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I. INTRODUCTION
An Introduction to Working with Early-Onset Youth

The purpose of this manual is to explain an early intervention treatment for children,
adolescents or young adults who may already have, or may be at risk for, developing
bipolar disorder (BD), major depression (MDD) or psychosis (hereafter referred to as
Early-Onset Youth, or EQY). Family-Focused Therapy for EOY and their families
(FFT-EQY) consists of 8 weekly and 4 biweekly sessions (12 sessions over 4 months).

The relevant populations for FFT-EQY are age 9-25, with a recent onset of bipolar | or

Il disorder (mania, depression, mixed, or hypomanic episodes); an episode of MDD; a

recent onset of psychosis (including first- or second-episode schizophrenia or

schizophreni form disor der Yormsafthdse disordersr el evant Apr
(bipolar disorder, not otherwise specified; psychosis NOS; depression NOS;

attenuated psychosis syndromes). They must have family members who are willing to

come in regularly - parents, grandparents, or extended relatives who are in a

caregiving role.

For the CHAMP training clinic, you will only be seeing youth between the ages of 9
and 17, most of whom will have mood disorders, often with comorbid anxiety, ADHD,
oppositional defiant disorder, and other disorders. This manual is written to cover a
broad range of populations (e.g., young adults with prodromal psychosis) which may
not be relevant to the patients you see.

For a thorough understanding of FFT, we recommend that you become acquainted
with the Miklowitz (2010) Bipolar Disorder: A Family-Focused Treatment Approach
manual (2" Ed) before applying the treatment with your patients. In addition, The
Bipolar Teen: What You Can Do to Help You and Your Family (Miklowitz and George,
2008) or The Bipolar Disorder Survival Guide (Miklowitz, 2011) describes many of the
strategies discussed in this manual and are resources that can be made available to
families.

The overriding goal of FFT-EQY is to educate families about the symptomatic
presentation of the illness and offer tools to prevent its onset and/or worsening. There
are six subsidiary goals:

To assist patients and families to:

(1) integrate the experiences associated with episodes of mood disorder
or psychosis,

(2) assist the patient and relatives in acce
to future episodes,

(3) accept the current or future role of psychopharmacology to manage
symptom states,

(4) enhance social and academic functioning,



(5) recognize and learn to cope with stressful life events that trigger
recurrences of mood disorder or psychosis,

(6) assist the family in reestablishing functional family relationships after
an episode.

In this manual, you will learn how to proceed with administering FFT-EQY. The three
modules of FFT will be covered in a modified form. Case vignettes and typical therapy
interchanges are included. All names and identifying information of clients and family
members have been altered and disguised so that these persons cannot be identified,
consistent with guidelines for preserving the confidentiality of patients.

Not e: I n the sections that follow,
focus of your treatment (the child, adolescent or young adult who has

symptoms of mood disorder, psychosis, or prodromal symptoms). The IP is

al so called the youth, the -gonsag wndu
(EOY). We wanted to mix up the terms
mind the differences that age can make when planning these interventions.

Parents of Early-Onset Youth

The parents of early-onset individuals are resourceful and proactive enough to have
found treatment, and so from the very first encounter we want to communicate that we
value them, that their partnership with us is essential, and that we think that the efforts
they are directing toward helping their son/daughter matter. In fact, we think that their
son/daughter is very fortunate to have a parent in his/her life that is willing to put effort
into helping him or her.

While invariably parents entering such programs have tremendous strengths, at the
same time, parents first arriving tend to be feeling pretty overwhelmed. Often, they are
just beginning to come to terms with the fact that their son/daughter could develop a
serious mental illness. Because some of individuals you will see have not yet met
diagnostic criteria for a mood disorder or psychotic iliness yet are exhibiting some
characteristic early warning signs, parents may feel confused and immaobilized by this
diagnostic ambiguity.

If their son or daughter is exhibiting a lot of trouble with motivation and social

withdrawal, parents have a hardti me knowi ng whet her this is fAtypi
behavioro or something more, such as negative sy
may be feeling frustrated and fatigued by theirs on/ dau@heé feu a1 6 or i nabili

step up and function more independently. It is not uncommon for parents of early-
onset youth to spend a lot of time in the morning getting their son/daughter out of bed,
urging him or her to shower and groom, and then driving him/her to school. At the
same time, the parent may feel conflicted about subjecting him/her to academic and
peer struggles that seem more intense for their son/daughter than for other individuals
their age, and with which their son/daughter may seem less well equipped to cope. If
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the IP has been spending an inordinate amount of time alone in his/her room, and is
no longer calling or initiating fun activities with family and friends, parents are
understandably concerned that their son/daughter may be lonely, disconnected, and at
risk for self-harm. It may be painful for these parents to watch their son/daughter
struggle, and they are often confused about what more they can do to help. At the
same time, they often wonder if they are doing too much for their son/daughter. In

short, they are trying to figure out how best to keep their son/daughterion t r ac k O

without over- or under- parenting.

These parents may feel isolated from other parents in the community who are having a

very different parenting experience. Advice that works forparent s of fAnor mal
(e.g., nAtell him heo6s g¢gmaynohseendelevanttolihesewo n ot

parents. Most likely, these parents would like to be able to step back a bit at this stage
of life, and let their son/daughter take greater control of his/her own life as is

recommended in many parenting guidebooks. However, the price for backing off may
be to watch their child flounder and fail. If parents find this price exorbitant and remain

guite involved, they rurmneritheoltved. of g€t
ment al health professionals do not form
invol vement in his/ her young personbds |

Because of ongoing hypomania/mixed symptoms, depression, negative symptoms and
social skills deficits, many early-onset youth have attracted few friends and adult
mentors into their life to share the task of providing growth-promoting experiences, so
the burden of raising them falls more heavily on the shoulders of their parents.

Parents realize that other teens or young adults are spending time with friends,
perhaps dating, and engaging in a wide variety of extra-curricular activities. They
realize that their son/daughter is missing out on the skill development that is a by-
product of these activities. They see their son/daughter slipping further and further
behind and are often searching for ways to decrease the gap that is being created
between their son/daughter and his/her peers.

While other parents may be enjoying the fruits of years of labor as they watch their
son/daughter succeed in a variety of arenas, parents of early-onset youth may be
internalizing the message that they must have done something very wrong for their

son/daughtertobe so fAoff track. 0 ceptioraly skillgd avith ¢hairt s

offspring, yet their parenting efforts may not be appreciated by extended family
members, friends or neighbors who only
isolation. It may be easier for others to simply view school failure and social isolation
as a reflection of failed parenting than to understand the patience and skill it takes to
cope with and support an adolescent who is experiencing psychiatric symptoms. Of
course, it can be quite tiring for parents to feel misunderstood.

If their son/daughter is experiencing mania or positive psychotic symptoms, such as
elated mood, grandiose delusions, paranoia and unusual perceptual experiences,
parents may be confused and frightened by the symptoms and their implications.
While some empirical studies suggest that prodromal youth may benefit from the early
introduction of anti-psychotic medications (McGlashan et al., 2006; McGorry et al.,
2005), additional study is still required. Therefore, parents are asked to tolerate more
ambiguity as they collaborate with psychiatrists and begin the process of figuring out
whether medications make sense for their son/daughter.
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In summary, parents often arrive at our doors in need of support and information.
Hopefully we can help them to feel like they have found a resource that will join with
them in their efforts to help their son/daughter.

Youth with or at High-Risk for Bipolar Disorder, Major Depression or Psychosis

We see a variety of young people in our programs. Some of them have bipolar
disorderorMDDors chi zophrenia already. Ot her s
t hat dondét vy e M-IVhesterig, like moad sivings, IbriefCagd recurrent
hypomanic periods, or mild psychotic symptoms. Most are in some distress and that is
what has prompted their visit. Typically their grades are dropping or they are having
trouble at work, they are becoming increasingly isolated, and they are starting to
wonder about their own future. Our main goal with them initially is to connect. Often
IPs express a sense of relief when they are able to talk frankly with a knowledgeable
professional about the symptoms that they have been experiencing. They may be
ftesting the watersowith us before they are willing to fully disclose. They are often
relieved to hear that we have worked with many individuals that have symptoms
similar to what they are describing, and that we have some ideas about a variety of
coping strategies that may be useful.

The youth or young adult may also feel demoralized and confused. We want to help
these individuals reconnect with their strengths and interests, and learn how to cope
with the symptoms they are experiencing so that they can achieve their goals in spite
of the symptoms.

For patients under age 18, it is important that we are clear with them from the start
regarding the limits of confidentiality/what we share with their parents. Although it is
guite common for therapists who work with adolescents to keep information
confidential from parents, often a more collaborative approach works well for the
patients at our clinic and their families. We typically encourage the patient to share
information about the symptoms he/she is experiencing with his/her parents so that
parents can be as useful to the patient as possible. Parents are crucial in setting up
(and paying for) appointments with psychiatrists, therapists, school interventions, etc.
If parents know what is going on with their son/daughter, they have the opportunity to
be empathic and supportive and to set appropriate limits to keep their son/daughter
safe. When patients have been quite secretive regarding their symptoms and inform
us that their parents are largely in the dark, we encourage greater openness.

In general, our initial goal is to get to know the patient as an individual. We are
interested in hearing about symptoms and struggles, but also in hearing about
strengths, hopes, and goals for the future. With a solid understanding of where our
patients are developmentally, we can start to formulate a collaborative plan with them
regarding how they can move on with their lives and make progress toward reaching
their goals.

have
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Objectives of FFT-EOQOY

FFT-EQY consists of three modules: psychoeducation sessions (4 sessions),
communication enhancement training (4 sessions), and problem solving skills training
(4 sessions). In total, participants will complete 12 sessions over a 4-month period (8
weekly, 4 biweekly). Additional sessions may be scheduled if necessary. In some
cases, we may have a shorter treatment if the family and therapist are only available
for a short period of time.

Pacing and Flexibility of Sessions
FFT can be tailored to the particular family you are working with. While it is ideal to

have each family complete all 12 sessions, it might not fit the pace of the family you
are working with. For instance, a family might require two sessions to cover one

sessionds worth of material . I n this case it i s
two sessions. In order to accommodate that change, you can skip a problem solving
session. Onthe otherhand,ifa f ami ly i s able to address two se

material in one session, it is fine to do so. Furthermore, you might notice that some of

the material may not be applicable to a particular family and it is fine to skip that

session (for example, theircommuni cati on i s c¢clear so the Acommur
handout is not needed).

You will find that each session has a structured outline indicating what you

should try to cover. This is meant to be a guide rather than a rule. If you happen

tospend moret i me wor king on some objectives and you
objectives because it doesndt seepmhabippropri ate f
okay.

Clinical Tip

The most important aspect of the educational material is that it is communicated to the
family in a way that the family is able to understand and finds meaningful and useful.
All of the handouts are simply tools to help convey information. If a particular handout
does not support your efforts to provide information to a particular population or to
facilitate constructive communication among family members, please feel free to drop
or modify the handout. The goal is not to get through a certain set of handouts each
session.

The manual can be thought of as a toolbox of techniques that the therapist can use

with family members at ANY point in the therapy that those techniques seem relevant.

For example, during the course of conducting a problem solving session, it may

become clear that a discussion of pleasant events scheduling or relaxation techniques

may help a family to get beyond an impasse in the problem solving process. This

may be the ideal time to teach athedréatmert. t hat di dr

Emotional Tone of the Therapy



It is fairly common and understandable that a parent or other family member may

become tearful when talking about the impactthep a t i symptans have had on him

or her. Parents may experience a lot of grief overtheirs on or dauddgrht er 0s
change in functioning and if symptoms are quite severe and precipitous parents may

need to fmournothe change. Alternatively, family members may express anger over

how difficult it has become for them to work giventhe p a t i difficultées going to

school, or to invite friends over since the onsetofthe p a t i symptains of

depression, reclusiveness, suspiciousness, and/or odd behavior.

It is very important to keep the sessions tolerable and low-key for the patient.
Therapists should step in fairly quickly to redirect family interaction when emotions
escalate during a session. In some instances it may make sense to spend time
gathering infoormat i on and devel oping a better wunderstand,]
emotions and what tends to provoke them. You always have the option of asking
the family member who is expressing a lot of emotion to schedule a time to meet
with you individually. During an individual meeting the therapist can discuss the
family member& emotions further and provide some additional psychoeducation
and/or recommendations for individual therapy as appropriate. Alternatively, it may
make sense to work on some communication skills with the family earlier in the
treatment so that psychoeducation can proceed more productively once family
communication has improved. It may be useful to conduct problem-solving on ways in
which family support could be optimized so that family members understand the
importance of creating a low-key family environment.

Clinical Tip

With some families, you may find that the sessions have a stilted, overly didactic
guality, that participants seem to be blithely going along with the tasks, looking blankly
at the handouts, etc., but don't really seem to be aboard with your treatment goals. If
so, take a step back. Think with them about their own treatment goals, and explain
how the various tasks you've assigned them will help them meet these goals. If you
feel like you are missing out on discussing important issues because of the treatment
structure, depart from the manual to discuss what's on everyone's mind and then try to
bring them back on task. Once you've brought them back on task, try to adjust the
psychoeducational or skill-training tasks to be more consistent with their goals.

Pretreatment Sessions

Sometimes family members express reluctance about participating in family therapy.
They may have misconceptions about what family therapy entails. For example, one
father reported (somewhat in jest) that he envisioned using little foam boppers to hit
family members over the head when discussing frustrating issues. He had never
participated in family therapy before and was relying on an episode from a sitcom to
help him form expectations of therapy. While many people may not be as forthcoming
as this father, they often have concerns about what they may be getting themselves in
to if they agree to family treatment. For those families that express some hesitation, it
may be useful to use the first session to lead the family in a discussion of their
concerns and get greater clarification regarding the content and process of this



approach to family therapy, and make an informed choice about whether they want to
do it.

During the session it is important that you I|i st
normalize them. Often parents are worried that they will be blamed by the therapist or

byt heir youth for causing the youthdés symptoms.
are quite common, nobody | ikes to be bl amed, anoc
this therapy.

It is often helpful to give the family a sample of what the sessions will be like by
presenting information that is relevant to a question they have raised. For example,
often parents ask about what types of expectations they should be setting for their
child. They may report that if the doctor says they should back off they will, but they

donét want to just Alet their child off the hook
this child than they do for other children in tt
and there really isno6t othaappliesdaoedchandeveryet of expec
youth that is experiencing symptoms. Symptoms differ across people and even within
the same person over ti me. You can address the
something like the following.

AiWhen thereelsoh Bigksbevn an individual 6s |

experiencing intense symptoms, one way to consider relieving that stress is to
lower expectations temporarily. When symptoms remit or stress is reduced
and/or coping strategies are supported, it may become possible to gradually
raise expectations. 0

You should then ask the family members what they think about this approach to setting
expectations. Does this make sense given their experiences with symptoms so far?
Do they think this type of approach might help guide their efforts?

Throughout the therapy we will be presenting information and introducing skills and
then talking with family members about their reactions to this information. If they find
the skills useful we will think together about ways they can integrate the skills into their
dalily life.

Some adolescents or young adults have expressed reluctance to participate with their
parents in therapy for fear that the therapist will disclose more information than the
youth is ready to share. If this is the case, let the youth know that his/her concerns are
common and understandable, and that you will be providing information to the family
about symptoms in general, and then inviting the IP and family members to share their
experiences with symptoms to the extent that they feel comfortable. However, you will
respect the youthdéds boundaries, provided that tF
danger to him- or her-self or others. Youths are often relieved to hear that they will be
given some control over the pace and content of disclosure about symptoms.
Alternatively, you may want to meet with the youth individually to make sure s/he tells
you what is off-limits for discussion (for example, her confusion about sexual
orientation) before starting the family therapy.

IPs may worry that once they start talking with their parents about their symptoms they
will be peppered with questions throughout the week and they will feel over-exposed



and overwhelmed. In these instances it may be useful to facilitate some negotiations
between the parents and the youth regarding what amount of follow-up discussion
would be tolerable between therapy sessions. Once boundaries have been
established, the youth may feel more comfortable proceeding.

Some young adults express confusion about why they should participate in family
therapy when their parents are pushing them so hard to become more independent.
Why should their parents be interested in their business on the one hand, but want
them to function more independently on the other? This is seen by some youths as
contradictory.

Consider the following treatment vignette involving a 22-year old. Notice how the
clinician weaves in information about the therarg
concerns about communicating with his father.

Son: My dad is pushing me to finish school, pushing me to get a job, and
pushing me to move out of the house. He keeps lecturing me about how |
need to be more independent. Then he tells me he wants me to do this family
therapy with him. Why would | do therapy together with my dad when he
clearly just wants me to do things on my own?

Therapist: Sounds like you are feeling like you are being pushed a lot by your
Dad. Dad, what do you think about what Brad just said?

Father: | have been pushing Brad a lot. He is my third child and | pushed the

older two when they were his age and they thanked me for it later because they

are now all functioning independently. If | change the rules for Brad now, his

younger brother will expect the same type of leniency, and that could really

mess up our household. | know that Brad may be going through something

di fferent that the others, but I 6m not sure
know how to parent any differently. | definitely need some more information.

Therapist: Dad, is there anything in addition to information that you are hoping
to get out of the family therapy? Why do you want to do this with Brad?

Father: 1 am hoping that Brad will tell me more about what is going on with him
so that | can have a better understanding and figure out how | can be more
helpful to him. He and | used to be pretty close. We would go bicycling and
hiking together. Now he and | barely talk and when we do talk it seems like all
we do is argue.

Therapist: Sounds like you want to understand what Brad is going through and
have a closer relationship with him?

Father: Yes.

Br ad: He canét have it both ways. He is co
he wants me to talk to him about my business.
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Therapist: Brad, what do you want for yourself? Are you interested in finishing
high school or finding a job?

Brad: Yes, but it i sndt that easy.

Therapi st: No, it certainly isnob6t easy.

high school and into the work world are really hard for a lot of people and they
can put a lot of stress on family relationships.

One thing that we would be interested in doing in the family therapy would be
to get a better understanding of your goals so that we could think together
about the best ways that everyone could support you in reaching those. How
does that sound to you?

Brad: OK.

Therapist: Brad, it sounds like you have felt pushed by your Dad lately and that
has sort of disrupted your relationship with him or left you feeling confused
about how to relate to him. Did | hear that right?

Brad: Yes.

Father: | feel really badly about that. | think we are both confused at this point.
| would like to have a close relationship with Brad throughout hislife. | 6 m | u st
not sure what approach | am supposed to be taking right now to help him.

Therapist: It may sound contradictory, but a close relationship, one in which
people feel like they understand each other and can support each other, can
actually help people to function more effectively and independently throughout
their lives. Does that make sense?

Another thing we could work on in the family therapy would be opening up
channels of communication so that you might be able to talk more directly and
constructively about how to improve your relationship with each other. Is that
something that you would be interested in?

In other words, you can tell the family that the therapy is fairly structured, with
informational handouts provided at most sessions, but that the information will be
tailored to try to best meet the needs of a particular family.

Questions about who to involve in the treatment

Family members wonder about who should participate in the therapy. We explain that

when one person in the family is experiencing symptoms, all members of the family

are typically affected, and in turn family
the person who is experiencing symptoms. Because of this, it is often useful to have
everyone who is living in the family home participate in at least some portions of the

therapy. If the youth/young adult objects to having certain people participate (i.e.

11
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siblings, step-parents, etc.) it may be useful to allow him/her to begin the therapy with
primary caregivers and then introduce additional members as he/she becomes more
comfortable.

For example, some youths report that they will not discuss symptoms frankly with their

parents if their younger siblings are in the room, explaining that it is embarrassing to

them to discuss their Aweaknesseso in front of t
to honor this boundary, and then after the educational sessions, to ask the question of

whether the IP might be comfortable inviting the siblings to participate in some of the

communication and problem solving sessions. Other youths, however, have welcomed

the opportunity to have their siblings participate from the start. These contrasting

examples highlight the importance of giving thoughtful consideration to whom to

include in the various phases of therapy. This should be discussed and decided

collaboratively with the IP and his/her primary caregiver(s) during the first session.

Remember that if additional family members join the therapy process after the
beginning of the treatment, you will need to schedule some time with them to sign
treatment or other informed consent documents. Also, you may find that adding a
sibling, particularly a younger one, to sessions may be a hindrance more than a help.
Consider the age of the sibling, his or her health status, and the nature of the
relationship between the IP and the sibling before committing to including the younger
sibling in each session.

Meeting with Patient/Parents Alone

Throughout the FFT protocol, there may be times when conducting a session without

the IP present seems clinically advantageous. This is not typical and certainly, most

education, communication skill and problem solving sessions should be conducted

with the whole family present. An example of a problem that might be worked on

without the patient could be a discussion oft h e f dimancialyprdodems; the

par ent alprobiems; dr plans that affect the IP that have not been shared with

him/her yet. In FFT-EQY, you may conduct sessions without the IP present, but the IP

should agree to this arrangement. The overarching goal of treatment is to teach skills

that the whole family can utilize. Nonetheless, there may be situations in which it

makes sense to meet with the parents alone, just as there may be cases in which you

will want to meet with the patient alone. Try to keep these alternative arrangements to

aminimum. Be awar e that some families wild.l interpret
doesndt matter who comes as |l ong as someone CO0mME

12



[I: PSYCHOEDUCATIONAL SESSIONS (Sessions 1 -4)

Session 1: Goal Setting, Overview of Treatment

1. Joining

N

Acquaint family with goals, format and expectations of treatment.
3. Find out family membersd goals for treat mer

4, Build a bridge between family membersd goal
master in FFT

5. Assign Homework (set up a weekly family meeting; add to family goals).
6. Check-in with family members about their reactions to the session

7. Plan for next session; joining/closing

Handouts Needed:
1 1 (Family-Focused Therapy: What to Expect)
1 Possibly 2a-2e (Mania, ADHD, #ADifficul t yDepréssian, Mood Swi n
Positive Symptoms, Negative Symptoms, Anxiety Symptoms)

In the first session you have several objectives, the most important of which is to join

with the family and start to establish a therapeutic alliance. The second objective is to

develop a treatment plan with the family. First, present the goals, format, and

expectations of the FFT program, and then discusseach f ami ly member 6s goal
treatment. Then, build a bridge between what each family member wants from

treatment and what we plan to provide. Finally, it is important to help them to establish

the routine of doingsomefi pr act i c e 0 ( Ibetween sesstors,mpamfar thé )

next session, and gather their reactions to the first session.

Joining

The best way to build rapport at the beginning of treatment is through a process called
fi j oi Starntle sassion by asking each family member to tell you something about
him or herself, unrelated to symptoms (e.g. what they do for a living, favorite movies,
hobbies, etc). You can introduce this process by saying something like the following:

il would |Iike to start our work together by
Of course there is much more to each of you than the current problems

affecting you. | want to know about your interests and strengths so that | can

try to make the therapy as relevant as possible to each of you and so that we

can draw upon your strengths throughout the treatment.o

13



Clinicians can model this by briefly introducing themselves (their role in the clinic,

personal and professional interests). Avoi d fAcutesyo facts about your
of cats or your accomplishments in wind surfing. The goal is for the clinician to be

friendly and personable while maintaining professional boundaries. Remember that

the IP may have been struggling lately, and so avoid presenting a long list of

achievements and successes. Here is a good example:

fd stdrt us off by telling you a bit about myself. As you know my name is

. | have been a therapist (intern/fellow) here for the past year/ 2
years. | went to college in Boston and did my graduate work at the University
of Southern California. | really enjoy working with young people and families
and | am excited about doing prevention work.

Now, why dondét you easelvés?0say a bit about your

Once each family member has had a chance to talk about his/her interests and talk a
bit about who they are, you can move the conversation to the goals of treatment.

Joining is an ongoing process that you will continue to work on throughout the
treatment. Maintaining an air of friendliness and introducing some levity into the work
can be very helpful. Also, be sure to chat with the family a bit about fun activities they
may have participated in over the weekends, sports teams they follow, or upcoming
plans they have for the weekend or other light topics (generally best at the beginning
or end of the session). Once you know their interests, you can follow-up on those with
brief questions to open or close later sessions.

Some therapists may feel that they are better able to connect with family members by
asking the family members to introduce themselves first so that the therapist can get a

feel for each personés interests and mdd comment
to family me mbreurcan&@lsoiasktach person ® introduce someone

else in the family (e.g., fAcan you tell me about
school? What sorts of things is he into?0 ) . A n y apprbachesisfinee The goal is

to make the family comfortable with you, and allay their fears that you will
psychoanalyze them or expose uncomfortable secrets.

Tune in to the family membersé affective range &
sessionsothat you arendét completely out of sync with
somewhat depressed may experience a very cheerful presentation as superficial.

Establish a tone that is calm, low-key and mature.

The Goals of FFT-EQY

Once you have spent some time getting to know the family members, acquaint the
family with the format, goals and expectations of the FFT-EQY treatment. Handout 1,
i F a mFdcysed Therapy: What to Ex p e cdccorpanies this first discussion. Go
through each item on the list and let family members know what they can expect from
the therapist and what in turn is expected of them. You may want to say something like
the following:
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AThi s i s a fai

riy structured treatment.
like to share with you, and a lot of skills that we would like to introduce to you

over the next 4 months. We have 12 sessions planned. For the first 8 weeks
we will be meeting every week, and then we will meet every other week for an
additional 8 weeks. Does that sound manageable for all of you?

Next week we would like to talk about (mood, thought disturbance, or other
early onset) symptoms, what they are and how you might be able to reduce
them. Then over the next few sessions we would like to focus on how to
decrease stress, prevent symptoms from occurring, and how to cope at school,

with friends, and at home.

In later sessions we plan to work on strengtheningy o u r  f eomrhuhnigation
skills, and working on solving familypr obl ems. We know t hat
symptoms tend to stabilize when families take a calm, constructive, and
structured approach to communication. We would like to teach everyone
techniques that will help you to work together in this way. Can you imagine

how this might be helpful?

Toward the end of our work together we will be integrating a lot of the skills that
we have developed. How does this sound?0

Handout # 1

Family-Focused Treatment:
What to Expect

Our plan is to:
+ Decrease friction between family members
+Improve communication skills
+Increase acceptance of moodithinking problems
« Help the family solve problems batter

We will mest:
“Waekly for sessions
‘Biwsekly for sessions
“Monthly for  sessions

months total

How wa're going to do it:
+ Get to know each family member
+ Learn about mood!thought problems
and the medicines used to treat them
+ Learn communication skills
* Learn how to solve problems

Everyone in the family should:
+ Help each other like any team would!
+ Think about how others are feeling
+ Come prepared with your homework finished

The therapist will
+ Help the family come up withways to handle problems
+ Make sure everyone’ s privacy is respected
+ Give you a comfortable place to say what's on your mind
+ Give you things to work on at home
+ Give you a chance to check in between sessions

Check in with the family while you are presenting
this information. Av o
particular attention to anyone who seems
confused, bored, or annoyed. If so, ask them:
Afyou seem | ike youodre
Anything youdd | ike to

Continuing on:

i N o wé thllkeabout what you can expect of me
during this therapy. | will start sessions on time
and make sure that we end in about 1 hr.
Therapy can be hard work so my job is to make
sure to keep our work manageable. If you need
to talk to me between sessions, you can reach
me at this number (hand family card), and | will
do my best to get back to you within 24 hours.

My role is basically that of a teacher or coach. My job is to teach you some
skills and then to practice those with you so that by the end of treatment you
can use the skills in your day-to-day life, and you no longer need my

you t o pr a-between sesstofse s ki | |

assistance. | 61 | ask

Sometimes | will ask you to practice some of the skills we are learning at home
or at school/work during the week. We recommend that families schedule a
family meeting every week to go over the therapy assignments. Just like
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with any skill, the more you practice, the easier the skill becomes. So, we will
make better progress if you follow through with these assignments. Do you
think this would be manageable? What questions/concerns do you have at this

point? o
ifiCan you think of a time when youdre al/l tog
When introducing educational sessiong&wingexpl ain ¢t

you information but also in exploring your reactions to it and seeing how it fits your
circumstances.o

Note that we present this information about FFT before we ask family members about

their personal goals. If you were to start with family member s 6 goal s, you may ge
confused silence; knowing that FFT addresses how to cope with mood or psychosis

symptoms and communicate better as a family will help them hone in on what they

want to accomplish.
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Alsoonot i ce that the clinician refers t

you are seeing the family with a cotherapist, or that there is a supervision team
watching. You can replace this with

(0]

il

0

Tips for Practicing at UCLA: Clinic rules

tape recording of sessions:

AWe are a training clinic, SO ever
supervisor, Dr. , and other trainees who are learning to work in this
treatment modality. We may also tape the sessions so that we can go over
Do you have any concerns about thi

OR: AnwWe wil.| be conducti ng-andaadios e s
telehealth platform. Are you familiar with it? ZOOM is HIPAA-compliant. Are

us by ZOOM?0

If you are practicing at UCLA-CHAMP, there will be a treatment contract
specify when they can come in weekly, and whether they anticipate anything
contract.

Remind them of the cancellation policy: minimum 24 hours, but they will be
charged if they call that same morning and cancel. Give them the number of

the clinic coordinator (Tannia Blanco or Georga Morgan-Fleming, 310-825-

and emails (champ@mednet.ucla.edu for Tannia;
gmorganfleming@mednet.ucla.edu for Georga).

Discuss your emergency contact/pager plans.

them later with our supervisor and know what issues we want to follow up on.

you and your family comfortable having sessions in your home, connected to

outlining when the 12 sessions will occur (or at least the first 6) T ask them to

The first session is the optimal time to address issues like the observation and

y

S

S i

getting in the way of regular sessions. They should sign and get a copy of this

2836; Tannia can also be reached by a Google phone number, 323-405-7540)

Family Membersd Goals for Treat ment

Once you feel you have begun to connect with each family member, let the family

know that you are interested in hearing about what they hope to get out of the
treatment. You want to convey to them that you are knowledgeable about their

situation and that you have some ideas about what might be helpful to them, but what

is most important first is to hear about what they are interested in getting out of
therapy. You could say:

Al have a | ot of i dBbthehelafubtoyod in termsaof

treatment, but | would like to hear a bit more about what each of you wants to
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get out of our work together. In what ways would your lives look different if the
treat ment were successful ?0

In many cases it is useful to start with the IP when asking about treatment goals so

that he/she has the first opportunity to express what he/she wants to change in his/her

life. Youths are typically most interested in and motivated to achieve goals that they

select themselves. Even if the parents express the very same goals, youths are likely

to be |l ess enthusiastic about the parentsb6 st at e
as imposed upon them.

If the youth is new to therapy and is having a hard time understanding what you mean
by goals, you could structure the process a bit more by posting a list (like the one
below) of the various domains in life that one could think about setting goals. What is
going well within each of these domains and what could be going better?

-Feelings about oneself (mood, self-esteem, hobbies and interests)
-Managing Symptoms
-Relationships:
-with family members
Mom
Dad
Siblings
-with friends
-with classmates and teachers
-Functioning at school/work
-ability to get up in the morning independently and get there on time
-ability to get required work done
-satisfaction with tasks
-Skills of independent living (grocery shopping, cooking, doing laundry,
cleaning, managing finances)

Parents may be similarly confused about what types of goals you would like them to

articulate: goals for themselves or for the youth? Since the focus of the therapy is on

the I'P, it would be helpful to hear the parent s¢
youth. For example, are there particular symptoms that the IP is experiencing that the

parents are concerned about or certain aspects
work, with friends, or at home that they think merit further thought? In addition,

parents might have goals involving their relationship with their son or daughter such as

improved communication or reduced conflict. Perhaps parents would like to learn how

to be more supportive of the IP. Alternatively, they may list goals that have nothing to

do with the 1P, but which you may be able to hel
nervous about job interviews. |l 6d |Ii ke to know F

Most family members will appreciate being asked about their goals and having an

opportunity to share their ideas. Some patients (or siblings) may tell you that they

dondét want to be here and that they were draggec
have just been Areal o with you and have given yc
You could say something like:
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AiThanks for being so honest with me. I appr
despite your reservations about treatment. Hopefully over time you and | can

figure out how to make this work worth your time and effort. Is there anything

that you would like to have going a little better in your life? What about with

school / wor k? What about with friends? Wh at

Somel Pmay offer an unconventional treatment goal
Although this goal may seem irrelevant, note that it indicates that they have some drive

and motivation. The depression or negative symptoms must not be that bad for this

IP. You could ask them a few questions about the type of car they are interested in,

and then say something like:

il can see why you woHa$tdisbeenantongaingcar | i ke t ha
di scussion in your family? 1 d&dm interested in
of conversations youbve had with your parent

It would be interesting to learn more about the context of this particular goal since it
might fit into a larger goal pertaining to autonomy/independence.

Anot her example mighlt wa&ntant ¢ Poest gmal padfents off
strategy similar to the one used above of validatingthe IP6s experi ence and
contextualizing it a bit could be useful here. Something like:

iYeah, a | ot of teenagers/young adults raise
good company. And | imagine that your parents might actually enjoy getting off

your back as well? (Look at parents and see if they are agreeing with you). Do

you think your parents know you feel this way? Tell me some about the kinds of

things you think you could do without your p

You can get back to this comment | ater in the se
As you are outlining the FFT therapy, you can weave in the point that better

communication and problem solving often helps both | P énd parents to find ways to

work more comfortably and effectively together so that there is less nagging and less

provoking.

In general, express a flexible attitude, knowing thatthe IPand/ or parent sé goal s
not fit your therapeutic agenda.

This process of goal setting is very important and should not be rushed. These goals

are essential to making the treatment relevant to the family members so that they feel

that we are responding to their needs and not just imposing some pre-fabricated

treatment upon them. You should write downeac h f ami |y member 6s treat me
because you will want to refer back to these goals frequently as you introduce new

skills, making a connection whenever possible between the skill you are asking the

family to develop and their treatment goals.

While some family members might bring up several clear goals, keep in mind that
others might be unsure of what they want to get out of the treatment. They may be
content to hear what you have to offer and that may stimulate some ideas for them
regarding what they are most interested in learning. That is fine. It is important to
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provide each family member with the opportunity to express his/her thoughts. Goal
setting typically works best when it is a collaborative process.

Building Bridges

Now that you have listened to what each family member has identified as his/her
treatment goals and outlined the FFT approach, you can make some clear connections
between their goals and how the skills learned in FFT may help them to reach those
goals. Pick out a few of the goals that each family member has stated and make some
connection to the various skills that you will be working on and talk briefly about how
those skills or those sessions will support each person in reaching his or her goals. For
example, you could say something like,

DK, now | etdés make sure we are on the same p
that you wanted to understand more about these changes that have been

going on with you. We will start with that in our next session. How does that

sound? You also mentioned wanting to manage these changes better so that

you feel a bit more in control at school and at home. That is something that we

will get to fairly soon as well. We will spend sessions 3-4 talking about

strategies for coping with various symptoms.

Mr. X you mentioned wanting to figure out how to get Joe to wake up and get
ready in the morning more independently and to have him go to school more
regularly, right? | think that first we need to develop a common understanding
of the symptoms he is experiencing and how they play out at school and at
home. We will be doing that over the next few sessions. Then we will be in a
better position to think about strategies he can use to cope with the school
environment and perhaps accommodations that could be made at school to
help support him there.

Your desire to have Joe get up and out more independently in the morning is
one of the most common requests we hear from parents at our clinic. That is
something we will definitely take on during the problem solving sessions. How
does that plan sound to you?

Mrs. X you mentioned that there has been a lot of arguing in your house lately

and that you would like your son to know that you are on the same team and

that you are really just trying to help him. Joe you also mentioned wanting to

get your parents off your back. These are issues we deal with a lot here.

Symptoms often make communication more difficult for families and they can

put a lot of stress on relationships. At about session 5 we are going to work on

some communication skills so that you have the best shot at working through

some of the issues that have been coming up in a calm, constructive manner.

Hopefully as we work on these communication skills all of you can feel a bit

more like you are on the same teamagain.How does this sound to yo

Make sure to check in with the youth and his/her parents every so often to assess
whether they understand what you are saying. Are they reacting negatively to what is
being discussed (e.g., rolling eyes, or looking angry or distressed)? If you notice these
reactions, stop and ask about them. You could say something like:
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Therapist: Tim, | think you may have been rolling your eyes when | mentioned
the part about communication training? Did | get that right?

Youth: Yeah.
Therapist: Can you tell me more about your reaction?

Youth: Well, when | went to summer camp one year the counselors forced us
to do some communication training. Every day we had to say something that
we liked about each camper. It was ridiculous. We were inventing stuff that
was completely insincere about kids that we actually hated. It just seemed
really pointless.

Therapist: That does sound like a bad experience with communication training.
I can understand why you might feel reluctant to put yourself in that type of
situation again. Have you had any other experiences with communication
training?

Youth: Not really.

Therapist: Well, hopefully the types of communication exercises that | have
planned will be more helpful to you and your family and less contrived than the
ones at summer camp. But, | will be very interested in your experiences of the
training as we are going through it and | hope that you will continue to be
honest with me about your reactions.

Avoid listing goals that cannot be achieved in this context

I f family members have mentioned gotasl s that real
important to be clear that you will not be working on those particular issues and to

provide your rationale. For example, if one family member talks about early abuse that

he/she experienced as a child and his/her desire to explore that because he/she thinks

that is contributing to current problems, you could say something like:

i That cdeeastsoard like an important issue and | am glad that you
brought it up. It is helpful for me to know that you have had some very difficult
experiences in your life. What we have found is that the timing of discussing
those types of issues is very important. While young people are experiencing
significant symptoms like the ones you (the IP) have described (feeling on top
of the world/depressed; feeling suspicious and uncomfortable around others) it
is important to do some work that will support your ability to cope with those
symptoms and to reduce anxiety. Talking about and revisiting those early
abuse experiences can be make people very anxious, and we dondt want t
into that type of work until ( t h e sympténss have lessened and you are back
functioning well at school and with friends. Once you are feeling better, then
you can decide whether you would like to take on those early issues in a
different therapy. Trying to do everything at once can be pretty overwhelming,
so we think it is important to break therapy into different phases. Does that
make sense?
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A similar type of response would be important to use with parents who may have
marital/couple issues that they want to focus on. You could let the family know that
some of the communication and problem solving skills that we will be learning together
may be helpful with those other issues, but that the main focus of the treatment will be
on helping the IP to feel and to function better. If families try to change too much at
once it becomes overwhelming.

Avoid starting to solve problems in the first session

Use this initial session as an opportunity for getting acquainted and information

gathering. If the family starts arguing or insisting on talking about difficulties in school,

etc., you can redirect them by saying something like,

il know there are |l ots of pressing concerns
get to those as soon as possible. But, first we need to develop a plan for how

we are going to work together. Tonight we are just taking the first step that lays

the groundwork for all of our future work together. We will definitely get to the

school i ssues, and many of the other concern:

Make sure to take note of potential communication pitfalls and ways in which the family
may exacerbate problems or escalate conflict, although avoid mentioning them at this
point. Also, take note of family strengths that you can highlight and build upon in future
sessions.

Assigning a Practice (Homework)

Toward the end of the session, or even earlier if possible, give the family their
first between-session practice assignment, which is to schedule a family
meeting during which time they should discuss any questions/concerns that
they have about what was discussed in the first therapy session. During the
second session you will be discussing symptoms, so they could begin to think together
in a low-key way about how various symptoms impact the family. Alternatively, they
can discuss and solidify their goals for therapy.

Help the family schedule a regular
between-session meeting.

Ask the family to identify a day and time for the family meeting. The first family
meeting may be brief, perhaps only 10-20 minutes. This first meeting will help the
family to establish a routine that you would like them to continue throughout the family
treatment. The practice that you will assign will vary each week, but typically part of
that practice will be completed during the family meeting. Make sure to check in at the
beginning of session 2 to see if they did this assignment.

ThelPinonefami | y coined the term fFa&eesdbhmdetngs. f or t hese
The term caught on with the rest of the family, and became an easy way for the

clinician to remind the family to schedule these chats. Note that we avoid using the

term AHomewok kes wi ehehamf we use it among our sel
onerous term.
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Choice Point

Atthispointi n session 1, you may be almost out of tim
covered enough material for one day. If so, close out the session and summarize what
youdve said, and prep them for the next session
only 35 minutes into the 50-minute session and may feel like they (and you) could do
mor e! | f s 0, move to AFacilitate a Family Discus

covered in session 2). Go through one of the handouts, such as the handout on
depression or mania. The instructions on conducting this exercise are below, for
session 2.

Plan for the Next Session

I f you have decided t heyOetupadbtateimedanthbeungxsh f or ses si
meeting, and remind the family that you will be starting with some educational

materials at the next session. Give the family an opportunity to ask any questions.

They may have been asking questions along the way, and if they have no further

guestions that is fine. You could say something like:

ifWe have cover etbhdag Questions méy cagnme opuan ywbu over
the course of the week, and | would like to start our next session by addressing
thosequesti ons. 0

Summarize and Reflect
If there is time, provide a brief summary of the session and then check-in with family
members about their reactions to the session. You could say something like:

iToday was sort of an introductory session.
other a little bit. What was that like for you?

AiThen we talked about subthose ggatsard$o. I plan to
distribute them to you next week so that we all have a clear reminder of what

we want to address in our work together. If you think of additional goals during

the week we will add them to our list next week. Anything else you want to put

on our agenda??d

il | ike the goals that you spelled out and i
excited about our work. | think that there is a lot that we can accomplish
together over the next several weeks. 0

Joining/Closing

With this discussion we are emphasizing the importance of reflecting on our

experiences in therapy. As sensitive as we try to be, we cannot read the family

member sé minds and so it is important that we a
to what is discussed in therapy. Hearing their honest feedback will enable us to try to

pace and organize the therapy so that it is tolerable and meaningful for them. If the

session has gone well and you are feeling hopeful and enthusiastic, it may be

encouraging to the family to express that sentiment and to try to create an atmosphere

of optimism.

‘N
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Spend a few minutes chatting with the family about something light, perhaps fun plans
they may have for the weekend, or current events that are relevant to your common
interests with the family. It is probably most important to direct efforts toward
connecting with the youth as you begin and end the first few therapy sessions. This is
especially the case if you sense some reluctance in the youth to participate in the
treat ment. The more you can join with th
drag the youth to treatment, the family will be more likely to attend regularly. Teens

are particularly skilled at quickly detecting when an adult is trying too hard, so keep
efforts low-key.

e yout h,

Use of Humor in FFT

Ideally, this therapy should involve a fair amount of shared low-key laughter. Often
parents come in with high levels of distress. This is understandable in light of their
circumstances. Of course,you wono6t be trivializing th
of their situation, but you can try to balance all of that with some light-hearted

moments. This may prevent you and them from getting burned out. An underlying

goal of the therapy is to help patients and families to get on with their lives despite
symptoms. They can still work, have friends, and connect with each other in fun ways
despite symptoms. It may be reassuring to them to be reminded of that implicitly or
experientially by sharing some light moments together in therapy.

Have some fun with each of the family members. Some playful banter will remind
them that you actually enjoy them despite some of the difficult conversations that may
have just taken place. They may trust you more as they realize that you are going to
help them cope with their more difficult emotions before they leave your office.

Good examples of humor are things that make fun of yourself or the setting:

AThis is the first time | havendét bumpe
iLet 6s see i fxtappoiotamentoh myrlRhone withoutrerasing all my
pictures. 0

iYou can call me Dr . MaThe ngnloy pAd mes sla,d
@udedo

eir conc

i1 my heac

wmirétj urseas
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What Does fiHi gh Risko Mean?

A common question that tends to come up in the first or second session is what is

meant by the | P having fAearly onsetmaoor being i
depression or psychosis. Consider including the following information in your

response, pitched to the educational level and language of the family.

A high-r i skd state is one in which individuals are
and changes in social and school/occupational functioning. It is the clustering of

these symptoms rather than any one symptom in particular, as well as the frequency

and intensity of the symptoms and the distress and disruption they create that

suggests a high-risk syndrome.

Common high-risk symptoms can include experiences like feeling very moody (up or
down, irritable), anxious, social withdrawal, a drop in grades, difficulty sleeping,
uncharacteristic peculiar behavior, increasing difficulty with concentration,
heightened sensitivity to signs, sounds, smells, touch, loss of motivation,
exaggerated beliefs about personal powers or influences, and suspiciousness of
others. We will be talking a lot more about these kinds of symptoms during our
session next week.

A fever is said to be an early warning sign of measles. This means that a fever may
be an indication that the measles are on their way. However, as you know, not
everyone who has a fever goes on to develop the measles. Similarly, these early
warning signs that | just described may or may not be the earliest phase of a mood
or psychotic illness. When an illness does develop, there is typicallya it b wu p d
phase of more mild symptoms that precede the most severe symptoms.

The available research suggests that less than 40% of people who meet criteria for a

Ahigh risk syndromeo will go on to develop a fu
5 years. This is good news indicating that less than half of the folks we have

identified through our assessment procedures as having a high risk syndrome or as

being in an at-risk state will go on to develop more severe problems. We would like

to bring that rate down even further and for that reason are providing family

treat ment athighar ivsekroy setaargey. A I't i s our hope that
together we will decrease your risk and create a more protective environment for

you.0

Related to this issue is the question of what to call bipolar or psychosis symptoms. If
the IP has well-established bipolar disorder, she may prefer the terms mania and
depression. Some youth or young adults may prefer to talk about mood swings,
highs and lows, or other proxies for mania and depression. Ask the youth what
terms he or she prefers.

Likewise, the IP may object to the term psychosis. S/he may do better with a less

charged term | ike Athought disordero or even @t
him how he would like you to refer to his symptoms.
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Session 2: Discussion of Symptoms, Mood Charts
and the Vulnerability -Stress Model

1. Joining/Check In: Ask whether the IP or family had any reactions to the first
session.

2. Review homework (family meeting; additional family goals; questions about
first meeting?)

3. Review the treatment goals that you discussed last week. Try to make a
connection between some of their goals and the discussion of symptoms
that is about to take place.

4, Fami ly discussion of the | P6s symptoms.

5. Guide youth and family through development of a mood chart.

6. (If time permits) Introduce the Vulnerability-Stress model, Risk and
Protective Factors

7. Assign practice (family meeting, mood charts)

8. Plan for next session; Joining/Closing

Needed Handouts:
1 2a-2e (Mania, Depression, ADHD, Mood Swings, Positive, Negative,
Anxiety Symptoms)
T 3(AHow | Mdoe @hhrt) :
1 4 (Factors Affecting Health)
1 5 (Risk and Protective Factors for Mood Problems)

There are two main learning objectives during this session. The first is to facilitate an
interactive exchange during which the IP and family members share their experiences
of mood and psychosis symptoms and you provide additional information about those

symptoms as needed. The second goal is to introducethefi Fact or s Affecting He:

model to the family to provide the theoretical basis for much of the treatment that
follows and to highlight the influence that risk/protective factors and stress can have on
symptoms and functioning.

Follow-up on the assigned practice

Ask them if they were able to have a family meeting and find out if they have any
guestions/ concerns that might have <c¢ome
organize a family meeting last week, let them know that it will be helpful to the

progress of the therapy if they get into the routine of meeting weekly between

sessions. This will give them a chance to review some of the educational material that
will be presented each week and practice some of the communication and problem-
solving skills. Ask them to identify the best time for all of them to talk together as a
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family. Since this may be a change in their family routine, how will they remember to
meet during the specified time? Will they write the meeting time on the family
calendar, or will someone take responsibility for gathering everyone together at the

designated hour?| t 6s of ten hel pful to appoint the youth/
responsible for making sure the family meeting occurs.

Review Treatment Goals
If there is a way to make a connection between one of their goals and the discussion
of symptoms that is about to take place, do so.

For example, fADad, you expressed an interest

understanding of Xybwswaded tohdlpoonsparenssttod X

understand what it is like for you to experience some of your symptoms. Those

are the goals that we are going to focus on
Facilitate a Family Discussion of the | Pb6s Sympt

Whether the IP has bipolar disorder, depression, psychosis, or an early-o n s &igh-

risko type of each, it is important for you to rev
down to meet with the family for this second session. A thorough knowledge of the
| P6s symptoms will guide decisions regarding t he

discussed. For example, imagine you are working with a youth who has some striking

mania symptoms (for example, grandiose delusions) or positive psychotic symptoms

(hearing voices, thinking that he can control ot
however, may be aggravated with his Al azinessd and d
case, it might be most productive to talk about the manic or psychotic symptoms first.

Once the parents have a better understanding of some of the unusual symptoms that

the youth is experiencing, they may be more receptive to thinking that the child has

depression or negative symptoms rather than laziness.

Acl ear understanding of t yoetoseka hahddussthaty mpt oms wi |
are relevant to the family. For example, if the youth is experiencing comorbid anxiety,

then the optional handout (2E) regarding those symptoms may be included in the

discussion. Think about how best to pace the session, allocating most time to

discussion of the symptoms that are most problematic, distressing, and/or disruptive to

the youth and/or family. The goal is not to make sure every symptom gets discussed; it

is for everyone on the family to be on the same page about the symptoms and disorder

that is most relevant to the IP.

Before the session, you may want to consider whether the channels of communication

within the family areopenr egar di ng t he youthoés sympt oms. Som
share details about their symptoms with their parents and so questions aimed to draw

them out will need to be asked with care. Other IPs seem quite oblivious to their

symptoms or maintain an fAeverything is fine star
examples (drop in school grades, staying up all night working on unrealistic projects,

inexplicable shouting in their room in a way that suggests they may be answering back

to voices, drop in attention to hygiene, etc.) These IPs may become angry and/or

withdrawn when the parent attempts to describe these symptoms to you.
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Ideally, this session will allow for family members to develop a greater understanding

of each other® experience of theIP6 s sy mpt oms. However, when ther
sensitivity in the family abyoucanpregenithea i ng t he i s ¢
symptom information in more of a didactic format. Given that this is only the second

session, we don6ét want to stress everyone out by
everyone to be fup to speedoon the various symptoms that we will be focusing on

during our work together.

Fortunately, the most common situation is that parents and youths are willing to speak

frankly about their experiences of symptoms when invited to do so. The IP is often

more forthcoming when he or she is asked to speak first about his/her own

experiences. Then, family members can add to this description or provide their own
perspective. Remember, the I P is the fiexperto

Clinical Tip:

Exploring t he shBuldsotfeel likgpatrapeasofthe KSADS or
other clinical assessment , with the family serving as an audience. Instead,
the goal is to facilitate a deeper understanding on the part of family members of
what it is like for the youth to experience these symptoms, and perhaps a deeper
understanding by the youth of how his symptoms impact family members and
family 1ife. So, if you are feeling 1
is saying yes or no, then step back and encourage a discussion with open
guestions: What was that like for you, when your thoughts started racing (patient)?
When did you first notice it? Mrs. X, what do you notice when Jim gets this way?
Jim, what helps you to feel better? How do you know something is feeling
different?

When this session is going well, you shouldnét ¥
describe his experiences of, for example, depression, mania, suspiciousness or
apathy, and the family members should chime in with their own perceptions of his

behavior. I ntervene if differing perceptions | e
not unusual for people in families to disagree about these symptoms or how they affect
ot her s, but at gtehti se vsetraygoen el dest disn ppuutston t he tabl e

Avoid asking about symptoms in a yes/no or either/or format. Avoid asking iHave you

ever had unusual i deas, or i s t OrEitHarsoti tsomet hi ng
al ways been that way, o Hnstéad, askthdse qoestmms onl y recent
openly, e.g., fAHave you ever had unusual i deas?
better? What was that |ike for you?o

Finally, if the IP has had full blown manic or depressive episodes, it is useful to find out
what symptoms came first. That is, what was the first sign that a manic episode was
developing - decreased need for sleep, racing thoughts, irritability? For depression,
was it fatigue, negative thinking? Later, you will be able to use this information to
construct the Prevention Action Plan, which requires thinking of illness episodes as a
sequence of events.
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Clarifying Manic or Hypomanic Symptoms in Youth with Bipolar Spectrum

Disorders

If the IP has bipolar | or Il disorder, or is on the bipolar spectrum (bipolar NOS), you
will want to start by discussing manic (or hypomanic) and depressive symptoms. Give
the family Handouts 2aand 2bent i $y mplt dms of
Depressi o nY.owmay also find the alterative handouts on ADHD (2a.3) and

ADi fficulty wi2b.3) uskfd dhksedsisiare presénted with pictures and
simplified language to help adolescents and parents understand how symptoms
present within mood states. This section of the education highlights the fact that a
mood disorder has a developmental progression, and that it is often comorbid with
other disorders. It is important for family members to be familiar with the presentation

of bipolar disorder so they can talk with the clinician aboutthel P 6 s

Mani a0 and

vraood a b |

states. Be open and inclusive of what youth and family members consider symptoms
of mood, behavioral and/or attention difficulties, even though you may suspect that
some of these behaviors (e.g., manipulativeness, argumentativeness, lack of follow-
through) are developmentally normative or represent personality traits. If a child also
has a diagnosis of Attention Deficit Disorder or another comorbid disorder, you may
want to discuss these symptoms as well and talk about how they differ from manic

symptoms.
Eé Handout #2A
Elated mood
Irritability
g Signs and
b Symptoms
Increased of Mania
sexual thoughts
u g —
|
ﬁ
, = 4
Doing lots Decreased need
. for sleep
@ p
u ¥
Talking fast Reduced self-control

Handout #2B

\7 ﬁ g*—

Low Low mood or sadness

Signs and
Symptoms
of Depression

« Very tired or low energy

* Worthless or guilty

+ Body feels agitated or slow
Changes + Hopeless

inAppetite  + Wish they weren't alive

e N

Trouble
concentrating Irritability

Sleeping
too much
or too little

Tearfulness

Loss of interest
or boredom
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Handout 2a.3: ADHD

Trouble Focusing Very Impulsive

Handout #2b.3

R .
R = @
)
v
£ Blurting out,
Easily distracted Interrupting
Difficulty with Mood Swings & toes f
Controlling Your Emotions P’ '!' 1
Daydreaming Impatient
Get too upset & ‘lose It’ Lots of mood chan @!v;w « HobpES
within a day or weel A ]
B
Unsure when your mood is Personal triggers fo v %)’
about to shift upsidowns 5 A
Bored or frustrated  Rule-breaking,
Trauble calming dewn er Feel badly for ‘losing it’ quickly Risky acts
leiting bad things go quickly & causing hal Anxiety & Mood Issues
1. Fouling LomfEegy
2 aslly Tired
. N %“""2:.“...”
Get in trouble for not controlling Others get upset or ::’mmm
your emotions & acting out about your m

Did you Know? Emation control is a skill all teens improve

Adolescents with bipolar disorder often do not have the same symptoms as DSM-5

adult bipolar disorder patients. For example, they may be characterized by short

attention spans, anhedonia, low tolerance for frustration, sudden outbursts of anger

followed by guilt, lengthy states of arousal in response to minor events, and disruptive

behavior. Thus, it is important to not get | ocke
bipolar symptoms in which the parents and the adolescent are asked to think in terms

of discrete build-up phases, active phases, and residual phases. Instead, ask the

family and adolescent to use their own terminolc
swings, changes in activity, and behavior problems. Several of our adolescent patients

have not been able to identify symptoms of depre
happens when you get sad?0 They are much more |
regarding times when they felt fAbored, d or Awant
everything. o

Most parents will want tmayotnsalhotbadsynoptomdfr agi ng, 0 w
early-onset bipolar disorder. For a parent to begin to understand
and rageful behavior, they will need information about what is happening in the childd s

mind. If you know the pathophysiology of manic states well, you can explain rage in

terms the family can understand (e.g., over-activity of the amygdala and under-activity

of the prefrontal cortex). The important point is that the IP may have little, if any,

control over these rages. We have drawn parallels for families between the onset of

these rage states and fia train | eaving the stati
own tracks and at some point no one can jump off, not even the conductor. The trick
is to try to keep the train from | eaving the ste

30



When the patient begins raging, the best laid plans for behavior management will
usually be ineffective. The IP will not be moved by threats, explanations, promises of
rewards or discipline. The consequences which the parent and IP have agreed upon
can only be effective when the IP is in a state of mind to appreciate their meaning
(Greene, 1998). Later, you can guide the family in planning how to proceed when the
teen is symptomatic. They can be taught to implement behavior management plans to
implement when the adolescentd s  mis lmeginning to escalate.

Reactions to the Diagnosis: Jessica

Jessica was a 16 year-old female diagnosed with Bipolar | Disorder. She was
chronically irritable during her manic or hypomanic stages with infrequent periods of
depressi on. Jessica showed her resista
upo dur i ng Whenresvedsshd wouldsbecome hyperverbal, interrupt the
clinician or her parents, and change the subject to unrelated topics. On many
occasions it was difficult to keep her on task. Her mother would comment that she did
not present this way just before the appointment. When asked, Jessica initially denied
the observation. We pointed out to her how obvious the difference was to us, and she
eventually acknowl ehltgvasdinablete ilentifyghe daasen [Shed 0
did say that she was uncomfortable with sharing her feelings. She also said that she
(like many teens) was afraid that admitting to her illness would make her parents fhold
it against me and limit her privileges (e.g., driving or outings with friends). She said
that she struggled with seeing herself as different from othersand i i f talkdron &
think aboutittheni t wo n 6 t Adimiting this dissaméort opened the door for her
to discuss her feelings about the diagnosis itself, within the context of the
psychoeducation sessions.

Clarifying Psychosis (or Prodromal Psychosis) Symptoms in Youth

If the IP is being treated for prodromal psychosis (attenuated positive symptoms) you
can start by giving the handouts on Negative Symptoms or Positive Symptoms
(also labeled 2¢ and 2d) depending on which set of symptoms you believe best
characterizes the IP and will lead to the most productive discussion. You can use
these handouts flexibly to discuss symptoms in whatever order makes the most sense
for a particular family.
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Being overconfident
or unrealistic

Positive
-

Disorganized
Communication

Confusion about
what is real

Ideas of Reference

Perceptual
Disturbances

Odd Beliefs

Motivation

academic/occupational

Handout #2C Handout #2D
ol
L
Mind Reading e

Flat Affect
Lack of Disinterest in

being social

Negative
Symptoms

Trouble with

Disinterest in
personal

functioning hygiene

Some f amil
provide
Li kewi se

y members
examples of

ar
t h
, some family

e confused
eir son ofr
member s ar e

nstead he ter m
daughter 6s
confused

S5 D
—~ ® S
—_ N M

fi
by

they think that refers to pro-social behavior or signs of improvement. We explain that
the term refers to cognitive or behavioral excesses. You may need to clarify that
negative symptoms are really fdeficitbsymptoms, or instances where there is a lack of
motivation or disinterest. For example, they may have noticed a change in their son

ondaug ht er

6s interest i n

picking up

the phone and

activities. The IP may be less interested in socializing, school or work activities.

If the IP has schizophrenia or another form of early-onset psychosis, family members
may have difficulty telling negative symptoms from depression. We typically

acknowledge this problem and use it as an opportunity to reinforce the importance of
tracking symptoms over time. We may say something like:

inYes,

you are right

These co

uld be symptom

overlap between symptoms of depression and the symptoms that accompany
psychosis. That is why we would like to track these symptoms carefully over
time to get a better handle on what is going on. Depression typically comes
and goes, while negative symptoms are more chronic and occur even when

someone i

snobt feeli

ng particul

Y

arly sad. o

As family members offer examples, you can ask questions about the symptoms to
draw out relevant information. For example, you may ask the youth to elaborate about
what it is like for him/her to experience a particular symptom or may ask family
members what it is like for them to see their son/daughter or brother/sister
experiencing a particular symptom.

When describing unusual thinking, say something like:
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nAn example of confusion about what is real
when you wonder about whether something actually happened or was just a
dr eam. Have you ever had that experience?o0

After they respond you can say something like:

iMany people have this experience once or t

momentarily confusing. When these types of experiences persist for long
periods of time, occur frequently and are distressing, they are considered
symptoms of wunusual thinking. o

Below is an example of how to describe suspiciousness:

iSuspiciousness refers to the thought
that someone is trying to harm you. Many of the young people that we see

have this experience. Jane (patient), have you ever had this kind of symptom?
What was it like?

At times it can interfere with being able to go to school or with making friends.
Did you ever feel suspicious and not want to go to school because of worries
that others at school would harm you in some way?

Mr. or Mrs. Hill (parent), are you aware that Jane is experiencing these
symptoms of suspiciousness? How do you know when she is experiencing
these symptoms? What is it like for you when she is experiencing these
symptoms? What do you typically do when she is experiencing these
symptoms? Jane, when your mom does X does that tend to help? (If Jane
says no, then ask Jane what would be a more helpful reaction. Does Mom
think she can respond in the way Jane proposed?)

Sometimes it is a good idea to also ask the other family members whether they have
experienced any of the symptoms you are describing. This may help the IP feel less
stigmatized and in the spotlight. It could also make the IP feel less alone in his/her
experience of dealing with mood or psychosis symptoms. So, for example, ask the
father if he has ever felt depressed or unusually suspicious of others, perhaps at work;
ask the mother whether she has ever had the experience of things feeling like she was
in a dream state.

When discussing symptoms of unusual thinking such as preoccupation with the
supernatural, some | P6s report that al/|l
of them are interested in Wicca and Witchcraft. We may say something like:

t hat

of t hei

AiFair enough. Teenagers (or young adults)

minded and willing to consider a broad variety of ideas. This only becomes a
cause for concern when a person becomes preoccupied with these thoughts
(such as spotting UFOs) and those preoccupations become disruptive to their
functioning at home, school, or work. Do you think any of these ideas have
caused problems for you??o
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It is important for family members to be familiar with these symptoms so they can
better observe and understand what may be going on with the IP and talk with you
about what they are observing. Since a goal of treatment is to prevent the onset of a
manic/depressive episode or an episode of psychosis, it is important for family

members to be ableto t e |

o

nicians i

f

are worsening. Create an open and low-key atmosphere so that the full range of

symptoms can be discussed.

Guide each family through the handouts at a pace that is comfortable for them. At the
end of the discussion of symptoms, ask each person to identify the symptoms they find

most distressing, and which ones they would like help with first.

Exploring Anxiety Symptoms

If the youth is experiencing symptoms of anxiety, those symptoms should be
ASympt oms omay béuseful veneny ,

discussed as well. Handout 2e,
describing these symptoms.

Handout #2E

W

Repetitive Thoughts

Specific Fears

S ~
Sudden panic

Signs and
Symptoms
of Anxiety

Repetitive
Behaviors

P

T

Fear of being embarrassed in
social situations

Excessive Worry

Help the family understand that anxiety can be a
symptom of BD, MDD or psychosis, but can also
be a separate ftomorbidodisorder. Generally,
severe anxiety symptoms may require adjunctive
treatments such as exposure and response
prevention, panic control treatment, or other forms
of behavior therapy. SSRIs also have a significant
role to play in managing anxiety symptoms. You
may decide to supplement your treatment with
adjunctive CBT techniques for anxiety, such as
relaxation or mindfulness exercises. The
difference in FFT is that you should involve the
whole family in these exercises. A relaxation tape,
for example, can be listened to conjointly.

If the child or teen has comorbid OCD, panic disorder, social anxiety disorder or GAD,
consider whether you want to include CBT techniques such as exposure and response
prevention in your sessions. When appropriate, you can recommend adjunctive
individual or group CBT sessions if those are available in your setting. Avoid turning

FFT into individual CBT. Our major objective is to help stabilizet h e |

psychosis) symptoms, at which point the IP may be more amenable to CBT

techniques.

If you decide to include CBT strategies, make sure to involve family members in
implementing those strategies. For example, you can ask a parent to implement an

exposure task.
by the family

t

(0]
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P6s mood
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Handling Tensions that Arise During Discussion of Symptoms

Sometimes during the discussion of symptoms, the IP becomes angry when he/she

hears other family members describing his/ her sy
descriptions may not hit the mark for the IP and may make him or her feel

misunderstood or intruded upon, as if others are trying to tell him or her how he/she

feels. If you notice this, explore these feelings and reactions with the family.

I't may be useful to validate the | P0s concerns &
expert on what these symptoms are like for him/her. Everyone else can comment on

their own experiences with similar types of symptoms, but they can only guess or

imagine what the symptoms might be like for another person. The tone and language

that family members use to sharetondican r experi enc
make a big difference in terms of how tolerable this information is for the IP to hear.

Clinical Tip
Patient-as-expert
Tell the I P that fyou are
symptoms.We 6 r e going to depend
aboutwhatthisdi sorder is really
one whods been through it,
that neither | (therapist)
Typically when talking about snatiedeofe el seds i nt e
curiosity from the clinician provokes less reactivity than an authoritarian stance.
Phrases| i ke Al i magine it might be X to experience
feel X when youwlsdxapermeeartcd ik.e0 il i magine it mig
think that others at school are trying to harm you (Y)o t

iYou get scared when you think others are trying
tensions arise the therapist may consider encouraging family members to ask

questions sotheycanbetterunder st and t hes, | Pds tox msdrairdnaveé t h f
i magined or Al am guessing it might beéd to make
experience.

At the same time, family members do have first-hand experiences with the IP&

symptoms and the effects of these symptoms on family members. Understandably,

family members may be perceiving the IP very differently from how he or she is

experiencing him or herself because the family members may be most aware of the
fexternalizingo aspe asigitabiity,algumentavgnaesd,oro me, such
school truancy. The IP may be most aware of internalized experiences such as

depression, feeling revved up, or distracting and perhaps anxiety provoking internal

experiences (hearing voices, difficulty concentrating, etc.)

In summary, when one family member is experiencing symptoms, it is common for

each family member to have a somewhat different experience of that complex event.

Each persondés perspective is helpful in under st a
on the individual and the family.
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Creating an Individualized Self-Rated Mood and Behavior Chart

From the first or second session, try to get the IP into the habit of tracking his/her
moods or other significant behaviors or thoughts. In this section, we focus on mood
charting as applied to patients with bipolar spectrum disorders. Consider how you
might adapt this assignment to a patient whose main problem is only depression, or
paranoia/suspiciousness or auditory hallucinations.

Mood charts are quite valwuable in tracking a pat
emergent signs of an illness episode, identifying diurnal variations, recognizing the

effect of stressors, and clarifying the role of sleep/wake cycle irregularities. They also

make the IP more self-aware and observant of her mood states and behavior. Self-

awareness is particularly important in managing a mood disorder. FFT is a good place

for the patient and family to learn the value of self-monitoring.

Begin by asking the IP to describe her
Handout 3 mood states and what descriptors go
ot s e s s along with each. If you have a flip chart
— : — : or a dry erase board, stand by it and
S . | draw a horizontal line in the middle (or
give the IP Handout 3: How | Feel
: chart). Ask the IP first (or parents if the
— IP is hesitant) to give a label that
describes the absence of symptoms
(i.e., mellow, calm, normal, typical).
Then, draw a line right above and below
the middle line and ask the IP what
words she would use for mild ups and

downs (e.g. Apretty goodo v
sado or Afrustratedo). Explain that these fluct
moods that someone might experience if she felt like things were going well or not
going well. Then,drawalineonest ep hi gher and one step | ower th
just drawn. Ask the IP to label each of these lines. For example, the top line might be
| abeled fexcellent moodo or dAreally happy, 06 wher
Areally boredo oor Thlemmmeaed eowat separ atlRtol i ne f or

place it on the graph where it most clearly fits for her. (lIs it part of an up, active mood?
Is it part of the down, depressive cluster? Or both?). You may want to have lines for
anger in the up and down sections of the chart. Then ask the IP if there are any other
states that should be tracked (i.e., anxiety, suicidality, urges to use substances). Ask
the IP to determine where each of these lines should be placed on the chart.

Once the lines are in place and labeled, then each label is placed at the bottom of the
page as a heading. The IP begins listing symptoms that go along with each of the

states (for example, O6éexcellentd may include gic
energetyaé@; mdwpnigmcl ude cursing, kicking doors, or
some youth may not have had experiences of activated or angry states. Be sure to

acceptthelPand familyds input regarding presentation

parents to join in this process but take cues from the youth. Try to keep an air of
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curiosity and levity in the room, recognizing that it can be difficult for the IP to focus on
her abnormal moods and behavior.

Once this chart has been created, the IP can use it on an ongoing basis. Ask her to
complete a mood rating at least twice a day (e.qg., best versus worst; morning versus
evening) and even more frequently if she is willing. More specifically, ask her to put an
X on the line that she felt characterized her mood at various points in the day. Finally,
include two vertical spaces at the bottom of each day to record when she went to bed
and when she woke up each day. She can also record stressors for that week on the
chart to start to recognize how stressors can affect mood.

GivethelPa t empl ate that can be dated and copied f ol
easiest if a single sheet can be used to characterize the whole week. This exercise is

often empowering for the youth in a move towards self-care skills and independence.

If the youth is resistant to monitoring mood and/or sleep you can pointoutt hat At hi s i s

one of the few things you can do- other than just take medications 1 that puts you in

charge of your moods. 0

Likewise, ask one parent to make a similar rating of the I P f@od each day, or at
various times of the day. This is helpful for three reasons: to keep the parent attuned
to diurnal shifts in the | P th@od states, to quickly identify a worsening of mood, and to
make clear to the youth that he or she is not the only one being given homework.
Parents usually appreciate the chance to record the y o u tohgdisg mood states.

You can ask them to rate the same mood chart developed for the IP. Some parents
want to keep more detailed notes of the | P t®ods, rage outbursts, medications,
and/or stressors. Rating the chart may also help the parents confront the
misperception that the IP can control his mood swings and may generate more
compassiontoward him. The chart can be cuséede.fdormeed t o each
families like to take this exercise and create their own chart. As long as all of the
information is recorded, individualizing the chart for the family or patient is encouraged.
The more the youth and family feels the chart fits for them the more likely they will be
to complete it.

For some patients, you may want to suggest keeping the chart in an obvious place,
such as in her backpack or on top of the dresser. Alternatively, the IP may decide to
keep her chart with evening medications (if taken) and rate moods then.

If the IP has many mood switches during the day and evening, then he can place any
number of Xs on any of the lines corresponding to the times of the day listed. Try not
to make the task too complicated, however. Use your clinical judgment in deciding
what level of complexity will work best for the youth and ensure his compliance with
the task. Obviously, if the IP is an older adolescent or young adult, the more
responsibility should be ascribed to him.

Additional chart ratings can be made for other behavioral difficulties or symptoms the
patient and family reports. For example, you could ask a child with mild psychosis to
keep track of his suspiciousness toward others, her level of apathy or depression, or
her feelings of overstimulation.
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Reflect

Pause for a moment and check-in with the family about the discussion you just had
with them. Ask the youth what it was like for him to speak about his/her symptoms,
and ask family members what it was like to hear what the youth said and to share
some of their own experiences. If it feels genuine to you, compliment the family on the
fact that they seem to have taken some risks and made some efforts to help each
other understand what is going on. This process of opening up channels of
communication is an important step in adapting to life with psychiatric disorders, and
eventually managing symptoms more effectively.

How much time do you have left in the session? Is the family worn out? If you
have twenty minutes and the family looks to be comfortable, transition to the
next section on vulnerability and stress. If it took you a long time to get through
the symptoms, and the family members look maxed out, then transition to
planning for the next session and assigning practice (e.g., the mood chart;
another family meeting) and start with vulnerability and stress at the next
session.

If you have time and the family still looks fresh and engaged, ask them if they have the

stamina to go through one more hand-out today or whether they would prefer to end

now and save it for next we esuratingMtekamilysur e t hat
with information, and that you are keeping sessions to approximately 50 minutes in

length.

Vulnerability and Stress (How do People Get
Mood or Thinking Problems?)

Handout # 4

[FactorsAffecting Health Problems] Thedvul ne-s Bb éhbdryt‘stgates that mood
or psychosis symptoms come about through an
Genes | E interaction of genetic, biological, and stress factors.

This is a simple idea on the surface, but few of your
family members have thought mu

help the IP and family understand what is meant by
genetic predisposition and stress, without going
into long and complicated explanations of gene and
environment interactions.

The overriding goal is for the IP and family to

recognize that mood swings (or psychosis

symptoms) are not necessarily controllable by the

IP, but that s/he may be able to maximize use of
Aprotective factorso to prevent
from becoming more severe and chronic.

Possible Outcomes

Good Okay Poor

With referencetotheHa n d o ut Ractors Mfecting Health Problemso you can
say:

iWe know t ha {(predispdositiom)rtcantoodIdisotdgrs and psychosis

runsin families( igeneti cs o) . We cané6t change the gei
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each of has, but we can change the amount of stress in our life (to a certain
extent) AND the way we cope with stress to try to keep ourselves healthy.
Does this make sense?

il am going to explain to you what each of t
and in the arrows. Environmental stressors are a part of daily life. One might

decide when to change schools or move but there is always some stress in a

p e r s ofen dnsadditian, our biological vulnerabilities or genetic

predispositions are things that we are born with that we are unable to change.o

fFor example, some people are genetically predisposed to having cavities,
meaning that having cavities runs in their family. As a result, that person may
brush her teeth just as often and eat the same amount of candy as her friend
but she may have cavities and her friend may not. As you can see in the
handout, we believe that events or situations that we experience as difficult or
stressful can interact with our biological predispositions. This means that some
people are more likely to have mood swings even if they have only minor
stress, because of their genes or the chemistry of their brain.o

fWe know that mood swings run in families. However, just because your brain

chemistry makes it more likely that you will have mood swings (or thinking

problems)d oesndét mean you wil/| necessarily have t
stress and ot htaings that makekan iflnass woose splay a role.

But if a person learns to cope with the stress or other difficulties in her life then

she will have much less trouble with mood swings. Things we do on a daily

basis to manage difficulties so that we feel better i like getting regular sleep i

are called AprotPoce¢esvehifiacmakesodosense?o0

AiFamily members can be very. Theyeadnbdptowi t h bot h
create a low stress environment for a vulnerable person and they can help the
person to cope effectively with dailyst r es s . 0

Follow this up with some probes: fAYoudve talked
vulnerable because mooddi sorders run in your family. Can yo
iwhat has caused you (the patient) stress in the
control of your feelings?o

You may need to explain furtherwh at i s meant by fAstresso and fico

adolescents have experienced stress (for example, bullying, being sexually harassed

by otherteens) butmayuse ot her words to describe this expe
dr ama | @theefanyilypmembers may point out things that the teen has found

stressful. Ask each member of the family to give you examples of major life stressors

that precipitated an episode of physical or mood problems (e.g., the ulcer came on

after a large project at work was due, headaches developed after a period of

interpersonal stress involving other family members, depression followed a

geographical move).

Some family members react to the discussion of genetic vulnerability with guilt or
shame. If you notice this, explore these feelings with the family. Remind the parents
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t he
are only a

thatt inone of us have control over
should also add that, fAgenes
develops a mood (or athought)di sor der . 0

Clinical Tip

It is often useful after explaining these handouts to ask one of the family members to
repeat back in his or her own words what he or she has heard you say. Asking them
to put the material in their own words allows them to reach a deeper level of mastery of
the material, and allows us to fill in any gaps in their understanding.

We dondét want to put them on the spot o
bright enough to understand complex concepts. Phrasing it in the following way may
avoid those miscommunications.

=

il havelkingpeédmrta | ong dwaymsay thikgs as cléarlydl might
like, so | just want to stop and make sure that my message has gotten through. Would
one of you please explain to me what your understanding is of how people get bipolar

genes

(psychosis, etc) symptoms so that | can be sure that | got my message across
effectively?0

Handout # 5

[Risk and Protective Factors]

Rlsk Factors
+ Drug or alcohol abuse
+ Inconsistent sleeping habits
+ Changing or stopping your
medications suddenly
+ Stressful life events
+ Family conflict or distress

Protectlve Factors
+ Following regular daily routines
+ Social, family, & community support
» Communication & problem-solving
skills
+ Talking to your doctor or counselor
+ Exercising regularly ’\

N\
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Risk and Protective Factors

One way to help patients understand factors that
affect their course of iliness is to talk about Risk
and Protective Factors. Use Handout #5.

Risk factors = anything that can make an illness
more likely to occur, or get worse. Examples are
drug and alcohol use, excessive amounts of stress,
family conflicts, poor sleep habits, and negative
self-talk.

Protective factors = anything that makes the person
less likely to become ill if they are vulnerable to
becoming ill. Protective factors are not just the
inverse of risk factors - they are the activities,
supports, or treatment resources that make people
better when they are biologically predisposed to
illness. Examples: consistent daily routines and

sl eep/ wake

cycl es, t aki

ng

medi

Ci

nes

becomi

learning to identify early warning signs of recurrence, supportive family relationships,
therapy or support groups. ldeally, we want to encourage the family to strike a
balance in which risk factors are minimized and protective factors are maximized for
the IP.
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So,ifthef ami ly is having trouble wothryeasmki hgkefl Wi
protects you from getting ill 2?06 If they equate T
explain that negative thinking is a risk factor, but it is a reaction to stress.

Try to help people distinguisktesviressmenbalt . otr
The latter usually means worrying excessively or getting irritable. The important issue

is, what stressors are most likely to get you stressed out? Relationship problems, work

problems, schoolwork, traffic? Having to wait in lines? Work with the family to identify

those experiences that contribute to stress.

Addressing Marijuana use

Drug and alcohol abuse are classic examples of risk factors in mood and psychotic
disorders. You will have multiple opportunities to address drug abuse throughout FFT,
but none will be particularly effective with youth who have decided to keep using no
matter what. In these cases, you may find it more effective to refer the youth for
chemical dependency treatment or 12-Step programs.

If relevanttothey out h youdbére seeing, say:

fWe are going to talk a lot more about stress next time, but 16d |Iike to toucl
marijuana thing a bit more. Lots of kids wonder why we keep telling them not to

smoke weed because they see other kids experimenting with using it and not

having a lot of symptoms. Cannabis is a stressor to our biological system. Some

folks with low genetic risk may be able to get away with smoking weed without

experiencing symptoms, but once a person is experiencing symptoms, it can make

them a lot worse. The same amount of weed can have a much more problematic

i mpact. 0

Avoid getting into discussions of whether marijuana is a good antidepressant or

anxiolytic. Many kids (or even parents) will «ci
wonders of CBD oil as a mood stabilizer. Some kids may even ask whether their

treating psychiatrist can prescribe Cannabis for them. While not taking a moralistic

stance against it, avoid encouraging Cannabis use. There is no evidence that children

and teens with mood disorders benefit from regular use of any street drug.

Answer Questions

Give the family an opportunity to ask any questions. Say somet hing | i ke, fiWe
covered a lot of material today. What questions come to mind, or what reactions do

you have to the material that we discussed? Pause and allow them to think for a

moment. Make sure that you look interested in hearing what is on their mind.

Plan for Next Session and Assign Homework
Remind them of the headlines for the next sessions. You could say something like:

iNext session we are going to try to figure

amount of stress in your lives, We will begin to evaluate how you are coping
and whether additional coping strategies might be useful to you.0
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I f there is a tie in to family members6é goal s,
like:

AiManuel, I remember intaréstedimhearingeatoet par ti cul ar
some additional ways to cope with symptoms and with stress, so next week we
will start getting in to that important material. How does that sound?

Remind the IP to keep his mood or thinking chart.

Ask the family to schedule a family meeting between sessions to review the material

youbve presented and to talk about any questi ons
the material. Ask them to share some of those questions or reactions with you at the

beginning of next week 6 s s eAfs@, ask them to notice sources of stress in their

|l i ves, as this wild.@ be the focus of next weekos

Set up the next meeting time.
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Sessions 3 -4 Overview:
Development of The Prevention Plan

I n the psychoeducational sessions that foll ow,
managing symptoms among teens and young adults with bipolar or psychosis

symptoms. The overarching goal of these psychoeducation sessions is to develop a

Prevention Plan, which identifies:

Early warning signs of symptom intensification

Stressors that may be provoking symptom intensification

Coping skills the youth can use to manage the symptoms,

Ways that family members can help the youth to reduce stress, and
Strategies to overcome obstacles that can be undertaken by the youth and his
or her relatives at key points in the symptom escalation.

=A =4 =8 -4 =9

The family will develop this plan over sessions 3-4. The specific sessions cover the
following:

Stress
9 Identification of relevant stressors that may elicit symptoms
1 Identification of typical reactions to stress
T Devel opment of the fistr esIBsatdiamiymomet er 0 t
members communicate about their experiences of stress

Coping: Building a Tool Box
9 Identification of coping skills the youth can use to manage symptoms,
which may include sleep/wake cycle regulation, behavioral activation
plans (e.g., pleasant events scheduling), relaxation training or
mindfulness meditation, and maintaining consistency with a medication
regimen.

Prevention Plan
1 Pulling all of the strategies together into an action plan. The plan will be
most successful if it is developed when the youth is less symptomatic,
so that he or she has maximum ability to practice skills that will be
needed should symptoms intensify.
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Sessio n 3: Identifying Stress and Coping Strategies

1. Joining/Check In
2. Review weekly practice assignment (family meeting; mood charts)

3. Stressors: Facilitate a discussion of the main stressors the IP and other
family members are dealing with in their lives. Use the handouts to the
extent that they are useful for a particular family in supporting this goal.

4. Stressors: Help family members to identify how they experience and
express stress. Do family members differ in their expressions of stress?
Do they know when they are starting to experience stress at a low level so
they can catch it and cope with it early? (stress thermometer)

5. Coping Strategies (include medication information and adherence and
sleep habits as indicated).

6. Assign homework (mood charts; stress or coping skill exercise)
7. Plan for next session; Joining/Closing

Handouts Needed:
1 6 (Sources of Stress)
1 7a (Stress and Coping Thermometer)
1 7b (Coping Ideas List)

Optional:

1 8 (Medications Commonly Used in Outpatient Settings)
1 9 (Good Sleep Habits)

T APl eas an tistddaptonal hartouts)

Goals of session 3

The first goal of this session is to help the IP and each family member to identify

stressors from different domains of their lives, such as stress generated by the family,

the school and the work contexts. Family members may be able to identify their own

typical reactions when ©0(hee.yg.ar efilf egedti nagn girsyt,r evwsiste
reach for a ci gEhestondgoalistodgvelop alist o doging .

strategies that will become an important component of the prevention plan.

Review practice from last week

Check in with the IP: has s/he filled out and brought in the mood chart? If so, what has
s/he learned from it so far? What are some of the connections between mood and
sleep? How variable has her mood (or thinking patterns/paranoia) been?

Hopefully, she has brought it in and you can exeé
some ups and downs | ast week. Why do you think
Or , AfHave you noticed how much your ®bteep ti mes
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you think that affects your mood (or your thinking processes)?0lf the IP is complaining

about paranoia: fADo you feel more/l ess suspiciol
your sl eeRe vhioeuw so?toher f amily member sdé completed
Note any patterns you may see across the family as a whole, or between particular

family members.

If they did have a family meeting, how did it go? Did they talk about any of the content
of the sessions? Did they start to think about the various sources of stress in their
lives?

Clinical Tip:
Addressing Homework Noncompliance

Many of your patients and family members will come in without having completed any of
the practice assignments you recommended. You will be less frustrated by this if you

expect it to happen. For example,as sume t hat, even if youoy
well, the IP will not have filled it out, and the family members may have no memory of it.

Take a low key approach to noncompliance. SHaw agboufiwe try filling one out now?.
How is your mood today? How high/low? Have you had any of the suspiciousness you
described | ast week?0

AfLet me explain again why | think this wi

whether you have lots of ups and downs during the week, and whether these changes are
related to your sleep. Later, we may be able to figure out how stress affects you, and for
how long. Does this seem like it would be useful? Would it be good if your (mom, dad,
sister) reminded you to do it? 0

Likewis e , if the family did not have a f amil
have trouble finding a time when everyone can sit down for 15 minutes and have a
di scussion. It can be |like herding c a etker,

Il i ke af t eExplainagam&owa tahily meeting will help them get more from the
treatment. It will allow them to generate questions for you, practice skills, and learn to
coll aborate more effectively in the |1 P6s

If they did not have a family meeting, ask them why: was it a scheduling problem? Were
they unclear why they were meeting? Briefly problem-solve with them regarding how they
could make it happen in the upcoming week. We would like them to establish this routine
while they are in FFT.

Do not rush through the review of the practicea s si gnment . I f we d
what they have done between sessions, they will view the homework as unimportant. If
they have engaged in practice assignments, praise them and ask them to show you the
chart and talk about what they observed/learned.
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Identifying Stressors

ifAs we talked about | ast week, stressful experie
intensification. A first step in containing stress is to identify the various sources of

stress in our |ives. When stress remains fAinvi s
most havoc. Once we know where stress is coming from, we can think about how to

deal with it more effectively. o

Distribute Handout #6, fiSoutc e

each family member. Handout # 6
[Sources of Stress]

AThi s hskhowdtle dypes of events that - . __ -
typically generate stress for people. There are B “'o‘ vy Q Malor |
major life events such as when someone in your I;‘;&h ~ [ Events | St

family dies or you move to a different house.

Even positive events like the birth of a new brother | LRetneChanges | | Daiy
or sister can also cause stress. Why do you think t;
these positive events are considereds t r e s s f -
(They are emotional events and often require

change in routines)

If you have a sudden change in routines, like lg
when the school year starts or you start a new job, e
that can feel pretty stressful. Having a predictable

routine helps to keep stress low. 0

fi D a ihdsgles such as driving in traffic or forgetting homework assignments can be

stressful too. These are the small stressorsthatar e of t eninfiif hat swéel donodt
stop and deal with them like we do with something big. We may not realize the toll they

are actually taking because they pile up little by little. Have any of these experiences

happened to any of you?0

fiConflicts with others, especially family members, but also friends or teachers can be

verystressful. | snét it interesting that not enough act.i
stress as well? Humans seem to need a balance between too much and not enough

activity to minimize stress.

Some may be surprised to hear that boredom or not having enough to do can generate

stress, partly due to too much time left for rumination or worry. Sitting on the couch

and watching TV for hours can seem |ike a #fAl ow s
stress when an individual starts to feel uncomfortable about not making more progress

in their schoolwork or social life. Also, a lot of sedentary activity may throw off sleep

wake cycles, such that it is hard to sleep at night and feel rested the next day.

The Stress Thermometer

Ask each family member to talk a bitaboutwhat hi s/ her experience of be
out 0 t e nd Do fanily rbeebelsikrow they are stressed out because they feel

irritable and they snap at others? Do they have a lot of negative or critical thoughts
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whirling in their heads? Do their bodies feel tense and their shoulders hunch way up?
Do they find themselves declining social invitations and shutting down?

It will be useful for the IP and family members to become aware when they are getting
stressed out so they can catch it early, at a time when they can cope most effectively.

Also, it is helpful for each family member to become skillful at identifying other family

member sé signs of distress. Every person react s
person may get quiet when overwhelmed by stress another person may become very
chatty and another argumentative. Once family

signs of feeling stressed, they are more likely to be able to help each other more
effectively by providing space or reducing expectations, or providing emotional or
practical support during times of stress.

Distribute Ha n d o ut St#eZsaand Coping Thermometer, & the IP and each
family member. Much as one might do in DBT, the purpose of this handout is to:

1. Identify Stressors: Explore recent events, even minor ones that have led to mood
swings, rage reactions, or periods of depression.

2. ldentify different levels of distress. Help them describe the feeling states (or

bodily sensations) associated with different amounts of emotional distress. For

example, high emotional distress may mean paranoia, intense anxiety, severe

irritability, or severe depressvenwheMmeddam di st
Low distress may mean feeling jittery, Akind of

3. ldentify Coping Strategies. Make an initial list of things the IP can do to make
himself feel better, preferably activities that involve other family members or other
persons who can introduce some balance into the situation.

You can explain the following:

Handout #7A

[ Stress & Coping Thermometer ]

An the next t wo sessions, we
[ Stressor ] [SelffCupmg] [Famlly Capmgl . .
— . ——— be developing a prevention plan to help

you get better control over your mood

swings(ort hought probl ems) . Fir s

going to figure out what causes distress for
you. Then we can develop a plan to help
you manage your distress levels.

[ ] Sometimes just having a plan can provide

some immediate relief.0

Start by asking the IP to imagine recent events that have been associated with feeling

upset, angry, or enraged. Being told to stop playing a video game might make a teen

feel annoyed or frustrated but not overtly angry (lower distress), whereas being

grounded for a week might provoke a rage reaction (high distress). You can also

identify events, including positive ones, associatedwi t h fihappy o or #dAvery hap
hypomanic or manic) moods (e.g., getting accepted for a date). When discussing a
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stressful e v evhen that bappens,thdwewvouldBqu rafe your mood, from
1-10°?

(@

Family members may want to chime in about specific events that caused stress for the
IP or for themselves (e.g,iwhen | got a call from her
this task is to begin to develop the Prevention Plan. Try not to get in to problem-solving
just yet. Right now, we are only asking them to identify what is feels like in their body
or how they behave and express themselves when they are under varying levels of
stress.

Over time they will better understand what types of events are most stressful for the IP
and other family members. Perhaps social situations provoke the strongest stress
reactions for one family member while school tests or homework assignments provoke
the strongest reactions for the IP. The stress thermometer may be a useful tool for
individuals as they experience life events, implement coping strategies, and then
reevaluate their distress level to see if their coping efforts have been effective.

Mobilizing Coping Efforts
The next step is to start to list efforts the IP and family can take to cope with stress and
changes in mood.

The following strategies will likely be useful for the IP in coping with stress and the
resulting symptomatic changes (see Handout 7b: Coping ldeas List, below):

Talking to others, especially supportive interactions with family members or
friends

Positive self-talk

Pleasant life events scheduling

Staying on a regular medication regimen

Using relaxation or meditation exercises

= =4 =4 =9 =

In the sections that follow, we will consider several of these coping options. There are
other possibilities as well, as described in the Optional Topics below.

Coping with stress

Distribute Handout # 7b: Coping Ideas Handout # 78
Listo Explain that a coping strategy is ( Coping Ideas List )
really just a way of dealing with stress. 5

Some strategies may help you to feel Baea
better or less upset about the problem,
while other strategies may help to

actually solve the problem directly. Ask
the IP and other family members which

of these strategie s t hey béve u
times of stress. Have they worked well?

Others?

needed

Do they feel could benefit from new

Homework: Try one of the above each day between sessions. Note which are most helpful,

strategies? What additional strategies
do they think might be useful? This
discussion will allow family members to learn about the types of coping strategies that
each person tends to use now, and often leads to additional suggestions for coping.
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For example, consider a 19-year old with early-onset psychosis who says that he is
having a hard time in math class. He sits in the front of the classroom and feels like
everyone is staring at him, until it becomes freally distracting and uncomfortable.6 The
way the youth copes with those feelings during class is to imagine that he is
somewhere else. While this helps with managing his feelings of self-consciousness,
his math grade has been dropping. Family members suggested talking to the teacher
and asking for a change in seat assignment. One of his parents was willing to assist
him with this request. The clinician also suggested some brief mindfulness exercises
before he goes into class.

Developing a Toolbox of Coping Strategies

At this point in the treatment, you are likely to have a much clearer sense of the
stressors that are present in the individual, family, and school/work contexts for the IP,
and of the strategies that s/he is currently using to cope with those stressors. During
session 3, you have the opportunity to introduce the importance of scheduling
pleasant life events, medication adherence and sleep regulation (often issues for
young bipolar and psychosis patients) or one of the other coping strategies discussed
in the Optional Handouts (school accommodations, relaxation training, mindfulness,
social skills training). For example, you can let them know about relaxation techniques
or mindfulness exercises that might be useful for reducing anxiety or getting to sleep at
night; pleasant event scheduling if they are feeling down because there a r e enéugh
rewarding interactions going on in their lives; social skills exercises if identifying
potential friends and initiating contact have been stressful. If there is another stress-
related issue and skill that might be relevant, this session provides you with the time to
teach that skill.

In developing a list of coping strategies, consider whether you should introduce a new

skill now or whether it belongs in another part of treatment. For example, consider a

family who has raised the problemoft he yout hés medi c¥uimayn i nconsi s
want to address this issue now, in the context of education about symptoms, the

vulnerability/stress model and the increased likelihood of recurrence with

nonadherence. Alternatively, you may decidetowai t unt il youbve taught b
solving skills, especially if the nonadherence has to do with concrete issues such as

forgetting to take medications, for which there might be practical solutions.

Another example: Sleep-wake cycle regularity. For most youth, suggesting regular
sleep/wake patterns is useful. However, the way in which the youth implements these
skills varies widely: One patient may benefit from an earlier bedtime, and another from
not fsilregeei ngo dur i iifgouwantao addeesskhe issdesnow, you
will probably need to enter problem-solving mode to help the youth generate a sleep
plan, rather than just presenting regular sleep as a good thing to do.

Pleasant event scheduling, relaxation training, or social skills training may also be

introduced later on, during a problem solving session. Basically, as opportunities

arise throughout the therapy, you are helping ¢t}
coping strategies that they may use as needed.

Optional Topic 1: Pleasant Events Scheduling
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Often the IPs we see do not have enough enjoyable activities in their lives. They are

isolated from peer and school/work satisfactions, and spend inordinate amounts of

time with technology (computers, televisions, etc.) or sleeping. This may be due to

depression, negative or positive psychosis symptoms, social anxiety, and/or

medi cation side effects. Someti mes by talking
activities, the therapist and family can figure out strategies that may help the patient to

re-engage. We typically ask family members about activities they enjoyed in the past,

but that they arenot currently involved in, or
been able to get started for whatever reason. We may brainstorm regarding how they

could get those activities back in their lives. Alternatively, consultation with the treating

psychiatrist may lead to medication changes that alleviate the problem for the youth.

In other cases, however, the reason for the inertia is not clear, and youths may seem
pretty stuck in very restricted lives. Enticing them back into engaging more actively
with their community, family, and peers and helping them to find greater satisfaction
are important steps on the road toward higher functioning. Explain to the family that it
is difficult to cope with the many stressors one
encounters in |ife if 't tock pil
pleasant experiences to balance the situation. It _ _

would be great if the youth could start enjoying
him/herself more.

Sometimes it is the case that families have
become immobilized by the symptoms and have
stopped enjoying pleasant activities together. It
is difficult to communicate well if family members
are not sharing some fun times together. So, the
pleasant event list may support individuals and
families in creating more pleasurable and
collaborative experiences in their lives.

Pleasant Events

. Go to a sporting event
. Go to a museum

. Play cards

. Talk on the phone
Learn a new hobby

. Do an art project

. Go out to eat

. Take a bath

. Read a book or a magazine
10.Cook/Bake something new
11.Do a puzzle

12.Go for a drive

13. Take a fun class

14.Go see a music show
15.Go to a movie

16.Go to the local dog park
17.Shoot some pool

18.Go to a coffee shop

19.Go on a day trip

CONOOEWN =
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We share with them one of the above lists of i P | e aEvemtn smbich are
modifications of the Adult Pleasant Event Schedule found in the Skills Training Manual
for Borderline Personality Disorder by Marsha Linehan (1993). There are multiple
versions of this list, so select the handout that you believe will be most appropriate for
the family. The goal in using this list is to get them to broaden their thinking about
possible events they can schedule into their lives.

Have family members take turns reading items from the list aloud, and ask each of
them to circle the events that pique their interest. After the family has reviewed the list,
you can invite them to add some ideas of their own to the list. Then you can ask that
they spend a few minutes picking out a few of the activities they have circled that they
would be willing to try over the next few weeks.

After they have each identified several activities they would be willing to try, spend
some time developing an action plan with each of them regarding when and how they
can make sure to follow-through with these activities. Help them schedule the events
as clearly and specifically as possible.

This activities list is particularly useful when the parents have tried repeatedly to
suggest activities, or require activities of the youth and this process of trying to get the
youth to become more active has turned into a tension filled power struggle within the
family and perhaps within the therapy room during a particular session. In these
cases, one goal of introducifrmagitihiesofiplisedasanst tac
the tension in the family and to change the dynamic in the room from one of the
parents pushing and youth resisting to a process in which we encourage the IP to try
something new. When the family members read through the list we want them to
linger on items that may spark memories of particularly good times shared together,
and to talk about those experiences. By reflecting on these pleasant events, we may
create a different mood and atmosphere in which the youth feels a little more flexible
and receptive. We would like to rekindle interest in some activities that he/she used to
enjoy but has forgotten about, or entice the youth to try something novel that he/she
hasndét thought about before.

Also, we would like to support the family in having some enjoyable experiences
together. Usually warmth and connection fgrease the wheelsofor all of the
communication and problem solving training to follow. Do not be put off if the youth
says that the items are stupid; instead, ask the parent(s) if they have better ideas.
Allow them to laugh about the items together. For example, while reading through the
list of pleasant family activities, one youth commented that the item about reading the
newspaper in another language was totally ridiculous and should be on a list of
homework assignments rather than of pleasant events. After everyone laughed, his
mother reminded him that she routinely reads the newspaper in Spanish, and that in

fact mostofthefamil y6s f avorite recipes have come from ¢t}
asked her why they havenét had paella in a while
best paella maker in the house. They decided to go shopping for ingredients together

that weekend and to cook some other favorite dishes as well.

Anotheryouthr ead t he i tem aboutl aisdsr i onfk i wagt earno ianred clod wlc
outl oud mockingly. He thought that was a ridicul

believe that we would have something that stupid on the list. We asked him if he ever
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had the experience of drinking water after a long walk, and he agreed that it could
actually be quite pleasant. That led to a discussion of all kinds of simple pleasant
experiences that often get overlooked because we are too preoccupied to really pay
attention to them. The family talked about how humans seem to be wired to focus on
negative things that happen or problems that are unresolved rather than ruminating
about all of the hundreds of pleasant little moments that occur every day. The family
was encouraged to shift their focus for a week to appreciating small pleasant moments
(see Mindfulness exercises).

Another youth and mother that were at an angry impasse during a session because
the youth was refusing to do anything active. They read through the list and it
stimulated a discussion of how they used to take their dog out for a walk together
every evening. The mom started recounting stories about how the dog had stolen a
gentl emanés hat themoa a rmerrythases and thel sendemembered
how the dog constantly chased rabbits and squirrels, but never actually managed to
catch one.

They wondered about why they were able to enjoy walks together when the dog was

alive, but had such difficulty now. The son suggested that it was because they had the

dog to entertain them alrhde tshoelNovsddiémdvedite have t
walk my mom asks me non-stop questions abouthow! é m doing in this cl
one, which is really annoyingandld o n 6 t w aTheyagregadto ty taking a few

walks during the week provided that conversation was held to a minimum (or the

mother would save up entertaining stories to tell and would not ask the son any

guestions about school).

c

o t
ass

Optional Topic 2: Medication Nonadherence

(Address this issue if you have reason to believe the IP has been inconsistent with
medications i whether these are mood stabilizers such as lithium, Depakote or
Lamictal or atypical antipsychotics like Risperdal, Seroquel, Latuda, or Abilify).

Often, during the education component of FFT, the issue of medication nonadherence

emerges. This is an important issue for individuals with psychiatric disorders in

general, and is even more pertinent to adolescents and young adults. At one time or

another, many of our adolescents or young adults have either forgotten doses of

medi cati on, Apl ayed witho the doses and times tc
their medications altogether. In most cases the parents were unaware until they

began noticing emergent/intensified symptoms in the adolescent or young adult.

FFT assumes that people are more likely to commit to a regimen of psychotropic
medications if:
(1) they receive information from mental health professionals about their
symptoms and how the medications may help;
(2) they are approached with compassion and with the position that taking
medi cations doesndt change oneds identity,;
(3) it is their own decision and not one foisted on them by others; and
(4) dosages can be adjusted or other medications substituted to control side
effects.
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Clinical Tip:

How do you ask about medication adherence?

The most effective way to assess nonadherence is to ask about it directly:

Do you have any difficulty taking all of your prescribed medications?
How often do you try to cope on your own without the medication?
Many people miss taking their medications from time to time; how has it

been for you?

In your opinion, will medications help you to attain your personal goals?
How often have you missed your medications in the last week?

Sometimes it helps to give the family a handout summarizing the various medications

Handout # 8

Medications Commonly Used
In Outpatient Settings

Mood-Stabilizers: To regulate
ups and downs

Generic Name raud Nam
Lithium Carbomate  Eskalith, Lithonate
Lamotrigine Lamietal
Divalproex Sodium  Depakate
Carbamazepine Tegretol, Carbetral
Oxcarbazepine Teileptal

Antidepressants: To improve

Serotonin- itors:
Fluoxetine Prozac
Sertraline Zoloft
Paroxetine Paxil

Fluvosamine Luvex
Citalopram Celexa
Escitalopram Lexapra
Vilazodone Viibryd

Serotonin-Norepinephrine Rengtake
Inbititors (SNRIs):

Venlafaxine Effexor
Desvenlafaxine Pristiy
Dulaxetine Cymbalta
Levomiluaciprin Fetzima

Aupical Awtidepressants:
Bupropion Wellbutrin
Mirtazapine Remeron
Vortioxetine Briutellix
Teazodone Desyrel
Nefazodone Serzome

Antipsychotics: To provide mood
stabilization, control agitation,
hallucinations or distorted
thinking; to help with sleep

Generic Name Brand Name
Olanzapine Zyprexa
Risperidone
Quetiapine Seroquel
TZiprasidone Geoion
Aripiprizole Abilify
Lurasidone Latuda
Paliperidone Invega
Asenapine Saphris

Medications to improve attention
and concentration

Generic Name Brand Name
Methiphenidate Ritalin, Concerta
Dexmetlylphenidate  Focalin

Mixed Amphetamine  Adderall
Dextroamphetamine  Dexadring
Listexamfetamine  Vyvanse
Guanfacine Tenex, Intuniv
Atomaxetine Strattera

Benzodiazepines: To cantrol
aniety, improve sleep and
induce calm

Generic Name Brand Name
Lorazepam Ativan
Clonazepam Klonapin
Diazepam Valinm
Alprazolam Xamax

he or she is taking (Handout 8). Use this handout if you
think your patient and family would benefit from knowing
what his or her medications are doing; which ones are
meant to stabilize mood and which work on psychotic
thinking or hallucinations (atypical or typical
antipsychotics) and which are antidepressants,
anxiolytics or sleep medicines.

Try not to get into a prolonged discussion with the IP or
family about medication choices or side effects. If they
have concerns about side effects (e.g., weight gain on
antipsychotics; trembling hands on lithium) or dosages,
refer them to their psychiatrist or GP. This is especially
true for FFT clinicians who are also psychiatrists; the
family may lean on you for information about the choice
of medications or how to adjust them, and the focus of
the sessions may get lost. Avoid stepping into the role
of the pharmacologist. If you are seeing the patient in

consecutive meetings for FFT and medication management, ask them to hold their
guestions for the medication management session.

Note that when families start discussing medications, you may see dynamics emerge

thaty o u

hadnot

seen

before. For exampl e,

the diagnosis is stigmatizing may also give the child a mixed message about the
necessity of medications. Two divorced or separated parents may give conflicting
messages about the importance of sticking with the regimen. Treat these
inconsistencies like you would any other family issue where one coalition of family
members develops in opposition to another: by pointing out differences in opinion
among parents or other family members, asking the youth whether he or she has
found these varying opinions to be confusing, and encouraging an open discussion
about the need for medications, diagnosis, or related issues. If the issues can be

resolved (or at least clarified) with family education, communication training or problem
solving, spend some time coaching the family accordingly.
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Case Example: Alicia, age 17

One family called between sessions to talk about their concern about their 17 year-old
daughter Alicia. They said that Alicia had become more defiant, impatient, silly, and
had been sleeping less; she had also become irritable and withdrawn, and had
received failing grades on two tests over the past week. They were unsure as to what
they should attribute her change in behavior. After several days of this change in
behavior she told her parents that she had not been taking her medications for the last
seven days. Her parents called to make sure that we would spend time on this issue
in the next session. This event provided an opportunity to educate the IP and family
members about medication nonadherence and to talk about prevention.

Therapist: So, it sounds like there was a week where you stopped taking your
lithium and Lamictal.

Alicia: Yeah.

Therapist: And are you back to taking it now?
Alicia: (pauses). Yeah, | guess.

Therapist: What made you decide to stop taking it? The last time we met you
said that it was really helpful to you.

Dad: She quit taking her medicine because she wanted to drink on her
birthday and the doctor told her that she co
too.

Alicia (defensive): T h at 0 5k Yoo aways thinluttee worst.
Mom: Well, why did you quit taking it?

Alicia: | was just feeling a lot better and | wanted to see if | still needed it. So
obviously | do, and you win (stated dejectedly).

Therapist: Alicia, you have some feelings about having to take medications to

make yourself feel better and 16 tike to hear more aboutthose. | 6d al so | i ke to
hear more about this increase in your symptoms and how your family dealt with

it (organizes discussion around prevention)

Dad: Well, this time things certainly seemed to go a little better. We got into
the same kind of conflicts we6 vgetten into before which led to Alicia moving
out and all that stuff you know about. This time we just asked her what was
going on and that she seemed like she was having more symptoms and that
kind of diffused the situation, and shedidn 6t j ust wal k out

Alicia: | almost did.
Therapist: (to Dad) So it sounds like you noticed that she was experiencing

more symptoms, and this time you were able to talk about it instead of getting
into a fight. (reinforces family for coping efforts)
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Dad: Yes, it seemed to make a difference. Butitd s bhard. n
Alicia: Hard for you???

Therapist (ignores provocation): It& difficult for parents when they see their kid
doing so well and then they go off of their meds and things get really difficult

again. Butlet 6 s t awhykpeoplé quititaking their medication 1 Alicia,
youdre not al. &rgou OKwitlads talkimmgfabodt this?s

Alicia (noncommittal): Yeah. Whatever.

Therapist: Let 6 s tal k about Biretmedicatibns hakeeside e as on s.
effects and a person may quit taking them to reduce them. Or, when they start

to feel better, as you did Alicia, they
anymor e . They kind of think of it I|ike a
and then quit taking it whAndthensomepedpleadac
just forget to take their medicines, whi ch i s very easy to do whe
Do any of these fit for you, Alicia?

Al i ci a: The feeling better one. Il didnot t
in the first place.

Therapist: | can understand that, but Alicia, taking your medications is one of

the most protective things you can do against having more symptoms, even

when youd rfeelingfine. 1 t 6s | i ke when people take bl ood
i they may feel fine but the meds keep their blood pressure from getting up to

dangerous levels. Do you understand how you could be feeling well and you

might have to take mood stabilizers to keep it that way?

Alicia: Butit @slrag that | have to take medicine for the rest of my life. | hate

it.

Therapist: | get that. I n fact, thatodés the other is
Feeling frustrated with having to take medications is pretty normal. Let 6 s t all
about how you can manage that frustration.

sue |
k

Al ici a: What 6s t heitdnywgy? dt was bnlydobaddawt goi ng of f
days. | can just take it again if my symptoms get worse.

Therapist: Well, itbds actuaYommgpeawlebi t more c
stop their medications and then all of a sudden things get much worse.

Mom: You mean it stops working?
Therapist: Yes, for some people thatd the case.

P

Alicia (pauses): Look, ités not | i ke | wvitlbomydt care abou
parents,andy e a h , it makes me feel more stable or |
bad, butl j u st tledeelidg of Heingkdiéferent.
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Therapist: Good point. That 6 s undeBusypulatndd alkbd esur pri sed to f
out how many of the kids at your school have to take some medication to
manage their health. Peopl.e donét necessaril"

Alicia: Yeah, | know, | talked about this with Stacy (friend) just yesterday. She
takes Adderall and thisguy Jeffs h e 6 s g o i takes soe drugvdaltedh

6 Sap horsemething. |l donét know anybody who takes bi
In this section, the clinician has done severalthi ngs: c¢cl ari fied Aliciads r
believing she doesndét need medicati on; nor mal i zi
between the medical treatment of psychiatric disorders and the treatment of other

medical disorders; and educating Alicia and her family about the hazards of
nonadherence.

Key Themes in Medication Nonadherence
In our experience, medication adherence among adolescents and young adults can be
facilitated by the following:

1 Help the adolescent develop cues for pill storage and use (for example, pill
boxes, watch alarms, post-it notes, telephone reminders from family members)

1 Examinet he r ol e of medi cations in the patientds

1 Examine subtle or overt pressures from family members to discontinue
medications

T Clarify the fAsymbolic significancedo of takin,
fears about giving up onebds experiences of e
other pleasures)

I n some cases, the issue is fgriadegdemspr over the |

young adults fear that taking medication means giving up aspirations, goals, or their

view of

themselves as a person with a future. These and related issues are discussed

in more depth in Bipolar Disorder: A Family-Focused Treatment Approach, 2" ed.
(Miklowitz, 2010).

Importantly, when discussing medications, take an exploratory and validating stance

toward

the youth. The IP may have already heard her parents (and perhaps her

psychiatrist) drive home the point that she will have a recurrence if she stops
medicines. | t 6s i mportant to empathize with the | Pds
Teens are particularly apt to feel this way, and nonadherence can be a way of testing

t he

wat er s t oThisis @& oppbrtunityt tdferm & betteealliance with the

kid, showing that you have some idea of what it might be like to feel different and how
those feelings may make you want to prove something to your parents or others.

Wh o
While t

Should be in Charge of the Adolescentds Medi
here are no hard and fast rules about this, use the following guidelines when

helping a family decide to what extent to hand control over to the young person.

These

guidelines will be less relevant to young adults.
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9 If the youth is to take responsibility, he or she must buy into the clinical

concerns and treatment plan

The youth must be cognitively able to handle the dosing requirements

Issue of boundaries: is the youth more or less likely to take medications if the

parents play an active role?

9 Older adolescents/young adults are more likely to be able to take responsibility
than early adolescents

1 Make sure that medications do not become the battleground in which
autonomy battles are fought.

= =4

In many late adolescents or young adults, battles over medications is a stand-in for
battles over autonomy and independence. The key here is to show the adolescent that
his or her goals toward independence are more likely to be achieved if her mood is
stable.

Optional Topic #3: Addressing Sleep Problems

(Address this issue with most adolescents and young adults i once again, you are in
the section on coping strategies for stress, and getting regular sleep and keeping
regular routines is a major way to fend off the effects of stress on mood and thinking).

Sleep problems are often a central complaint among IPs with mood disorders and their

family members. Fortunately, you can acquaint the parents and IP about the options

available to them when they have insomnia or restless sleep. For example, parents

can encourage children or younger adolescents to structure their fbedtimer i t with | 0

set times for turning off the television, brushing their teeth, reading, and finally, turning

out the lights. Many families do not have a bedtime ritual or even an agreed-upon

bedti me for their adolescents. This is not bece
Rather, the child has been quite resistant to following through.

Pass out Handout 9, A Go o d S| e e®Spdddisbmettime discussing each bullet
point with the IP: does s/he have a regular bedtime? What does she do right before
trying to sleep? How much do her sleep habits vary from the week to the weekends?
If she has been keeping a mood chart and writing down sleep/wake times, you can
refer back to these to develop some solutions to the problem of sleep disturbance.

We stress that having the same bedtime and awakening time for the adolescent or

young adult may help with this problem. The list below offers many possible

alternatives when coping with sleep problems. Specify whether the problem seems

more biochemical (i.e.,thelPl i es i n bed and feels too Arevvedo
behavioral (i.e., there are no consequences for the IP for failing to follow an agreed-

upon bedtime routine). The solutions may also be quite different for younger and older

adolescents or young adults.

One family brought in the bedtime routine as a topic for problem solving. The parents
described how difficult it was to get their two adolescent boys (ages 12 and 13) in bed
and have them keep the lights out and go to sleep. Once the kids were in bed with the
lights out, they were able to fall asleep, but getting them to bed was a major hassle.
As a family, they engaged in problem solving and came up with a solution generated
by the boys. The all agreed that if the boys got in bed at the agreed upon time with
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