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population.1–3 Perhaps even more critical is that, because
of its recurrent nature and substantial impairment,4 bi-
polar disorder produces severe consequences for the iden-
tified patient, his or her family, and society.5–7 Further-
more, bipolar disorder is often fatal, with approximately
20% to 50% of patients with bipolar disorder attempting
suicide4,8 and about 10% to 15% of bipolar patients ulti-
mately dying from suicide.8,9

While a number of medications have been found to be
significantly more efficacious than placebo in treating bi-
polar disorder,10,11 many bipolar patients continue to have
a pernicious course of illness even with adequate pharma-
cologic treatment.12–14 In response to the gaps in treatment
efficacy, a number of recent studies have investigated the
utility of adding a psychosocial intervention to pharmaco-
therapy for bipolar patients. Published studies have inves-
tigated the efficacy of individual psychotherapies,15,16

group interventions,17 and family treatments.18–21 While
the number of available, adequately conducted studies
is quite small, in general, the results of these published
studies have been largely positive, with the addition of a
psychosocial treatment leading to an improved course of
illness.22

The current study was designed to investigate the
efficacy of 2 different adjunctive family treatments (fam-
ily therapy and multi-family psychoeducational group)
as additions to pharmacotherapy alone for bipolar I pa-
tients. The family therapy condition used a relatively brief
(10- to 15-session), problem-focused family treatment
(Problem Centered Systems Therapy of the Family
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Objective: There is a clear need for psychoso-
cial treatments to supplement pharmacotherapy
for bipolar disorder. In this study, the efficacy
of 2 forms of adjunctive family intervention were
compared to pharmacotherapy alone. In addition
to evaluating overall differences between treat-
ments, a chief goal was to examine whether fam-
ily impairment levels moderated the effects of
family intervention on outcome.

Method: Ninety-two patients diagnosed
with bipolar I disorder (according to DSM-III-R)
were randomly assigned to receive (1) pharmaco-
therapy alone, (2) family therapy + pharmaco-
therapy, or (3) multi-family psychoeducational
group + pharmacotherapy. Treatments and assess-
ments continued for up to 28 months. Primary
outcome measures were number of episodes
per year and percentage of time symptomatic
throughout the entire follow-up period. The
study was conducted from September 1992
through March 1999.

Results: No significant main effects were
found for treatment condition. Thus, for the total
sample, the addition of a family intervention did
not improve outcome. However, there were sig-
nificant treatment condition by family impairment
interactions (p < .05). In patients from families
with high levels of impairment, the addition of
a family intervention (family therapy or psycho-
educational group) resulted in a significantly im-
proved course of illness, particularly the number
of depressive episodes (p < .01) and proportion
of time spent in a depressive episode (p < .01).
These effects were relatively large (Cohen d =
0.7–1.0), with patients receiving either family
intervention having roughly half the number
of depressive episodes and amount of time
spent depressed as those receiving pharmaco-
therapy alone. In contrast, for patients from low-
impairment families, the addition of a family in-
tervention did not improve course of illness.

Conclusions: Our findings build on previous
literature suggesting the importance of treatment
matching within the mood disorders and suggest
that the utility of adding family interventions for
bipolar patients and their families may depend
upon the family’s level of impairment.
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ipolar disorder is an important mental health prob-
lem that occurs in approximately 2% to 4% of the
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[PCSTF]23,24) that has been shown to be efficacious in
patients with major depression.25 The multi-family group
was based on the family group interventions developed
by Gonzales et al.,26 McFarlane et al.,27,28 and Yalom29 and
consisted of 6 psychoeducational sessions with family
members from multiple families.30 Except for the recently
published results of the Systematic Treatment Enhance-
ment Program for Bipolar Disorder (STEP-BD) trial,31

previous studies have typically investigated only 1 type of
psychosocial intervention. In the current study, the inclu-
sion of 2 different types of family interventions, which
differ in intensity and focus, allows exploration of the
specificity of the potential effects.

Previous reports from this study have focused on po-
tential differences in categorical variables of recovery32

and recurrence33 rates between treatment conditions.
These previous reports have found no differences in re-
covery and recurrence rates between pharmacotherapy
alone, family therapy, and multi-family psychoeduca-
tional group conditions.

The current report differs from these previous reports
in 2 important ways. First, most previous reports of ran-
domized trials for psychosocial interventions for bipolar
disorder have focused on proportion or time to recovery,
relapse, or recurrence as dependent measures. While the
proportions of patients who recover and relapse are cer-
tainly important measures, these measures alone do not
adequately capture the chronic course of bipolar disorder
for many patients, a course characterized by frequently
fluctuating episodes of varying polarities and lengths
and a high proportion of time with subsyndromal symp-
toms.34–36 The limitations of these categorical outcomes of
“recovery,” “relapse,” and “recurrence” have led several
investigators to propose that the percentage of time spent
at different levels of symptoms over an entire follow-up
period may offer a more complete characterization of the
course of illness in bipolar disorder.13,37–39 In the current
report, we use these proportional measures of long-term
course of illness as the primary outcome variables.

Second, based on previous research suggesting that
high levels of family impairment were specifically associ-
ated with a poorer course of illness in bipolar disorder,6,40

this study was designed to assess the hypothesis that fam-
ily interventions would be more effective for patients
from highly impaired families than for those from less
impaired families. This interaction hypothesis is concep-
tually similar to the “deficit-matching” algorithm investi-
gated and found to have modest support in a recent study
of patients with major depressive disorder.25

METHOD

Subjects
Study subjects included 92 patients with a DSM-III-R

diagnosis of bipolar I disorder, according to the Struc-

tured Clinical Interview for DSM-III-R Axis I Disorders,
Patient Version (SCID-P),41 and their family members.
Additional patient inclusion criteria included (1) current
episode of mania, major depression, or mixed episode, (2)
age between 18 and 75 years, (3) sufficient reading skills
to complete questionnaires in English, and (4) currently
living with or in regular contact with a relative or signifi-
cant other. Patients were excluded from the study if they
(1) met DSM-III-R criteria for alcohol or drug dependence
during the past year, (2) had a mood disorder secondary to
a general medical condition, (3) presented with a medical
illness severe enough to contraindicate mood-stabilizing
medication, and (4) were pregnant or did not use adequate
contraception (in women with childbearing potential).
Ninety-two patients who met criteria for current bipolar I
disorder were enrolled in this clinical trial. Of these pa-
tients, 88 were recruited while hospitalized. This study
was approved by the institutional review boards of Butler
Hospital and Rhode Island Hospital, and all subjects
signed approved informed-consent forms. The study was
conducted from September 1992 through March 1999.

Stratification
Patients who met these criteria were subgrouped ac-

cording to level of family impairment. Using the same
procedures as our previous study investigating family by
treatment interactions,25 family impairment levels were
determined on the basis of the general functioning scale of
the McMaster Clinical Rating Scale (MCRS).42,43 (We had
originally proposed to use both the MCRS and the self-
report Family Assessment Device [FAD]43,44 to determine
level of family impairment. However, due to the relatively
low association between the self-report FAD and the
interviewer-rated MCRS [r = –0.43], as well as concerns
about the validity of manic patients’ self-reports during
hospitalization, we decided to use only the MCRS ratings
for our stratification.) The MCRS is used to provide rat-
ings of family functioning as assessed by a clinical in-
terviewer. The MCRS includes scales for each of the 6
dimensions of the McMaster Model of Family Function-
ing,24 as well as a general functioning scale. For stratifica-
tion in this study, we used the general functioning scale,
which is a 7-point summary scale that takes into account
functioning on each of the 6 McMaster dimensions. This
scale was rated by a trained clinical interviewer using in-
formation gained in a 1- to 2-hour structured interview
with the patient and all participating family members.24,45

Previous studies have demonstrated the reliability, valid-
ity, and utility of the MCRS as a measure of family func-
tioning in a variety of populations.24,43,46–50

Families were interviewed by experienced master’s-
level and Ph.D.-level raters who were trained by one of
the developers of the MCRS. Training consisted of didac-
tics, role-plays, and supervised interviews/ratings until the
interviewers reached an acceptable level of agreement
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(90%). Supervision was provided throughout the study;
any disagreements in ratings were resolved by consensus.
Our group has demonstrated in previous research that
even naive raters with minimal training (e.g., college stu-
dents with < 12 hours of training) can reliably rate the
general functioning scale of the MCRS (intraclass corre-
lation coefficient = 0.87).43

Since most families with a bipolar member will mani-
fest some dysfunction, particularly during an acute epi-
sode,25,50 we used the median score on the general func-
tioning scale of the MCRS, consistent with the threshold
for family impairment used in our previous studies of hos-
pitalized patients with mood disorders.25,50,51 One family
did not complete the MCRS at baseline. Among the re-
maining 91 families, the median MCRS score was 3.0.
Thus, families with an MCRS score of 3 or less were la-
beled with “high family impairment” (66%, N = 60), and
families with a score of 4 or greater were labeled with
“low family impairment” (34%, N = 31). Pretreatment
patient characteristics can be seen in Table 1.

Treatment Conditions
After informed consent was obtained and baseline

assessment was completed, patients were randomly as-
signed to 1 of 3 treatment conditions: (1) pharmaco-
therapy alone, (2) family therapy + pharmacotherapy, or
(3) multi-family psychoeducational group + pharmaco-
therapy. Treatments and assessments continued for up to
28 months. Patients were assigned to 1 of these 3 treat-
ments based on an urn randomization model,52,53 which
insured that the treatment conditions were balanced ac-
cording to (1) polarity (manic, depressed, or mixed),

(2) family impairment (high vs. low), (3) living with par-
ent vs. living with another family member or significant
other, (4) number of previous mood episodes (1–2 vs.
≥ 3), (5) psychotic symptoms (yes or no), and (6) gender.

Pharmacotherapy. The pharmacotherapy condition
consisted of regular meetings with 1 of 3 board-certified
psychiatrists. Psychiatrists followed a modified version of
the clinical management pharmacotherapy manual devel-
oped by Fawcett et al.54 and a semistructured medication
protocol designed to optimize treatment response. During
each visit, the psychiatrist (1) assessed current symptoms,
(2) reviewed medication side effects, (3) provided brief
support and advice, and (4) adjusted medications.

Following recommended treatment guidelines, all pa-
tients were prescribed a mood stabilizer. In addition, other
medications (antidepressants or neuroleptics) were pre-
scribed depending upon the patient’s clinical symptoms
and history.

Pharmacotherapy visits were scheduled weekly during
the first month of study treatment. The subsequent fre-
quency of visits was determined by the patient’s clinical
course and the psychiatrist’s clinical judgment. Typically,
patients with continuing symptoms were seen biweekly
or monthly, while stable, euthymic patients were seen
approximately every 3 months.

Family therapy. Family therapy was conducted
according to the PCSTF model.24,55,56 Based on the
McMaster Model of Family Functioning, the PCSTF ap-
proach is a short-term, multidimensional, family treat-
ment that emphasizes comprehensive assessment, prob-
lem identification, and task-oriented problem-solving.
Previous research has found that the inclusion of the

Table 1. Demographic and Clinical Characteristics of Study Population
Low Family Impairment High Family Impairment

Total Family Psychoeducational Family Psychoeducational
Sample Pharmacotherapy Therapy Group Pharmacotherapy Therapy Group

Characteristic (N = 91) (N = 15)  (N = 7) (N = 9) (N = 14) (N = 25) (N = 21)

Age, mean (SD), y 39.5 (11.3) 27.9 (10.5) 36.7 (8.0) 33.7 (9.6) 42.3 (11.2) 41.1 (10.9) 40.7 (13.9)
Gender, female, N (%) 39 (42.9) 5 (33.3) 5 (71.4) 3 (33.3) 5 (35.7) 10 (40.0) 11 (52.4)
Education, mean (SD), y 13.3 (2.5) 12.9 (2.4) 13.1 (2.3) 14.0 (1.8) 14.2 (2.9) 13.0 (2.9) 13.2 (2.0)
Polarity of current episode, N

Manic 68 12 3 6 10 20 17
Depressed 18 2 3 3 2 4 4
Mixed 5 1 1 0 2 1 0

BRMS score, manic only, 26.4 (5.4) 27.0 (6.6) 28.7 (3.5) 26.2 (3.8) 25.4 (6.2) 27.3 (4.7) 25.4 (6.1)
mean (SD)

MHRSD score, depressed only, 21.9 (7.7) 23.5 (6.4) 19.7 (11.6) 22.0 (7.5) 25.5 (5.0) 23.5 (11.4) 19.5 (5.9)
mean (SD)

No. of previous depressive 5.0 (8.4) 2.9 (7.8) 5.4 (4.5) 6.0 (8.5) 6.7 (8.9) 3.9 (5.1) 6.7 (12.4)
episodes, mean (SD)

No. of previous manic 4.8 (4.8) 3.2 (2.3 ) 2.4 (1.5) 4.7 (6.9) 5.5 (2.8) 5.4 (6.8) 5.6 (4.2)
episodes, mean (SD)

No. of previous 4.7 (4.5) 3.5 (1.0) 3.7 (1.7) 4.8 (1.4) 6.5 (1.1) 4.2 (0.8) 4.4 (0.9)
hospitalizations, mean (SD)

SCL-90 GSI, primary family 0.46 (0.37) 0.34 (0.24) 0.25 (0.22) 0.42 (0.37) 0.55 (0.35) 0.49 (0.38) 0.53 (0.48)
member, mean (SD)

Abbreviations: BRMS = Bech-Rafaelsen Mania Scale, MHRSD = Modified Hamilton Rating Scale for Depression, SCL-90 GSI = Symptom
Checklist-90 Global Severity Index.
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PCSTF family intervention significantly improved out-
come in the post–hospital care of severely depressed pa-
tients.25 Sessions were scheduled at the discretion of the
family therapist, with a majority of sessions occurring
during the first 6 months of treatment and with a general
target of 10 to 15 family-therapy sessions during the study
period. The family therapy was provided by an M.S.W.-
degreed family therapist with 15 years of clinical experi-
ence who was certified as competent in PCSTF by one of
the developers of the model.

Multi-family psychoeducational group. This interven-
tion consisted of a 6-session multi-family group therapy
focused on providing patients and their families with psy-
choeducational information and coping strategies for bi-
polar disorder.30 Each of the 6 group sessions focused on
a specific topic, including (1) the signs and symptoms of
depression and mania; (2) the experiences of and con-
cerns about living with a family member who has a mood
disorder, and potential coping strategies; (3) questions
and answers with a psychiatrist regarding pharmaco-
therapy for mood syndromes; (4) the group members’ re-
actions to the presentation made by the psychiatrist in the
previous session, and the notion of taking responsibility
for one’s actions; (5) the difference in patients’ and family
members’ perspectives and experiences of bipolar disor-
der and the ways to discuss these perspectives in a con-
structive manner; and (6) a summary of the main themes
of the previous sessions, with a member of a local patient/
family mental health support association in attendance.
Groups typically consisted of 4 to 6 families and were co-
led by a Ph.D.-level clinical psychologist and an M.S.W.-
level social worker.

Assessments
Upon admission to the study, patients were adminis-

tered the SCID-P,41 the MCRS,43 the Modified Hamilton
Rating Scale for Depression (MHRSD),57 and the Bech-
Rafaelsen Mania Scale (BRMS),58,59 as well as other mea-
sures not included in this report. One family member des-
ignated by the patient as “primary” also completed the
Symptom Checklist-90 (SCL-90).60

The patient version of the SCID41 was used to assess
bipolar I disorder, psychotic symptoms, and clinical-
course characteristics. The SCID is a commonly used
structured clinical interview that is designed to assess
Axis I disorders in adults. The 25-item MHRSD57 is a
commonly used instrument that was used to assess de-
pression severity. For the purposes of this report, we used
the 17-item total score. When responding to the MHRSD
interviewer, participants were asked to consider the worst
week in the past month. The BRMS58,59 is an 11-item,
interview-based scale that was used to assess severity of
manic symptoms. As with the MHRSD, participants were
asked to consider the worst week in the past month when
responding to BRMS questions.

The SCL-90,60 a 90-item self-report measure designed
to assess levels of psychological distress, was adminis-
tered to the primary family member. For purposes of this
study, the SCL-90 Global Severity Index (GSI) was used
as an index of global psychopathology.

Trained raters administered all instruments. After a
series of didactic presentations on the interview process,
manic and depressive symptoms, and specific instru-
ments, interviewers were trained to reliability (≥ 90%
agreement) before beginning interviews for the study.
All difficult interviews were reviewed by a Ph.D.-level
project coordinator, and consensus was reached on any
items that were in question. Routine supervision of audio-
taped interviews was performed and consensus confer-
ences were held to protect against rater drift. Previous
studies conducted by the investigators using these same
training procedures have yielded high levels of reliability
on these scales.57,61

The SCID-P was administered at baseline, and the
MHRSD and BRMS were administered at baseline and
monthly thereafter. When a patient dropped out of treat-
ment, we made every effort to continue with regular as-
sessments. Assessments at baseline and at months 2, 4, 6,
10, 16, 22, and 28 were conducted in face-to-face inter-
views; other monthly assessments were conducted over
the telephone. Interviewers were unaware of level of fam-
ily impairment and treatment assignment but were aware
of the timing of assessment.

Dependent Measures
Proportional measures. Following recent publica-

tions,13,37–39 in order to characterize the entire course of
our 28-month follow-up, we calculated (1) the total num-
ber of episodes per year of follow-up and (2) the percent-
age of time in a mood episode. We further subdivided the
number of episodes and percentage of time spent in a
mood episode into manic/mixed episode or depressed epi-
sode. The specifics of the methods for the development of
these measures are presented in Miller et al.39 and are
described briefly here.

Based on the monthly administration of the MHRSD
and BRMS, a study month was defined as “fully symp-
tomatic” if either the MHRSD or the BRMS score was
≥ 15. Additionally, “full depressive symptoms” were de-
fined as a month with an MHRSD score ≥ 15 and a BRMS
score < 15. Conversely, we defined “full manic symp-
toms” as a month with a BRMS score ≥ 15 and an
MHRSD score < 15. A “full mixed symptoms” month
was defined as an MHRSD score ≥ 15 and a BRMS score
≥ 15. However, due to the small number of mixed-
symptom months, for this study, the full-manic and full-
mixed months were combined into “full manic/mixed
symptoms.”

A “depressive episode” was defined as the number of
consecutive months in which a patient met criteria for full
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depressive symptoms. “Manic episode” and “mixed epi-
sode” were defined in a similar fashion and, again, were
combined for the purposes of this study.* Using these
classifications and the number of follow-up months for
which data were available, we calculated (1) the number
of episodes (depressed, manic/mixed, and total) per year
for each patient and (2) the percent of time that each
patient spent fully symptomatic (total, depressed, and
manic/mixed).

Categorical measures. In addition, for comparison
purposes, we also report the percent of patients who re-
covered and relapsed using standard criteria employed in
previous reports from this project.32,33 Recovery was de-
fined as 2 consecutive months with an MHRSD 17-item
score < 7 and a BRMS score < 6. Relapse was defined as
an MHRSD 17-item score > 15 or a BRMS score > 9 after
patients had met criteria for recovery.

Family-member distress. In order to provide a sum-
mary measure of family-member distress, we calculated a
mean of the SCL-90 GSI index across all available post-
treatment assessment points.

Statistical Analyses
The primary analyses were treatment (pharmaco-

therapy alone vs. family therapy vs. psychoeducational
group) by family impairment (high vs. low) using analysis
of variance (ANOVA). When overall F values were sig-
nificant at the p < .05 level, a priori, planned comparisons
were tested using t tests. Chi-square analyses were used to
assess differences in categorical variables. Effect sizes (η2

for ANOVAs, Cohen d for t tests, and ω for χ2 tests) are
also reported for significant results. All analyses were
intent-to-treat using all available data.

RESULTS

Baseline Measures
Sample characteristics and baseline measures can be

seen in Table 1. Two-way ANOVAs yielded no significant
main effects or treatment by family impairment interac-
tions on these baseline characteristics.

Compliance With Treatment
Nine (10%) of the 91 patients dropped from the study

before providing 2 months of assessment data and were
not used in subsequent analyses.† Eight of these 9 patients
provided no assessment data after hospital discharge.
There were no significant differences in proportions of
early dropouts between treatment conditions or family
impairment groups (Table 2). Sixty-five percent (59/91)
of the patients remained in randomized treatment (phar-
macotherapy + assigned time period of psychosocial
treatment) for at least 6 months, with no differences
in compliance among treatment or family impairment
groups. Thirty-six percent (33/91) of the patients re-

mained in randomized treatment (pharmacotherapy +
assigned course of psychosocial treatment) for the entire
28-month period, again with no significant differences
among treatment or family impairment groups.

Treatment Received
The treatment received by patients in the study is sum-

marized in Table 2. Patients received 10 to 15 sessions
with psychiatrists during the study. Medication adequacy
was rated independently by 2 board-certified psychiatrists
who were unaware of treatment condition, family im-
pairment, and patient outcome. The small number of dis-
agreements between psychiatrists were resolved by con-
sensus. As can be seen, a high proportion of patients
received adequate trials of mood stabilizers (90%), and
substantial proportions received trials of neuroleptics
(79%) and antidepressants (51%). There were no signifi-
cant differences between treatment groups in the propor-
tion of patients who received different types or levels of
medication. Patients assigned to the family therapy condi-
tion received a mean of 12 family therapy sessions, while
patients assigned to the psychoeducational group attended
a mean of 4 sessions.

Course of Illness
The unadjusted means and standard deviations of the

dependent measures are presented in Table 3. However,
because all proportional variables exhibited substantial
skew, a square-root transformation was performed on
these measures before statistical analyses.

Proportional Measures
Two-way (family impairment by treatment condition)

ANOVAs yielded no significant main effects due to fam-
ily impairment or treatment condition on any variable (all
p values > .20). However, significant family impairment
by treatment condition interaction effects were found on
(1) number of depressive episodes per year (F = 4.1,
df = 2,77; p < .05; η2 = 0.84), (2) percentage of time in
episode (F = 4.0, df = 2,82; p < .05; η2 = 0.96), and (3)
percentage of time in a depressive episode (F = 5.2,
df = 2,82; p < .01, η2 = 0.93). No significant effects were

*To be consistent with DSM-IV-TR guidelines,62 we have defined an
episode as the period of time that an individual fully meets symptom-
atic criteria. The end of an episode was defined by either a monthly as-
sessment that did not meet full symptomatic criteria or a change in the
polarity of the symptoms. This time period is distinct from (and shorter
than) the period of time between episode onset and full symptom remis-
sion. It is also different from our definition of recovery, which requires
2 consecutive months of minimal symptoms. See Miller et al.39 for a
more complete discussion of these definitional issues.
†To evaluate the possibility that the obtained results were due to sub-
jects with a small number of available assessments, we repeated our
main analyses, limiting our sample to those with 6 or more months of
available data. The effect sizes obtained with this more restricted
sample were highly similar to the results with the larger sample.
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found for other measures. However, there was a nonsig-
nificant trend for an interaction effect for the total number
of mood episodes per year (F = 2.64, df = 2,77; p = .08;
η2 = 0.81).

Among patients with high family impairment, planned
comparisons indicated that when compared to patients in
the pharmacotherapy-alone condition, the patients who
were assigned to the psychoeducational group had sig-

nificantly (1) fewer depressive episodes per year (t = 2.7,
df = 27, p < .01, d = 1.0), (2) lower percentage of time in
any mood episode (t = 2.2, df = 29, p < .05, d = 0.82), (3)
lower percentage of time in a depressive episode (t = 2.8,
df = 29, p < .01, d = 1.0), and (4) fewer total mood epi-
sodes per year (t = 2.4, df = 27, p < .05, d = 0.92). Pa-
tients who received family therapy had significantly
fewer depressive episodes per year than patients who

Table 2. Characteristics of Study Treatment Received
Low Family Impairment High Family Impairment

Total Family Psychoeducational Family Psychoeducational
Sample Pharmacotherapy Therapy Group Pharmacotherapy Therapy Group

Characteristic (N = 91) (N = 15)  (N = 7) (N = 9) (N = 14) (N = 25) (N = 21)

Early dropout, < 2 months, 9 (10) 2 (13) 2 (29) 0 (0) 1 (7) 1 (4) 3 (14)
N (%)

Completed ≥ 6 months of 59 (65) 12 (80) 4 (57) 7 (78) 7 (50) 16 (64) 13 (62)
randomized treatment, N (%)

Month of randomized treatment 14.8 (11.5) 17.3 (11.2) 13.6 (13.7) 13.6 (9.7) 11.3 (11.6) 15.4 (11.6) 14.6 (12.0)
discontinuation, mean (SD)

Completed 28 months of 33 (36) 7 (47) 3 (43) 2 (22) 3 (21) 10 (40) 8 (38)
randomized treatment, N (%)

Mood stabilizer, adequate dose, 82 (90) 13 (87) 6 (86) 9 (100) 11 (79) 23 (92) 20 (95)
N (%)

Antidepressant use, N (%) 46 (51) 5 (33) 3 (43) 6 (67) 6 (43) 16 (64) 10 (48)
Neuroleptic use, N (%) 72 (79) 14 (93) 5 (71) 8 (89) 12 (86) 18 (72) 15 (71)
No. of pharmacotherapy visits, 12.8 (8.9) 13.5 (7.7) 16.7 (15.6) 13.0 (7.4) 9.9 (8.4) 13.7 (8.9) 11.3 (8.5)

mean (SD)
No. of family therapy visits, 11.9 (12.9) NA 12.8 (12.1) NA NA 11.6 (12.1) NA

mean (SD)
No. of psychoeducational 3.9 (2.5) NA NA 4.6 (2.2) NA NA 3.7 (2.6)

group meetings, mean (SD)

Abbreviation: NA = not applicable.

Table 3. Treatment Outcome Data Over 28-Month Follow-Up Period
Low Family Impairment High Family Impairment

Total Family Psychoeducational Family Psychoeducational
Samplea Pharmacotherapy Therapy Group Pharmacotherapy Therapy Group

Variable (N = 82) (N = 13)  (N = 5) (N = 9) (N = 13) (N = 24) (N = 18)

No. of months of data, 18.1 (10.8) 23.9 (9.6) 13.4 (12.5) 17.4 (11.1) 15.2 (11.0) 15.6 (11.3) 21.3 (8.0)
mean (SD)

Total no. of episodes per year, 1.8 (2.2) 1.0 (1.4) 1.7 (1.7) 1.7 (1.8) 2.8 (2.1) 2.1 (3.1) 1.1 (1.4)
mean (SD)

No. of depressive episodes 1.1 (1.4) 0.6 (0.8) 1.5 (1.6) 1.0 (0.9) 2.1 (1.5) 1.2 (1.9) 0.7 (0.9)
per year, mean (SD)

No. of manic/mixed episodes 0.6 (1.9) 0.4 (1.0) 0.2 (0.4) 0.7 (1.2) 0.7 (1.4) 0.9 (2.0) 0.4 (0.8)
per year, mean (SD)

Percent of time fully 24 (30) 12 (18) 44 (46) 30 (35) 34 (22) 28 (35) 20 (27)
symptomatic, mean (SD)

Percent of time with full 19 (28) 9 (15) 42 (47) 22 (31) 30 (21) 23 (32) 14 (24)
depressive symptoms,
mean (SD)

Percent of time with full 7 (16) 4 (9) 4 (6) 10 (21) 6 (7) 9 (18) 6 (14)
manic symptoms, mean (SD)

Percent of time symptom-free, 50 (35) 59 (32) 48 (45) 49 (33) 34 (35) 47 (40) 49 (31)
mean (SD)

Recovered, % (N/N) 62 (51/82) 85 (11/13) 40 (2/5) 78 (7/9) 39 (5/13) 50 (12/24) 78 (14/18)
Relapsed, percent of 63 (32/51) 64 (7/11) 50 (1/2) 57 (4/7) 60 (3/5) 67 (8/12) 64 (9/14)

recovered, % (N/N)
SCL-90 GSI, primary 0.38 (0.37) 0.26 (0.39) 0.34 (0.22) 0.42 (0.39) 0.25 (0.21) 0.53 (0.51) 0.40 (0.28)

family member, mean (SD)
aTotal sample with ≥ 2 months of data.
Abbreviation: SCL-90 GSI = Symptom Checklist-90 Global Severity Index.
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received pharmacotherapy alone (t = 2.0, df = 33, p < .05,
d = 0.70). There were also nonsignificant trends for the
patients in the family therapy condition to have spent a
lower proportion of time in any mood episode (t = 1.7,
df = 35, p < .10, d = 0.58) and in a depressive episode
(t = 1.9, df = 35, p < .10, d = 0.64).

Conversely, among patients with low-impairment fam-
ilies, no significant differences were found. However,
nonsignificant trends were found for patients in the
pharmacotherapy-alone condition to spend a lower per-
centage of time in any mood episode than patients in
family therapy (t = 1.80, df = 16, p < .10, d = 0.90) or
the psychoeducational group (t = 1.75, df = 20, p < .10,
d = 0.78) and less time in a depressive episode than pa-
tients who received family therapy (t = 2.07, df = 16,
p < .10, d = 1.0).

No significant differences were found on proportional
measures between patients assigned to family therapy
or psychoeducational group from either high- or low-
impairment families.

Categorical Measures
We found no significant differences in recovery or re-

lapse rates between treatment conditions among patients
from high- or low-impairment families. However, among
patients from high-impairment families, there was a non-
significant trend (χ2 = 5.5, df = 2, p < .10, ω = 0.51) for
patients receiving the multi-family group intervention to
have higher recovery rates (78%) than those receiving
pharmacotherapy alone (39%).

Family-Member Distress
We found no significant differences between treatment

conditions nor between members of high- and low-
impairment families on the averaged SCL-90 GSI score.
We also found no differences in SCL-90 scores when each
assessment time was analyzed separately.

DISCUSSION

The results of this study suggest that the utility of add-
ing family interventions for bipolar patients and their
families depends upon the level of family impairment as
well as the type of outcome assessed. For patients with
high levels of family impairment, adding a family inter-
vention to pharmacotherapy produced significant im-
provements in subsequent course of illness, particularly in
the number of depressive episodes and proportion of time
spent in a depressive episode. These effects were rela-
tively large (d = 0.7–1.0); patients who received either
family intervention were rated as having roughly half the
number of depressive episodes and amount of time spent
depressed as those receiving pharmacotherapy alone. No
significant differences were found for the categorical
variables of recovery and recurrence, although there was a

nonsignificant trend for the patients assigned to the multi-
family group to have higher rates of recovery. Thus, our
data suggest that patients from families with high levels
of family impairment benefit from family interventions,
particularly when outcome is assessed through more pro-
portional variables that capture the level of symptoms
over time rather than at a singular point in time.

Conversely, among patients with families rated as hav-
ing low levels of impairment, the addition of a family in-
tervention did not produce improved course of illness on
any measure. In fact, there were nonsignificant trends for
patients from low-impairment families who received ad-
ditional family interventions to have a worse subsequent
course of illness than those who received pharmaco-
therapy alone. However, because the sample sizes for
these comparisons were quite small, these results should
be considered quite cautiously. Our data suggest that pro-
viding family interventions for bipolar disorder when the
families are already functioning well does not appear to
produce significant benefits.

Our findings concerning an interaction of family
impairment by treatment are parallel with findings re-
ported in several previous studies of mood-disordered pa-
tients. Miklowitz et al.63 reported that the effectiveness of
family-focused treatment for bipolar disorder was espe-
cially pronounced among patients with high family im-
pairment, as indexed by high levels of expressed emotion.
Similarly, Jacobson et al.64 reported that marital therapy
was specifically effective for patients with major depres-
sion who had high levels of marital dysfunction. Finally,
in another study of patients with major depression, Miller
et al.25 found modest support for a treatment-matching al-
gorithm that included a family impairment by treatment
interaction as one of the 2 matching factors. Given the
consistent results for family impairment to be a signifi-
cant predictor of the course of illness in bipolar disorder6

and major depression,50,65,66 this growing evidence for the
specific efficacy of family treatment for highly impaired
families may represent an important clinical prescriptive
factor in the treatment of patients with mood disorders.

The effectiveness of family interventions for patients
from high-impairment families was especially pro-
nounced for patients assigned to the multi-family psycho-
educational group. While no significant differences were
found between patients assigned to the individual family
therapy condition and those assigned to the multi-family
psychoeducational group, the patients who were assigned
to the multi-family group manifested improved course of
illness relative to the pharmacotherapy-alone condition
on a more consistent basis than the family-therapy condi-
tion. Thus, despite the fact that the multi-family psycho-
educational group patients received a mean of only 4
group sessions, compared to a mean of 12 sessions of in-
dividual family therapy, patients in the multi-family
psychoeducational group had equivalent or even better
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course of illness. Thus, similar to research on multi-
family groups in other disorders,27 the addition of a multi-
family psychoeducational group intervention appears to
be a very efficacious and cost-effective addition to phar-
macotherapy for bipolar disorder.

What might account for the relative success of the
multi-family psychoeducational group? As noted previ-
ously, the multi-family psychoeducational group provided
a large amount of psychoeducation coupled with an op-
portunity to interact with other families with bipolar
members. Although the family-therapy intervention did
provide some psychoeducation, it was not as structured or
intensive as the psychoeducation provided in the multi-
family group. Since psychoeducation is an important as-
pect of other empirically supported treatments for bipolar
disorder,15,16,20 this emphasis may have been particularly
important. Similarly, the sense of sharing and support
from other families has also been described as one of the
most important ingredients of the success of multi-family
groups.27

Previous studies of family interventions for bipolar pa-
tients have reported largely beneficial effects upon rates
of recovery, relapse, and recurrence,19–21 although there
have been exceptions.18,67 In contrast, we found no main
effects for our family treatments on these variables. The
reasons for this discrepancy are not clear and may be due
to cross-study differences in family treatments, patient
samples, intervention timing, or other factors. For ex-
ample, the studies of Miklowitz et al.19,20,63 and Rea et al.21

evaluated the efficacy of family-focused treatment,68

which consisted of 21 sessions of family therapy con-
ducted in the patient’s home by 2 therapists with a specific
focus on psychoeducation, problem-solving, and commu-
nication. Conversely, the PCSTF family intervention used
in this study consisted of 12 sessions of family therapy
conducted in an outpatient clinic by a single therapist with
a focus on assessment and resolution of important family
issues. Similarly, the patients in the Rea et al.21 study had
a mean age of 26 years, 15% were married, and 40% were
in their first manic episode, whereas the patients in the
current study had a mean age of 39 years, 67% were
married, and only 10% were in their first episode. The
Miklowitz et al.19,20,63 studies began randomized treatment
after a stabilization period, while the present study, as
well as Rea et al.,21 began randomized treatment immedi-
ately following an acute episode. Thus, these differences
in multiple aspects of treatment, patient samples, and tim-
ing between studies do not allow easy identification of
reasons for differential overall efficacy of family treat-
ments. Given the very small number of studies of psycho-
therapeutic interventions for bipolar disorder, more re-
search is clearly needed to begin to explore the reasons for
these discrepancies.

While it might be expected that family members would
derive substantial benefits from family treatments, we

found no significant differences in levels of family-
member distress among groups. However, it should be
noted that family members did not report very high levels
of emotional distress at baseline. Thus, the lack of signifi-
cant differences between groups may represent a floor
effect for family-member distress level.

Finally, we found greater differences among treatment
conditions on the proportional measures of percent of
time symptomatic and number of episodes per year over
the follow-up period rather than on more traditional cat-
egorical outcome measures of recovery and recurrence.
Given the highly variable and fluctuating course of bi-
polar disorder, outcome measures that summarize level of
illness across the entire length of follow-up may offer a
more sensitive measure of course of illness.
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