reduced quality of life of patients and care-
givers [66, 67]. Careful assessment of disability domains, the impact of disability on
an individual’s emotions and quality of life, and its contribution to increased family
stress is critical.

9.9.5 Cognitive Impairment

Cognitive impairment, especially deficits in executive functioning, memory, psy-
chomotor speed, and sustained attention, is associated with BD in adults of all ages
[13, 68–75]. Cognitive deficits may contribute to reduced quality of life, increased
disability, and, in some cases, poor treatment outcomes [13, 76, 77]. Clinicians
should assess the specific cognitive deficits and their impact on daily functioning
and interference with adherence to pharmacotherapy or psychosocial treatments.
A formal neuropsychological assessment may be necessary to fully evaluate these
cognitive deficits.

9.9.6 Family/Caregiver Participation

BD has a significant impact on both the individual with BD and the family. Fur-
thermore, family stress may contribute to worsening of bipolar symptoms. It is
important to engage family members and/or caregivers as part of the treatment for
older adults who are faced with increased medical illnesses, disability, and cogni-
tive impairment. However, most family interventions for BD focus on young and
middle-aged patients [78]. Caregiver participation may exacerbate potential care-
giver burden. Clinicians need to evaluate a caregiver’s availability and motivation
to help, disability, and cognitive impairment. Caregivers of older adults with major
depression and cognitive impairment have shown high treatment satisfaction and
found their participation in treatment to be productive [52].
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Clinical Vignette 9.1

Mr. Y, a recently retired 68-year-old, was hospitalized for a manic episode. His
episode was characterized by alcohol abuse and extramarital affairs, reduced
sleep, and increased energy that led to significant interpersonal tension with his
wife and adult son. During his hospitalization, he cycled into a depressive
syndrome with features that included guilt, hopelessness, and suicidal ideation.
Mr. Y responded to ECT. He was discharged with a continuation management
program (psychiatrist and therapist). The therapist and the psychiatrist had
continuous communication during the treatment.

Mr. Y and his treatment team focused on the following clinical areas
identified in our chapter: assessment of cognitive deficits, medication
adherence, emotion regulation, apathy and lack of initiation, psychoeduca-
tion, and reduction of interpersonal tension. The following sections discuss
the 12-week acute treatment following discharge and biweekly or monthly
booster sessions for the next 6 months.

Assessment of Cognitive Deficits

Mr. Y had short-term memory difficulties due to ECT, and the psychother-
apist used compensatory strategies and tools, including reminders, a notebook
to summarize treatment and highlight the homework, and a weekly schedule
to reduce apathy and increase engagement in activities. As expected, after
4 weeks, Mr. Y’s short-term memory had significantly improved, based on
subjective reports by patient and his family

Suicidal Ideation

Mr. Y had re-emergent passive suicidal ideation, without any intent or plan,
after his discharge. His suicidal thoughts were fueled by his hopelessness and
guilt related to his manic behavior. Mr. Y ruminated about his extramarital
affairs and about how much he hurt his family. The therapist explored with
Mr. Y the effect that his behavior had on his family, confronting the
all-or-none thinking that there “was no way out” and regulating negative
emotions during stressful situations that triggered his suicidal ideation.

Medication Adherence

The therapist educated Mr. Y about the side effects of medication (lithium and
antidepressant medication) and discussed the pros and cons of medication
adherence and relapse prevention. Mr. Y demonstrated insight and identified
the pros of medication adherence and relapse prevention (i.e., reduce
symptoms, promote recovery, improve his functioning, and prevent another
episode) and was encouraged to discuss the potential side effects of medi-
cation with his psychiatrist.
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Emotion Regulation

Mr. Y identified problems, concerns, and triggers of negative emotions, such
as guilt, feelings of worthlessness, hopelessness, and anxiety. For each
problem, Mr. Y developed emotion regulation strategies to reduce these
negative emotions. These strategies, based on Gross’ process model of
emotion regulation [54], included situation selection (selecting the situations
the patient is exposed to), situation modification (modifying potentially
emotion-eliciting situations), distraction (shifting patient’s attention within a
situation), cognitive reappraisal (changing patient’s perspective about a sit-
uation, which is mostly utilized in cognitive behavioral therapy), and
response modulation (utilizing direct efforts to alter patient’s emotional
responses, e.g., stress management tools). Distraction (e.g., concentrating on
a pleasurable or rewarding activity when feeling sad) and situation selection
(e.g., avoiding upsetting conversations or situations) were effective emotion
regulation strategies in the beginning of treatment, when the patient’s
short-term memory was impaired. Cognitive reappraisal (e.g., changing
patient’s perspective on medication adherence) was used later in the treatment
when the cognitive functioning was significantly improved.

Interpersonal Tension with Wife and Adult Son

Tension between the patient and his family was high due to patient’s prior
manic symptoms and risky behavior. His wife wanted to separate and did not
want to participate in treatment, while the son said that he did not trust his
father any longer. The interpersonal tension contributed significantly to
patient’s depression. The therapist used practical, hands-on strategies to
de-escalate the tension, e.g., prepared to stop the discussion if tension
increased. The patient was able to temporarily move in with his son, while the
wife was convinced to begin couples treatment to explore whether the mar-
riage can be saved. Weekly sessions with the patient and either the son or the
wife helped educate the family as well as promote the rebuilding of trust
between the patient and his family.

Psychoeducation and Recognition of Early Symptoms

Mr. Y and the therapist discussed extensively the early signs and symptoms
of his episodes. Mr. Y’s wife and son also participated in the discussion. The
therapist created a list of early signs and symptoms and how they can be
recognized and reduced. Mr. Y incorporated his family’s help in identifying
at-risk situations and developed a step-by-step plan on how to deal with these
signs and symptoms.

Learning Points

• Psychological intervention for bipolar disorder in older adults needs to
include a multidimensional approach consisting of medication adherence,
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emotion regulation, psychoeducation, evaluation and treatment of suicidal
ideation, and reduction of interpersonal conflicts.

• Evaluation of cognitive deficits and strengths is important for the treat-
ment of older adults with bipolar disorder.

• Maintenance evaluation and early recognition of symptoms are critical for
relapse prevention.

9.10 Summary

• Psychological approaches are critical in the treatment of OABD, in conjunction
with pharmacotherapy and other somatic treatments.

• Clinical issues that are important for older adults and need to be systematically
assessed and addressed include emotion regulation, suicidality, family and
social support, disability, cognitive impairment, and caregiver participation.

• There is a paucity of peer-reviewed literature of randomized controlled clinical
trials of psychological approaches including psychotherapies, skills training,
psychosocial, family-focused, and psychoeducation interventions used for the
management of OABD.

• Three interventions have demonstrated efficacy in randomized controlled trials
in a subgroup of OABD: Helping Older People Experience Success (HOPES),
Enhanced Clinical Intervention (ECI), and Bipolar Medical Care Model (BCM).

• Medication Adherence Skills Training for Bipolar Disorder (MAST-BD), a
promising intervention for medication adherence for OABD, needs to be further
investigated in an RCT.

• Most psychotherapy intervention studies focus on young and middle-aged older
adults. Further investigation of such interventions in adults 75 years or older
with BD is needed.

Clinical Pearls

• Cognitive Impairment: The clinician must evaluate a patient’s cognitive
performance and explore how cognitive impairment impacts daily func-
tioning and treatment. Screening tools such as the Mini Mental State
Exam (MMSE) [79] or the Montreal Cognitive Assessment (MOCA) [80]
are helpful, but a formal neuropsychological evaluation is recommended
to fully assess cognitive deficits.

9 Psychotherapy and Psychosocial Interventions, Family … 183



– Questions to consider: What domains of cognitive performance are
impaired and how severe are these deficits? What are the patient's
cognitive strengths and limitations? How do cognitive limitations
affect daily functioning, medication adherence, and insight? How do
cognitive deficits affect the administration of a psychosocial inter-
vention? What compensatory strategies (e.g., reminders, notebooks,
and signs) that may help improve functional capacity?

• Disability and Functioning: The clinician shall assess the patient’s areas of
physical and behavioral disability and impairment in functioning.

– Questions to consider: What is the patient’s overall psychosocial and
occupational functioning? What domains of functioning have been
affected (e.g., interpersonal, activities of daily living)? Is the patient
currently involved in adaptive pleasurable and rewarding activities?

• Maladaptive Negative or Positive Emotions: The clinician must explore
negative emotions and their triggers and develop practical emotion reg-
ulation techniques to reduce negative emotions and their impact on a
patient’s life. The clinician will also identify adaptive and maladaptive
positive emotions and help the patient promote adaptive and regulate
maladaptive positive emotions.

– Questions to consider: What are the negative emotions that the patient
experiences? What situations trigger these negative emotions? How do
these negative emotions affect the patient’s thinking and actions? What
strategies can be used to reduce these negative emotions? Are there
any positive emotions, e.g., pleasure and hyperthymia that contribute
to risky behavior? How does the patient feel about the impact of these
emotions on daily functioning and quality of life?

• Suicide Risk: The clinician must thoroughly assess suicide risk (e.g., sub-
stance abuse, disability, pain, and family history of suicide) and protective
factors (e.g., religion and family support) and explore any previous suicide
attempts. Access to firearms and other lethal means must be evaluated.

– Questions: Does the individual have a history of suicidal ideation or
attempts? What precipitated any prior suicide attempts? What symp-
toms (manic, hypomanic, depression) were associated with suicidal
ideation or past suicide attempts? Are there any protective factors,
including religiosity?
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• Social Support: The clinician must evaluate family and social support and
the effect of BD on his or her relationships.

– Questions: Has the patient been isolated from his or her social circle or
the family? What were the effects of manic, hypomanic, or depression
symptoms on the patient’s family and social network?

• Caregiver/Family Member/Significant Other Participation: The clinician
will explore whether a caregiver is available and willing to participate in
treatment. Reduction of interpersonal tension between the patient and
family members or significant others is critical. The clinician must assess
caregiver’s cognitive and functional abilities.

– Questions: What was the effect of a patient’s behavior on the rela-
tionship with his or her family? Is the caregiver/family
member/significant other willing and available to participate in treat-
ment? Are the family and the patient educated about the symptoms and
course of illness, medications and their potential side effects, and
importance of adherence to medication treatment?

References

1. Sajatovic M, Chen P. Geriatric bipolar disorder. Psychiatr Clin N Am. 2011;34(2):319–33.
2. Sajatovic M. Treatment of bipolar disorder in older adults. Int J Geriatr Psychiatry. 2002;17

(9):865–73.
3. Dines P, Hu W, Sajatovic M. Depression in later-life: an overview of assessment and

management. Psychiatr Danub. 2014;26(Suppl 1):78–84.
4. Reiser R, Truong D, Nguyen T, Wachsmuth W, Marquett R, Feit A, et al. Cognitive

behavioral therapy for older adults with bipolar disorder. In: Gallagher-Thompson D,
Steffen A, Thompson LW, editors. Handbook of behavioral and cognitive therapies with older
adults. New York: Springer Science + Business Media; 2008. p. 249–63.

5. Gebretsadik M, Jayaprabhu S, Grossberg GT. Mood disorders in the elderly. Med Clin N Am.
2006;90(5):789–805.

6. Gitlin M, Frye MA. Maintenance therapies in bipolar disorders. Bipolar Disord. 2012;14
(Suppl 2):51–65.

7. Goldberg JF. Bipolar disorder with comorbid substance abuse: diagnosis, prognosis, and
treatment. J Psychiatr Pract. 2001;7(2):109–22.

8. Miklowitz DJ. A review of evidence-based psychosocial interventions for bipolar disorder.
J Clin Psychiatry. 2006;67(Suppl 11):28–33 (Review).

9. Castle DJ, Berk L, Lauder S, Berk M, Murray G. Psychosocial interventions for bipolar
disorder. Acta Neuropsychiatr. 2009;21:275–84.

10. Swartz HA, Swanson J. Psychotherapy for bipolar disorder in adults: a review of the
evidence. Focus (Am Psychiatr Publ). 2014 Summer;12(3):251–266.

9 Psychotherapy and Psychosocial Interventions, Family … 185



11. Swartz HA, Levenson JC, Frank E. Psychotherapy for bipolar II disorder: the role of
interpersonal and social rhythm therapy. Prof Psychol Res Pr. 2012;43(2):145–53.

12. Depp CA, Moore DJ, Patterson TL, Lebowitz BD, Jeste DV. Psychosocial interventions and
medication adherence in bipolar disorder. Dialogues Clin Neurosci. 2008;10(2):239–50.

13. Popovic D, Yildiz A, Murphy P, Colom F. Unexplored areas of psychotherapy in bipolar
disorder. Harv Rev Psychiatry. 2014;22(6):373–8.

14. Canuto A, Meiler-Mititelu C, Herrmann FR, Delaloye C, Giannakopoulos P, Weber K.
Longitudinal assessment of psychotherapeutic day hospital treatment for elderly patients with
depression. Int J Geriatr Psychiatry. 2008;23(9):949–56.

15. Farren CK, Mc Elroy S. Treatment response of bipolar and unipolar alcoholics to an inpatient
dual diagnosis program. J Affect Disord. 2008;106(3):265–72.

16. Jönsson PD, Wijk H, Danielson E, Skärsäter I. Outcomes of an educational intervention for
the family of a person with bipolar disorder: a 2-year follow-up study. J Psychiatr Ment
Health Nurs. 2011;18(4):333–41.

17. Gilbody S, Peckham E, Man MS, Mitchell N, Li J, Becque T, et al. Bespoke smoking
cessation for people with severe mental ill health (SCIMITAR): a pilot randomised controlled
trial. Lancet Psychiatry. 2015;2(5):395–402.

18. Tallian KB, Hirsch JD, Kuo GM, Chang CA, Gilmer T, Messinger M, et al. Development of a
pharmacist-psychiatrist collaborative medication therapy management clinic. J Am Pharm
Assoc (2003). 2012;52(6):e252–8.

19. Even C, Richard H, Thuile J, Friedman S, Rouillon F. Characteristics of voluntary participants
versus nonparticipants in a psychoeducation program for euthymic patients with bipolar
disorder. J Nerv Ment Dis. 2007;195(3):262–5.

20. Bartels SJ, Pratt SI, Mueser KT, Forester BP, Wolfe R, Cather C, et al. Long-term outcomes
of a randomized trial of integrated skills training and preventive healthcare for older adults
with serious mental illness. Am J Geriatr Psychiatry. 2014;22(11):1251–61.

21. Mueser KT, Pratt SI, Bartels SJ, Swain K, Forester B, Cather C, et al. Randomized trial of
social rehabilitation and integrated health care for older people with severe mental illness.
J Consult Clin Psychol. 2010;78(4):561–73.

22. Fagiolini A, Frank E, Axelson DA, Birmaher B, Cheng Y, Curet DE, et al. Enhancing
outcomes in patients with bipolar disorder: results from the Bipolar Disorder Center for
Pennsylvanians Study. Bipolar Disord. 2009;11(4):382–90.

23. Depp CA, Lebowitz BD, Patterson TL, Lacro JP, Jeste DV. Medication adherence skills
training for middle-aged and elderly adults with bipolar disorder: development and pilot
study. Bipolar Disord. 2007;9(6):636–45.

24. Kilbourne AM, Post EP, Nossek A, Sonel E, Drill LJ, Cooley S, et al. Service delivery in
older patients with bipolar disorder: a review and development of a medical care model.
Bipolar Disord. 2008;10(6):672–83.

25. Kilbourne AM, Post EP, Nossek A, Drill L, Cooley S, Bauer MS. Improving medical and
psychiatric outcomes among individuals with bipolar disorder: a randomized controlled trial.
Psychiatr Serv. 2008;59(7):760–8.

26. Pratt SI, Bartels SJ, Mueser KT, Forester B. Helping older people experience success: an
integrated model of psychosocial rehabilitation and health care management for older adults
with serious mental illness. Am J Psychiatr Rehabil. 2008;11:41–60.

27. Bauer MS, McBride L, Williford WO, Glick H, Kinosian B, Altshuler L, et al. Cooperative
Studies Program 430 Study Team. Collaborative care for bipolar disorder: part I. Intervention
and implementation in a randomized effectiveness trial. Psychiatr Serv. 2006;57(7):927–36.

28. Simon GE, Ludman EJ, Bauer MS, Unützer J, Operskalski B. Long-term effectiveness and cost
of a systematic care program for bipolar disorder. Arch Gen Psychiatry. 2006;63(5):500–8.

29. Bauer MS, McBride L. Structured group psychotherapy for bipolar disorder: the life goals
program. 2nd ed. New York: Springer Publishing Company; 2003.

30. Basco M, Rush AJ. Cognitive-behavioral therapy for bipolar disorder. New York: Guilford
Press; 1996. p. 35.

186 D.N. Kiosses et al.



31. Bauer M, McBride C. Structured group therapy for bipolar disorder: the life goals program.
New York: Springer; 2003.

32. Patterson TL, McKibbin C, Taylor M, Goldman S, Davila-Fraga W, Bucardo J, et al.
Functional adaptation skills training (FAST): a pilot psychosocial intervention study in
middle-aged and older patients with chronic psychotic disorders. Am J Geriatr Psychiatry.
2003;11:17–23.

33. Sajatovic M, Chen P, Dines P, Shirley ER. Psychoeducational approaches to medication
adherence in patients with bipolar disorder. Dis Manage Health Outcomes. 2007;15(3):181–92.

34. Hollon SD, Ponniah K. A review of empirically supported psychological therapies for mood
disorders in adults. Depress Anxiety. 2010;27(10):891–932.

35. Miklowitz DJ, George EL, Richards JA, Simoneau TL, Suddath RL. A randomized study of
family-focused psychoeducation and pharmacotherapy in the outpatient management of
bipolar disorder. Arch Gen Psychiatry. 2003;60(9):904–12.

36. Rae MM, Tompson M, Miklowitz DJ, Goldstein MJ, Hwang S, Mintz J. Family focused
treatment vs. individual treatment for bipolar disorder. Results of a randomized clinical trial.
J Consult Clin Psychol. 2003;71:482–92.

37. Frank E, Kupfer DJ, Thase ME, Mallinger AG, Swartz HA, Fagiolini AM, et al. Two-year
outcomes for interpersonal and social rhythm therapy in individuals with bipolar I disorder.
Arch Gen Psychiatry. 2005;62(9):996–1004.

38. Lam DH, Watkins ER, Hayward P, Bright J, Wright K, Kerr N, et al. A randomized controlled
study of cognitive therapy for relapse prevention for bipolar affective disorder: outcome of the
first year. Arch Gen Psychiatry. 2003;60(2):145–52.

39. Lam DH, Hayward P, Watkins ER, Wright K, Sham P. Relapse prevention in patients with
bipolar disorder: cognitive therapy outcome after 2 years. Am J Psychiatry. 2005;162(2):324–9.

40. Scott J, Paykel E, Morriss R, Bentall R, Kinderman P, Johnson T, et al. Cognitive-behavioural
therapy for severe and recurrent bipolar disorders: randomised controlled trial. Br J
Psychiatry. 2006;188:313–20.

41. Colom F, Vieta E, Sánchez-Moreno J, Palomino-Otiniano R, Reinares M, Goikolea JM, et al.
Group psychoeducation for stabilised bipolar disorders: 5-year outcome of a randomised
clinical trial. Br J Psychiatry. 2009;194(3):260–5.

42. Colom F, Vieta E, Martinez-Aran A, Reinares M, Goikolea JM, Benabarre A, et al.
A randomized trial on the efficacy of group psychoeducation in the prophylaxis of recurrences
in bipolar patients whose disease is in remission. Arch Gen Psychiatry. 2003;60(4):402–7.

43. Miklowitz DJ, Otto MW, Frank E, Reilly-Harrington NA, Wisniewski SR, Kogan JN, et al.
Psychosocial treatments for bipolar depression: a 1-year randomized trial from the Systematic
Treatment Enhancement Program. Arch Gen Psychiatry. 2007;64(4):419–26.

44. Sachs GS, Thase ME, Otto MW, Bauer M, Miklowitz D, Wisniewski SR, et al. Rationale,
design, and methods of the systematic treatment enhancement program for bipolar disorder
(STEP-BD). Biol Psychiatry. 2003;53:1028–42.

45. Newman C, Leahy R, Beck AT, Reilly-Harrington N, Gyulai L. Bipolar disorder: a cognitive
therapy approach. New York: American Psychological Association; 2002.

46. Lam D, Jones S, Hayward P, Bright J. Cognitive therapy for bipolar disorder. New York:
Wiley; 1999.

47. Gruber J, Miklowitz DJ, Harvey AG, Frank E, Kupfer D, Thase ME, et al. Sleep matters: sleep
functioning and course of illness in bipolar disorder. J Affect Disord. 2011;134(1–3):416–20.

48. Miklowitz DJ, Goldstein MJ. Bipolar disorder: a family-focused treatment approach. New
York: Guilford Press; 1997.

49. Simon GE, Ludman EJ, Bauer MS, Unützer J, Operskalski B. Long-term effectiveness and cost
of a systematic care program for bipolar disorder. Arch Gen Psychiatry. 2006;63(5):500–8.

50. Bauer MS. The collaborative practice model for bipolar disorder: design and implementation
in a multi-site randomized controlled trial. Bipolar Disord. 2001;3(5):233–44.

9 Psychotherapy and Psychosocial Interventions, Family … 187



51. Reinares M, Colom F, Sánchez-Moreno J, Torrent C, Martínez-Arán A, Comes M, et al.
Impact of caregiver group psychoeducation on the course and outcome of bipolar patients in
remission: a randomized controlled trial. Bipolar Disord. 2008;10(4):511–9.

52. Kiosses DN, Ravdin LD, Gross JJ, Raue P, Kotbi N, Alexopoulos GS. Problem adaptation
therapy for older adults with major depression and cognitive impairment: a randomized
clinical trial. JAMA Psychiatry. 2015;72(1):22–30.

53. Kiosses DN, Alexopoulos GS. REBUILD: A post-ECT psychosocial intervention to reduce
residual depression symptoms and disability. Bethesda: American Association for Geriatric
Psychiatry; 2014.

54. Gross JJ. Emotion regulation: conceptual and empirical foundations. In: Gross JJ, editor.
Handbook of emotion regulation. 2nd ed. New York: Guilford; 2014. p. 3–20.

55. Centers for Disease Control and Prevention, National Center for Injury Prevention and
Control. Web-based Injury Statistics Query and Reporting System (WISQARS). http://www.
cdc.gov/injury/wisqars/fatal_injury_reports.html. Accessed 24 Apr 2016

56. Tsai SY, Kuo CJ, Chen CC, Lee HC. Risk factors for completed suicide in bipolar disorder.
J Clin Psychiatry. 2002;63:469–76.

57. Shulman K, Tohen M, Satlin A, Mallya G, Kalunian D. Mania compared to depression in old
age. Am J Psychiatry. 1992;149:341–5.

58. Aizenberg D, Olmer A, Barak Y. Suicide attempts amongst elderly bipolar patients. J Affect
Disord. 2006;91(1):91–4.

59. Sajatovic M, Strejilevich SA, Gildengers AG, Dols A, Al Jurdi RK, Forester BP, et al.
A report on older-age bipolar disorder from the International Society for Bipolar Disorders
Task Force. Bipolar Disord. 2015;17(7):689–704.

60. Juurlink DN, Herrmann N, Szalai JP, Kopp A, Redelmeier DA. Medical illness and the risk of
suicide in the elderly. Arch Intern Med. 2004;164(11):1179–84.

61. Dervic K, Carballo JJ, Baca-Garcia E, Galfalvy HC, Mann JJ, Brent DA, et al. Moral or
religious objections to suicide may protect against suicidal behavior in bipolar disorder. J Clin
Psychiatry. 2011;72(10):1390–6.

62. Speer DC. Differences in social resources and treatment history among diagnostic groups of
older adults. Hosp Community Psychiatry. 1992;43(3):270–4.

63. Kilbourne AM. Bipolar disorder in late life: future directions in efficacy and effectiveness
research. Curr Psychiatry Rep. 2005;7(1):10–7.

64. Beyer JL, Greenberg RL, Marino P, Bruce ML, Al Jurdi RK, Sajatovic M, et al. Social
support in late life mania: GERI-BD. Int J Geriatr Psychiatry. 2014;29(10):1028–32.

65. Kiosses DN, Rosenberg PB, McGovern A, Fonzetti P, Zaydens H, Alexopoulos GS.
Depression and suicidal ideation during two psychosocial treatments in older adults with
major depression and dementia. J Alzheimers Dis. 2015;48(2):453–62.

66. Gildengers A, Tatsuoka C, Bialko C, Cassidy KA, Dines P, Emanuel J, et al. Correlates of
disability in depressed older adults with bipolar disorder. Cut Edge Psychiatry Pract.
2013;2013(1):332–8.

67. Depp CA, Mausbach BT, Eyler LT, Palmer BW, Cain AE, Lebowitz BD, et al.
Performance-based and subjective measures of functioning in middle-aged and older adults
with bipolar disorder. J Nerv Ment Dis. 2009;197(7):471–5.

68. Tsai SY, Kuo CJ, Chung KH, Huang YL, Lee HC, Chen CC. Cognitive dysfunction and
medical morbidity in elderly outpatients with bipolar disorder. Am J Geriatr Psychiatry.
2009;17(12):1004–11.

69. Tsai SY, Lee HC, Chen CC, Huang YL. Cognitive impairment in later life in patients with
early-onset bipolar disorder. Bipolar Disord. 2007;9(8):868–75.

70. Aprahamian I, Ladeira RB, Diniz BS, Forlenza OV, Nunes PV. Cognitive impairment in
euthymic older adults with bipolar disorder: a controlled study using cognitive screening tests.
Am J Geriatr Psychiatry. 2014;22(4):389–97.

188 D.N. Kiosses et al.

http://www.cdc.gov/injury/wisqars/fatal_injury_reports.html
http://www.cdc.gov/injury/wisqars/fatal_injury_reports.html


71. Rej S, Butters MA, Aizenstein HJ, Begley A, Tsay J, Reynolds CF 3rd, et al. Neuroimaging
and neurocognitive abnormalities associated with bipolar disorder in old age. Int J Geriatr
Psychiatry. 2014;29(4):421–7.

72. Aprahamian I, Nunes PV, Forlenza OV. Cognitive impairment and dementia in late-life
bipolar disorder. Curr Opin Psychiatry. 2013;26(1):120–3.

73. Young RC, Murphy CF, Heo M, Schulberg HC, Alexopoulos GS. Cognitive impairment in
bipolar disorder in old age: literature review and findings in manic patients. J Affect Disord.
2006;92(1):125–31.

74. Canuto A, Giannakopoulos P, Moy G, Rubio MM, Ebbing K, Meiler-Mititelu C, et al.
Neurocognitive deficits and personality traits among euthymic patients with mood disorders in
late life. J Neurol Sci. 2010;299(1–2):24–9.

75. Schouws SN, Stek ML, Comijs HC, Beekman AT. Risk factors for cognitive impairment in
elderly bipolar patients. J Affect Disord. 2010;125(1–3):330–5.

76. Gildengers A, Tatsuoka C, Bialko C, Cassidy KA, Al Jurdi RK, Gyulai L, et al. Correlates of
treatment response in depressed older adults with bipolar disorder. J Geriatr Psychiatry
Neurol. 2012;25(1):37–42.

77. Martino DJ, Marengo E, Igoa A, Scápola M, Ais ED, Perinot L, et al. Neurocognitive and
symptomatic predictors of functional outcome in bipolar disorders: a prospective 1 year
follow-up study. J Affect Disord. 2009;116(1–2):37–42.

78. Reinares M, Bonnín CM, Hidalgo-Mazzei D, Sánchez-Moreno J, Colom F, Vieta E. The role
of family interventions in bipolar disorder: a systematic review. Clin Psychol Rev. 2015;3
(43):47–57.

79. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state.” A practical method for grading
the cognitive state of patients for the clinician. J Psychiatr Res. 1975;12(3):189–98.

80. Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead V, Collin I,
Cummings JL, Chertkow H. The Montreal Cognitive Assessment, MoCA: a brief screening
tool for mild cognitive impairment. J Am Geriatr Soc. 2005;53(4):695–9.

9 Psychotherapy and Psychosocial Interventions, Family … 189


	9 Psychotherapy and Psychosocial Interventions, Family Psychoeducation, and Support for Older Age Bipolar Disorder
	9.1 Introduction
	9.2 Literature Search
	9.3 Helping Older People Experience Success (HOPES)
	9.3.1 Intensive Psychosocial Skills Training
	9.3.2 Healthcare Management
	9.3.3 Comment

	9.4 Enhanced Clinical Intervention (ECI)
	9.4.1 Comment

	9.5 Bipolar Medical Care Model
	9.5.1 Self-Management Component
	9.5.2 Care Management Component
	9.5.3 Guideline Implementation Component
	9.5.4 Comment

	9.6 Medication Adherence Skills Training for Bipolar Disorder (MAST-BD)
	9.6.1 Comment

	9.7 Limitations
	9.8 Other Interventions for Young and Middle-Aged Adults
	9.8.1 Cognitive Behavioral Therapy, Interpersonal and Social Rhythm Therapy, and Family-Focused Therapy
	9.8.1.1 Conclusion

	9.8.2 Psychoeducation
	9.8.2.1 Conclusion


	9.9 Clinical Issues Related to Bipolar Disorder in Older Adults
	9.9.1 Emotion Regulation
	9.9.2 Suicidality
	9.9.3 Social and Family Support
	9.9.4 Disability
	9.9.5 Cognitive Impairment
	9.9.6 Family/Caregiver Participation

	9.10 Summary
	References


