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Childhood onset bipolar disorder is associated with sig-
nificant morbidity and mortality, yet effective treatment
strategies have remained underdeveloped and understud-
ied. While some headway is being made vis-a-vis pharma-
cologic treatments, empirical efforts have not focused on
adjunctive psychosocial interventions for childhood bipo-
lar disorder. In this review, we discuss psychoeducation,
delivered via workshops, multifamily psychoeducation
groups, or individual-family psychoeducation, as an ad-
junct to the ongoing pharmacotherapy, psychotherapy,
and school-based interventions for children with bipolar
disorder. We review the theoretical rationale for psycho-
education, including expressed emotion and caregiver
concordance; summarize findings in the adult literature;
and then describe our development and testing of psycho-
educational interventions for mood-impaired children.
Data from three pilot studies are reviewed, and progress
on two studies currently underway is presented. We
conclude with current limitations of psychoeducation and
recommendations for future study to develop psychoedu-
cation as an empirically supported adjunctive intervention
for children with bipolar disorder. Biol Psychiatry 2003;
53:1000–1008 © 2003 Society of Biological Psychiatry
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Introduction

Efforts to develop empirically supported treatments for
a variety of mental disorders (Chambless and Hollon

1998) have increased significantly in recent years. Con-
siderable work has been done in the area of adolescent
depression, including investigations of individual therapy
(Mufson et al 1994), group therapy (Clarke et al 1992,
1995), and family therapy (Diamond and Siqueland 1995).

While some studies have examined cognitive-behavioral
therapy for elementary school-aged children with elevated
depressive symptoms (Stark et al 1987; Weisz et al 1997;
Kahn et al 1990) and some of these interventions have
included a parent component (Stark et al 1994, 1996;
Asarnow et al 2001), no published work to date has
documented the efficacy of psychosocial interventions for
elementary school-aged children with major depression
(Kaslow et al 2002) or bipolar disorder (Fristad et al
2002). Hence, the creation and testing of efficacious
treatments for children with mood disorders is needed
(Burns et al 1999), especially for children with childhood
bipolar disorder (Fristad et al 2002).

Our research group has initiated a series of coordinated
efforts to develop and empirically validate psychoeduca-
tion as an effective treatment modality for families of
children with mood disorders. In this review, we provide
an overview of two theoretical constructs (expressed
emotion and family concordance) relevant to psychoedu-
cational interventions, review psychoeducation as a treat-
ment strategy in adults and children, describe our clinical
intervention, provide preliminary efficacy data for chil-
dren with bipolar disorder, and describe two current
studies. Finally, we summarize the role of psychoeduca-
tion in the comprehensive treatment of children with
bipolar disorder and recommend future research studies to
be conducted. Our goal is to introduce readers unfamiliar
with psychoeducation for childhood bipolar disorder to the
rationale for its use, describe possible mechanisms of
change, explain its core components, introduce two ongo-
ing studies, and encourage others to test it empirically.

Expressed Emotion

To understand the development of psychoeducation as an
intervention strategy, a brief review of the concept of
expressed emotion (EE) is in order. Expressed emotion
emerged as a term from a series of studies that focused on
relapse rates in adults diagnosed with schizophrenia
(Brown et al 1958, 1962, 1972). Critical comments,
hostility, and emotional overinvolvement (i.e., high EE)
predicted relapse. While EE was studied initially in
families of patients with schizophrenia, more recent stud-
ies have demonstrated that EE plays a similar role in
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families of adults with mood disorders (Hooley 1998;
Hooley et al 1986; Koenig et al 1997; Miklowitz et al
1988; Simoneau et al 1998). In the Butzlaff and Hooley
(1998) recent meta-analysis of 27 studies, they concluded
that 1) EE is a general predictor of poor outcome across
diagnostic categories and 2) EE can be modified.

While the above-mentioned studies all focused on
adults as the identified patients, studies by Asarnow et al
(1987, 1993, 1994) have focused on EE and its relation to
childhood depression. These researchers have demon-
strated that EE rates are higher among families of de-
pressed children compared to families of normal controls
and children with schizophrenia spectrum disorders (Asar-
now et al 1994). Additionally, high EE in families of
depressed children is associated with a more insidious
onset of major depressive disorder (MDD) (Asarnow et al
1987) and a slower recovery course (Asarnow et al 1993).
Other studies have examined EE in different child popu-
lations. Schwartz et al (1990) examined 273 high-risk
mother-child pairs. They found that high EE tripled the
rate of children’s diagnoses (major depression, substance
abuse, and/or conduct disorder), so that the predicted rate
of diagnosis for 15 to 19 year olds was 62.3% when
maternal criticism and parental affective illness were
present and only 6.5% when these two factors were absent.
Goodman et al (1994) studied 20 depressed mother-child
dyads and 19 never depressed mother-child dyads. They
found that depressed mothers expressed the most affec-
tively charged negative statements and that these state-
ments were most associated with low self-worth and high
child psychopathology rates. Presence of these negative
statements modified the relationship between maternal
depression and child psychopathology. Interestingly, the
mother’s current depressive symptoms were unrelated to
her EE ratings.

There is no existing literature on EE rates in families of
children with bipolar disorder; however, we can speculate,
both from the adult literature and from the clinical mani-
festations of bipolar disorder in children, that these chil-
dren would, if anything, respond with even more volatility
to environmental stress (which EE can be construed to
represent) than children with depression. Thus, the impact
of reducing EE in families of children with bipolar
disorder has the potential to significantly reduce symptom
severity in these children.

Since high EE is associated with relapse, it follows that
lowering EE in families might improve course of illness. As
a result, several groups (Anderson et al 1986; Clarkin et al
1998; Falloon and Pederson 1985; Goldstein et al 1978;
Honig et al 1997; McFarlane 1997) designed psychoedu-
cational interventions to reduce EE in families with
impaired adult family members.

Psychoeducation as a Treatment Strategy

While psychoeducation was first applied to families of
patients with schizophrenia (see Goldstein and Miklowitz
1995 for a full review), this treatment strategy more
recently has been applied to families containing members
diagnosed with depression (Holder and Anderson 1990),
bipolar disorder (Honig et al 1997; Miklowitz and Gold-
stein 1990), or any mood disorder (Clarkin et al 1988). In
general, families participate in a program designed to
teach them about the disorder, its course, prognosis,
medications, and management.

Investigations of psychoeducational treatment for fam-
ilies with adult members having a mood disorder appear to
hold promise. For example, Miklowitz et al (2000) re-
ported that patients with bipolar disorder who received
family psychoeducation as an adjunct to their pharmaco-
therapy had fewer relapses and longer delays before
relapses during a 1-year interval than patients with bipolar
disorder who received two family education sessions,
pharmacotherapy, and crisis management. Psychoeduca-
tion has been linked to high patient retention rates as well
(Goldstein and Miklowitz 1995). The adult psychoeduca-
tion literature has reached a relatively high level of
sophistication regarding the use of treatment protocols,
manualization of programmatic content, and use of ran-
domized studies; attention now has shifted to how research
findings can inform community-based treatment (Miklow-
itz and Hooley 1998).

The literature concerning psychoeducational interven-
tions with families of impaired children and adolescents is
not as sophisticated, despite clear evidence that parents of
children with disabilities (as well as the children them-
selves) have many unmet needs and that assisting families
to shift from “emotion focused coping” to “problem
focused coping” is a useful strategy (Sloper 1999). Several
authors have provided descriptive articles regarding psy-
choeducation programs they have developed for parents of
psychiatrically hospitalized children (Dreier and Lewis
1991); for outpatient children and adolescents and their
parents (Jordan et al 1999), and for parents of outpatient
adolescents/young adults with schizophrenia (Sheridan
and Moore 1991). Unfortunately, these articles provide
limited, if any, family outcome data. One notable excep-
tion is the work of Brent et al (1993), who modified adult
psychoeducation concepts to make them relevant for
families of adolescents with mood disorders (Poling
1989). These researchers reported that parents signifi-
cantly increased their knowledge of depression as the
result of their participation in a 2-hour presentation about
their adolescent’s illness.

In summary, the EE literature has led to the develop-
ment of psychoeducational interventions in an attempt to
reduce symptom severity and duration. These have been
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better developed for adults than children, although one
might suspect that environmental influences are, if any-
thing, even more important to children, who developmen-
tally are expected to be dependent on their parents. An
additional concern that comes to bear when dealing with
children is concordance (i.e., do parents agree or disagree
over their child’s diagnosis and treatment plan?). This
issue is discussed below.

Caregiver Concordance

Increased disagreement between parents/caregivers on
child-rearing matters has been linked to higher rates of
child problem behaviors (Jouriles et al 1991), poorer
marital quality (Lamb et al 1989), lower levels of family
problem-solving (Vuchinich et al 1993), and diminished
parental effectiveness (Deal et al 1989). As individuals
with bipolar disorder have a heightened sensitivity to
conflict (Miklowitz and Goldstein 1997, p. 42), one might
speculate that parental tension caused by disagreements
over the most appropriate treatment and methods to
manage symptoms of bipolar disorder, a condition that is
very trying for families (Hellander et al 2003), would have
a deleterious impact on a child’s recovery from a manic or
depressive episode. Additionally, Cole and Rehm (1986)
found that fathers provided significantly less positive
reinforcement for their children than did mothers during a
challenging task, regardless of whether the child was
depressed or nondepressed. This reinforces the findings
that mothers and fathers approach parenting tasks differ-
ently and that fathers, in particular, may benefit from
interventions designed to increase positive parent-child
interactions.

Thus, therapeutic interventions intended to increase
parental/caregiver concordance might be beneficial to a
child with bipolar disorder and his or her family. As
discussed below, our preliminary data suggest that fathers
and mothers may experience differential gains through
involvement in psychoeducational programs, both in terms
of knowledge of and emotional response to their child’s
mood symptoms. If, following psychoeducational inter-
vention, parents/caregivers think about and respond to
their child and his/her problems in a more uniform (and
presumably more accurate) and positive manner, one
might anticipate improvement in parenting as well as
family functioning that might lead to a healthier climate in
which the child can recover from his or her current
episode.

The Ohio State University Psychoeducation
Program for Childhood Mood Disorders

Initially, we developed two versions of psychoeducational
intervention. One was a 11⁄2-hour workshop for parents of

children psychiatrically hospitalized for any major mood
disorder. This brief format was conceptualized to cover the
“basics” (i.e., long enough to provide meaningful infor-
mation but brief enough that already stressed parents of
acutely ill inpatients would find time to attend) (Fristad et
al 1998a). The second version was multifamily psycho-
education groups (MFPG), designed for outpatient chil-
dren with any major mood disorder and their parents.
MFPG initially was administered in six 75-minute ses-
sions in a manual-based, multifamily group format (Fris-
tad et al 1996). Based on feedback received in our
randomized, controlled pilot study, we expanded MFPG to
eight 90-minute sessions. As most of our work to date has
focused on MFPG, we will describe its therapeutic content
in greater detail below.

MFPG Content

SESSION FORMAT. Each MFPG session begins and
ends with a family component. During the middle portion
of each group session, parents/caregivers and children
meet separately, although their session content is themat-
ically linked. Each of the eight sessions is highly formatted
with specific content to be taught and skills to be prac-
ticed. Thus, MFPG is not the same as a support group, the
focus of which is often more on exchanging stories of
success and frustration.

The parent group leader is a psychologist and the child
group leader is a postdoctoral psychology fellow. Prereq-
uisites for running the group are clinical experience
working with mood-impaired children, with families, and
with groups. The child group leader has a clinical child
psychology graduate student as a co-leader to assist with
behavioral management.

Parents are given workbooks containing materials pre-
sented in the session, as well as copies of the children’s
activities and supplemental sections that describe educa-
tional interventions and medications in more detail. Chil-
dren receive workbooks that include activities done in
their sessions. Parents and children also receive family
projects to complete during the week, designed to rein-
force concepts taught during the session. These projects
are reviewed at the beginning of every subsequent session.

Children earn points for their behavior during each
session. These points are accumulated throughout the eight
sessions and redeemed at the final session. Children spend
a brief period in in vivo social skills rehearsal via
structured, supervised play activities after each session’s
curriculum is adequately covered.

Detailed descriptions of session content, with examples
of exercises used in and between sessions appear else-
where (Fristad and Goldberg-Arnold 2003; Goldberg-
Arnold and Fristad 2003). Most of the therapeutic tech-
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niques utilized in MFPG are not unique to this
intervention. What is unique, however, is the way in which
teaching families about the child’s illness and treatment
options (including how to work effectively with the mental
health system and school system), followed by training
families in communication exercises, cognitive-behavioral
interventions, and social problem-solving strategies fo-
cused on the children’s mood symptom management is
integrated. A summary of the eight session content for
parents and children is outlined in Appendix 1.

Preliminary Efficacy Data

To determine the impact of psychoeducational interventions
on increasing knowledge of mood disorders and reducing EE
in families of children with mood disorders, we completed
three pilot studies. We focused on these two variables
because increased knowledge can be considered a necessary
but not sufficient step in effective psychoeducation. That is,
we must be able to measure our ability to impart new
knowledge to parents if we intend to teach families about
their child’s condition; however, knowledge alone does not
necessarily lead to behavior change. As there is a compelling
literature that suggests reducing EE in families is related to
improved child functioning, we chose to measure EE as a
mechanism of change within families.

In each study, parents provided informed consent and
children provided assent before study participation. All
studies were approved by the Ohio State University (OSU)
Biomedical Sciences Institutional Review Board.

First, we evaluated the impact of 11⁄2-hour psychoeduca-
tional workshops presented to parents of psychiatrically
hospitalized children and adolescents with mood disorders.
Participants were 25 parents of 20 patients, 25% of whom
had bipolar disorder. Parents completed the Expressed Emo-
tion Adjective Checklist (EEAC) (Friedmann and Goldstein
1993) and the Understanding Mood Disorders Question-
naire (UMDQ) (Gavazzi et al 1997) before and after
workshop attendance. We found that workshop partici-
pants, especially fathers, experienced significant knowl-
edge gain after attending the 11⁄2-hour workshop. Both
mothers and fathers experienced a significant decrease in
EE levels following workshop participation (Fristad et al
1998a). Interestingly, while pretest UMDQ scores differed
between mothers and fathers, posttest scores were very
similar for all parents. This suggests that workshop par-
ticipation equalized parents’ knowledge of mood disor-
ders. Such equalization could potentially improve consis-
tency in parenting within families. Regarding EEAC
scores, mothers initially reported more positive and less
negative emotions than fathers. Four months later, mothers
and fathers achieved similar scores. If mothers and fathers
understood the symptoms of and reacted more similarly to

their mood disordered child (particularly given the change
to more positive and less negative interactions), these
changes could potentially improve the child’s home envi-
ronment. As the subgroup of parents whose children had
bipolar disorder was very small (25%), no further analyses
were conducted to compare their outcome to those of
parents whose children had depressive spectrum disorders
(major depression, 45%; dysthymic disorder, 30%).

Second, we completed a small, nonrandomized program
evaluation of the six-session MFPG program (Fristad et al
1998b) for nine parents and children, three of whom had
bipolar disorder. Using the EEAC, all eight subscales
improved in the predicted direction from pretreatment to
posttreatment (mothers and fathers each reported in-
creased positive attitudes and behaviors toward their
children and decreased negative attitudes and behaviors
toward their children; Wilcoxon sign ranked test, p � .01).
Additionally, group evaluation data indicated highly fa-
vorable endorsement of the program by both parents and
children (Fristad et al 1998b). No comparisons of families
with children experiencing bipolar disorder versus depres-
sive disorder were made, given the very small sample sizes
involved.

Third, we conducted a small-scale randomized, con-
trolled trial of the six-session MFPG (Fristad et al, in
press) with 35 families of children aged 8 to 11 with mood
disorders. Children were assessed using parent and child
versions of the Children’s Interview for Psychiatric Syn-
dromes (ChIPS) (Weller et al 1999) to determine presence
or absence of behavior, anxiety, mood, and other disorders
(i.e., eating, elimination, and psychotic). The Children’s
Depression Rating Scale-Revised (CDRS-R) (Poznanski
et al 1984) and the Mania Rating Scale (MRS) (Young et
al 1978) were used to ascertain mood symptom severity.
The Child and Adolescent Services Assessment (CASA)
(Burns et al 1994) was used to determine service utiliza-
tion, while the Harter (1985) Social Support Scale for
children (SSS) determined children’s perceived social
support. The EEAC and UMDQ were also administered.
Parents and children were interviewed separately by
trained interviewers (a postdoctoral psychology fellow
interviewed parents, a master’s level clinical child psy-
chology graduate student interviewed children). Following
the assessment, all material was reviewed by the principal
investigator, a clinical child psychologist experienced in
assessing mood disorders in children, to determine eligi-
bility, and a written report was prepared in which scoring
was reviewed.

Eighteen families were enrolled into immediate treat-
ment. Seventeen families experienced a 6-month wait and
then participated in MFPG. While 35 families entered the
treatment study, 29 families completed all assessments and
treatment. Attrition occurred as follows: 16 out of 18
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immediate treatment families completed all assessment
and treatment sessions; 1 immediate treatment family
dropped the study after two MFPG sessions due to a death
in the family; 1 family completed all six sessions of the
group but did not complete the third assessment due to
increased family chaos following initiation of maternal
employment. Thirteen out of 17 wait-list families com-
pleted treatment and all four assessments. Of the four
noncompleter families, two completed the first and second
assessments and then dropped out of the study before
participating in treatment (one due to symptom reduction
and scheduling conflicts; one due to increased family
chaos). Two families completed the first three assessments
and then dropped out before participating in treatment
(one due to increased parental psychopathology; one due
to a shift from mood symptoms to conduct disorder being
the primary problem).

MFPG parents demonstrated significantly more knowl-
edge than the wait-list control (WLC) families immedi-
ately after intervention, this gain was sustained at the
6-month follow-up. Multifamily psychoeducation group
children reported a significant gain in social support from
their parents and a trend toward increased gain from their
peers at the 6-month follow-up, compared to WLC chil-
dren. Finally, 6 months after study enrollment, 82% of the
MFPG families reported an improvement in their ability to
obtain appropriate services, compared to 20% of WLC
families (p � .01). Pre-post intervention gains in knowl-
edge and improvement in EE scores were similar for the
two groups once WLC families completed treatment.

Anecdotal Observations—Caregiver Concordance

Our informal observations of parental concordance pre-
post intervention in this small, randomized, controlled
study caused us to subsequently develop a methodology to
assess concordance in our ongoing trials (Holderle and
Fristad 2001). Three family vignettes illustrate our belief
that caregiver concordance is important to children’s
clinical outcome. At Family A’s study entry, the parents’
views of their child and his need for treatment were quite
discordant. Only the mother attended group sessions.
Based on her participation, she learned and implemented
strategies that successfully increased her husband’s aware-
ness/involvement. In so doing, she gained, in her words, “a
more active parenting partner.” At study entry, the parents
of Family B were experiencing considerable tension con-
cerning their child’s diagnosis and need for treatment.
Both parents attended all group sessions. By the final
session, the father’s awareness of his son’s treatment
needs increased dramatically (and now corresponded with
the views of his wife, school personnel, and study person-
nel). He began assuming responsibility for taking his son

to psychiatry/psychology appointments and was support-
ive of the unanimous recommendation for his son to have
a medication trial. The parents of Family C varied consid-
erably at study entry in their understanding of their
daughter’s mood symptoms and need for treatment. Both
parents attended all group sessions. Following MFPG, the
mother reported positive changes in the father’s response
to their child’s symptoms. She perceived him to be more
involved, and appropriately so, in his daughter’s life.

These three vignettes suggest that providing parents with a
uniform set of information about their child’s disorder and its
treatment, followed by skill building exercises introduced
during group sessions and then practiced at home, can
decrease disagreements, both over the factual understanding
of their child’s condition, as well as the parents’ emotional
and behavioral responses to their child’s symptoms. We
anticipate that increased concordance will, in turn, lead to a
less stressed home environment that will contribute to a
decrease in the child’s symptoms.

Program Applicability for Families of Bipolar
Children

We combined families of children with MDD and dysthy-
mic disorder (DD), referring to them as “MDD/DD fam-
ilies” and families of children with bipolar disorder,
referring to them as “BD families” in our MFPG sessions
for two reasons. First, we wanted to enroll an adequate
group size quickly and thus deliver services in a more
timely fashion. Second, since approximately one third of
depressed children will ultimately switch to BD (Birmaher
et al 1996), teaching families of depressed children about
mania and its management, as well as providing exposure
to the experiences of families currently dealing with BD,
may be useful for some MDD/DD families vis a vis early
recognition, diagnosis, and treatment.

To investigate the issue of combined group member-
ship, we further analyzed our randomized, controlled trial
data to address the following two empirical questions: 1)
Do BD families and MDD/DD families differ at baseline
on variables pertinent to this treatment program? and 2)
Do BD families and MDD/DD families benefit differen-
tially from MFPG? We compared families of 16 children
with bipolar disorders to families of 19 children with
depressive disorders (Fristad et al 2002). These subgroups
did not differ in the family’s socioeconomic status, ran-
domization to immediate or wait-list condition, treatment
completion (86% overall), or single or two-parent family
structure. Likewise, the child’s age, sex, length of illness,
and comorbid behavior (92%), anxiety (60%) and other
(11%) disorders did not differ for the two subgroups.

At baseline, BD parents knew more about their child’s
mood disorder than did MDD/DD parents (p � .04).
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Children with BD had a higher lifetime frequency of
mental health service usage (p � .02) compared to
children with MDD/DD, as well as greater mood symptom
severity (current mood, p � .05; worst lifetime mood, p �
.001) and greater overall functional impairment (p � .02).
Following treatment, parents of children with BD and
parents of children with MDD/DD had similar knowledge
levels due to a greater increase in knowledge in the
MDD/DD families compared to the BD families (p � .03).

Clinical observation suggested that having a minimum
of two children with any particular diagnosis (i.e., depres-
sion or bipolar disorder) in a group is useful and often
results in particularly supportive bonding, both in the
children’s and parents’ groups. Given the pragmatic need
to organize groups for families based on the child’s age
and developmental status, combining children with BD
and MDD/DD increases the practicality of group initia-
tion. It appears that combining families of children with
BD and MDD/DD works.

Current Studies

We are expanding upon our previous work with two new,
ongoing clinical trials.

MFPG. In our first study, we are recruiting families of
165 children aged 8 to 11 with mood disorders to partic-
ipate in a controlled, randomized study of the efficacy of
MFPG compared to a 12-month wait-list control (WLC)
condition. As MFPG is an adjunctive intervention, all
families are encouraged to continue treatment as usual
during the study.

While participant enrollment and data collection are
ongoing, some compelling program endorsements have
been obtained from the MFPG children, who were asked
in their eighth and final MFPG session to offer anonymous
“words of wisdom” for the next group of children who will
participate in MFPG. Samples of their quotes include:

“It helped you learn what to do if you were too upset or
in a bad mood. And the fun part is every time we get
to go down to the gym for 15 minutes.”

“Astonishing and cool. You guys were really helpful.”
“The teachers are very nice and they help you under-

stand what is wrong with your body and understand
what to do”

“This place is really great. You get to learn a lot and
have fun doing it. Don’t forget the gym because it’s
very fun, but class is even funner.”

INDIVIDUAL FAMILY PSYCHOEDUCATION. In our
second study, we have converted the 8-session MFPG
materials into 16 sessions for “individual families.” We
have limited this study to the families of 20 children with

bipolar disorder, given the complete dearth of published
clinical guidelines for treating these children. Content
remains nearly identical, with one unit on “Healthy Hab-
its” (i.e., diet, exercise, and sleep regimens) added for
children and parents. Session attendance alternates be-
tween parents only and children (with parents joining the
beginning and end of the child sessions). No outcome data
are yet available from this study.

Individual family psychoeducation (IFP) was developed
for three reasons. First, many clinicians do not work in
settings conducive to running groups for single-diagnosis
issues. Multifamily psychoeducation groups will probably be
implemented most readily in a clinic setting, wherein large
numbers of children can be referred to a time-limited group,
then return to therapy with their primary clinician after the 8
weeks of group. Clinicians in solo practice will probably not
find running groups feasible, yet will still require resources to
assist families with young children diagnosed with mood
disorders. Second, some families may not feel comfortable
sharing personal information in a group setting (e.g., if one of
the parents holds a more public position, such as a physician
or teacher in the community). They may prefer more privacy
to work on their clinical issues. Third, if clinics offer MFPG
only once or twice a year, a family with a newly diagnosed
child may not wish to wait that long for immediate, tailor-
made assistance. In this case, the family could participate in
IFP and then potentially participate again in MFPG to obtain
the additional benefit of social support from meeting other
parents and children in similar circumstances.

There are potential advantages and disadvantages of
both MFPG and IFP. MFPG is expected to offer the very
significant social benefit of meeting others who share
problem content; however, IFP is expected to offer nu-
merous pragmatic advantages, as outlined above.

Limitations

There are multiple limitations to psychoeducation as a
proven intervention for children with bipolar disorder.
First, our group is only now conducting the second
randomized study of MFPG and the first randomized trial
for IFP. Thus, neither of these treatments can be consid-
ered empirically supported as of yet. Additionally, partic-
ipants have been primarily Caucasian and lower middle
class to upper class. No participants have come from the
lowest socioeconomic class. This intervention is probably
less suited to families whose more immediate problems
may center around basic requirements of food, shelter, and
adequate daily provisions.

Summary

Childhood bipolar disorder is potentially devastating, both
to the child and his or her family. Little research has been
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conducted to date to develop empirical guidelines for
treating these children. It is our position that pharmaco-
logic interventions are the sine qua non for treatment, but
that adjunctive psychosocial interventions are a critical
component of comprehensive care. Our research group has
developed psychoeducation as a response to the void of
psychosocial treatment options. Psychoeducation can be
delivered in several formats: single workshops for parents;
8-session outpatient multifamily psychoeducation groups
(MFPG); and 16-session individual-family psychoeduca-
tion sessions (IFP). We have conducted several pilot
studies, the results of which are encouraging and have led
us to our two current clinical trials. We anticipate that
knowledge of childhood mood disorders and caregiver
concordance will increase, while expressed emotion will
decrease if MFPG and IFP are found to be efficacious. To
date, anecdotal evidence lends support to MFPG treat-
ment. Individual family psychoeducation is too new to
provide efficacy data.

Future studies should study the efficacy of IFP in a
larger sample; determine the efficacy of MFPG and IFP in
other settings, with other ethnic groups, and in studies
conducted by other investigators; and develop psychoedu-
cational materials for children of different age ranges (e.g.,
6 to 8 year olds, adolescents).
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of Mental Health and the Ohio Department of Mental Health (R01
MH61512–01 and OSURF#734030 & #743074).

Aspects of this work were presented at the conference, “Pediatric
Bipolar Disorder,” held March 9, 2002 in Boston, Massachusetts. The
conference was sponsored by the Massachusetts General Hospital
through an unrestricted educational grant provided by Janssen Pharma-
ceutica.

References
Anderson CM, Reiss DJ, Hogarty GE (1986): Schizophrenia and

the Family: A Practitioner’s Guide to Psychoeducation and
Management. New York: Guilford Press.

Asarnow JR, Ben-Meir SL, Goldstein MJ (1987): Family factors
in childhood depressive and schizophrenia-spectrum disor-
ders: a preliminary report. In: Hahlweg K, Goldstein MF,
editors. Understanding Major Mental Disorder: The Contri-
bution of Family Interaction Research. New York: Family
Process Press, pp 123–138.

Asarnow JR, Goldstein MJ, Tompson M, Guthrie D (1993):
One-year outcomes of depressive disorders in child psychi-
atric in-patients: evaluation of the prognostic power of a brief
measure of expressed emotion. J Child Psychol Psychiatry
34:129–137.

Asarnow JR, Jaycox LH, Tompson MC (2001): Depression in
youth: psychosocial interventions. J Clin Child Psychol
34:33–47.

Asarnow JR, Tompson M, Hamilton EB, Goldstein MJ, Guthrie
D (1994): Family expressed emotion, childhood-onset de-

pression, and childhood-onset schizophrenia spectrum disor-
ders: is expressed emotion a nonspecific correlate of child
psychopathology or a specific risk factor for depression? J
Abnorm Child Psychol 22:129–146.

Birmaher B, Ryan ND, Williamson DE, Brent DA, Kaufman J,
Dahl RE, et al (1996): Childhood and adolescent depression:
a review of the past 10 years, Part I. J Am Acad Child Adolesc
Psychiatry 35:1427–1439.

Brent DA, Poling K, McKain B, Baugher M (1993): A psycho-
educational program for families of affectively ill children
and adolescents. J Am Acad Child Adolesc Psychiatry
32:770–774.

Brown GW, Birley JL, Wing JK (1972): Influence of family life
on the course of schizophrenic disorders: a replication. Br J
Psychiatry 121:241–258.

Brown GW, Carstairs GM, Topping G (1958): Post hospital
adjustment of chronic mental patients. Lancet ii:685–689.

Brown GW, Monck EM, Carstairs GM, Wing JK (1962):
Influence of family life on the course of schizophrenic illness.
Br J Prev Soc Med 16:55–68.

Burns BJ, Angold A, Magruder-Habib K, Costello EJ, Patrick
MKS (1994): The Child and Adolescent Services Assessment
(CASA). Durham, NC: Duke University.

Burns BJ, Hoagwood K, Mrazek PJ (1999): Effective treatment
for mental disorders in children and adolescents. Clin Child
Fam Psychol Rev 2:199–254.

Butzlaff RL, Hooley JM (1998): Expressed emotion and psychi-
atric relapse: a meta-analysis. Arch Gen Psychiatry 55:547–
552.

Chambless DL, Hollon SD (1998): Defining empirically sup-
ported therapies. J Consult Clin Psychol 66:7–18.

Clark G, Hops H, Lewinsohn PM, Andrews J, Seeley JR,
Williams J (1992): Cognitive-behavioral group treatment of
adolescent depression: prediction of outcome. Behav Ther
23:341–354.

Clark GN, Hawkins W, Murphy M, Sheeber LB, Lewinsohn PM,
Seeley JR (1995): Targeted prevention of unipolar depressive
disorder in an at-risk sample of high school adolescents: a
randomized trial of a group cognitive intervention. J Am Acad
Child Adolesc Psychiatry 34:312–321.

Clarkin JF, Carpenter D, Hull J, Wilner P, Glick I (1998): Effects
of psychoeducational intervention for married patients with
bipolar disorder and their spouses. Psychiatr Serv 49:531–
533.

Clarkin JF, Haas GL, Glick ID (1988): Inpatient family inter-
vention. In: Clarkin JF, Haas GL, Glick ID, editors. Affective
Disorders and the Family: Assessment and Treatment. The
Guilford Family Therapy Series. New York: Guilford Press,
pp 134–152.

Cole DA, Rehm LP (1986): Family interaction patterns and
childhood depression. J Abnorm Child Psychol 14:297–314.

Deal JE, Halverson CF, Wampler KS (1989): Parental agreement
on child-rearing orientations: relations to parental, marital,
family and child characteristics. Child Dev 60:1025–1034.

Diamond G, Siqueland L (1995): Family therapy for the treat-
ment of depressed adolescents. Psychother Theory Res Pract
Train 32:77–90.

Dreier MP, Lewis MG (1991): Support and psychoeducation for
parents of hospitalized mentally ill children. Health Soc Work
16:11–18.

1006 M.A. Fristad et alBIOL PSYCHIATRY
2003;53:1000–1008



Falloon IR, Pederson J (1985): Family management in the
prevention of morbidity of schizophrenia: clinical outcome of a
two-year longitudinal study. Arch Gen Psychiatry 42:887–896.

Friedmann MS, Goldstein MJ (1993): Relatives’ awareness of
their own expressed emotion as measured by a self-report
adjective checklist. Fam Process 32:459–471.

Fristad MA, Arnett MM, Gavazzi SM (1998a): The impact of
psychoeducational workshops on families of mood-disor-
dered children. Fam Ther 25:151–159.

Fristad MA, Gavazzi SM, Centolella DM, Soldano KW (1996):
Psychoeducation: a promising intervention strategy for fam-
ilies of children and adolescents with mood disorders. Con-
temp Fam Ther 18:371–384.

Fristad MA, Gavazzi SM, Soldano KW (1998b): Multi-family
psychoeducation groups for childhood mood disorders: a
program description and preliminary efficacy data. Contemp
Fam Ther 20:385–402.

Fristad MA, Goldberg-Arnold JS (2003): Working with families
of children with early-onset bipolar disorder. In Geller B, Del
Bello M, editors. Bipolar Disorder in Childhood and Early
Adolescence. New York: Guilford Publications, Inc., pp 295–
313.

Fristad MA, Goldberg-Arnold JS, Gavazzi SM (2002): Multi-
family psychoeducation groups (MFPG) for families of chil-
dren with bipolar disorder. Bipolar Disord 4:254–262.

Fristad MA, Goldberg-Arnold JS, Gavazzi SM (in press): Multi-
family psychoeducation groups in the treatment of children
with mood disorders. J Marit Fam Ther.

Gavazzi, SM, Fristad MA, Law JC (1997): “The Understanding
Mood Disorders Questionnaire.” Psychol Rep 81:172–174.

Goldberg-Arnold JS, Fristad MA (2003): Psychotherapy with
children diagnosed with early-onset bipolar disorder. In
Geller B, Del Bello M, editors. Bipolar Disorder in Child-
hood and Early Adolescence. New York: Guilford Publica-
tions, Inc., pp 272–294.

Goldstein MJ, Miklowitz DJ (1995): The effectiveness of psy-
choeducational family therapy in the treatment of schizo-
phrenic disorders. J Marital Fam Ther 21:361–376.

Goldstein MJ, Rodnick EH, Evans JR, May PR, Steinberg M
(1978): Drug and family therapy in the aftercare of acute
schizophrenics. Arch Gen Psychiatry 35:1169–1177.

Goodman SH, Adamson LB, Riniti J, Cole S (1994): Mothers’
expressed attitudes: associations with maternal depression
and children’s self-esteem and psychopathology. J Am Acad
Child Adolesc Psychiatry 33:1265–1274.

Harter S (1985): Manual for the Social Support Scale for
Children. Denver, Colo: University of Denver.

Hellander M, Sisson DP, Fristad MA (2003): Internet support for
parents of children with early-onset bipolar disorder. In Geller
B, Del Bello M, editors. Bipolar Disorder in Childhood and
Early Adolescence. New York: Guilford Publications, Inc., pp
314–329.

Holder D, Anderson C (1990): Psychoeducational family inter-
vention for depressed patients and their families. In: Keitner
GI, editor. Depression and Families: Impact and Treatment.
Washington, DC: American Psychiatric Press, Inc.

Holderle KE, Fristad MA (2001): Measuring concordance in
families of children with mood disorders. Poster session
presented at: Annual Meeting of the Association for the

Advancement of Behavior Therapy; November 17, 2001;
Philadelphia, Pa.

Honig A, Hofman A, Rozendaal N, Deingemans P (1997):
Psycho-education in bipolar disorder: effect on expressed
emotion. Psychiatry Res 72:17–22.

Hooley JM (1998): Expressed emotion and psychiatric illness:
from empirical data to clinical practice. Behav Ther 29:631–
646.

Hooley JM, Orley J, Teasdale JD (1986): Levels of expressed
emotion and relapse in depressed patients. Br J Psychiatry
148:642–647.

Jordan K, Excell L, Waggoner D (1999): The child, adolescent
and family support network: providing ongoing services for
mentally ill children, adolescents and their families, and
training for student therapists. Fam Ther 26:51–55.

Jouriles EN, Murphy CM, Farris AM, Smith DA, Richters JE,
Waters E (1991): Marital adjustment, parental disagreements
about child rearing, and behavior problems in boys: increas-
ing the specificity of the marital assessment. Child Dev
62:1424–1433.

Kahn JS, Kehle TJ, Jenson WR, Clark E (1990): Comparison of
cognitive-behavioral, relaxation, and self-modeling interven-
tions for depression among middle-school students. School
Psych Rev 19:196–211.

Kaslow NJ, McClure EB, Connell AM (2002): Treatment of
depression in children and adolescents. In: Gotlib IH, Ham-
men CL, editors. Handbook of Depression. New York:
Guilford Press, pp 441–464.

Koenig JE, Sachs-Ericsson N, Miklowitz DJ (1997): How do
psychiatric patients experience interactions with their rela-
tives. J Fam Psychol 11:251–256.

Lamb ME, Hwang C, Broberg A (1989): Associations between
parental agreement regarding child-rearing and the character-
istics of families and children in Sweden. Int J Behav Dev
12:115–129.

McFarlane WR (1997): FACT: Integrating family psychoeduca-
tion and assertive community treatment. Adm Public Policy
25:191–198.

Miklowitz DJ, Goldstein MJ (1990): Behavioral family treatment
for patients with bipolar affective disorder. Behav Modif
14:457–489.

Miklowitz DJ, Goldstein MJ (1997): Bipolar Disorder: A Family
Focused Treatment. New York: Guilford Press.

Miklowitz DJ, Goldstein MJ, Nuechterlein KH, Snyder KS,
Mintz J (1988): Family factors and the course of bipolar
affective disorder. Arch Gen Psychiatry 45:225–231.

Miklowitz DJ, Hooley JM (1998): Developing family psycho-
educational treatment for patients with bipolar and other
severe psychiatric disorders: a pathway from basic research to
clinical trials. J Marital Fam Ther 24:419–435.

Miklowitz DJ, Simoneau TL, George EL, Richards JA, Kalbag
A, Sachs-Ericsson N, et al (2000): Family-focused treatment
of bipolar disorder: 1-year effects of a psychoeducational
program in conjunction with pharmacotherapy. Biol Psychi-
atry 48:582–292.

Mufson L, Moreau D, Weissman MM, Wickramaratne P, Martin
J, Samoilov A (1994): Modification of interpersonal psycho-
therapy with depressed adolescents (IPT-A): phase I and II
studies. J Am Acad Child Adolesc Psychiatry 33:695–705.

Psychoeducation–Childhood Bipolar Disorder 1007BIOL PSYCHIATRY
2003;53:1000–1008



Poling K (1989): Living with Depression: A Survival Manual for
Families (unpublished document). Pittsburgh, Pa: Western
Psychiatric Institute and Clinic.

Poznanski EO, Grossman JA, Buchsbaum Y, Banegas M, Free-
man L, Gibbons R (1984): Preliminary studies of the reliabil-
ity and validity of the Children’s Depression Rating Scale.
J Am Acad Child Adolesc Psychiatry 23:191–197.

Schwartz CE, Dorer DJ, Beardslee WR, Lavori PW, Keller MB
(1990): Maternal expressed emotion and parental affective
disorder: risk for childhood depressive disorder, substance
abuse, or conduct disorder. J Psychiatric Res 24:231–250.

Sheridan A, Moore LM (1991): Running groups for parents with
schizophrenic adolescents: initial experiences and plans for
the future. J Adolesc 14:1–16.

Simoneau TL, Miklowitz DJ, Saleem R (1998): Expressed
emotion and interactional patterns in the families of bipolar
patients. J Abnorm Psychol 107:497–507.

Sloper P (1999): Models of service support for parents of
disabled children. What do we know? Child Care Health Dev
25:85–99.

Stark KD, Reynods WM, Kaslow NJ (1987): A comparison of
the relative efficacy of self-control therapy and a behavioral
problem-solving therapy for depression in children. J Abnorm
Child Psychol 15:91–113.

Stark KD, Rouse LW, Kurowski C (1994): Psychological treat-
ment approaches for depression in children. In Reynolds
WM, Johnston HF, editors. Handbook of Depression in
Children and Adolescents. New York: Plenum Press, pp 275–
307.

Stark KD, Swearer S, Kurowski C, Sommer D, Bowen B (1996):
Targeting the child and the family: a holistic approach to
treating child and adolescent depressive disorders. In Hibbs
ED, Jensen PS, editors. Psychosocial Treatments for Child
and Adolescent Disorders: Empirically Based Strategies for
Clinical Practice. Washington, DC: American Psychological
Association, pp 207–238.

Vuchinich S, Vuchinich R, Wood B (1993): The interparental
relationship and family problem solving with preadolescent
males. Child Dev 64:1389–1400.

Weisz JR, Thurber CA, Sweeney L, Proffitt VD, LeGagnous GL
(1997): Brief treatment of mild-to-moderate child depression
using primary and secondary control enhancement training. J
Consult Clin Psychol 65:703–707.

Weller EB, Weller RA, Fristad MA, Rooney MT, Schecter J
(1999): “Children’s Interview for Psychiatric Disorders
(ChIPS).” J Am Acad Child Adolesc Psychiatry 39:76–84.

Young RC, Biggs JT, Ziegler VE, Meyer DA (1978): A rating
scale for mania: Reliability, validity, and sensitivity. Br J
Psychiatry 133:429–435.

Appendix 1. MultiFamily Psychoeducation Group (MFPG) Curriculum

Session Parent Core Content/Session Components Child Core Content/Session Components

1 Mood disorders and their symptoms/ Mood disorders and their symptoms/
Introductions; treatment overview; group rules; myths and
facts about mood disorders; risk factors; general
philosophy (It’s not your fault but it’s your problem);
comorbidity

Introductions; symptom review; discuss impact of symptoms on
life

2 Medications/ Medications; symptoms separate from child’s personality/
The role of medication in treatment; monitoring safety and
side effects; classes and names of medications

Name their target symptoms and the medications they take for
those symptoms

3 Mental health care system; educational system/ “Mad/bad/sad” feelings management skills/
Learn who works in each system; how to access care;
describe possible school-based interventions

Build the “Tool Kit”; identify mood triggers; realize physical
sensations of anger/sadness; develop prompts to use new coping
techniques

4 Healthy and unhealthy responses to the disorder; review/ Connection between feelings, thoughts, and actions/
Outline common problems; acknowledge burden;
consolidate learning from sessions 1–4

Introduction to cognitive-behavioral therapy

5 Problem-solving skills/ Impulse control training � problem-solving skills/
Negative behaviors to avoid; how to adjust expectations;
create a balance; self-preservation; introduce steps of
problem-solving

Introduce Stop-Think-Plan-Do-Check; learn to monitor efficacy

6 Effective communication skills/ Nonverbal communication skills/
Verbal and nonverbal communication Charades–to teach nonverbal communication

7 Symptom management/ Verbal communication skills/
Manage manic symptoms, create a safety plan, handle

suicidal concerns
Focus on speaking clearly and directly; avoid ineffective strategies

(e.g, yelling)
8 Review and graduate/ Review and graduate/

Discuss members’ remaining issues; provide resource
information; share contact information for group members;
graduate

Game-show review of previously learned material; trade in points
for prizes; graduate
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