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Psychoeducation has demonstrated to reduce the number
of relapsed patients and the number of recurrences per 
patient, and increased the time to manic, hypomanic, mixed
and depressed recurrences (Colom et al., 2003). The role of
the family is essential as well. The family should be involved
in the therapeutic process to help the patient understand
and work actively towards achieving complete remission
and effective prevention of new episodes (Reinares et al.,
2004). Moreover, psychoeducational intervention on caregi-
vers of bipolar patients may improve the caregiver’s kno-
wledge of the illness and reduce their distress as well as al-
tered beliefs regarding disruptions that may be due to the
illness. Overall, the treatment should be vigorous and sus-
tained, in order to achieve not only syndromal recovery, but
functional recovery and prevention of recurrences (Tohen et
al., 2000).

Impairment is not only a consequence of psychosis, ma-
nia or hospitalizations. Many patients with bipolar II subty-
pe suffer the consequences of an extremely high recurrence
rate. Several studies have reported that bipolar II disorder is
less severe than bipolar I with regard to symptom intensity,
but is more severe with respect to episode frequency (Vieta
et al., 1997). The incidence of rapid cycling is, consistently,
higher in bipolar II disorder (Akiskal, 1996). Comorbidity ra-
tes, often a supplementary source of impairment, are also
higher (Vieta et al., 2000), and so is suicide risk (Rihmer et
al., 1990). Since underdiagnosis and misdiagnosis are more
the rule than the exception in bipolar II disorder (Akiskal,
1996), it is unclear whether these high relapse, suicide, and
comorbidity rates are related to inadequate treatment. The
regular use of mood-stabilisers and psychoeducation may
reverse the higher cyclicity and suicidality of bipolar II com-
pared to bipolar I (Vieta et al., 1997; 1999; Colom et al.,
2003).

COGNITIVE IMPAIRMENT IS AN ISSUE 
IN BIPOLAR DISORDER

Cognitive impairment has been believed to make a big
difference in the outcome of schizophrenia versus bipolar
disorder. However, there is a growing body of evidence that

Bipolar disorders are severe illnesses, chronic and life-
long. In Europe, many psychiatrists would wait until the se-
cond or even the third episode before they prescribe
prophylactic treatment. Interruption of prophylactic phar-
macotherapy is more the rule than the exception (Maj,
1999), and even in the context of sophisticated psychoedu-
cational programmes the rate of non-compliance is close to
40% (Colom et al., 2000).

Bipolar disorders are associated with high rates of re-
currences and impairment: treatment, therefore, has to be
early and lifelong. I impairment and suicide risk are not ex-
clusive of the most severe forms of the disorder: bipolar II
and other apparently milder clinical presentations may in-
deed carry on high relapse rates and disability. One impor-
tant source of impairment is cognitive dysfunction: con-
trary to Kraepelin’s belief, many bipolar patients show
neuropsychological disturbances which may be associated
to poor occupational and social functioning.

CHRONIC ILLNESS AND MILDER FORMS

Since there is a complete chapter and several commenta-
ries on therapies for bipolar disorder, we will just put em-
phasis on how important it is to share this information with
our patients. The younger ones are generally very reluctant
to admit the chronicity of their illness and to be compliant
with pharmacotherapy for long periods. Denial is a common
problem among bipolar patients, but the attitude of the
treating physician is crucial to help the patient deal with it.
Non-adherence is common in the management of bipolar
disorder (Colom et al., 2005). In this regard, psychoeduca-
tion is an efficacious intervention to prevent recurrences in
pharmacologically treated patients (Colom et al., 2003).
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about one third of bipolar patients show persistent and cli-
nically significant neuropsychological disturbances. Compa-
red to schizophrenic patients, cognitive impairment is ob-
served in a lesser degree in bipolar patients. Nevertheless,
the pattern of cognitive dysfunctions is similar in both
groups (Martínez-Arán et al., 2002a; Balanza-Martínez et
al., 2005; Daban et al., 2006) and seem to persist in the
long-term (Balanza-Martínez et al., 2005). Recently, Taba-
res-Seisdedos et al. (2006) observed that mutations in genes
involved in the molecular diagnosis of lissecephaly and neu-
ronal migration alterations seem to predict the severity of
prefrontal cognitive deficits in schizophrenic and bipolar
patients, regardless the diagnosis. In bipolar disorder, cogni-
tive dysfunctions may involve changes in the fluency of
thought, verbal memory, sustained and selective attention
and executive functions (Martínez-Arán et al., 2000; Daban
et al., 2006). Bipolar II patients also have cognitive deficits,
showing an intermediate level of performance between bi-
polar I patients and healthy controls (Torrent et al., 2006).
Cognitive disturbances, and especially those related to ver-
bal memory, may have a great impact on occupational and
social functioning, and on quality of life as well (Martínez-
Arán et al., 2004a,b, 2007). Probably, we can find different
subgroups regarding the severity of cognitive impairment in
bipolar patients. In this regard, bipolar patients with pre-
vious history of bipolar symptoms seem to be more impai-
red than patients without such a history on verbal memory
tasks (Martinez-Aran et al., in press). The negative impact of
cognitive deficits on the functional outcome of the patients
should be further studied (fig. 1). There is some evidence
that the presence of subthreshold symptoms is closely rela-
ted to cognitive disability (Martinez-Aran et al., 2002a,b)
This leads again to the need of lifelong effective treatment
and achievement of full remission as the main goal of the-
rapy. Clinicians should take into account cognitive com-
plaints in order to detect, early, objective cognitive impair-
ment (Martínez-Arán et al., 2005). Cognitive impairment

should be considered more widely with regard to the long-
term management of bipolar disorder. This may mean selec-
ting combination therapies suitable for long-term prophy-
laxis, taking into account tolerability, side effects and
interactions. On the other hand, cognitive remediation may
be useful in the treatment of cognitive dysfunctions in bi-
polar disorder. 
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Figura 2 Verbal memory and functional outcome. 
n = 77 euthymic bipolar patients. Martínez-Arán et al., 2007.
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