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PRIORITY BRIEFING 

The purpose of this briefing paper is to aid Stakeholders in prioritising topics to be 
taken further by PenCLAHRC as the basis for a specific evaluation or 
implementation research project. This paper was compiled in 2-3 days. 

How can we best meet the needs of individuals with Bipolar Disorder who are 
referred to Improving Access to Psychological Therapies (IAPT) services? 

Question ID: 8 

Question type: Implementation 

Question: How can we best meet the needs of individuals with bipolar disorder 
who are referred to Improving Access to Psychological Therapies (IAPT) 
services? 

Current problem: The IAPT programme does not specifically seek to treat 
bipolar depression. However, given that bipolar and unipolar depression have 
similar presentations, and that several studies suggest that at least one fifth of 
individuals who present with depression will meet criteria for bipolar disorder on 
closer assessment, it seems likely that a substantial minority of individuals 
referred to IAPT because of depressive symptoms will be those with bipolar 
depression. This will have implications for treatment in the IAPT setting, as some 
aspects of management for bipolar depression differ from that of unipolar 
depression. The effectiveness of the interventions for unipolar depression has 
not been assessed in individuals with bipolar disorder in the IAPT setting. At the 
same time, psychological therapies for bipolar depression are not currently 
available within IAPT services. 

At present, we do not know: 

1. The proportion of individuals referred to IAPT who would meet lifetime 
diagnostic criteria for bipolar disorder. 

2. Whether treatment for depression provided by IAPT offers similar benefits to 
individuals with bipolar depression as it does to individuals with unipolar 
depression. 

3. Whether we can provide more effective interventions for individuals with 
bipolar disorder within the constraints of the IAPT framework. 

Service and setting: IAPT is a nationwide initiative, piloted in 2006 and rolled 
out incrementally nation-wide since 2007, aimed at increasing population access 
to psychological services within primary care. In this programme, relatively brief, 
evidence-based psychological therapies are delivered to individuals with mild to 
moderate depression or anxiety. These are delivered by IAPT therapists in 
various primary care settings. The majority of referrals are from general 
practitioners, but may be from other sources, including self-referral. Therapists 
are purpose-trained and deliver therapies at two levels of intensity. Low intensity 
therapies, such as guided self-help and brief behavioural activation therapy, are 
designed to incur relatively low therapist burden in terms of time commitment, 
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and training and costs per therapist are relatively low. Low intensity therapies are 
provided by a new category of therapists called ‘Psychological Wellbeing 
Practitioners’. High intensity therapies, primarily cognitive behavioural therapy, 
incur a relatively high burden in terms of therapist time and training cost. 

Population: Those individuals referred to IAPT services who are likely to meet 
lifetime diagnostic criteria for bipolar type I or bipolar type II disorder. 

Proposed solution:  

Stage 1. Determine the proportion of individuals assessed by IAPT services who 
suffer from bipolar disorder, by adding a stem screening question and follow-up 
questions (such as by using the ‘Structured Clinical Interview for DSM 
(Diagnostic and Statistical Manual of Mental Disorders) disorders’ (SCID) 
framework, or by using other validated questionnaires) to the standard IAPT 
assessment interview. 

Stage 2. Determine whether outcomes for individuals with bipolar disorder who 
enter IAPT services are comparable with outcomes for individuals with unipolar 
depression. 

Stage 3. Dependent upon the findings of the previous two stages, investigate  
whether therapy tailored to address bipolar depression may result in superior 
outcomes to standard therapy for depression as delivered within IAPT services. 

Outcome:  

During Stage 1. The proportion of individuals assessed by IAPT who screen 
positive for a likely diagnosis of bipolar type I or bipolar type II disorder. 

During Stage 2. The level of change in depressive symptoms in individuals with 
and without a positive screen for bipolar disorder (and receiving therapy for 
depression) pre to post intervention (main outcome), as well as the change in 
other variables routinely collected (e.g. anxiety symptom levels, work and social 
adjustment, and employment status), and in variables pertaining to the client’s 
care pathway (i.e. number of individuals offered high/low intensity intervention, 
attendance rates, and completion rates). 

During Stage 3: As in stage 2, but now individuals with bipolar disorder receiving 
a tailored version of psychological therapy for bipolar disorder would be 
compared with individuals with bipolar disorder receiving standard treatment 
within IAPT. 

*Please note that the details included in the box are from the original submission and have been edited where necessary for 
clarity and precision 

Bipolar disorder is a mood disorder characterised by repeated periods of variable 
levels of both depressed mood and elated mood, interspersed with periods of more 
or less full recovery. It is often divided into two types; type I (mania - elated activity 
and mood - with or without depression) and type II (hypomania – a less severe type 
of mania - with depression). The diagnosis is made independently from the presence 
or absence of psychotic episodes. Bipolar disorder can be associated with significant 
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impairment of personal and social functioning. The peak age of onset is in late 
adolescence or early adult life, with a further small increase in incidence in mid to 
late life. Bipolar disorder can be managed via medication and/or psychological 
therapies depending on severity. 

The Health Problem: 

The NICE guideline on the management of bipolar disorder (2006) reports that the 
lifetime prevalence of bipolar disorder is approximately 1%. The evidence suggests 
that the mean age of onset is between 18 and 30 years, that bipolar type I has a 
roughly equal gender distribution, that type II probably has a female dominance and 
that the prevalence of bipolar disorder is higher among ethnic minority groups and in 
those with learning difficulties. 

The social burden imposed by bipolar disorder is considerable; it is reported that 
amongst individuals with bipolar disorder the suicide rate has been conservatively 
estimated at nine times that of the general UK population. The same NICE guideline 
also suggests that bipolar disorder is associated with a considerable economic 
burden, estimated in 2002 at £2 billion annually in the UK. 

Most individuals with bipolar disorder reside in the community and are therefore 
under the care of a general practitioner. Whilst individuals with bipolar disorder may 
also be treated within secondary or tertiary care, in between episodes, care is 
provided within primary care. In addition, many individuals with bipolar disorder seen 
within primary care may not have been diagnosed with the condition. Currently, IAPT 
services do not select out individuals with bipolar disorder, nor do they ask referrers 
to do so. Therefore it is likely that of those individuals referred to IAPT with current 
depression, a significant proportion would meet criteria for bipolar disorder. 

As for information on the South West, data from the South West SHA collected 
between Sept 2008 and the end of March 2011 reveal that there are a total of 
613,546 people diagnosed with depression / anxiety disorders (in a population of just 
over 5 million). 

With regards to the impact or performance of IAPT throughout the UK (between 
October 2008 and December 2010) and the South West (from roll out of IAPT in the 
South West in 2008, to April 2011), IAPT services have provided the following: 

 147 of the 151 Primary Care Trusts in England have a service from this 
programme in at least part of their area and about 60 per cent of the adult 
population has access. In the South West SHA, all 14 PCTs offer IAPT. 

 3,660 new cognitive behavioural therapy workers have been trained. In the 
South West there are currently 360 therapists and 159 new therapists being 
trained. 

 491,000 people started treatment, 282,000 completed it. As for the South 
West, 161,897 people have been referred for psychological therapies; 92,084 
have started psychological therapies and 48,882 have completed the course 
of therapies. 

 95,000 people moved to recovery and 18,200 came off sick pay or benefits. In 
the South West, 17,174 have completed therapies and 3002 people were able 
to come off sick pay or benefits. 
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Guidelines: 

The NICE guideline on the management of bipolar disorders, published in 2006, 
recommends clear protocols for the delivery and monitoring of psychosocial and 
psychological interventions of individuals with bipolar disorder in primary as well as 
secondary care. It recommends the use of cognitive behavioural therapy (CBT) as 
one of the treatments for those patients with chronic and recurrent depressive 
symptoms (including after an acute (on chronic) episode). The guideline 
recommends that CBT is to be given with prophylactic medication. The guideline 
also recommends CBT for those patients who are pregnant, if pharmacotherapy can 
be minimized or avoided. 

SIGN (Scottish Intercollegiate Guidelines Network, 2005) recommends CBT as one 
of the psychosocial maintenance treatments for the management of (chronic) bipolar 
disorder, and the British Association for Psychopharmacology recommends the use 
of CBT for acute episodes as an adjunct to pharmacotherapy to shorten the episode. 
These documents report a low level of evidence for CBT for relapse prevention. 

The New Horizons cross-government strategy (Department of Health, 2009) places 
emphasis on developing mental health services that are accessible, integrated and 
safe. At present, the extent to which IAPT services are, or should be, made 
accessible to people with bipolar disorder is not clear.  

There is no national guidance available to those delivering IAPT services regarding 
how these services can be delivered to individuals with bipolar disorder in a safe and 
integrated manner. 

NHS Priority: 

Regional 

SW SHA Priorities framework 2008-11 

Depression in general is reflected in the framework under the aims of  

i) ‘staying healthy’ - reducing suicide rates 

ii) ‘mental health and well-being’  

a. adults with mild to moderate depression and anxiety to have access to 
psychological therapies in every PCT,  

b. for those with serious mental illness who are discharged to primary 
care to have a named worker in primary care to ensure rapid response 
and access to support. 

Addressing this question would enhance local ability to provide care pathways that 
accord with best practice, in that the proposed development would facilitate people 
with bipolar disorder in accessing appropriate care, attaining earlier intervention, 
receiving skilled assessment and accessing evidence based treatment. 

Depression is also included as a focus of action in delivering the QIPP agenda. 
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Local 

All Peninsula PCTs have mental health high on their lists of priorities. Plymouth and 
Cornwall PCTs also have reducing suicide as a key priority.  

Existing Research: 

Published research 

The searches we conducted did not identify any evidence regarding the 
effectiveness of CBT therapies designed for unipolar depression, as are used in 
IAPT, for the treatment of people with bipolar disorder.  

We did however find some information on the effectiveness of CBT specified for 
bipolar disorder. We are not able to confirm the extent that the CBT regimes 
implemented as interventions in these studies are similar or not to those currently 
being provided in the IAPT programme. 

 A systematic review and meta-analysis by Lynch and colleagues in 2010 pooled the 
data from four trials and found that, although the results of these trials favour CBT for 
patients with chronic bipolar disorders on medication, the results were not 
statistically significant 1. 

The four trials identified in the above systematic review1, as well as two other 
controlled trials of CBT versus treatment as usual or wait-listed controls in bipolar 
patients, all demonstrated increased functioning, increased adherence to 
medications, decreased relapses, decreased mood fluctuations, decreased need for 
medications, and reduced hospitalizations2,3,4,5,6,7. These papers however 
demonstrated some elements of bias (e.g. lack of, or unclear blinding), and as such, 
the information presented in them need to be interpreted with caution. 

There is some evidence from studies with less robust designs that suggest that CBT 
may help reduce depressive symptoms, improve longer-term outcomes, or improve 
treatment adherence 8,9,10 in people with bipolar disorder. 

Another randomized controlled trial compared pharmacotherapy to pharmacotherapy 
with a range of adjunct psychotherapies (including CBT) for patients with bipolar 
disorder. This study found that over one year, treatment with any of the intensive 
psychotherapies was associated with a higher recovery rate from depression than 
treatment with pharmacotherapy alone 11. 

Ongoing research 

We identified four ongoing trials of the effectiveness of CBT in patients with bipolar 
disorder 12,13,14,15. 

Three of these studies are based in the US and one in the UK. They all include 
patients with bipolar disorders and investigate the effectiveness of CBT on reducing 
mania or depressive symptoms. They are reported to be completing at the end of 
201112,13,15 or have completed data collection in 2011 but have not been published at 
the present time14. 
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Feasibility:  

This question was developed in consultation with senior members of ‘MDF: the 
Bipolar Organisation’ (Manic Depression Fellowship). They are a third-sector 
organisation that represents the interests of people with bipolar disorder. The MDF 
have expressed considerable enthusiasm for addressing this issue. In addition to 
consulting upon the proposed work, the MDF have offered to assist with training 
IAPT workers in how to assess and respond to clients with bipolar disorder (with 
appropriate remuneration to trainers). It would be helpful to collaborate with MDF on 
this project. 

There is capacity locally to carry out this work. A Senior Lecturer in Clinical 
Psychology who works within the Mood Disorders Centre (MDC) at the University of 
Exeter, and specialises in developing psychological therapies for individuals with 
bipolar disorder, is a part of the question submission team. Within the wider MDC 
there is a wealth of expertise in the evaluation and improvement of both 
psychological therapies and health services for individuals with mood disorders. 
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