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ABSTRACT   
Background: Pediatric bipolar disorder (PBD) is a 
chronic and severe disorder that is associated with 
significant impairments in psychosocial functioning. 
Psychosocial intervention is an important component 
of comprehensive treatment for PBD. Method: 
Child- and family-focused cognitive-behavioral 
therapy (CFF-CBT), also called RAINBOW therapy, is 
a manual-based, 12 session psychosocial intervention 
developed for youth 7-13 with PBD and their families.  
It combines cognitive-behavioral therapy with 
psychoeducation and other therapeutic interventions 
from interpersonal psychotherapy, mindfulness, and 
positive psychology in an intensive family-based 
treatment model.  Specifically, CFF-CBT therapy aims 
to improve functioning in seven core areas: routines, 
affect regulation, self-efficacy, negative thoughts 
and behaviors, social skills, interpersonal and family 
problem-solving, and social support.  Results and 
Conclusion: Preliminary open trial results, detailed in 
this manuscript, have demonstrated promise for CFF-
CBT’s efficacy in reducing symptoms and improving 
psychosocial functioning and it is now being tested in a 
randomized clinical trial. 

Address for Correspondence:     Amy West, PhD, Department of Psychiatry, University of Illinois at Chicago, 1747 W. Roosevelt Rd. MC 747, 
Room 155, Chicago, IL 60608, U.S.A.    awest@psych.uic.edu

ing, and poor social skills, and poor family function-
ing, including poor sibling relationships, and parental 
conflict (2, 3). The psychosocial impairments associated 
with PBD contribute to accumulated risk for disrup-
tions in social, emotional, and academic functioning 
throughout development. By adolescence, youth with 
BD exhibit low self-esteem, hopelessness, external locus 
of control, and maladaptive coping strategies (4), high 
expressed emotion in family relationships, more nega-
tive life events and chronic stress, especially in the con-
text of family relationships and school (4, 5), and poorer 
social skills performance (6). 

The accumulation of psychosocial risk throughout 
childhood and adolescence makes PBD a significant 
public health concern, and places an enormous burden 
on educational and health care systems and on the fam-
ilies of affected children. Children with PBD evidence 
high rates of repeated hospitalizations and suicide 
attempts (7). As adults, they are likely to demonstrate 
impaired functioning, greater mental health care uti-
lization, and lower rates of school graduation (7). The 
significant psychosocial risk and poor long-term prog-
nosis for children with PBD makes psychosocial inter-
vention an essential component of a comprehensive 
treatment approach. Specifically, cognitive behavioral 
therapy (CBT) and other evidence-based psychothera-
pies can be employed as an adjunct to pharmacotherapy 
to address the complex constellation of symptoms and 
associated social, academic, and family difficulties. 

A few psychosocial treatments for PBD have been 
developed and tested. We developed child- and family-
focused cognitive-behavioral therapy (CFF-CBT) for 
PBD (described below). Two other interventions for 
youth with bipolar disorder have supportive evidence 
from randomized trials: multi-family psychoeducation 
groups for school aged bipolar and depressed youth 
(MFPG), a group treatment that focuses on psycho-
education, problem-solving, and coping skills (8) and 
a family-focused treatment for adolescents (FFT-A), 

InTRoduCTIon
The chronic and severe symptoms of pediatric bipo-
lar disorder (PBD), which may include chronic mood 
dysregulation, irritability, rage episodes, distractibil-
ity, hypersexuality, and poor judgment, contribute to 
significant psychosocial impairment (1). Specifically, 
children with PBD have demonstrated academic under-
performance and behavioral problems in school, social 
impairment, including few or no friends, frequent teas-
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which includes psychoeducation, communication train-
ing, and problem-solving training (9). Several other 
treatment models have been adapted from the adult lit-
erature and have supportive data in open trials: dialecti-
cal behavioral therapy (DBT) and interpersonal social 
rhythm therapy (IPSRT), both meant for adolescents 
with bipolar disorder (10, 11).

TheoReTICAl FoundATIon FoR  
CognITIve-BehAvIoRAl TReATmenT In PBd
PBD involves a combination of neurological underpin-
nings and both innate and learned patterns of emotional 
responses, thoughts, and behaviors. Research suggests 
that youths with PBD experience disturbances in the 
neural systems responsible for processing and modulat-
ing emotions (12). As a result, these youths may demon-
strate difficulty regulating their emotions related to the 
experience of a shutdown of emotional and cognitive 
control systems. Cognitive-behavioral treatment (CBT) 
thus aims to address these impairments in affective 
circuitry, as well as impairments in social and family 
functioning. CBT for PBD has several core components. 
Among them are psychoeducation to build the family’s 
understanding of the symptoms, etiology, and chronic-
ity of PBD and affect regulatory strategies to address 
impaired emotion regulation (e.g., self-monitoring of 
mood states, recognizing and labeling feelings, and cop-
ing skills to manage expansive, negative, and irritable 
moods). In addition, youth and parents learn cognitive 
restructuring techniques to reduce negative thought pat-
terns (e.g., thought stopping, reframing situations posi-
tively, modifying thoughts, and use of positive self-talk/
mantras during difficult situations). Parents also receive 
training in behavioral management strategies specific to 
the rage episodes common in PBD to help cope with 
these affective “storms.” For example, many parents 
coming to CBT commonly use behavioral management 
systems developed for children with disruptive behav-
ior disorders, which emphasize immediate contingency 
enforcement, re-direction, and the implementation of 
consequences. Unfortunately, in the case of PBD, this 
method can backfire. Children whose rage is rooted in 
a loss of control over emotional responses (rather than 
a purposeful, manipulative behavior) will not respond 
to limit-setting in the moment; in fact, this may serve 
to exacerbate their negative emotions. Rather, parents 
are instructed to use calming tones, modulate their own 
emotion, and focus on defusing the situation, keeping 
everyone safe, and using an empathic, collaborative 

problem-solving approach. Consequences and limits, 
if necessary, can be implemented after the child is calm. 
This approach is far more effective than more tradi-
tional behavior management approaches in addressing 
affective outbursts typical of PBD. Other strategies for 
regulating mood include establishing simple and pre-
dictable routines, minimizing transitions, emphasiz-
ing the timing and tone of interactions during mood 
episodes, and using positive reinforcement. Youth and 
parents are also instructed in problem-solving skills 
training to target interpersonal and family commu-
nication, as well as to enhance self-efficacy related to 
coping with the disorder. Similarly, social skills training 
in CBT focuses on role-play, listening and communica-
tion skills, and empathy to improve the interpersonal 
difficulties associated with PBD. Finally, parents are 
encouraged to engage in pleasant, relaxing activities and 
to utilize their support networks to help cope with the 
demands of parenting a child with PBD. Together, these 
CBT interventions help address the range of cognitive, 
social, and interpersonal impairments that are typical of 
PBD and supply families with a set of tools and skills to 
bolster them against the negative impact of symptoms 
and improve their quality of life.

ChIld- And FAmIly-FoCuSed  
CognITIve-BehAvIoRAl TheRAPy (CFF-CBT)
Based on the recognition of these core components of 
CBT for PBD, our clinical research group developed 
CFF-CBT (13-16). We believe that CFF-CBT comprises 
four innovative aspects in the treatment of PBD in that: 
(1) it is designed to be developmentally specific to pre-
adolescent children; (2) it is driven by the distinct needs 
(e.g., psychoeducation about bipolar symptoms, behav-
ioral management for rage episodes, affect regulation 
strategies to decrease cycling) of these children with PBD 
and their families; (3) it involves intensive work with par-
ents parallel to the work with children in order to directly 
address parents’ own therapeutic needs, as well as help-
ing them develop an effective parenting style for their 
child with PBD, and (4) it integrates psychoeducation 
and cognitive-behavioral therapy with complementary 
techniques from mindfulness, positive psychology, and 
interpersonal therapy to augment the effects of phar-
macotherapy. These diverse therapeutic techniques are 
employed across multiple domains, including individual, 
peer, family, and school to address the impact of PBD in 
the child’s broader psychosocial context.
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The psychotherapeutic methods used in CFF-CBT are 
driven by three areas of research: (1) affective circuitry 
brain dysfunction in PBD (e.g., poor problem-solving 
during affective stimulation because of under activity in 
dorso-lateral pre-frontal cortex); (2) developmentally-
specific symptoms of PBD (e.g., rapid cycling, mixed 
mood states, comorbid disorders); and (3) the impact of 
PBD on psychosocial and interpersonal functioning (e.g., 
poor social functioning, family stress). The CFF-CBT 
core curriculum was developed based on the scientific 
understanding of affective circuitry, developmentally-
specific symptoms, and psychosocial and interpersonal 
functioning in PBD. CFF-CBT is a 12-session protocol-
driven treatment program meant to be delivered weekly 
over the course of three months (see Table 1) as an 
adjunct to pharmacotherapy. Sessions range in length 
from 60-90 minutes. The majority of sessions are for the 
parent and child together, but some are for the parent 
only, and some the child only. Recently, CFF-CBT has 
also been adapted to a group format, which consists of 
parallel parent and child groups that run for 1½ hours 
each week for 12 weeks. There is established content 

for each session and an ideal sequence to the delivery 
of this content; however, the treatment protocol can be 
implemented in a flexible manner as long as the essential 
ingredients are included. Specific treatment guidelines 
regarding the implementation of CFF-CBT in an indi-
vidual/family versus group format are pending the out-
come of our ongoing randomized controlled trial exam-
ining the efficacy of the individual format, as discussed 
below. Based on clinical experience, however, the follow-
ing considerations may guide treatment planning. For 
youths who present with moderate to severe symptoms 
and no history of effective psychosocial treatment, the 
individual/family format of CFF-CBT may be indicated 
as the more intensive treatment option. Group treatment 
may nevertheless be indicated as an adjunct to individual 
treatment for youth with significant social difficulties that 
lend themselves to a group setting for in vivo skills prac-
tice. Group treatment may also be considered for youths 
with milder clinical presentations and/or history of effec-
tive individual/family psychosocial intervention.

The acronym “RAINBOW” was formed to help parents 
and children remember the key components of CFF-CBT. 

Table 1. Outline of Child- and Family-Focused RAINBOW Session Content and Format*

Session Participants Topics Covered

1 Child and parents together •	Orientation to treatment/goal-setting
•	Engagement and relationship-building with child and parents

2 Child and parents together •	Psychoeducation about PBD
•	Mood charting via Daily Mood Calendar

3 Parents only •	Affect regulation skills: establishing routines and anger management
•	 Identifying and acknowledging parents’ difficult feelings

4 Child only; Parent check-in •	Affect regulation skills
•	 Labeling emotions; recognizing difficult feelings; triggers of anger and sadness

5 Child only; Parent check-in •	Cognitive and behavioral (“think” and “do”) coping skills
•	Problem-solving and positive thinking

6 Parents only •	 Identifying and promoting positive qualities in child
•	Positive thinking and mantras; reframing negative thoughts; mindfulness strategies

7 Child only; Parent check-in •	Communication skills and interpersonal problem-solving

8 Parents only •	Promoting child’s social competence
•	Behavior management strategies
•	Balanced lifestyle for parents and enhancing self-care

9 Parents, child, siblings •	Psychoeducation about PBD providing to siblings
•	 Family coping and problem-solving

10 Child and parents together •	 Identifying and enhancing access of social support networks

11 Child and parents together •	Reflection on RAINBOW experience 
•	 Review of RAINBOW skills, creation of RAINBOW binder to internalize and consolidate therapy tools

12 Child and parents together •	Celebration; follow-up/maintenance plan

* The format of the RAINBOW Group Program is identical in length and very similar in content. Child and Caregiver groups run concurrently, and the 
topics of each session parallel those outlined above although extend across several sessions to allow for practice and role-play (child group) and 
parent group discussion. Additional Child Group content areas not listed above include group rapport building through games and team-building 
activities (Sessions 1, 2, and 3). Psychoeducation is primarily provided in the Parent Group.
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The essential components of CFF-CBT “RAINBOW” cov-
ered throughout the treatment sessions are as follows:

R: Routine. The goal of this component is to increase 
affect regulation and decrease symptom exacerbation 
by establishing a predictable, simplified routine that 
will reduce excessive reactivity and tense negotiations 
in response to changes in the patient’s schedule. Parents 
are encouraged to establish routines around sleep, diet, 
medication, and making transitions. Parents are also 
urged to integrate soothing and pleasurable activities 
into their own and their child’s routine. 

A: Affect regulation. The goal of this component is to 
provide psychoeducation about symptoms of PBD and 
neurochemical underpinnings, teach behavioral man-
agement and coping strategies, and provide affective 
education to the children. Parents are educated about 
the biological basis of their child’s illness and the nature 
of bipolar symptoms. Parents are instructed in various 
behavioral management techniques to establish appro-
priate systems for negotiation and creating consistent 
consequences. Children are educated about recognizing 
and responding to affective states and consistently self-
monitoring moods. They are given a system to monitor 
their moods several times throughout each day. 

I: I can do it! The goal of this component is to increase 
parents’ and children’s beliefs in their ability to cope with 
the disorder and to problem-solve issues that arise. CFF-
CBT employs techniques designed to increase a sense of 
self-efficacy in children and parents, including having 
children and parents generate a list of positive self-state-
ments, encouraging parents to focus on the child’s positive 
qualities, and helping parents to give consistent positive 
reinforcement for good behavior. Parents are encour-
aged to approach interactions with their children using 
a mixture of quiet confidence, firm limit setting, calming 
tones, empathy, and a focus on positive reframing, which 
we believe to be an effective combination for children who 
are highly sensitive to criticism and whose negative mood 
states are easily triggered. This style of interaction is likely 
to be more effective than shouting, threatening, and/or 
swift punishment in regulating the child’s response, and 
instilling a sense of confidence in both the child and par-
ent that the particular situation will resolve positively.

N: No negative thoughts and live in the Now! The 
goals of this component are two-fold. The first goal is to 
decrease negativistic thinking and thought distortions 
associated with depression. Children and families are 
taught how to differentiate between helpful and unhelp-
ful thoughts and to reframe unhelpful thoughts into 

helpful ones that increase their sense of hope, beliefs in 
efficacy around coping, and ability to solve problems. The 
second goal of this component is to encourage children 
and parents to focus on the present moment and to avoid 
becoming overwhelmed by thoughts of what might hap-
pen in the future. Based on evidence from the emerging 
literature on the use of mindfulness techniques in cogni-
tive-behavioral therapy for depression (17), children and 
parents are encouraged to focus on coping in the present 
moment, rather than dwelling on past failures or antici-
pating future failures. Mindfulness techniques, such as 
the use of positive mantras, are incorporated.

B: Be a good friend and Balanced lifestyle for par-
ents. The goals of this component are, again, two-fold. 
The first is to improve social functioning in children. 
Children with PBD often have significant difficulties in 
peer relationships. Thus, a major goal of this compo-
nent is to help children establish and maintain friend-
ships. Children are taught the skills necessary to be a 
good friend and are provided opportunities within the 
therapy session to practice the skills. Parents are also 
encouraged to seek opportunities for children to prac-
tice newly developed skills and develop friendships 
(such as sleepovers, play dates, and supervised group 
activities). The second goal of this component is to 
increase parents’ sense of well-being and ability to cope 
through achieving a balanced lifestyle. Parents of chil-
dren with BD often suffer from physical and emotional 
exhaustion, frustration, guilt, and feelings of isolation 
(18). Therefore, we encourage parents to develop a 
more balanced lifestyle that involves findings ways to 
rest, replenish their energy, and enjoy life. As an initial 
strategy related to this goal, parents draw a pie diagram 
that depicts the amount of time they invest in “recharg-
ing their own batteries” versus being a spouse, worker, 
or parent. Then, the therapist and the parent together 
discuss how to “carve the pie” so that parents strike a 
healthier balance between the demands of caring for a 
child with PBD and taking care of themselves.

O: Oh, how can we solve the problem? The goal of 
this component is to engage parents and children in 
a collaborative and effective problem-solving pro-
cess. As part of this treatment component, parents are 
encouraged to view their children as partners in the 
problem-solving process and to explain the pros and 
cons of potential solutions in an empathic way. Parents 
and children are encouraged to try creative ways to 
approach problem-solving in order to minimize reac-
tivity and the exacerbation of negative emotion.
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W: Ways to Get Support. The goal of this component 
is to increase social support. Isolation, shame, and lack 
of access may prevent parents of children with BD from 
finding friends or family members that can provide 
respite and support. Therefore, the techniques used in 
this component emphasize the identification and active 
seeking out of people who can help the child and the 
parents through difficult situations. School advocacy is 
also a part of this component. Teachers are provided 
with a portfolio of CFF-CBT materials, information 
about the diagnosis, and information about ways in 
which the disorder may interfere with a child’s perfor-
mance in school. Parents will be encouraged to engage 
the child’s individual therapist or school counselor in 
further advocating for the child’s needs at school. 

Over the past 10 years, our group has conducted 
multiple studies to test the feasibility and efficacy of 
CFF-CBT. The preliminary open trial of CFF-CBT (13) 
assessed its feasibility, patient adherence to the treat-
ment, therapist adherence to the treatment protocol, 
and parent satisfaction with their treatment experience. 
Outcome measures explored the effect of the treatment 
on symptom severity and overall functioning. Thirty-
four children and young adolescents (mean age 11.33 
years, SD = 3.06) with bipolar disorder (82% BP I, 9% 
BP II, 9% BP NOS) were assessed for bipolar symp-
toms and global functioning pre- and post-treatment. 
Results indicated that the CFF-CBT intervention was 
feasible to deliver and that patients reported high levels 
of satisfaction with their treatment experience. Data 
analyses indicated a reduction in symptoms of atten-
tion problems, aggression, mania, psychosis, depres-
sion, and sleep disturbance on the Clinical Global 
Impressions Scale (CGI-BP [19]; t = 14.65, p < .0001), 
and increased global functioning after the intervention 
on the Children’s Global Assessment Scale (CGAS [20, 
21]; t = 5.7, p < .0005). 

These initial data were encouraging; however, our 
clinical experience with the long-term treatment of 
these patients suggests that improvements may not 
be sustained without ongoing maintenance treatment. 
Therefore, we developed a maintenance model of CFF-
CBT, comprised of psychosocial booster sessions and 
pharmacotherapy (14). We followed the 34 patients who 
participated in the preliminary open trial for a three-
year period and assessed their symptoms and global 
functioning at years 1, 2, and 3 during the maintenance 
phase. All participants in the initial 12-session treat-
ment were transitioned into the maintenance phase of 

treatment, which consisted of medication management 
with a study psychiatrist and psychosocial booster ses-
sions with study clinicians. During the maintenance 
phase of the study, there were no dropouts, although 
two patients transferred clinicians within the clinic 
and one patient aged out and moved into adult care 
after 27 months. Maintenance sessions were adminis-
tered from once per week to once every three months 
as determined by patient and family need and access 
to the clinic. Each booster session comprised a stan-
dard 50-minute psychotherapy session in which the 
CFF-CBT therapist readdressed elements of the initial 
seven core ingredients of CFF-CBT as well as common 
themes that arise with patients during follow-up treat-
ment (e.g., behavioral difficulties, helplessness and low 
self-esteem, social impairment, and family functioning; 
for details, see 14). Results indicated that patients were 
able to maintain initial positive effects of the treatment 
over the three-year follow-up period with continued 
booster treatment. These findings suggest that mainte-
nance treatment models may help facilitate the long-
term management of symptoms. 

Next, we adapted CFF-CBT into a group format, com-
prised of 12 weeks of parallel parent and child groups. 
This treatment is also manual-based and delivers the 
same content as is delivered in the individual treatment 
format. However, parent support and skills development 
is enhanced through the interchange occurring in mul-
tiple parent group sessions. A preliminary open trial of 
the CFF-CBT group treatment was completed to test fea-
sibility. Twenty-six children (mean age = 9.45, SD = 1.93) 
with bipolar disorder (39% BP I, 4 % BP II, 46% BP NOS) 
and their parents were recruited through our pediatric 
mood disorders clinic to participate in the 12-week study 
protocol. Results from pre- to post-test indicated that 
the group adaptation is feasible to deliver and resulted 
in a significant increase in the parents’ report of their 
child’s coping skills as measured by the Strengths and 
Difficulties Questionnaire (SDQ [22]; t = 3.13, p = .01) 
and a decrease in parent-reported symptoms of mania 
after treatment as measured by the Child Mania Rating 
Scale (CMRS [23]; t = 3.30, p = .01) (16).

Although early trials suggest very promising find-
ings regarding the feasibility and efficacy of CFF-CBT, 
the limitations of uncontrolled open trial studies must 
be considered. Across studies, participants were treated 
concurrently with medication, and the study design 
did not allow us to discern the variance accounted for 
by medication versus psychotherapy in improvements. 



91

A FAMILy-BASED PSyChOSOCIAL TREATMENT MODEL

Improvement could be the result of the natural history 
of the disorder, stabilization over time on medication, 
or the impact of attention and structure via treatment 
rather than the specific CFF-CBT intervention under 
examination. Thus, a randomized controlled clinical 
trial of CFF-CBT is currently underway to address many 
of these limitations. The trial is examining the efficacy 
of this treatment in the individual/family format com-
pared to psychosocial treatment as usual in children 7-13 
with bipolar spectrum disorders. Patients are randomly 
assigned to either CFF-CBT or treatment as usual (TAU) 
and assessed on a variety of symptom, global function-
ing, psychosocial, parent, and family functioning mea-
sures. Fifty participants have been enrolled in the past 22 
months (n = 24 in TAU, n= 24 in CFF-CBT; n = 2 drop-
outs before random assignment). Preliminary analyses 
on the sample to date (n = 27 that have completed the 
12-week acute treatment protocol) support the efficacy 
of CFF-CBT as compared to TAU on key symptom 
outcomes. Youth in CFF-CBT evidenced significant 
improvement in mania and depression symptoms, while 
those in TAU did not. Further, mixed subjects ANOVAs 
on PBD symptom outcomes revealed significant treat-
ment by time interactions for mania and depressive 
symptoms, indicating that symptom response trajectories 
significantly differed for those in CFF-CBT versus TAU. 
Detailed results on the full sample are forthcoming after 
the completion of the RCT.

CFF-CBT/RAInBoW TheRAPy: A CASe exAmPle
Alice P. was an 8-year-old Caucasian female who lived 
at home with her biological parents and 12-year-old 
sister. She was referred to the RAINBOW therapy pro-
gram by her child psychiatrist at the Pediatric Mood 
Disorders Clinic at the University of Illinois-Chicago. 
At the start of therapy, Alice had recently initiated 
treatment with a mood stabilizer and the family had 
attended bi-monthly medication management sessions 
with the child psychiatrist for two months. 

Initial assessment via structured interview and mood 
symptom rating scales (parent-, child-, and clinician-
report) indicated that Alice met diagnostic criteria for 
Bipolar I Disorder and Generalized Anxiety Disorder. 
Alice was experiencing frequent irritability, mood 
lability, and intense periods of anger or “rage episodes.” 
During these episodes Alice would engage in verbal 
and physical aggression and exhibit impaired judg-
ment (e.g., trying to run away). Alice also had a history 

of periods of elated and giddy moods with increased 
energy, increased activity in several areas, motor hyper-
activity, reduced sleep, and mild flight of ideas. Periods 
of elated moods were typically followed by an increase 
in irritability and depressed mood, rage, tearfulness, 
and feelings of worthlessness. At times, Alice would 
cycle between euphoric and depressed/angry states 
within the same day. 

CouRSe oF TReATmenT
Alice attended treatment sessions with her mother, and 
her father and older sister participated in the family ses-
sion and intermittent maintenance sessions. Table 1 pro-
vides an outline of the content and format of the acute 
12-session treatment phase. Treatment initially focused 
on engaging the family in the treatment process and 
identifying key treatment goals. In addition, Alice and 
Mrs. P. were provided with psychoeducation regarding 
pediatric bipolar disorder. Bipolar disorder was described 
as a “brain disorder,” and Alice’s core symptoms were 
discussed in the context of documented differences in 
brain functioning during periods of excessive emotions 
to reduce blame and negative attributions surrounding 
Alice’s rage episodes. Alice and her mother also devel-
oped a common language for her symptoms (e.g., rage 
episodes were named “volcanoes” and Alice’s anger was 
described as “lava”). This process allowed Alice to dis-
tance herself from her symptoms, thereby increasing her 
comfort and ability to discuss these difficulties at home 
and in treatment. Last, Mrs. P. and Alice each began 
monitoring Alice’s daily mood fluctuations, as well as 
triggers of mood shifts, on a “mood calendar.” 

The second phase of treatment focused on Alice’s 
affect dysregulation and the prevention and manage-
ment of rage episodes. Parent sessions dealt with the 
implementation of consistent routines to improve two 
identified areas of difficulty: bedtime and abrupt transi-
tions. Specific methods for improving Alice’s bedtime 
routine (e.g., incorporating soothing activities prior to 
bedtime; use of a picture chart for necessary bedtime 
activities, with rewards for consistent activity comple-
tion) and minimizing abrupt transitions (ample warn-
ings prior to transitions; posted reminders of the day’s 
schedule) were implemented at home. Parent sessions 
also concentrated on helping Alice manage her anger 
outbursts as a family. The analogy of “putting out a fire” 
was used to facilitate Mr. and Mrs. P.’s ability to remain 
neutral and calm while defusing the situation, versus 
engaging in the episode and exacerbating Alice’s dis-
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tress. Coping plans for the prevention and acute man-
agement of rage episodes were developed with Mrs. P., 
including using mantras to remain calm and empathic 
(e.g., “She is not in control and needs my help”), enlist-
ing support from Alice’s father, and implementing 
soothing activities to help Alice de-escalate her anger. 
Coping plans also involved how and when to enforce 
appropriate consequences for target negative behaviors 
(e.g., physical or verbal aggression), such that conse-
quences would be enforced only after Alice and others’ 
emotions had stabilized. 

Additionally, parent sessions during this phase focused 
on Mrs. P.’s range of emotions regarding parenting a child 
with bipolar disorder, and identifying ways to both accept 
and cope with the inevitable feelings of anger, helpless-
ness, and guilt. Mrs. P. learned cognitive techniques to use 
during difficult situations (e.g., reframing Alice’s behav-
ior in the context of her neurocircuitry to foster greater 
empathy) as well as mindfulness techniques to focus on 
the present moment and avoid feeling overwhelmed. Mrs. 
P. expressed relief after disclosing her difficult emotions, 
and began to recognize how her own negative emotions 
may contribute to Alice’s escalation during rage episodes. 

Child sessions with Alice focused on recognizing and 
expressing her feelings and increasing Alice’s insight 
into the triggers of her negative moods, which we called 
her “bugs.” Games, worksheets, drawings, songs, and 
role-play were used to help Alice identify and practice 
cognitive and behavioral skills for coping with future 
“bugs” and difficult emotions. However, Alice often 
resisted using her identified coping skills when trig-
gered at home or school. Thus, it was important to nor-
malize the experience of anger and sadness as accept-
able emotions as well as the difficulty of learning new 
skills to combat her resistance to attempting new skills. 

As Alice’s family improved in their ability to prevent 
and manage Alice’s affect dysregulation, our focus wid-
ened to the management of family and environmental 
stressors during the third phase of treatment. Child 
sessions centered on improving Alice’s social skills and 
self-esteem. Alice practiced various ways to engage in 
appropriate conversations with peers and to communi-
cate respectfully with her parents. Additionally, Alice’s 
bipolar diagnosis was discussed as one small part of 
her identity, and sessions focused on the recognition 
of Alice’s positive qualities that comprise the core of 
her identity. Parent sessions focused on building Alice’s 
social competence through supervised one-on-one play 
activities with peers, and advocating for Alice’s needs 

in the classroom. An essential component of this phase 
was also the emphasis on Mrs. P.’s well-being and bal-
ance between self-care and parenting responsibilities to 
avoid “burn out.” Last, a family session was held with 
Alice, her sister and her parents. This session was used 
to provide education on Alice’s diagnosis and course of 
therapy, and to improve family interactions via family 
problem-solving. To prevent a negative focus on Alice, 
it was important to maintain an atmosphere of accep-
tance and teamwork to manage the difficulties that all 
family members experience. With assistance from the 
therapist, family members identified their strengths as 
well as family-wide “bugs” and developed coping plans 
for managing their bugs as a team. Alice’s family also 
agreed on ways to increase positive family interactions 
(e.g., planned family outings). 

The final sessions of the acute treatment phase focused 
on preparing for the shift from weekly therapy to monthly 
maintenance sessions. Alice created a book of therapy 
exercises to help her remember and use these therapy 
tools. Mrs. P. and Alice also discussed ways to continually 
use therapy strategies at home, such as weekly meetings 
to discuss family “bugs” and plan family outings. Positive 
changes in the family across treatment were reviewed 
and celebrated, including Alice’s increased awareness of 
her moods and triggers and a reduction in Alice’s rage 
episodes from near-daily outbursts to milder episodes 
occurring less frequently. 

During the maintenance phase, sessions included 
child, parent, and family components and focused on 
continued practice of skills and problem-solving diffi-
culties. In addition, school consultation was provided 
to Alice’s education team regarding bipolar disorder 
and recommended accommodations to enhance Alice’s 
classroom functioning. An Individualized Education 
Program (IEP) was developed by the school personnel 
to provide accommodations for her bipolar diagnosis, 
including a sanctioned cool-down area outside of the 
classroom and use of a private cue system between 
Alice and her teacher to prompt Alice’s use of her cop-
ing strategies. 

ouTComeS
Across treatment, Alice demonstrated greater insight 
into her symptoms, self-esteem, and ability to cogni-
tively reframe her angry thoughts (e.g., “Mom doesn’t 
love me”). Alice was also increasingly able to use her 
coping skills independently at less intense levels of anger. 
An important component of Alice’s success in treatment 
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was the presentation of therapy material in a non-threat-
ening, creative, and engaging manner, as well as helping 
her recognize her many positive qualities. Alice’s parents 
became increasingly proficient in their ability to recog-
nize warning signs of distress and help soothe Alice to 
prevent further escalation. As a result of these changes 
at the individual and family level, Alice’s anger episodes 
had decreased in intensity, frequency and duration. Mrs. 
P. also reported great improvement in her self-efficacy 
as a parent and improved family relationships. Objective 
measures at the conclusion of the acute phase indicated 
significant improvement in Alice’s mania and depression 
symptoms, family cohesion, and overall global function-
ing, and these treatment gains were maintained on objec-
tive measures at the final treatment session.

ConCluSIon
Children and families who suffer from PBD experience 
numerous impairments in social, emotional, and aca-
demic functioning and psychosocial treatment is clearly 
indicated as part of a comprehensive treatment approach. 
Although the evidence base for effective psychosocial 
treatments for PBD is growing, future treatment devel-
opment and research will add important information to 
enhance our treatment approaches. Future research should 
include randomized clinical trials to clarify whether psy-
chosocial treatment enhances long-term outcomes and 
quality of life, the efficacy of combined pharmacologic 
and psychosocial approaches, the mechanisms through 
which psychosocial treatments work, and the capacity 
to disseminate evidence-based psychosocial treatment 
approaches into community practice settings.

Treatment outcome research in PBD is complicated 
by many factors, including disagreement about the diag-
nosis of bipolar disorder in children and adolescents, the 
lack of specific, clear, and agreed-upon diagnostic criteria 
for PBD, and the episodic nature of PBD, which makes 
it difficult to discern results of an intervention from the 
natural course of the disorder. These challenges suggest 
the need for rigorously designed longitudinal studies that 
utilize large samples, ideally across multiple locations. 
Indeed, the few evidence-based psychosocial treatments 
for PBD (including CFF-CBT) are delivered in academic 
tertiary care settings and do not reach the majority of 
children and families who would benefit. The next phase 
of research on CFF-CBT will involve dissemination into a 
community treatment context to answer important ques-
tions such as: what level of training is needed to ensure 

competency in the delivery of CFF-CBT in regular prac-
tice settings, can fidelity be maintained in non-academic 
settings, and how might the treatment need to be adapted 
to facilitate uptake in everyday practice settings? Future 
large multi-setting randomized treatment outcome 
studies for PBD will hopefully address these and other 
important research questions regarding moderators and 
mediators of treatment outcome (i.e., which treatments 
work for which people under which conditions) in order 
to improve our ability to increase the quality of life and 
reduce disability and morbidity associated with PBD. 
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