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Overview of Presentation
 Collaborative Assessment of bipolar 

disorder
 CBT and other psychological 

approaches to treating bipolar 
disorder

 Questions / Discussion



Collaborative Assessment 
of bipolar disorder

 Bipolar is often not immediately clear at first 
 Presenting picture is usually depression + anxiety
 Intervention is often starting before diagnosis is certain
 Longitudinal + collaborative assessment important
 Family history
 Multiple sources
 Past records
 Prospective assessment







Collaborative Assessment 
of bipolar disorder (cont)

Differential diagnoses: 
Often confused for other diagnoses (+vice versa)
 Depression
 Anxiety (racing thoughts)
 ADHD (impulsivity, hyperactivity) and disruptive  

impulse control disorders
 Substance use / abuse
 Personality disorders
—> Patients may have had a turbulent journey through 
the health care system





Journeys through the system…
Survey of those diagnosed with BD:
35% had 10+ yr delay in diagnosis following 

seeking help
On average it took 10.2 years and 4.2 

doctors to obtain a ‘correct’ diagnosis
69% initially ‘misdiagnosed’ (60% 

depression 26% anxiety disorder, 18% 
schizophrenia, 17% Borderline PD) (DMDA, 
2001)

Avg 3.5 ‘misdiagnoses’







Family history
 Strong genetic component

 45% relative risk if monozygotic twin affected
 9% relative risk if first degree relatives affected 
 15% concordance for fraternal twins (Kelsoe, 1999)



Mixed states

“I have a violence in me that is hot as death-
blood. I can kill myself or – I know it now – even 
kill another. I could kill a woman, or wound a 
man. I think I could. I gritted to control my 
hands, but had a flash of bloody stars in my 
head as I stared that sassy girl down, and a 
blood-longing to [rush] at her and tear her to 
bloody beating bits”

Sylvia Plath, as quoted in Jamison (2000)



Assessment of BD

Need a thorough assessment of 
premorbid functioning and recurring 
symptoms

Most people present to primary care 
services as depressed 

—> Usually longitudinal assessment is 
required.
 Ideally obtain Retrospective (eg life 

chart) and Prospective (mood chart) 





Assessment of BD (cont)

Shares symptoms with other diagnoses.
Need collaborative evidence
Symptom monitoring
Look for a family history
Look at primary and secondary problems



Assessment (cont)
Personal history / Life events
Perception of the illness
Sense of self, dysfunctional beliefs and 

sense of stigma
Coping with symptoms
Current mood state
Suicidality
Social functioning
Support network





Life Chart of BD Symptoms (Lam et al., 1999)



Rating Scales

Depressive symptoms:
 Hamilton Rating Scale for depression (HAM-D)
 Beck Depression Inventory (BDI-II)

Mania symptoms:
 Young Mania rating scale (YMRS)
Mania rating scale (MRS)



Symptom Ratings Chart
Client's Mood Chart
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Focused Psychological Strategies
While biological, BD is also very linked in 

with lifestyle and circadian rhythms
—> Significant interventions can be 

implemented at a primary care level, just 
like any other illness that’s worsened by 
lifestyle factors. 

Helpful even if assessment is ongoing
The goals are to help the person:
Develop insight
Learn about disorder
Learn how to manage it





Treatment considerations
 In the acute phase of illness (manic or depressed)
 Safety and medication are priorities
 Most helpful role for clinicians is working with family

and ensuring access to tertiary services as necessary. 
 Once beginning to recover, may need short sessions
 In this phase the most important aspect is promoting 

medication adherence, engagement, family / 
agency supports.

 Sufferers may have had BD for a long time before 
receiving psychological treatment.

 Have often had traumatic experiences in health care 
settings. 





Theoretical Underpinnings
Diathesis stress model
 Stress  biological dysregulation impairment 

in cognition/emotion  psychosocial problems 
 stress and increased symptoms

Circadian Rhythm / circadian pacemaker and 
life events

 Kindling and Behavioural Sensitisation
Conditioned responses to stressful life events



Therapy approaches – CBT and 
social rhythms / lifestyle 
managment
 Psychoeducation
CBT skills to self-monitor, anticipate and manage 

warning signs
Measuring and adjusting lifestyle, sleep and 

routine factors.
 Relapse prevention and managing long-term 

vulnerabilities

Lam et al.(2003)



“Perfect world”
Therapy Structure (Lam et al.)
 20 sessions
 Stage 1: Treatment structure, therapeutic 

alliance/education, symptom history, self-monitoring and 
goal setting.

 Stage 2: CBT techniques, early warning signs and 
medication compliance.

 Stage 3: Review, self-management, processing / coming 
to terms with consequences of mental health history.



Stage 1 (sessions 1-5) 
 Set structure of therapy (collaboratively)
 Education/therapeutic alliance
 Symptom history
 Self-monitoring
Goal setting (symptom reduction, medication, functional 

gains, mood stability, support services.





eMoods (wellness)



eMoods 
(wellness)



eMoods 
(wellness)



Stage 2 (sessions 5-16) 
CBT Techniques for:
Monitoring symptoms
Averting symptom escalation
 Increasing adherence
Managing symptoms

My favourite analogies: 
Sailing a boat – steering into the wind
Driving a car – brakes a bit worn out, 

sometimes won’t start or misfires



Stage 2 (sessions 5-16) 

 CBT techniques:
 Activity schedules
 Thought monitoring
 Thought challenging
 Problem Solving
 Relaxation and sleep 

hygiene
 Stimulus control

 Behavioural 
experiments
Moderating 

behaviours
Precommitment / 

Delay tactics
 Dysfunctional 

assumptions
 Early warning signs
 Medication 

compliance





Activity schedules
 Sheets provided for monitoring of activities and 

routine for each 24hr period. 
 The rationale is given for 
 Identifying natural variations in mood
 Checking for changes in sleep patterns
 Noting type and range of tasks. 

 These help to work out what behaviours to 
schedule in or reduce and what sleep hygiene 
techniques are needed.







Thought monitoring
Just like normal CBT

+ overly positive automatic thoughts can be 
associated with mania. 

 The client is encouraged to have a more 
objective view of their thoughts. 

A though recording sheet is given with the 
therapist looking for patterns of thinking 
associated with mood changes. 

Or could do ‘chain analysis’ – “what 
happened before that?”





Thought Challenging:
 Re-framing thoughts as symptoms of 

depression or mania
 Have to go slowly especially when 

challenging overly positive expectations. 
Nobody likes to have their bubble burst. 

 Try to incorporate ideas from the manic 
side to combat depressive thoughts and 
vice versa. 

 Idea of thought ‘innoculation’, practicing 
ways to respond to unrealistic thoughts. 





Behavioural Experiments
Graded task assignment
 Sitting / listening targets when mood is elevating
 ‘Safe thrills’





Hlasta and 
Frank (2006)



Precommitment strategies
 Recognising / circumventing temptations
 Having part of salary withheld for bills / rent 

etc
Do daily mood check – if 3 or more manic 

symptoms then leave credit cards at home
 Keep credit card in the freezer
Wait 48 hours and have 2 nights of good 

sleep before any shopping trips
Don’t spend more than $200 without 

talking with partner, lower transaction limit
Check with at least 2 friends before 

making important life decisions



Stimulus control
Stimulus control 
 Identify stimuli associated with relapses
 eg alcohol, caffeine drugs, sexual promiscuity, financial 

access, work stress, physical context, level of 
stimulation.

Working on proactively managing these stimuli.



 Common Risk Factors For A 
Low Mood 

 Taking drugs
 Drinking alcohol
 Stress 
 Being physically unwell
 Not taking your medication
 Not Enough stimulation
 Certain thinking styles

 Risk Factors For a High 
Mood

 Lack of sleep
 Taking drugs
 Drinking alcohol
 Periods
 Stress
 Not taking medication
 Too much stimulation
 Too much caffeine
 Success / positive outcomes



What Are My Specific Risk Factors For Mood Changes

You are the real expert on yourself and your moods.

List those things you have found to make you have a low 
or high mood in the past.

 Low Mood
 1.
 2.

 High Mood
 1.
 2.



How To Plan Ahead and Prevent These Risk Factors:

Being able to think about a situation when we are not actually 
in the middle of it can give us more time to think through a 
really good plan.

Here are some common risky situations that can lead to a 
mood change, try and work out how to manage it.

 Risk Factor
 Your friends at a party 

want you join with them 
in taking drugs or drinking 
alcohol.

 You have too many things 
on at the moment and you 
are feeling stressed out.

 You are feeling physically 
sick.

What To Do
 .



Delaying Tactic
*Do I need to do this now?
*What will happen if I leave it until tomorrow?
*Will this still be a good idea in 2 weeks time?
*What happened last time I rushed my decision?
*What can I do In the meantime while waiting?



Interpersonal Social Rhythm 
Therapy (IPSRT) - Ellen Frank
Derived from IPT for depression
 First therapy developed specifically for BD.
Aims to regulate social rhythms & sleep-wake 

cycles & to work on interpersonal issues.
Model includes
 Stressful life events
 Interpersonal problems
Circadian pacemaker



Hlasta and Frank (2006)



Aspects of IPSRT
1. Monitoring and changing social rhythms
2. Identifying interpersonal problems

 Grief
 Role disputes
 Role transitions
 Interpersonal deficits



IPSRT

3 stages of IPSRT:
1. Assessment 

 Interpersonal inventory
 Introduce Social Rhythm Metric
 Psychoeducation
 Negotiating interpersonal problems 

2. Developing strategies
1. Social rhythms
2. Manage affective symptoms
3. Resolve identified interpersonal problems

3. Working towards termination & identifying 
future stressors



Hlasta and Frank (2006)



Stage 3 (sessions 16-20): 
 Review of previously learnt strategies
 Clearly identifying warning signs / states for various stages of 

illness and strategies for each. 

 Self-management
 Sleep, routine, diet, exercise
 Social networks and repairing damage
 Not ‘making up for lost time’



Stage 3 (cont)
Consequences of mental health 

history
 Longer term process of addressing 
 Stigma 
Guilt
 Loss
Anger
Avoidance
Overall self concept and defining self vs 

illness







“My Stay-Well Plan”
*Early Warning Signs for A High (what to do):
*Early Warning Signs for a Low (what to do):
*I Accept Feedback From:
*Who Will Do What:
*Extra Medications:
*How I Want My Treatment to Go:





Managing long-term illness
 ‘Veteran’ patients are a difficult to treat  subgroup, 

requiring
 –Cognitive rehabilitation
 –Problem solving
 –Emphasis in non-verbal memory
 –Social care
 –Family support and support for the family

Colom et al. (2009)



Tips for Psychological Strategies
 Best to be conducted when client is euthymic.
 Safety / medication is the main issue when the 

client is acutely unwell.
 Involve family/significant others.
Common elements of therapy for BD:
 Psychoeducation
 Lifestyle regularity
Adherence to medication regime
 Early recognition & management of 

symptoms of relapse.



Advice from Clients
“The single biggest helpful thing is comprehensive 
and reliable information specifically about *how to 
live with it*. There's plenty of info online about DSM 
definitions of what it is, but very hard to find 
anything else. People diagnosed with diabetes or 
cancer leave a health appointment with pamphlets 
and resources… BP gets nothing. It took me almost a 
year of independent and unguided research to find 
reputable up to date info and start to understand a 
lot of it, including how problematic the DSM criteria 
can be.” 



Client recommended resources
 “Discord community: "r/bipolar2", welcomes 

anyone with a mood disorder, or family members 
and carers. Extremely well managed by volunteers 
with lived experience, and a very safe and 
supportive space. https://discord.gg/rbipolar2

 “They also have a Reddit sub r/bipolar2 which is 
similarly well managed but I'm not a huge fan. It 
can be a flood of negative / depressed posts 
unfortunately. In contrast the discord server has 
plenty of areas for wholesome connection and 
positivity, as well as support.



Client resources (cont)
Web: WA health has a solid collection of self help 

stuff https://www.cci.health.wa.gov.au/Resources
/Looking-After-Yourself/Bipolar

 https://psycheducation.org/home-page/
 YouTube: Polar Warriors is a channel by a person 

with lived experience of BP including mania, and 
shares some great stories and advice about caring 
for yourself and finding stability.

 “DBT skills can also be helpful, as can local 
services info like knowing about the Safe Haven in 
town.”

 Bipolar Disorder Survival Guide - Miklowitz



Client resources (cont)
Mood tracking apps – eg eMoods, daylio
AI apps – PI 
General wellbeing apps such as Calm
 Sleep tracking apps / devices – eg sleep 

watch (apple), Garmin watch





Useful Resources/Events

Websites:
National Institute of Mental Health 

http://www.nimh.nih.gov

Conferences/Societies
 International Society of Bipolar Disorders
Australasian Society of Bipolar Disorders

Journals
 Bipolar Disorders



This way up – Mood and anxiety
Treatment programs normally cost AUD $59 

when used as ‘self-help’, but can be 
accessed by patients for free when 
prescribed by a health professional. You will 
need to create an account to prescribe the 
programs and monitor your clients’ 
progress. Not bipolar specific.

To view the available programs and learn 
how to prescribe a program so your patient 
can access online treatment for free, 
please visit www.thiswayup.org.au/clinician-
hub



The Black Dog Institute
www.blackdoginstitute.org.au
Online resources and information
On-line BD education treatment focuses on:
Diagnosing
Causes
Medication
 Psychological treatment
 Staying Well Plans
Carer’s issues





My practice: New Ability Health
Allied health practice based in Hamilton
Offering Psychology, Physiotherapy, Dietetics and OT
Clients across the lifespan and with wide range of presenting issues
Appointments available immediately!
NDIS, Medicare, Workcover, ADF, Victims Services registered
Supervision groups, webinar / seminar program

www.newabilityhealth.com.au
Email: director@newabilityhealth.com.au
Address: 2/46 Hudson Street, Hamilton
Phone: 02 4926 9813
Fax: 02 4006 3043
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