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ABSTRACT   
The course of bipolar disorder in children and 
adolescents is highly recurrent and impairing. This 
article describes the adaptation of family-focused 
treatment (FFT) for children and adolescents with 
bipolar disorder.  FFT is given in 21 sessions over 9 
months, and is usually initiated during the recovery 
period following an acute episode of depression or 
(hypo)mania. The treatment consists of an engagement 
phase followed by psychoeducation, communication 
enhancement training, and problem-solving skills 
training. Results of randomized trials in adults and 
adolescents find that patients with bipolar disorder 
who receive FFT and pharmacotherapy recover 
from episodes more quickly and have longer periods 
of sustained remission than patients who receive 
briefer forms of therapy and pharmacotherapy.  The 
application of FFT to youth who are genetically at 
risk for bipolar disorder is described.  Problems 
in disseminating empirically supported family 
interventions in community settings are discussed.
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Significant controversies exist about the definition, 
ascertainment, and boundaries of early-onset BD (4, 
6-8). Nonetheless, agreement is substantial that BD 
spectrum disorders and their high risk antecedents have 
a significant impact on functionality and quality of life 
(6, 9). Youth who meet DSM-IV definitions of BD I or 
II or BD, not otherwise specified (BD-NOS), the latter 
characterized by brief, recurrent subthreshold (hypo)
manic and depressive periods, have high rates of affec-
tive morbidity, impairment, suicidal ideation, comor-
bidity and service use (10, 11). 

Without early intervention, the social, intellectual, 
and emotional development of youth with BD may be 
seriously compromised. Delays to first treatment of BD 
spectrum disorders in childhood are associated with 
greater depressive morbidity and less time euthymic 
in adulthood (12). Accordingly, well-tolerated inter-
ventions early in the course of the illness that reduce 
affective morbidity, enhance functioning, and teach 
emotion regulation skills could have a dramatically 
favorable impact on individual suffering. Early inter-
ventions in a developing population may allow for the 
normative acquisition of skills such as personal auton-
omy, academics, and peer relationships before the more 
debilitating cycles of patterns of relapses and remissions 
begin. Currently, youth with BD spectrum disorders are 
treated with a wide variety of medications and thera-
pies, with little evidence-based practice (10). 

Increasingly, family psychoeducational interventions 
are being used as adjuncts to somatic therapies in the 
treatment of major psychiatric disorders and medical 
conditions (13). Substantial progress has been made in 
the development and application of family interventions 
to BD. The purpose of this article is to review the current 
state of knowledge regarding one form of family inter-
vention – family-focused treatment (FFT) – for youth 
with BD or at risk for BD (see the accompanying articles 

Introduction
Between 50%–66% of adults with bipolar disorder (BD) 
report disease onset prior to age 18, and 15%–28% 
before age 13 (1). BD I and II appear to affect about 
2% of youth under age 18, although there is variability 
across cultures (2). Among offspring of parents with BD 
I or II, subthreshold or “high-risk” forms of the disor-
der, which affect between 3%-9% of clinically referred 
youth, can be detected as much as 10 years prior to the 
onset of full BD (3-5). 
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by Nadkarni and Fristad, and west and Weinstein for 
other approches. for other approaches to treating fami-
lies). The article begins by explaining the basis of the 
FFT approach in expressed emotion (EE) research. The 
second section describes the clinical methods of FFT 
for youth with BD. A brief case study is offered. Third, 
evidence for the effectiveness of FFT in clinical trials of 
adults and adolescents is reviewed, including recent work 
in youths at high genetic risk for bipolar disorder. Finally, 
recommendations for future research and community 
dissemination efforts are offered.

Research on Expressed Emotion
EE, a construct well-known in the schizophrenia litera-
ture, refers to the expression of certain emotional stances 
or attitudes among caregivers of patients with a psychiatric 
disorder: criticism, hostility, or emotional over-involve-
ment (over-protectiveness, inordinate self-sacrifice) (14). 
Families are classified as “high-EE” if one or more care-
givers (i.e., parent, spouse, sibling) expresses 6 or more 
critical comments or shows high levels of hostility or 
over-involvement during a 1-hour interview regarding the 
patient’s illness history. The significance of EE is a prog-
nostic one: patients who are discharged from the hospital 
to families rated high in EE are at 2-3 times greater risk of 
relapse in the next year than patients who recover in low-
EE (less critical or protective) households. This longitudi-
nal association has been observed in numerous studies of 
patients with schizophrenia, major depression, and other 
psychiatric and medical disorders (15). 

Several studies of EE have been conducted in families 
of patients with BD, and all indicate that patients whose 
relatives express high EE attitudes have higher rates of 
relapse and more severe mood symptoms over 9 month – 
2 year periods than patients whose relatives express low-
EE attitudes (16-20). One small-scale study found that 
adolescents with BD with high-EE parents had higher 
levels of depressive and manic symptoms over 2 years 
than BD adolescents with low-EE parents, despite ongo-
ing psychosocial and pharmacological treatment (21). 

The dynamics of families with high and low-EE rela-
tives offer clues as to why the EE construct – a simple 
behavioral measure of critical or hostile comments – 
has such strong prognostic validity. High-EE parents or 
spouses of patients with schizophrenia or mood disor-
ders are more likely to attribute the negative behaviors 
of patients to internal, controllable, and personal factors, 
whereas low-EE parents/spouses are more prone to attri-

bute negative patient behaviors to external, uncontrol-
lable, or universal factors (15, 22). High-EE caregivers of 
patients with schizophrenia are more likely than low-EE 
caregivers to use “avoidance coping” (i.e., escapism) when 
dealing with their offspring’s symptoms (23). Families 
with high-EE are often locked into negatively escalating 
cycles of communication, in which criticism from one 
family member reliably elicits counter-criticism from 
another, such that conflicts become lengthy and difficult 
to resolve (24). One study found a link between criticism 
from parents, odd or grandiose thinking in patients, and 
later relapse of BD among adult patients (25). 

For patients with BD, the implications of EE research 
are several-fold: 1) modifying the emotionally-charged 
environment of the family during a post-episode period 
may hasten the patient’s recovery and delay recur-
rences; 2) caregivers may benefit from psychoeducation 
oriented toward distinguishing what behaviors of the 
patient are controllable (i.e., purposeful) and not con-
trollable (i.e., illness-driven); and 3) families of patients 
with BD may benefit from learning communication 
and problem-solving skills to resolve stressful conflicts 
during the post-episode period. These implications are 
addressed in one model of integrated treatment for BD: 
family-focused treatment (FFT).

Family-Focused Treatment 
Based in large part on our findings regarding EE in 
bipolar adults, we developed FFT in simultaneous tri-
als at the University of California, Los Angeles (UCLA; 
26, 27) and the University of Colorado, Boulder (17, 
28). Our most recent work has concerned FFT in ado-
lescents with BD, the focus of this article. FFT involves 
the patient and his or her parent(s) (or, in the case of 
some adults, a spouse) or extended relatives, depending 
on who the patient lives with and who has caregiving 
responsibilities. It is initiated after a patient has had 
an acute episode of mania, hypomania, depression, or 
mixed disorder from which he or she is in the process 
of recovering. Typically, patients are still symptomatic 
during this period and at high risk for relapse. 

FFT is conducted by a clinical psychologist, social 
worker or family therapist who works in tandem with a 
psychiatrist responsible for pharmacotherapy. It consists 
of four stages: an engagement phase, where the therapeu-
tic goal is to connect with the patient and relatives and 
relay information about the treatment’s structure and 
expectations; a psychoeducational phase, in which thera-
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pists lead the family in discussions of the nature, causes, 
and management of BD; communication enhancement 
training, in which patients and parents rehearse effective 
speaking and listening skills (e.g., how to give praise and 
constructive criticism; how to listen actively); and prob-
lem-solving skills training, in which patients and parents 
define specific problems, generate and evaluate solutions, 
and implement solutions to problems in the family’s or 
the individual patient’s life. The treatment is ordinarily 
given in 21 sessions (12 weekly, 6 biweekly, 3 monthly) 
over 9 months. When practiced in the community, clini-
cians and families sometimes opt for shorter versions or 
longer intervals between sessions. 

The techniques of FFT for adults with BD can be 
found in the clinician’s manual (29). In the sections that 
follow, we describe the FFT in relation to the treatment 
of adolescents with BD. The treatment objectives are 
listed in Table 1. 

Psychoeducation
Psychoeducation, conducted in the first 7-8 sessions of 
FFT, offers teens and parents didactic information about 
the symptoms, differential diagnosis, comorbidity, prog-
nosis, treatment, and self-management of BD. Handouts 
and self-guided homework (e.g., keeping a daily mood 
and sleep chart) accompany these topics. First, the cli-
nician asks the teen and family to discuss the youth’s 
recent symptoms of BD and helps them distinguish 
mood symptoms from symptoms of anxiety disorder, 
substance abuse, schizophrenia, or disruptive behavior 
disorders. The clinician explains the interactive roles of 
genetic and biological vulnerability, stress, and coping in 
the disorder’s onset; the role of risk factors (e.g., disrup-
tions in sleep/wake rhythms, substance misuse, escalating 
family conflicts) and protective factors (e.g., appropriate 
medication management, consistency with treatment 
visits, stable sleep/wake patterns, structured family rou-
tines). The impact of the disorder on day-to-day fam-

ily functioning is discussed. Care is taken to avoid any 
implication of blame of parents or the teen. Clinicians 
explain that many of the patient’s behaviors are driven by 
a biologically- and genetically-based mood illness (rather 
than willful intention), and that negative reactions of 
parents often reflect frustration in their attempts to cope 
with highly stressful family circumstances. 

A key component of psychoeducation is the mood 
management plan, or the planning during periods of 
mood stability for emergency intervention when the 
adolescent’s moods start to change or when he/she 
becomes suicidal. With the aid of a flip chart, clinicians 
pose three questions: What makes your mood worse 
(or, more elevated/irritable/depressed)? How would 
we know if your mood had changed? What strategies 
improve your mood? Families recall previous periods 
of the teen’s mood instability and identify sequences 
consisting of triggers, early warning signs of mood 
exacerbation, and preventative measures. A manage-
ment plan is developed which for mania symptoms 
usually includes clarifying the conditions under which 
the treating psychiatrist should be notified, strategies 
for reducing stress at home and at school, and work-
ing towards greater regulation in sleep/wake rhythms. 
Special emphasis is placed on regulating family routines 
(e.g., mealtimes, bed times); often, the teen’s chaotic 
sleep/wake schedules may be traced to the lack of struc-
ture in the family’s life. Plans for managing depressive 
symptoms may include no suicide/no harm contracts, 
behavioral activation exercises (i.e., scheduling pleasant 
events), mindfulness meditation, or constructive self-
talk. For some teens, the plan may include management 
of psychotic symptoms (for example, relaxation or dis-
traction techniques).

Communication Enhancement Training 
CET (sessions 10-15) is designed to reduce aversive 
interactions among family members and teens and to 
improve the quality of exchanges. During role-play/
skills training exercises and between-session prac-
tice, participants learn to (a) down-regulate impulsive 
expressions of negative affect through pausing and put-
ting difficult feelings into words, (b) communicate in 
a manner that does not trigger emotional dysregula-
tion in others, and (c) shift attention from destructive 
emotions to more conciliatory states. Adolescents and 
family members learn four skills: expressing positive 
feelings, active listening, making positive requests for 

Table 1. Objectives of Family-Focused Treatment (FFT) for 
Bipolar Disorder

To assist the patient and parents to:
•	 make sense of their experiences with manic and depressive 

episodes
•	 develop plans to arrest future mood escalations or deteriorations 
•	 accept the need for mood-stabilizing medications for ongoing 

symptom control
•	 distinguish between personality or temperament and bipolar 

disorder 
•	 cope with stressful life events that trigger mood swings 
•	 establish a family context that facilitates long-term recovery
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changes in each others’ behaviors, and constructive 
negative feedback. The clinician offers handouts listing 
the components of each skill (e.g., for active listening: 
making eye contact, paraphrasing each others’ state-
ments), and demonstrates each for the family. Then, 
participants practice the skills with each other, with 
coaching and shaping by the clinician. Communication 
training is done less formally with adolescents than 
adults, capitalizing on the family’s spontaneous inter-
actions. Homework assignments, in which the par-
ticipants record their efforts to use each skill, enhance 
generalization to other settings. 

Problem Solving
In the problem solving module (sessions 16-21), fami-
lies are taught to identify areas of disagreement, break 
down large problems (e.g., “we don’t get along”) into 
smaller ones (“we need to use lower tones of voice”), 
generate and evaluate pros/cons of solutions, and 
choose solutions to implement (e.g., alert each other to 
aggressive voice tones). Because it requires enhanced 
executive planning, problem-solving may augment 
functional capacity. 

Participants list their most pressing problems and 
define each one (e.g., an adolescent does not get home-
work done, his mother becomes highly anxious, and 
conflict ensues). Then, family members generate 2–3 
solution choices and evaluate the pros and cons of each. 
Next, the teen and family members conjointly choose a 
best option or set of options and develop an implemen-
tation plan. Families practice problem solving between 
sessions using a self-guided homework sheet and report 
on their attempts in the next session. As treatment ses-
sions are tapered in frequency to once per month, more 
emphasis is placed on between-session practice.

Case Example
Marissa was a 17-year-old with bipolar I disorder and 
comorbid attention deficit hyperactivity disorder, who 
lived with her mother, father, grandmother, and two 
brothers, one 19 and one 16. She was being treated with 
lithium 1200 mg and quetiapine 200 mg. She had had 
several instances of self-injurious behaviors (e.g., cut-
ting). Her parents described the household as a “war 
zone” due to her frequent outbursts of rage. All family 
members agreed that Marissa’s rages created huge prob-
lems for the family, but they disagreed on the causes 

of these episodes. Her mother described them as being 
“manic-like,” with rapid speech, excessive movements, 
and flight of ideas. She was particularly worried about 
how Marissa would cope when she went off to college 
the following year; would she curse at her professors 
and alienate her roommates? Marissa claimed that her 
“attacks” were largely triggered by the highly critical, 
hostile, and insulting interactions she had with her 
brothers, who, she said, regularly called her “fat and 
stupid.” When asked, her brothers used more colorful 
words to describe her behavior.

In the early sessions of FFT, the clinician encouraged 
Marissa, her parents, and her brothers to identify the 
triggers, early warning signs, and potential preventative 
strategies for her rage reactions. Her reactions were often 
precipitated by family arguments (e.g., certain looks from 
her brothers) or multiple requests from her parents that 
confused her. The clinician assisted her in developing a 
stress thermometer, which clarified the stages of her angry 
escalations. Marissa and her family members were then 
encouraged to use a set of emotional self-regulation tech-
niques when her mood escalations began, including: dis-
closing to one another that “something isn’t feeling right”; 
using calming self-talk “when we feel the heat rising”; 
mindful breathing; exiting the situation (e.g., going out-
side to cool down), or attempting to separate the warring 
members of the family.

With repeated practice, Marissa found that she could 
better control her outbursts with her parents, but was 
still repeatedly provoked by her brothers. When their 
interactions degenerated into back and forth yelling 
matches, she was especially likely to start self-cutting. 
The communication enhancement module focused on 
her relationships with her brothers and encouraging 
each of them to practice active listening (paraphrasing, 
asking clarifying questions, nodding one’s head to show 
acknowledgment). The use of these skills was helpful to 
Marissa and her brothers in slowing down their volatile 
interactions. Being able to limit negative interchanges 
to a maximum of three “volleys” also helped to reverse 
these predictable sequences.

In the final segment of FFT, Marissa and her parents 
worked on problem solving to maximize her chances of 
making a successful adjustment to college. The sessions 
included how to manage her medications (i.e., filling 
her medication prescriptions and taking her pills with-
out reminders), getting herself out of bed in the morn-
ing without continual intervention by her parents, and 
completing household tasks. They also involved emo-
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tional self-regulation techniques to use when she felt 
herself becoming angry with others (e.g., deep breath-
ing, distraction). 

By the end of treatment, Marissa still had impulsive, 
angry reactions brought on by negative interactions with 
her brothers. However, both Marissa and her parents 
reported that these episodes were becoming fewer and 
further between, did not last as long, and were not as 
destructive. She reported fewer suicidal thoughts and bet-
ter overall mood states. Her brothers, although still angry 
with her, acknowledged that they had not understood 
the nature of her mood disorder, had on many occasions 
deliberately provoked her. She acknowledged, in turn, that 
they were becoming more patient with her. At termina-
tion, she continued with her ongoing pharmacotherapy 
appointments but did not seek additional therapy.

Empirical Studies of FFT
The results of 11 trials of FFT in BD are described in 
Table 2. There have been five published randomized 
controlled trials (RCTs), one of which concerned bipolar 
adolescents, and four open trials, two involving children 
or adolescents. Two other RCTs, one of adolescent BD 
patients (N = 144) and one of youth at risk for BD (N = 
40) are nearing completion (Table 2). 

In an RCT at the University of Colorado, 101 adult 
BD I patients, 82 of whom had been newly discharged 
from the hospital were randomly assigned to FFT and 
pharmacotherapy or to crisis management (CM) and 
pharmacotherapy (28). FFT was given in 21 sessions 
over 9 months. Patients in CM received 2 sessions of 
psychoeducation, and crisis intervention sessions over 
9 months. The overall 2-year study completion rate was 

Table 2.  Results of Trials of Family - Focused Treatment and Pharmacotherapy in Bipolar Disorder

Study Sample Type of Trial Clinical State Comparison Group Key Findings

Miklowitz & 
Goldstein (26)

32 adults Open with 
historical  
controls (9 mos)

Manic episode in prior 
3 mos 

Treatment as usual FFT, 11% relapse rate 
Comparison, 61% 

Miklowitz  
et al.  (28) 

101 adults RCT 
(2 yrs.)

Depressed or manic 
episode in prior 3 mos

Crisis management (2 
family psychoeducation 
sessions)

54% survival rate in FFT versus 17% in crisis 
management

Rea et al.  
(27)

53 adults RCT  
(2-3 yrs.)

Manic episode in prior 
3 mos

Individual therapy 36% rehospitalization rate in FFT, 60% in 
individual therapy

Miklowitz  
et al.  (50)

100 adults Open with  
historical  
controls (1 yr)

Depressed or manic 
episode in prior 3 mos

Crisis management FFTplus interpersonal therapy associated 
with longer delays to relapse and less 
severe depression than crisis mgmt. 

Miklowitz  
et al.  (30, 31) 

293 adults RCT Acute episode of 
bipolar depression

Collaborative care  
(3 education sesions) 
(RCT)

77% recovered in FFT in 1 year; 65% in IPT; 
60% in CBT; 52% in Collaborative care; 
better social functioning in FFT and IPT

Miklowitz  
et al. (21)

20 
adolescents

Open Various states None Adolescents showed significant 
improvement over 2 years in depression, 
mania, and problem behaviors

Miklowitz  
et al. (33) 

58 
adolescents 

RCT  
(2 yrs)

Acutely or 
subsyndromally ill

3 education sessions Adolescents in FFT recovered from 
depression 7 weeks faster than adolescents 
in brief psychoeducation 

Miklowitz  
et al. (44)

13 children 
(ages 9-17)

Open  
(1 yr)

Depression or 
subthreshold manic or 
hypomanic symptoms

None Youth in FFT showed significant 
improvements in depression, mania,  
and global functioning scores

Perlick   
et al. (51)

Caregivers 
of 46 BD I 
adults, 1 yr

RCT  
(4.7 months)

Various states 8-12 session health 
program 

Caregivers and patients in FFT had 
decreases in depressive symptoms

Miklowitz  
et al. (52) 

144 teens 
w/BD I or II 

RCT Acutely or 
subsyndromally ill

3 sessions of 
psychoeducation 

In progress; treatment completion and 
follow-up rates 78%-91%

Miklowitz & 
Chang (53) 

40 children 
(ages 9-17)

RCT 
 (1 year)

Depression or 
subthreshold manic or 
hypomanic symptoms

Enhanced care  
(1 session of family 
education)

In progress; completion rates 78%-85%
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71% in FFT and 61% in CM, a nonsignificant differ-
ence. In a 2-year follow-up, patients in FFT were three 
times more likely to survive without relapsing (52% ver-
sus 17%) and had longer periods of remission without 
relapse (73.5 weeks versus 53.2 weeks) than patients in 
CM. FFT was also associated with greater remission of 
depression and mania symptoms over 2 years. 

An RCT at UCLA examined FFT and pharmacother-
apy when compared to an equally intensive individual 
therapy and pharmacotherapy (27) in 53 patients who 
had just been discharged following a manic episode. 
Patients in the individual therapy received 21 sessions 
of psychoeducation, medication adherence monitor-
ing, and relapse prevention planning over 9 months. 
Patients in the two groups did not differ in rates of 
relapse or rehospitalization during the first year of treat-
ment. However, in a 1-2 year post-treatment follow-up, 
patients in FFT showed lower rates of rehospitalization 
(12%) and symptomatic relapse (28%) than patients in 
individual therapy (60% and 60%, respectively). 

A large-scale comparative effectiveness trial exam-
ined FFT in comparison with similarly intensive 
forms of therapy for adult bipolar patients recovering 
from a depressive episode (30, 31). In the Systematic 
Treatment Enhancement Program for Bipolar Disorder 
(STEP-BD), conducted across 15 U.S. sites, 293 acutely 
depressed BD I and II patients were assigned randomly 
to a medication algorithm and one of four psychosocial 
treatments: up to 30 sessions of FFT, interpersonal and 
social rhythm therapy (IPSRT), cognitive-behavioral 
therapy (CBT), or a 3-session individual treatment 
called collaborative care (CC). All three of the intensive 
therapies were associated with higher 1-year recovery 
rates (105/163, or 64.4%) than CC (67/130, or 51.5%). 
Adding intensive psychotherapy to medication manage-
ment speeded recovery by an average of 110 days dur-
ing the study year. The rate of recovery for FFT was 77% 
over 1 year; for IPSRT, 65%; CBT, 60%; and CC, 51.5%. 
Patients in intensive therapy also had greater improve-
ments in relationship functioning and life satisfaction 
than patients in CC (31). 

The STEP-BD study suggests that patients with BD 
who enter treatment in states of depression benefit from 
intensive psychotherapy in combination with optimal 
medication management. There was no clear evidence 
that one of these treatments was more effective than the 
other, although the study was not statistically powered 
to address this question. Possibly, the common ingredi-
ents of intensive therapies for BD – teaching strategies 

to monitor and stabilize mood and sleep, intervening 
early with prodromal symptoms, enhancing consistency 
with mood stabilizing medications, and working toward 
resolution of key interpersonal or family problems – 
contributed to patients’ more rapid recoveries. 

Application of FFT to Adolescents with BD
In the trials of FFT for BD adolescents (Table 2), we have 
recruited patients from both inpatient settings and out-
patient referrals. We have included patients recovering 
from both depressive and manic or hypomanic episodes, 
as well as patients with or without psychotic symptoms. 
We have excluded patients with active substance or alco-
hol abuse, although an adaptation of FFT for adolescents 
with BD and substance abuse has been developed (32).

In an open trial (21), 20 adolescents (mean age 15 
yrs) received 21 sessions of FFT and pharmacotherapy 
over 9 months. At 2-year follow-up, adolescents showed 
significant improvements in depression, mania, and 
total problem behavior scores. In a 2-site RCT, 58 ado-
lescents with BD (75% with BD I or II) were allocated to 
FFT and pharmacotherapy or 3 sessions of family edu-
cation and pharmacotherapy (33). Of the 58, 48 (83%) 
completed 1 year of treatment and follow-up. Over 2 
years, patients in FFT had shorter times to recovery 
from their initial depressive episodes, less time in states 
of depression, and more time in remission than patients 
in the briefer treatment. They also had less severe 
depressive symptoms over time. FFT was particularly 
effective in stabilizing mania and depressive symptoms 
among adolescents in high-EE families, even though 
adolescents in high- and low-EE families did not differ 
in pretreatment symptom severity (34). 

Application of FFT to Children at Risk for BD
The effectiveness of FFT in studies of teens and adults 
with BD raised the question of whether a modified ver-
sion of FFT could prove effective as an early interven-
tion for youth at risk for BD. Prior research has iden-
tified at least three behavioral phenotypes that, when 
present in a child with a parent with BD I or II, may 
signal an increased risk for developing the disease over 
time. The Course and Outcome in Bipolar Youth study, 
a 4-5 year naturalistic follow-up of children with BD I, 
II, or NOS (defined as one DSM-IV symptom less than 
full criteria for a (hypo)manic episode, a clear change in 
functioning, and a minimum of 4 lifetime episodes each 
lasting > 1 day), were at substantial risk for converting 
to BD I or II in 4 years (35). In the most recent (5 year) 
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report from this study, the risk of conversion was 58% 
among BD NOS youth with familial BD I or II, and 36% 
in BD NOS youth without familial BD (36).

Apart from early manic symptoms, the most reli-
able symptom complexes pre-dating mania are major 
depressive episodes or cyclothymic disorder. Rates of 
conversion from these states to BD I/II are highest in 
the first 4-5 years after initial onset, ranging from 15%-
44% in 2 years to 20%-49% in 4 years (37-42). 

A brief version of FFT for youth at high-risk for BD 
has been developed. This version consists of 12 sessions 
in 4 months after the high-risk youth has had a period 
of mood exacerbation (i.e., major depression or sub-
threshold (hypo)mania). The focus is on skills relevant 
to managing the prodromal stages of BD – mood moni-
toring, reducing family conflict, improving problem-
solving, and working toward stabilization of daily rou-
tines and sleep/wake cycles (43). The Colorado/Stanford 
High-Risk Trial is examining a cohort of 53 children 
and adolescents who meet criteria for BD-NOS, MDD, 
or cyclothymia (with active symptoms in the previous 
month) and have at least one parent with BD I or II. 
Results of a treatment development study (44), in which 
13 youth (age 9-17, mean 13.4 yrs) were treated openly 
with FFT-HR over 4 months, indicated significant 
improvements over 1 year in (hypo)mania, depression, 
and psychosocial functioning, with Cohen’s d effect size 
estimates ranging from .51 – 1.76. The results could not 
be attributed to participants’ medication regimens at 
entry into the trial. Results of a recently completed RCT 
with high-risk youth (N = 40) will determine whether 
there are specific effects of FFT in bringing about symp-
tom stabilization.

Conclusions and Future Directions
When combined with pharmacotherapy, FFT is an 
effective means of stabilizing youth and adults with BD. 
Recent research has examined the applicability of the 
approach to non-bipolar populations. A version of FFT 
for youth at risk for psychosis has recently been devel-
oped and is now being tested in an RCT (45). There is 
also an ongoing randomized trial of FFT for children 
(aged 6-14) with major depressive disorder, and promis-
ing open trial results (46). 

There are significant gaps in the literature on FFT 
and other family interventions, notably the extension of 
these interventions into community settings. The diffi-
culty with uptake of family interventions in community 

settings may stem from several issues: the mistrust of 
family therapy approaches because of their association 
in many clinicians’ minds with blaming parents for 
causing mental illness; a belief that family therapy is 
not cost-effective because too many people are involved; 
lack of training of clinicians in how to approach family 
members or conduct conjoint sessions; lack of reim-
bursement by insurance companies; and other issues 
which may not be related to treatment effectiveness. 
The primary responsibility for dissemination is on 
researchers, who need to 1) familiarize clinicians and 
administrators with the ways in which new forms of 
family psychoeducational treatment differ from tradi-
tional family system approaches; 2) conduct compara-
tive cost-effectiveness studies; and 3) develop and test 
forms of family intervention that are economical and 
easily learned. Secondarily, the responsibility lies with 
clinicians and administrators to familiarize themselves 
with treatment research relevant to family interventions 
and seek training when it is offered.

Most studies of family intervention consider only 
the behavioral pathways to change; future studies need 
to consider changes at the neural level as well. Bipolar 
adults and youth show increased amygdala activation 
and decreased prefrontal cortical activation (notably, 
the dorsolateral prefrontal cortex and the ventrolateral 
prefrontal cortex) on functional magnetic resonance 
imaging during affective challenge tasks (47-49). Studies 
that examine pre/post-treatment changes in neural 
markers may yield clues as to why family treatment, or 
more broadly, intensive psychosocial treatments have a 
positive impact on the course of BD. Our RCT of youth 
at high-risk for BD is examining neural activation dur-
ing emotion challenge tasks that mirror the skills being 
taught in FFT, such as the ability to self-regulate one’s 
emotions when in conflict with family members.

Long-term follow-up of high-risk samples will help 
determine whether the provision of brief, targeted 
interventions like FFT can prevent or delay the onset of 
BD I or II. More generally, psychosocial interventions 
designed to reduce stress, conflict, and affective arousal 
by enhancing communication, problem-solving, and 
emotion regulation skills may decrease the functional 
disabilities associated with this life-long disorder. 
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