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Introduction and How to 
Use This Book
This book is a practical guide for people whose family members are 
among the 2 million-plus Americans living with bipolar disorder. 
The disorder causes drastic shifts in mood and energy, which can 
be confusing , frustrating , and overwhelming for the person experi
encing them—and for the people supporting them. If your loved one 
was recently diagnosed with bipolar, you likely have a lot of ques-
tions, fears, and concerns about how to help them live the healthiest 
life possible. This book will try to answer all those questions as well 
as teach you how to improve communication with your family 
member and create a support system that works for everyone.

Families are an essential part of bipolar treatment, because 
they can have such a deep impact on recovery. Studies have shown 
that supportive family members help people with bipolar disorder 
become more emotionally stable, stay on top of medications and  
appointments, and identify mood episodes earlier. Conversely, 
research shows that unsupportive loved ones and emotional toxicity 
can be as dangerous to recovery as skipping medication doses. In my 
20-plus years working as a clinical psychologist specializing in mental 
illness, I’ve seen the difference that a supportive family can make. 
Family members can help with everything from taking medications 
and getting to appointments, to coping with depressed thinking and 
finding healthier outlets for the excess energy from mania or hypo-
mania. This book will help you learn how to best support your family 
member with bipolar disorder, while also managing your and your 
family’s stress levels and preventing emotional burnout.

The book is divided into three sections. Part I covers diagnosis: 
what bipolar is, how it’s diagnosed, and the other disorders that 
bipolar is often misdiagnosed as. The second part dives into the wide 
variety of treatments available, including medications, therapies, 
and community support. Part III includes tools to help you work 
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together as a family and thrive, while also acknowledging the 
presence of bipolar disorder in a realistic way.

Throughout the book, I draw from clinical studies as well as my 
own career—I’ve spent more than 20 years working everywhere 
from hospital psych units to private practice. In my practice, I’ve 
treated hospital patients whose mania caused them to take danger-
ous risks and to not sleep for days, people who have already fought 
their way to stability and are enjoying a life of work and healthy 
relationships, and many people at stages of recovery between these 
two extremes. I’m speaking from my own professional experience, 
but also from my clients’ expertise on living with bipolar disorder.

Throughout the book, I use the term “bipolar” interchangeably 
with “bipolar disorder.” I also use the term “family” throughout to 
mean supportive loved ones. This might mean blood relatives or 
a support system of friends and “chosen family.” No matter how 
you’re connected to your loved one with bipolar disorder, I hope that 
this book will help you understand them better.
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PART I

What Is It Like 
to Have Bipolar 

Disorder?
In part 1, you’ll learn to understand bipolar disorder 
itself. In chapter 1, you’ll explore the real experiences 
of life with bipolar disorder. Chapter 2 focuses on 
diagnoses, including who can diagnose, what the pro-
cess of diagnosis actually entails, and what to do if you 
disagree with the diagnosis. Chapter 3 addresses the 
myths and realities of bipolar disorder, current scien-
tific research, and how to steer clear of misinformation 
about the disorder.
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CHAPTER 1

Experiencing 
Bipolar Disorder

Bipolar is a psychiatric disorder characterized by 
mood swings called “mood episodes,” which can take a 
person from grandiose thinking and euphoria to leth-
argy and suicidal ideation. There’s no set schedule for 
how a person with bipolar disorder moves through 
mood episodes; the length and cause of cycles vary 
from person to person.

Though there are a few different forms of bipolar  
disorder, common traits include impulsive behavior, 
excess energy, and strong emotions that don’t always 
seem to make sense. A person with bipolar disorder 
doesn’t usually have a lot of control over those symp-
toms at first. Still, it can be difficult to understand and 
empathize with your family member with bipolar, 
because their behavior during a mood episode may 
seem strange, upsetting , or hurtful. In fact, some symp-
toms may lead a person experiencing a mood episode to 
react badly to genuine attempts to help.

In this chapter you’ll learn about what someone 
may experience during a mood episode, as well as com-
munication skills to help your family understand one 
another’s needs and experiences of bipolar disorder.
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It’s Different for Everyone
Sam, a man in his early 20s, had his third serious depressive episode. 
Therapy did not seem to be working for him, so he tried an antide-
pressant. However, soon after Sam began taking his medication, he 
began acting impulsively as he had in his teens. He also had trouble 
sleeping. Sam gave therapy another try. His therapist noticed how 
Sam shifted between feeling depressed and feeling impulsive and 
unable to sleep. He was diagnosed with bipolar disorder, type II.

Dina, a young woman in her late teens, was experiencing periods 
of depression. During these times, Dina struggled with self-hatred 
and suicidal thoughts, and slept for many hours each day. These 
periods alternated with episodes of high energy and insomnia, where 
she made lots of impulsive decisions, put unrealistic demands 
on her family, and was compulsively preoccupied with sex. After 
seeing a therapist and then a psychiatrist, Dina was diagnosed with 
bipolar disorder.

It Affects Families Differently
Families have different ways of reacting to a loved one’s bipolar 
symptoms or diagnosis. That reaction is usually influenced by factors 
like their knowledge of mental illness, cultural values about mental 
health, and accuracy of information.

Sam’s family noticed that therapy didn’t work for him, and 
they were relieved at first when he agreed to try an antidepressant 
instead. But when they noticed his sudden insomnia and impulsive 
behavior, they were confused. They convinced him to see his thera-
pist again, and felt somewhat relieved when he got his diagnosis—at 
least now they understood why he had been acting the way he did. 
But they also felt worried about whether he would still be able to 
achieve his goal of becoming a college professor.



5Experiencing Bipolar Disorder

Dina’s family initially attempted to help her with affection, 
understanding , prayer, and tough love. They were reluctant to take 
her to see a therapist. While medications and therapy worked, 
Dina’s family still felt guilt that their love for her was not enough. 
Like many people, they believed that family problems were the 
main cause of mental illness.

Neither Dina’s nor Sam’s families were responsible for their 
bipolar disorder. But that didn’t stop their families from feeling 
guilty that they had caused their disorders, or worried that they let 
them down by not recognizing their symptoms sooner.

Common reactions to a family member’s diagnosis include:

Disbelief or denial. A diagnosis can be difficult to face up to. 
You might feel the urge to seek out any other possible explana-
tion, or to ignore the situation entirely.

Relief at having an understandable explanation. Your 
family member’s struggles suddenly make sense, and you 
see a way forward.

Grief and anger. You might feel upset about how this will 
change your loved one’s future, or about the loss of a “normal” 
life due to changes that must be made to family roles.

Jumping right into action. You’re ready to read all the lit-
erature and analyze every form of treatment. Though this 
reaction can be helpful and productive, eventually, you’ll have 
to slow down and let yourself acknowledge your emotions.

Blame. You want this to be someone’s fault, because if you 
can convince yourself that it is, you can also convince your-
self that maybe you can make the situation go away (it won’t). 
Blame is an understandable reaction, but it doesn’t help.
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All these reactions, as harsh as they may seem, are normal and 
common, though it’s not always helpful to act on them. The best way 
to sort through your feelings is to get better informed about what 
your family member is experiencing.

Defining Bipolar Disorder
Bipolar is a psychiatric disorder characterized by mood episodes. 
There are four types of mood episodes—depressed, manic, hypo-
manic, and mixed. People with bipolar disorder have long periods 
(weeks or months, maybe more) of depression, which eventually 
shifts into mania or hypomania: a time of high energy, impulsivity, 
excessive confidence, and little to no sleep.

Bipolar disorder generally has a genetic or other biological cause, 
but stress and coping skills can affect the way it appears in daily life.

The Many Forms of Mania
There are two types of manic episodes—mania and hypomania. 
Family members who don’t suffer from bipolar disorder will often 
feel worried and angry about the irrational behavior of someone in a 
manic or hypomanic episode. That’s because it’s hard to understand 
how little control someone has over themselves during mania.

Mania
Louis arrived at the hospital while he was having a manic episode. 
He signed some of the paperwork and then felt the need to walk up 
and down the hall before continuing the admission. He was easily 
distracted and asked a million questions, some of which had nothing 
to do with the hospitalization. He tried to pay attention to what the 
hospital workers were saying to him, but he found it difficult.

The symptoms of mania include high energy despite not sleep-
ing , elevated mood, impulsive behavior, grandiosity, racing thoughts, 
and difficulty paying attention.
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Elevated mood means feeling unusually happy or excited over 
small things, or even feeling “high” despite not using drugs. Not 
everyone experiencing a manic episode feels happy, though; they 
might also feel easily irritated, especially if you try to slow them 
down or stop them from carrying out a bad idea.

Impulsive behavior can include unusual drinking or drug use, 
spending money until deeply in debt, unsafe sexual behavior, or 
creative or artistic binges. Someone having a manic episode may 
drive recklessly or exercise to the point of serious injury.

Grandiosity is the belief that one has powers or privileges that 
they do not in reality possess. It can manifest as being very demand-
ing or even clearly delusional. Someone in the midst of a manic 
episode might expect immediate gratification of demands. They 
might talk nonstop about new projects that they’ve never thought 
about before and expect to be successful immediately. They might 
even temporarily believe that they’re someone powerful, like a CEO 
or a spiritual leader.

Hypomania
Tim was a successful salesman who occasionally took time off 
because he had serious depressive episodes. During hypomania, 
though, he could work all day, leave the office to hang out with 
friends or go on a date, then finish some paperwork at home. He reg-
ularly needed only three to five hours of sleep for weeks at a time.

Hypomania is like mania, but less severe. A person experienc-
ing hypomania will have high energy and be able to feel good on 
very little sleep. They feel confident but not grandiose. People with 
hypomania might take on more work than usual, have trouble con-
centrating , and be irritable, especially if someone is trying to slow 
them down.

Here are how a few symptoms look different in mania 
and hypomania.
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Energy Level
While someone with mania may not sleep for days and may not 
even be able to sit down, someone with hypomania will sleep for a 
few hours (maybe three to five hours instead of eight) and still easily 
keep up with a demanding schedule.

Confidence and Self-Perception
While in the midst of a hypomanic episode, Imani suddenly decided 
to become a beauty influencer, even though she had never expressed 
interest in that career before. She used her credit card to pay for 
expensive clothes, a website, and a launch party. Once the hypomanic 
episode ended, she never mentioned these plans again, except to her 
therapist. She had to budget carefully over the following years to pay 
off the debt she had run up.

During hypomania, confidence and self-image are higher 
than normal. That can make a person charming and persuasive. 
While impulsivity during manic episodes can lead people to take 
life-threatening risks, risky behavior due to hypomania is generally 
less dangerous or damaging.

Euphoria
Euphoria is a feeling of unusual happiness, excitement or enthusi-
asm. During mania, the elevated mood is usually too extreme to be 
charming. In hypomania, euphoria can feel like a lot of fun, though it 
definitely contributes to impulsiveness.

Irritability
Irritability usually occurs when others try to get the person expe-
riencing a manic or hypomanic episode to slow down. They might 
react poorly to attempts to talk them out of something or persuade 
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them to be realistic. Someone experiencing hypomania may be a 
little easier to persuade and have a less extreme irritable reaction.

What Depression Looks Like
Tanya, a married mother of two in her 40s, had a number of brief 
periods where she was frequently angry and irritable. During these 
periods, she also experienced insomnia and overspent so badly that 
she had to declare bankruptcy twice. Now, though, she was barely 
able to get out of bed to go to work. She slept more than 12 hours a 
day when she was able to, experienced crying spells, and had a sad 
mood, low energy, and no motivation to do anything. She didn’t feel 
any pleasure in the things she normally enjoyed.

The main symptoms of depression are sadness or emotional 
numbness, excessive sleep and insomnia, fatigue during the day, 
unexpected changes in appetite, lack of motivation, little to no 
ability to feel pleasure, self-isolation, and irritability. Not everyone 
suffering from depression has every symptom, however.

Energy Level
When someone has depression (also called a depressive episode), 
they typically have low energy. This can range from feeling tired but 
getting through the day, to a fatigue so deep that it’s difficult to get 
out of bed long enough to eat or take a quick shower. This is a real 
symptom, and shouldn’t be labeled as laziness. Someone who is lazy 
probably has plenty of energy to do the things they enjoy. Someone 
whose fatigue is caused by depression won’t be able to do a lot of the 
things they like.

Confidence and Self-Perception
One of the most difficult aspects of depression is what it does to the 
thoughts and self-image of the person experiencing it. They may 
genuinely feel that they are unwanted, that they ruin everything 
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they try to do, that they are failures, or that they are unloved. They 
may also have a lot of guilt about what their disorder is doing to 
the rest of their family. This change in thinking is a symptom of 
a disorder.

Suicidal Thoughts
This is a difficult topic for anyone to think about, especially in rela-
tion to a loved one. But 25 to 50 percent of people who have bipolar 
disorder will attempt suicide at some point, most commonly during 
a depressive episode. If your family member appears to be experi-
encing a depressive episode, it’s important to find the courage to ask 
them if they have thought about harming themselves. If they say yes, 
ask if they have a plan and if they intend to attempt it soon. Having a 
“realistic plan” means that they have chosen a method that is easily 
accessible to them. If they have a goal of completing the act within 
a day or two, that’s much more serious than if they have a plan but 
no immediate intent. If they have a realistic plan and are at risk 
of attempting within the next few hours or days, take them to the 
emergency room immediately.

If they aren’t in immediate danger, make a suicide prevention 
plan. A suicide prevention plan is a document that lists actions 
to take when someone begins having suicidal thoughts. It should 
include calling their psychologist and psychiatrist as soon as the 
suicidal thoughts start. A family member or two should be des-
ignated to keep in daily contact with them while these thoughts 
persist; one person should be looking after them at every moment 
and available to take them to the hospital if it becomes an emergency 
(family members can take turns in this role). The suicide prevention 
plan also includes knowing which supportive friends and family are 
willing to talk to them on the phone as well as listing hotlines they 
can call.

There are hotlines and suicide prevention phone apps listed in 
the Resource section of this book (page 150). They’ll help you make 
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plans for keeping your family member safe and offer suggestions 
about how to start this difficult discussion.

Mixed Episodes
Bryan, a college student, was feeling many of the thoughts and emo-
tions that people with depression experience, including sadness, 
guilt over nothing , feeling unwanted and left out, and seeing himself 
as a failure despite evidence that he was excelling. Yet, he also acted 
very different from a person in a depressive episode. He had a lot of 
energy despite only getting three or four hours of sleep a night for 
weeks. He spent too much money and drank impulsively, assuring 
his friends and family that it was fine and he felt terrific.

While people with bipolar disorder usually alternate between 
depression and mania or hypomania, some people have “mixed” epi-
sodes. In a mixed episode, there are symptoms of depression as well 
as manic or hypomanic symptoms. In the previous example, Bryan 
has depressed thoughts but the energy levels and impulsivity found 
in hypomania. This can make a mixed episode harder to diagnose, 
especially if diagnosis is confused with the use of drugs or alcohol.

Do This Together
If your family member has already been diagnosed, it’s important 
to recognize the first signs of a mood shift going forward. Identi­
fying a mood episode early on can lessen its intensity and ensure 
that your loved one receives correct treatment.

Sit down together and write down the first signs of each 
mood state that they’ve experienced. Write down the way it 
felt to the person experiencing it as well as how it appeared to 
family members.

The first sign of mania or hypomania is often insomnia or 
reckless spending, for example, but your family member’s may 
be different. The first sign of a depressed mood could be low 
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self-esteem or daytime sleepiness, but these are just examples. 
In the future, this list will let you know when a new mood state is 
coming, so you can tell the treatment team and start preparing.

If your loved one hasn’t been diagnosed yet, get together and 
write down all the signs that might be symptoms of bipolar disor­
der. What type of mood episode do you think your family member 
might have had? Did they notice the same thing? What were the 
first signs that something might be wrong?

Often, the person with bipolar and the family may experience 
the same symptoms very differently. For example, your family 
member may neglect chores, work, or homework during a depres­
sive episode because they are experiencing exhaustion, but the 
family may see it as a discipline issue.

How Often Do Cycles Occur?
A “cycle” is a period of time in which someone with bipolar expe-
riences both depression and mania or hypomania. “Cycling” is the 
pattern of changes in someone’s mood episodes. Cycling can be 
triggered by a stressful event, but it is not always. Some people have 
a seasonal cycling pattern—for example, experiencing depression 
in the winter and spring , then hypomania in the fall. Sometimes 
there’s no immediate explanation for why moods change when they 
do. Cycling differs a lot between individuals, even those in the same 
family. But as a person begins to track their cycling , a pattern will 
usually start to emerge.

In the most typical pattern of cycling , a mood episode cycle lasts 
weeks or months. For some people with bipolar, the cycle may be 
only days long , and for others, it may last for years. That makes it 
hard to diagnose accurately, especially if the first episode of some-
one’s life is a depressive episode. In those cases, it may be a long time 
before they have a manic or hypomanic episode, and thus a long time 
before anyone realizes that they are experiencing bipolar disorder.
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Moods and Family
Brendan’s first mood episode was a manic one. He often worked all 
night on designing software that he hoped to sell to NASA, despite 
a lack of formal qualifications or training. On other nights, he went 
out and walked around the city, talking with strangers. Because 
the family had no known history of bipolar disorder, they initially 
assumed that he was using drugs. But testing showed no drug use 
and only a moderate amount of alcohol. Brendan didn’t listen to his 
parents’ concerns about his safety or about his unrealistic hopes 
for the future and became upset and angry when they tried to talk 
to him. Once his mood shifted to depression, he suffered intensely. 
He was skeptical that anything would help, but his emotional pain 
pushed him to try. His family was able to persuade him to go to the 
doctor for medication.

When a family member has bipolar disorder, the effect on 
everyone’s lives can be powerful—especially at first, when the 
disorder isn’t particularly well-controlled. Initial diagnosis is an 
emotional time as roles in the family change. If your family member 
with bipolar has been living on their own before having a mood 
episode, it will be hard for them to admit that they can’t take care 
of themselves right now. But they will likely need a lot of help. 
During a depressive episode, they may not be eating or taking care of 
basic personal hygiene. They may be at risk of harming themselves. 
During mania, their impulsivity or irritability could push them 
into dangerous situations. The patient may need more parenting 
than they have had in years, which can be hard on everyone, includ-
ing younger siblings or children who have to make do with less 
attention from parents than they’re used to. Spouses and partners 
may have to spend more time apart than they like in order to get 
everything done.

Not all people with bipolar need to move back in with family. 
For some people, the right medication and therapy plan can let them 
live on their own for the rest of their lives. Others may need to live 
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with family from time to time when symptoms are severe. A rare 
few will not be able to function on their own long-term. This varies 
from person to person and should be decided by figuring out what 
the current risks are.

High expressed emotion—a psychological metric of how much 
family members criticize,   judge, or talk about the patient—generally 
predicts a less successful course of treatment. Being shouted at, 
blamed, or criticized constantly is damaging to anyone, but for 
someone with bipolar disorder, it can lead to impulsive acting out, or 
make their low self-worth worse. Even well-meaning family mem-
bers can be damaging if they act out of their own frustration or need 
to control the situation.

Emotional overinvolvement is also a part of expressed emotion; 
constantly hovering over your family member and trying to fix 
everything can lead to worse outcomes in treatment and burnout 
in the family members. It’s important to respond to symptoms and 
stay solution-focused. Every family member should learn emotional 
coping skills to help them manage high-tension situations and have a 
safe outlet for their own feelings.

One arena to be especially aware of is appointments. Family 
members may need to take time off from work to bring the person 
with bipolar to appointments with therapists, psychiatrists, or 
others. Even if the person has a car or is able to take public transpor-
tation, appointments can be nerve-racking at first and emotional 
support will be crucial. There may also be times when the patient 
can’t or won’t go to an appointment without support. People with 
depression may not have the energy or motivation to go to treatment 
appointments without help, and people with mania may be too 
impulsive or overconfident to feel the need to go.
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Check-in

Pick an activity that occurred during a mood episode that 
family members experienced differently than the person with 
bipolar. This could be something like the person with bipolar 
skipping school during a depressive episode or going for a walk 
alone at night during a hypomanic episode. First, let the person 
with bipolar talk uninterrupted about how they experienced it. 
Then, the person with bipolar should listen while family mem-
bers talk about how they experienced the same event. During 
depressive episodes, hypomania, and periods of stability, it will 
be easier to include the family member with bipolar, but this 
activity will be difficult during a manic episode.

How Much of It Is Personality?
Personality traits are qualities that are a permanent part of who you 
are. There is often a genetic influence to our personality traits, and 
life events can influence how strong a trait becomes. Personality 
traits affect how someone experiences their disorder, how well they 
cope, the quality of their relationships, and even their likelihood of 
being overmedicated.

The personality traits most often associated with bipolar dis
order are neuroticism, aggressiveness, disinhibition, low openness 
to experience, low extraversion, and low conscientiousness.

Neuroticism is a state of being easily worried, quick to get upset 
about things, and slow to relax. People high in neuroticism are often 
bothered by small details, like temperature, noise levels, or scratchy 
clothes. They often have strong emotional reactions, and may have 
less self-control than others. Neuroticism has been connected to 
several different mental health disorders, including different types 
of bipolar disorder.

Aggressiveness doesn’t necessarily manifest as violence, 
although it can. It can also mean being quick to confront or anger 
under stress. When you’re in danger and need to take care of 
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yourself, aggression as a personality trait can be a good thing. 
But when it’s unrestrained as a part of bipolar disorder, it can be 
destructive to relationships.

Disinhibition means that someone is impulsive. As soon as an 
idea occurs to them, they act on it. They say things without think-
ing. Being naturally disinhibited could enhance the impulsivity in 
manic episodes.

Extraversion means someone is energized and copes with stress 
by being around people and having an active social life. Being low on 
extraversion means that someone is more introverted and will even-
tually find that social events drain their energy. People with bipolar 
disorder often have lower extraversion, which could affect relation-
ships and how they manage depression.

Openness to experience means that you’re in touch with 
your thoughts and feelings, curious, imaginative, and enjoy some 
variety in your life. Being low on openness to new experience is 
exactly what it sounds like: You prefer things that are familiar and 
stable. People with bipolar disorder are often low on openness to 
experience, which could affect how willing they are to try new 
treatment options.

Conscientiousness means being hard-working , careful, reli-
able, and often detailed. People who are high on conscientiousness 
tend to follow rules. Being low on conscientiousness means that 
you’re not much of a rule follower and may not conform to common 
beliefs about right and wrong. People with bipolar disorder are 
often low on conscientiousness, which can lead to careless and 
disinhibited behavior.

None of these traits directly predict the first episode or the 
course of the disorder. But they can indirectly affect someone’s 
experience of bipolar disorder, because these traits can make it a 
lot more difficult to have supportive relationships.

Even the likelihood of being over-medicated is affected by 
personality. If someone is low on openness to experience, extraver-
sion, and conscientiousness, they have a greater likelihood of being 
prescribed multiple psychiatric medications. It’s not entirely clear 



17Experiencing Bipolar Disorder

why these traits are connected to the use of multiple medications, 
which is called “polypharmacy.” It may be because these traits 
somehow make bipolar disorder more severe or complex, requiring 
more medications. It’s also possible that these traits make someone 
less likely to question a doctor’s authority, or to push back if a doctor 
may be overprescribing.

Polypharmacy isn’t always a bad thing. Sometimes it’s the most 
evidence-based option. But it also comes with the risk of more side 
effects and medication interactions, so it’s important to understand 
how your family member interacts with other people, particularly 
authority figures such as doctors. They may need extra emotional 
support when raising concerns about medications during appoint-
ments, or to get a second opinion if a doctor isn’t willing to talk about 
the patient’s concerns.

We’ve looked at the different types of mood states and how they 
can affect relationships, how relationships can affect the success of 
treatment, and the personality traits that are often a part of bipo-
lar. Hopefully, you’ve started having some discussions about what 
bipolar has been like so far and written down the first signs and 
symptoms that your family member shows when a new mood epi-
sode is starting. In chapter 2, we’ll look at how bipolar is diagnosed, 
which professionals can diagnose it, and the different diagnoses on 
the bipolar spectrum.
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CHAPTER 2

Decoding the Diagnosis

Now that you have an idea of what bipolar disorder 
looks and feels like, it’s time to dive into diagnosis. In 
this chapter you’ll learn about the process of diagnosis, 
which professionals can diagnose bipolar disorder, the 
different types of bipolar disorder, the other disorders 
that can look a lot like bipolar (but aren’t), and some 
other disorders that are common in people with bipolar.
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Getting a Diagnosis
A diagnosis is a shorthand description of a problem. It’s not a full 
description of your loved one’s experience, or the family’s. Diagnosis 
does two things for you: It helps your treatment providers identify 
the right treatments, and it (hopefully) gets your insurance to pay 
the bill.

But even though it’s not the be-all and end-all of treatment, 
receiving a diagnosis can feel like everything is changing. You may 
feel like nothing will ever be the same again. Many people also feel 
relieved when they finally get an explanation for the mysterious 
problems affecting their family member. Once there’s a definition, 
there are things you can do about it.

Criteria for a Diagnosis
There are several different types of professionals who can diagnose 
and treat bipolar disorder. The most common are psychologists and 
psychiatrists. Other health-care professionals may also be able to 
diagnose and treat bipolar disorder, but their privileges vary by 
state, country, and insurance, so if you want to see one, you’ll need to 
check who can diagnose, do therapy, or prescribe medication where 
you live.

A psychologist has a doctorate in psychology. In the United 
States, they also need a state license in order to practice and bill 
insurance. A psychologist can diagnose and offer therapy. In a few 
states, psychologists can prescribe psych medications as well.

A psychiatrist is an MD. They are legally qualified to diagnose, 
treat, and prescribe medication. Most psychiatrists don’t offer ther-
apy, although they are legally permitted to if they want to. They also 
haven’t received the extensive training in therapy that a psycholo-
gist has. A psychiatrist is usually your best option for medication.

Another option for medication is a psychiatric nurse practi-
tioner. They have a masters’ degree or doctorate in nursing with a 
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specialty in psychiatry. They can prescribe medication, and some 
also offer therapy.

A therapist with a master’s degree in psychology, counseling  , or 
social work can offer therapy if they have a state license. A thera-
pist with training and experience in mental illness should be able 
to diagnose and treat. You may want to check whether your specific 
insurance limits their privileges.

One thing to be aware of: In many states, the words “therapist” 
and “counselor” are not protected titles. This means that anybody 
can legally use those words to describe themselves, open a prac-
tice, and treat patients (although they cannot take insurance). It’s 
important to avoid people who have not had appropriate training 
and thus do not know the correct protocols for treatment, or what to 
do in an emergency situation, such as when a patient is experiencing 
suicidal ideation.

To protect people from untrained therapists, every state in 
the United States has a licensing board. The licensing board issues 
licenses to therapists who meet the state’s specific educational 
and professional requirements. Licensing boards also list whether 
a therapist has had a valid complaint against them. To find out 
whether a therapist you’re considering is licensed or has ever had 
a valid complaint filed against them, you can search online for the 
name of the state and “licensing board” or “professional regulation.”

When you book an appointment with a new therapist, ask about 
whether they offer a free 15- to 20-minute phone consultation. If 
someone isn’t even willing to take a quick call unless they’re getting 
paid for it, keep looking.

During your free consultation, ask the following questions:

Do you take my insurance?

Do you have training and experience with mental illness?

What services do you provide? (therapy, medication 
prescription, etc.)

What license do you have?
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Make sure to also ask any questions you have about the kind of 
therapy they offer, what their process is for diagnosing , etc.

It’s also fine to look for a therapist of the same gender, race or 
ethnicity, religion, or sexual orientation as the client. Some people 
are more comfortable talking to someone with whom they share 
characteristics like these.

The appointment for diagnosis will take at least a couple of 
hours. There will be a long series of questions about current and past 
symptoms, the individual’s psychological and medical history, drug 
and alcohol use, any past trauma, and the family’s psychological and 
medical history. There may be a test of logical thinking and memory 
called a mental status exam. There may also be multiple-choice or 
true-false psychological tests that help confirm the diagnosis.

The family member with bipolar will need to sign releases of 
information before the diagnosing professional can speak with you, 
and they may also be asked to sign releases for any previous mental 
health professionals.

A release of information is a form that gives a health-care pro-
vider permission to discuss someone’s private health-care concerns 
with others. Due to HIPAA laws, the federal laws protecting private 
health information, it’s illegal for a health-care professional to talk 
to anyone about a patient—even other doctors—without the patient’s 
written consent, except in certain life-threatening emergencies.

An adult with bipolar disorder has a legal right to refuse to sign 
a release of information. Because doctors can violate confidentiality 
in life-threatening emergencies, emergency care can still go forward. 
However, it is a good idea to have a signed release for at least one 
family member, so the doctor’s office can get the family member’s 
information about symptoms and discuss the meaning of side effects 
or test results. If a depressive or manic episode prevents the patient 
from being active in their own care, that release can let a family 
member help manage the situation.
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Check-in

At the appointment, the person with bipolar will need their 
insurance information, debit or credit card (for copays or 
cancellation fees), any medical or psychiatric paperwork that 
might be important, and a reliable ride. If they’re manic, having 
something to do with their hands can help them sit still.

Types of Bipolar Disorder and 
Related Mood Disorders
There are a few different disorders on the bipolar spectrum. In fact, 
it’s often called a spectrum because not everyone fits neatly into a 
specific category.

Bipolar I

	→ The person must have had a manic episode lasting for at least 
a week. They will usually have also experienced depressive 
and/or hypomanic episodes.

	→ Symptoms of the manic episode were severe enough to cause 
serious impairment in social or professional functioning , or 
to make hospitalization necessary.

	→ During the manic episode, they felt euphoric (cheerful), 
expansive (larger than life), or irritable.

	→ They also experienced one of the three following symptoms 
(four if the only mood symptom is irritability): grandiosity, 
decreased need for sleep, feeling more talkative than usual, 
racing thoughts, easily distractible, increased goal-directed 
behavior, and excessive involvement in risky activities  
(impulsivity).

	→ The symptoms aren’t due to a substance use or to another psy-
chiatric or medical disorder.
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Bipolar II

	→ The person must have experienced at least one hypomanic 
episode lasting at least four days, with symptoms present 
most of the day nearly every day. This must alternate with at 
least one episode that meets criteria for a depressive episode.

	→ They also experienced at least four of the following symp-
toms during hypomania (enough to see a distinct difference 
from their usual behavior, but typically not enough to cause a 
serious problem in functioning): grandiosity, decreased need 
for sleep, feeling more talkative than usual, racing thoughts, 
easily distractible, increased goal-directed behavior, and 
excessive involvement in risky activities (impulsivity).

	→ They also experienced at least five of the following symptoms 
during a depressive episode lasting for a two-week period: 
depressed mood (irritability if they are a child or adolescent),  
unexpected weight loss or loss of appetite, insomnia or 
hypersomnia (excessive sleep), movements that are agitated 
or unusually slow, low energy or fatigue, feelings of worthless-
ness or guilt, indecisiveness or difficulty concentrating , lack 
of interest in pleasurable activities or difficulty feeling plea-
sure, and significant or recurrent thoughts of suicide or death.

Cyclothymia

	→ Cyclothymia is a milder, sometimes faster-cycling form of 
bipolar disorder. Its symptoms are similar to bipolar II, but 
they aren’t as severe. People with cyclothymia are often mis-
diagnosed with a depressive disorder, because the hypomanic 
symptoms present in cyclothymia are so mild that they don’t 
look unusual at first.

	→ For at least two years, a person has had symptoms of 
hypomania that aren’t as severe as a hypomanic episode, 
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and symptoms of depression that aren’t as severe as a 
depressive episode.

	→ Some people with cyclothymia have hypomanic and depres-
sive symptoms at the same time.

Rapid Cycling

	→ Rapid cycling is a “specifier” that can be applied to any type 
of bipolar disorder, rather than its own diagnosis. A specifier 
means anything that is different from the usual way that a 
disorder presents in daily life.

	→ Rapid cycling means that a person has experienced four or 
more distinct mood episodes (depressive, manic, and/or 
hypomanic) within the same year.

Schizoaffective Disorder, Bipolar Type

	→ Schizoaffective disorder, bipolar type, is a diagnosis given 
when someone has both bipolar I and schizophrenia at once. 
(There is also a schizoaffective disorder, depressed type, 
which is not part of the bipolar spectrum.)

	→ A person must have experienced at least two of the following 
symptoms: hallucinations (seeing , hearing , touching , tasting ,  
or smelling things that aren’t actually there), delusions 
(thoughts that aren’t real, that are culturally inappropriate 
for that person, and that that person believes despite evi-
dence), disorganized speech (made-up or nonsensical words, 
conversations racing from topic to topic), or disorganized or 
catatonic movements (not moving for long periods of time, 
sitting in strange positions for a long time).
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What does “culturally inappropriate” mean?

Most of us have cultural beliefs that seem strange or even scary to 
others, so delusions have to be diagnosed with a knowledge of the 
patient’s culture. For example, if someone believes they are being 
haunted by a ghost and comes from a family or cultural/religious 
background where believing in ghosts is normal and harmless, it’s 
not a delusion. Conversely, if nobody in their family or religion 
believes in ghosts and the person doesn’t believe in ghosts when 
they’re stable, it could be a delusion.

Major Depressive Disorder

	→ The person must have experienced several of these symptoms: 
depressed mood (irritability if they are a child or adolescent),  
unexpected weight loss or loss of appetite, insomnia or hyper
somnia (excessive sleep), movements that are agitated or 
unusually slow, low energy or fatigue, feelings of worthless-
ness or guilt, indecisiveness or difficulty concentrating , lack 
of interest in pleasurable activities or difficulty feeling plea-
sure, and significant or recurrent thoughts of suicide or death.

	→ A person with major depressive disorder does not experience 
periods of mania or hypomania.
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Mood Guide
Here’s a quick-reference guide to the major moods of bipolar  
disorder:

Mania. A period of high energy, more impulsive behavior than 
usual, unusually high self-esteem or grandiosity, and little to no 
sleep, sometimes with hallucinations or delusions. The mania is 
severe enough to cause problems in daily life.

Hypomania. A period of high energy, more impulsive behavior than 
usual, unusually high self-esteem or grandiosity, and little to no 
sleep. There are few serious problems in daily life and no halluci­
nations or delusions.

Depression. Sad, numb or irritable, changes in sleep and appetite, 
doesn’t feel much pleasure in anything, and may have thoughts of 
death or suicide.

Mixed. Symptoms of both depression and either mania 
or hypomania.

Common Misdiagnoses
There are several reasons why many people with bipolar have 
difficulty getting a correct diagnosis. One of them is that bipolar 
disorder can look similar to a number of other disorders, both psy-
chological and medical. Here are the top disorders that bipolar is 
misdiagnosed as.

Major Depression
Because bipolar disorder includes depressive episodes, it can 
be mistaken for major depressive disorder. This often happens 
when the first diagnosis is made during a depressive episode, 
before a manic or hypomanic episode has occurred. In fact, taking 
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antidepressants will often trigger a person with bipolar’s first manic 
or hypomanic episode.

Anxiety
Bipolar can be misdiagnosed as anxiety because it shares several 
potential symptoms with manic or hypomanic episodes, including 
impulsivity and restlessness. But anxiety is an unpleasant experience, 
while mania and hypomania can feel good. Additionally, anxiety levels 
will vary according to the immediate situation and can change within 
the same day, while bipolar cycles change over weeks or months.

Psychosis
If someone has symptoms of psychosis (hallucinations or delusions) 
as part of a manic episode but shows no other symptoms of schizo-
phrenia, they may be misdiagnosed as having delusional disorder, or 
schizophrenia or schizoaffective disorder.

Borderline Personality Disorder
Borderline personality disorder is a common misdiagnosis for 
people with bipolar, as it also involves extreme mood changes, 
impulsivity, and strong displays of emotion that seem excessive to 
the situation. The two disorders are also often comorbid, meaning 
a patient will have both disorders simultaneously. We’ll cover this 
in-depth on page 29. With borderline personality disorder, however, 
mood changes are sudden, brief, and often stimulated by a feeling of 
abandonment or rejection. Moods can shift within seconds or min-
utes, unlike mood episodes in bipolar disorder.

Other Personality Disorders

People with bipolar disorder might experience symptoms during 
a manic or hypomanic episode that could be misdiagnosed as a 
personality disorder. Common misdiagnoses include narcissism 
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(due to the grandiose thinking and irritable reaction when someone 
tries to slow them down or tell them they can’t do something), histri-
onic (due to the strong need for attention which may present when 
more extroverted people enter a manic state) or antisocial (due to 
impulsiveness and risky behavior).

ADHD
A manic or hypomanic episode can look a lot like attention-deficit/
hyperactivity disorder, particularly in children. This misdiagnosis is 
also common because many people with ADHD become depressed.

It’s also possible for these two disorders to be comorbid. In fact, 
more than 60 percent of people with bipolar disorder have another 
medical or psychiatric diagnosis as well.

Comorbidity
Comorbidity is when someone has two or more disorders at once. 
The term can refer to any combination of two or more disorders— 
two or more medical disorders, two or more psychological disorders, 
or a combination of medical and psychological disorders. It can be 
difficult to figure out a comorbid situation, especially when the two 
disorders share symptoms.

Anxiety
According to one study, 42.7 percent of people who have bipolar will 
also have an anxiety disorder at some point, such as panic disorder 
(frequent, unexplained panic attacks), generalized anxiety disorder 
(anxiety about many different things), social anxiety disorder, pho-
bias, or obsessive-compulsive disorder.
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ADHD
There are no reliable statistics on the comorbidity between bipolar 
disorder and ADHD in children and adolescents. These statistics 
are complicated because there are three specific types of ADHD 
(hyperactive type, inattentive type, and combined) and several 
different types of bipolar disorder. But it is believed to be a fairly 
common comorbidity.

Both bipolar disorder and ADHD involve high energy, impulsiv-
ity, and irritability when others try to slow down the person’s plans, 
so it can be difficult to discern the simultaneous presence of bipolar 
disorder and ADHD. Euphoria, decreased need for sleep, and racing 
thoughts are more commonly found in bipolar disorder, and can be a 
clue that both disorders are present. By late childhood, bedwetting , 
night terrors, and depression can be a sign that bipolar is present in 
children. Adults who only have ADHD symptoms will be stable over 
time, while adults with bipolar disorder will have symptoms that 
show cycles. Adults who only have ADHD may experience depres-
sion but not mania, hypomania, or hallucinations.

Personality Disorders
A personality disorder is when someone’s personality traits are 
taken to such an extreme that their behavior becomes dangerous 
and self-sabotaging , and they experience difficulty developing and 
maintaining healthy relationships. Personality is partly genetic 
and partly due to life experience. You inherit a certain trait, but life 
experiences such as culture, family, and reactions to that trait can 
shape how strong it becomes.

When bipolar disorder is comorbid with a personality disorder, 
coping can be more difficult. Personality disorders are associated 
with longer mood episodes, shorter periods of feeling happy during 
mania or hypomania, earlier age of onset, and comorbid substance 
abuse. In general, the impulsivity of mania or hypomania can exag-
gerate the symptoms of the personality disorder.
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There are 10 personality types/disorders. Because a personality 
disorder is just a more extreme version of a healthy personality type, 
you may recognize yourself or your loved one with bipolar in some 
of these descriptions. But don’t worry about it unless it’s causing 
serious problems in work, school, relationships, or another import-
ant area of life—those are the signs that traits are true symptoms of 
a personality disorder.

The ones most commonly comorbid with bipolar disorder are:

Borderline (comorbidity >20%). The symptoms of borderline 
personality disorder include unstable and unpredictable emo-
tions, unstable relationships, impulsivity, and overly intense, 
tumultuous relationships with others (over-identifying with 
others to the point of imitating them, and impulsively rejecting 
them). Self-harm is common.

Antisocial (comorbidity ~21%). People with antisocial personal-
ity disorder can be charming , manipulative, fearless, show little 
respect for rules or laws, and experience little to no empathy.

Histrionic (comorbidity 5%). Someone with histrionic person-
ality disorder struggles with not being the center of attention. 
Their words, actions, and style of dress often seem unusually 
flirtatious to others. They may not care if the attention they get 
is positive or negative.

Narcissistic (comorbidity 8%). A narcissist needs to feel that 
they are the best person in the room. An extreme narcissist 
doesn’t feel the need to earn any recognition in order to be 
treated as such, while a more moderate one will work hard, but 
feel anger if they aren’t given the privilege that they expect.

Substance Abuse
Bipolar disorder is four times as common among people with 
alcohol use disorder and around five times as common among 
people with other substance use disorders than it is in the general 



32 UNDERSTANDING BIPOLAR DISORDER

population. Substance use of any kind predicts a more difficult 
and less successful course of treatment for bipolar disorder. Intox-
ication and withdrawal from different drugs can look a lot like the 
symptoms of a mood episode. Cocaine intoxication, for example, can 
mimic mania or hypomania; depression is a frequent symptom of 
cocaine withdrawal.

Drug use can make it difficult or impossible to figure out which 
symptoms are related to bipolar and which are related to substance 
abuse. People with alcohol or substance use disorders should 
have no drugs in their body at the time of their clinical interview 
for diagnosis.

Trauma
People with bipolar I report trauma more often than people with 
other types of bipolar. But people with bipolar I and bipolar II 
experience trauma symptoms in very similar ways. In both, child-
hood trauma predicts earlier onset of bipolar disorder, more severe 
mood episodes, and greater likelihood of substance abuse and 
suicide attempts.

If someone with bipolar has had a trauma in their past, or expe-
riences a trauma during the course of their treatment, treatment 
providers need to know. That way, they can treat patients for trauma 
as well and help manage the added risk.

Epilepsy
Epilepsy is present among 3.33 percent of people with bipolar, 
which is more than twice its rate in the general population. Both 
illnesses share some features, such as occurring in episodes, rather 
than having steady and unchanging symptoms. In some forms of 
epilepsy, seizures can cause temporary changes in mood and behav-
ior or even cause hallucinations and delusions. This is sometimes 
misdiagnosed as bipolar disorder, schizophrenia, or schizoaffective. 
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Anticonvulsants (medications used to control seizures) are used to 
manage bipolar for many patients who do not have epilepsy.

A Note About the DSM-5
The Diagnostic and Statistical Manual of Mental Disorders, 5th 
edition (DSM-5), a book published by the American Psychiatric 
Association, contains information about every mental disorder 
acknowledged by modern science. It has the checklist of symptoms 
for each disorder, detailed information about the main features  
of the disorder (and other similar disorders), and relevant gender, 
sexual, and cultural information. The DSM-5 is used mainly in the 
United States to diagnose disorders. There have been some concerns 
about whether the diagnoses presented in the book are influenced 
by financial or other political concerns.

Outside the United States, mental health diagnosis is done 
using the International Classification of Diseases, 10th revision 
(ICD-10). In the ICD-10, bipolar disorder is called “bipolar affective 
disorder.” In both the DSM-V and the ICD-10, each disorder has a 
letter-number code for professionals to use on insurance forms and 
other official paperwork. In the United States, insurance companies 
generally use ICD-10 codes. The code F31.0, for example, means 
“Bipolar Affective Disorder, current episode hypomanic.”

Happiness and Quality of Life
Bipolar disorder doesn’t mean that your family’s chances of happi-
ness are over. There are challenging times ahead, but many people 
with bipolar disorder have full-time jobs, enjoy satisfying relation-
ships and hobbies, take vacations, and otherwise lead lives that look 
very similar to those lived by people without bipolar disorder. It’s 
true that some people with bipolar will always need care, but that 
still doesn’t mean a life without work, friendships, or relationships.

While your family is finding the treatment combination 
that will stabilize moods, you might have to be flexible with your 
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standards and ideas about what constitutes a good life. The better 
and more thoroughly communicated your treatment is, the more 
useful the treatment plan will be. This helps everyone have a better 
quality of life.

Do This Together
Put together a treatment team. The team will need to include at 
least a prescriber for medication and a therapist experienced with 
mental illness.
While you’re researching:
	▸ When you find a professional whom you think might work well, 

look them up on your state’s licensing board website to see 
if they have a valid license and a clean disciplinary record. 
Check out their website or social media for more information 
about them.

	▸ Plan out the initial email or call, including any questions you 
and your loved one have about their experience, education, or 
approach to treatment.

	▸ Check with your insurance to see if the provider and their ser­
vices are covered.

	▸ If there is a choice of providers in your area, think about the 
options. For example, is your loved one more comfortable with 
a certain sex/gender, race, religion, or other demographic?

Before the first appointment:
	▸ Read the chapters on therapy and medication (pages 69 to 95).
	▸ Make sure that your family member has a ride, identification, 

their insurance information, a debit or credit card for copays, 
and a list of any questions they still want to ask.

	▸ If it will make it easier to remember everything, write out a psy­
chological history and medical history for your family member as 
well as for their parents and siblings.
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	▸ Be honest with the provider, and urge your family member to do 
the same. You never know what detail could result in a misdiag­
nosis or the wrong treatment. Emphasize that you know it will 
be hard being that honest with a stranger, but it will pay off in 
better treatment.

After the appointment:
	▸ Talk about how comfortable your loved one felt with this provider.

What If the Diagnosis 
Doesn’t Feel Accurate?
There are a few reasons a diagnosis may feel wrong. The primary 
reasons are genuine misdiagnosis and resistance. Resistance is when 
someone in the family is still resistant to the idea of bipolar disorder 
or of mental health treatment in general.

If you’re worried about misdiagnosis, take a minute to think 
about the following questions:

	→ Do you have specific reasons for doubting the diagnosis? Or is 
it more of an emotional reaction?

	→ How honest was everyone involved with the professional 
making the diagnosis?

	→ Did everyone feel listened to by that provider?
	→ Did the provider ignore an important piece of information?

Misdiagnoses happens fairly often, so it’s always fair to get a 
second opinion. Because you’ll probably need both a prescriber and 
a therapist, you already have two opinions. If they agree, it may be 
a good idea to try their recommendations.

If you’re worried about misdiagnosis, write out your reasons for 
thinking so and how you want to address these concerns. If you’re 
having a strong emotional reaction and you can’t understand why, 
you might be feeling some resistance—especially if your family 
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member has received a second opinion and the two professional 
opinions agree. Grief and anger are normal parts of diagnosis.

Your feelings are valid. You shouldn’t let them interfere with 
treatment, however. You might need to join an online or in-person 
support group, begin journaling , spend some time with family or 
friends to talk about your feelings, or possibly get a therapist of 
your own. Be assured that, with time and the right psychiatric care, 
your family can still have good times and good relationships ahead 
of them.

Now that we’ve talked about diagnosis, let’s talk about what 
current science says about the causes of bipolar and how it can look 
different among people of particular sexes, genders, ages, and racial 
or ethnic groups.
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CHAPTER 3

The Science behind 
Bipolar Disorder

Now that you have an understanding of what bipolar 
looks like and how it’s diagnosed, it’s time to take a look 
at what causes people to develop the disorder. Although 
bipolar is largely genetic in nature, there are other fac-
tors, including gender, that play a role.

We’ll also examine the factors that influence the 
timing of a first mood episode and how stress, sub-
stance abuse, trauma, sleep patterns, and relationships 
can impact the intensity of bipolar symptoms. Finally, 
we’ll discuss the unique needs of children and older 
adults with bipolar disorder.
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What Causes Bipolar Disorder?
Bipolar disorder is linked to a combination of factors, including 
genetics and other biological vulnerabilities. Though life events don’t 
“cause” anyone to develop bipolar disorder, they can shape how and 
when bipolar affects someone.

Family and Genetics
Genetic inheritance—having a family member who also has bipolar 
disorder—is thought to be a primary reason why people develop 
bipolar disorder. Genetic causes account for between 70 percent 
and 90 percent of bipolar cases.

But even when someone has a genetic vulnerability to bipolar, 
developing the disorder is a process—life events change the brain, 
which eventually leads to a mood episode. Stress and trauma, for 
example, can change the way that the brain responds to stress. Even 
one trauma or multiple smaller stressors can cause the parts of the 
brain that manage fight or flight to treat every small problem like a 
major emergency, resulting in emotional overreaction to problems 
that seem minor to everyone else.

People with bipolar disorder may also experience disruption 
of the reward centers in the brain; these reward centers release 
chemicals that make us feel “good” in response to certain stimuli. 
This disruption may influence the lack of pleasure felt in depression 
or the highs of mania.

People with bipolar also generally experience a disruption of the 
social and circadian rhythms in the brain, meaning that they have 
difficulty adjusting to the rhythms of normal daily life, including 
sleep. Other current research indicates that immune dysfunction, 
inflammation, and oxidative stress may also influence whether 
certain people develop bipolar disorder, or how they experience it. 
However, there is not yet enough information on this theory to 
draw any definitive conclusions.
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Problems during birth may also affect the course of bipolar 
disorder. People who are born by planned Caesarean section with 
the use of oxytocin to induce birth have 2.5 times the rate of bipolar 
disorder than the general population.

Environment
As we discussed in chapter 2, social environments shape the way 
that bipolar disorder shows up in an individual’s life. High expressed 
emotion in the family, including criticism or judgment from family 
members, can increase the likelihood of suicidal thoughts and hos-
pitalization. Lower expressed emotion can reduce the severity of 
mania and depression.

Stress
People with bipolar disorder can be more sensitive to stressful 
events than people with no mental illness. They also typically report 
greater life stress right before a mood episode. They may lose sleep 
or overreact to small stressors. People at the beginning of a depres-
sive episode often withdraw from others or get more irritable, while 
people heading into a manic or hypomanic state start to sleep less or 
take bigger risks. It’s debatable whether the stress causes the shift 
in mood or the shift in mood increases sensitivity to stress, and the 
answer may vary by individual.

Trauma
Early childhood trauma, including emotional neglect, is more 
common among adults with bipolar disorder than in the general 
population. People with a history of childhood trauma tend to 
experience their first mood episode at an earlier age. Childhood 
trauma can also predict the severity of someone’s bipolar disorder 
as an adult.
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Traumatic events in adulthood can affect your family member’s 
experience of bipolar disorder, too. PTSD is a psychological disorder 
that develops after someone has experienced an intense trauma. 
Most people who experience PTSD have been sexually assaulted, 
exposed to dangerous events that risked their life or someone 
else’s, or witnessed any of the aforementioned events. Complex 
PTSD (C-PTSD) is a type of PTSD that occurs not in reaction to one 
specific traumatic event, but rather due to ongoing exposure to trau-
matic events. Someone who experienced childhood abuse or who 
works as an emergency first responder might experience C-PTSD.

People with bipolar disorder can also be more vulnerable to 
trauma. This is due to two reasons: mental health stigma and the way 
that bipolar symptoms can impact decision-making ability.

Mental health stigma means that people are less likely to believe 
someone with a mental illness if they report abuse or harm. Some 
predators will target people with mental illnesses because of this. 
This is another reason why emotional support for people with 
mental illness can be lifesaving.

Some symptoms can also lead people with bipolar into dan-
gerous situations they’d normally avoid. For example, someone 
experiencing mania might begin using drugs and alcohol in impul-
sive ways, become sexually compulsive (hypersexuality), drive 
recklessly, play dangerous sports without any safety precautions, 
or go out alone at night—all ways that real people get hurt during 
mania. These situations can lead to trauma for both the person with 
bipolar and family members who feel unable to help.

If your family member has PTSD, make sure that their therapist 
knows, so they can incorporate that knowledge into their treatment.

Drug and Alcohol Abuse
It’s common for people with bipolar disorder to develop substance 
abuse issues. Some people use substances to cope with symptoms, 
like using alcohol or marijuana to take the edge off a manic episode 
or blunt the emotions of a depressive episode, or using stimulants 
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to keep going during depression. They might also be coping with the 
anxiety and stigma that come with knowing that they have a chronic 
mental illness. Men are more likely to cope using drugs or alcohol 
than women. The number of manic episodes someone has had, as 
well as their previous history of suicidal thoughts, are also predic-
tors of developing substance abuse.

The relationship between substance abuse and bipolar disorder 
is complex. Cannabis use, for example, is associated with an earlier 
age at the onset of symptoms. This doesn’t mean that marijuana 
causes bipolar disorder, however. It might mean that it could cause 
it to show up earlier, or that someone was already feeling the mood 
symptoms and using cannabis to cope before realizing they had 
bipolar disorder.

For people who had a substance abuse problem before their 
diagnosis, substance abuse can affect onset, severity, or stimulate a 
change of mood episode. Substance use may also mask symptoms 
as well as mimic them, delaying (potentially by years) an accurate 
diagnosis that would lead to effective treatment.

Sleep
Bipolar disorder disrupts the circadian rhythms that govern sleep. 
This can lead to delayed sleep or insomnia and influence the severity 
of depressive episodes as well as the likelihood of suicidal thoughts 
or attempts.

Sunlight
The amount of sunlight in a particular climate influences the cir-
cadian rhythms in the brain. Exposure to more sunlight during 
childhood can lead to an earlier age of onset, especially in people 
with a family history of bipolar. That doesn’t mean that sunlight 
causes bipolar. Rather, it means that significant exposure to sunlight 
can cause onset to happen earlier in life for someone who is already 
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genetically predisposed to the disorder. People living in tropical 
climates also report fewer depressive episodes.

When Do Symptoms Start?
We’ve already looked at some factors that influence age of onset, 
such as trauma, substance use, and even sunlight. Geography has 
a strong influence as well. Differences in age of onset are found all 
over the world. For bipolar I, the age of onset in the United States 
is roughly three to five years earlier than in Europe, although the 
actual symptoms are the same. The average age of the first mood 
episode worldwide is 14 to 24, with 15 to 19 being more common in 
the United States. Cultural differences in risk factors could contrib-
ute to this difference. The United States and Brazil tend to be much 
higher in expressed emotion than many other areas, which may con-
tribute. Bipolar disorder has been diagnosed in children as young as 
five or six, and around 90 percent of cases are diagnosed by age 50.

Bipolar Disorder in Women
Claire had her first manic episode at age 15. Her grandiosity and 
impulsivity were seen by her parents and teachers as discipline 
issues. While many people in her life viewed her as “messed up,” she 
didn’t get a diagnosis until after hearing a description of bipolar dis-
order on a news program as an adult. With medications and therapy, 
she stabilized, but a planned pregnancy years later resulted in dra-
matic mood shifts. The pregnancy changed the way her medications 
worked in her body, and she was unable to fully restabilize until 
after the postnatal period was over. During menopause, her moods 
became less stable and she had another round of medication adjust-
ments. As she aged, she found that she had more cognitive decline 
and required more assistance with daily tasks than other physically 
healthy people her age. Her doctor referred her for dementia tests 
every couple of years, recognizing her added risk.
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Across sex and gender, people are less likely to seek care for 
psychological problems than physical problems. But when it comes 
to bipolar disorder, there are a few symptom differences between 
the sexes: 75 percent of adults with rapid-cycling bipolar disorder 
are women, and women have slightly more depressive episodes 
than men. Thyroid problems are more common in women than in 
men and more common in people with bipolar disorder than in the 
general population. Many women with bipolar disorder also report 
unexplained pelvic pain. Pelvic pain is also more common in women 
with histories of sexual trauma, which may explain the connection.

One possible reason why women are more likely to experience 
rapid-cycling bipolar is that women have more depressive episodes, 
and they are therefore more likely to be prescribed antidepressants. 
Antidepressants can trigger the shift to a manic episode, which could 
lead to the start of a faster cycle between depression and mania.

Hormone Fluctuations
Many women report symptom changes based on menstrual cycle, 
pregnancy, the postpartum period, and perimenopause. It can be 
difficult to tell hormonal changes from a change in mood episode. If 
someone is feeling the first signs of a depressive episode but attri-
butes it to perimenopause or PMS, she may not tell her psychiatrist, 
as women’s mood episodes are often dismissed as “hormones.” 
Providers will need to help women identify these patterns and use 
additional coping skills when necessary.

Pregnancy and Postpartum
Pregnancy and pregnancy loss also affect how symptoms present 
and how medications work. The prescriber and therapist should be 
part of the pregnancy team so they can adjust medication and help 
make life adjustments as emotions, energy levels, and general feel-
ings of wellness fluctuate.
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Bipolar in Men
Chris took time off from college to go to inpatient treatment for sub-
stance abuse. Among his friends, casual substance use was common. 
But for him, substances also helped disguise mood swings. During 
treatment, it became clear that he was actually in the middle of a 
manic episode that had been disguised by his use of stimulants.

Even with medications, Chris’s bipolar disorder was difficult 
to stabilize—he kept an irregular sleep schedule, and his social life 
meant he was unable to avoid having drugs and alcohol in his envi-
ronment. Quitting substances would have meant losing a lot of 
his college friends. He didn’t stabilize until after he graduated and 
started a full-time job.

Men are less likely than women to be rapid-cycling , and they 
have fewer depressive episodes. Because it’s more culturally accept-
able for men to take risks, use alcohol and other drugs to excess, and 
have symptoms of hypersexuality, it can delay the recognition of a 
manic or hypomanic episode. For some, stabilizing requires them to 
give up habits that are shared by many of their friends.

There are also still gender biases in treatment. Even when diag-
nosed correctly as having bipolar disorder, women are more likely 
to be treated with medications for anxiety or depression, while men 
are more likely to receive mood stabilizers such as lithium, the drugs 
usually used for bipolar disorder. Men are less likely than women 
to be given electroconvulsive shock therapy and less likely to be 
offered therapy.

Bipolar Children and Teens
Children are more likely to have rapid-cycling bipolar disorder. 
They also experience extreme irritability as a symptom more often 
than adults. As they grow from adolescence into adulthood, they’ll 
usually cycle less rapidly and have a more typical adult pattern of 
mania, hypomania, or depression.
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Medication decisions will be different for children. Some 
studies have shown that anticonvulsants (seizure medications) are 
more effective in children than mood stabilizers, the typical bipolar 
treatment. But that decision should be made on an individual basis 
by a child psychiatrist. Many psych medications were developed 
for adult bodies and there is far less research on how they work in 
children and teenagers.

Diagnosing children can also be difficult because there are a few 
similar disorders. ADHD, oppositional defiant disorder, disruptive 
mood dysregulation disorder and childhood depression and anxiety 
can all mimic bipolar disorder in children.

Children with bipolar disorder can appear similar to children 
with ADHD because the limited concentration and high energy 
of ADHD seem like the symptoms of mania. Both conditions can 
make children irritable because their energy levels are out of their 
control. To tell the difference, look for specific mood states in which 
they appear hypomanic or manic for several weeks or months, as 
opposed to the more consistent patterns of ADHD.

Oppositional defiant disorder (ODD) is a behavior disorder of 
rule-breaking , irritability, and disrespect toward authority. It can 
look like either depression or mania, depending on the energy levels, 
but doesn’t typically involve major changes to sleep or extremely 
high energy. In addition, ODD is usually brought on by family trou-
bles or school problems such as bullying. With ODD, moods will 
usually last for minutes, hours, or weeks and be reactions to specific 
problems or irritants.

Disruptive mood dysregulation disorder (DMDD) is a disorder 
of temper tantrums. The child or teenager will overreact to frus-
tration or not getting their own way. Although it’s not easy to treat, 
DMDD will often respond well to parents taking a class in effective 
discipline. Another effective DMDD treatment is for the child or the 
entire family to go to therapy to improve the home environment and 
teach the child coping skills.

ADHD, ODD, and DMDD can all be comorbid with bipolar. The 
best thing to do is to accurately describe the child’s moods, energy 



48 UNDERSTANDING BIPOLAR DISORDER

levels, and behavior to a good child psychiatrist or psychologist. 
Helping the child will also likely require change in other members 
of the family. Sometimes the only way to figure out the real diagnosis 
is for the prescriber to experiment with medications and find out 
what works.

Bipolar in Older Adults
If early care for bipolar disorder has gone well, the family has been 
able to relax for many years and the family member with bipolar 
has gotten to experience a satisfying adult life. But eventually, as 
that person’s working years end and other health problems start to 
need attention, it will be time for the family to step up again and look 
at how they’ll ensure safety and care for their family member with 
bipolar as they age.

Older adults have more problems with medication adherence. 
Some of it may be forgetfulness due to cognitive decline. Some may 
be hoping to do without medication if they’ve been stable for a long 
time. Because bipolar disorder doesn’t really go away with age, this is 
a risky move and should only be done with the advice and assistance 
of the prescriber.

Mood states may change. Rates of comorbid anxiety disorders 
go down with age, so anxiety can be less of a problem. Some studies 
report a decrease in depression. Medications for bipolar appear to 
continue to work well for seniors but do have cognitive risks.

People with bipolar are more vulnerable to cognitive problems 
as they age. These include memory, executive functioning (planning 
and organization), processing speed (how fast they think), and atten-
tion. The parts of the brain responsible for these activities become 
smaller and less dense with age (fewer neurons). Early evidence 
suggests that this may be a long-term side effect of medication and/
or metabolic syndrome (increased blood pressure, blood sugar, and 
weight gain).

As people age and begin to see multiple doctors who prescribe 
them medications for multiple conditions, there’s a greater risk of 
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accidental overdose or interaction effects (an individual medication 
that may be safe on its own, but becomes dangerous when combined 
with another medication). Every doctor should be aware of every 
medication the person with bipolar is taking , including over-the-
counter medications, vitamins, or supplements.

Quality of life directly influences mood episodes. An active 
social and romantic life, interests, hobbies, and safe and happy living 
arrangements can have a measurable effect on how many mood epi-
sodes someone will have, which will then further affect their quality 
of life.

Hopefully, middle life will have offered a period of stability that 
gave caregivers some time with minimal responsibilities. But sooner 
or later, planning for late life will have to happen. Family members 
will need to plan living arrangements for the person with bipolar 
disorder as they age. In chapter 4, we’ll start talking about group 
homes for people with mental illness.

Bipolar in LGBTQ+ Persons and BIPOC
Sara, a young Asian woman, was diagnosed with bipolar disorder. 
She felt that she had to keep it secret, because being open about it 
would embarrass her family and harm her reputation. The stress 
of trying to hide her mood episodes and appear “normal” caused 
comorbid anxiety.

Jeffrey, a young trans man, had been rejected by his family and 
became homeless. This made it nearly impossible to have stable 
sleeping and eating patterns and to access the care he needed. He 
had no real safety net. In addition, people used his bipolar disor-
der as an excuse to disrespect his trans identity, falsely claiming 
that it’s a symptom. His experiences on the streets left him with 
comorbid PTSD.

Sean, a young black man with bipolar disorder, worked hard to 
appear “safe” to others, knowing that if he allowed any irritation 
or anger to show, many people would react to him as the stereo-
typical “angry black male.” Because irritability is a more common 
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symptom of depression in men, and Sean’s impulsive behavior 
during mania would also be viewed through a racial lens, he carried 
a lot of guilt, anger, and self-blame about the social consequences of 
his symptoms.

Mental health disorders are already stigmatized. People with 
bipolar disorder need to be allowed to communicate openly about 
their disorder so that they can learn about their own patterns and 
let treatment providers know what they need. Some people work 
best with a therapist who shares their own background, or at least a 
therapist who is culturally sensitive enough to be able to talk about 
the interactions of race, sex, gender, and mental health.

Fear of stigma can prevent someone from getting treatment. 
Family members can help by being supportive of medication and 
therapy and helping find quality providers. People usually become 
more involved in and receptive to treatment if they have a good con-
nection with their therapist or prescriber. The only exception to this 
is educational stigma, where a client with less education may not be 
as engaged in treatment as someone with more education. People in 
this position may need extra emotional support. Treatment pro-
viders need to be clear that all people are welcome in their practice, 
and they must make certain to explain things in a way that clients 
can understand.

Now, it’s time to get into the details of helping family members 
become part of a treatment team.







53

PART II

Beginning to Thrive: 
Treating Bipolar 

Disorder Together
Every family member will have intense thoughts and 
emotions about learning to live with bipolar disorder, 
and everyone will be affected in some way. Most of all, 
everyone will need places and times when they can be 
authentic about their feelings, both negative and pos-
itive. There will be loss (at least for a while) and there 
will be hope and change and discouragement and 
progress. Everyone will need a support system that 
meets their emotional and practical needs. In chapter 4, 
we’ll work on bringing the family together as a team 
that can get the job done and support one another. In 
chapter 5, you’ll learn about the different types of ther-
apy that can help people with bipolar and support the 
family. In chapter 6, you’ll learn about medications for 
bipolar disorder.
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CHAPTER 4

Dealing with a 
Diagnosis as a Family

Diagnosis can bring relief because it defines the prob-
lem. It can also bring anger, grief, resistance, self-blame, 
and conflicts regarding how problems should be han-
dled. The family member with bipolar needs help, but 
each member of the family has important needs of 
their own as well. In this chapter, we will look at the 
emotional impact of a diagnosis and getting everyone 
the support they need.
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The Emotional Impact of a Diagnosis
Tom showed signs of impulsiveness and mood changes. He was 
easily angered at times and wildly enthusiastic at others. He had 
been diagnosed with borderline personality disorder, but his new 
therapist felt that the mood changes weren’t due to abandonment 
issues and didn’t occur as quickly as is common in borderline. When 
Tom was referred for medication, the psychiatrist agreed that he 
could have a rapid-cycling bipolar disorder and put him on mood 
stabilizers, which started the process of stabilizing.

Treena had symptoms that caused her family anxiety, anger, and 
sometimes public embarrassment. When she received her bipolar 
diagnosis, it was straightforward, and she felt relieved. She took 
medication and attended therapy. Her family was still emotionally 
chaotic and she frequently went to stay with friends for a few days. 
Her family had to consult a therapist, as well as their family spiritual 
advisor, to help them express their anger and guilt before they could 
fully support her recovery.

As we learned, the diagnostic process is very in-depth. Over the 
course of the diagnostic appointment, the diagnostician (person 
who diagnoses) will ask your family member a lot of very personal 
questions. It’s strange and uncomfortable to tell such personal 
information to a total stranger, but a diagnosis is only as good as 
the information it’s based on. If your loved one decides not to share 
some information, they could end up with the wrong diagnosis, and 
thus with the wrong medications or therapy. Initial misdiagnosis is 
common, so encourage your family member to help the practitioner 
by openly and honestly sharing the information they ask for. If they 
don’t feel comfortable with that practitioner, it is fine to find some-
one different to work with.

The diagnostician may also ask to speak to a family member or 
two. Family members can decide to be present for diagnosis, too, 
though if the person being diagnosed is an adult, they have the right 
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to decide who can be present. If the person being diagnosed is under-
age or has a legal guardian, it’s still a good idea to get their agreement 
to having a family member present, so everyone feels comfortable. 
Accuracy is crucial, and emotional comfort is crucial to accuracy.

After the Diagnosis
Receiving an official diagnosis can create a lot of feelings. First, the 
positives: a lot of people feel hope and relief. Once you know what 
the problem is, a solution becomes possible. It may have previously 
felt like life would always be chaotic and difficult, but now you know 
that there is a path forward. Having a diagnosis can also be comfort-
ing because there is less uncertainty about what’s wrong. Because 
bipolar is strongly biological, diagnosis can be a relief because you 
know that the problem isn’t anyone’s fault.

It’s also perfectly normal to have a lot of painful feelings. You 
might feel angry that you lived with chaos and uncertainty for such 
a long time. You might find yourself grieving things that you’ve lost 
in the past, like family events that went badly, or time your loved 
one spent in hospitals or jails that should have been spent at work, 
school, and with family. You might fear stigma or be afraid that the 
bipolar disorder may never truly stabilize. As you know, most people 
will eventually have long periods of stability, but there’s no cure for 
bipolar disorder.

Sometimes the person with bipolar has hurt other family mem-
bers with their behavior, and that must be addressed. Depression or 
mania can cause people to say terrible things and to do things that 
leave the family in a constant state of anxiety. There might be prac-
tical consequences, too, like court dates or a lot of debt. Some family 
members may have had problems at work or school resulting from 
actions of the person with bipolar disorder.

Someone with a mental illness is not completely to blame for 
their behavior, but they are responsible for doing their best to get 
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better (and most want to). During mania in particular, the parts of 
the brain that manage impulse control are not working. The bipo-
lar family member has little to no control at that point. At the same 
time, family members will have experienced genuine loss because 
of bipolar disorder, and they deserve to have that acknowledged. 
It’s healthy for both the person with bipolar and their family to 
acknowledge their desire to blame themselves and one another 
and do their best to cope with it.

It’s helpful to shift your anger and blame onto bipolar disor-
der itself instead of the person with bipolar. The family can work 
together against the enemy of illness. In the future, one of you may 
even decide to write a book or blog about your family’s “origin story.” 
It can be a therapeutic way of expressing your feelings or letting go 
of a grudge. It can also be an act of service to help other people with 
mental illness or their families.

If family members aren’t ready to be emotionally honest with 
one another, individual or family therapy can help. Now that you 
have the diagnosis, it’s time to look at treatment options, get on the 
same page, and come up with a plan—but you have to do it together.

Accepting the Diagnosis
What if someone in the family isn’t ready to accept the diagnosis? 
First, try to figure out why. The problem could be emotional or 
cultural, or there could be genuine questions about whether the 
diagnosis is correct. Sometimes it’s a combination of those factors.

If you feel the need to argue with the diagnosis, ask yourself why. 
Start with “It can’t be bipolar, because 	       ” and let the sentence 
end however you want it to end.

If you’re experiencing emotional denial, the sentence will reflect 
anger, fear, embarrassment, or some other strong emotion. You might 
be angry at fate, the person with the diagnosis, or the professional 
who diagnosed your family member. You might not want it to be 
bipolar because you’re afraid. If someone’s actions during a mood 
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episode have harmed you, it might feel like they’re getting a “get out 
of jail free” card to deny responsibility.

You may also be very uncomfortable with the idea of a mental 
illness for cultural reasons, such as shame or stigma. You might also 
have spiritual or religious objections to the idea of a mental health 
disorder. It might help to remember that this is a biological disorder 
that, like a lot of biological disorders, is stress-influenced. It might 
also help to seek out community or spiritual leaders who are famil-
iar with mental illness to see how you might balance your beliefs 
with the possibility that treatment can offer a better future.

But misdiagnosis does happen. So if you have specific concerns 
regarding the diagnosis, they’re worth exploring. What symptoms 
have you seen that don’t fit the description of bipolar disorder? 
What symptoms of bipolar aren’t present in your family member? 
If you can list logical objections, it might be worth meeting with the 
person who gave the initial diagnosis or getting a second opinion.

Check-in

Use these prompts to help you get in touch with your feelings 
about diagnosis:

1.	 The emotion I’m feeling is �  .

2.	 Why do you feel this?

“I’m feeling anger because she said terrible things to me and 
everybody’s acting like that’s okay because it’s an ‘illness.’”

“I feel hopeful because my child might finally get better and 
guilty that I’m exhausted from taking care of him. I feel like 
I shouldn’t be angry at him for behavior that’s caused by 
an illness.”
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Hospitalization
Kerry, a young woman in her 20s, was taken to the emergency room 
by her mother. Her mother was afraid because Kerry was staying up 
all night, using much more alcohol than usual to try to slow down, 
and displaying other signs of a manic episode. During past episodes, 
she had gotten into a car accident due to reckless driving. At the ER, 
Kerry was given a sedative, but it didn’t touch her energy levels. She 
had a hard time sitting still and controlling her desire to play with 
the machines around her. After midnight, she was finally admitted 
to the psychiatric unit and given a dose of lithium to begin bringing 
down the mania. Still, it would be three days before Kerry slept, 
despite taking tranquillizers every night.

The thought of a psychiatric unit is scary, for valid reasons. The 
most important thing to remember about hospitalization is that we 
hospitalize someone only when it’s necessary to keep them alive or 
safe. The words to know are “harm to self or others.” Is your loved 
one currently a physical safety risk to themselves? Are they display-
ing suicidal behavior, risking their life with impulsive adventures, 
or starting fights? Are they a physical danger to others? If you can 
answer these questions with a “yes,” then getting them to the emer-
gency room is a good choice.

If your family member requires hospitalization, you may be feel-
ing anger, fear, or guilt. For the moment, try to focus on what needs to 
be done.

If your loved one is willing to go to the hospital, driving them 
there is a good idea if your insurance doesn’t cover an ambulance. 
If you have to hospitalize them involuntarily, calling the ambulance 
is generally better than calling the police. Paramedics usually have 
better training in mental health than police officers. If someone 
is violent, of course, you may feel you have no option but to call 
the police.

Whoever accompanies the bipolar family member to the 
emergency room may have a long , frustrating wait ahead of them. 
Because patients are treated in order of severity, rather than the 
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order they arrived in, it can take a long time to get care. People with 
life-threatening injuries or illnesses are typically seen ahead of 
people with non-life-threatening conditions, so bring things to keep 
you both occupied. Don’t forget their ID, insurance information, and 
a list of their current medications (psychiatric and medical), includ-
ing any vitamins and other supplements. Make sure that when 
they’re admitted, your loved one signs a release of information for at 
least one family member so that person can communicate with staff.

If your family member is admitted, make sure you plan a way to 
relax and treat yourself with self-care as soon as possible afterward. 
Don’t feel guilty if you feel some relief that your part is over for now. 
You helped them get care from medical professionals, which is noth-
ing to be ashamed of.

A psychiatric unit will manage any risks and prescribe medi-
cation. There are also therapy groups, but hospitalization is mainly 
about safety and stability. If you look at it that way, it can help you 
have realistic expectations.

Psychiatric hospitals can be scary, especially if it’s someone’s 
first time. Other patients’ behavior can be frightening or hard to 
understand. The safety rules on a psychiatric unit are stricter than 
in other areas of medical care, so it’s easy to feel trapped. Hospi-
tals usually have rules about what objects patients are allowed 
to have, so ask before you bring photos, stuffed animals, or other 
family mementos.

Your loved one will receive a medication evaluation. If a family 
member wants to be included, make sure it’s covered in the release 
of information, and that you leave a message for the psychiatrist 
letting them know to include you.

Some psychiatric units are safer and give better quality care 
than others. If you have a choice of hospital, check out their local 
reputation with your psychiatrist, therapist, or online. It’s best to do 
this before an emergency happens, so that you’re making those deci-
sions with a calm mind and not when you’re worried and in a hurry.

You can ensure the best quality of care for your family member 
by calling often, having a release of information to talk to staff, and 
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visiting regularly. Make sure you know the visiting hours for the 
psychiatric unit. They are usually different from those of other units 
because of therapy group scheduling.

A patient has a legal right to communicate with people outside 
the hospital. Your family member will have access to a phone, but 
maybe not during therapy groups. Because of the confidentiality of 
health information, cell phones are usually not allowed. Patients in 
hospitals can also send mail. They may not have access to email.

If you have a release of information or if you are the patient’s 
legal guardian, you have a right to information from staff, but you 
don’t have a guarantee that they will respond to your questions 
immediately. They’re allowed to call you back later as long as you 
eventually get that information.

The family can use the time during a hospitalization to rest 
physically and emotionally and work on family communication. 
If things have been emotionally fraught everybody, including the 
person who is hospitalized, may feel good about getting a break. 
There’s nothing to feel guilty about.

Looking at Treatment Options Together
Right now, there is no cure for bipolar disorder. That could change in 
the future, but today, this is a lifelong diagnosis. The well-being of the 
person with bipolar should be the first priority for everyone’s sake, 
but other family members will have their own needs and opinions.

The path to finding the right treatment is long and usually starts 
with medication. Bipolar I is nearly impossible to stabilize without 
medication. You may have family members who object to chemicals 
or are concerned about the greed of pharmaceutical companies. 
That’s a discussion for another time: stability first.

If the diagnosis is bipolar II or cyclothymia, medication may 
be optional. If there are safety risks in either the depression or the 
hypomania, it’s best to prioritize safety and monitor medication 
along with your practitioner. The realities of bipolar as a biological 
illness need to take priority over private opinions. You will disagree 
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with one another; try to be supportive of openness but keep your 
priorities in order.

Treatment for bipolar disorder is a long-term process. At best, it 
can take months to achieve any kind of stability. For some, it may take 
years. Open communication with one another and your treatment 
team will help a lot, especially when something isn’t working out well.

Most people need to try different medications before finding 
the right one. The first medication might not be effective, or the side 
effects may not feel tolerable. Therapists and prescribers vary a lot 
in their techniques and their ways of working with clients. They also 
retire, move, and get sick, so a change of providers is going to happen 
sometimes. Emotional support within the family is essential to deal-
ing with changes in treatment.

Have an Action Plan
An action plan details exactly what each family member will do 
when certain symptoms begin to occur. For example, your family’s 
action plan might say, “When Sam doesn’t sleep all night and can’t 
focus on work, Mom will call the doctor to make an appointment for 
a medication review.” You’ll need to know what hospital to go to in an 
emergency and what treatment options to pursue first. You’ll need a 
computer or smartphone to look up local information and resources.

The best time to work on an action plan is when everyone feels 
calm. The family member with bipolar needs to be part of the plan-
ning , as do the family members most involved in day-to-day care. 
Invite other people with a stake in this to participate. If your family 
is having difficulty talking calmly about bipolar, you should include 
a therapist as an advisor and negotiator, especially if the person with 
bipolar requests the therapist’s involvement. All providers should 
have a copy of the action plan.

You’ll need to be honest with one another. What has been the 
most challenging part of treatment for each of you? What do you 
worry will happen? What do you think you might not be able to 
handle well? This is exactly what the action plan is for. As a group, 
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make a list of situations you may need to handle, from a suicide 
attempt, to an angry family member, to someone in a manic episode 
getting the credit cards. Write down the problem and then discuss 
possible solutions. When you decide on the best solution (and maybe 
a backup plan), assign tasks to family members so that when some-
thing happens, you can check the action plan and put it smoothly 
into practice. A good action plan is supposed to get you through the 
toughest times and help you make the best possible decisions when 
emotions are running high and you’re under pressure.

Dealing with Denial
What do you do when a family member isn’t on board? Some 
family members may opt out of dealing with a diagnosis, and there 
might not be anything to do but respect that decision. If treat­
ment goes well and life improves, they may decide to be more 
involved. If someone is too upset to contribute right now, the best 
thing for them to do is to stay outside the planning until they feel 
ready. When it’s possible, leave the door open for someone to get 
involved once they’re ready.

What if the person in denial is your loved one with bipolar? You 
always want that person involved, but if that’s going to take a while 
the family should feel free to make important decisions without 
them, with the understanding that they’re always welcome to 
change their minds and get involved.

Coping with a Diagnosis as a Family
Getting used to a diagnosis is never easy. But there are ways to make 
the process smoother and keep your family life steadier. Try these 
10 tips to help everyone cope, communicate, and work together:

1.	 Leave room for respectful disagreement.

2.	 Be honest about your feelings.
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3.	 Give family members who have legitimate grievances a 
chance to be heard.

4.	 At the same time, be solution-focused: What will get the 
person with bipolar closer to stability?

5.	 Assign specific jobs so that everything gets done and people 
aren’t stepping on one another’s toes while trying to do the 
same job differently.

6.	 Remember that negativity, criticism, and abuse really do 
make symptoms worse.

7.	 Plan fun family activities as often as you can.

8.	 Remember that family members other than the one with 
bipolar disorder have needs, too.

9.	 Remember that, as upsetting as the symptoms of bipolar are, 
they are caused by a biological illness over which your family 
member has limited control.

10.	 Avoid having one family member do all the work if you can. 
It’s too exhausting for them.

Do This Together
Call a family meeting to discuss the action plan. Each family 
member who wants to be included should answer the 
following questions:

1.	 What are the situations that have been most difficult for you?
2.	 What do you need to change about this situation?
3.	 How has it affected you emotionally?
4.	 What can you realistically contribute to the care of the family 

member with bipolar?

Discuss everyone’s thoughts and find some compromises.
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Get Informed and Get on the Same Page
Share the information in this book with every family member who 
is willing to be involved. Do the exercises together and share your 
answers. Work toward crafting the answers into an action plan that 
addresses everyone’s concerns.

Taking care of yourself and relaxing will be important, too. How 
can you make family meetings easier on everyone? Can you make it 
feel more relaxed by ordering in or cooking together beforehand?

Check in with one another often. Maybe have coffee together 
and ask how everyone’s doing.

Stay open to healthy disagreement. Often, people only shout 
when they fear they won’t be heard any other way. Encouraging 
people to disagree openly but respectfully can help calm down 
any problems.

Most of all, keep recovery and stability front and center. This 
will mean compromising with other involved family members. You 
may not agree with everything on the action plan, but if it’s a com-
promise that allows everyone to get enough of what they need, roll 
with it so everyone can be on the same page when it’s time to act 
on the plan. A crisis is no time for anyone to go off and do their own 
thing. When things are at their hardest, that’s when family is the 
most valuable.

Remember, the Person You 
Love Hasn’t Changed
Though mood episodes are frightening , remember that people with 
bipolar disorder do become stable again. You’ve probably heard of 
celebrities with bipolar disorder. You can read about the tough times 
they go through, so you know that it’s possible to have bipolar dis-
order and still have a rich and meaningful life. There is hope for the 
family member with bipolar, though their life may look very differ-
ent than previously anticipated. Bipolar disorder is only part of who 
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they are. What else do you know about them? They’re still the same 
person; the illness is the only thing that has changed. They still like a 
lot of the same things and have the same personality and interests.

Bipolar disorder might put a strain on your relationship. Do 
the things that you enjoyed before the diagnosis as often as you can. 
Maintaining some kind of a normal life is as important (and much 
more fun) as coping with your loved one’s bipolar. If you have time 
and your loved one is well enough, follow up a doctor’s appointment 
with a movie you both like, or something similarly enjoyable. They’re 
still in there.

We’ve talked about some things that therapists can contribute 
when coping with bipolar disorder. In the next chapter, we’ll look at 
how to find a good therapist and different types of therapy.
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CHAPTER 5

Exploring Therapy 
Options Together

You’ve seen a lot of suggestions for coping with bipolar  
disorder already, and you might be feeling overwhelmed.  
You don’t have to do it all alone. Therapy can help. Not 
only will a therapist benefit your loved one with bipolar 
disorder, but caregivers and other family members also 
have legitimate needs that a therapist can help with.
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Why Therapy?
Therapy—a form of treatment based around talking rather than 
medication—can help people with bipolar disorder develop a more 
stable lifestyle. It can also help give them emotional support, spot 
a mood shift early, and reduce stressors. Therapy can cover a wide 
variety of issues and treatments, including learning more about 
bipolar disorder, skills training for handling arguments and other 
difficult relationship issues, managing strong emotions, building 
stronger family bonds, and putting together the action plan for and 
handling emergencies.

Family therapy can help everyone develop better communi-
cation skills, manage their emotions, learn about bipolar disorder, 
and put the action plan together. Individual family members might 
decide to get a therapist to help them process emotions and cope 
with caregiver stress. Caregiver support groups can also be helpful.

A combination of therapy and medication usually results in better 
treatment outcomes than medication alone, especially for bipolar I. 
If this seems hard to believe, think for a moment about some of the 
problems that bipolar has caused for your family that medication 
alone won’t fix, such as hurt feelings and missed opportunities. In 
addition, therapy can be cost-effective for families because the money 
spent on therapy is often offset in other areas, like reduced time in 
hospitals, reduced debt, and fewer lost work hours.

The following are a few types of therapy that can help with 
bipolar disorder.

Cognitive Behavioral Therapy
Cognitive behavioral therapy (CBT) is based on the idea that our 
thoughts influence our feelings, and when our feelings change, our 
behavior changes. For example, if you feel hopeless about recovery 
from bipolar disorder, you’ll act differently than if you believe that 
recovery is possible. CBT helps people change the thoughts that feed 
into their feelings, creating more positive outcomes.
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Many people feel hopeless about the possibility of recovery. You 
may be worried that your family member will always be as chaotic 
as they are now. Their therapist could start by showing you both 
examples of real change in people with bipolar. Through treatment, 
the thought “This is hopeless” becomes “This might actually work,” 
and feelings become more optimistic. More optimistic feelings help 
your loved one act in ways that lead to greater stability.

You can also start trying out some new behaviors. The therapist 
might recommend a change in the way you communicate about 
bipolar disorder. This change—if it works—can help you rethink your 
attitude and start to feel more optimistic.

CBT can lengthen the time between mood episodes, reduce the 
symptoms of depression and the severity of mania or hypomania, 
and improve social functioning. In pediatric bipolar, CBT improves 
attendance at therapy, increases satisfaction with therapy outcomes, 
and reduces severity of mania and depression as reported by par-
ents of children and teenagers with bipolar disorder.

CBT can also reduce depressive and anxious symptoms, as well 
as negative emotions, among caregivers.

Dialectical Behavior Therapy
Dialectical behavior therapy (DBT) is a blend of CBT and mindful-
ness. DBT training involves four skill modules: distress tolerance, 
interpersonal effectiveness, mindfulness, and emotion regulation. 
While it was designed to treat borderline personality disorder, it’s 
effective for several different psychological issues. Because border-
line and bipolar share so many symptoms and are often comorbid, 
it’s natural to ask whether DBT would be effective as a treatment for 
bipolar disorder.

There isn’t a lot of research on the use of DBT for bipolar disor-
der, but what exists looks promising. In a study of adolescents with 
bipolar disorder, DBT increased attendance at an outpatient therapy 
program, reduced symptoms of depression, and decreased their 
frequency of suicidal thoughts. In adults, DBT decreased emotional 
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instability and impulsiveness. DBT has also been successful in 
reducing depressive symptoms in adults.

There’s not much research on DBT specifically for caregivers of 
people with mental illness. However, in research on caregivers of 
people with physical illnesses, DBT has also been useful for reduc-
ing caregiver stress by helping people manage emotions, cope with 
stress, and learn new interpersonal skills.

Mindfulness
Don’t let the trendiness of mindfulness make you underesti-
mate it. Mindfulness can be very helpful for a number of issues, 
including bipolar.

There are two components to mindfulness: mindful meditation 
and mindful awareness, both of which are intended to promote 
peace of mind and the ability to separate from your thoughts and 
feelings and not react to them. Mindful meditation is a complex 
topic. The short version is that you sit or lie quietly, focusing all 
your attention on your breath or on a mantra, which is a word or 
phrase that you choose to repeat, such as “OM” or “Calm.” All of 
your thoughts and feelings will still be there. The goal is to recognize 
their presence but return your attention to your breath (or mantra), 
allowing thoughts, feelings, and urges to pass in and out of your 
awareness without reacting to them.

In this way, you learn to resist by not resisting. You can experi-
ence these mental events and still be at peace. You might think “This 
meditation is stupid and I must look like an idiot.” You acknowledge 
the thought without judgment, seeing the thought as something 
separate from you, as if it were an object at a store that you aren’t 
interested in buying. After briefly acknowledging the thought, you 
go back to focusing on your breath or your mantra.

Mindful awareness is a little bit different. You focus all your 
attention on an activity. When you have a thought, feeling , or urge, 
you notice it without judgment and calmly return your attention 
to whatever you were focusing on. You can work this into your day 
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easily by doing things like cleaning , working , or engaging in a hobby 
with total attention.

There are some positive results for including mindfulness as 
part of therapy for bipolar disorder. In people whose bipolar dis-
order is in remission (stable), it can reduce anxiety and leftover 
feelings of depression, help increase awareness of mood changes, 
and lead to improved social functioning. In patients who still had 
active symptoms, it was associated with increased positive emotion, 
lower physical signs of stress, and a lowered tendency to pursue 
grandiose and impulsive goals in mania.

Psychoeducation
Psychoeducation means learning about psychological problems.  
Teaching accurate information about bipolar disorder is an 
important part of a therapist’s job. You’re also doing psychoeducation  
right now by reading this book.

Group psychoeducation classes can do more than just teach 
facts. They can help people with bipolar disorder better accept their 
diagnosis, become more insightful about their own behavior, and 
feel more positive toward medication and other parts of treatment. 
Group psychoeducation has the advantage of increasing partici-
pants’ feeling of social support. When family members are included, 
everyone’s coping skills improve, and there is typically a shift to 
more problem-focused coping rather than emotion-focused coping.

You can also receive psychoeducation online (teletherapy or 
telehealth). This is great for people who can’t get to an in-person 
group. People who took part in online psychoeducation groups 
reported reduced relapse, decreased number and length of hospi-
talizations, and also that they were able to stay in treatment, take 
their medication more reliably, and reduce their feeling of being 
stigmatized. Online psychoeducation for families also helps reduce 
relapse and hospitalization in the family member with bipolar, and 
participants reported increased knowledge and skills plus decreased 
caregiver stress.
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Interpersonal Social Rhythm Therapy (IPSRT)
One of the most important goals when treating bipolar disorder 
is to help the client put together a regular schedule of sleep and 
social rhythms (daily activity). Disruption of someone’s schedule, 
especially the sleep schedule, is one of the most damaging parts of 
bipolar, and reliable daily routines can help improve symptoms. 
IPSRT was designed to do this. IPSRT also focuses on helping with 
relationships by managing conflicts and teaching relationship skills, 
including how to heal interpersonal ruptures. IPSRT is often used as 
part of the Systematic Treatment Enhancement Program for Bipo-
lar Disorder, or STEP-BD, which also includes CBT, family-focused 
therapy, and medication.

IPSRT addresses the three most damaging problems in the  
treatment of bipolar disorder: stressful life events (including rela-
tionship problems), not taking medications, and disruption in social 
rhythms, including sleep.

IPSRT can enhance one’s life satisfaction and quality of relation-
ships. Disruption of both relationships and social rhythms increases 
someone’s risk of having another severe mood episode after they’ve 
been stable on medication and therapy. In bipolar II, IPSRT and med-
ication have the greatest effectiveness, but some people were able to 
improve on IPSRT alone. Whether a person is given their preferred 
treatment also has an effect on how successful a treatment will be, 
so there’s a better chance of achieving stability when the wishes of 
the client are taken into account.

In adolescents, IPSRT has improved symptoms of depression 
and mania and also improved social functioning. Treatment that tar-
geted symptoms of depression seemed to get the best results.

Group Therapy
Like group psychoeducation, group therapy can be very helpful. 
Group psychoeducation and group therapy are a little different,  
though there can be some overlap between the two. Group 
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psychoeducation is a class that teaches information and skills; group 
therapy is a place to get support and deal with emotions and stress-
ful events. Some groups blend psychoeducation with therapy.

Group therapy often helps in different ways than individual 
therapy. With individual therapy, your main relationship is with the 
therapist; that relationship and the therapist’s knowledge help you 
make change happen. In group therapy, you become part of a small 
community of people who discuss and learn from their shared expe-
rience. The focus isn’t always on you, it’s sometimes on other people 
in the group.

Often, the therapist is helping the group members change one 
another for the better, rather than being the source of the change. 
The biggest disadvantage of group therapy, especially supportive 
groups for caregivers, is that a group can be difficult to find.

Group therapy can help lengthen times between mood episodes 
and even reduce the risk that another hypomanic or depressive 
mood episode will happen. For caregivers, it can reduce their sense 
of burden, increase their knowledge about bipolar disorder, and 
increase their sense of self-efficacy (the feeling that you know what 
you’re doing).

Check-in

What is the most difficult part of being a caregiver for the 
people in your family? Is it the time pressure, the stress of 
waiting for the next problem to happen? The sense that you 
don’t really know what you’re doing? Something else?

Write down a list of the top five biggest difficulties. Discuss 
the list with your own therapist or someone you trust, or write 
about the difficulties in your journal.
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What about Family Therapy?
There are a few different types of family therapies for bipolar 
disorder, so it’s important to define your goals at the beginning. 
Different family members might have different goals, so make a 
list of what everyone needs and find the best match.

Family psychoeducation provides more information about 
what bipolar is and how to understand a loved one’s diagnosis and 
symptoms. For children with bipolar disorder, family psychoedu-
cation can help families feel more knowledgeable about bipolar and 
can help reduce expressed emotion in the household. Benefits from 
family psychoeducation are greater when the psychoeducation 
starts earlier in the disorder’s progression.

We’ve already talked a lot about expressed emotion in the family 
and how higher expressed emotion can lead to worse outcomes 
for the family member with bipolar disorder. Expressed emotion 
can be difficult to change. In one- or two-session psychoeducation 
programs, psychotherapy did not result in any significant changes of 
expressed emotion. Longer-term family therapy is more successful. 
Some members might need individual therapy to work on caregiver 
stress or other issues in order to help change expressed emotion.

Psychoeducation groups can last anywhere from 8 to 14 weeks. 
This length can be very helpful because you have a chance to go 
home, try things out, and then go back to the group and share feed-
back with one another. It’s a good way to translate advice from a 
book into real life and compare notes with others.

Family therapy doesn’t normally have a specific end date. 
Instead, you’ll set goals in the first couple of sessions. Therapy ends 
when the goals are met. A family may meet weekly at first, then 
switch to once every two weeks when they’re making progress, then 
meet once a month for a few months as a check-in before ending 
therapy. Either the therapist or the family can decide to bring up the 
possibility of meeting less often.

The family therapist should not be anyone’s individual therapist. 
It can sabotage the therapy if anyone feels like the therapist is biased, 
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or if a family member asks the therapist to keep an important secret 
from the rest of the family.

If you have children, family therapy may touch on things you feel 
they shouldn’t be involved with. That might be a good time for the 
child to have their own individual therapist or to spend some time 
with some other supportive person.

Family-Focused Therapy
Family-focused therapy (FFT) is a specific type of family therapy 
for bipolar disorder that focuses on problem-solving , improving 
communication, and psychoeducation. Family members with 
bipolar disorder should be part of FFT. It has strong research 
support, especially for improvement in depressive episodes. 
Family-focused therapy has also helped reduce symptoms of 
depression in caregivers.

Putting Together a Treatment Team
Ideally, a treatment team includes an individual therapist for the 
person with bipolar disorder, a family therapist to help the family 
learn about and adjust to the presence of bipolar disorder in the 
home, and a psychiatrist or advanced practice nurse to prescribe 
medications (for information about finding practitioners who fit 
your needs, see page 20). Other family members might have individ-
ual therapists as needed. The person with bipolar disorder and each 
family member who acts as a caregiver should be part of an online 
or in-person psychoeducation group if that isn’t being covered in 
family therapy.

If the family member is dealing with bipolar disorder that 
is more severe and not yet stabilized, there are day programs for 
therapy groups, psychoeducation, and skills building. Clients are 
there for most of the day a few days a week. Some of these pro-
grams are called intensive outpatient programs (IOPs). If the 
program is run by a hospital, there may be a day program called 
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a partial hospitalization program (PHP), in which patients are at 
the hospital for therapy groups during the day but live in their own 
homes at night. PHPs have the advantage of psychiatrists being 
available on-site.

Day programs usually have social workers and case managers 
who can help people sign up for services like Medicaid or Medicare, 
disability benefits, and other community resources. Many also 
have supported employment programs for anyone whose mental 
illness is severe enough that they will need extra help finding and 
keeping employment.

There are times when having someone with bipolar live at home 
with family is no longer realistic, and the person is not ready to live 
on their own. In that case, a group home might be an option. A group 
home is a long-term residence where several people with mental 
illness share a house and have staff to help them manage daily life. 
They’re often found in or near large cities and can be a lifesaver 
when the family can’t take care of someone in the home. Group 
homes are usually a part of larger community health organizations 
that also offer day programs and supported employment.

As with any other psychiatric care, quality varies a lot. In addition  
to visiting day programs and group homes, families can do a little 
research online to see what the organization’s local reputation is like.

Seeing a General Practitioner
Your general practitioner should be aware of any mental health 
diagnoses that family members have and should have access to a list 
of their psychiatric medications. The mind and body are linked, and 
just as disease and injury can cause stress, emotional pain can also 
manifest as physical pain or make a physical disorder worse. There 
are also interactions between medications to watch out for, and 
physical disorders can have symptoms that mimic mental health 
disorders (such as epilepsy occasionally mimicking mania).

Although it may save a lot of time and trouble at the beginning , 
it’s not a great idea to have your general practitioner prescribe 
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psychiatric medications. Different medications can have severe side 
effects, so it’s best to let a specialist take care of it.

Committing to Therapy
It can take a long time to get results in therapy. First, you need to get 
an accurate diagnosis. Then, there’s usually a trust-building stage. 
This can be a good time to work on specific skills or to manage imme-
diate risks for the family member with bipolar disorder. In therapy 
for caregivers, skills practice and handling immediate problems can 
be good places to start.

Therapy also won’t be a completely linear process. There will 
occasionally be bad days and life events that cause setbacks. If you 
go in accepting that the occasional setback is part of the process, it’s 
easier to stay solution-focused when that happens.

It’s natural to be initially hesitant to tell a therapist everything. 
You’ll feel nervous, embarrassed, relieved, and a lot of other things 
during the first sessions. When a therapist is trying to gather basic 
information or find out whether there are any serious risks to 
manage, please be honest. Even though it’s difficult, being completely 
honest up front helps the therapist get the diagnosis right and keep 
all family members safe. If you or any family member has suicidal 
thoughts, substance abuse problems, or the urge to harm yourself, 
this needs to come up in the first session, so that you have your ther-
apist supporting you from the start.

If anything goes wrong (scheduling conflict with a regular appoint-
ment, not feeling comfortable, becoming upset over something the 
therapist said or did), please talk to the therapist about it before giving 
up on therapy. If the therapist wants to talk about emotions when you 
feel desperate to learn some useful skills or some other difference in 
priority, please feel free to bring it up. A good therapist will treat it as 
normal and be willing to talk about it. The only exception would be if 
you feel that the therapist did something extremely unethical.

There are also times when therapists misspeak, forget things, are 
a few minutes late, or have other small problems. While it’s not okay 
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for them to consistently treat you as unimportant, they are human 
and make mistakes, and life happens to them just like anyone else. 
If your therapist made a normal human mistake that made you feel 
hurt or angry, feel free to bring it up in session and decide together 
how to handle it. It can even be a great exercise in assertiveness, con-
flict resolution, or relationship skills.

Do This Together
Go to one of the therapist directories listed in the Resources 
section (page 150). Look for “therapist bipolar disorder” and your 
zip code. You can also add a specific treatment, like FFT or CBT.

How many therapists did you find? If you live in an urban area, 
there are probably a lot. Do you have any specific traits you’d like 
your therapist to have, such as a certain gender, race or ethnicity, 
or religion? Use that to narrow down your options. Also check to 
make sure they take your insurance.

Narrow your search until you have two or three options. If you 
live in a rural area, that might not take long. Now, use a search 
engine to find your state’s licensing board or department of pro­
fessional regulation. Look for a license search. Put each of your 
possible therapists through the license search to see if they have 
a disciplinary history.

All good? Great. Now send each therapist an email or make a 
phone call requesting to talk for 15 or 20 minutes to get to know them.

During the consultation, ask any questions you want about their 
training and experience, how they work with bipolar disorder, and any 
other concerns you have. If you really like them, you can make your 
first appointment. Otherwise, feel free to have consultations with 
your other candidates before you decide. Don’t forget to bring an ID, 
insurance card, and a credit or debit card to your first appointment.

Now that we’ve looked at therapists, it’s time to learn about 
medications and add a prescriber to your team.
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CHAPTER 6

Common Medications

To medicate or not? With bipolar disorder, it’s a valid 
question. For some, medication is literally a lifesaver. 
For others, it’s necessary but creates some new issues. 
And for some people with milder forms of bipolar 
disorder, medication isn’t needed as long as they have a 
good plan for managing symptoms.

In this chapter we’ll look at the medications for 
bipolar disorder and their most common side effects. 
We’ll talk about getting used to medication as well as 
figuring out which side effects can be tolerated and 
which require calling the doctor for an adjustment. 
This chapter is a broad overview and isn’t meant to 
replace medical advice. It’s designed to inform and 
help you ask more thoughtful questions at the psychi-
atrist’s appointment. Medications can affect people in 
very individual ways, so having the personal attention 
and knowledge of your loved one’s doctor is the best 
way to make decisions.
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The Role of Medication
Different types of bipolar disorder have different relationships to 
medication. For bipolar I, medications are essential, because both 
mania and depression can involve safety risks and limited control 
over behavior. A patient is unlikely to achieve any permanent stabil-
ity without medication.

For some people with bipolar II, medications are optional. 
Because hypomania is less severe than mania and often enjoyable, 
people who experience it may be reluctant to try medication. But 
depressive episodes can still be incredibly dangerous for people 
with bipolar II. At least 25 percent of people with bipolar disorder 
attempt suicide, and almost exclusively during a depressive episode.

Cyclothymia involves milder forms of both depression and 
hypomania. It’s the type of bipolar most manageable without medi-
cation. But medication is still a valid option if cyclothymia is causing 
someone to suffer.

Generally, prescribers try to manage the disorder with only one 
medication (monotherapy). They combine medications (polyphar-
macy) only if monotherapy isn’t working. Doctors make medication 
decisions based on the patient’s diagnosis, the kind of mood episode 
the patient is experiencing at the time of the appointment, and any 
potential safety risks, such as violence or suicide. If any other family 
members have bipolar disorder and have successfully controlled it 
with medication, psychiatrists may ask about which medications 
were effective for those family members.

Medication guidelines also differ based on the age of the person 
with bipolar disorder. If your loved one is a child or teenager, seek out a 
psychiatrist who has experience with pediatric bipolar disorder. If the 
patient is a senior, a psychiatrist with a specialty in geriatrics might be 
ideal. Medication recommendations for seniors are similar to those for 
younger adults, but with additional attention to side effects and inter-
actions, due to the greater likelihood of comorbid medical disorders.

The medications most often used for bipolar disorder are 
mood stabilizers. As the name suggests, they’re supposed to keep 
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moods stable, with no escalation into mania or hypomania and no 
downslide into depression. Mood stabilizers can have a number of 
side effects, however.

Anticonvulsants, which are medications used to prevent 
seizures, also treat bipolar disorder. Depending on someone’s symp-
toms, other medications can also be used, including antipsychotics 
and antidepressants.

All these medications are very powerful. Before filling the first 
prescription, be sure that your family member understands the 
most likely side effects and what to do if side effects show up. If they 
aren’t stable enough to participate on that level, a family member 
should be present at appointments with the psychiatrist to ask 
detailed questions. If the person with bipolar disorder isn’t consis-
tent about taking medication right now, mention that to the doctor. 
Some medications come in an extended release form that doesn’t 
have to be taken every day.

Lithium
Lithium has a history going back to ancient Greece, where phy-
sicians recommended that people with what we now call mania 
should visit hot springs, many of which had lithium in the water. 
It was introduced for psychiatric use in the United States in 1949, 
making it one of the earliest psychological drugs, but it wasn’t 
approved by the FDA until 1970.

Lithium is one of the most effective medications for bipolar 
disorder and comes in several forms, including an extended release 
version. It does have an extensive list of side effects, including weak-
ness, dizziness, weight gain or loss, damage to the liver and kidneys, 
and a form of diabetes. It may also cause skin problems. If your 
family member is taking lithium and experiencing side effects that 
are different or more severe than what you were told to expect, call 
the doctor immediately.

Don’t panic at the list of side effects. Not every person who 
takes lithium experiences every side effect. Side effects are often 
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dose-dependent, meaning that the higher the dose, the worse the 
side effects. Monitor side effects and contact the doctor right away 
if you have any concerns.

Anyone using lithium will need to take regular blood tests to 
make sure that their lithium levels aren’t becoming high enough 
to do damage to the liver and kidneys. At first, the blood tests may 
happen as frequently as once a week, while the doctor looks for the 
lowest dose that will work for that person. After that, blood tests will 
become more and more infrequent. If someone taking lithium has a 
fear of blood or needles, a therapist should be able to help.

Other Mood Stabilizers
Carbamazepine (Tegretol and others) can be used to treat both 
seizures and bipolar disorder. Side effects include short-term light-
headedness, sleepiness, and nausea. Liver and blood cell abnormalities 
are also possible, so anyone taking it will need regular blood tests.

Divalproex (Depakote, Depakene, and others) is another medi-
cation initially used to treat epilepsy. Research suggests that it’s best 
for acute mania and not as useful for depression or maintenance 
treatment. Side effects include upset stomach, sleepiness, mild 
tremors, increased appetite, and weight gain. Liver damage is a risk, 
so regular blood tests will be needed.

Anticonvulsants
Lamotrigine (Lamictal) was originally prescribed to treat seizure 
disorders. But doctors and patients noticed that patients who took 
it showed improvement in mood, eventually leading to its use as a 
mood stabilizer. The most common side effect is skin rash, although 
even that’s rare. Otherwise, the side effect profile is less severe than 
that of many other mood stabilizers. Blood tests are not typically 
needed for lamotrigine, unless it’s taken with other anticonvulsants.

Topiramate (Topamax) may be helpful for managing mania. 
Unlike most of the other medications, it doesn’t usually cause 
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weight gain. Side effects include sedation, dizziness, slowed think-
ing , and memory difficulties. It’s not recommended for people with 
kidney stones.

Antipsychotics
Antipsychotics are most often used in combination with mood 
stabilizers to treat psychotic symptoms during mania. Antipsychot-
ics reduce hallucinations and delusions. Hallucinations are rarer 
in bipolar disorder than delusions, but they do occur sometimes. 
Antipsychotics can also be used as sedatives. Less often, they’re 
used as mood stabilizers for people who don’t tolerate other mood 
stabilizers well.

The most common antipsychotics for bipolar disorder are 
clozapine (Clozaril), quetiapine (Seroquel), aripiprazole (Abilify), 
olanzapine (Zyprexa), and risperidone (Risperidal). Their most 
common side effects are tardive dyskinesia (repetitive, involuntary 
movements) and other involuntary movement, drowsiness, and 
weight gain. Antipsychotics have been associated with the develop-
ment of type 2 diabetes.

Antidepressants
Antidepressants are rarely used on their own for bipolar disorder 
since they’ve been known to stimulate manic episodes, even in people 
who typically experience hypomania and have never had a manic 
episode before. They can be used in combination with mood stabiliz-
ers to help manage symptoms of depression.

The most common antidepressants are bupropion (Wellbutrin), 
fluoxetine (Prozac), paroxetine (Paxil), sertraline (Zoloft), and ven-
lafaxine (Effexor). Common side effects include increased appetite 
and weight gain, fatigue, nausea, and sexual side effects including 
loss of desire, erectile dysfunction, and decreased orgasm.
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Medical Cannabis
Many people are curious about whether medical marijuana can 
be helpful for bipolar disorder. We’ve already talked about some 
of the risks of cannabis, such as the potential for earlier first mood 
episodes and a more severe course of treatment, particularly if the 
cannabis is used at a young age. Currently, there’s no evidence that 
marijuana has any benefits as a treatment for bipolar disorder, and 
current research supports the idea that continued, frequent canna-
bis use can actually make symptoms worse over time. The research 
is also not very specific about strains of marijuana or specific indi-
vidual components, like THC or cannabidiol (CBD). Right now, it 
looks like the risks outweigh any medical rewards.

Do This Together
There are a few different ways to learn about medications.  
Drugs.com and Healthline are good sources of information. If 
someone in the family is comfortable reading research articles, 
you can look up medications on Google Scholar.

For any potential medication, make sure you can answer all 
the following questions:

	▸ What is it supposed to treat? (Bipolar as a whole? Just the 
depression? Just the grandiose delusions during mania?)

	▸ How long will it take to feel the effects?
	▸ What side effects does it have?
	▸ What should we do if it causes a side effect?

Managing Medication
Medications need to be monitored frequently at first, so that the 
prescriber can find the lowest possible dose that will still be effective. 
If medications are being managed outside the hospital, expect weekly 
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blood tests as well as phone calls or emails regarding blood test results. 
Weekly in-person appointments are a possibility, too. Because each 
person’s response to medication is individual and hard to predict, it’s 
common to switch medications a few times if something isn’t working 
or the side effects are too difficult. Use the chart on page 93 to track 
changes in symptoms and side effects. If there are any tremors, severe 
weakness or dizziness, or totally unexpected problems, get in touch 
with the doctor immediately or follow their directions for emergencies.

What It’s Like to Be on Medication
Jaden had bipolar I. He went to the hospital with acute mania that 
included psychotic symptoms. He couldn’t sleep and the staff had a 
hard time getting their work done when he was around, because he 
constantly interrupted them to talk about anything and everything. 
He even ate while pacing the floor for a few days, because sitting 
down for more than a minute was too difficult. That led to agitation 
with some of the other patients; he responded with a grandiose level 
of anger and entitlement when anyone tried to talk to him about 
it. His psychiatrist gave him a “loading dose” of a mood stabilizer to 
get control of the symptoms. It worked, but he began having severe 
side effects, including tremors, and his next blood test revealed 
near-toxic levels of the medication. The dosage was lowered and 
adjusted over the next few days, and he was released. Weekly blood 
tests continued for a while; eventually he only had to get a blood test 
once a month, and later only every few months.

Cristina, a woman on the same unit, came in with suicidal 
depression so severe that she had to be sedated for her own safety 
and watched by a staff member 24–7 for a few days until an antide-
pressant took effect. She started to show improvement and began to 
attend groups and make friends with other patients. But she became 
easily angered and frustrated. She drew all over the walls of her 
room with a marker she stole from the activity therapist. She was 
frustrated when staff were upset about it. She tried to explain her 
artistic vision, but her words made no sense.
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Cristina slept for maybe two or three hours each night. A nurse 
let the psychiatrist know that Cristina appeared to be having a manic 
episode. This was the first sign that she actually had bipolar disorder 
instead of depression. Two different mood stabilizers failed to work, so 
the doctor switched her to an anticonvulsant. Cristina’s mania finally 
began to calm down. Her doctor added an antipsychotic to address 
her unrealistic thinking and illogical speech. After a week she showed 
improvement, with only mild side effects. In total, it took slightly more 
than a month in the hospital to reduce symptoms and find a mix of 
medications that helped her stay stable and manage side effects.

Taking psychiatric medications is definitely not like taking 
aspirin for a headache. No two people are alike in how they respond. 
We don’t always know exactly what a medication does to the brain, 
much less why the main effects and side effects vary so much in 
different people.

Some side effects are due to the fact that medication affects multi
ple areas in the brain, not just the ones related to bipolar. Changing 
the activity in parts of the brain is related to a decrease in bipolar 
symptoms. But changing the activity of those unrelated cells causes 
side effects.

As research on the brain progresses, we’ll develop better knowl-
edge about why medications work, exactly what they do, and how 
they’ll affect a specific person. In time, there will also be new med-
ications that are much more precise. But for now, we have to work 
with what we’ve got.

Check-in

Best practices recommend considering the opinion of the 
person with bipolar during treatment decisions as much as their 
current mental state allows. Before the appointment, a family 
member should sit down and ask them about any concerns and 
any values or beliefs they have about medications. If necessary, 
the family member should help the person with bipolar make a 
list of questions and act as an advocate during the appointment.
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It Won’t Work Right Away, and 
Not Everything Will Work
It takes up to a week for medications to start taking effect. Doctors 
can give a loading dose (a very large dose) of medication to speed this 
up, but as you can imagine, that has to be monitored carefully. It can 
take up to three weeks to see how a medication will work for some-
one, and there’s no guarantee that the first medication a doctor tries 
will work.

Adjusting and Figuring Out What Works
You and your family will be less frustrated if you start off by expect-
ing multiple changes and adjustments when it comes to medication. 
Sometimes someone gets lucky and discovers the right medica-
tion right away. But that isn’t the norm and it’s not fully under the 
doctor’s control; it’s the state of the research right now. Sometimes 
a medication might work but have intolerable side effects. Other 
times, a medication might be easy to tolerate but doesn’t really solve 
the problem. For some people, it can take up to 18 months to find 
medication or a combination of medications that works with very 
few side effects.

Keep Track
Use the chart on page 93 to track changes in symptoms and side 
effects. Keeping a chart like this will help you spot changes over 
a few days, and if the family member with bipolar is comfortable 
keeping it someplace visible, it’s an easy way to keep everyone in the 
loop on their progress. If someone’s symptoms prevent them from 
keeping the chart at first, or if the person with bipolar is a child, 
another family member should help.
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Managing Expectations
When will your family be able to go back to a “normal” life? That 
depends on how quickly the doctors find the right blend of medi-
cations and therapy. But it won’t be right away. Some people with 
bipolar disorder will have a pretty normal life in which they work, 
have their own place, and have healthy relationships. Others will 
always need at least some help.

As mentioned in chapter 4, if someone isn’t stable enough to go 
back to a normal work or school program, think about finding an 
intensive outpatient program (IOP), partial hospital program, or day 
program. If someone can’t live alone and there isn’t enough family 
support for them to live with family, look into group homes in your 
area. No matter what their current level of stability, someone with 
bipolar disorder needs a regular sleep schedule, a reasonably regular 
diet, and an emotionally supportive place to live. This is the founda-
tion that medication and therapy will build on to create stability.

Do This Together
Here’s an example of a week-long symptom and side effects chart 
to track responses to medications. The family member with bipo­
lar disorder should fill it out daily until symptoms have been stable 
for at least a month on a medication that they’re tolerating well.

On the left side, list specific symptoms of mood episodes, 
instead of overall mood (instead of writing “depression,” write 
“fatigue, loss of pleasure, sadness, suicidal thoughts, and low sex 
drive”). Also list potential medication side effects.

Give each symptom a rating from 1 to 5 daily, with “1” meaning 
“severe” and “5” meaning “no important problems.” If weight gain 
is a concern, weigh in only once a week to avoid obsessing about 
it, unless a doctor says otherwise.
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MEDICATIONS: 

SUN MON TUES WEDS THURS FRI SAT

SYMPTOMS 
OF MANIA

Amount of 
sleep

Quality of 
sleep 

Spending

Rapid speech

Feelings of 
anger

Feelings of 
confidence

Flirting with 
strangers

MEDS SIDE 
EFFECTS

Weakness

Dizziness

Increased 
appetite

Weight gain 
(1x/week)

Going Off Medication and 
Medication Non-Adherence
At some point or another, your family member with bipolar will 
likely want to try life without their medications. Between the side 
effects, blood tests, remembering to take the medication regularly, 



94 UNDERSTANDING BIPOLAR DISORDER

and the feeling of having a chronic illness, it’s an understandable 
desire. Because bipolar disorder comes with powerful moods and a 
pretty high fatality rate, however, it isn’t a decision to take lightly.

A therapist becomes even more important during a change in 
medication, because they can help monitor the subtle signs of mood 
and behavior change. Meanwhile, a psychiatrist should advise the 
patient on the decision as well as what physical and psychological 
changes are normal and which might be signs that a serious problem 
is developing. In particular, ask if any of the medications are likely 
to have withdrawal effects or should be stopped slowly instead of all 
at once.

After talking over the risks and possible rewards with the 
prescriber, therapist, and any other stakeholders (like the family 
members whose help they’ll need if they have a severe episode), if 
the person with bipolar still wants to try life without medication, do 
it carefully and in frequent contact with the therapist. The person 
with bipolar should start keeping a chart of changes in mood, sleep, 
appetite, and any other signs that a new mood episode is starting , 
such as an increase in spending or a sudden urge to join a few dating 
apps. It might be useful to keep the chart someplace where a family 
member and/or the therapist can help monitor changes, such as a 
shareable spreadsheet or app.

Make an agreement about how they’ll know if it’s time to end the 
experiment and go back on medication. Will they go back on med-
ication if they start sleeping all day or having suicidal thoughts? If 
they start spending too much money? Exactly what changes in sleep 
would be a sign that the experiment is over?

If the experiment goes well and the person can live without 
medication, there will still be symptoms. The person with bipolar 
will need to be realistic about their needs and how to meet them. If 
their appetite is low during depression and they tend to under-eat, 
for example, they can buy a supply of shakes, bars, and other foods 
that don’t need to be cooked so they can eat as easily as possible.

Sometimes someone will go off medication without medical 
supervision. This is dangerous but understandable. Side effects 
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can be a big challenge, and people sometimes need to grieve before 
they can adjust to the idea of taking medication for the rest of 
their lives. People with hypomania often want the highs and the 
confidence back.

Still, there are risks to stopping without supervision. With-
drawal can make it hard to tell when symptoms of bipolar disorder 
are returning. Work and relationships might start to go downhill 
when symptoms return. If someone had used another substance 
like alcohol to manage symptoms in the past, that substance abuse 
problem could come back.

Often, people who stop taking medication are hoping that 
bipolar symptoms won’t return. As hard as it is to hear, that’s not 
realistic. There’s no cure for bipolar disorder, so going off medication 
will mean that sooner or later (probably sooner), that person will 
need to figure out how to manage symptoms without it. Easing off 
medication with a doctor’s supervision can make the process easier, 
so that there’s as little risk as possible, and medication is easily avail-
able if it turns out that it is needed.

Part 3 will help you thrive as a family when loved ones have 
bipolar disorder. We’ll talk more about how to track and prevent 
mood changes, be emotionally supportive of one another, and be an 
advocate for your family member (and for the community of people 
with bipolar disorder, if you want). Finally, we’ll go into more detail 
about healthy boundaries and relationships.
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PART III

Thriving as a Family
Part III focuses on creating support, building rela-
tionships, and taking care of yourself. Chapter 7 looks 
at catching problems early by tracking moods and 
knowing what to do when a new mood episode starts. 
Chapter 8 includes practical techniques for having 
difficult conversations and tough decisions about care. 
We’ll also dive into ways to advocate for people with 
mental health issues. Chapter 9 talks about negotiating 
boundaries and respecting others’ boundaries when 
relationships are in need of repair. It looks at how to 
take a team approach to important family decisions. 
Chapter 10 reminds everyone to be understanding and 
forgiving of yourself and your family: Real life is rarely 
as clear as it seems in a book, but most people with 
bipolar disorder will find stability.
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CHAPTER 7

Getting Ahead of Moods

This chapter focuses on details that can move your 
family toward stability. You’ll learn how to recognize 
mood episodes, how to track moods (and why you 
should), when to get help, and how seemingly small 
details like sleep and nutrition can play an important 
role in helping someone with bipolar disorder.
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Mood Signs and What to Do
In one family, three different members had different types of bipolar 
disorder, all with different levels of severity. Because of this, they 
had varying needs. Jason has severe bipolar II. Even though he had 
found the correct medication, he still couldn’t live independently, 
so he moved to a group home for people with mental illness. It can 
get chaotic there, but there are staff around 24 hours a day to help 
them. He attends a day program where he does group therapy and 
builds coping skills as well as an employment program that lets him 
have more independence and supplement disability checks. Jason’s 
brother, Rick, developed bipolar I, and sometimes has to be hospi-
talized during a manic episode. Otherwise, he works, lives at home, 
and has a good social life with the help of medications and therapy. 
Jason and Rick’s first cousin, Jada, developed bipolar II, has been 
hospitalized only once (for suicidal depression), and lives a stable 
life with the help of medication. She tried not taking medication, but 
the depression became unmanageable. She still misses the highs of 
hypomania, but hasn’t been hospitalized in several years.

We’ve discussed the symptoms of the four different mood 
episodes (depressive, manic, hypomanic, and mixed). Now, let’s talk 
about what they look like in everyday life.

Depression. Someone with a depressive mood might start 
out by feeling irritable, sad, or fatigued. They may spend more 
time around the house, lose their appetite, snap at people, or cry 
more easily. An event such as relationship stress or excessive drug 
use may trigger the episode. Not all depressions are triggered by 
circumstances, however.

Those suffering from depression may sleep most of the day, or get 
into bed after work and not come out until they have to. They may 
neglect to eat and lose too much weight, or eat comfort foods and 
gain too much. They may feel too fatigued to keep up their hygiene. 
They’re likely to stop doing activities they enjoy and have a harder 
time making themselves get any work done. If they’re in school, 
assignments may be late or they won’t study as much as they should, 
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and test grades will suffer. People with depression feel guilt when 
there’s no reason for them to, and they feel self-hatred over mistakes 
that seem minor to others. If someone is powering through a depres-
sive episode and getting everything done, it will be important to pay 
attention to irritability, crying , sleeping , and eating , because these 
may be the most visible signs.

Mania. Someone having a manic episode will barely sleep 
for days and still have enough energy to function. They may have 
trouble sitting down for very long , even at mealtimes. They’ll often 
come up with unrealistically ambitious plans and then attempt to 
carry them out. They might start talking about becoming a musician 
(when they don’t play an instrument or sing well) in the morning. By 
the time everyone’s home from work, they have Twitter, Instagram, 
YouTube, and Twitch accounts; a new wardrobe; and a bass guitar. 
If someone tries to talk them down, they may get irritable or just 
ignore the critic. People with mania may drink or use drugs, spend 
money, have impulsive sex, or engage in other risky behaviors they 
wouldn’t normally do. If they have psychotic symptoms, they may 
believe that they are someone powerful or famous (delusions), or 
they may have hallucinations or distorted vision and hearing.

If someone has very strong hallucinations and delusions outside 
a manic episode, they may have schizoaffective disorder, bipolar 
type. They’ll probably be prescribed both a mood stabilizer or anti-
convulsant and an antipsychotic.

Hypomania. Someone with hypomania can usually get by on 
a lot less sleep than normal—maybe four or five hours a night—for 
weeks at a time, without feeling any fatigue. During a hypomanic 
episode, they might work all day, go out for a few hours at night, 
sleep a few hours, and do it all over again, every night of the week. 
Their grandiosity will look and feel more like an intoxicating sense 
of confidence. They’re less likely to make huge changes to their lives 
and more likely to be ambitious, sure of themselves, and take on 
bigger challenges than they normally would. They might go walking 
or running alone in the middle of the night, take on extra projects at 
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work, or be a lot more flirtatious and charming than usual because 
they lack their normal inhibitions.

Not everyone with hypomania has fun with it. For some people, 
it still feels out of control. They can start feeling irritable and burnt 
out, but their high energy levels won’t allow them to stop. Insomnia 
is sometimes worse than expected, and high energy can feel like anx-
iety or agitation. This is called “dysphoric hypomania.”

Mixed episode. A mixed episode is when someone has both 
manic or hypomanic and depressed symptoms at the same time. 
They might have high energy and grandiosity, but also have sad and 
irritable moods. They can have racing thoughts, rapid speech, and 
impulsivity, but still have suicidal thoughts, guilt, and self-loathing. 
They might feel very good and very guilty at the same time. It can 
be hard to tell a dysphoric hypomania from a mixed episode, but in 
the end that problem doesn’t matter as much as helping your family 
member get treatment for it.

Tracking Moods
Tracking moods can really help. Just like the medication chart in 
the previous chapter, a mood tracker can help you figure out which 
changes in therapy, medication, and lifestyle are driving the changes 
in mood. Some people’s mood episodes even change seasonally, such 
as having a hypomanic episode every year in the fall. A tracker will 
help you stay on top of it all.

At the beginning of treatment, tracking moods will help you 
identify which symptoms change when a new mood episode is start-
ing. Sleep is often one of the first things to change. You may notice a 
reduction in sleep over a few nights when a manic episode is start-
ing , or that more naps than usual signal a shift toward depression. 
The details will be different for everyone.

Once you’ve identified the signs of a mood shift, you can let 
your treatment team know that a change is happening. You should 
also go over sleep schedules, nutrition, make sure medications are 
being taken at the same time every day, and check to see if there’s 
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any change in your family member’s ability to manage work or 
school. Therapists can teach coping skills specific to the needs of 
your family.

Once someone is stable on medication, continue using a mood 
chart. After a few months of stable mood, you can probably com-
plete it weekly rather than daily, until you notice a change that 
might be important.

For the first few months of stability, people with bipolar disor-
der and their families can overreact to every slight change in sleep 
or mood. In real life, everyone has the occasional night of bad sleep 
or the occasional irritable mood. The mood chart can help you avoid 
overreacting by checking to see if there have been other changes to 
mood or productivity, or if it’s just something that happened.

Do This Together
To keep extra work to a minimum, you can use the symptom 
tracker from chapter 6 (page 93) to track moods as well. Make sure 
you have energy levels listed, along with all the initial signs of a 
changing mood. You can add emotions or emotional numbness.

There are plenty of great apps designed to track moods as 
well. Choose one that’s flexible enough to meet most if not all 
your tracking needs, and read the reviews. Some of these apps are 
listed in the Resources section (page 150). In addition to looking 
at reviews for an app you’re considering, check Google Scholar to 
see if any research has been done on the app.

The person with bipolar disorder isn’t always the first to notice 
changes in their own moods or behavior. Sometimes family and 
friends will notice the outward signs first, so the mood tracker can 
include input from everyone. Whether you use pen and paper, a 
chart like the one in chapter 6, or an app, make sure that everyone 
who might need that information has easy access to it.
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Knowing When to Get Help
Some people’s moods change very quickly. Some go to bed in a 
depressive episode and wake up in a manic episode. Others see a 
slower mood shift. For some, it’s predictable by season, or there’s a 
specific stressor that usually brings on a depressive episode. Either 
way, it’s important to know when to get help. The mood tracker will 
help you identify when it’s time to seek professional help and enable 
you to recognize long periods of stability when it’s okay to scale back 
your efforts.

Someone with mild depressive episodes might still occasionally 
have suicidal thoughts. This should always, without fail, be a sign 
that it’s time to get help. Tell the therapist and prescriber imme-
diately. The goal is to get the depression under control while the 
suicidal thoughts are still only thoughts.

How bad does mania have to be before you get help? Once you’re 
certain someone is having symptoms of a manic episode (loss of 
sleep over several nights, spending more money, flirting more, or 
whatever their specific symptoms are), call the prescriber and the 
therapist. Since medication is more helpful than therapy for manag-
ing mania, the prescriber should be your first priority.

Help doesn’t only come from professionals. It comes from 
family and friends as well. What does your family member need 
when they’re having a depressive episode? Can their friends and 
other family members help with anything? Support systems can 
do a lot. Depression will lie to someone with bipolar and tell them 
(convincingly) that no one loves them or cares what’s happening to 
them. Messages from the support system challenge that thinking , 
even when someone is too depressed to respond to those messages. 
It’s also helpful if someone is willing to do some shopping , cooking , 
or simply spend time with the family member. Family and friends 
can also help during manic or hypomanic episodes. Friends might go 
out with someone to help them manage their impulsive hypomanic 
behavior, or organize activities to keep them at home and give them 
an outlet for excess energy. Exercise, art, and creative writing are 
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common outlets. An outlet may not change the hypomania, but it 
will help keep someone safe from their own impulsivity. If someone 
spends a lot of money during mania or hypomania, a family member 
should keep the credit cards and make sure the person with bipolar 
disorder has enough cash to get through the day and that the bills are 
paid on time.

When there’s a safety issue, it’s best to get them to the hospital. 
If there’s a realistic risk of suicide or violence, hospitalization is the 
best option.

All health-care professionals, including therapists, are “man-
dated reporters.” A mandated reporter is someone who is required 
by law to report a risk of suicide or homicide, or the abuse of a minor, 
elder, or person with a disability. Bipolar disorder is considered a 
psychiatric disability, even if the person doesn’t receive disability 
payments. If a mandated reporter becomes aware of an immediate 
threat of suicide, homicide, or abuse as previously described, they 
must legally report it to the authorities.

For risks of suicide, homicide, and some risks of violence (this 
varies by state), a person can legally be hospitalized against their 
will, but only if the risk is immediate. Immediate risk means that the 
person has the intention to attempt suicide now or within the next 
few hours and has the means to do so. Someone at immediate risk 
of suicide should never be left alone, not even to go to the bathroom. 
Someone who has suicidal thoughts but no intention of acting on 
them should never be hospitalized against their will, although that 
person can choose to voluntarily admit themselves to the hospital.

It can be hard to make decisions under the stress of an escalat-
ing mood. That’s why it’s so important to write down benchmarks 
in your action plan, such as “If Tim has two sleepless nights without 
feeling tired, we’ll go to the doctor for a medication re-evaluation 
and I’ll take away the credit cards.” or “If Nora misses three assign-
ments in a week and goes to bed early, or feels fatigued for at least 
three days, we will tell her therapist and psychiatrist.” Once some-
one meets a benchmark, the family should take the planned action.
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Is It Possible to Get Ahead of Moods?
You can minimize damage by keeping charts and acting on bench-
marks, but can you change the fact that a mood episode is coming on? 
Sometimes. Usually, you can reduce the severity by monitoring several  
factors, including drugs and alcohol, expressed emotion, stressors,  
seasonal changes, and medications. Prescribers can adjust prescrip-
tions to manage an oncoming mood. Depending on the symptoms, they 
can add antidepressants, antipsychotics, or sleep medications. You 
can also utilize one of the other most powerful tools you have: routine.

Put Together a Routine
Having a daily routine is part of managing symptoms. This part of 
treatment is called interpersonal and social rhythm therapy (see 
page 74 for more detail). IPSRT helps manage sleep, diet, work, the 
quality of personal relationships, and other details of a daily routine. 
A routine will also make it easier to notice when symptoms start to 
disrupt daily life.

Someone with bipolar disorder will need to take their diagnosis 
into account when they’re planning their work life. They may need 
a job that allows them the flexibility to work harder during periods 
of hypomania and reduce hours during periods of depression. On 
the other hand, they’ll need to make sure that the “flexible” schedule 
isn’t making symptoms worse by breaking routines. Many people 
with bipolar prefer a job where they have to leave the house to go to 
work, but some flexible work-from-home options can be better for 
others. It helps to look back at the past to see what worked during 
schooling and at previous jobs, and what triggered symptoms.

Sleep
Since circadian rhythms affect symptoms, a regular sleep schedule 
is part of managing bipolar disorder. It doesn’t have to be perfect; 
nothing will come crashing down if your family member goes to bed 
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at 11:15 p.m. instead of 11:00 p.m. But sleep and wake times should be 
fairly consistent. In people who are euthymic (not having a mood 
episode right now), treating insomnia with cognitive-behavioral 
therapy reduces both insomnia and the number of relapses into 
mania or hypomania. More variation in the sleep-wake cycles leads 
to less stability of mood.

Insomnia is common in people with bipolar disorder, and not 
just during mania or hypomania. Insomnia can be a symptom of 
depression, and even people in a euthymic state have higher rates of 
insomnia than people who don’t have bipolar disorder.

Start with basic sleep hygiene: Make sure your family member 
goes to bed and wakes up each day at a predictable time. Ensure 
medications are taken regularly so you can tell if they’re altering 
sleep patterns. Urge them to use their bedroom only for sleeping or 
intimacy, and do not do anything physically active or watch any-
thing overly exciting for at least half an hour before bed.

Learning to manage thoughts can help with insomnia. Medita-
tion can help, but anything physically and mentally relaxing is good. 
They can try a safe space meditation (there are a lot of them on med-
itation apps and online), a sleep app, or CBT if the insomnia becomes 
chronic. For most people, the time before bed should be calm, quiet, 
and stress-free, but if your family member sleeps better with music 
or light, work with that. If there are any deeper reasons why they 
have trouble sleeping without lights or noise, a therapist can help 
explore those issues.

Keeping an Eye on Energy Levels
When someone has bipolar disorder, it might be necessary to struc-
ture the day around their energy levels. During a depressive episode, 
they might be able to get a lot done in the morning but need a nap 
just to function by afternoon. During mania or hypomania, there 
may be times of day when the impulsivity or high energy is at its 
peak. Lifestyle changes should be flexible enough to change as mood 
episodes do. This won’t be as important once someone is stable on 
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the right medications, but knowing typical daily changes in energy 
will still help identify an oncoming episode. When someone is trying 
to manage bipolar disorder without medications, charting energy 
levels will be one of their most important tools.

Putting energy levels on the mood tracker will help identify 
someone’s typical patterns. At what time of the day is their energy 
usually the highest? Lowest? Changes in energy during the day are 
common in bipolar. During a depressive episode, they might have a 
brief period of higher energy in the morning when they can accom-
plish the most but be fatigued by afternoon, then have a burst of 
energy in the evening. During a manic episode, someone might func-
tion best during lower-energy times, when they can focus better.

If your family member is trying to manage bipolar without 
medications, charting energy levels can help plan work goals, social 
activities, and other daily life tasks. A low-energy time might be 
ideal for meditation, light yoga, or a relaxing hobby. Some people will 
need a nap during the day to function at their best.

Check-in

How is everyone feeling about the value of routine? Someone 
who’s already stabilized may feel that life is too organized and 
they need safe ways to break the routine. Others might worry 
that IPSRT is an unrealistic ideal or think that routine couldn’t 
have that big an impact.

Healthy Eating
People with chronic mental illness are more likely to eat excessively  
and eat a low-quality diet, which leads to higher rates of type 2  
diabetes and cardiovascular disease. Some of this is due to medica-
tion: mood stabilizers, antidepressants, and antipsychotics all have 
weight gain as a side effect.
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The field of nutritional psychiatry is new, but early research 
suggests that a healthy diet may have a positive effect on mood 
stability, possibly by reducing inflammation. Inflammation is the 
way that the body reacts to injury and infection in order to promote 
healing. In a visible wound, the heat, redness, and pain are signs 
of inflammation. In the brain, anything that causes inflammation 
could affect mental health. Researchers are trying to discover if good 
nutrition may reduce inflammation in ways that help mental illness. 
Psychological stress can cause inflammation as well, which may 
be one of the pathways by which stressors can make mental illness 
worse. Remember, though, that nutritional psychiatry is fairly new 
and not something to DIY at home. It’s also not a complete answer to 
bipolar disorder; nutritional psychiatry is just one area of explora-
tion for possible future solutions.

Ketogenic diets have been trending in psychiatry for a few years 
because they can help manage epilepsy, but the benefits for bipolar 
disorder are unclear. There have been a few success stories reported, 
but they’re based on case studies (research done on only one person 
instead of on a large sample of people), so we don’t know if the diet 
would be helpful to everyone with bipolar disorder.

Exercise
One of the hardest parts about exercise is having the motivation, 
especially during a depressive episode. Someone with bipolar dis-
order may need different styles of exercise for different mood states 
because of their varying energy levels.

While there are many personal stories about exercise helping 
with mood episodes, there’s no evidence yet that it directly treats 
bipolar disorder. There is much evidence that aerobic exercise helps 
treat major depression, but there isn’t enough research yet to prove 
that true for bipolar depression as well. The biggest benefit beyond 
general good health might be exercise’s ability to offset the side 
effects of medications, such as weight gain.
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Because exercise can help manage weight gain from medications 
but symptoms can also make it harder to exercise, help your family 
member make a list of barriers to exercise and think about how they 
can be solved. Barriers can be moods, energy levels, equipment  
available, boredom, or anything else that stands between your 
family member and working out. During a depressive episode, it will 
be harder for them to get motivated, so doing a fun exercise at home 
might be more realistic than going to the gym. During a hypomanic 
or manic phase, they might be prone to overdoing it and injuring 
themselves, so an exercise plan might help them know when to 
stop. If the family member with bipolar disorder feels lonely and 
unwanted, exercising with someone else might help. Linking the 
workout to something they already value can be helpful. If some-
one loves superhero movies, finding a superhero-themed workout 
online might help; if they enjoy dancing , buy a dance aerobics video.

“Routine” Doesn’t Mean “Boring”
How can you make any part of the routine more fun or meaningful? 
Life with bipolar disorder is difficult enough without being boring 
about it. If your family member loves to cook, use that to help them 
eat healthy. If they hate to cook, work with it by finding affordable 
prepared foods. Encourage them to do exercise that’s fun. Buy new 
sheets for the bed. Whenever possible, respect their energy levels 
and flow with them, not against them, until they can be stabilized.

It can be challenging to help care for someone with bipolar dis-
order. Chapter 8 will go into detail about how family members can 
support loved ones with bipolar disorder while still looking after 
their own well-being.
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CHAPTER 8

Supporting Someone 
with Bipolar Disorder

Bipolar disorder affects the whole family, which 
is why treatment often needs to include the whole 
family. This chapter is about making sure that every-
one’s needs are met, while avoiding emotional toxicity 
as much as possible.
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Supporting One Another
Jean and Scott raised their son Henry in a safe home in a safe 
neighborhood. He was a well-behaved high school student who had 
good grades, good friends, and a social life that wasn’t wild enough to 
cause his parents any concern. So when he had to leave college in his 
second semester and move back home because of the onset of bipo-
lar disorder, it was a shock. There was a family history of bipolar and 
epilepsy, though neither of his parents had bipolar. They had hoped 
the cycle was broken by their love and the safe home they provided.

Henry’s first episode was mania, which helped him get an 
accurate diagnosis fairly quickly. However, finding the right med-
ication was a challenge. The whole family had to live with the 
consequences of his manic symptoms. He would become irritable, 
impulsive, and demanding , and his high energy was difficult to 
cope with. The family would ask and then order him to calm down. 
Henry embarrassed them in front of neighbors and family, and their 
attempts to manage his behavior with rules and consequences failed 
epically and sometimes publicly. He got angrier and angrier when 
they couldn’t understand that his body wouldn’t let him do as they 
wanted. Henry felt blamed and judged. Jean and Scott felt inade-
quate and angry and grieved the loss of their pre-bipolar life. An 
hour of quiet would have been nice. Eventually, Henry’s psychiatrist 
found the right mix of medications and he began to stabilize, but not 
before some emotional rifts had developed that would take time 
to heal.

It is important to understand that someone with bipolar dis-
order has little to no control over their behavior, especially during 
mania and severe depression. During hypomania, mild depression, 
or cyclothymia, it can be easier to channel that behavior into less 
damaging paths. But someone with bipolar disorder can’t just stop 
their symptoms any more than someone with a head cold can stop 
sneezing. Even the lifestyle choices recommended in chapter 7 are 
unrealistic without the right treatment and an emotionally safe 
home environment.
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Someone with bipolar disorder needs their family to understand 
how out of control they are. The symptoms are not fun and they are 
not choices. Bipolar symptoms are a runaway train and your family 
member is a passenger,  just as you are. On the surface, there can be a 
lot of conflict between the person with bipolar disorder and the rest 
of their family. However, the conflict is really with the illness, and 
the whole family is in that conflict together.

Supporting someone with bipolar disorder can be difficult and 
frustrating. There are a few things you can do to be supportive: You 
can manage your own emotions, assist your family member with 
things they currently can’t do for themselves, and help avoid the 
consequences of their actions.

Managing emotions means admitting your feelings and finding 
an outlet for them. You will feel angry. Try to direct your anger at the 
illness—not the person with the illness—and be honest with yourself 
about what you’re feeling. Find useful actions to take, like solving 
practical problems. If you’re angry because your family member is 
depressed and hasn’t gotten out of bed all day, is it time to call the 
doctor? Perhaps try to find computer-based tasks that they can 
do in bed that still help the family, or give them short, easy chores 
they can manage if someone is there to talk to them. It can help to 
make a list and cross things off, so you can see that you’re making a 
real impact. You’ll have other emotions, like worry and grief, so be 
honest with yourself about what you’re feeling. Try to find a healthy 
way of expressing your feelings and doing something about them. 
Family members can express their emotions to one another in 
non-accusing ways like “I know it isn’t really his fault, but I feel so 
worried when . . . ” It helps to have someone validate you and confirm 
that your emotions matter.

Though your family member with bipolar disorder may need 
your help doing things, always make sure it’s really necessary. Most 
people with a mental illness would like to do things for themselves 
but can’t. Once their symptoms improve a bit, encourage them to 
push the boundaries of what they’re capable of. There will be times 
when someone has to make appointments for them, drive them 
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around, or make sure they eat and take medication. The good news: 
You can hand these tasks back to the person with bipolar disorder as 
soon as they can handle things. Expressed emotion, the toxic atmo-
sphere that increases symptoms, includes overinvolvement. Letting 
them do things for themselves once they feel better is just as import-
ant as stepping in when they need you. They need to eat, but it’s fine if 
you let them heat up some leftovers instead of cooking  just for them.

One of the hardest things about caring for someone with bipolar 
is protecting them and the rest of your family from the conse-
quences of their actions. This may not always be possible. Part of 
mania and hypomania is the inability to see that actions will have 
negative consequences. Do the best you can and let go of what you 
can’t control. If someone tends to go into debt, take their credit 
cards and hide them. If your loved one binges on drugs or alcohol, do 
your best to keep them involved in activities at home with family 
who won’t enable that. If they insist that they’re going to become a 
major beauty influencer by next week, let them take all the selfies 
they want and maybe have a small budget to buy makeup, but try to 
prevent them from doing anything that might be damaging to them 
or the family later.

Do your best not to blame or give orders to someone in a severe 
mood episode. It won’t have any effect: You can’t order a symptom 
not to exist. Blaming someone with an illness doesn’t make it go 
away, and everyone involved will end up more frustrated.

Living Together
Because bipolar disorder often emerges during adolescence and in the  
early twenties, the person with bipolar disorder will likely be living 
with relatives or roommates when the first mood episode occurs. 
One of the first things to consider after your loved one receives a 
diagnosis is how much support they need. Can family or friends 
give the person what they need right now? If the person seems to 
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have milder moods like hypomania or mild depression, that may 
be possible. If family or roommates can’t handle all their needs, it 
might be time to consider how to get more support. The day programs 
discussed in chapter 5 (page 69) would help them learn skills and 
have somewhere to be during the day. A group home is an option for 
long-term care. If there’s any danger, consider the hospital. An adult 
family member with bipolar disorder living on their own might need 
to move back in with family during a mood episode.

These are painful decisions, and it’s hard for an adult to admit 
that it’s time to let family take care of them for a while. Remember 
that bipolar is a medical illness. There’s no more shame in that than 
if someone needs care for a serious physical illness like heart disease 
or asthma.

Check-in

Get the family together to express their emotions. Let everyone 
state their feelings in a way that doesn’t blame others—but it’s 
fine to ask someone to change how they’re doing something:

“I feel angry because I’m having trouble sleeping due to all the 
noise. Can you please wear headphones when you stay up late 
playing video games?”

“I feel frustrated because I can’t sit down and I can’t stop all 
the thoughts in my head. I’m not trying to cause trouble, and I 
worry that everyone’s mad at me and they just aren’t saying so.”

Be specific about what actions you need people to take. Be open 
to making some changes to help someone else out.

Keeping Up a Dialogue
Evan’s family members were trying to stay supportive and brave 
for him, but each of them was experiencing loss and grief because 
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of his disorder. Evan’s brother, Tyler, had a rift with some friends 
after Evan slept with a friend’s girlfriend during a manic episode. 
Evan’s sister, Kaycee, had to wear a borrowed gown to the prom and 
couldn’t go in the limousine with her friends because the family 
spent so much money on Evan’s insurance and medication. Evan’s 
parents, Charlotte and Don, shared most of the caretaking and 
were physically exhausted. Evan felt guilt and shame about how his 
symptoms affected everyone else. The family hid their pain from one 
another, except in occasional screaming matches when they couldn’t 
hold it in anymore.

There’s still a lot of shame and stigma surrounding mental ill-
ness, and that makes communication difficult. You might be tempted 
to keep things to yourself in order to avoid trouble. Everyone will 
have a lot of thoughts that seem petty and selfish, but there are gen-
uine needs behind those thoughts. The person with bipolar disorder 
is not the only family member with emotional needs. In order to 
support one another, family members will need to overcome their 
barriers about communicating.

How can you do this? It can help to journal about feelings first, 
so that you know what you need to say. Think about how to make 
family members more comfortable during discussions. A formal 
meeting might be awkward, so is it better to do it in a more relaxed 
way over coffee? Do you need to play basketball or have a bite to eat 
first? It can help to combine tough conversations with family bond-
ing moments to help you remember that you’re all in this together 
and everyone matters.

When someone is honest about their feelings in a positive, 
non-toxic way, show them some appreciation. You can thank them, 
hug them, ask them questions to help them express their feelings, or 
pass them a cookie—just send a message that expressing their feel-
ings was okay and you hear what they’re saying.

It will be tough sometimes. If someone starts to express their 
feelings in an unproductive way, or a way that will make things 
worse, tell them that you want to hear what they have to say but 
would appreciate hearing it in a less accusatory way. Suggest that 
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they try to restate what they’re saying in a solution-focused way. 
For example:

“You all are lazy and aren’t doing anything. You don’t care that 
I’m doing all the work.”

A response might be: “Sorry, I didn’t know you felt like that. Do 
you have any ideas on how we can help?”

You can set firm limits. If someone starts to become toxic, you 
can let them know that you want to hear what they have to say, but 
not if they’re going to say it in a degrading way. You can also decide 
to walk away from the conversation temporarily and offer to come 
back when everyone can communicate more calmly. You can say 
something like, “I don’t think this meeting is going well. I’m willing to 
try again later when we can do this without yelling at one another.”

It’s also important to take responsibility for your own actions 
and stop yourself when you’re getting out of control. Say something 
like, “Look, I can’t do this right now. I’m going to take a break and talk 
about this later.”

The goal is to create a situation where everyone can be honest 
about their emotions and feel heard and understood, and then shift 
to being solution-focused in order to figure out how to make this 
easier for everyone.

You’ll know you’re doing well as a family when everyone is able 
to listen and respond without becoming defensive. You’re likely to 
get and give some positive reactions, like “Yes! Thank you! It’s about 
time someone said that.”

You can also support someone by reflecting back what they’re 
saying. Just repeat what they said in different words, and ask if you 
understand what they’re saying. For example, if someone says, “I 
really wanted that promotion and somebody else got it. I feel like 
that wouldn’t have happened if I had the time to work harder,” you 
can say, “You’ve lost an important chance at work because you’ve 
been spending more time taking care of family. You sound sad, is 
that it?” People usually won’t be mad at you if you guess wrong. They 
might correct you but will be glad you tried and that you’re validat-
ing what they said.
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10 Tips for Talking to One Another
These tips will help you express your emotions more accurately. You 
might feel awkward or anxious when talking about your feelings at 
first, but it will get easier.

1.	 Describe your emotion: “I’m feeling . . . because . . .”

2.	 Tell people what you need: “I need you to . . .”

3.	 When someone else is talking , give them some encouragement  
with eye contact, paying attention, nodding , or saying an 
encouraging word or two.

4.	 Validating someone’s emotions means letting them know that 
you hear them and it’s all right for them to feel that way.

5.	 Be supportive but genuine. Put all of this in words that sound 
like you, not like a TV therapist.

6.	 Be willing to respectfully walk away from a conversation 
that’s getting out of control.

7.	 Make difficult conversations comfortable. Have coffee or 
snacks, do crafts, or try anything else that combines tough 
conversations with bonding. Think carefully about whether 
or not to serve alcohol.

8.	 Take action where you can. Nothing says love like getting 
things done.

9.	 Show appreciation for everyone who has helped out.

10.	 Plan something fun or calming for afterward, so there’s some-
thing to look forward to.
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Understanding One Another
Melissa had finally found the right medications for her bipolar dis-
order and was feeling much better. She lived with two roommates, 
who stuck by her through her mood episodes. But now that she was 
recovering , they still had a lot of leftover feelings about everything 
that they had given up to help her. Eventually, they all sat down and 
the roommates talked about how her bipolar disorder has affected 
them. Their only goal was to be heard and acknowledged. It was a 
very difficult conversation, one full of tears, and it was tough for 
everyone to speak honestly but without unfair blame. It wasn’t 
perfect, and sometimes one of them would walk away for a few 
minutes and then come back when they were ready. With support, 
Melissa was able to give her friends the appreciation they needed for 
their actions during the early days of her illness and empathize with 
their losses.

Family meetings can get easier with time but they’re often 
difficult at first. Do some journaling or have a practice conversation 
with a therapist ahead of time so that you know what you want to 
say. During the meeting , focus on listening to others as much as on 
expressing yourself. Check with them to make sure that you under-
stand them, and let them know when they said something that 
meant a lot to you. Bring a craft like knitting or something else to do 
with your hands if it will help calm your nerves. Explain to everyone 
that you brought it to help you stay with the conversation, not to 
ignore it. If you start to get overwhelmed, excuse yourself. You can 
always pretend that you’re just going to the bathroom if you’re not 
ready to be honest about needing a break. It’s a process.

Remember that you’re moving toward becoming more support-
ive. It’s normal for some parts to be difficult. They’re all steps toward 
bringing your family closer together. When it gets too hard, take a 
break, do a row of knitting , shoot a few hoops, do a couple minutes of 
meditation, whatever you need—but come back, re-engage, and focus 
on supporting one another.
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Do This Together
Plan a family activity night. Family meetings and intense conver­
sations are one way of showing support, but having a good time 
is another. Consider making holidays a no-drama zone when the 
intense conversations are saved for another time. Normal family 
activities can minimize the sense of loss and remind you of what 
you’re doing all this for.

Sometimes You Need to Be a Caregiver
A caregiver is someone who looks after the daily needs of someone 
with an illness. It’s a lifesaving  job, but not a glamorous one. With 
bipolar disorder, a caregiver’s role will fluctuate over time, as moods 
and symptom management change. With cyclothymia or mild bipo-
lar II, not everyone will need a caregiver though they may still need 
some help. Once someone is stable on medication they may not need 
a caregiver or they may need one only rarely during an occasional 
mood episode. Caregiving responsibilities can include helping your 
family member stay in a routine, driving them to appointments, 
cooking for them and encouraging them to eat, reminding them to 
shower, picking up a medication and making sure they take it on 
time, and managing other important details of daily life.

A caregiver usually has to give up a lot. They may have to miss 
work, spend less time with friends and family, and even have 
some sleepless nights when things aren’t going well. If that sounds 
exhausting , well, it is. Ideally, there should be more than one care-
giver so that everyone gets a break, but that’s not always possible.

Caregiving comes with its own burdens. Rates of depression and 
anxiety are high in caregivers of people with chronic illness, so it 
can be a good idea to get some support. Caregiver support groups can 
be places to vent, learn some tips, and hear from people in the same 
position. If there’s no in-person caregiver group nearby, there are 
online support groups as well as social media pages and hashtags for 
caregiver support.
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Sometimes You Just Need to 
Be a Supportive Voice
Early on, it might feel like it will never happen, but sooner or later, 
most people with bipolar find the right doctor, the right therapist, 
and the right medication. Once they find the right medication, 
results can happen pretty quickly and there will be more and more 
days without drama or chaos. The person with bipolar disorder will 
be able to sleep through the night more often.

By the time you’ve experienced a few weeks of stability, people 
with bipolar disorder have often become more independent. They 
may be able to do without reminders to eat or take medication. 
They may be able to go to appointments or pick up medication 
by themselves.

When this happens, the caregiver’s role will start to change. 
Family members may find themselves hovering over the mood and 
symptom log looking for the slightest sign of relapse. It will take a 
while for that anxiety to fade.

This change will come as a relief, but caregivers might have some 
anxiety as they spend less time taking care of the family member. 
They will need a while to get used to the calm and transition back 
to a more normal lifestyle and a different role. The caregiver might 
eventually transition into the role of a supportive voice. As the 
person with bipolar becomes more independent they’ll need some-
one to bounce ideas off of and vent to about their anxieties, as well as 
someone to celebrate accomplishments with.

No matter how stable someone becomes, there will probably be 
another mood episode eventually. The caregiver should do their best 
to enjoy the stable times and go back to focusing on their own lives, 
while they remain emotionally supportive.
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Being an Advocate
Mental health advocacy is the next level of support for people 
with mental illness and their families. Some people want to fight 
for mental health on a social or political level, and there are a lot of 
ways to do that with varying levels of commitment:

	→ Start a blog or vlog about living with someone with mental 
illness. Don’t share anyone else’s private information without 
their consent. You can do a blog under a pen name for privacy 
if you want.

	→ Contribute to a podcast about mental illness by offering to be 
a guest speaker or by writing in with a personal story.

	→ Donate to or fundraise for a mental health advocacy group.
	→ Take part in a walk/run fundraiser for mental health.
	→ Learn about the politics of health care and contact politicians 

about better care for mental illness.
	→ Volunteer for a local mental health organization.
	→ Write articles or speak about mental illness.
	→ Use social media to encourage people to talk about mental 

illness and reduce stigma.

Before you do any advocacy work, make sure that you talk it 
over with family. Choose a form of advocacy that won’t violate any-
one’s privacy and make sure that everyone included has consented 
to it. People still lose friends, relationships,  jobs, and housing over 
stigma toward mental illness, so don’t take that chance with anyone 
else’s private experiences.

There are several organizations listed in the Resources section 
(page 150) in the back of this book. They all offer different options 
that might help your family, including support groups, psychoedu-
cation groups, or political action committees. And don’t worry if you 
don’t have time for advocacy now; you can always get involved later 
when your family has its needs met. If an organization seems to be 
asking a lot from you without offering you anything of value, move 
on to a different organization.
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In this chapter we worked on communication and team- 
building. Chapter 9 will continue the theme of family relationships 
by focusing on setting boundaries, handling crises, and managing 
emotions around rifts between family members—as well as why 
getting some distance can sometimes be better in the long term.
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CHAPTER 9

Boundaries and 
Healthy Relationships

Relationships where everyone has to be perfect are 
not healthy because everyone has to hide so much of 
themselves. Healthy relationships include productive 
arguments, free expression of needs, and space to be 
alone. In this chapter, we’ll look at creating and main-
taining healthy relationships through boundaries, 
conversation, and self-care.
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It’s Okay to Need Space
Gillian, a high school senior, had bipolar I, while her sister Teresa, a 
high school sophomore, was neurotypical (no neurological or mental 
illness). When Gillian was in a manic state, life revolved around 
her. As the “normal” sister, Teresa was expected to miss parties, 
dances, and sporting events because of financial and time limits. She 
often lost study time and sleep because of the chaos during a manic 
episode. While some of this was inevitable, Teresa was treated as 
though she was wrong for wanting to have a life despite her sister’s 
bipolar disorder. She was further alienated from her friends because 
the family expected her to keep their problems a secret. When 
Teresa spent the night at friends’ houses to study and have fun, her 
parents made her feel guilty. When she wasn’t able to study enough 
at home because helping take care of her sister took up so much time 
and energy, her parents complained her grades weren’t good enough.

Everyone has legitimate needs, not just the person with bipolar 
disorder. Everyone needs time alone, a social life, and respect for 
their time and space. In the previous example, Gillian and Teresa’s 
parents are probably also tired and sad about giving up important 
parts of their own lives. But bipolar disorder is a long-term illness; 
if family members don’t have the time and space to live their own 
lives outside of others’ needs, it can lead to arguments and burnout. 
It creates ruptures in the family that can take years to heal.

In some families, this kind of stress creates the potential for 
violence. There need to be strong boundaries in every family so that 
violence is never acceptable, no matter who the victim or perpetra-
tor is. People with mental illness don’t have significantly higher rates 
of domestic violence than the general population, and people with 
bipolar disorder are a lot more likely to be the victims of violence 
than the perpetrators. Substance abuse in the home strongly con-
tributes to domestic abuse.
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What Do Boundaries Look Like?
Boundaries are the limits that someone sets on how others are 
allowed to treat them. Healthy boundaries are the space in which 
a person can love both themselves and the other person at the 
same time. Boundaries can be physical, sexual, emotional, verbal, 
or financial.

People with bipolar disorder are more prone to violating other 
people’s boundaries when they’re having manic or hypomanic 
symptoms because of the grandiose thoughts and low impulse 
control. Other family members may have to set and maintain 
boundaries and back one another up.

Financial boundaries are especially complicated because mental 
illness is expensive. A conversation about financial boundaries 
might involve making sure everyone has some money to spend, and 
that family members are protected from the financial consequences 
of mental illness as much as possible.

An overinvolved caregiver might need to set boundaries with 
themselves. Instead of cooking three times a day for someone who 
isn’t eating enough, consider batch-cooking , breakfast/snack bars, 
shakes, or other prepared meals. Instead of watching the person 
with bipolar constantly, it might be safe to only look in on them once 
in a while.

There will be arguments sometimes. That’s the reality of being part 
of any family. A healthy argument must have the following boundaries:

	→ Step back and give everyone a few minutes to calm down if they  
need to. Don’t insist on having an argument while tempers 
are flaring.

	→ Keep the argument solution-focused. What happened that 
caused a problem? What are the possible ways to deal with it? 
Which one works for the most people?

	→ Talking about blame never helps. If the conversation shifts to 
blame, shift it to possible solutions.
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	→ Everyone should keep their body language non-defensive and 
non-threatening. Nobody should be towering over anyone or 
sitting in a way that implies rejection. Body language should 
imply that everyone is listening.

	→ Set boundaries with yourself and others. Listen if others 
communicate problems respectfully, but know that you can 
leave the situation if anyone shows blaming or aggressive 
behavior. If this becomes a recurring issue, look into anger 
management. The Resources section (page 150) has a couple 
of good workbooks on anger management.

Creating Boundaries
Jim and John were brothers who lived together. John had bipolar 
II disorder, and Jim was his caregiver. Both were able to work most 
of the time, although John occasionally took a month-long medical 
leave due to severe depression. They had to set boundaries about 
finances. John didn’t have good health insurance, so he set aside 
some money every month for copays and emergencies. Jim learned 
not to hover over John when it wasn’t necessary. When hypomanic, 
John gave his brother very little personal space or time. Friends 
often took John out so both brothers could get some peace.

Boundaries should be a win-win situation whenever possible. 
Everyone might not get everything they want, but they should get 
enough of what they want.

To start setting boundaries, family members can do 
the following:

	→ Express their most important areas of frustration.
	→ Validate one another’s needs. Don’t treat others like their 

needs don’t matter.
	→ Look for the win-win situation. If one family member needs 

more time at work and another needs more time with friends, 
how can they have both? Sometimes egos will push people to 
try to “win” when a compromise would be just as good.
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	→ Expect some resistance and negotiation. Stay strong about 
boundaries but be open to creative ideas about how those 
needs can be met. If someone needs a ride to work, there are 
probably multiple options for making that happen.

	→ Find ways that the person with bipolar disorder can contrib-
ute something regardless of their mood episode. Someone 
with depression might still be able to do household tasks 
online, or be home for deliveries or hired help. Someone 
with mania or hypomania could do some batch-cooking 
or cleaning.

Statements That Set Boundaries
“I’ve been so busy taking care of things at home that I’m not keep­
ing up at work, and my performance review wasn’t that great. I’m 
going to need some help.”

“I don’t have any big meetings until afternoon, so I can be 
available in the morning.”

“I’ll be okay if I play video games and work on my social media 
page. I don’t know what we need to buy, but if you want to order 
groceries online, I can be around to receive them and put them 
away if it’s before 3 p.m.”

How Involved Do You Want to Be?
Kate’s bipolar disorder made life chaotic for her family, and her 
siblings felt overburdened during her severe mood episodes. Her 
sister Celia received a scholarship to a college a few hundred miles 
away and only returned on vacations. She accepted the fact that the 
family couldn’t send her money; when she was home she helped out 
only when it didn’t interrupt school or work. Her brother Cameron 
moved across town. He contributed money and time, but he also 
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got married and had his own family to care for. Kate worked hard 
to achieve stability. In time, she could take care of herself and rent 
her own apartment, so her parents did not have to care for her very 
much as they got older. Even with her success, it took a while to 
repair broken bonds.

Every family member will have to decide how much they can be 
involved. Ideally, multiple family members contribute to care so no one 
handles everything alone, but that isn’t always realistic. Someone who 
wants minimal involvement might be willing to do something easy,  
like pick up prescriptions or do some housework. Some people, 
especially if they’ve been hurt physically or emotionally, may  
choose not to be involved at all. It’s usually best to respect that for 
the long-term stability of the family.

When young children are in the house, adults should explain 
to them that a family member has an illness that can be scary 
and upsetting , and that everyone is working on finding the right 
doctors and medicine. The child’s opinions should be heard when 
decisions will affect them, or a lack of information might hurt 
them. Children don’t need all the details, but having a huge mystery 
in the house can be scarier than a little age-appropriate education 
about bipolar: “Mommy has an illness in her brain. We’re taking 
her to the doctor for medicine, but it might take her a long time to 
feel better. She still loves you. It will be easier to see that once she 
gets better.”

Give the child a simple plan to follow in case of emergency, like, 
“If Mommy gets really angry again, I want you to go to your room and 
play in there by yourself. That’s part of her brain illness. We’ll handle 
it.” Someone should sit with a child if possible when things are cha-
otic, or the child can be taken to a friend or neighbor. But keep the 
child informed.
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Do This Together
Sit down together as a family and make a list of things that need to 
be done. Let everyone talk about the time and effort they can real­
istically give while still meeting their own needs. Look at where the 
family can delegate (such as hiring someone for a task or having 
groceries delivered instead of going to the store). Family members 
who work might prefer to pay someone to mow the grass instead 
of doing it themselves, so be flexible about solutions. What can 
the person with bipolar disorder do for themselves? Plan for their 
growth and how they might ease back into a normal life, including 
normal responsibilities. Ask someone’s therapist for help negotiat­
ing if you need it. Children should not be involved in direct care but 
could do a few chores to free up the adults in the family.

Maintaining Healthy 
Family Relationships
Family relationships should be one of your biggest assets when 
trying to cope with mental illness in the family. If family relation-
ships are already strained, involve a family therapist as soon as 
possible, or a spiritual leader if that’s part of your family’s traditions. 
Try to find one who’s informed about mental illness.

Wherever there are already strong bonds, put effort into keep-
ing them. Keep making time for one another and talking about 
problems as well as having fun together. In a healthy family, bipolar 
isn’t the only topic of conversation. Shared interests and hobbies are 
a big strength and give everyone a much-needed feeling of normalcy. 
Keep up family traditions, even if they need a little modification for 
the family member with bipolar disorder to feel included. You might 
have to work more physical activity into Thanksgiving when your 
loved one is hypomanic, or understand that they might need to sleep 
through part of a holiday if they’re in a depressive episode.
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Staying Healthy and Caring for Yourself
Family relationships are based on caring for one another as well as 
giving everyone a chance to care for themselves. Instagram-worthy 
levels of self-care aren’t always realistic, particularly during the 
most difficult times. Part of self-care is being realistic about what 
you can get done. Look out for the family members who are abso-
lutely terrible at remembering self-care. Challenge their belief that 
they should come last.

Self-care is how you answer the question “What would I be 
doing right now if I really cared about myself?” Self-care is also 
balanced against others’ needs. Holding that balance, how would you 
answer that question? We often default to food or alcohol as a way 
of coping , but your body might need rest, exercise, or a chance to be 
away from the tension for a while to relax. Your mind might need 
deep philosophy, but it might also need silliness and humor.

Friends
Talking to friends about bipolar disorder can be intimidating. 
Mental illness still carries stigma, and talking about it outside the 
family carries risks as well as benefits. However, treating bipolar as a 
shameful secret will become toxic in the long term. Bipolar disorder 
is an illness just like any other and shouldn’t be a cause for shame 
any more than cancer or lupus would be.

If friends express concern for you, let them know whether you 
want to talk about it or not:

“I usually don’t talk much about it, but could I vent for a while?”

“I need to have some fun today. Let’s just go out for a while and 
talk about other things.”
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Check-in

Get the family together for a few minutes, and make sure 
everyone has their planners. Schedule in some time for each 
family member to get away and be with friends or take some 
time for self-care. Treat this like any other appointment: It’s 
important and essential.

Safety and Crisis
Hopefully you’ve written out the part of the action plan that spells 
out what family members will do if they need to manage a psychiat-
ric emergency. If not, do that right away.

It’s normal to feel fear, anger, irritation, or even boredom 
when you have to manage a crisis. Emergency plans help you make 
thoughtful decisions at times when you’re tempted to react out of 
impulse or emotion.

If the family member with bipolar disorder tends to get vio-
lent or agitated, one or two family members (or more) can take a 
class or read a book on nonviolent crisis intervention or violence 
de-escalation. If symptoms include suicidal thoughts or urges, there 
are classes in suicide prevention that advise on how to talk to some-
one who is suicidal—though if there’s any immediate risk, always get 
them to the hospital.

Mental Health First Aid and Psychological First Aid (PFA) both 
offer excellent classes on crisis intervention, though PFA focuses 
more on trauma. Anyone who helps care for the family member 
with bipolar disorder should know these skills. Links to these web-
sites are in the Resources section (page 150), along with some other 
supportive organizations.

Another tip: Know the difference between your need to con-
trol things and what will actually work. Be careful of the urge to 
strong-arm the situation. Trying to use authority rarely helps, par-
ticularly with mania, and it often makes things worse and damages 
relationships. Think about what worked in the past. Make use of 
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healthy relationships in the family to help someone manage symp-
toms. When you can, flow with the situation instead of against it. 
Use safe physical activity as an outlet for someone with mania or 
hypomania, or listen to music or have long conversations to help 
someone with depression manage their feelings.

Financial Issues
One of the most stressful questions about mental illness is how to 
pay for mental health care. In the United States, the health-care 
system typically assumes that someone has good insurance. Check 
your insurance policy to see what services are covered. Call and ask 
about copays, deductibles, and coinsurance, all of which are costs of 
care that insurance doesn’t cover. Do this for every provider on your 
treatment team—psychiatrists are often reimbursed very differ-
ently than therapists.

If your family member doesn’t have insurance, most hospitals 
and community mental health agencies have staff who will help 
patients and families through this. Talk to the case manager or social 
worker about unemployment, disability payments, Medicaid, Medi-
care, and any other financial help that’s available in your state.

If insurance is limited and your family member doesn’t need a 
hospital or community health, finding a therapist who takes “private 
pay” is another option. Private pay means that you pay cash for ther-
apy. Ask if they have a sliding fee scale, which is when a therapist 
will lower the cost of a session based on family income and number 
of family members. To get a sliding fee scale, you’ll have to provide 
some proof of income, like a paycheck stub or tax return. Occasion-
ally, someone’s costs with insurance are so high that the therapist’s 
sliding fee scale might be less expensive.

Your therapist will likely require a credit or debit card on file 
for any cash payment, including copays and deductibles. Another 
option is either a health spending account or flexible spending 
account. These are health-related savings accounts that allow people 
to pay for health-care costs with pre-tax dollars.
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Check the insurance policy to see if ambulances are covered in 
the event they have to go to the hospital. If the ambulance isn’t cov-
ered, drive them to the hospital as long as it’s safe to do so.

Work
Some people with bipolar disorder are on permanent disability 
and receive social security disability. Others have full-time jobs 
and families of their own. Many people function anywhere in 
between those two extremes. Wherever they’re at, it’s a good idea 
to have a plan for if bipolar disorder disrupts your family member’s  
income. Most people with bipolar disorder are employed and may 
be able to take medical leave using the Family and Medical Leave 
Act (FMLA).

A mental illness is a legal disability, which opens up some 
options. State disability insurance (SDI) or social security disability 
insurance (SSDI), depending on the state, is an option if someone  
can’t work. Employees with disabilities also have legal rights  
protecting their jobs. In the United States, the Equal Employment 
Opportunity Commission can provide detailed information about 
the rights and privacy of people with a mental illness.

If someone needs substantial help finding and keeping a job, 
look for community agencies that offer workshops and supported 
employment programs. Research the agency on the internet to find 
out about their local reputation and ask questions about the pay, 
benefits, and working conditions to make certain that people who 
work with them are not being exploited. Like any employer, they 
vary in their dedication to employee well-being.

Someone experiencing a manic episode should probably avoid 
making major employment decisions. Look for short-term solutions 
such as FMLA to get them through until they are stable. If they have 
a new career idea that sounds irrational but they’re determined to 
pursue it, encourage them to do things like research their new career 
online, make vision boards,  journal about it, or do anything that 
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won’t cause any harm. Trying to talk someone out of an idea during a 
manic episode will just frustrate everyone.

Involuntary Treatment
Involuntary treatment is when someone is hospitalized against their 
will. It’s legal when there is a serious risk of harm to themselves or 
others and they aren’t competent to make decisions themselves. The 
risks of suicide, homicide, or physical violence are the most common 
reasons for involuntary treatment. Dangerously poor self-care or 
potentially lethal drug use could also be reasons for involuntary 
hospitalization. These behaviors may indicate that mental illness 
has impaired your loved one’s decision-making.

Each state or province has its own rules about involuntary 
hospitalization but there are similarities throughout. On medical 
units, patients can usually check themselves out if they understand 
the consequences. Even someone in the middle of a heart attack can 
leave the hospital if they understand that decision. On a psychiatric 
unit, it’s assumed that people don’t have the ability to understand the 
consequences of their actions when they’re admitted, so most units 
don’t allow patients to check themselves out against medical advice.

In addition to being unable to leave without a doctor’s order, 
people on a psychiatric unit can be medicated against their will if 
they’re a danger to themselves or others. If they’re not a safety risk, 
they have the right to refuse medication.

Staff on psychiatric units are trained in violence de-escalation. 
If a threat of violence can’t be controlled any other way, it may be 
legal for patients to be put in seclusion (locked in a room by them-
selves) or restraints (strapped down on a bed until they are no longer 
a threat). Each state has different regulations about how long this 
can go on and how well someone has to be supervised for their own 
safety while in seclusion or restraints.

Family members don’t usually have contact with someone in 
seclusion or restraints. However, checking in by calling , visiting , and 
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making sure that the patient has signed a release of information so 
family can talk to them will all help protect the loved one from being 
unsupervised, left in seclusion or restraints too long , or harmed by 
anyone. Unfortunately, hospital abuse does happen. Frequent con-
tact with family and friends reduces a patient’s vulnerability to that.

Difficult Decisions
Luke had bipolar I and came from a toxic family. He had no contact 
with them because of a history of abuse. He was able to live in an 
apartment with a roommate and support himself. When he was 
stable, he was a friendly, responsible roommate, but during manic 
episodes, he threw wild parties. They often ended with the apart-
ment trashed and the police being called because of noise and drug 
use in the parking lot all night. At the end of the lease, his roommate 
moved out and stopped speaking to him. None of their friends would 
live with Luke. He ended up moving to a cheaper apartment in a 
dangerous part of town.

Sometimes a friend or family member has no real choice but 
to break off ties. Living with someone who has bipolar and isn’t 
stable means loss, stress, and, with a small group of people, a risk 
of violence.

Maybe it took a while to find the right medication. Maybe the 
person with bipolar isn’t medication-compliant. It’s normal for 
people with bipolar disorder to dream of a life without medications, 
but it isn’t always realistic. Family and friends sometimes suffer 
consequences in the process of getting stable.

Open communication about everyone’s needs and setting con-
sequences can help. It’s OK to set limits such as “since we know what 
happens during your manic episodes, I will only move in with you 
if you stay on your medications.” Part of having a relationship with 
someone who has bipolar disorder is about setting limits.
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Transitions
With medications, the support of friends and family, and a good 
therapist, most people with bipolar disorder can usually become 
stable. Weeks will pass without a major problem. They will be euthy-
mic (no mood episodes) for longer and longer, or the symptoms will 
be too mild to cause serious problems. Some people eventually go 
years without a mood episode. People who aren’t on medication may 
be functional, but they won’t be euthymic for as long as someone 
who takes medication. For those who don’t use medication, stabil-
ity will mean that their symptoms are there but aren’t causing any 
serious consequences.

Make the most of good days. Go out and take some time to your-
self. Do something you haven’t had time for lately. When the good 
days become good weeks and then good months, the family can start 
re-evaulating everyone’s responsibilities. Some responsibilities will 
end, like checking to make sure someone hasn’t gone for a walk by 
themselves at two in the morning or spent their rent check on toy 
robots. The person with bipolar disorder can start taking on respon-
sibilities such as taking their medication, filling out mood trackers, 
and going to appointments by themselves.

It will take time and effort to turn a family into a team to treat 
this mental illness. If the family has experienced mental illness 
before, then people may already have skills for coping with it, but 
they may have some bad habits to unlearn in order to be supportive. 
Giving each family member the freedom to decide how involved 
they want to be protects relationships in the long run by reducing 
the feeling of being trapped. But don’t let anyone try to carry the 
load by themselves if it can be helped.
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CHAPTER 10

You’re on Your 
Way Together

This chapter is about how to approach bipolar dis-
order as a team, however large or small your team is. 
Even if you’re blood relatives, your “family” can also 
include caring friends, spiritual leaders, and other 
supportive people in your community. As your team 
works on helping your family member cope with 
bipolar disorder, remember that you’re limited by the 
knowledge and solutions available to you right now. 
If things aren’t going well, that doesn’t mean it’s your 
fault. People do get better with time.
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Have Compassion
Ted was a single father whose son, Paul, had bipolar disorder. Ted 
came home after work one night and saw clear signs of a manic 
episode. Paul’s speech was rapid, he was restless, and he didn’t go 
to sleep until the early morning. Paul said that he hadn’t slept well 
in days but didn’t mention anything because he’d hoped that it was 
school stress, not a mood episode. Ted left a message for the psychi-
atrist, who had already left work. Everyone felt tense that night. 
Ted didn’t sleep well because of the stress of not knowing how Paul 
would be in the morning. They almost left for the emergency room 
several times, but resisted because it wasn’t an emergency. In the 
morning , they were able to talk to the psychiatrist, who saw Paul 
that day and made some medication adjustments. He told them that 
they had done well not to overreact.

The brain works differently under stress. You may feel more 
aggressive or experience a strong urge to control. You may feel 
intense anxiety. Your brain will push you toward quick solutions 
that likely won’t work. Your memory is more attuned to threats and 
filters out more positive information. Take a step back and try to get 
yourself to a place of compassion. When a family member or friend 
is making things difficult, you can set boundaries with them, but at 
the same time you can remember everything that’s good about them. 
The person with bipolar disorder does not want to be this way, and 
they’re suffering. Be understanding even while you set boundaries 
and solve problems.

An Ongoing Process
Kirsten knew that her children were having a difficult time because 
of her bipolar I. She felt bad, unworthy, embarrassing , and like she 
couldn’t do anything right. She did everything she could to get better, 
and eventually she became more stable. She had occasional relapses 
because she didn’t feel that she deserved a better life when her dis-
order caused others so much pain. Finding a medication to control 
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her moods didn’t take that long , but repairing her relationships with 
her children took a while. The hardest part was accepting that she 
was sick, not bad, and that she deserved to recover.

Things won’t always be so difficult. If the family, including the 
person with bipolar disorder, keeps moving forward, then you will 
achieve stability. The right medication and the right therapy, plus 
working on family relationships and finding community and online 
resources, will get everyone to a better place. The process won’t be 
a steady upward climb. Repeated mood episodes are part of bipolar 
disorder: expect setbacks. It’s not a disorder that anyone truly gets 
over, at least not yet. It’s always possible that there will be a cure 
later, but for now it’s about management.

Progress is limited by knowledge. Right now, the knowledge 
exists to help people achieve a fairly normal life, but there are still 
a lot of unknowns about bipolar, such as the exact contributions 
of genetics, the exact mechanisms by which a first mood episode 
happens, and, of course, what it will take to create a cure. When 
setbacks occur, they aren’t always tied to something your family did; 
we need more and better research to understand the exact nature of 
the disorder.

With so many unknowns, don’t hold yourselves to impossibly 
high standards or expect results that aren’t fully under your control. 
When you look at your own efforts,  judge yourself not by results, but 
by having taken the right steps and done the right things as often as 
you could. Look for the slow climb. Sometimes things will go back-
ward, and you will be able to handle it.

Some people with bipolar choose to have it treated so that they 
can move on with life as soon as possible. Their goal will be to live as 
if they didn’t have bipolar disorder. People who know them at work 
may never suspect that they have a mental health issue.

Others will choose the advocacy route. They may become blog-
gers, mental health influencers, researchers, teachers, or therapists. 
They’ll be under pressure to keep themselves healthy enough to 
keep doing that work. Some will choose to publicize their setbacks 
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so that others can see what they really look like and know that they 
aren’t alone.

There’s no wrong answer about what route to take. It’s a totally 
individual decision. The important thing is that your loved one 
feels good as often as possible and prepares ahead for any chal-
lenges. Even when they feel good, they’ll need to respect their 
treatment regimen.

In the future, there will be new treatments or even possible 
cures. Be very careful. Mental health goes through trends like any-
thing else. Just because a treatment is in all the magazines doesn’t 
mean it’s been shown to work. Feel free to sit back and wait for the 
research to come in. It might be a good idea to take a class or read a 
book on critical thinking and learn how to read scientific research, 
so you can avoid trends that won’t work.

Navigating the Road Ahead Together
Pete, a teenage boy with bipolar II, lived with a family that was not 
supportive of him. They loved him, but when he had a mood episode, 
they took a disciplinary approach to it. He felt like a failure when he 
couldn’t do what they wanted, like calm down and stop getting so 
excited about things. One night, when his hypomania was keeping 
him awake, he got in touch with some people online who had bipolar 
disorder. Those conversations led him to the mental health advocacy 
community. Everyone on the bipolar message board he found was 
talking about experiences just like his. It was terrifying to think that 
he had a mental health disorder, but these people were also point-
ing out that it wasn’t their fault and they weren’t bad people. There 
were bullies and trolls online, which was hard, but there were also 
people standing up to them and educating others about bipolar dis-
order. This “found family” got him through until he was old enough 
to seek treatment on his own.

It’s easy to envision everything that could have gone wrong in 
this story. Based on the information in this book and other sources, 
how could Pete’s family have better handled the situation? What 
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risks did Pete take by getting his emotional support from strangers 
on the Internet?

Some people with bipolar disorder can’t get support from their 
family. People who are rejected at home find supportive “found 
families” online, in fandoms, in religious groups, among people with 
shared intellectual interests, and in other places; but there’s no 
substitute for a supportive family around you. Forcing someone to 
find emotional support elsewhere puts them at risk of ending up in 
dangerous situations.

Family members have lives of their own and can’t always let 
everything revolve around the person with bipolar disorder. They 
shouldn’t try. But give what you can. If all you can offer is emotional 
support free of judgment, that’s more than a lot of people with a 
mental health disorder have. In this book we talked about expressed 
emotion and how an unsupportive atmosphere can make it harder 
to recover from bipolar disorder. Family members should, at the 
very least, acknowledge that it’s an illness beyond the control of 
the person suffering from it, and that they aren’t doing these things 
because they’re bad.

Slip-Ups and Setbacks
A lot of the material in this book is about best practices and the best 
possible care, so it’s an ideal. The goal of the book is to give families 
tools and ideas that will get them as functional as possible. Nobody 
is perfect at living up to that ideal, so be forgiving of yourself and 
others when there are problems and setbacks.

Some of the setbacks will be your family member’s mistake. 
They forgot to run an errand or go to an appointment. They decided 
to try life without medication without planning for what to do if 
that didn’t work.

Some of the mistakes will be your own, so treat others’ mistakes 
the way you want your own to be treated. At some point, you’re going 
to forget something or lose your temper. You might let something 
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slide because you weren’t taking care of yourself or didn’t set your 
boundaries. It happens.

Some setbacks are systemic, like a lack of quality mental health 
care in rural areas or lower-income neighborhoods, or the challenge 
of finding affordable insurance with good mental health coverage.

Even if there’s no human error, sometimes bipolar disorder 
is just going to be bipolar disorder. It doesn’t mean that anybody 
did anything wrong. A new mood episode is likely to happen at 
some point, even if you do an outstanding  job at everything within 
your control.

Keep Going
Bipolar disorder takes up a huge amount of time, energy, and emo-
tion. But bipolar disorder is not the only important thing going on 
in your family. Love, affection, traditions, and family gatherings are 
equally real and equally important. Don’t forget to celebrate mile-
stones and spend time together for no reason at all. Take your lives 
back every chance you get.
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Resources

Mental Health Advocacy Organizations
National Alliance on Mental Illness (NAMI.org): Run by and for 
people with mental illness, NAMI works to promote equality and 
inclusion for people with mental illness. They have chapters in 
48 states and oversee educational programs, fundraisers, and events 
to promote awareness of the needs and contributions of people with 
mental illness. They have a help line to provide information and 
support at 1-800-950-NAMI.

Depression and Bipolar Support Alliance (DBSAlliance.org):  
This organization offers peer-based support, education, and resources 
for people with mood disorders. They train peer support specialists  
and work to reduce stigma. If someone is having thoughts of suicide,  
contact their crisis line at 1-800-273-TALK, or text “DBSA” 
to 741-741.

Mental Health First Aid (MentalHealthFirstAid.org): A suicide 
prevention organization that started in Australia but is now world-
wide. Among other offerings, they teach free classes on how to 
manage mental health crises and, for a fee, train people in how to 
teach those classes.

Psychological First Aid (Who.int/mental_health/publications 
/guide_field_workers/en/): PFA is an evidence-based and 
culturally aware program for learning how to help people in the 
aftermath of a traumatic event.

Movember (US.Movember.com/about/mental-health): One of 
this international men’s health organization’s missions is to make it 
easier for men to talk about mental health and promote early recog-
nition and intervention.
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Apps
Wellness: Mood Meds & Health: A place to track mood, medication, 
and general health. You can even track your history of dosage and 
how consistently someone is taking their medication.

eMoods Bipolar Tracker: Another mood tracking app. This one 
doesn’t have a way to track medication, but it does track sleep, 
energy, and other symptoms with charts to show trends.

MyTherapy: A medication reminder app with an alarm for taking 
medication and completing other wellness tasks on time, a calendar 
to track history of taking medications, and an inventory manager 
that reminds you to refill medications when there are a certain 
number of pills left.

Suicide Safety Plan: This app contains resources for coping with 
suicidal thoughts, including personal warning signs, favorite coping 
strategies, reasons to live, contacts, and other resources to help 
someone in the moment.

Books
An Unquiet Mind: A Memoir of Moods and Madness, by Kay Red-
field Jamison: Dr. Jamison is a clinical psychologist who has bipolar 
disorder. This book is the story of the onset of her illness.

Wishful Drinking, by Carrie Fisher: The actress who played Princess 
Leia in Star Wars was diagnosed with bipolar and addictions. This 
book talks frankly about her life, including her mental illnesses and 
time in mental institutions.

The Bipolar Disorder Survival Guide: What You and Your Family 
Need to Know, by David Miklowitz: A good basic workbook for 
people with bipolar disorder.

Mad Like Me: Travels in Bipolar Country, by Merryl Hammond: The 
author has a PhD in public health and was diagnosed with bipolar 
disorder in her fifties. In telling her story, she focuses on how to help 
people with bipolar disorder and their families reclaim their lives 
from mental illness.
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Anger Management Workbook for Men: Take Control of Your Anger 
and Master Your Emotions, by Aaron Karmin: A useful and non-
judgmental book. While it focuses on men, it has a lot of good general 
information on anger management.

Disarm Daily Conflict: Your Life Depends on It, by Chris Roberts: 
Another excellent anger management book.

Blogs
bp Magazine (bpHope.com/blog): bpHope is an online community 
for people with bipolar disorder. The blog focuses on the everyday 
experiences of people with bipolar disorder as well as giving tips 
about how to cope.

Time to Change (Time-to-Change.org.uk/category/blog/bipolar):  
Time to Change is another site that focuses on the experiences of 
people with mental illness. They have a number of writers who 
regularly blog about their lives with bipolar disorder.

International Bipolar Foundation: (IBPF.org/learn/resources 
/blog): Another multiple-author blog by people who are living 
with bipolar disorder, on the website of an organization providing 
support, education, and advocacy.

Podcasts
Bi-Polar Girl: A couple interviews a variety of experts, including 
professionals and people with lived experience of bipolar disorder.

The Mental Health Marriage: A podcast that provides support to 
the spouses of people with mental illness. Episodes focus on learning 
about and coping with mental illness as well as looking at common 
relationship problems through the lens of mental illness.

The Bipolar Family: Episodes usually focus on a specific problem, 
like anger or handling appointments, from the point of view of 
the family.
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