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This review sought to summarize the literature on current practices and
forms of psychoeducation in the management of patients with bipolar
disorder (BD), including only randomized controlled trials to ensure the
best level of evidence. An extensive review of the available literature was
conducted using PubMed/MEDLINE, Embase, and Psychinfo databases
from inception to April 28th, 2022. The search yielded 381 studies. Seventy
articles were included after removing duplicates and applying the inclusion/
exclusion criteria. A best-evidence synthesis was used to identify the key
results of each study and summarize the outcomes. Eleven descriptive
categories were made. They encompass different forms of psychoeducation
compared or combined with other psychosocial interventions, varying in
setting (individual or group), with or without family members, structured
or unstructured, mediated or not by digital tools (smartphone, internet).
Globally, these studies show that psychoeducation is important in the
treatment of BD, as it leads to a decrease in relapses, mood episodes,
hospitalizations, and improved functioning or quality of life. Some studies
also showed the benefits of psychoeducation on the patient’s level of
knowledge of pharmacological treatment and the disorder or compliance
with medication, as well as reduced self-stigma. The limitations of this
review are linked to the selection of only RCTs and the reliance on their
post-hoc analyses. This review confirms the benefit of psychoeducation and
psychosocial interventions on the evolution of BD (in different outcomes,
including quality of life, relapse, and rehospitalization rates, for example).
More recent interventions, such as mindfulness or online psychoeducation,
represent an interesting option but more evidence is needed.

KEYWORDS

psychoeducation, bipolar disorder, psychosocial intervention, quality of life,
mindfulness, group therapy

1 Introduction

Bipolar disorder (BD) is a mental illness, characterized by severe mood swings,
impacting 1 to 6% of the population when the wider range of the bipolar spectrum is
considered (1-4). In their review, Clemente et al. (5), showed that the pooled lifetime
prevalence of BD-I was 1.06% (95% confidence interval [95%CI] 0.81-1.31) and that of
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BD-II was 1.57% (95%CI 1.15-1.99). Burdick et al. (6) found high
rates of functional impairment (ranging from 41 to 75%) in
BD. Functional impairment in BD is characterized as persistent and
common and can be influenced by different key factors (such as
depressive symptoms, lower levels of education, a greater number of
prior mood episodes, comorbid substance use disorder, and the
number of psychotropic medications).

Despite effective mood-stabilizing treatment (7), the relapse rate
of patients was about 40% after 1year, 60% after 2 years, and 73% after
5years (8). Guidelines are updated and new treatments become
available. Goldberg et al. (9) stressed the importance of collaboration
between clinicians, patients, and their families to foster decision-
making and develop individualized treatment. Drug treatment and
psychosocial intervention is necessary to ensure the best possible
clinical stability for patients living with BD (10). To date, different
psychosocial interventions have been designed as adjunct strategies
to pharmacotherapy in treating BD, and their effectiveness has been
assessed. These interventions may be conducted with individuals or
groups. They mainly rely on psychoeducation (PE), an evidence-
based intervention for patients and their families that provides
information about the illness (definition and cause, symptoms,
pharmacological treatment, early detection of mood episodes,
rhythm of life and stress management, and problem-solving) (11).
Life Goals Program (LGP) was developed in the United States by
Bauer et McBride (12, 13). It is a two-phase program. Phase I consists
of five highly structured PE sessions focused on developing disorder
management skills, such as identifying warning signs of relapse and
developing effective coping strategies. Phase II focuses on identifying
realistic personal goals in the social or professional spheres affected
by the illness and developing strategies to achieve these goals with
concrete and quantifiable means. Frank et al. (14) developed
Interpersonal and Social Rhythm Therapy (IPSRT). This psychosocial
intervention is specifically adapted for BD. It combines PE and
cognitive behavioral therapy (CBT) elements, particularly in
interpersonal relationships, with more specific elements focused on
regulating biological rhythms. The concept is based on the hypothesis
that an increase in the regularity of patients’ daily life (sleep/wake
cycles, mealtimes, rest, and activity times) is associated with reduced
chronobiological desynchronization. IPSRT is structured according
to the different stages of the disorder. Functional remediation (FR)
(15) is a specific program for BD patients with cognitive deficits
during euthymic periods. Approximately 30% of patients with BD
show cognitive deficits during the euthymic period, which can
be assessed by neuropsychological tests (16). Approximately
two-thirds present subjective cognitive complaints (17) that impact
quality of life (QoL). FR therapy combines cognitive remediation and
PE approaches. It aims to improve neurocognitive deficits to achieve
functional recovery and improve clinical stability and QoL.

CBT programs are structured around an initial psycho-
educational phase, an important part of the program, a second phase
focused on specific CBT techniques (self-observation, various
cognitive-behavioral strategies), and a third phase of consolidation
(18-22). Mindfulness is a practice that involves focusing on the
present moment with openness and acceptance. Several Mindfulness-
Based Interventions (MBI) exist, such as Mindfulness-Based Cognitive
Therapy (MBCT) which is a program developed to prevent depressive
relapses (23). This approach combines cognitive psychotherapy with
elements of meditation practice and PE. These groups include people
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who have already experienced mood disorders (unipolar or bipolar)
and who are in remission or with mild symptomatology.

PE was also developed with families of persons living with
BD. Miklowitz developed family focused therapy (FFT) in the late 90s.
It combines family PE sessions with teaching strategies for improving
communication and solving problems related to the disorder or the
family environment. The 21 sessions are adapted to each stage of the
disorder (acute, maintenance, and consolidation phases). Other
interventions have been developed (e.g., collaborative care,
psychosocial rehabilitation, online psychoeducation). In this literature
review, the focus is on the current forms of psychosocial interventions
in managing BD.

Soares-Weiser et al. (24) conducted a review to determine the
clinical effectiveness and cost-effectiveness of pharmacological and/
or psychosocial interventions in managing BD. They showed that
some medications (lithium, valproate, lamotrigine, and olanzapine)
were effective as maintenance therapy for the prevention of relapse in
this condition and that some psychosocial interventions (CBT, PE,
and family therapy) might be beneficial as adjuncts to pharmacological
maintenance treatments. The same year, Weber Rouget et al. (25)
reviewed the efficacy of PE and recommended PE as part of the
integrated treatment of BD, in individual or group settings. In their
review, Reinares et al. (26) showed that adjunctive psychological
treatments (such as CBT, PE, interpersonal rhythm and social rhythm
therapy, cognitive and functional remediation, and family
intervention) could improve BD outcomes. They recommend
interventions to be introduced as soon as possible to improve
prognosis, and that they should be adjusted and personalized. A
recent systematic review (27) focused on the role of psychoeducation
in BD in patients and their families. They searched Medline, Scopus,
and Lilacs databases with the terms “bipolar disorder” and
“psychoeducation” and showed that psychoeducation interventions
applied to BD patients and their relatives were effective in reducing
the frequency of new mood episodes, as well as the number of hospital
admissions and length of stay.

The aim of this literature review was to investigate the different
practices and forms of PE with persons with BD and/or their relatives.
The goal was to understand how PE was used by itself and identify its
use in combination with other psychosocial interventions, and how
these interventions may develop.

2 Methods

The Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (The Patient, Intervention, Comparison, and Outcome) is an
evidence-based set of items for reporting in systematic reviews and
meta-analyses. Even though this is a literature review, we used the
pertinent items of the PRISMA 2020 Checklist (28) to guide the
methodology of this review (eligibility criteria, information sources,
search strategy, selection process, data collection process, data items,
effect measures, synthesis methods).

2.1 Search strategy

A comprehensive systematic computerized search was
performed on three academic databases ~-PubMed, Embase, and
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PsycInfo - from inception until April 28th, 2022. Search syntax
was compiled using the related entry terms from MESH and
relevant keywords. Boolean operators (AND, OR) were used to
compile the search syntax. The search strategy used included:
(bipolar disorder) AND (psychoeducation) AND ((randomized
trial) OR trial) OR
(clinical trial)).

clinical (randomized controlled

2.2 Eligibility criteria

Relevant articles were included on the following criteria:
Randomized controlled trial (RCT) peer-reviewed studies involving
psychoeducation for adult patients diagnosed with BD. Studies with
participants with serious mental illness (SMI) were also included
when BD was represented.

Articles were excluded on the following criteria: studies with
participants under 18 years old or assessing psychoeducation only in
families. Articles in languages other than English or French,
conference abstracts, study protocols, and reviews were also excluded.

The Patient, Intervention, Comparison, and Outcome (PIC0)
model (29) was used as a framework to build the review question
(Table 1).

2.3 Article selection

Two authors (VL and SF) independently screened titles and
abstracts for article eligibility following the inclusion/exclusion
criteria. A template was developed to record the decision made by
each reviewer as to whether the paper should be included or excluded
or if the decision was uncertain. These decisions were compared, and
disagreements were resolved through discussion until consensus
was achieved.

3 Results
3.1 Description of the included studies

The search yielded 381 studies. Seventy articles were included
after removing duplicates and applying the inclusion/exclusion criteria
described in Figure 1 [PRISMA flowchart (30)].

TABLE 1 The inclusion and exclusion criteria.

PICO ‘ Inclusion ‘ Exclusion
P: BD-I or BD-II and SMI RCT peer-review Not RCT

I: psychoeducation (group, | studies >18years old
individual, family) Adults Grey literature
C: combined interventions | PubMed, Embase, and Other languages

O: mood, hospitalization PsycInfo Conference abstracts,
rates, quality of life English and French study protocols, reviews
language

No time restriction

BD, bipolar disorder; C, comparison; I, intervention; O, outcome, P, population, RCT,
randomized controlled trial; SMI, serious mental illness.
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3.2 Data extraction

The categories were chosen to summarize the main features of the
included studies with the focus of this review. The synthesis
encompassed the characteristics of the populations, interventions, and
outcomes. The “population” category describes whether BD-I and/or
II were included in the study, the “number of patients” category shows
the magnitude of the study sample, the “groups” category describes
the experimental group (EG), and the control group (CG) of the RCT
study, the “treatment” category presents a more specific description of
both EG and CG, the “PE: length and frequency” category details the
number of sessions, the “follow-up” category refers to the duration of
the monitoring after the intervention, and the “results” category
reports on the findings of the studies. These categories enabled a
comparison of the different RCT studies that globally showed the
diversity of the practices with PE. Some studies were grouped as they
shared commonalities, such as working with a specific PE model,
combining interventions, or comparing interventions.

Supplementary Table SI presents PE models and other
psychosocial approaches classified the selected studies. For all articles,
data concerning the first author, year of publication, number of
patients included, type of psychiatric pathology targeted, description
of the EG (type of PE/care received, duration, frequency, associated
tools) and of the CG, as well as relevant primary and secondary
outcomes were collected. Other more specific data were extracted,
depending on the article’s content.

3.3 Data synthesis

Theme extraction was done by identifying key concepts and
findings of the selected studies. The studies were organized into
different categories. These categories enabled a comparison of the
different RCT studies that globally showed the diversity of the
practices with PE. Some studies were grouped as they shared
commonalities, such as working with a specific PE model, combining
interventions, or comparing interventions.

Opverall, there were 18 studies related to group PE and the model
of Colom and Vieta, and eight with the Bauer and McBride model. In
the psychotherapeutic and psychosocial approaches category, five
articles were related to CBT interventions [two of which also dealt
with FFT and with interpersonal and social rhythm therapy (IPSRT)],
five with FFT (two of which were common with CBT and IPSRT) and
three with therapies including the family, which were less specific than
FFT. Four articles dealt with IPSRT (two of which were common with
CBT and FFT), and six studied FR’s effects. There were four articles in
the rehabilitation programs and collaborative care category. Three
articles did not specify a particular model, and two others addressed
specific needs of patients with BD. Twelve articles described PE based
totally or partially on digital models (mobile application, SMS
reminders, internet). Other types of intervention were less represented,
such as dialectic behavioral therapy (DBT) group skills training for
BD and mindfulness-based cognitive therapy for BD (four studies).

3.3.1 The Colom and Vieta model

The Colom and Vieta model of PE (11) is structured in 21 sessions
of group intervention, aiming at improving illness awareness,
treatment compliance, early detection of prodromal symptoms and
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FIGURE 1
Flow chart of the review process

recurrences, and lifestyle regularities. This model is designed as an
adjunctive treatment in pharmacologically treated euthymic
outpatients with BD-I and BD-II, to prevent the emergence of a new
acute episode.

Colom et al. conducted two studies in 2003. They compared a
structured PE program to a group receiving treatment as usual (TAU)
in fully compliant patients with BD-I (31). In the first study, PE
participants had better outcomes than those with TAU on different
measures (relapse rates, number of recurrences and depressive
episodes, number and length of hospitalization, increased time to
depressive, manic, hypomanic, and mixed recurrences) at 2years
follow-up. In the second study (32) patients with BD type 1 were
included. The results at two-year follow-up were similar to those of the
first study and no significant difference related to medication
adherence was found. These results were maintained at a five-year
follow-up (33, 34). PE was also useful for bipolar patients with
personality disorder (35).

Frontiers in Psychiatry

Based on the Colom et al. study (31), Scott et al. (36) examined
the long-term (5-year) cost-benefit effect of PE groups with BD-I and
BD-II. PE at follow-up was less costly and more effective compared to
TAU. The share of hospital care in total costs was significantly lower
for psycho-educated patients, as well as the estimated average cost of
emergency visits. Javadpour et al. (37) showed that at 18 months
follow-up, participants with PE had significant improvement in
medication compliance, QoL, and a decrease in the number of relapses
and hospital admissions compared to TAU.

Three Brazilian studies were conducted with young patients
(18-29years) with BD. The first one (38) focused on the effect of PE
(six individual sessions) on biological rhythms and depressive
symptoms in BD-II patients compared to TAU. Both groups showed
remission of depressive symptoms and no reduced manic symptoms.
PE had no significant effect on regulating biological rhythms (sleep,
activity, social rhythm, eating patterns). The second study (39)
investigated the impact of this PE on QoL and there was no significant
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difference between the groups on QoL. The third study (40) focused
on the evolution of symptomatology and the regulation of biological
rhythms (12 months follow-up). The evolution of depressive, manic,
and anxiety symptomatology or the regulation of biological rhythms
did not differ. However, there was a favorable trend for PE participants.

Kallestad et al. (41) compared the long-term (8 years) effect of a
group PE based on Colom and Vieta’s models and Miller and Rollnick’s
model (42) (motivational interviewing) to a short individual PE of
three sessions. The persons with the first intervention (PE) had a
significantly longer time to re-hospitalization, not due to the type of
PE, but to other factors (substance use, number of previous
hospitalizations, younger age, and BD-II). This trend continued at the
end of the follow-up. Recently, Harmanci et al. (43) showed that PE
and motivational interviewing have positive effects on improvement
in treatment adherence and functionality in persons with BD.

PE was effective on other outcomes, such as medication adherence
(44), and relapse rate (12months) (45) when compared to
TAU. However, there was no difference between the groups regarding
the evolution of depressive, hypo(manic) symptomatology, or
treatment compliance between a group receiving PE and TAU
combined with free discussion groups (46). Wiener et al. (47) studied
the impact of PE on serum levels of g brain-derived neurotrophic
factor (BDNF), nerve growth factor (NGF), and cell line-derived
neurotrophic factor (GDNF) levels in young adults with BD. An
increase in GDNF levels was noted for EG only, at the end of the PE’s
sixth session. Serum levels of the other trophic factors studied did not
change significantly pre-and post-intervention. There was a decreased
severity of depressive symptomatology in PE and TAU, and no effect
on (hypo)manic symptomatology.

Other studies compared a structured group-based PE, and the
second an unstructured group-based PE based on peer support. The
results showed a significantly higher rate of participation in structured
PE (14 sessions vs. nine sessions) (48). The structured PE intervention
had a net incremental cost with a small QALY (Quality-Adjusted Life
Year) gain over the CG. However, the authors noted high uncertainty
in the data and results (49).

Chen et al. (50) compared two different interventions: the first
group (EG) received a group-based, structured PE adapted from
Colom and Vieta’s textbook model for the Chinese population, and
the second (CG) received the same textbook but with free-flowing,
unstructured focus groups. At 1year, the difference between the
groups for the number of manic relapses was significant and in favor
of the CG as well as the number of re-hospitalizations. A significant
improvement between the beginning and the end of the follow-up was
present for the EG on depressive, (hypo)manic symptomatology and
global functioning. Medication compliance was similar in both groups.

3.3.2 Psychoeducation programs using the Bauer
and McBride model with patients with BD

The Bauer and McBride model of PE (12) was designed to enhance
patient self-management skills. It is structured into eight sessions
aiming at improving knowledge of BD, mania, and depression, as well
as treatment for BD.

Bauer et al. (51, 52) evaluated the effectiveness of their PE
program (LGP) versus TAU and showed a significant reduction in
duration in manic episodes, but not in depressive episodes. PE
benefited overall social functioning, including work and parenthood,
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but not leisure or couple sphere. QoL was improved only for the
mental domain. Satisfaction with treatment was better at 6 months for
PE. There was no significant difference regarding the doses of
psychotropic drugs taken by the participants. At 3 years of follow-up,
the PE group had better concordance rates for antimanic treatments
than TAU (53). Simon et al. (54) also showed a significant reduction
in the mean level of manic symptoms and manic symptomatology
duration in the PE program compared to TAU, and no significant
effect on depressive symptoms. The authors also compared the cost-
benefit ratio, showing a modest increase in the cost of PE-related care
compared to the benefits obtained. Parikh et al. (55) showed that PE
is less expensive than CTB. They compared the relative effectiveness
of a brief PE (six sessions) and a CBT intervention (20 sessions). The
reduction of symptom burden and the likelihood of relapse was
similar for both treatments. Sajatovic et al. (56) investigated the impact
of LGP compared to TAU on beliefs and attitudes towards drug
treatments. They showed that attitude towards pharmacological
treatment was improved at three and 6 months in the LGP group
compared to TAU, but with a non-sustainable effect at 12 months.

3.3.3 Psychoeducation programs compared to or
combined with CBT interventions

A pilot study (57) evaluated the efficacy of adding a CBT (13
individual sessions) to a standard brief PE (seven individual sessions).
Participants who received CBT in addition to PE experienced fewer
days of depressed mood over 1year and had less antidepressant
increases compared to those with PE only. Gonzalez-Isasi et al. (58)
evaluated the efficacy of a combined treatment (pharmacological +
psychoeducational and cognitive-behavioral therapy) as compared
with standard pharmacological treatment in patients with refractory
BD with repeated measures at separate times. Combined treatment
yielded a lower rate of hospitalization (at 12 months), and lower rates
of depression and anxiety (at six and 12 months). These results were
maintained at five-year follow-up (59).

3.3.4 Psychoeducation programs combined with
DBT and mindfulness interventions, with MBCT,
and with specific yoga technics

Van Dijk et al. (60) explored the combination of standard PE with
DBT and mindfulness-based techniques. At the end of the study
(12weeks), the participants showed a reduction in depressive
symptoms compared to CG. In addition, the Mindfulness Efficacy
Scale (MSES) showed an improvement for both groups, although it
was higher for the EG group. Moreover, the participants in the EG
group had fewer psychiatric emergency room visits in the 6 months
following treatment. Dios et al. (61) compared TAU with PE and with
MBCT. At 6 months follow-up, there was a similar decline in the
severity of depressive symptoms in the three arms. There was no
significant difference on other measures (anxiety, hypo/mania
symptoms, functional functioning). Ravindran et al. (62) assessed
alternative combination of PE and a breathing-focused yoga and
showed a similar decline in depressive symptoms and that the
intervention order made no difference. Valls et al. (63) compared TAU
with an integrative approach (PE, mindfulness training, and functional
remediation) that showed improvement in psychosocial functioning
and residual depressive symptoms in favor of the patients who
received the integrative approach versus the TAU group.
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3.3.5 Psychoeducation programs with family
members of patients with BD

Miklowitz et al. (64) compared Family-Focused Therapy FFT (21
sessions) to a two-session (family education) and follow up crisis
management (CM), over a one-year period. The FFT participants had
fewer relapses and longer delays before relapses than the CM
participants. Greater improvement in depressive symptoms was also
observed in FFT. At 2 years of follow-up (65), there were fewer relapses
and longer delays before relapses, as well as a greater reduction in
depressive and manic symptomatology and better compliance with
medication in FFT. Rea et al. (66) compared FFT to an individual PE
approach. There was no difference between the two groups regarding
the probability of mood relapse, at one-year follow-up. At 2years
follow-up, there were less relapse and hospitalizations in the FFT
group. Both groups showed good pharmacological compliance. A
comparison of three types of interventions (FFT, CBT and
Interpersonal and Rhythm Therapy (IPSRT)) to CG showed that the
groups of patients receiving one of the three models of psychotherapy
had a significantly higher rate of remission at 12 months and shorter
time to remission and were also 1.58 times more likely to be clinically
stable during the study period compared to the CG group. Moreover,
these three types of psychotherapy improved social and relational
functioning and life satisfaction after 9 months follow-up. However,
there were no significant differences between the three types of
intensive psychotherapy (67, 68).

Three studies assessed other interventions with family members.
Clarkin et al. (69) compared the impact of adding marital intervention
to medication management. PE for couples was associated with
improved medication adherence and overall functioning, but the
intervention did not affect patients’ symptomatology. In a similar
model of PE involving patient and spouse (EG), D’Souza et al. (70)
showed that there were less risk of relapse and a longer mean time to
relapse in the EG compared to the CG. At the end of the study, the EG
had lower scores related to (hypo)mania and better compliance with
medication. There was no difference between the groups for
depressive symptoms.

Pakpour et al. (71) described an intervention combining PE for
patients and their families and motivational interviewing. Motivational
interviewing (42) aimed at decreasing resistance and ambivalence to
taking treatment. Medication adherence was improved at 6 months, as
well as of clinical symptoms, measures of intention, beliefs about
medication, perceived control, automaticity, and planning around
taking mood stabilizers, but not QoL.

3.3.6 Psychoeducation programs compared to
interpersonal and rhythm therapy (IPSRT)

Frank et al. (14) compared IPSRT with Intensive Clinical
Management (ICM). The results showed that the groups receiving
IPSRT in the acute phase had more time without mood relapse and a
better regularity in social rhythms at the end of the acute phase of
treatment. However, no difference was found in the time to reach
clinical stabilization. A more rapid improvement in occupational
functioning was also present for the IPSRT groups. The results were
the same at 2 years (72).

3.3.7 Psychoeducation programs compared to
functional remediation

After comparing PE, FR, and TAU (medication), Torrent et al.
(73) reported that FR significantly improved functioning compared to
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the TAU group. However, there were no significant differences
between groups regarding clinical or neurocognitive variables at the
end of the study. Solé et al. (74) isolated a subgroup of subjects with
BD-I and BD-II from an RCT conducted by Torrent et al. (73). The
results favored FR over PE and TAU to improve functioning. No
differences were observed between the groups in the evolution of
subclinical manic symptoms. Sanchez-Moreno et al. (75) conducted a
sub-analysis of the study by Torrent et al. (73) involving a subsample
of patients with subsyndromic symptomatology to assess the effect of
PE at 12 months. The RF group significantly improved psychosocial
functioning compared to the TAU and PE groups. No significant
changes in mood symptoms were observed in any of the three groups.
Bonnin et al. (76) isolated a subgroup from Torrent et al’s (70) study
sample with neurocognitive performance within two standard
deviations of the mean. The FR group, compared to the TAU group,
showed better performance in one aspect of the neurocognitive testing
(free recall (verbal memory)). However, the outcome was not
significantly different from the PE group. Functioning was significantly
improved in the FR group compared to the other two groups. Bonnin
etal. (77) investigated whether the effects of FR persisted at 1 year and
6 months follow-up. Changes in the FAST scale score revealed a
significant improvement in functioning in the FR group from baseline
to 1year compared to the other two groups. The secondary results
concerning neuropsychological changes showed contrasting results,
with a significant improvement in favor of the FR group concerning
verbal memory. However, no difference was observed between the
groups concerning other neurocognitive variables (i.e., executive
scores, processing speed, working memory, and attention). Sachs et al.
(78) compared cognitive PE with TAU. Compared to healthy controls,
patients with BD show lower executive function, verbal learning, and
fluency performance. Cognitive PE and attention predict occupational
function. Verbal memory recall is a predictor of symptom severity.

3.3.8 Psychoeducation programs combined with
rehabilitation programs and collaborative care
Van der Voort et al. (79) compared the effectiveness of
collaborative care (CC), which integrates PE and elements of
problem-solving, to TAU (CG). At 12-month follow-up, the CC
group showed a significant reduction in the number of months
spent with depressive symptoms at six and 12 months of follow-up
and a reduction in the severity of depressive symptoms at
12 months. The intervention did not affect manic symptomatology
or medication compliance. Dalum et al. (80) compared a group
receiving TAU with an Illness Management and Recovery (IMR)
program, combining PE and care concepts belonging to the
psychosocial domain. The IMR is not specific to BD. It was
developed to help patients improve their knowledge and
management of their psychological and long-term illness and to
achieve clinical and personal recovery. No significant differences
were found between the groups at 9months (duration of the
program) regarding self-management of the disorder, hope,
remission, or satisfaction with treatment. Owing to the lack of
conclusive results for the IMR program, a second study was added
to that published in 2019 (81). This study focused on the outcomes
at a one-year follow-up. Nevertheless, no significant differences
were found between the EG and CG in global functioning,
symptomatology, number of hospitalizations, emergency
department visits, or outpatient care utilization. Shon et al. (82)

explored the impact of a non-BD-specific PE program combining
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PE with rehabilitation concepts, partly based on Bandura’s (83) self-
efficacy method. The effects of the EG were quite positive, with a
greater improvement in self-efficacy and medication compliance
and a greater reduction in relapse symptom scores.

3.3.9 Psychoeducation programs and unspecified
theoretical model

Luciano et al. (84) compared a classic PE group with a psychosocial
lifestyle group and a brief psychoeducational group in terms of their
impact on body mass index in patients with SMI. This intervention
effectively improved the physical health of patients with SML. So et al.
(85) compared a specific PE (Life Goals Program (LGP)) to a waiting
list. Significant improvements in knowledge about illness and anxiety
levels in medication adherence were present at the six-month
follow-up in the LGP group. The two RCTs conducted in Turkey did
not specify the PE models used. Many elements appear common to
Colom ‘sand Vieta’s PE; however, this has not been explicitly stated.
Eker et al. (86) compared the effectiveness of a six-week PE program
with that of CG on medication adherence. At the end of the PE
program, there was a significant difference in medication adherence
between the EG and the CG. Cuhadar et al. (87) explored the effect of
PE on self-stigma. At the end of the follow-up period, the EG showed
a significant reduction in the total score of the Internalized Stigma of
Mental Illness Scale (ISMI) and sub-items on the level of alienation,
stereotype endorsement, perceived discrimination, and social
withdrawal. Recently, Latifian et al. (88) showed that PE can be useful
to reduce internalized stigma in family members of persons with BD
and to increase their positive attitudes towards psychological disorders.

3.3.10 Psychoeducation programs with patients
with specific needs

Harvey et al. (89) applied a CBT model to patients with BD-I and
insomnia and compared it with non-specific PE. During 6 months of
follow-up, the CBT group showed better outcomes, with fewer days
spent in an acute episode, fewer (hypo)manic relapses, a slightly lower
overall relapse rate, and reduced insomnia severity. A higher remission
rate was observed after treatment but not at 6 months.

Sajatovic et al. (90) focused on an intervention called Targeted
Training in Illness Management (TTIM) derived from LGP and
developed it for patients with psychological pathology and diabetes.
This group combined PE, problem identification, goal programming,
and behavioral modeling. Greater improvements in depressive
symptomatology, global clinical impression, and global functioning
were observed in the TTIM than in the CG. No differences were
observed between the groups regarding general health, psychological
symptoms, or mean glycated hemoglobin levels.

3.3.11 Psychoeducation programs based totally
or partially on digital models

Smith et al. (91) compared an internet-accessible PE (“Beating
Bipolar”) to TAU and found no significant differences between the two
groups in QoL, patient functioning, insight, mood, and the number
and severity of relapse at 10 months follow-up. Proudfoot et al. (92)
compared an eight-week online psychoeducation program, a PE
program with online peer support, and an attentional control
condition. There was no significant difference among the three groups,
except for a slight difference between the two groups receiving PE in
favor of the group with additional peer support for depressive
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symptomatology and functional impairment. Program adherence was
also significantly higher.

Barnes et al. (93) compared the effectiveness of a computerized
program called “Health-Steps for Bipolar Disorder” combining PE
and optional CBT sessions with a CG receiving only links to healthy
lifestyle sites. At the 12-month follow-up, the groups had no
differences regarding the time to recurrence.

Lauder et al. (94) compared a PE program (Mood Swings (MS))
combined with a patient-to-patient discussion forum with MS-PLUS,
a more interactive version of MS combined with a discussion forum
that included CBT tools. Both groups showed reduced mood
symptoms and improved functioning, quality of life, and medication
compliance during follow-up. Greater within-group improvements in
symptoms and functioning for depression and mania, QoL, and social
support were observed in the MS-PLUS and mania scores. There were
no differences in the relapse rates between the groups. Different levels
of Mood Swings 2.0, one with interactive CBT tools (EG2) and one
without (EG1), were compared with a CG supported by peer-
supported forum discussions (95). The results showed a significant
positive impact on depression (EG1 vs. CG). No significant differences
were found between the QoL, compliance, and mental health
functioning groups.

Depp et al. (96) compared two groups receiving four sessions of
PE, one supplemented with 10weeks of personalized interactive
smartphone monitoring and a CG performing simple self-observation
(paper diary) mood monitoring. Smartphone tracking allowed the
participants to generate personalized self-management strategies
according to their mood. A high satisfaction rate was observed for
both groups. Both the PE groups showed a greater reduction in
depressive symptoms at six and 12 weeks than the CG. However, these
effects were not observed after 24weeks. The mania scores and
functional impairment did not differ between groups.

Moore et al. (97) studied PE in patients with BD and HIV,
specifically, its effect on adherence to antiretroviral (ARVs) and
psychotropic drugs. After a short PE targeted at medication adherence,
the EG (individualized Texting for Adherence Building (iTAB))
received in parallel personalized SMS reminders with reinforcement/
encouragement messages and reminders to take ARVs and
psychotropic drugs with mood assessment. The average medication
adherence was high and comparable between the groups. Participants
in the iTAB EG took ARVs closer to the scheduled time than those in
the CG; however, no significant difference was found between the
groups in terms of the time of psychotropic medication.

Bilderbeck et al. (98) compared two methods of PE administration
(supplemented by five individual sessions with a therapist or a second
self-administered session only). Both measured weekly online mood
self-observations. No difference was observed between the groups at
12months in the evolution of depressive symptomatology or the
relapse and hospitalization rates. The group benefiting from additional
sessions with a therapist had better knowledge of BD than the CG
(3 months) and a greater proportion of weeks of clinical stability over
12 months.

Dupuis Maurin et al. (99) compared PE followed by BIPOLIFE,
with PE followed by TAU. BIPOLIFE provides information on BD and
features an avatar with BD that must react to everyday situations. The
objective was to learn how to better regulate an avatar’s mood and
energy level by making daily life choices (such as activities, sleep,
taking or not taking substances, taking treatments, and contacting

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1320654
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Levrat et al.

caregivers). The game ended when euthymia was achieved for three
consecutive days. The connections to BIPOLIFE were relatively low,
despite user satisfaction. There was no significant difference in
medication adherence at 4months or in the number of consultations
with a psychiatrist (scheduled or emergency).

Petzold et al. (100) combined 6 weeks of face-to-face PE with self-
observation and data reporting on a Chrono-Record (EG) computer
program. Participants in the EG were asked to report the following
data daily: mood, sleep, life events, weight, menstrual cycle, and
medication. The CG consisted of participants who received only
non-specific and unstructured self-observation groups and
instructions. After 2years of follow-up, the study showed no
significant difference in the number of relapses. The time to first
relapse (depressive or hypo(manic)), QoL, perceived involvement in
care, self-efficacy expectations, and health locus of control did not
differ significantly between the groups. Depp et al. (101) compared
CBT2go (one individual CBT PE session), self-monitoring (SM) (PE
session for all diagnoses), and TAU in patients with SMI. PE was
mediated using a smartphone application (self-observation of
symptoms). The modest but significant improvements in the BPRS
were similar and present for both interventions compared with the CG.

Murray et al. (102) compared two online interventions for 10 BD
episodes. Both were five-week coach-supported programs, with TAU
continued. One was a brief online mindfulness-based intervention
(ORBIT 2.0) that did not prove superior to PE control in
improving QoL.

4 Limitations

Most authors of the included studies discussed the limitations of
the RCTs. They mentioned for example, the small sample size, the
need for longitudinal data, the un-generalizability of the results (due
to the type of treatment as usual, gender distribution in the sample,
and specific culture), reliance on self-reports only, the study rated
non-blinded to treatment, difficulty to isolate which part of the
treatment was most effective.

This review aimed to provide a landscape view of the current uses
of PE. Due to the heterogeneity of the selected studies, a quantitative
meta-analysis could not be conducted to yield the pooled data on
psychoeducation in BD. A best-evidence synthesis was used to identify
the key results of each study and summarize the outcomes. The
limitations of this review are linked to the selection of only RCTs and
the reliance on their post-hoc analyses. We also note that there have
been few studies on certain models, such as CBT, in our selection,
although they have been widely studied for BD using other designs.
Heterogeneity in the included RCTs was related to the variability in
the participants and the definitions of outcome, clinical remission, and
follow-up period. The risk of bias was not assessed as the aim of this
review was not related to efficacy, but to describing practices. For the
same reason, indirect group comparison was not needed.

5 Discussion

The goal of this literature review was to summarize evidence from
RCT studies of different interventions for the same condition (BD)
and to summarize evidence from RCT studies of different
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interventions for the same condition (BD) where different outcomes
were addressed to provide a broad picture of practices with PE. This
literature review yielded studies on different types of PE, varying in
setting (individual or group), sometimes with sessions with family
members, structured or unstructured, specific, or not, carried out with
one or more caregivers, and/or partially mediated by digital tools
(smartphone, Internet). Most studies included euthymic patients with
BD-I and BD-II or who were minimally symptomatic. Clarkin et al.
(69), Simon et al. (54), Bauer et al. (51, 52), Kallestad et al. (41), Barnes
et al. (93), Miklowitz (67, 68), and Van Dijk et al. (60) recruited
patients in the more acute phase of the disease. Scott et al. (103)
showed that patients who were still symptomatic and had experienced
a high number of past episodes did not benefit from PE.

In their review, Reinares et al. (26) discussed the probable
difference in needs and responses to treatment early in the illness from
more chronicity or complexity, as well as new treatments and the
adaptation of other therapeutic approaches. Staging models provide a
framework to identify illness trajectories and optimize treatment. In
their review, Muneer et al. (104) investigated the literature on staging
models in BD. They cited Duffy’s four-stage integrative clinical staging
model for BD (105), which describes the course of BD according to
illness subtypes. Other staging models were also discussed with their
merits and limitations. This review showed how the staging model
helps formulate individually tailored treatment plans in patients with
BD. Berk et al. (106) discussed the clinical utility of this framework.
They present a stage progression model that is combined with specific
interventions at different stages (from lifestyle to CBT, pharmacology,
mood stabilizer and psychoeducation, psychosocial strategies, relapse
prevention, combination of mood stabilizers, plus functional-
cognitive remediation). The general proposition of the staging model
is that early intervention is more effective and needs to be less complex
than later intervention. Marchionatti et al. (107) reviewed studies to
assess the impact of disorder progression in treating persons with BD
and reported an overall loss of efficacy according to clinical
progression. They suggested using clinical staging models for future
studies to strengthen methodology in this research field. Reinares et al.
(108) showed that lower age at diagnosis of BD, lower cyclothymic
temperament, and gender (male), which was associated with BD-I and
more previous mania, were associated with a better response to
psychoeducation. They recommend that existing programs be adjusted
to the characteristics of the patients involved. Recently, Ratheesh et al.
(109) conducted a systematic review of the effectiveness of
interventions in the early course of BD I or II and showed the
importance of offering effective pharmacological and psychological
interventions in the early course of BD.

PE often appears to be a component of a complex and varied
psychosocial approach. However, identifying the therapeutic effects of
PE alone is challenging (25, 110). CBT, as an adjunct to PE, provides
benefits over PE alone in terms of the time spent on depressive
symptoms (57). Harvey et al. (89) also reported clear benefits with
fewer acute episodes, fewer (hypo)manic relapses, and benefits for
insomnia but used very specific CBT targeted at sleep disorders. In
contrast, Parikh et al. (55, 111) showed non-significant differences
between PE (Bauer and McBride model) and CBT, notably for the
probability of relapse, symptoms, and medication compliance. Only
certain more specific characteristics, such as denial or blame, showed
improvement after CBT. The studies conducted by Miklowitz et al. (67,
68) also showed its superiority over PE in terms of the stabilization of
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bipolar depression, improvement in relationship functioning, and life
satisfaction. Nevertheless, these results were valid for the three types
of intensive psychotherapy (IPSRT, CBT, and FFT), with no significant
differences. A literature review conducted by Reinares et al. (26)
highlighted contrasting results regarding CBT studies, indicating the
need for more research to clarify the effectiveness of this intervention
and the factors that predict treatment responses. However, CBT
appears to be particularly useful in preventing depression. These
results are consistent with other reviews on this topic, such as those
recently conducted by Novick et al. (112) and Khazaal et al. (110). The
latter study highlighted two points: CBT tends to reduce depressive
symptoms, improve treatment adherence, and reduce the risk of
manic or depressive relapse. However, CBT and psychoeducational
treatments share the same model of illness. As mentioned above, it is
difficult to distinguish the impact of one intervention from another.

A more detailed analysis reveals disparities depending on the
model used. Studies based on the models of Colom and Vieta or
Bauer and McBride mainly showed benefits in reducing the number
of relapses (mainly manic) and lengthening the time between
relapses and the number of hospitalizations. Few effects have been
reported on acute symptoms, particularly depression and compliance
with medication. Conversely, Rahmani et al. (44) reported better
pharmacological compliance among women with BD-I. Chen et al.
(50) highlighted improved depressive and manic symptomatology
but only targeted patients with BD-I hospitalized for a manic
episode. Sajatovic et al. (90) also found an improvement in depressive
symptomatology in patients with psychiatric pathologies other than
BD-I. Only three studies found no benefit of PE compared to TAU,
including studies by De Azevedo Cardoso et al. (39, 40) and Gumus
et al. (45). PE by Bauer and McBride and Colom and Vieta showed
strong evidence of efficacy in maintenance treatment, that is, outside
the acute phases. PE is reportedly most effective when performed in
groups, as shown in the RCTs by Colom et al. (32-35), D’Souza et al.
(70), and Kallestad et al. (41). These results are consistent with those
reported by Novick et al. (112). Adding more techniques (DBT,
mindfulness, yoga) seemed to provide remarkable results, especially
in reducing depressive symptoms, improving affective control, and
the feeling of self-efficacy of mindfulness. However, the limitations
of this study do not allow us to generalize these results.

The same is true for the FFT. FFT reduces the risk of relapse and
hospitalization (66) and improves depressive symptoms, but not
manic symptoms (64), as well as the return to post-episode euthymia
and patient compliance with medication (65). Despite these benefits,
implementing FFT is relatively restrictive, as it requires many sessions
over a long period (9 months). It is also necessary for therapists to
be trained and qualified for this approach, making it relatively
inaccessible and expensive.

More accessible and less specific, the participation of relatives in
a few sessions was evaluated in three studies. These interventions
showed benefits in medication adherence (69-71), a decrease in
relapse rate, a longer time between relapses, and a decrease in manic
symptoms (70). However, this type of PE was compared to a TAU;
therefore, it is unclear which component of individual or closed-knit
PE provides benefits. Larger PE based on rehabilitation programs,
including various psychiatric pathologies (80, 81), showed no benefits
compared to TAU. Only the study by Shon et al. (82) found benefits,
particularly regarding pharmacological compliance and feelings of
self-efficacy. However, the low percentage of patients with BD in this
RCT (<30%) should be emphasized, which makes it impossible to rely
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on these results for our groups. Recently, Okazaki et al. (113) showed
that medication attitudes acquired through psychoeducation and
program satisfaction impacted positively long-term medication
adherence and QoL.

The outcomes from digital interventions are relatively modest and
mixed. Smith et al. (91) showed a small effect of these tools on
psychological QoL. Gliddon et al. (95) and Depp et al. (96) reported a
favorable effect on depressive symptomatology, but only in the short
term for the second study. Lauder et al. (90) found a reduction in
mood symptoms, improved functioning and QoL, and medication
compliance, valid for both digital PE alone and supplemented by CBT
tools, not allowing a clear distinction of the effectiveness of each
element. Several authors have reported no benefits associated with
these forms of psychoeducation (93, 100) despite reasonable
satisfaction and acceptability rates for these digital programs (96, 99),
the number of connections is often relatively low, limiting the
reliability of the results (99). Moreover, reports on long-term
medication adherence benefits are rare. A systematic review of
psychoeducational smartphone applications by Nicholas et al. (114)
highlighted other negative points, including that the content often
does not comply with the guidelines. Apps also fail to provide vital
information to help users assess their quality and lack references to the
sources of information used and privacy policies. In their review, Soo
et al. (115) emphasized the paucity of RCTs in Internet
psychoeducation. Piras et al. (116) investigated the quality of
information on the treatments of BD available on English and Italian
websites. Their findings show that these websites were difficult to read
and required education; limiting some users to benefit from
this support.

This review confirms the benefits of PE and psychosocial
interventions in the evolution of BD in almost all types of interventions
studied. In their review, Rabelo et al. (27) also showed the positive
effects of PE on both patients and family members. In this review, the
focus was on PE and combined psychosocial interventions. The
themes show the diversity of possible work with PE and that online
PE may be a future worthwhile direction. Sarkhel et al. (117) described
clinical practice guidelines for PE in different psychiatric disorders.
They argue that PE remains a simple and cost-effective treatment
modality that empowers patients and family members with knowledge
about the illness, coping, and management. Despite the specific
contributions of each model and the superior benefits of more
intensive psychotherapeutic interventions compared with PE alone,
these models may be difficult to implement in current practice as they
require trained therapists. Facilitating access to online PE is
interesting, and more research is needed in this domain. However,
these studies have limitations, and more data are needed for persons
with BD. There are currently different types of results with these types
of interventions. For example, Yu et al. (118) conducted a systematic
review to assess internet-based psychoeducation programs for
caregivers of persons with dementia and showed the effects of the
intervention on self-efficacy, anxiety, burden, and QoL remained
inconclusive. By comparison, Tao et al. (119) conducted a systematic
review of internet-based and mobile-based cognitive behavioral
therapy for chronic disorders and showed that it was an effective
intervention for comprehensive symptom management among people
with major chronic medical conditions.

RCT studies are considered the most rigorous method for
measuring the effectiveness of a new intervention or treatment. This
designed is widely used for research in PE. However, Chakrabarti et al.
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(120) mentioned a gap of current best-evidence knowledge in the
research on adjunctive PE for treatment of rapid-cycling BD. More
evidence is also needed on the relative effectiveness of PE versus
imagery focused CBT (121).

As an adjunct strategy to pharmacotherapy in treating BD,
psychosocial interventions play an essential role in preventing new
episodes, treating depressive episodes, reducing the frequency of new
mood episodes and length of hospital stay, improving social
functioning, and enhancing medication adherence.

PE focuses on illness awareness, adherence enhancement,
detection of early warning signs, substance misuse avoidance, and
lifestyle regularity (27). Combining PE and other interventions, such
as CTB or Mindfulness, enables one to address more specifically.
Combining PE and CBT can enhance symptom management and
medication adherence, for example, or integrating PE and Mindfulness
can heighten an acceptance attitude towards the illness and
life difficulties.

For example, psychosocial interventions such as PE or IPSRT have
proven effective. It can be hypothesized that combining interventions
that impact treatment can produce a cumulative effect on the outcome,
which relative effectiveness may be difficult to measure.

6 Conclusion

To conclude, the efficacy of psychoeducation in the treatment of
BD is documented and is also used in combination with other
interventions. Moreover, research on psychoeducation programs
based totally or partially on digital models are sufficiently present in
current literature to appears as a theme in this review. However, this
type of intervention still lacks sufficient evidence.

Author contributions

VL: Conceptualization, Data curation, Formal analysis,
Methodology, Writing — original draft. SF: Data curation, Formal

References

1. Fajutrao L, Locklear J, Priaulx J, Heyes A. A systematic review of the evidence of
the burden of bipolar disorder in Europe. Clin Pract Epidemiol Ment Health. (2009) 5:3.
doi: 10.1186/1745-0179-5-3

2. McDonald KC, Bulloch AG, Duffy A, Bresee L, Williams JV, Lavorato DH, et al.
Prevalence of bipolar I and II disorder in Canada. Can J Psychiatr. (2015) 60:151-6. doi:
10.1177/070674371506000310

3. Merikangas KR, Akiskal HS, Angst ], Greenberg PE, Hirschfeld RM, Petukhova M,
et al. Lifetime and 12-month prevalence of bipolar spectrum disorder in the National
Comorbidity Survey replication. Arch Gen Psychiatry. (2007) 64:543-52. doi: 10.1001/
archpsyc.64.5.543

4. Pini S, de Queiroz V, Pagnin D, Pezawas L, Angst ], Cassano GB, et al. Prevalence
and burden of bipolar disorders in European countries. Eur Neuropsychopharmacol.
(2005) 15:425-34. doi: 10.1016/j.euroneuro.2005.04.011

5. Clemente AS, Diniz BS, Nicolato R, Kapczinski FP, Soares JC, Firmo JO, et al.
Bipolar disorder prevalence: a systematic review and meta-analysis of the literature. Braz
J Psychiatry. (2015) 37:155-61. doi: 10.1590/1516-4446-2012-1693

6. Burdick KE, Millett CE, Yocum AK, Altimus CM, Andreassen OA, Aubin V, et al.
Predictors of functional impairment in bipolar disorder: results from 13 cohorts from
seven countries by the global bipolar cohort collaborative. Bipolar Disord. (2022)
24:709-19. doi: 10.1111/bdi.13208

7. Davis JM, Janicak PG, Hogan DM. Mood stabilizers in the prevention of recurrent
affective disorders: a meta-analysis. Acta Psychiatr Scand. (1999) 100:406-17. doi:
10.1111/j.1600-0447.1999.tb10890.x

Frontiers in Psychiatry

10

10.3389/fpsyt.2023.1320654

analysis, Writing - review & editing. HR-L: Conceptualization,
Methodology, Supervision, Writing - review & editing.

Funding

The author(s) declare financial support was received for the
research, authorship, and/or publication of this article. Open access
funding was provided by the University of Geneva.

Acknowledgments

We thank Sandra Ter Pelle for her technical support.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online
at: https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1320654/
full#supplementary-material

8. Gitlin MJ, Swendsen J, Heller TL, Hammen C. Relapse and impairment in bipolar
disorder. Am ] Psychiatry. (1995) 152:1635-40. doi: 10.1176/ajp.152.11.1635

9. Goldberg JF, DelBello MP, Swartz HA. Expanded treatment options and addressing
unmet needs in the diagnosis and treatment of bipolar disorder. J Clin Psychiatry. (2022)
83:MS21058AHS5. doi: 10.4088/JCP.MS21058 AH5.

10. Carli M, Weiss E Grenno G, Ponzini S, Kolachalam S, Vaglini F et al.
Pharmacological strategies for bipolar disorders in acute phases and chronic
management with a special focus on lithium, valproic acid, and atypical antipsychotics.
Curr Neuropharmacol. (2023) 21:935-50. doi: 10.2174/1570159X21666230224102318

11. Colom FE, Vieta E. Psychoeducation Manual for Bipolar Disorder, vol. xvii. New
York, NY, US: Cambridge University Press (2006). 218 p.

12. Bauer MS, McBride L. Structured Group Psychotherapy for Bipolar Disorder: The
Life Goals Program. New York, NY: Springer Publ. (1996).

13. Bauer MS, McBride L. Structured Group Psychotherapy for Bipolar Disorder: The
Life Goals Program, vol. xix. 2nd ed. New York, NY, US: Springer Publishing Co (2003).
380 p.

14. Frank E, Kupfer DJ, Thase ME, Mallinger AG, Swartz HA, Fagiolini AM, et al. Two-year
outcomes for interpersonal and social rhythm therapy in individuals with bipolar I disorder.
Arch Gen Psychiatry. (2005) 62:996-1004. doi: 10.1001/archpsyc.62.9.996

15. Martinez-Aran A, Torrent C, Sole B, Bonnin CM, Rosa AR, Sanchez-Moreno J,
et al. Functional remediation for bipolar disorder. Clin Pract Epidemiol Ment Health.
(2011) 7:112-6. doi: 10.2174/1745017901107010112

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1320654
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1320654/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1320654/full#supplementary-material
https://doi.org/10.1186/1745-0179-5-3
https://doi.org/10.1177/070674371506000310
https://doi.org/10.1001/archpsyc.64.5.543
https://doi.org/10.1001/archpsyc.64.5.543
https://doi.org/10.1016/j.euroneuro.2005.04.011
https://doi.org/10.1590/1516-4446-2012-1693
https://doi.org/10.1111/bdi.13208
https://doi.org/10.1111/j.1600-0447.1999.tb10890.x
https://doi.org/10.1176/ajp.152.11.1635
https://doi.org/10.4088/JCP.MS21058AH5
https://doi.org/10.2174/1570159X21666230224102318
https://doi.org/10.1001/archpsyc.62.9.996
https://doi.org/10.2174/1745017901107010112

Levrat et al.

16. Gualtieri CT, Morgan DW. The frequency of cognitive impairment in patients with
anxiety, depression, and bipolar disorder: an unaccounted source of variance in clinical
trials. J Clin Psychiatry. (2008) 69:1122-30. doi: 10.4088/jcp.v69n0712.

17.Martinez-Aran A, Vieta E, Colom F, Torrent C, Reinares M, Goikolea JM,
et al. Do cognitive complaints in euthymic bipolar patients reflect objective
cognitive impairment? Psychother Psychosom. (2005) 74:295-302. doi:
10.1159/000086320

18. Basco MR, Rush AJ. Cognitive-Behavioral Therapy for Bipolar Disorder, vol. xix.
New York, NY, US: Guilford Press (1996). 291 p.

19. Lam DH, Jones SH, Bright JA, Hayward P. Cognitive Therapy for Bipolar Disorder:
A Therapist's Guide to Concepts, Methods and Practice. New York: Wiley (1999).

20.Newman CE Leahy RL, Beck AT, Reilly-Harrington NA, Gyulai L. Bipolar
Disorder: A Cognitive Therapy Approach, vol. xiv. Washington, DC, US: American
Psychological Association (2002). 260 p.

21. Otto MW, Reilly-Harrington N, Sachs GS. Psychoeducational and cognitive-
behavioral strategies in the management of bipolar disorder. J Affect Disord. (2003)
73:171-81. doi: 10.1016/s0165-0327(01)00460-8

22. Scott J. Overcoming Mood Swings: A Self-Help Guide using Cognitive-Behavioral
Techniques. London: Constable Robinson (2001). 258 p.

23. Segal ZV, Williams JMG, Teasdale JD. Mindfulness-Based Cognitive Therapy for
Depression: A New Approach to Preventing Relapse. New York, NY, US: Guilford Press
(2002).

24. Soares-Weiser K, Bravo Vergel Y, Beynon S, Dunn G, Barbieri M, Duffy S, et al. A
systematic review and economic model of the clinical effectiveness and cost-effectiveness
of interventions for preventing relapse in people with bipolar disorder. Health Technol
Assess. (2007) 11:ii-iv, ix-206. doi: 10.3310/hta11390

25. Weber Rouget B, Aubry JM. Efficacy of psychoeducational approaches on bipolar
disorders: a review of the literature. J Affect Disord. (2007) 98:11-27. doi: 10.1016/j.
1ad.2006.07.016

26. Reinares M, Sanchez-Moreno J, Fountoulakis KN. Psychosocial interventions in
bipolar disorder: what, for whom, and when. J Affect Disord. (2014) 156:46-55. doi:
10.1016/j.jad.2013.12.017

27.Rabelo JL, Cruz BE, Ferreira JDR, Viana BM, Barbosa IG. Psychoeducation in
bipolar disorder: a systematic review. World J Psychiatry. (2021) 11:1407-24. doi:
10.5498/wjp.v11.i12.1407

28. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al.
The PRISMA 2020 statement: an updated guideline for reporting systematic reviews.
BM]J. (2021) 372:n71. doi: 10.1136/bmj.n71

29. Richardson WS, Wilson MC, Nishikawa J, Hayward RS. The well-built clinical
question: a key to evidence-based decisions. ACP J Club. (1995) 123:A12-3. doi:
10.7326/ACPJC-1995-123-3-A12

30. Moher D, Liberati A, Tetzlaff J, Altman DGPrisma Group. Preferred reporting
items for systematic reviews and meta-analyses: the PRISMA statement. Ann Intern Med.
(2009) 151:264-269, W64. doi: 10.7326/0003-4819-151-4-200908180-00135

31. Colom F, Vieta E, Martinez-Aran A, Reinares M, Goikolea JM, Benabarre A, et al.
A randomized trial on the efficacy of group psychoeducation in the prophylaxis of
recurrences in bipolar patients whose disease is in remission. Arch Gen Psychiatry.
(2003) 60:402-7. doi: 10.1001/archpsyc.60.4.402

32. Colom F, Vieta E, Reinares M, Martinez-Aran A, Torrent C, Goikolea JM, et al.
Psychoeducation efficacy in bipolar disorders: beyond compliance enhancement. J Clin
Psychiatry. (2003) 64:1101-5. doi: 10.4088/jcp.v64n0917

33. Colom F, Vieta E, Sanchez-Moreno J, Goikolea JM, Popova E, Bonnin CM, et al.
Psychoeducation for bipolar II disorder: an exploratory, 5-year outcome subanalysis. J
Affect Disord. (2009) 112:30-5. doi: 10.1016/j.jad.2008.03.023

34. Colom F, Vieta E, Sanchez-Moreno ], Palomino-Otiniano R, Reinares M, Goikolea
JM, et al. Group psychoeducation for stabilised bipolar disorders: 5-year outcome of a
randomised clinical trial. Br ] Psychiatry. (2009) 194:260-5. doi: 10.1192/bjp.
bp.107.040485

35. Colom F, Vieta E, Sanchez-Moreno J, Martinez-Aran A, Torrent C, Reinares M,
et al. Psychoeducation in bipolar patients with comorbid personality disorders. Bipolar
Disord. (2004) 6:294-8. doi: 10.1111/j.1399-5618.2004.00127.x

36. Scott J, Colom F, Popova E, Benabarre A, Cruz N, Valenti M, et al. Long-term
mental health resource utilization and cost of care following group psychoeducation or
unstructured group support for bipolar disorders: a cost-benefit analysis. J Clin
Psychiatry. (2009) 70:378-86. doi: 10.4088/jcp.08m04333

37.Javadpour A, Hedayati A, Dehbozorgi GR, Azizi A. The impact of a simple
individual psycho-education program on quality of life, rate of relapse and medication
adherence in bipolar disorder patients. Asian ] Psychiatr. (2013) 6:208-13. doi: 10.1016/j.
ajp.2012.12.005

38. Faria AD, de Mattos Souza LD, de Azevedo CT, Pinheiro KA, Pinheiro RT, da Silva
RA, et al. The influence of psychoeducation on regulating biological rhythm in a sample
of patients with bipolar II disorder: a randomized clinical trial. Psychol Res Behav Manag.
(2014) 7:167-74. doi: 10.2147/PRBM.S52352

39. Cardoso T d A, Farias C, Mondin TC, da Silva GDG, Souza LDM, da Silva RA,
et al. Brief psychoeducation for bipolar disorder: impact on quality of life in young adults

Frontiers in Psychiatry

11

10.3389/fpsyt.2023.1320654

in a 6-month follow-up of a randomized controlled trial. Psychiatry Res. (2014)
220:896-902. doi: 10.1016/j.psychres.2014.09.013

40. de Azevedo CT, Campos Mondin T, Reyes AN, Zeni CP, Souza LD, da Silva RA,
et al. Biological rhythm and bipolar disorder: twelve-month follow-up of a randomized
clinical trial. J Nerv Ment Dis. (2015) 203:792-7. doi: 10.1097/NMD.0000000000000369

41. Kallestad H, Wullum E, Scott ], Stiles TC, Morken G. The long-term outcomes of
an effectiveness trial of group versus individual psychoeducation for bipolar disorders.
J Affect Disord. (2016) 202:32-8. doi: 10.1016/j.jad.2016.05.043

42. Miller WR, Rollnick S. Motivational Interviewing: Helping People Change, vol. xii.
3rd ed. New York, NY, US: Guilford Press (2012). 482 p.

43. Harmanci P, Yildiz E. The effects of psychoeducation and motivational interviewing
on treatment adherence and functionality in individuals with bipolar disorder. Arch
Psychiatr Nurs. (2023) 45:89-100. doi: 10.1016/j.apnu.2023.04.026

44. Rahmani F, Ebrahimi H, Ranjbar F, Razavi SS, Asghari E. The effect of group
psychoeducation program on medication adherence in patients with bipolar mood
disorders: a randomized controlled trial. J Caring Sci. (2016) 5:287-97. doi: 10.15171/
jcs.2016.030

45.Gumus E Buzlu S, Cakir S. Effectiveness of individual psychoeducation on
recurrence in bipolar disorder; a controlled study. Arch Psychiatr Nurs. (2015) 29:174-9.
doi: 10.1016/j.apnu.2015.01.005

46. Delle Chiaie R, Trabucchi G, Girardi N, Marini I, Pannese R, Vergnani L, et al.
Group psychoeducation normalizes cortisol awakening response in stabilized bipolar
patients under pharmacological maintenance treatment. Psychother Psychosom. (2013)
82:264-6. doi: 10.1159/000348609

47. Wiener CD, Molina ML, Moreira FP, Dos Passos MB, Jansen K, da Silva RA, et al.
Brief psychoeducation for bipolar disorder: evaluation of trophic factors serum levels in
young adults. Psychiatry Res. (2017) 257:367-71. doi: 10.1016/j.psychres.2017.07.062

48. Morriss R, Lobban F, Riste L, Davies L, Holland F, Long R, et al. Clinical
effectiveness and acceptability of structured group psychoeducation versus optimised
unstructured peer support for patients with remitted bipolar disorder (PARADES): a
pragmatic, multicentre, observer-blind, randomised controlled superiority trial. Lancet
Psychiatry. (2016) 3:1029-38. doi: 10.1016/52215-0366(16)30302-9

49. Camacho EM, Ntais D, Jones S, Riste L, Morriss R, Lobban F et al. Cost-
effectiveness of structured group psychoeducation versus unstructured group support
for bipolar disorder: results from a multi-Centre pragmatic randomised controlled trial.
J Affect Disord. (2017) 211:27-36. doi: 10.1016/j.jad.2017.01.005

50. Chen R, Zhu X, Capitao LP, Zhang H, Luo J, Wang X, et al. Psychoeducation for
psychiatric inpatients following remission of a manic episode in bipolar I disorder: a
randomized controlled trial. Bipolar Disord. (2019) 21:76-85. doi: 10.1111/bdi.12642

51. Bauer MS, McBride L, Williford WO, Glick H, Kinosian B, Altshuler L, et al.
Collaborative care for bipolar disorder: part I. Intervention and implementation in a
randomized effectiveness trial. Psychiatr Serv. (2006) 57:927-36. doi: 10.1176/
ps.2006.57.7.927

52. Bauer MS, McBride L, Williford WO, Glick H, Kinosian B, Altshuler L, et al.
Collaborative care for bipolar disorder: part II. Impact on clinical outcome, function,
and costs. Psychiatr Serv. (2006) 57:937-45. doi: 10.1176/ps.2006.57.7.937

53. Bauer MS, Biswas K, Kilbourne AM. Enhancing multiyear guideline concordance
for bipolar disorder through collaborative care. Am J Psychiatry. (2009) 166:1244-50.
doi: 10.1176/appi.ajp.2009.09030342

54.Simon GE, Ludman EJ, Bauer MS, Unutzer ], Operskalski B. Long-term
effectiveness and cost of a systematic care program for bipolar disorder. Arch Gen
Psychiatry. (2006) 63:500-8. doi: 10.1001/archpsyc.63.5.500

55. Parikh SV, Zaretsky A, Beaulieu S, Yatham LN, Young LT, Patelis-Siotis I, et al. A
randomized controlled trial of psychoeducation or cognitive-behavioral therapy in
bipolar disorder: a Canadian network for mood and anxiety treatments (CANMAT)
study [CME]. J Clin Psychiatry. (2012) 73:803-10. doi: 10.4088/JCP.11m07343

56. Sajatovic M, Davies MA, Ganocy SJ, Bauer MS, Cassidy KA, Hays RW, et al. A
comparison of the life goals program and treatment as usual for individuals with bipolar
disorder. Psychiatr Serv. (2009) 60:1182-9. doi: 10.1176/ps.2009.60.9.1182

57. Zaretsky A, Lancee W, Miller C, Harris A, Parikh SV. Is cognitive-behavioural
therapy more effective than psychoeducation in bipolar disorder? Can J Psychiatr. (2008)
53:441-8. doi: 10.1177/070674370805300709

58. Gonzélez Isasi A, Echeburua E, Liminana JM, Gonzalez-Pinto A. How effective is
a psychological intervention program for patients with refractory bipolar disorder? A
randomized controlled trial. J Affect Disord. (2010) 126:80-7. doi: 10.1016/j.
jad.2010.03.026.

59. Gonzalez Isasi A, Echeburua E, Liminana JM, Gonzalez-Pinto A. Psychoeducation
and cognitive-behavioral therapy for patients with refractory bipolar disorder: a 5-year
controlled clinical trial. Eur Psychiatry. (2014) 29:134-41. doi: 10.1016/j.
eurpsy.2012.11.002

60. Van Dijk S, Jeffrey J, Katz MR. A randomized, controlled, pilot study of dialectical
behavior therapy skills in a psychoeducational group for individuals with bipolar
disorder. J Affect Disord. (2013) 145:386-93. doi: 10.1016/j.jad.2012.05.054

61. Dios C, Carracedo-Sanchidrian D, Bayon C, Rodriguez-Vega B, Bravo-Ortiz MF,
Gonzalez-Pinto AM, et al. Mindfulness-based cognitive therapy versus
psychoeducational intervention in bipolar outpatients: results from a randomized

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1320654
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.4088/jcp.v69n0712
https://doi.org/10.1159/000086320
https://doi.org/10.1016/s0165-0327(01)00460-8
https://doi.org/10.3310/hta11390
https://doi.org/10.1016/j.jad.2006.07.016
https://doi.org/10.1016/j.jad.2006.07.016
https://doi.org/10.1016/j.jad.2013.12.017
https://doi.org/10.5498/wjp.v11.i12.1407
https://doi.org/10.1136/bmj.n71
https://doi.org/10.7326/ACPJC-1995-123-3-A12
https://doi.org/10.7326/0003-4819-151-4-200908180-00135
https://doi.org/10.1001/archpsyc.60.4.402
https://doi.org/10.4088/jcp.v64n0917
https://doi.org/10.1016/j.jad.2008.03.023
https://doi.org/10.1192/bjp.bp.107.040485
https://doi.org/10.1192/bjp.bp.107.040485
https://doi.org/10.1111/j.1399-5618.2004.00127.x
https://doi.org/10.4088/jcp.08m04333
https://doi.org/10.1016/j.ajp.2012.12.005
https://doi.org/10.1016/j.ajp.2012.12.005
https://doi.org/10.2147/PRBM.S52352
https://doi.org/10.1016/j.psychres.2014.09.013
https://doi.org/10.1097/NMD.0000000000000369
https://doi.org/10.1016/j.jad.2016.05.043
https://doi.org/10.1016/j.apnu.2023.04.026
https://doi.org/10.15171/jcs.2016.030
https://doi.org/10.15171/jcs.2016.030
https://doi.org/10.1016/j.apnu.2015.01.005
https://doi.org/10.1159/000348609
https://doi.org/10.1016/j.psychres.2017.07.062
https://doi.org/10.1016/S2215-0366(16)30302-9
https://doi.org/10.1016/j.jad.2017.01.005
https://doi.org/10.1111/bdi.12642
https://doi.org/10.1176/ps.2006.57.7.927
https://doi.org/10.1176/ps.2006.57.7.927
https://doi.org/10.1176/ps.2006.57.7.937
https://doi.org/10.1176/appi.ajp.2009.09030342
https://doi.org/10.1001/archpsyc.63.5.500
https://doi.org/10.4088/JCP.11m07343
https://doi.org/10.1176/ps.2009.60.9.1182
https://doi.org/10.1177/070674370805300709
https://doi.org/10.1016/j.jad.2010.03.026
https://doi.org/10.1016/j.jad.2010.03.026
https://doi.org/10.1016/j.eurpsy.2012.11.002
https://doi.org/10.1016/j.eurpsy.2012.11.002
https://doi.org/10.1016/j.jad.2012.05.054

Levrat et al.

controlled trial. Rev Psiquiatr Salud Ment (Engl Ed). (2021) 16:251-8. doi: 10.1016/j.
rpsm.2021.08.001

62. Ravindran AV, McKay MS, Silva TD, Tindall C, Garfinkel T, Paric A, et al.
Breathing-focused yoga as augmentation for unipolar and bipolar depression: a
randomized controlled trial: Le yoga axe Sur la respiration comme traitement d'appoint
pour la depression unipolaire et bipolaire: un essai randomise controle. Can J Psychiatr.
(2021) 66:159-69. doi: 10.1177/0706743720940535

63. Valls E, Bonnin CM, Torres I, Brat M, Prime-Tous M, Morilla I, et al. Efficacy of
an integrative approach for bipolar disorder: preliminary results from a randomized
controlled trial. Psychol Med. (2021) 52:4094-105. doi: 10.1017/S0033291721001057

64. Miklowitz DJ, Simoneau TL, George EL, Richards JA, Kalbag A, Sachs-Ericsson
N, et al. Family-focused treatment of bipolar disorder: 1-year effects of a
psychoeducational program in conjunction with pharmacotherapy. Biol Psychiatry.
(2000) 48:582-92. doi: 10.1016/s0006-3223(00)00931-8

65. Miklowitz DJ, George EL, Richards JA, Simoneau TL, Suddath RL. A randomized
study of family-focused psychoeducation and pharmacotherapy in the outpatient
management of bipolar disorder. Arch Gen Psychiatry. (2003) 60:904-12. doi: 10.1001/
archpsyc.60.9.904

66. Rea MM, Tompson MC, Miklowitz DJ, Goldstein MJ, Hwang S, Mintz J. Family-
focused treatment versus individual treatment for bipolar disorder: results of a
randomized clinical trial. J Consult Clin Psychol. (2003) 71:482-92. doi:
10.1037/0022-006x.71.3.482

67. Miklowitz DJ, Otto MW, Frank E, Reilly-Harrington NA, Kogan JN, Sachs GS,
et al. Intensive psychosocial intervention enhances functioning in patients with bipolar
depression: results from a 9-month randomized controlled trial. Am J Psychiatry. (2007)
164:1340-7. doi: 10.1176/appi.ajp.2007.07020311

68. Miklowitz DJ, Otto MW, Frank E, Reilly-Harrington NA, Wisniewski SR, Kogan
JN, et al. Psychosocial treatments for bipolar depression: a 1-year randomized trial from
the systematic treatment enhancement program. Arch Gen Psychiatry. (2007) 64:419-26.
doi: 10.1001/archpsyc.64.4.419

69. Clarkin JE, Carpenter D, Hull J, Wilner P, Glick I. Effects of psychoeducational
intervention for married patients with bipolar disorder and their spouses. Psychiatr Serv.
(1998) 49:531-3. doi: 10.1176/ps.49.4.531

70. D'Souza R, Piskulic D, Sundram S. A brief dyadic group based psychoeducation
program improves relapse rates in recently remitted bipolar disorder: a pilot randomised
controlled trial. J Affect Disord. (2010) 120:272-6. doi: 10.1016/j.jad.2009.03.018

71. Pakpour AH, Modabbernia A, Lin CY, Saffari M, Ahmadzad Asl M, Webb TL.
Promoting medication adherence among patients with bipolar disorder: a multicenter
randomized controlled trial of a multifaceted intervention. Psychol Med. (2017)
47:2528-39. doi: 10.1017/S003329171700109X

72. Frank E, Soreca I, Swartz HA, Fagiolini AM, Mallinger AG, Thase ME, et al. The
role of interpersonal and social rhythm therapy in improving occupational functioning
in patients with bipolar I disorder. Am J Psychiatry. (2008) 165:1559-65. doi: 10.1176/
appi.ajp.2008.07121953

73. Torrent C, Bonnin Cdel M, Martinez-Aran A, Valle ], Amann BL, Gonzalez-Pinto
A, et al. Efficacy of functional remediation in bipolar disorder: a multicenter randomized
controlled study. Am ] Psychiatry. (2013) 170:852-9. doi: 10.1176/appi.ajp.2012.12070971

74. Solé B, Bonnin CM, Mayoral M, Amann BL, Torres I, Gonzalez-Pinto A, et al.
Functional remediation for patients with bipolar II disorder: improvement of
functioning and subsyndromal symptoms. Eur Neuropsychopharmacol. (2015)
25:257-64. doi: 10.1016/j.euroneuro.2014.05.010

75. Sanchez-Moreno J, Bonnin C, Gonzalez-Pinto A, Amann BL, Sole B, Balanza-
Martinez V, et al. Do patients with bipolar disorder and subsyndromal symptoms benefit
from functional remediation? A 12-month follow-up study. Eur Neuropsychopharmacol.
(2017) 27:350-9. doi: 10.1016/j.euroneuro.2017.01.010

76.Bonnin CM, Reinares M, Martinez-Aran A, Balanza-Martinez V, Sole B, Torrent
C, et al. Effects of functional remediation on neurocognitively impaired bipolar patients:
enhancement of verbal memory. Psychol Med. (2016) 46:291-301. doi: 10.1017/
$0033291715001713

77.Bonnin CM, Torrent C, Arango C, Amann BL, Sole B, Gonzalez-Pinto A, et al.
Functional remediation in bipolar disorder: 1-year follow-up of neurocognitive and
functional outcome. Br ] Psychiatry. (2016) 208:87-93. doi: 10.1192/bjp.bp.114.162123

78. Sachs G, Berg A, Jagsch R, Lenz G, Erfurth A. Predictors of functional outcome in
patients with bipolar disorder: effects of cognitive psychoeducational group therapy after
12 months. Front Psych. (2020) 11:530026. doi: 10.3389/fpsyt.2020.530026

79.van der Voort TY, van Meijel B, Goossens PJ, Hoogendoorn AW, Draisma S,
Beekman A, et al. Collaborative care for patients with bipolar disorder: randomised
controlled trial. Br J Psychiatry. (2015) 206:393-400. doi: 10.1192/bjp.bp.114.152520

80. Dalum HS, Waldemar AK, Korsbek L, Hjorthoj C, Mikkelsen JH, Thomsen K, et al.
Participants' and staffs' evaluation of the illness management and recovery program: a
randomized  clinical trial. ] Ment Health. (2018) 27:30-7. doi:
10.1080/09638237.2016.1244716

81. Jensen SB, Dalum HS, Korsbek L, Hjorthoj C, Mikkelsen JH, Thomsen K, et al.
Illness management and recovery: one-year follow-up of a randomized controlled trial
in Danish community mental health centers: long-term effects on clinical and personal
recovery. BMC Psychiatry. (2019) 19:65. doi: 10.1186/512888-019-2048-0

Frontiers in Psychiatry

10.3389/fpsyt.2023.1320654

82. Shon KH, Park SS. Medication and symptom management education program for
the rehabilitation of psychiatric patients in Korea: the effects of promoting schedule on
self-efficacy theory. Yonsei Med . (2002) 43:579-89. doi: 10.3349/ym;.2002.43.5.579

83.Bandura A. Self-efficacy: toward a unifying theory of behavioral change. Psychol
Rev. (1977) 84:191-215. doi: 10.1037//0033-295x.84.2.191

84. Luciano M, Sampogna G, Amore M, Andriola I, Calcagno P, Carmassi C, et al.
How to improve the physical health of people with severe mental illness? A multicentric
randomized controlled trial on the efficacy of a lifestyle group intervention. Eur
Psychiatry. (2021) 64:¢72. doi: 10.1192/j.eurpsy.2021.2253

85. So SH, Mak AD, Chan PS, Lo CC, Na S, Leung MH, et al. Efficacy of phase 1 of life
goals programme on symptom reduction and mood stability for bipolar disorder. ] Affect
Disord. (2021) 281:949-57. doi: 10.1016/.jad.2020.11.019

86. Eker F, Harkin S. Effectiveness of six-week psychoeducation program on adherence
of patients with bipolar affective disorder. ] Affect Disord. (2012) 138:409-16. doi:
10.1016/j.jad.2012.01.004

87. Cuhadar D, Cam MO. Effectiveness of psychoeducation in reducing internalized
stigmatization in patients with bipolar disorder. Arch Psychiatr Nurs. (2014) 28:62-6.
doi: 10.1016/j.apnu.2013.10.008

88. Latifian M, Raheb G, Abdi K, Alikhani R, Shariful Islam SM. The effectiveness of
psychoeducation in improving attitudes towards psychological disorders and
internalized stigma in the family members of bipolar patients: a quasi-experimental
study. Psych J. (2023) 12:272-9. doi: 10.1002/pch;j.621

89. Harvey AG, Soehner AM, Kaplan KA, Hein K, Lee J, Kanady J, et al. Treating
insomnia improves mood state, sleep, and functioning in bipolar disorder: a pilot
randomized controlled trial. J Consult Clin Psychol. (2015) 83:564-77. doi: 10.1037/
20038655

90. Sajatovic M, Gunzler DD, Kanuch SW, Cassidy KA, Tatsuoka C, McCormick R,
etal. A 60-week prospective RCT of a self-management intervention for individuals with
serious mental illness and diabetes mellitus. Psychiatr Serv. (2017) 68:883-90. doi:
10.1176/appi.ps. 201600377

91. Smith DJ, Griffiths E, Poole R, di Florio A, Barnes E, Kelly MJ, et al. Beating
bipolar: exploratory trial of a novel internet-based psychoeducational treatment for
bipolar disorder. Bipolar Disord. (2011) 13:571-7. doi: 10.1111/j.1399-5618.2011.00949.x

92. Proudfoot J, Parker G, Manicavasagar V, Hadzi-Pavlovic D, Whitton A, Nicholas
J, et al. Effects of adjunctive peer support on perceptions of illness control and
understanding in an online psychoeducation program for bipolar disorder: a
randomised controlled trial. J Affect Disord. (2012) 142:98-105. doi: 10.1016/j.
jad.2012.04.007

93. Barnes CW, Hadzi-Pavlovic D, Wilhelm K, Mitchell PB. A web-based preventive
intervention program for bipolar disorder: outcome of a 12-months randomized
controlled trial. J Affect Disord. (2015) 174:485-92. doi: 10.1016/j.jad.2014.11.038

94. Lauder S, Chester A, Castle D, Dodd S, Gliddon E, Berk L, et al. A randomized
head to head trial of MoodSwings.net.au: an internet based self-help program for bipolar
disorder. J Affect Disord. (2015) 171:13-21. doi: 10.1016/j.jad.2014.08.008

95. Gliddon E, Cosgrove V, Berk L, Lauder S, Mohebbi M, Grimm D, et al. A
randomized controlled trial of MoodSwings 2.0: an internet-based self-management
program for bipolar disorder. Bipolar Disord. (2019) 21:28-39. doi: 10.1111/bdi.12669

96. Depp CA, Ceglowski J, Wang VC, Yaghouti F, Mausbach BT, Thompson WK, et al.
Augmenting psychoeducation with a mobile intervention for bipolar disorder: a
randomized controlled trial. J Affect Disord. (2015) 174:23-30. doi: 10.1016/j.
jad.2014.10.053

97. Moore DJ, Poquette A, Casaletto KB, Gouaux B, Montoya JL, Posada C, et al.
Individualized texting for adherence building (iTAB): improving antiretroviral dose
timing among HIV-infected persons with co-occurring bipolar disorder. AIDS Behav.
(2015) 19:459-71. doi: 10.1007/s10461-014-0971-0

98. Bilderbeck AC, Atkinson LZ, McMahon HC, Voysey M, Simon J, Price ], et al.
Psychoeducation and online mood tracking for patients with bipolar disorder: a
randomised controlled trial. J Affect Disord. (2016) 205:245-51. doi: 10.1016/j.
jad.2016.06.064

99. Dupuis Maurin K, Girod C, Consolini JL, Belzeaux R, Etain B, Cochet B, et al. Use
of a serious game to strengthen medication adherence in euthymic patients with bipolar
disorder following a psychoeducational programme: a randomized controlled trial. J
Affect Disord. (2020) 262:182-8. doi: 10.1016/j.jad.2019.10.008

100. Petzold J, Mayer-Pelinski R, Pilhatsch M, Luthe S, Barth T, Bauer M, et al. Short
group psychoeducation followed by daily electronic self-monitoring in the long-term
treatment of bipolar disorders: a multicenter, rater-blind, randomized controlled trial.
Int ] Bipolar Disord. (2019) 7:23. doi: 10.1186/s40345-019-0158-8

101. Depp CA, Perivoliotis D, Holden J, Dorr J, Granholm EL. Single-session Mobile-
augmented intervention in serious mental illness: a three-arm randomized controlled
trial. Schizophr Bull. (2019) 45:752-62. doi: 10.1093/schbul/sby135

102. Murray G, Thomas N, Michalak EE, Jones SH, Lapsley S, Bowe SJ, et al.
Mindfulness-based online intervention to improve quality of life in late-stage bipolar

disorder: a randomized clinical trial. ] Consult Clin Psychol. (2021) 89:830-44. doi:
10.1037/ccp0000684

103. Scott J. Treatment outcome studies In: SL Johnson and RL Leahy, editors.
Psychological Treatment of Bipolar Disorder. New York: Guildford Press (2004). 226-41.

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1320654
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1016/j.rpsm.2021.08.001
https://doi.org/10.1016/j.rpsm.2021.08.001
https://doi.org/10.1177/0706743720940535
https://doi.org/10.1017/S0033291721001057
https://doi.org/10.1016/s0006-3223(00)00931-8
https://doi.org/10.1001/archpsyc.60.9.904
https://doi.org/10.1001/archpsyc.60.9.904
https://doi.org/10.1037/0022-006x.71.3.482
https://doi.org/10.1176/appi.ajp.2007.07020311
https://doi.org/10.1001/archpsyc.64.4.419
https://doi.org/10.1176/ps.49.4.531
https://doi.org/10.1016/j.jad.2009.03.018
https://doi.org/10.1017/S003329171700109X
https://doi.org/10.1176/appi.ajp.2008.07121953
https://doi.org/10.1176/appi.ajp.2008.07121953
https://doi.org/10.1176/appi.ajp.2012.12070971
https://doi.org/10.1016/j.euroneuro.2014.05.010
https://doi.org/10.1016/j.euroneuro.2017.01.010
https://doi.org/10.1017/S0033291715001713
https://doi.org/10.1017/S0033291715001713
https://doi.org/10.1192/bjp.bp.114.162123
https://doi.org/10.3389/fpsyt.2020.530026
https://doi.org/10.1192/bjp.bp.114.152520
https://doi.org/10.1080/09638237.2016.1244716
https://doi.org/10.1186/s12888-019-2048-0
https://doi.org/10.3349/ymj.2002.43.5.579
https://doi.org/10.1037//0033-295x.84.2.191
https://doi.org/10.1192/j.eurpsy.2021.2253
https://doi.org/10.1016/j.jad.2020.11.019
https://doi.org/10.1016/j.jad.2012.01.004
https://doi.org/10.1016/j.apnu.2013.10.008
https://doi.org/10.1002/pchj.621
https://doi.org/10.1037/a0038655
https://doi.org/10.1037/a0038655
https://doi.org/10.1176/appi.ps.201600377
https://doi.org/10.1111/j.1399-5618.2011.00949.x
https://doi.org/10.1016/j.jad.2012.04.007
https://doi.org/10.1016/j.jad.2012.04.007
https://doi.org/10.1016/j.jad.2014.11.038
http://MoodSwings.net.au
https://doi.org/10.1016/j.jad.2014.08.008
https://doi.org/10.1111/bdi.12669
https://doi.org/10.1016/j.jad.2014.10.053
https://doi.org/10.1016/j.jad.2014.10.053
https://doi.org/10.1007/s10461-014-0971-0
https://doi.org/10.1016/j.jad.2016.06.064
https://doi.org/10.1016/j.jad.2016.06.064
https://doi.org/10.1016/j.jad.2019.10.008
https://doi.org/10.1186/s40345-019-0158-8
https://doi.org/10.1093/schbul/sby135
https://doi.org/10.1037/ccp0000684

Levrat et al.

104. Muneer A. Staging models in bipolar disorder: a systematic review of the
literature. Clin  Psychopharmacol Neurosci. (2016) 14:117-30. doi: 10.9758/
cpn.2016.14.2.117

105. Duffy A. Toward a comprehensive clinical staging model for bipolar disorder:
integrating the evidence. Can ] Psychiatr. (2014) 59:659-66. doi:
10.1177/070674371405901208

106. Berk M, Post R, Ratheesh A, Gliddon E, Singh A, Vieta E, et al. Staging in bipolar
disorder: from theoretical framework to clinical utility. World Psychiatry. (2017)
16:236-44. doi: 10.1002/wps.20441

107. Marchionatti LE, Antonelli-Salgado T, Erthal IN, Lopes SLS, Lucas LS,
Reboucas DB, et al. Bipolar disorder treatment according to illness trajectory: a
systematic review of clinical trials. Psychiatry Res. (2022) 312:114572. doi: 10.1016/j.
psychres.2022.114572

108. Reinares M, Pacchiarotti I, Sole B, Garcia-Estela A, Rosa AR, Bonnin CM, et al.
A prospective longitudinal study searching for predictors of response to group
psychoeducation in bipolar disorder. J Affect Disord. (2020) 274:1113-21. doi: 10.1016/j.
jad.2020.02.047

109. Ratheesh A, Hett D, Ramain ], Wong E, Berk L, Conus P, et al. A systematic
review of interventions in the early course of bipolar disorder I or II: a report of the
International Society for Bipolar Disorders Taskforce on early intervention. Int ] Bipolar
Disord. (2023) 11:1. doi: 10.1186/540345-022-00275-3

110. Khazaal Y, Preisig M, Zullino DFE. Psychoéducation et traitements cognitifs et
comportementaux du trouble bipolaire. Sante Ment Que. (2006) 31:125-43. doi:
10.7202/013689ar

111. Parikh SV, Hawke LD, Zaretsky A, Beaulieu S, Patelis-Siotis I, Macqueen G, et al.
Psychosocial interventions for bipolar disorder and coping style modification: similar
clinical outcomes, similar mechanisms? Can ] Psychiatr. (2013) 58:482-6. doi:
10.1177/070674371305800807

112. Novick DM, Swartz HA. Evidence-based psychotherapies for bipolar disorder.
Focus (Am Psychiatr Publ). (2019) 17:238-48. doi: 10.1176/appi.focus.20190004

Frontiers in Psychiatry

13

10.3389/fpsyt.2023.1320654

113. Okazaki T, Nakatsu K, Asaoka S, Okamura H. Factors associated with Long-term
medication adherence in patients who participated in a short-term group
psychoeducation program for bipolar disorder. Psychiatry Q. (2023) 94:265-80. doi:
10.1007/s11126-023-10031-0

114. Nicholas ], Larsen ME, Proudfoot J, Christensen H. Mobile apps for bipolar
disorder: a systematic review of features and content quality. ] Med Internet Res. (2015)
17:¢198. doi: 10.2196/jmir.4581

115. Soo SA, Zhang ZW, Khong SJ, Low JEW, Thambyrajah VS, Alhabsyi S, et al.
Randomized controlled trials of psychoeducation modalities in the Management of Bipolar
Disorder: a systematic review. J Clin Psychiatry. (2018) 79:17r11750. doi: 10.4088/JCP.17r11750

116. Piras M, Perra A, Gureje O, Preti A, Carta MG. The current quality of web-based
information on the treatment of bipolar disorder: a systematic search. J Clin Med. (2022)
11:5427. doi: 10.3390/jcm11185427

117. Sarkhel S, Singh OP, Arora M. Clinical practice guidelines for psychoeducation
in psychiatric disorders general principles of psychoeducation. Indian J Psychiatry.
(2020) 62:319-S323. doi: 10.4103/psychiatry.Indian]Psychiatry_780_19

118. Yu Y, Xiao L, Ullah S, Meyer C, Wang J, Pot AM, et al. The effectiveness of
internet-based psychoeducation programs for caregivers of people living with dementia:
a systematic review and meta-analysis. Aging Ment Health. (2023) 27:1895-911. doi:
10.1080/13607863.2023.2190082

119. Tao TJ, Lim TK, Yeung ETE Liu H, Shris PB, Ma LKY, et al. Internet-based and
mobile-based cognitive behavioral therapy for chronic diseases: a systematic review and
meta-analysis. NPJ Digit Med. (2023) 6:80. doi: 10.1038/s41746-023-00809-8

120. Chakrabarti S, Jolly AJ, Singh P, Yadhav N. Role of adjunctive nonpharmacological
strategies for treatment of rapid-cycling bipolar disorder. World J Psychiatry. (2023)
13:495-510. doi: 10.5498/wjp.v13.i8.495.

121. van den Berg KC, Hendrickson AT, Hales SA, Voncken M, Keijsers GPJ.
Comparing the effectiveness of imagery focussed cognitive therapy to group
psychoeducation for patients with bipolar disorder: a randomised trial. ] Affect Disord.
(2023) 320:691-700. doi: 10.1016/j.jad.2022.09.160

frontiersin.org


https://doi.org/10.3389/fpsyt.2023.1320654
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.9758/cpn.2016.14.2.117
https://doi.org/10.9758/cpn.2016.14.2.117
https://doi.org/10.1177/070674371405901208
https://doi.org/10.1002/wps.20441
https://doi.org/10.1016/j.psychres.2022.114572
https://doi.org/10.1016/j.psychres.2022.114572
https://doi.org/10.1016/j.jad.2020.02.047
https://doi.org/10.1016/j.jad.2020.02.047
https://doi.org/10.1186/s40345-022-00275-3
https://doi.org/10.7202/013689ar
https://doi.org/10.1177/070674371305800807
https://doi.org/10.1176/appi.focus.20190004
https://doi.org/10.1007/s11126-023-10031-0
https://doi.org/10.2196/jmir.4581
https://doi.org/10.4088/JCP.17r11750
https://doi.org/10.3390/jcm11185427
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_780_19
https://doi.org/10.1080/13607863.2023.2190082
https://doi.org/10.1038/s41746-023-00809-8
https://doi.org/10.5498/wjp.v13.i8.495
https://doi.org/10.1016/j.jad.2022.09.160

	Current practices of psychoeducation interventions with persons with bipolar disorders: a literature review
	1 Introduction
	2 Methods
	2.1 Search strategy
	2.2 Eligibility criteria
	2.3 Article selection

	3 Results
	3.1 Description of the included studies
	3.2 Data extraction
	3.3 Data synthesis
	3.3.1 The Colom and Vieta model
	3.3.2 Psychoeducation programs using the Bauer and McBride model with patients with BD
	3.3.3 Psychoeducation programs compared to or combined with CBT interventions
	3.3.4 Psychoeducation programs combined with DBT and mindfulness interventions, with MBCT, and with specific yoga technics
	3.3.5 Psychoeducation programs with family members of patients with BD
	3.3.6 Psychoeducation programs compared to interpersonal and rhythm therapy (IPSRT)
	3.3.7 Psychoeducation programs compared to functional remediation
	3.3.8 Psychoeducation programs combined with rehabilitation programs and collaborative care
	3.3.9 Psychoeducation programs and unspecified theoretical model
	3.3.10 Psychoeducation programs with patients with specific needs
	3.3.11 Psychoeducation programs based totally or partially on digital models

	4 Limitations
	5 Discussion
	6 Conclusion
	Author contributions

	References

