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patients with BD often has physical and 
mental health consequences.11. Further, 
if caregivers such as the parents or the 
spouse have  high-EE, the chance of re-
currence is two to three times higher.12 
Psychosocial treatments such as family 
focused therapy (FFT) has caused im-
provement in symptoms among patients 
with BD whose relatives showed  high 
EE.13 However, to our knowledge, there 
are no Indian studies focusing on the 
effect of FFT on the EE of the caregiver. 
Hence, this study was planned to cater 
to family members of patients with BD 
using FFT in the Indian context and to 
examine its usefulness in reducing EE 
and stress.

 Case Report #1
A 27-year-old married lady from a rural 
background, with higher secondary ed-
ucation, belonging to the lower socio-
economic status, with 5 years’ history of 
BD, presented with 3 months’ history of 
irritability, decreased need for sleep, in-
creased energy, increased psychomotor 
activity, and aggressive and assaultive 
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   ABSTRACT
Caregivers of patients with bipolar disorder 
(BD) undergo a considerable amount of 
burden. In India, family caregivers are 
the primary source of support and care 
for their ill relatives. The burden faced 
by family members of patients with BD 
often results in physical and mental 
health consequences. This may lead to 
negative interaction patterns such as 
hostility, criticality, and  overinvolvement, 
termed as expressed emotions (EE). Here, 
we report how we addressed the EE in 
family members, using a  single-subject 
design that involved the family caregivers 
(n = 2) of two adults who presented with 
a diagnosis of BD with a current episode 
of mania. An assessment of family 
caregivers, using the family questionnaire, 
revealed  high EE. Family focused therapy 
(FFT) of 12 sessions was delivered over 
3–4 weeks on an  inpatient basis, with 
positive outcomes of reductions in EE and 
family stress and improved psychosocial 
functioning  in patient that were sustained 
over 9–10 months. FFT can be an important 
add on psychosocial therapy to reduce EE 
and stress and to facilitate functioning and 
communication.

Keywords: Bipolar disorder, family focused 
therapy, family caregiver, expressed 
emotions 

Bipolar disorder (BD) is associated 
with a high level of disability in 
the patient and a marked level 

of distress in the caregivers. BD leads 
to significant anguish and occupational 
impairment and pose a considerable bur-
den on the caregivers.1–4 In India, family 
caregivers are the primary source of sup-
port and care for their ill relatives.5 They 
provide care and support, including 
taking care of daily routine, monitoring 
medications, ensuring regular  follow-up, 
and meeting the financial needs.6.This 
boundless involvement of families in 
care is driven both by choice as well as 
compulsion.7 The task of supervising the 
patient leads to emotional exhaustion in 
the caregiver.8 The negative interaction 
pattern, such as hostility, criticality, and 
 overinvolvement, termed as EE, when 
used by the family members toward a 
patient, has been linked with relapse 
of symptoms in mental disorders.9,10 
The burden faced by family members of 
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behavior. The symptoms caused signifi-
cant distress and burden to the family, 
especially the mother who accompanied 
her in this visit. She had a previous his-
tory of three episodes (in 5 years), each 
episode lasting 2–3 months.

She was admitted to the female inpa-
tient psychiatric unit of National Insti-
tute of Mental Health and Neurosciences 
(NIMHANS), Bengaluru. On assessment, 
the therapist noticed that the current 
symptoms were triggered by drug default 
(the patient had stopped taking medicine 
for more than 10 months). In addition, 
there were family problems, as well. The 
mother was 56 years old, had primary 
school education, was widowed, and was 
working in a private factory. Due to the 
aggressive and disinhibited behavior, the 
patient was brought by the mother and 
admitted to female inpatient unit. She 
was diagnosed to have BD, current epi-
sode Mania with psychotic symptoms.

An interview was conducted with the 
mother to understand the issues faced by 
her. An assessment of EE was done using 
the family questionnaire.14 The mother 
scored high on EE and also expressed 
her distress of caring for the patient. The 
mother underwent 12 tailor-made, face-
to-face, thrice-weekly sessions of FFT15 
(Table 1). The first four sessions focused 
on psychoeducation about the illness, ex-
plaining the stress diathesis model, the 
importance of medication adherence, 
sleep hygiene, and the warning signs of 
BD. The next four sessions concentrated 
on training on communication skills, 
with the help of video developed for the 
current study.

The last four sessions were about prob-
lem-solving techniques, as there were 
interpersonal issues between the patient 
and her in-laws, such as the illness of the 
patient and differences in opinion and ar-
guments related to the asset. The moth-
er was taught relaxation techniques of 
Jacobson’s progressive muscular relax-
ation and deep breathing exercises. She 
was instructed to practice them twice a 
day, to reduce the stress, and advised to 
continue that even after the discharge. 
The husband, the father-in-law, and the 
patient were asked to attend the session 
to resolve the conflicts among them. 
They were guided to sort out the family 
conflicts and find solutions themselves. 

The therapist functioned as a facilitator 
only. Once the acute symptoms subsid-
ed, the patient also attended the sessions 
and was provided psychoeducation on 
the illness.

Postassessment carried out by a blind 
rater (blind to the therapy/intervention 
as well as timing of assessment), after 
the completion of FFT, showed a reduc-
tion in the level of EE both subjective-
ly as well as objectively (Figure 1). On 

telephonic follow-ups at the 6th and 
9th months after the termination of 
the therapy, the mother reported that 
the patient has been asymptomatic and 
that she was taking care of the children 
and involved in household work. The 
patient was taking medicine herself 
with the supervision of the mother. The 
mother’s subjective report revealed a re-
duction in the amount of burden vested 
on her.

Table 1. 

Details of Family Focused Therapy Session Conducted for the 
Caregivers of Two Cases

Sessions Case #1 Case #2

Psychoeducation
(1–4 sessions)

Preassessments followed by an 
exploration of patient symptoms 
observed by the caregiver.
Discussion on BD.
Identification of relevant stressors.
Writing an individualized mood 
behavior chart.
Identification of coping followed by 
the caregiver.
Discussion on the importance of 
medication adherence and the need 
for supervised medication intake 
was done with the mother and her 
doubts were clarified.
Sleep hygiene and its role in 
triggering the symptoms was dis-
cussed with the patient. The mother 
was also suggested sleep hygiene 
techniques as she was not having 
adequate sleep. Taught the mother 
to follow the relaxation technique 
(deep breathing exercise, JPMR)

Preassessments followed by an 
exploration of patient symptoms 
observed by the caregiver.
Discussion on BD.
Identification of relevant stressors.
Writing an individualized mood 
behavior chart.
Identification of coping skills 
followed by the father and the 
patient.
Discussion done on the importance 
of medication adherence. The need 
for supervised medication intake 
was emphasized, with examples.
Discussion on substance use and 
its ill effect was discussed with 
the patient, and future plans of the 
patient were also explored.
Emphasized the role of family 
environment.

Communication en-
hancement training 
(5–8 sessions)

Provided basic information on 
communication skills training.
Evaluated the current communica-
tion style in the family.
Discussed communication skills 
and demonstrated the skills 
through video demonstration. 
Subsequently, rehearsals, using 
their everyday life situation in their 
family, were done to follow the 
right communication skills.
Symptoms of illness and the need for 
medication adherence, warning signs 
of BD to patients were explained.

Provided basic information on 
communication skills training.
Evaluated the current communica-
tion style in the family.
Communication skills training was 
carried out through video demon-
stration, followed by rehearsal 
using their everyday life situations 
that caused negative interaction 
patterns.

Problem-solving 
skill training

Identified specific problems
Taught the problem-solving 
approach with examples. Explored 
the reason for conflict between the 
patient and her in-laws. A session 
was conducted for the father-in-law 
and husband regarding the illness 
and the current stressors were 
addressed. Facilitated discussion 
among them and the solutions 
were sought.

Identified specific problems
Taught the problem-solving 
approach with examples. Explored 
the reason for interpersonal 
issues. A telephonic session was 
conducted for the younger son, 
regarding the illness, for better 
understanding and enhanced 
support. The possible solutions of 
resolving the interpersonal issues 
were discussed with the father.

BD: bipolar disorder, JPMR: Jacobson’s progressive muscular relaxation.
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period, and according to the caregivers, 
the patients adhered to the medications 
advised by the doctor. Similar results 
were found from the previous study 
where a reduction in symptoms and rap-
id recovery and low EE after FFT were 
noticed.16 FFT plays an important ad-
junctive role in treating persons with BD. 
Implementation of psychoeducational 
treatments such as FFT for families of 
persons with BD appears to hold prom-
ise and are reported to lead to a greater 
reduction in relapse rates than other psy-
chosocial treatments.17 However, the ef-
fect of FFT on EE in family members has 
not been adequately examined. Thus, 
these case reports provide preliminary 
evidence for the effectiveness of FFT on 
EE as well as stress experienced by the 
caregivers. To suit the Indian setup, the 
frequency of the sessions was increased, 
and the video on communications skills 
was taken to suit the cultural and the 
patients’ family context. Since the litera-
ture on the role of FFT in the Indian sub-
continent is sparse, these early findings 
suggest that it may be a useful adjunct 
to the treatment of patients with BD. 
Reduction in EE may indirectly have a 
favorable impact on the course of BD, as 
seen in the two patients described here. 
Some of the limitations of the study are 
using a single tool for assessing EE, not 
focusing on the other family dynamics, 
and not assessing the functioning using 
objective measures.

Case Report #2
A 28-year-old single man with a diploma 
in engineering, from a rural background 
and a nuclear middle socioeconomic sta-
tus family, with a duration of illness of 
10 years, presented with a one-month 
history of irritability, sleeplessness, in-
creased talk, singing, ideas of grandios-
ity, increased psychomotor activity, and 
aggressiveness. The current episode was 
precipitated by drug default (the patient 
refused to take medicines and has not 
been on medication for 1 year). The epi-
sode significantly affected the psychoso-
cial functioning of the patient and the 
family environment. He had a history of 
5–6 past episodes, each lasting about 2 
months. He was brought by the father to 
psychiatric emergency services and later 
was admitted for inpatient care.

Interview with the father (primary 
care provider) revealed that the patient 
had frequent changes of job due to his 
poor performance, such as not going reg-
ularly for the job, not completing work, 
frequent leaves, etc., in many companies. 
For the last 1 year, the patient was not 
working and wished to act in films and 
demanded money. He would also force 
the father to buy new clothes and a mo-
torbike.

The assessment of the father revealed 
significant EE, increased stress, poor 
knowledge regarding the illness, and 
interpersonal conflicts with wife over 
the patient’s behavior. The age of the 
father was 58 years. He had studied up 
to 8th standard and had agriculture as 
the main occupation. He underwent 12 
tailor-made sessions of face to face FFT 
(Table 1).

A brief telephonic session was con-
ducted for the younger siblings regard-
ing the illness, with an emphasis on fam-
ily support, since the father reported that 
the younger son had frequent fights with 
the patient due to poor knowledge of the 
illness, which made him think that the 
behavior of the patient as purposeful.

After discharge, they were followed up 
in the OPD every 2 months and a tele-
phonic follow-up was done at the 10th 
month. According to the report of the 
father, the patient had maintained well, 
was compliant to medication, and was 
helping the father in agricultural work. 
Father’s subjective report indicated that 

he felt better with respect to caregiver 
burden. He was now able to concen-
trate on his work and also supervise the 
medication intake by the patient. These 
improvements were sustained up to 
10 months after the discharge.

Discussion
It is a single subject design that involves 
caregivers of two adult patients. Both the 
patients were diagnosed to have BD with 
a current episode of mania. The nature of 
the illness and the severity of the symp-
toms affected the social and occupation-
al functioning of the patients as well as 
the family, which led to high EE and in-
creased stress due to a poor understand-
ing of the illness and an inability to man-
age the patients who were not adherent 
to medications. The same was reflected 
in objective measures of EE by family 
questionnaire, which was administered 
by a blind rater (a trained nursing profes-
sional) at both pre- and post-assessment 
(Figure 1). The tailor-made FFT sessions 
involving the family member and the pa-
tient improved the understanding about 
the nature of illness in the family care-
givers.

Education about illness would have 
majorly contributed to reduced EE and 
psychoeducation along the rest of the 
therapy components would have con-
tributed to reduction in stress. This was 
maintained for 9 and 10 months, respec-
tively, in the two patients after discharge, 
as reported by the caregivers. Both the 
caregivers did not receive any addition-
al intervention during the follow-up  

FiguRe 1. 
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Conclusion
FFT may be a good initiative, especial-
ly in the Indian context, to improve the 
caregivers’ understanding of BD, which 
in turn reduces EE and stress and im-
proves the communication pattern in the 
family, thereby leading to better inter-
personal relationships, drug compliance, 
and relapse prevention.
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