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Abstract

Purpose. To conduct a thematic synthesis to evaluate
qualitative studies exploring individuals’ experiences of
psychological-based interventions for bipolar disorder (BD).

Method. A systematic search of relevant databases
(Web of Science, PsycINFO, MEDLINE, CINAHL) was
conducted using predefined search terms related to ‘Bipolar’
‘Qualitative method’, ‘Psychological-based interventions’ and
‘Adults’. Studies meeting the inclusion criteria were selected
and were then evaluated using established quality appraisal
criteria. A thematic synthesis was used to synthesise the
findings.

Results. From the thematic synthesis, nine analytical
themes were derived from the ten identified research studies.
These were helpful and unhelpful aspects of the intervention,
increased knowledge of BD, mood recognition, control of
moods, change of perspective, mood stability, empowerment,
improved relationships, and lifestyle changes.

Conclusions. Findings from the review suggest there
were characteristics of psychological-based interventions that
individuals with BD valued and which helped facilitate areas of
positive change, such as feeling empowered and in control of
their moods and other aspects of their lives. However, there
were also elements that individuals did not find as helpful and

therefore reflects the challenge of a one-size-fits-all model or



plan of interventions, compared to a wider recognition of the
individuals as being the agent of their recovery. Future
qualitative research is needed to explore individual experiences
across a range of psychological interventions, in order to
further understand the therapeutic processes, which may

facilitate recovery.

Practitioner Points
e Psychological-based interventions for BD need to
consider facilitating and measuring empowerment in
individuals, rather than focusing just on mood stability.
e C(Clinicians with expertise and knowledge in BD should
provide timely information to individuals and their
families to help increase their understanding of the

diagnosis.



Introduction

Bipolar disorder (BD) is defined as a severe, chronic and
disabling mental health disorder characterised by recurrent
episodes of depression and mania or hypomania (Royal College of
Psychiatrists, 2015). In addition to mood instability, BD is
associated with significant psychosocial functional impairments,
reduced quality of life and higher incidences of suicide (American
Psychiatric Association, 2013; Novick et al., 2010; Rosa et al.,
2010). The primary treatment for BD still remains the use of
mood-stabilising or antipsychotic medication (Geddes &
Miklowitz, 2013; Nivoli et al., 2013). However, pharmacological
treatments do not always lead to absence or prevention of relapse
and do not benefit the residual depression that many people
experience out of the episode (Vieta et al., 2013).

There have been a number of studies that have either
developed or adapted psychological interventions for use within
the BD population, to be used in conjunction with pharmacological
treatment. These include psychoeducation (Colom et al., 2009;
Depp et al., 2015; Proudfoot et al., 2012), cognitive behavioural
therapy (CBT: Castle et al., 2010; Costa et al., 2012; Jones et al.,
2015), interpersonal and social rhythm therapy (ISRT: Inder et al.,
2015; Swartz et al., 2012), dialectal behavioural therapy (DBT:

Goldstein et al., 2014; Van Dijk et al., 2013), mindfulness-based



cognitive therapy (MBCT: Perich et al., 2013; Williams et al.,
2008), and family-focused therapy (Miklowitz et al., 2008, 2013,
2014).

A number of recent reviews have been conducted
investigating the effectiveness of different psychological
interventions on psychosocial outcomes in BD (Oud et al., 2016;
Reinares, Sanchez-Moreno & Fountoulakis, 2014; Salcedo et al.,
2016). Most reviews concluded that specific adjunctive
psychotherapies have been shown to improve outcomes (Geddes &
Miklowitz, 2013); however, outcomes varied between studies and
not all randomised controlled trials (RCTs) of psychological
interventions have shown positive outcomes (Gomes et al., 2011;
Scott et al., 2006). All the reviews concluded that psychological
interventions were effective in conjunction with pharmacological
treatment for BD, but these effect sizes were small (Oud et al.,
2016).

The variability in quantitative research findings on the
effectiveness of psychological interventions is reflected within the
National Institute for Health and Care Excellence (NICE, 2015)
guidelines for treatment and management of BD, as a specific
psychological intervention is not recommended. Instead, it
recommends the use of any structured manualised psychological

intervention — individual, group or family, which has at least one



RCT published. This is only for depression in BD, and there are no
recommendations for the psychological treatment of mania in BD.
The NICE recommendations are based on a large number of meta-
analyses, which contained a small number of RCT studies (Jauhar,
McKenna and Laws, 2016). In addition, a majority of the included
studies were of low quality, had methodological concerns and
statistical issues. Little is known about how people with BD
experience psychological interventions and thus there is a need to
understand this more.

Qualitative evaluation of the experience of interventions is
encouraged by the ‘Framework for Developing and Evaluating
Complex Interventions’ (Medical Research Council, 2008), and
can provide a deeper understanding of individuals’ experiences of
treatment. Evaluating interventions qualitatively is important to
fully understand its feasibility, acceptability and effectiveness
(Harper & Thompson, 2012). There are a number of synthesis
methods for qualitative studies, including meta-ethnography,
narrative synthesis, thematic synthesis and meta-study (Dixon-
Woods et al., 2005; Noblit & Hare, 1988). A synthesis of
qualitative studies could provide insight and clarification about
individuals’ views and experiences of psychological-based
interventions to understand what is helpful or unhelpful, and

clarify what might contribute to individual recovery. This may



identify whether any changes are needed to improve the

effectiveness of psychological treatments. To the author’s

knowledge, there have been no published reviews that synthesise
the findings from qualitative studies to provide insights into the
individual experiences of psychological-based interventions. The
review aims to address this gap within the research.

Aims of Review
The aim of this synthesis was to:

1) Systematically identify for qualitative studies exploring
individual experiences of psychological-based interventions
(individual, group or internet-based) for BD.

1) Assess the quality of the research.

1i1) Integrate the findings using a thematic synthesis approach
to explore what individuals perceive to be the benefits and
difficulties of psychological-based interventions, and the

processes that might facilitate positive change.

Method
In order to improve the conduct and reporting of this
qualitative synthesis, the Enhancing Transparency in Reporting the
Synthesis of Qualitative Research guidelines (ENTREQ: Tong et

al., 2012) was used.



Search Strategy

The CHIP tool (Shaw, 2010) was used to break down the
key components of the search question into Context, How study
was conducted, Issues examined, and People involved. Search
terms were developed through consideration of terms used in
previous literature reviews and guidelines for searching qualitative
studies (Shaw, 2012; Toye et al., 2014). Search terms are presented
in Table 1. A number of key databases were used to ensure a
comprehensive search of all the relevant literature was conducted.
The following databases were searched: Web of Science (Core
Collection), PsycINFO, MEDLINE, CINAHL and Google Scholar.
References were searched from the period of their inception up
until May 2018. The references of all relevant studies were
checked, and Google Scholar was used to examine citations of
articles meeting the inclusion criteria. See Table 2 for inclusion
and exclusion criteria.

Authors of the identified papers, as well as authors of RCTs
for psychological interventions for BD (published since 2010),
were contacted to identify whether they published or were aware of
further qualitative studies exploring individual experiences of

interventions.

(Table 1 here)



(Table 2 here)

Appraisal of Study Quality

Upon completion of the search process, relevant
information from the identified papers was imported into an Excel
spreadsheet in order to allow the study characteristics to be
summarised and to prepare for the quality appraisal.

The Critical Appraisal Skills Programme for qualitative
research (CASP, 2010) was used to assess the quality of the
identified studies. It has been widely used in a number of
qualitative syntheses (Coleman et al., 2017; Devereux-Fitzgerald et
al., 2016; Katsakou & Pistrang, 2017). The tool assesses 10 key
areas, including suitability and appropriateness of qualitative
method, recruitment strategy, consideration of ethical issues and
data analysis methods. An overall quality rating was assigned to
each paper: ‘satisfactory’, ‘unable to evaluate’ due to insufficient
information, or ‘fatally flawed” and must therefore be treated with
caution (Dixon-Woods et al., 2007). The quality appraisal was not
used to exclude papers, but was used to provide a ‘quality context’
within which the outcome of the synthesis can be placed.

A peer researcher, blind to the author’s ratings, appraised a
third of the papers chosen at random. The results from the

appraisal were discussed and any areas of uncertainty or



discrepancy were resolved through discussion.
Synthesis Process

A thematic synthesis based on the method described by
Thomas and Harden (2008) was used to analyse the data from the
primary studies and address the review questions. Thematic
synthesis was developed and applied to systematic reviews that
consider individuals’ perspectives and experiences in order to
address specific review questions about need, appropriateness,
acceptability and effectiveness of interventions (Barnett-Page &
Thomas, 2009). Therefore, this methodology was chosen as it was
well suited to meeting the aims of this review.

The first author read and re-read the studies to fully
immerse in the data. In accordance with Thomas and Harden’s
(2008) recommendations, all text within the ‘Results’ or ‘Findings’
of the primary studies were extracted and entered verbatim into
NVivo software. Both participant quotes and author interpretations
were treated equally as primary data.

The first author carried out the following three stages:

1. Line by line coding to generate descriptive codes. Each
line had at least one code applied, although most were
classified using several codes.

2. Development of descriptive themes by comparing and

grouping codes based on similarities and differences
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across papers. Data from each study was also extracted
and grouped together in Excel to further identify
themes.
3. Analytical themes were generated by looking at the
studies as a whole in relation to the review questions.
Themes emerged through an iterative process of
reflection and interpretation of all of the descriptive
themes within and across studies.
The first author adopted a critical realist perspective (Cook
& Campbell, 1979) throughout the synthesis process. Critical
realism sits between an independent, real and knowable world;
however the knowledge and understanding of this is constructed
and interpreted through subjective, cultural and social processes
that the researcher can access (Sayer, 2000). It is a position that
assumes there are multiple ways of interpreting the data (Madill et
al., 2000). The first author kept a reflective diary as an audit trail
recording the decisions made throughout the analysis process. The
preliminary coding framework, descriptive and analytical themes
were discussed and refined by all the authors during regular
meetings.
Results
The search identified 1108 studies. Following the removal

of duplicates, 781 titles were screened for relevance. After
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excluding titles that were irrelevant, 84 abstracts were screened for
relevance based on the inclusion/exclusion criteria. Following this,
41 full-text papers were checked based on the inclusion/exclusion
criteria. A total of ten studies were identified for the review and
were assessed for their methodological quality. Two authors
(Morris et al., 2016; Straughan & Buckenham, 2006) were
contacted for qualitative information that was contained within the
appendices of the papers.

No additional papers were identified through alternative
sources. Several authors from RCT studies who were contactable
shared that they either did not seek qualitative feedback from their
participants, or if they did, they were in the process of analysing
the data, or the results had not yet been published. The process of
identification and inclusion of relevant studies in the review is also
shown in Figure 1 using the ‘preferred reporting items for
systematic reviews and meta-analyses’ (PRISMA; Moher, Liberati,
Tetzlaff, Altman & The PRISMA Group, 2010).

Quality Assessment

Following the evaluation of studies using the CASP tool,
there were no studies that were assessed as ‘fatally flawed’;
however, five papers (Evans et al., 2016; Menezes & Conceicao,
2012; Morris et al., 2016; O’Connor et al., 2008; Poole, Simpson

& Smith, 2012) were reported in insufficient detail to allow for a
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clear rating. Therefore caution must be taken when interpreting the
findings of these papers. The majority of papers failed to report

author reflexivity.

(Figure I here)

Description of Studies

A summary of key characteristics of the ten primary studies
and quality ratings is provided in Table 3. In total, there were 155
participants, with ages ranging from 20 to 76 years. Of the 155
participants in the studies, 90 were female. Menezes and
Conceicao (2012) focused exclusively on all female accounts.
Participant ethnicity and diagnosis clarification were often not
presented within papers.

Seven studies focused on psychoeducation and relapse
prevention interventions. The content of these interventions
included evaluating the causes of BD, understanding early warning
signs and triggers, focusing on lifestyle factors, medication and
non-pharmacological treatments and developing coping strategies.
Other psychological interventions included cognitive analytic
therapy (CAT: Evans et al., 2016), MBCT (Chadwick et al., 2011)
and a novel CBT approach (Joyce et al., 2016).

Six studies were group-based interventions, three were
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individual interventions and one study was internet-based (Poole,
Simpson & Smith, 2012). Interventions ranged from 6 - 24
sessions, with sessions ranging from 50-minutes to 3-hours. Two
studies (Chadwick et al., 2011; Evans et al., 2016) included follow-
up sessions. Mental health professionals, including clinical
psychologists, mental health nurses, psychiatrists and care
coordinators facilitated the majority of interventions. Both the
Menezes and Conceicao (2012) and Morriss et al. (2016) studies
had mixed input from mental health professionals and service
users. The Straughan and Buckenham (2006) study evaluated a
service-user led intervention.

Nine studies used semi-structured or open-ended interviews
and thematic analysis as the qualitative methodology. Evans et al.
(2016) collected their qualitative data from participant feedback on
post-session Helpful Aspects of Therapy forms. O’Connor et al.
(2008) used interpretative phenomenological analysis (IPA) for
their qualitative methodology. All but one study (Straughan &
Buckenham, 2006) were published during the last decade. Nine of
the studies were conducted in the United Kingdom and one study
(Menezes & Conceicao, 2012) was conducted in Brazil.

(Table 3 here)

Thematic Synthesis Findings

The findings from the ten primary studies were synthesised
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into nine analytical themes. The first theme ‘Helpful and unhelpful
aspects’ addresses the review question of what individuals find
beneficial or difficult from the interventions. The remaining eight
themes: Increased knowledge in BD; Mood recognition; Control of
moods; Change of perceptive; Mood stability; Empowerment;
Improved relationships; and Lifestyle changes, are grouped
together to understand the processes of positive changes and what
factors may contribute to individual recovery (Figure 2). A
summary of the themes are presented in Table 4, along with

quotations from participants’ and authors’ interpretations.

(Table 4 here)

Helpful and Unhelpful Aspects

There were several helpful and unhelpful elements within
the psychological-based interventions identified by individuals.
These were: Professional expertise; Similar experiences; Learning
from others’ experiences; Intervention structure; Therapist style;
Opportunity to talk; and Impact of mood.

Professional expertise. Five of the ten papers reported that
individuals valued and appreciated having expert knowledge from
professionals. Individuals felt that they had more confidence in

information about BD because they trusted professional knowledge
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(Joyce et al., 2016; Menezes & Conceicao, 2012; O’Connor et al.,
2008; Poole et al., 2012, 2015).

Similar experiences. Participants who attended the group
interventions found that sharing their experiences with other
individuals with BD was helpful and important (O’Connor et al.,
2008; Menezes & Conceicao, 2012; Morriss et al., 2016; Pontin et
al., 2009; Straughan & Buckenham, 2006). For some individuals it
was their first time meeting other people experiencing BD (Poole
et al., 2015). In Morriss et al.’s study, individuals shared that one
of the reasons they participated in the RCT was to meet others with
similar experiences. Many individuals found it satisfying to meet
others and reported that they realised they were not alone with
their experiences of BD. Individuals reported increased support
and some made friendships from the interventions (Morriss et al.,
2016; Poole et al. 2015; Straughan & Buckenham, 2006).

Some individuals reported that meeting others with BD was
also helpful as they were able to make comparisons with others in
the group in relation to the extent of their illness (Menezes &
Conceicao, 2012; O’Connor et al., 2008; Poole et al., 2015).
Individuals reported a sense of relief when they met others who
had worse experiences than their own (Menezes & Conceicao,

2012).
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The exception to this was reported in Poole et al.’s (2012)
study as some individuals perceived that engaging with other
people with BD would be a negative experience. Individuals stated
that it would be unappealing because they did not want to identify
themselves with mental illness or be reminded of the experience of
being unwell. Some people also worried that this might lead to a
deterioration in their own mental health.

Learning from others’ experiences. Individuals reported
that they had learnt from other people’s experiences of BD,
benefitting from their knowledge and understanding (Menezes &
Conceicao, 2012; Morriss et al., 2016; Poole et al., 2015;
Straughan & Buckenham, 2006). In particular, individuals stated
that they learnt from others insights and coping methods, which
subsequently motivated and inspired them to make changes.
Learning was not regarded as a one-way process, and individuals
described how sharing their own knowledge with others was also
valuable (Menezes & Conceicao, 2012; Poole et al., 2015).
Individuals highlighted that learning from others’ experiences
would be helpful for those who were newly diagnosed (Morriss et
al., 2016).

In the Poole et al. (2012) study, individuals reported that
they would have preferred naturalistic videos within the online

modules, which should include people with BD talking about their
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experiences. Similarly, participants reported preferring learning
with and from other people’s experiences.

Intervention structure. Some individuals considered the
timing, spacing, number and context of sessions to be important.
Participants acknowledged spacing between sessions allowed them
time to engage with content and their goals (Joyce et al., 2016;
Poole et al., 2012). Individuals within the internet-based study
found that accessing the modules in their own time in a private
environment provided safety (Poole et al., 2012). Likewise, a
group in the community setting in Poole et al.’s (2015) study was
seen as a helpful aspect as it provided a neutral, social setting,
compared to if the group was set within a hospital environment.
The timing of the group was considered by some individuals, such
as time of the day (e.g. impact on work) and time of the year (e.g.
cold winter evenings) (Poole et al., 2015).

Participants within group interventions (Morriss et al.,
2016; Poole et al., 2015) reported one unhelpful element was that
group discussions were dominated by other people and this was not
facilitated well. This led to participants dropping out of the Morriss
et al.’s study.

Therapist style. Three studies reported positive
experiences of the therapist within interventions (Evans et al.,

2016; Joyce et al., 2016; Poole et al., 2015). Individuals felt that
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the therapists were responsive and facilitated engagement.
Therapists were seen as kind, calming and good listeners, who
provided a relaxed and comfortable space for individuals. People
felt the therapist adapted their style according to the individual
needs, rather than adhering to a rigid structure. This helped build
therapeutic alliances and facilitated communication (Joyce et al.,
2016). In the Straughan and Buckenham (2006) study, individuals
found the service user led style helpful.

However, not all participants in the Poole et al. study found
the facilitators helpful. Some reported that the facilitators had poor
group management skills, with a disengaged approach. The
facilitators were focused on the PowerPoint slides and individuals
felt they could have been more flexible to the needs of the group.
Similarly, individuals in the Pontin et al. (2009) study found their
care coordinators to be more structured and focused within the
intervention, which was seen as unhelpful.

Therapy techniques. Most studies focused on helpful or
unhelpful techniques used within the different interventions.

For the psychoeducation and relapse prevention
interventions (Morriss et al., 2016; Pontin et al., 2009; Poole et al.,
2012, 2015), there were mixed views from participants regarding
the use of the life chart exercise. Some individuals valued creating

a life timeline, as it gave them the opportunity to clarify and
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understand their diagnosis. It helped increase their understanding
of previous mood episodes and provide a link to triggers.
Individuals reported that it facilitated reflection on how the
diagnosis had affected them personally and enabled them to think
about more helpful ways to manage their moods in the future
(Morriss et al., 2016; Pontin et al., 2009; Poole et al., 2015).

However, some individuals reported feeling uncomfortable
about recalling past episodes, triggers, and warning signs (Pontin
et al., 2009; Poole et al., 2012, 2015). Participants in Poole et al.’s
(2012) study found the online life chart exercise difficult to
complete and recall mood episodes. For some, remembering past
events led them to feeling upset, whilst others were reluctant to
think about it as they were worried it would trigger a depressive
episode. Individuals recommended that they be prepared and
supported to complete the exercise, or have the option of opting
out if they did not feel prepared or want to do it (Poole et al.,
2015). Furthermore, a few studies (Joyce et al., 2016; Poole et al.,
2015; Pontin et al., 2009) reported that individuals found creating
individualised safety action plans helpful.

Additional effective techniques were unique to the type of
intervention. For example, the use of mindfulness techniques and
focusing on the present moment was seen as a useful way of

broadening individual awareness on difficult thoughts and feelings
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(Chadwick et al., 2011). In the Evans et al. (2016) study,
individuals found the reformulation letter and the process of
finding ‘exits’ helpful. In the novel CBT study, participants found
that identifying the advantages and disadvantages of mood and
‘finding a middle ground’ helpful to try and conceptualise an ideal
self-state. Reappraisal techniques to consider alternatives and using
metaphors to facilitate positive perspectives were also seen as
helpful techniques. However, two individuals reported
unwillingness to learn therapeutic techniques, requiring only
emotional support (Joyce et al., 2016).

Opportunity to talk. Being given the opportunity to talk
was described as a helpful experience (Evans et al., 2016; Joyce et
al., 2016; Morriss et al., 2016). It was seen as a comforting and
necessary process, as individuals reported not having the
opportunity to share their thoughts, emotions and experiences
around BD or talk about important personal topics in their day-to-
day lives. Feeling safe within the interventions was highlighted as
an important element to facilitate communication (Menezes &
Conceicao, 2012; Poole et al., 2015). However, in the Pontin et al.
(2009) study, some individuals stated that talking about their
experiences was ‘emotionally tiring and upsetting’ and for some

this induced feelings of anxiety.
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Individuals within the Poole et al. (2012) study highlighted
that an unhelpful element to the online intervention was the lack of
opportunity to engage with others.

Impact of mood. A few studies reported that individuals’
moods affected engagement within interventions (Evans et al.,
2016; Poole et al., 2012). Low mood seemed to impact on the
concentration and motivation levels required to engage with
interventions, and some individuals felt less sociable (Chadwick et
al., 2011; Poole et al., 2015). The experience of high moods led to
some individuals feeling angry, upset and restless (Poole et al.,
2015). The impact of mood led to some individuals missing
sessions or dropping out of interventions completely (Poole et al.,

2012, 2015).

(Figure 2 here)

Process of Positive Change

The remaining eight themes are outlined below to help
explain the process of positive changes from the psychological-
based interventions. The four themes (Increased knowledge of BD,
Mood recognition, Control of moods, Change of perspective)
appear to be important factors within interventions for individuals

with BD, which then lead directly to the following themes of
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positive changes within their lives: Mood stability; Empowerment;

Improved relationships; and Lifestyles changes.

Increased Knowledge of BD

Several studies (Pontin et al., 2009; Poole et al., 2015;
Straughan & Buckenham, 2006) highlighted the importance that
individuals attributed to increased knowledge around BD. This
enhanced their insight and understanding of the diagnosis, the
different forms it can take, the causes, and treatment options. Some
participants had experienced symptoms for years without receiving
any information or an understanding of their diagnosis (Menezes &
Conceicao, 2012), and one of the main reasons for being involved
in the research was to access this knowledge (Morriss et al., 2016).
In the Poole et al. (2012) study, individuals had experienced BD
for a significant number of years, and although they reported
learning little new information, the information reinforced and
consolidated their existing knowledge. The participants suggested
that the online intervention would be helpful for those who were
newly diagnosed, as they also reported having difficulty accessing
sufficient information at the time of their diagnosis.
Mood Recognition

All ten studies highlighted that following the interventions

individuals reported an increased self-awareness of early warning
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signs of mood changes, as well as recognising triggers to mood and
noticing mood changes better. Due to the increase in self-
awareness and monitoring of moods, individuals were able to deal
with symptoms better.

Control of Moods

All but one study (Evans et al., 2016) reported that due to
the increased mood recognition, individuals consequently
described responding differently to their mood changes. Some
participants had developed coping strategies, such as distraction
techniques, to prevent or manage mood escalations, as well as
regulate their behaviour (Joyce et al., 2016; Menezes & Conceicao,
2012; Morriss et al., 2016; Poole et al., 2012, 2015). In the
Chadwick et al. (2011) study, individuals adapted their
mindfulness practice according to the mood state they were in to
help control changes. However, some individuals within the Pontin
et al. (2009) study felt that when their mood changes occurred too
quickly, their strategies were ineffective.

Some studies identified that individuals had become aware
of how to control their moods in order to maintain their wellbeing
(Poole et al., 2015; Pontin et al., 2009; Straughan & Buckenham,
2006). Individuals reported feeling less overwhelmed by moods,
and experienced an increased tolerance to mood swings (Chadwick

et al. 2011; Joyce et al., 2016). In Joyce et al.’s study, some
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participants reported no impact of the therapy on their mood
management.
Change of Perspective

The subthemes related to individuals with BD change of
perspective following completion of psychological-based
interventions were: Attitudes towards medication; Taking
responsibility; Acceptance; and Thinking differently.

Attitude towards medication. Following a number of
psychoeducation interventions, some individuals described a
change in their attitude towards medication, and acknowledged its
role in relapse prevention (O’Connor, 2008; Poole et al., 2015;
Pontin et al., 2009). Some participants also reported feeling more
confident and willing to try medication (Poole et al., 2012).

Taking responsibility. Half of the papers described how
individuals were feeling more determined to take personal
responsibility in managing their BD (Joyce et al., 2016; Pontin et
al., 2009; Poole et al., 2015). Individuals reported awareness in the
need to engage in active in the treatment process and in taking
responsibility for their actions in order to change behaviour
(Menezes & Conceicao, 2012; Straughan & Buckenham, 2006).

Acceptance. Following interventions there was a reported
increase in acceptance of the mood changes, diagnosis and the self

(Chadwick et al., 2011; O’Connor et al., 2008; Poole et al., 2012,
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2015; Pontin et al., 2009). For some individuals this meant coming
to terms with the disorder, and learning to live a ‘normal’ and
‘happy’ life despite the BD (Menezes & Conceicao, 2012). The
process of normalising and understanding that everyone can
experience mood changes helped with the acceptance of moods
(Joyce et al., 2016).

Thinking differently. Three papers reported that
individuals responded differently to their thoughts and had
changed their way of thinking (Chadwick et al., 2011; Joyce et al.,
2016; Straughan & Buckenham, 2006). From the interventions,
individuals learnt to reappraise situations to consider alternatives
and respond to negative thoughts differently, such as challenging
thoughts and beliefs or letting go of the thoughts. This led to
individuals feeling less overwhelmed by their thoughts and
changed their patterns of behaviour. Participants described an
increase in meta-cognitive awareness into their thoughts
(Chadwick et al., 2011; Joyce et al., 2016). However, three
individuals in the Joyce et al. study reported no changes in their
thinking.

Mood Stability

Five papers highlighted individual experiences of mood

stability following interventions (Chadwick et al., 2011; Pontin et

al., 2009; Poole et al., 2015). Individuals reported a reduction in
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negative affect and increased mood stability. Individuals felt they
were maintaining their wellness for longer periods (Straughan &
Buckenham, 2006) and had experienced a reduction in the number
of hospitalisations (Menezes & Conceicao, 2012).
Empowerment

Individuals reported a sense of empowerment, as well as
increased confidence and self-esteem following interventions
(O’Connor et al., 2008; Menezes & Conceicao, 2012; Pontin et al.,
2009; Straughan & Buckenham, 2006). Some individuals
described an increase in assertiveness, enabling them to cope better
in situations they originally found challenging (Joyce et al., 2016;
Poole et al., 2015).
Improved Relationships

Individuals reported improved relationships with partners,
family and mental health professionals due to an increase in their
understanding and support (Pontin et al., 2009; Straughan &
Buckenham, 2006). Family and partners were more accepting of an
individual’s diagnosis and supported their involvement within
interventions (Poole et al., 2015). Giving or sharing of information
with others helped to facilitate this process, in particular
information on diagnosis and aetiology (Poole et al., 2012).
Individuals in Poole et al.’s (2015) study gave information to

family members so that they could also identify and be aware of
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mood changes. Due to their increased knowledge and
understanding about their diagnosis, individuals were able to
communicate their experiences of BD to others in a concise way
that helped reduce experience of stigma.

For some, the intervention did not impact on individuals’
personal relationships (Poole et al., 2015). For example, some
family and friends were not interested or considerate to the
individual’s mental health needs, and individuals reported cutting
out these particular people from their lives.

Lifestyle Changes

Individuals made healthier lifestyle changes as a
consequence of the interventions, and also experienced increased
levels of functioning and quality of life (Poole et al., 2012, 2015).
Participants shared that they had adopted healthier behaviours;
such as reducing alcohol intake, adjusting their sleep patterns,
eating more healthily and exercising, as well as creating and
maintaining a structure to daily life. Individuals reported engaging
with their life goals and managing their daily work and personal
responsibilities better (Joyce et al., 2016; Menezes & Conceicao,

2012; Straughan & Buckenham, 2006).
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Discussion

The thematic synthesis of ten primary qualitative studies
provides valuable insight into what individuals with BD find
helpful and unhelpful within psychological interventions, as well
as summarising the processes within the interventions that
facilitate positive changes. Despite there being a relatively sparse
body of research exploring individual experiences of
psychological-based interventions, this review highlights some
common themes across studies.

The hypothetical model of processes which might facilitate
positive change suggests increasing individuals’ knowledge and
understanding of BD, especially early on in diagnosis, can help
individuals recognise their early warning signs and triggers. This
meant individuals could cope better with mood fluctuations - using
strategies learnt in interventions, such as reappraisal of thoughts
and moods and mindfulness techniques. These enabled individuals
to feel less overwhelmed by their mood changes and helped with
mood stability. Overall, this led to individuals feeling more in
control and empowered in their lives. The effect of feeling
empowered, along with increased skills and knowledge meant that
individuals dealt with situations, relationships and lifestyle choices

better.
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The findings of this review mirror some qualitative studies
exploring experiences of individuals with BD in general. Mansell
et al. (2010) investigated qualitative accounts of the process of
recovery in individuals with BD. Similar helpful approaches were
found, including understanding and acceptance of BD. These were
important processes for personal growth, which also helped change
individual thought processes about behaviours, and take more
responsibility. Individuals found information on BD a helpful
resource, as they gained insight into their thoughts, feelings and
behaviours, and learnt how to manage these. Similarly, lifestyle
factors and social support were also seen as important in increasing
mood stability.

The themes ‘Control of moods’ and ‘Change of
perspective’ seem consistent with the integrative cognitive model
(Mansell et al., 2007). This model proposes that individuals with
BD have conflicting beliefs about their internal mood states and
how to control them. Re-appraisal techniques may help individuals
disconfirm these beliefs, which are linked to control, and therefore
enhance mood states.

Another study by Barker (2002) identified coping
techniques commonly used by members of Mood Swings Network.
Seventy-five percent of individuals reported using non-medical

strategies such as support from family and friends, positive
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thinking, healthy lifestyle management, understanding the
diagnosis and talking to others.

Finally, the themes in the review are also supported by
Billsborough et al.’s (2014) findings about what individuals with
BD want from support. These included being listened to,
empowerment through self-coping strategies, and an understanding
of early warning signs in order to respond quicker and maintain
wellbeing.

Limitations and Future Research

This review used a systematic and rigorous method to
ensure a broad range of all relevant studies were included.
However, the inclusion of only peer-reviewed English papers may
have narrowed the results and be subject to bias. Excluding ‘grey’
area research may have distorted the findings, as theses, service
evaluations, or case reports may have added value. All but one
study was conducted in the UK, and the findings from the review
may not be generalisable to other countries or cultures, which may
have alternative views.

The majority of the included papers focused on
psychoeducation interventions. Only one of these studies was
based on a service user led intervention. This limited the findings
of the review to those specific types of interventions. However, it

is important to highlight that the majority of themes were
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represented across all interventions. There is a need for further
qualitative studies obtaining the perspectives of individuals
diagnosed with BD on CBT, CAT, and mindfulness, but also on
other interventions such as DBT and family therapy, which might
expand further on understanding of intervention processes. Future
qualitative research should focus on a range of psychological
interventions other than CBT and psychoeducation, looking at
facilitators and barriers which may add to the inconsistent
quantitative research on effectiveness of psychological
interventions for BD. There are authors who are due to publish
separate qualitative aspects embedded within the RCTs in due
course (Evans et al., 2016; Morriss et al., 2016). Future RCTs
should consider the use of qualitative methods in order to address
the gap in individual perspectives on interventions and strengthen
the evaluative research.

Similarly, there is an absence within the review findings
about the importance of addressing anxiety and past trauma within
psychological-based interventions, despite the reported high levels
of comorbidity within BD and individual accounts of trauma
histories (Maniglio, 2013; Mclntyre et al., 2006; Palmier-Claus,
Berry, Bucci, Mansell & Varese, 2016). Future qualitative research
should explore whether this is something individuals would like to

address within psychological-based interventions.
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The findings of the thematic synthesis were limited due to
the quality and depth of some of the included studies. Some studies
provided a ‘thin’ description of participant experiences, which
contributed less to the final analysis when compared to studies that
were more detailed in their Results/ Findings. The insufficient
detail presented in some papers may be due word limit issues
within journal publications, which are more appropriate for
quantitative studies. These studies were included in the review due
to the small number of studies available investigating qualitative
experiences of psychological interventions for BD.

In addition, the majority of studies did not highlight the
impact of researcher and participant relationship in their
methodological information. Future qualitative research needs to
remain attentive to conducting rigorous analyses, including
researcher reflexivity, and provide rich descriptions of individual
experiences of psychological-based interventions.

Implications for Clinical Practice

The present review brings together helpful and unhelpful
aspects of psychological interventions for people with BD and
highlights intervention characteristics which might facilitate
positive change. This links to areas for future development of
research and clinical practice of existing treatment approaches for

BD.
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Jauhar, McKenna and Laws (2016) reported that the
majority of intervention studies focus measure outcomes relating to
mood stability across time and social functioning. This review
highlights that these are important measures of positive change;
however, there is also a need for interventions to use outcomes of
empowerment and improved relationships to measure positive
change. Furthermore, it seems there is a need for psychological
interventions to facilitate these active processes more directly. If
individuals with BD feel empowered, they may experience more
engagement in, and control over, their lives.

As a helpful starting point to empower individuals,
clinicians should consider providing a choice of options within
interventions. For example, providing the option for either
individual, group, online, or a combination of these approaches. In
addition, negotiating the timing, number of sessions, and the
involvement of significant others may be useful. Clinicians should
be flexible and adapt approaches where necessary, and create a
safe and supportive environment to provide an opportunity for the
individual to talk about what is most important to them. Clinicians
need to be highly attuned in order to work with individuals across
the diverse mood states and interpersonal styles. The interventions
and information provided to individuals should be delivered by

those with knowledge and expertise, and that this should be
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provided as early as possible to, increase individuals understanding
and knowledge of BD. The role of peer support within
interventions should also be considered to reduce feelings of
isolation.

Given the effects of psychological-based interventions for
BD are modest, it is important that researchers and clinicians
discover what clients would want from therapy, rather than only
focusing on what clients felt worked in those therapies, in order to

improve the effectiveness of treatment.



35

References

American Psychiatric Association. (2013). Diagnostic and
statistical manual of mental disorders (5th ed.).
Washington, DC: Author.

Barker, J. A. (2002). The service and illness experiences described
by users of the Mood Swing Network. Journal of Mental
Health, 11, 453-463. doi: 10.1080/09638230020023796

Barnett-Page, E., & Thomas, J. (2009). Methods for the synthesis
of qualitative research: a critical review. BMC Medical
Research Methodology, 9, 1-11. doi:10.1186/1471-2288-9-
59

Billsborough, J., Mailey, P., Hicks, A., Sayers, R., Smith, R.,
Clewett, N., & Larsen, J. (2014). 'Listen, empower us and
take action now!": Reflexive-collaborative exploration of
support needs in bipolar disorder when 'going up' and
'going down'. Journal of Mental Health, 23, 9-14. doi:
10.3109/09638237.2013.815331

Castle, D., White, C., Chamberlain, J., Berk, M., Berk, L., Lauder,
S.,...Gilbert., M. (2010). Group-based psychosocial
intervention for bipolar disorder: randomised controlled
trial. British Journal of Psychiatry, 96, 383—-388. doi:

10.1192/bjp.bp.108.058263



36

*Chadwick, P., Kaur, H., Swelam, M., Ross, S., & Ellett, L.
(2011). Experience of mindfulness in people with bipolar
disorder: A qualitative study. Psychotherapy Research, 21,
277-285. doi: 10.1080/10503307.2011.565487

Coleman, S. J., Stevelink, S. A., Hatch, S. L., Denny, J. A., &
Greenberg, N. (2017). Stigma-related barriers and
facilitators to help seeking for mental health issues in the
armed forces: a systematic review and thematic synthesis of
qualitative literature. Psychological Medicine, 47, 1880-
1892. doi: 10.1017/S0033291717000356

Colom, F., Vieta, E., Sanchez-Moreno, J., Palomino-Otiniano, R.,
Reinares, M., Goikolea, J. M., . . . Martinez-Aran, A.
(2009). Group psychoeducation for stabilised bipolar
disorders: 5-year outcome of a randomised clinical trial.
The British Journal of Psychiatry, 194, 260-265. doi:
10.1192/bjp.bp.107.040485

Costa, R. T., Cheniaux, E., Rangé, B. P., Versiani, M., & Nardi, A.
E. (2012). Group cognitive behavior therapy for bipolar
disorder can improve the quality of life. Brazilian Journal
of Medical and Biological Research, 45, 862-868. doi:

10.1590/s0100-879x2012007500109



37

Critical Appraisal Skills Programme (2010). Making sense of
evidence about clinical effectiveness: 10 questions to help
you make sense of qualitative research. Retrieved from
http://www.casp-uk.net/

Depp, C. A., Ceglowski, J., Wang, V. C., Yaghouti, F., Mausbach,
B. T., Thompson, W. K., & Granholm, E. L. (2015).
Augmenting psychoeducation with a mobile intervention
for bipolar disorder: A randomized controlled trial. Journal
of Affective Disorders, 174, 23-30.
doi:10.1016/j.jad.2014.10.053

Devereux-Fitzgerald, A., Powell, R., Dewhurst, A., & French, D.
P. (2016). The acceptability of physical activity
interventions to older adults: A systematic review and
meta-synthesis. Social Science & Medicine, 158, 14-23.
doi: 10.1016/j.socscimed.2016.04.006

Dixon-Woods, M., Sutton, A., Shaw, R., Miller, T., Smith, J.,
Young, B., & Jones, D. (2007). Appraising qualitative
research for inclusion in systematic reviews: A quantitative
and qualitative comparison of three methods. Journal of
Health Service Research Policy, 12, 42-47.

doi:10.1258/135581907779497486.



38

*Evans, M., Kellett, S., Heyland, S., Hall, J., & Majid, S. (2016).
Cognitive analytic therapy for bipolar disorder: A pilot
randomized controlled trial. Clinical Psychology and
Psychotherapy, 24, 22-35. doi: 0.1002/cpp.2065

Geddes, J. R., & Miklowitz, D. J. (2013). Treatment of bipolar
disorder. Lancet Psychiatry, 381, 1672-1682.
doi:10.1016/S0140-6736(13)60857-0

Goldstein, T. R., Fersch-Podrat, R. K., Rivera, M., Axelson, D. A.,
Merranko, J., Yu, H., . . . Birmaher, B. (2014). Dialectical
behavior therapy for adolescents with bipolar disorder:
results from a pilot randomized trial. Journal of Child and
Adolescent Psychopharmacology, 25, 140-149. doi:

10.1089/cap.2013.0145

Gomes, B. C., Abreu, L. N, Brietzke, E., Caetano, S. C.,
Kleinman, A., Nery, F. G., & Lafer, B. (2011). A
randomized controlled trial of cognitive behavioral group
therapy for bipolar disorder. Psychotherapy and
Psychosomatics, 80, 144-150. doi: 10.1159/000320738

Harper, D., & Thompson, A. R. (2012). Qualitative research

methods in mental health and psychotherapy: A guide for

student and practitioners. Chichester, England: Wiley.



39

Inder, M. L., Crowe, M. T., Luty, S. E., Carter, J. D., Moor, S.,
Frampton, C. M., & Joyce, P. R. (2015). Randomized,
controlled trial of interpersonal and social rhythm therapy
for young people with bipolar disorder. Bipolar Disorders,
17,128-138. doi: 10.1111/bdi.12273

Jauhar, S., McKenna, P. J. , & Laws, K. R. (2016). NICE guidance
on psychological treatments for bipolar disorder: searching
for the evidence. Lancet Psychiatry, 3, 386-388.
doi: 10.1016/S2215-0366(15)00545-3

Jones, S. H., Smith, G., Mulligan, L. D., Lobban, F., Law, H.,
Dunn, G.,... Morrison, A. P. (2015). Recovery-focused
cognitive—behavioural therapy for recent-onset bipolar
disorder: randomised controlled pilot trial. The British
Journal of Psychiatry, 206, 58-66.
doi: 10.1192/bjp.bp.113.141259

*Joyce, E., Tai, S., Gebbia, P., & Mansell, W. (2016). What are
people's experiences of a novel cognitive behavioural
therapy for bipolar disorders? A qualitative investigation
with participants on the TEAMS trial. Clinical Psychology

and Psychotherapy, 21, 1-15. doi: 10.1002/cpp.2040



40

Katsakou, C., & Pistrang, N. (2017). Clients' experiences of
treatment and recovery in borderline personality disorder:
A meta-synthesis of qualitative studies. Psychotherapy
Research, 31, 1-18. doi: 10.1080/10503307.2016.1277040

Madill, A., Jordan, A., & Shirley, C. (2000). Objectivity and
reliability in qualitative analysis: Realist, contextualist and
radical constructionist epistemologies. British Journal of
Psychology, 91, 1-20. doi: 10.1348/000712600161646

Maniglio, R. (2013). The impact of child sexual abuse on the
course of bipolar disorder: A systematic review. Bipolar
Disorders, 15, 341-358. doi: 10.1111/bdi.12050

Mansell, W., Morrison, A. P., Reid, G., Lowens, 1., & Tai, S.
(2007). The interpretation of, and response to, changes in
internal states: an integrative cognitive model of mood
swings and bipolar disorders. Behavioural and Cognitive
Psychotherapy, 35, 515-539.
doi: 10.1017/s1352465807003827

Mansell W., Powell S., Pedley R., Thomas N., & Jones S. A.
(2010). The process of recovery from bipolar I disorder: A
qualitative analysis of personal accounts in relation to an

integrative cognitive model. British Journal of Clinical

Psychology, 49, 193-215. do1:10.1348/014466509X451447



41

Mclntyre, R. S., Soczynska, J. K., Bottas, A., Bordbar, K.,
Konarski, J. Z., & Kennedy, S. H. (2006). Anxiety
disorders and bipolar disorder: A review. Bipolar
Disorders, 8, 665-676. doi: 10.1111/j.1399-
5618.2006.00355.x

Medical Research Council. (2008). Developing and evaluating
complex interventions: the new medical research council
guidance. British Medical Journal, 337, 1-6.
doi: 10.1136/bmj.al655

*Menezes, S. L., & Conceicao, M. (2012). The implications of a
psychoeducation group on the everyday lives of individuals
with bipolar affective disorder. Revista da Escola de
Enfermagem da USP, 46, 120-127. doi: 10.1590/s0080-
62342012000100017

Miklowitz, D. J., Axelson, D. A., Birmaher, B., George, E. L.,
Taylor, D. O., Beresford, B. A.,... Brent, D. A. (2008).
Family-focused treatment for adolescents with bipolar
disorder: results of a 2-year randomized trial. Archives of
General Psychiatry, 65, 1053—1061.

doi: 10.1001/archpsyc.65.9.1053



42

Miklowitz, D. J., O'Brien, M. P., Schlosser, D. A., Addington, J.,
Candan, K. A., Marshall, C., . .. Cannon, T. D. (2014).
Family-focused treatment for adolescents and young adults
at high risk for psychosis: results of a randomized trial.
Journal of the American Academy of Child and Adolescent
Psychiatry, 53, 848-858. doi: 10.1016/j.jaac.2014.04.020

Miklowitz, D. J., Schneck, C. D., Singh, M. K., Taylor, D. O.,
George, E. L., Cosgrove, V. E.,...Chang, K. D. (2013).
Early intervention for symptomatic youth at risk for bipolar
disorder: a randomized trial of family-focused
therapy. Journal of the American Academy of Child and
Adolescent Psychiatry, 52, 121-131.
doi: 10.1016/j.jaac.2012.10.007

Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., & PRISMA
Group. (2010). Preferred reporting items for systematic
reviews and meta-analyses: the PRISMA statement.
International Journal of Surgery, 8, 336-341.
doi:10.1016/j.ijsu.2010.02.007

*Morriss, R., Lobban, F., Riste, L., Davies, L., Holland, F., Long,
R.,...Jones, S. (2016). Clinical effectiveness and
acceptability of structured group psychoeducation versus
optimised unstructured peer support for patients with

remitted bipolar disorder (PARADES): A pragmatic,



43

multicentre, observer-blind, randomised controlled
superiority trial. Lancet Psychiatry, 3, 1029-1038.
doi: 10.1016/s2215-0366(16)30302-9

National Institute for Health and Clinical Excellence. (2015).
Bipolar disorder in adults (0S95). Retrieved from

https://www.nice.org.uk/guidance/qs95 in September 2015.

Nivoli, A. M., Colom, F., Pacchiarotti, 1., Murru, A., Scott, J.,
Valenti, M., . . . Vieta, E. (2013). Treatment strategies
according to clinical features in naturalistic cohort study of
bipolar patients: a principal component analysis of lifetime
pharmacological and biophysic treatment option. European
Neuropsychopharmacology, 23, 263-275.
doi: 10.1016/j.euroneuro.2012.07.015

Novick, D., Haro, J. M., Suarez, D., Perez, V., Dittmann, R. W., &
Haddad, P. M. (2010). Predictors and clinical consequences
of non-adherence with antipsychotic medication in the
outpatient treatment of schizophrenia. Psychiatry Research,
176, 109-113. doi: 10.1016/j.psychres.2009.05.004

*Q'Connor, C., Gordon, O., Graham, M., Kelly, F., & O'Grady-
Walshe, A. (2008). Service user perspectives of a
psychoeducation group for individuals with a diagnosis of
bipolar disorder. The Journal of Nervous and Mental

Disease, 196, 568-571.



44

doi: 10.1097/nmd.0b013e31817d0193

Oud, M., Mayo-Wilson, E., Braidwood, R., Schulte, P., Jones, S.
H., Morriss, R., . . . Kendall, T. (2016). Psychological
interventions for adults with bipolar disorder: systematic
review and meta-analysis. The British Journal of
Psychiatry, 208, 213-222. doi: 10.1192/bjp.bp.114.157123

Palmier-Claus, J. E., Berry, K., Bucci, S., Mansell, W., & Varese,
F. (2016). Relationship between childhood adversity and
bipolar affective disorder: Systematic review and meta-
analysis. British Journal of Psychiatry, 209, 454-459.
doi: 10.1192/bjp.bp.115.179655

Perich, T., Manicavasagar, V., Mitchell, P. B., & Ball, J. R. (2013).
The association between meditation practice and treatment
outcome in Mindfulness-based Cognitive Therapy for
bipolar disorder. Behaviour Research and Therapy, 51,
338-343. doi: 10.1016/5.brat.2013.03.00

*Poole, R., Simpson, S. A., & Smith, D. J. (2012). Internet-based
psychoeducation for bipolar disorder: A qualitative analysis
of feasibility, acceptability and impact. BMC Psychiatry,
12, 1-10. doi: 10.1186/1471-244x-12-139

*Poole, R., Smith, D., & Simpson, S. (2015). Patients' perspectives

of the feasibility, acceptability and impact of a group-based



45

psychoeducation programme for bipolar disorder: A
qualitative analysis. BMC Psychiatry, 15, 1-16.
doi: 10.1186/s12888-015-0556-0

*Pontin, E., Peters, S., Lobban, F., Rogers, A., & Morriss, R. K.
(2009). Enhanced relapse prevention for bipolar disorder: A
qualiitative investigaion of value for services users and care
coordinators. Implementation Science, 4, 1-12.
doi: 10.1186/1748-5908-4-4

Proudfoot, J., Parker, G., Manicavasagar, V., Hadzi-Pavlovic, D.,
Whitton, A., Nicholas, J., . . . Burckhardt, R. (2012).
Effects of adjunctive peer support on perceptions of illness
control and understanding in an online psychoeducation
program for bipolar disorder: a randomised controlled trial.
Journal of Affective Disorders, 142, 98-105.
doi: 10.1016/j.jad.2012.04.00

Reinares, M., Sanchez-Moreno, J., & Fountoulakis, K. N. (2014).
Psychosocial interventions in bipolar disorder: what, for
whom, and when. Journal of Affective Disorders, 156, 46-
55. doi: 10.1016/j.jad.2013.12.01

Rosa, A., Reinares M., Michalak E., Bonnin C., Sole B., Franco C.,
... Vieta, E. (2010). Functional impairment and disability
across mood states in bipolar disorder. Value in Health, 13,

984-988. doi: 10.1111/5.1524-4733.2010.00768.x



46

Royal College of Psychiatrists. (2015). Bipolar disorder. Retrieved
from
http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/
bipolardisorder.aspx

Salcedo, S., Gold, A. K., Marcus, P. H., Nierenberg, A. A.,
Deckersbach, T., & Sylvia, L. G. (2016). Empirically
supported psychosocial interventions for bipolar disorder:
Current state of the research. Journal of Affective Diorders,
201, 203-214. doi: 10.1016/j.jad.2016.05.01

Sayer, A. (2000). Realism and social science. London, UK: Sage
Publications Ltd.

Shaw, R. L. (2010). Conducting literature reviews. In M. Forrester
(Ed.), Doing qualitative research in psychology: A
practical guide (pp. 40-49). London, England: Sage
Publications.

Shaw, R. L. (2012). Identifying and synthesizing qualitative
literature. In D. Harper & A. R. Thompson (Eds.),
Qualitative research methods in mental health and
psychotherapy: A guide for students and practitioners (pp.
9-22). Chichester, England: Wiley.

*Straughan, H., & Buckenham, M. (2006). In-sight: An evaluation

of user-led, recovery-based, holistic group training for



47

bipolar disorder. Journal of Public Mental Health, 5, 29-43.
doi: 10.1108/17465729200600024

Swartz, H. A., Levenson, J. C., & Frank, E. (2016). Psychotherapy
for bipolar II disorder: the role of interpersonal and social
rhythm therapy. Professional Psychology, Research and
Practice, 43, 120-129. doi: 10.1037/a0027671

Thomas, J., & Harden, A. (2008). Methods for the thematic
synthesis of qualitative research in systematic reviews.
BMC Medical Research Methodology, 8, 8-45.
doi: 10.1186/1471-2288-8-45

Tong, A., Flemming, K., MclInnes, E., Oliver, S., & Craig, J.
(2012). Enhancing transparency in reporting the synthesis
of qualitative research: ENTREQ. BMC Medical Research
Methodology, 12, 1-8. doi: 10.1186/1471-2288-12-181

Toye, F., Seers, K., Allcock, N., Briggs., M., Carr, E., & Barker,
K. (2014). Meta-ethnography 25 years on: challenges and
insights for synthesising a large number of qualitative
studies. BMC Medical Research Methodology, 14, 1-14.
doi: 10.1186/147122881280

Van Dijk, S., Jeffrey, J., & Katz, M. R. (2013). A randomized,
controlled, pilot study of dialectical behavior therapy skills
in a psychoeducational group for individuals with bipolar

disorder. Journal of Affective Disorders, 145, 386-393.



48

doi: 10.1016/.jad.2012.05.054

Vieta, E., Langosch, J. M., Figueria, M. L., Souery, D., Blasco-
Colmenares, E., Medina, E., . . . Bellivier, F. (2013).
Clinical management and burden of bipolar disorder:
results from a multinational longitudinal study (WAVE-
bd). International Journal of Neuropsychopharmacology,
16, 1719-1732. doi: 10.1017/S1461145713000278

Williams, J. M., Russell, 1., & Russell, D. (2008). Mindfulness-
Based Cognitive Therapy: Further Issues in Current
Evidence and Future Research. Journal of Consulting and
Clinical Psychology, 76, 524-529. doi: 10.1037/0022-

006X.76.3.524

*studies included in the review



