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Treatment in Psychiatry begins with a hypothetical case illustrating a problem in current clinical practice. The authors
review current data on prevalence, diagnosis, pathophysiology, and treatment. The article concludes with the authors'
treatment recommendations for cases like the one presented. 
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A 41-year-old divorced woman with a 17-
year history of bipolar I disorder is receiv-
ing outpatient treatment consisting of
lithium pharmacotherapy and psycho-
therapy. She is currently living with her
sons, ages 7 and 9. Her history is notable
for several onsets of mania during or im-
mediately following vacation travel. By
the time the patient entered treatment
with her current therapist, she was vaca-
tion phobic. Yet, as the now-single
mother of two active young boys, she
also recognized how much she would
benefit from a change of scenery and
some relief from the constant responsi-
bility for her children and her home. Her
brother and sister-in-law had offered to
send to her a ticket out to the West Coast
for a visit. As much as the idea of a vaca-
tion with them appealed to her, it also
terrified her.

When she mentioned the possibility to
her psychiatrist, he agreed that there
were some risks involved but that if she
planned carefully, she might be able to
minimize those risks.

The Scope and Nature of the Problem

How important is regularity of routine for patients with
bipolar disorder? What risks are associated with disrup-
tion in normal routines or changes in the level of external
stimulation and novelty? How can planned changes in
routine be managed so as not to destabilize the patient?

Risk of Recurrence in Bipolar Disorder

Far from being psychiatry’s “good prognosis disorder,”
bipolar disorder is characterized by frequent recurrence

(1, 2), incomplete interepisode recovery (3, 4), and poor
interepisode functioning (4). The challenges associated
with the management of bipolar disorder are not simply
the treatment of acute episodes of mania and depression
but also prevention of syndromal recurrence and assur-
ance of full interepisode recovery—both symptomatic and
functional. For example, a man suffering from bipolar dis-
order who quits a highly stressful full-time job may then
demonstrate only minimal depressive symptoms. How-
ever, he may then be left with chronic understimulation
(as opposed to stress and overstimulation) and lack of any
daily routine. This, coupled with lower quality of life as a
result of reduced economic circumstances and reduced
self-esteem as a result of the loss of a defining social role
can lay the groundwork for a long and unremitting period
of minor depression associated with marked functional
impairment across all life roles. Remaining mindful of the
need to prevent episodes, while encouraging patients to
strive for fully satisfying lives, is a challenge confronting
most clinicians working with patients who suffer from bi-
polar disorder.

Association of Bipolar Recurrence With 
Disruption in Routine

In their classic textbook on manic-depressive illness,
Goodwin and Jamison (5) argued that an integrated theory
of bipolar disorder can be based on an “instability model.”
Indeed, they postulate that instability is “the fundamental
dysfunction in manic depressive illness” (p. 594). 

A key component implicating rhythm disruption in the
pathophysiology of bipolar episodes is empirical data relat-
ing the changes in duration and architecture of sleep ob-
served in both depression and mania to the pathophysiol-
ogy of the disorder (6, 7). In formulating their model of
bipolar disorder, both Wehr and Goodwin (6) and Kupfer et
al. (7) sought to place these sleep changes in the broader
context of the pervasive circadian disturbance hypothesized
in bipolar disorder, which includes changes in 24-hour pat-
terns of cortisol and other neurohormones. They also noted
the importance of exogenous challenges to the circadian
system—such as travel across time zones—in the precipita-
tion of new episodes of illness. The work of Ehlers et al. (8, 9)
therefore emphasized the relationship between psychoso-
cial stressors (and, equally important, non-“stressful” alter-
ations in the patterning of daily life) and changes in biologi-
cal rhythms. Changes in an individual’s routines that are
apparently benign from a psychological stress standpoint
can place considerable stress on the body’s attempt to main-
tain synchronized sleep/wake, appetite, energy, and alert-
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ness rhythms. A weekend vacation or starting a regular exer-
cise program typically alters usual routines in ways that
clearly affect what Ehlers et al. refer to as social rhythms and
may, in turn, affect circadian rhythms.

Environmental factors that set the circadian clock are
referred to as zeitgebers or “time givers” (10). The primary
and most powerful zeitgeber is the rising and setting of the
sun, a physical zeitgeber. However, especially in urban, in-
dustrialized society, social factors such as the timing of
work, meals, and other daily routines play an important
role in establishing circadian rhythms. According to the
social zeitgeber hypothesis, in vulnerable individuals (i.e.,
those with a mood disorder diathesis), changes in social
time cues can lead to disruptions in
circadian rhythms and ultimately to
new mood episodes (9, 10). It is also
argued that certain kinds of life events,
such as having friends come to stay for
the weekend or bringing a new baby
into the family, act as a zeitstörer, or
active disrupter of one’s social and,
probably, circadian rhythms (9). 

How the body’s clock becomes dis-
rupted in patients with mood disor-
ders remains unclear. Exposure to
light or day length appears to play a
role in the etiology and treatment of
seasonal affective disorders (11), possibly through their
capacity to synchronize rhythms. However, studies in
nonseasonal depression have not demonstrated that light
is a primary synchronizing force in these patients’ ill-
nesses (12). To date, little is known about how physical
zeitgebers such as light exposure and social zeitgebers
might interact, making it difficult to assess the relative im-
portance of their roles in biological rhythm regulation. 

In the Ehlers et al. model of the illness, individuals who
are at high risk for mood disorder, as a result of either a
family or personal history of affective disorder, are more
likely to move along the theoretical path, illustrated in Fig-
ure 1, to the manic or depressed state that is its endpoint.
Subsequent to the publication of this hypothesis, Malkoff-
Schwartz et al. (13, 14) conducted studies demonstrating
that life events that disrupt social rhythms are strongly as-
sociated with the onset of manic episodes and more mod-
estly associated with depressive onsets in individuals with
a history of bipolar I disorder. More recently, Frank et al.
have shown that, as predicted, those who engage in treat-
ment aimed specifically at helping patients with a history
of bipolar disorder to maintain regular routines in the face
of such events are protected from new onsets of mania
and depression (15).

Treatment and Management

Risk Factors for Recurrence

Disruption in routines represents only one of a host of
risk factors for recurrence of mania or depression. Each in-
dividual patient who suffers from bipolar disorder appears

to have his or her own particular complex of risk factors,
many of which may interact with one another. For exam-
ple, nonadherence to mood stabilizing medication is a key
risk factor for recurrence in almost all individuals who suf-
fer from bipolar I disorder. However, both psychosocial
stress and disruption in normal routines are often associ-
ated with a failure or inability to adhere to an established
pharmacotherapy regimen. Cognitive and interpersonal
overstimulation, of the kind that is likely to occur in situa-
tions such as starting a new job or a new relationship, at-
tending a conference or convention, or taking part in a
family vacation, can be a risk factor for onset of mania in
some individuals. Likewise, lack of stimulation, such as

that experienced during the summer
by someone who has a 9-month
school-year job or by someone who is
laid off from work, can lead to depres-
sion onset. 

Treatment Aimed at Recurrence 
Prevention: Psychoeducation 
and Psychotherapy

In the last decade of the 20th cen-
tury, clinical investigators were find-
ing high rates of recurrence in the
newer studies of pharmacotherapy
alone (1) and began to explore the po-

tential benefits of adding a psychoeducational or psy-
chotherapeutic intervention to pharmacotherapy in the
prevention of bipolar recurrence. The assumption was
that, if nothing else, psychotherapy might improve the
generally poor adherence to pharmacotherapy observed
in this patient population. The hope was, however, that a
psychotherapeutic approach might have benefits, in-
cluding enhancing social and occupational functioning,
enhancing capacity to manage stressors in the social/oc-
cupational milieu, enhancing the protective effects of
family and other social supports, decreasing denial and
disorder-associated trauma, and encouraging accep-
tance of the disorder. 

Data from controlled clinical trials now exist support-
ing individual psychoeducation (16), group psychoedu-
cation (17), several variants of cognitive therapy (18–20),
family-focused treatment (21, 22), and an adaptation of
interpersonal psychotherapy (15, 23) as adjuncts to phar-
macotherapy in the prevention of recurrence. The psych-
oeducational approaches tend to emphasize education
about the disorder itself and about the treatments used
to manage it along with a strong focus on the recognition
of early warning signs of impending episodes and the de-
velopment of an action plan when these early warning
signs are present. The cognitive approaches have tended
to adhere fairly closely to Beck et al.’s model (24) in the
treatment and prevention of depressive episodes, with
additional components to address the cognitive distor-
tions associated with mania and hypomania and nega-
tive cognitions related to “dependence” on medication.
The family-focused approach of Miklowitz and Goldstein

“In vulnerable 
individuals...changes 
in social time cues can 
lead to disruptions in 

circadian rhythms and 
ultimately to new 
mood episodes.”
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(25) grew out of data indicating the negative impact of a
family environment characterized by criticism and emo-
tional overinvolvement in provoking bipolar recurrences.
The treatment, therefore, emphasizes education of all
family members regarding the disorder and training in
positive and productive communication. 

Our own research group, with its strong interest in the
relationship of the circadian system to mood disorders,
developed an intervention aimed at prevention of recur-
rence that we called interpersonal and social rhythm ther-
apy (23). Our idea was that a behavioral approach aimed at
increasing the regularity of patients’ daily routines, and
especially their sleep/wake cycles, could shore up what we
viewed as their vulnerable circadian systems. In the be-
havioral component of this intervention we first assess,
using a self-report charting device called the Social
Rhythm Metric, the extent to which a patient’s routines
vary in their timing from day to day (see Figure 2). We put
particular emphasis on the timing of going to bed, rising,
work, meals, and social contact. Then, again using the So-
cial Rhythm Metric as a guide, we work with the patient to
help him or her to make those routines more regular in
their timing. Using behavioral strategies such as chain
analysis and successive approximation, we seek to have
the timing of those key activities vary by no more than an
hour. We also search the “landscape” of the patient’s life
for potential triggers to rhythm disruption, such as having
house guests or taking a vacation. We then problem-solve
with the patient about how to maintain the maximum reg-
ularity of routine possible in the face of such disruptions.
By weaving this approach together with work on the four
problem areas (grief, role transitions, role disputes, and
interpersonal deficits) specified in interpersonal psycho-
therapy as developed for unipolar disorder by Klerman
and colleagues (26), we hoped to protect the vulnerable
circadian systems of individuals with bipolar disorder, im-
prove their acceptance of the illness, decrease interper-
sonal and social role distress, and improve social role
functioning. In a controlled trial of 175 patients with bipo-
lar I disorder, we have now shown that acute treatment
with interpersonal and social rhythm therapy is associated
with significantly reduced risk of recurrence of both de-
pression and mania over a subsequent 2-year period (23).
Furthermore, we found that the protective effect of the
treatment was directly related to the extent to which pa-
tients increased the regularity of their social rhythms.

Summary and Recommendations

Using the approach formulated in interpersonal and so-
cial rhythm therapy (15, 23) as it might apply to the case of
the patient described in the opening vignette, one would
first have to establish the importance of regularity in the
patient’s daily routines, especially her sleep/wake cycle, in
prevention of new episodes of illness. She would then be
encouraged to address planned changes in her routine,
such as the vacation under discussion, with clear knowl-
edge of the importance of maintaining her social rhythms,

adequate sleep, and appropriate levels of stimulation in
addition to careful adherence to her pharmacotherapy.
The specific aspects of vacation-taking and resultant ef-
fects on routine that may have precipitated her past manic
episodes should be examined. For the patient in question,
it seems to have been a combination of travel across time
zones and overstimulation. For other individuals, it may
be the stress associated with the interpersonal intensity
and criticism that sometimes accompanies a family vaca-
tion, rather than a shift in routine, that precipitates new
mood episodes. 

Risk of recurrence must be considered ever present in pa-
tients with well-established histories of bipolar I disorder.
The psychiatrist’s role in preventing recurrence includes
taking a careful history that elucidates the individual pa-
tient’s unique risk factors for new episodes, educating the
patient about those risk factors and how to recognize them,
providing appropriate prophylactic pharmacotherapy, and,
if not offering a bipolar disorder-specific form of psycho-
therapy, at least problem-solving with the patient about
how to manage his or her own particular risks of new epi-
sodes.
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FIGURE 2. Social Rhythm Metric
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Rate MOOD each day from –5 to +5
 –5 = very depressed
 +5 = very elated 

• Write the ideal target time you would like to do these daily activities.
• Record the time you actually did the activity each day.
• Record the people involved in the activity: 0 = Alone; 1 = Others present; 2 = Others actively involved; 3 = Others very stimulating 
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