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Abstract OBJECTIVE: Bipolar affective disorder runs a natural course of frequent relapses 
and recurrences. Despite significant strides in the pharmacological treatment 
of bipolar disorder, most bipolar patients cannot be treated only by drugs. The 
limitations of using medication alone in symptomatic, relapse prevention, and 
satisfaction/quality of life terms have long prompted interest in wider forms of 
management. One of the promising way how to enhance remission seems to be 
combination of pharmacotherapy and psychoeducation.
METHODS: Studies were identified through PUBMED, Web of Science and 
Scopus databases as well as existing reviews. The search terms included “bipolar 
disorder”, “psychoeducation”, “psychotherapy”, “psychosocial treatment”, “family 
therapy”, “individual therapy”, “group therapy”, and “psychoeducation”. The search 
was performed by repeated use of the words in different combinations with no 
language or time limitations. This article is a review with conclusions concerned 
with psychoeducation in bipolar disorder.
CONCLUSIONS: Randomized controlled trials of cognitive behavioral therapy, 
interpersonal and social rhythm therapy, individual, group and family psycho-
education show that these approaches augment stabilizing effect of pharmaco-
therapy. Patients and their families should be educated about bipolar disorder, 
triggers, warning signs, mood relapse, suicidal ideation, and the effectiveness of 
early intervention to reduce complications. Psychosocial approaches are impor-
tant therapeutic strategies for reducing relapse and rehospitalization in bipolar 
disorder. 
 

INTRODUCTION
Bipolar disorder (BD) is characterized by recur-
rent episodes of mania or depression. It is a dis-
abling, recurrent psychiatric disorder of variable 
severity. There are 2 types: bipolar disorder type I 
and type II (BD-I and BD-II). Taken together, their 

prevalence is estimated to be about 3.7% (Hirschfeld et 
al. 2003, Angst 1998). According to World Health Orga-
nization is bipolar disorder the 12th most common 
disabling condition in the world for any age group 
causing moderate to severe impairment (WHO 2004). 
The mean age at disorder onset is 18 years in bipo-
lar I disorder and 22 years in bipolar II disorder 



84 Copyright © 2013 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Jan Prasko, Marie Ociskova, Dana Kamaradova, Zuzana Sedlackova, Monika Cerna, Barbora Mainerova, Aneta Sandoval

(Merikangas et al. 2007). Suicide rates are 20times higher 
in patients with bipolar disorders than in the gen eral 
population (Novick et al. 2010, Prasko et al. 2010). It is one of the 
highest rates of all psychiatric diagnosis (Cassidy 2011). 
Research indicates that bipolar disorders, schizophre-
nia, and major depressive disorders could share biologic 
vulnerability and inheritance etiology (Van Snellenberg and 
de Candia 2009, Sidlova et al. 2011). Environmental factors are 
associated with the inheritance pattern (Goldstein et al. 2010). 
These factors include stressful life events, particularly 
death or suicide of a close person; sleep-wake cycle 
dysregulation; and high expressed emotions in family 
(Proudfoot et al. 2010, Latalova et al. 2012). It seems that quality of 
life (QOL) in bipolar patients is lower than in patients 
with other mood disorders and anxiety disorders, but 
higher than in schizophrenia (Michalak et al. 2008, Latalova et al. 
2010b, Latalova et al. 2011).

Treat ment of mood episodes depends on the present 
type phase: mania, hypomania, mixed state, depression, 
or maintenance. Unfortunately, suboptimal follow-
through of treatment can lead to endless cycle of relapse 
and rehospitalization. The BD treatment is mostly 
pharmacotherapeutic (Keller et al. 1993). Despite significant 
success in the pharmacological treatment, most bipolar 
patients cannot have drug treatment alone. Up to 50% 
of BD I patients do not recover from acute manic epi-
sodes within 1 year. Only 25% of patients achieve full 
functional recovery (Keck et al. 1998). Mood stabilizers do 
not prevent about 20% to 40% of bipolar patients from 
disease relapse (Moncrief 1995, Solomon et al. 1995). The newer 
mood stabilizers such as lamotrigine are as effective as 
lithium (Bowden 2000). 

METHOD
A review with conclusions about psychoeducation in 
bipolar disorder was performed. Articles were identi-
fied through PUBMED, Web of Science and Scopus 
databases. The search terms included „bipolar disor-
der“, „psychoeducation“, „psychotherapy“, „psychoso-
cial treatment“, „family therapy“, „individual therapy“, 
„group therapy“, and „psychoeducation“. The search 
was done by repeated use of the words in different 
combinations. The acquired articles were sorted by 
their relevance and key articles were identified. Refer-
ence lists of publications obtained by these procedures 
were hand-searched for additional relevant articles. The 
resulting review also includes information from mono-
graphs referred to by other reviews. 

PRESSING ISSUES IN PSYCHOTHERAPY 
AND PSYCHOEDUCATION
Patients with bipolar disorder suffer from the conse-
quences of previous episodes and they are permanently 
vulnerabilr to future episodes as well. The acute and 
maintenance treatment may be limited by side effects 
of medications. Between episodes many patients show 

emotional instability, subsyndromal or residual symp-
toms. Residual symptoms at recovery are significantly 
associated with shorter time to relapse (Perlis et al. 2006). 
Modern psychological research of BP, which guides the 
development of psychotherapeutic approaches for this 
disorder, emphasized several areas of interest (Lam 2002, 
Latalova et al. 2012): non adherence to pharmacotherapy, 
emotional consequences of past episodes of mania or 
depression, awareness that one suffers from a serious, 
potentially chronic mental disorder and the problem of 
stigma, little awareness of precipitants and triggers that 
start an episode, delay or deviance in personal matu-
ration and deficits in social cognitions, impairment of 
social rhythms and routine, expressed emotion in family 
members, personality disorder, fear of disease relapse , 
difficulties in interpersonal relationships, problems in 
work status and progress, legal, social, and emotional 
problems as a result of reckless, inadequate, antisocial 
or violent behavior during the episodes.

Non adherence to pharmacotherapy
The major problem limiting the outcome of many 
patients is non-adherence to maintenance medication 
(Devulapalli et al. 2010, Gonzalez-Pinto et al. 2010). In prospective 
observational study with a manic/mixed episode in 
EMBLEM (European Mania in Bipolar Longitudinal 
Evaluation of Medication), where the 1341 patients 
were analyzed, were 23.6% of probands non-adherent 
in 21 months follow-up. Non-adherence was associ-
ated with an increased risk of relapse, recurrence, 
rehospitalization, and suicide attempts (Hong et al. 2011). 
Cognitive problems, like lack of insight, and comorbid 
substance use disorders constitute principal risk factors 
for non-adherence (Velligan et al. 2009). Impaired insight 
was observed in 47% of remitted BD I patients (Varga et 
al. 2006).

Emotional and cognitional consequences of 
past episodes of mania or depression
Emotional and cognitive styles of patients may be 
influenced by the impacts of episodes and may lead to 
subdyndromal swings of mood that could predict (Alloy 
et al. 1999). There are several dysfunctional cognitions 
that can be understood as characteristics for bipolar 
disorder and be mood-state dependent too. But some 
cognitions may be resilient to mood improvement. The 
most of dysfunctional attitudes reduces following the 
mood-induction procedure but there are dysfunctional 
attitudes for the factor of autonomy which continued 
(Lomax & Lam 2011). The implication of these findings in 
the BD treatment and prevention could be important. 
The prediction of the behavioral activation system 
(BAS) was studied researching high levels of reward or 
frustration. It will take longer time to patients suffering 
from bipolar disorder to come back to baseline levels 
of BAS acitivity than controls (Wright et al. 2008). Eighty 
individuals (40 euthymic BD I, 40 controls) completed 
daily measurements for 28 days. There were no differ-
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ences between bipolars and controls in levels of reward 
and frustration, magnitude of initial response, or time 
to recovery. Recovery after frustration was extended 
in patients with history of both depression and mania. 
In patients with history of mania was proloned activa-
tion following reward. Positive life events could trig-
ger hypomania/mania and negative life events trigger 
bipolar depression (Alloy et al. 1999, Hammen et al. 1997, Makoff-
Schwartz et al. 1998, Johnson et al. 2000, Johnson et al. 2008). These 
results are consistent with model of BAS which sug-
gests that people with bipolar disorders are hypersen-
sitive to triggers signaling opportunity for reward or 
failure and loss. When looking at research made by 
Urosević et al. (2010) we can see that patients with cyclothy-
mia and BD II describe increase rates of BAS-activa-
tion and BAS-deactivation, but they do not experience 
goal-attainment life events. In their work Lex et al. (2008) 
compared 19 bipolars in remission and 19 healthy 
controls. All participants fulfilled Beck Depression 
Inventory, Dysfunctional Attitude Scale, Automatic 
Thoughts Questionnaire, Emotional Stroop Test, and 
an incidental recall task. The result is that patients with 
remitted bipolar disorder did not show cognitive vul-
nerability if they reported only subthreshold levels of 
depression. 

Realization that a patient suffers from a serious, poten-
tially chronic mental disorder and the problem of stigma
Stigma and self-stigmatization may greatly affect an 
individual’s decision to seek treatment resulting in 
delaying or avoiding treatment all together (Corrigan and 
Watson 2002, Cooper et al. 2003). A qualitative study of stigma 
by Dinos et al. (2004) suggests that individuals with mood 
disorders may experience stigma differently when 
compared to individuals with psychotic disorders. In 
patients seeking treatment, stigma may be partially 
responsible for non-adherence to therapy (Sirey & Bruce 
2005). It was also found that self-stigma is related to an 
impaired social functioning and decreased functioning 
in the workplace (Perlick et al. 2001). Stigmatization can lead 
to negative feelings about oneselves including: feelings 
like incompetence, shame, and overall low self-esteem 
(Goffman 1963). Lazowski et al. (2012) found that people with 
BD reported greater psychosocial influence of stigma 
on themselves and their family members in compari-
son with unipolar depression patients. Cerit et al. (2012) 
identified three predictors of functioning – severity of 
depression, perceived social support, and internalized 
stigma. Severity of symptoms is considered the stron-
gest predictor, whereas self-stigmatization has a core 
role in predicting functioning.

Little awareness of precipitants and trig-
gers that start an episode
Little awareness of precipitants and triggers that start 
an episode is typical. Typical precipitants of manic or 
hypomanic episodes include stressful life events, goal-
attainment events, expressed emotion, antidepressant 

medications, disruption of circadian rhythm, season-
ality, and childbirth. Some of these precipitants may 
also trigger a depressive episode (Proudfoot et al. 2011). It 
has been repeatedly found that psychosocial stress 
was increased before the onset of manic or depressive 
episodes (Johnson & Roberts 1995, Johnson et al. 2000). It has been 
considered in past that increased psychosocial stress is 
presented only before the first few episodes of bipolar 
disorder, but later studies proved, that these stressors 
are presented in all stages of illness (Hammen et al. 1989, 
Hammen & Gitlin 1997). A retrospective study found a rela-
tionship between stressful life events and the onset of 
manic episodes in bipolar disorder patients. The rela-
tionship was particularly strong for events involving 
a disruption of social rhythm with sleep deprivation 
(Malkoff-Schwartz et al. 2000). In a prospective study, 125 BD 
I patients were interviewed monthly for an average of 
27 months (Johnson et al. 2008). Goal attainment life events 
predicted increases in manic symptoms. Similar events, 
however, have varying effects in different patients. This 
variability is partly due to the fact that patients differ 
in their susceptibility to develop an episode (Latalova et 
al. 2010a). Negative life events appear to predict increase 
in depressive symptoms, but the results are equivocal 
(Johnson et al. 2008). On the other hand, a certain number of 
episodes occur without any psychosocial provocation. 
There should be an effort to identify and so optimally 
minimize specific stressors that precede relapse mood 
disorders in a particular patient.

Early warning signs of a mood relapse include sleep 
disturbance, agitation, increased goal ori entation, and 
disruption in usual routine. Symptoms during this early 
stage are known as prodromes (Lam & Wong 2005). Recog-
nition of the prodromes is critically important for the 
long-term management of bipolar disorder. At least 
50% and perhaps up to 92% of BD patients are able to 
identify a prodrome that precedes the onset of a full-
blown episode. This proportion seems to be higher for 
manic than for depressive episodes (Altman et al. 1992, Lam & 
Wong 1997, Molnar et al. 1998; Smith & Tarrier 1992). Although it can 
still be difficult for some patients to identify prodromes 
because of present high level of dissociation (Latalova et al. 
2010c). Patients’ relatives have also demonstrated some 
ability to recognize prodromes (Latalova et al. 2012). Because 
development of mania may be preceded by prodromes 
for weeks, the early detection of these warning signs 
is particularly important. Early intervention can pre-
vent a full development of mania (Lam & Wong 2001). The 
prodromes of manic episodes are manifestated by 
decreased sleep, more energy, irritability, increased 
sociability, increased optimism and confidence, racing 
thoughts, feelings of importance, and decreased con-
centration (Mantere et al. 2008; Goossens et al. 2010). The pro-
dromes of depressive episodes include sadness, loss of 
energy and interest in surroundings, disturbed sleep, 
low self esteem, negative thinking, loss of concentra-
tion, anxiety, and obsessive worries (Smith & Tarrier 1992; Lam 
2005, Mantere et al. 2008; Goossens et al. 2010). 
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Delay or deviance in personal matura-
tion and deficits in social cognitions
Children and adolescents at risk for BD could develope 
dysfunctions in several areas of social life. This may 
be consequences of constitutions differences in brain 
development governing socio-emotional functioning 
or the result of discontinaution in normal development 
caused by mood dysregulation (Whitney et al. 2012). Deficits 
in social cognition could represent important charac-
teristics involved in the etiopatogenesis of the disorder 
and could be an important predictor of social ability of 
patients with bipolar disorder. Patients display a marked 
deficit in emotional mentalizing abilities, which corre-
late with a number of epizodes (Montag et al. 2010).

Impairment of social rhythms and routine
Impairment of social rhythms and routine is an impor-
tant factor that triggers an episode. Eight weeks preced-
ing manic episode, a significant proportion of patients 
had experience an event that disrupts the rhythm of 
social habits (Makof-Schwartz et al. 1998). Bipolar patients also 
frequently recur when traveling across time zones (Lam 
& Wong 1997). Disruption of social rhythms and normal 
sleep-wake cycle may specifically lead to provocation of 
manic episodes, but not depression (Malkoff-Schwartz & Frank 
1998). Thus patients and their family members should be 
informed about the potential effects of sleep disruption 
on the stability of bipolar disorder.

Expressed emotion
The role of familial expressed emotion has an impact on 
the number of relapses in bipolar patients. The higher 
degree of criticism or emotional over-involvement of 
significant others lead to the increase in the number 
of relapses and in the persistence of residual symptoms 
(Honig et al.1997, Miklowitz et al. 2000; O ‘Connell et al. 1991). Also other 
interpersonal patterns such as high level of hostility, 
emotional coldness in marriage, excessive emotional 
interest, or exaggerated emotional involvement influ-
ence the course of the disorder (Miklowitz et al. 2003).

Personality disorder
Outcome of patients with bipolar disorder can be influ-
enced by comorbidity. Comorbid personality disorders 
(PD) are frequent. In a study of 52 remitted bipolar 
patients, comorbid PD was diagnosed in 28.8% of 
patients. Dramatic/emotionally exaggerated and avoid-
ant personality disorders were more common than 
odd/eccentric types of PDs (George et al. 2003). In another 
study of 117 unipolar and 60 bipolar patients, 38% of 
the bipolars met criteria for a comorbid PD. Narcissis-
tic PD was more frequent in bipolar than in unipolar 
patients (Brieger et al. 2003). Obsessive-compulsive PD, bor-
derline PD, and narcissistic PD are more prevalent in 
patients with bipolar disorder, whereas avoidant PD is 
more frequent in unipolar disorder (Brieger et al. 2003, Rossi et 
al. 2001, Prasko et al. 2010a). Patients with comorbid PD show 
a poorer outcome, a decreased psychosocial adaptation 

(Colom et al. 2000) and higher number of episodes (Vieta et 
al. 2001). Comorbidit with PD in euthymic patients pre-
dicted more difficult course, with decreased rate of 
employment, use of more psychiatric medications, and 
higher frequency of history of alcohol and substance use 
disorders (Kay et al. 2002). This comorbidity is also strongly 
associated with poor compliance (Colom et al. 2000). 

Fear of disease relapse
Fear of relapse and subsequent decrease of psychoso-
cial functioning are frequent in many bipolar patients, 
especially in women with children and college stu-
dents (Lejeune 2011). This fear is connected with rumi-
nation. Rumination has been consistently implicated 
in the onset and maintenance of depression. Rumina-
tion about positive and negative emotion, as well as 
increased autonomic arousal, is associated with greater 
lifetime frequency of depression. Trait rumination about 
positive emotion is associated with higher frequency of 
manias (Gruber et al. 2011). An important goal of psycho-
education is loosing of affective control. It may arise as 
a result of fear of relaps. In the study of Russell and Browne 
(2005), people with BD who were able to cope with their 
fear of relapse actively, also remain well and the course 
of the disorder was rather positive. The treatment strat-
egies used for coping with fear included acceptance of 
the disorder, psychoeducation, identifying triggers and 
warning signs, adequate amount of regular sleep, man-
aging stress, medication and support networks.

Difficulties in interpersonal relationships
Difficulties in interpersonal relationships, including 
problems with the partnership, marriage and raising 
children are common. It could be connected to deficits 
of social cognition, but these difficulties are mostly con-
sequences of the stress accompanying episodes of the 
disorder. The stress and expressed emotion increase 
when patients show poor compliance, higher relapse 
rate and more residual symptoms (Hammen & Gitlin 1997). 
Interpersonal problems also precede the development 
of bipolar disorder. People with BD have high rates of 
childhood trauma (Bücker et al. 2012). This may interact 
with genetic susceptibility factors (Etain et al. 2008) and it 
may be also associated with poorer cognitive function 
compared to healthy subjects. A study of Lever et al. (2002) 
shows that physical violence and sexual abuse in child-
hood or adolescence adversely affect the course of the 
disease in later years and increases the probability of 
suicide.

Problems in work status and progress
Impairment of work and social functioning was associ-
ated with decreased remission and recovery rates (Haro 
et al. 2011). Work disability was associated with three or 
more previous hospitalizations, repeated manic epi-
sodes, current depressive symptoms, rapid cycling, rela-
tionship status, living conditions and inversely with the 
educational level (Reed et al. 2010, Gutiérrez-Rojas et al. 2011). Abdel-
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Bakie et al. (2013) showed that the majority of individuals 
suffering from early bipolar disorder resume produc-
tive activity rapidly when offered vocational case man-
agement within an early intervention program during a 
follow-up period of up to 5 years.

Legal, social, and emotional problems as a 
result of reckless, inadequate, antisocial or 
violent behavior during the episodes
Patients with major psychiatric disorders had substan-
tially increased risks of multiple inprisonment over the 
6year study period (Baillargeon et al. 2009). The main subject 
of criminal proceedings from psychiatric point of view 
is criminal responsibility. Bipolar disorders sometimes 
seem to be a neglected subject in legal scholarship 
(Gómez-Durán et al. 2010). 

PSYCHOTHERAPEUTIC APPROACHES TO 
BIPOLAR PATIENTS
The first report about psychotherapy of bipolar disorder 
was published in 1954 (Cohen et al. 1954). Many different 
psychotherapeutic strategies of patients with BD have 
been studied since 90ies. The most studied approaches 
were interpersonal therapy and social rhythm therapy, 
cognitive and cognitive behavioral therapy, family ther-
apy, and various types of psychoeducation including 
psychoeducation via internet (Prasko et al. 2007). In some 
patients, psychodynamic or existential psychotherapy 
can be used (Prasko et al. 2012). 

Interpersonal therapy and social rhythm therapy
Many patients with bipolar disorder improve the emo-
tional instability when holding daily routine activities 
(sleep, food, physical and social activities) (Makoff-Schwartz 
et al. 1998). These findings led to the development of a 
specific type of psychotherapy called interpersonal 
therapy and social rhythm therapy (IPSRT) (Ehlers et al. 
1988, Frank 1999, Frank et al. 2001). IPSRT includes a program 
to help maintain a lifestyle with regular cycles of sleep 
and waking, meals and social incentives (Frank et al. 2000). 
Another part is an adaptation of interpersonal psy-
chotherapy for depression. This part derives from an 
observation that bipolar disorder is often associated 
with poor interpersonal functioning, especially during 
the depressive phases (Fagiolini et al. 2005). Patients in remis-
sion are instructed to monitor and regulate daily rou-
tines, sleep/wake cycles and identify tiggers that could 
provoke changes to these routines.

Patients who have undergone IPSRT in combination 
with pharmacotherapy develop a significant improve-
ment in the regularity of the rhythm of life compared 
with the control group treated with psychopharmacs 
only (Frank et al. 1997).

Frank et al. (2005) study different approaches in the treat-
ment of BD I. The study compared four therapeutic 
strategies: acute and maintenance interpersonal and 
social rhythm therapy (IPSRT/IPSRT), acute and main-

tenance intensive clinical management (ICM/ICM), 
acute interpersonal and social rhythm therapy followed 
by maintenance intensive clinical management (IPSRT/
ICM), and acute intensive clinical management fol-
lowed by maintenance interpersonal and social rhythm 
therapy (ICM/IPSRT). The preventive maintenance 
phase lasted 2 years, with sessions tapered to monthly. 
Patients who received IPSRT during the acute phase 
had longer intervals of staying well in the maintenance 
phase than patients assigned to ICM in the acute phase. 
IPRSR was most effective in delaying recurrences in 
the maintenance phase then patients succeeded in sta-
bilizing their social rhythms during the acute phase. 
Patients in the IPSRT group displayed higher regularity 
of social rhythms at the end of acute therapy. In con-
trast, IPRST initiated during a period of recovery was 
no more effective than ICM in preventing recurrences 
over 2 years (Frank et al. 2005). Secondary analyses revealed 
strong effects of IPSRT relative to ICM on depressive 
recurrences and a marginally significant effect on sui-
cide attempts (Rucci et al. 2002).

Cognitive behavioral therapy
Some bipolar patients have pessimistic explanatory 
styles in the depressive phases and overly optimistic 
explanatory biases in the manic or hypomanic phases of 
the illness (Johnson & Roverts 1995). These thinking biases are 
the target of cognitive restructuring strategies. There is 
also significant relationship between deep personal atti-
tudes (cognitive schemas) and the frequency of relapses. 
Cognitive therapy (CT) focuses on reducing vulnerabil-
ity by teaching patients to reduce overall stress by revi-
sion of dysfunctional maladaptive attitudes (Zaretsky et al. 
1999, Lam 2002). Attitudes like “I should still be successful 
in everything I do,” “I should still be happy”, etc. lead 
to the fact that patients are trying to be overly success-
ful at the expense of regular diet, adequate sleep and 
physical activity (Scott 2004, Scott & Pope 2003). Correction of 
dysfunctional attitudes (cognitive restructuring) leads 
to an adjustment of daily habits that will allow patients 
to reduce a stressful event (Vyskocilova & Prasko 2012). Patients 
also learn to monitor prodromal symptoms. The effec-
tiveness of CT and cognitive-behavioral therapy (CBT) 
was studied in several studies.

In the historically first study Cochran (1984) researched 
a six-session individual cognitive-behavioral therapy in 
a small-scale randomized, controlled trial involving 28 
stable bipolar I patients. Relative to lithium alone, the 
intervention was successful over a 6month follow-up 
in promoting compliance, reducing the proportion of 
patients requiring hospitalization and those with mood 
episodes attributable to noncompliance.

Scott et al. (2001) compared the CT (n=21) with a wait-
ing list (n=21). Patients were also randomly distributed. 
After 6 months the intervention group had significantly 
better results than the control group in both the degree 
of symptomatology, and in social functioning. In 18 
months follow up 18 there were reducing the number 
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of relapses by 60% compared to the previous 18 months 
before treatment. 

In a randomized controlled study, Lam et al. (2000) stud-
ied 103 vulnerable patients with frequent relapses who 
were using prophylactic medication. After the dividing 
to the intervention (14 sessions CBT) and to the con-
trol group (clinical management) they have monitored 
patients after treatment for another 6 months. The 
control group had only the standard pharmacological 
treatment. CBT approach was focused to understand-
ing the role of biological vulnerability to stress, man-
aging the sleep/wake rhythm, and warning symptoms 
intervention. The CBT group reported 44% relapse rate 
compared to 75% in the control group during one year. 
CBT patients had shorter hospital stay too and were 
better able to cope with prodromal symptoms of the 
mania and the remission period statistically extended. 
Group with CBT also showed significantly better social 
functioning.

Lam et al. (2003, 2005) identified 103 bipolar I and II 
patients who were in recovery but had at least three 
episodes in the past 5 years. Patients were randomly 
assigned to pharmacotherapy and 12–18 individual 
CBT sessions over 6 months or pharmacotherapy and 
routine care. The results over 1 year favored the CBT 
group (44% relapsed) over the routine care group (75%). 
Patients in CBT also had less and shorter hospitaliza-
tions, better social functioning, and higher medication 
adherence than those in routine care. At 30 months, the 
group difference in relapse rates was only significant for 
depressive relapses. Depression severity scores and days 
spent in depressive episodes were lower among CBT 
patients over 12 but not 30 months.

A single-site randomized, controlled trial (n=52) 
in Australia generally confirmed these results (Ball et al. 
2006). Bipolar I and II patients who were euthymic or 
mildly symptomatic were randomly assigned to medi-
cation and 6 months (20 sessions) of CBT and “emo-
tive techniques” (imagery, narratives, and reliving early 
experiences) or medication with brief psychoeducation 
(treatment as usual). Patients in CBT had lower depres-
sion scores at 6 months and tended to have longer times 
to depressive relapses over 18 months (p=0.06) but did 
not differ in overall relapse rates. Patients in CBT also 
had greater improvements in the severity of depres-
sive symptoms relative to the 18 months preceding the 
study. As in the Lam et al. (2005) trial, the benefits of CBT on 
depression scores diminished over time, suggesting that 
booster sessions may be necessary for the maintenance 
of gains.

A five-site UK study of 253 bipolar I and II patients 
examined CBT in community centers serving highly 
recurrent patients (Scott et al. 2006). Patients in CBT 
underwent 22 sessions over 26 weeks, although patients 
attended an average of only 14 sessions (identical 
to the Lam et al. 2003 trial). CBT was effective in delaying 
recurrences among patients with fewer than 12 prior 
episodes.

A maintenance randomized, controlled trial in 
Canada examined the effects of CBT in addition to 
individual psychoeducation (Zaretsky et al. 2007, Zaretsky et al. 
2008) among 79 fully remitted or minimally symptom-
atic bipolar I and II patients on stable medications. All 
subjects received 7 individual sessions of psychoeduca-
tion derived from a structured CBT manual; half also 
received 13 individual sessions of CBT. There were no 
differences in relapses or rehospitalization rates between 
the 2 study arms, but the patients in CBT had a 50% 
lower number of days in depressed mood and fewer 
antidepressant dosage increases over the study year.

Nevertheless not all studies found conclusively that 
the addition of psychotherapy to pharmacotherapy 
improves outcomes (Lam 2006). In biggest trial in the field 
Scott et al. (2006a) compared the effectiveness of treatment 
as usual with an additional 22 sessions of CBT. Patients 
were assessed every 8 weeks for 18 months. More than 
half of the patients had a recurrence by 18 months, with 
no significant differences between groups. Post hoc 
analysis showed that adjunctive CBT was significantly 
more effective than treatment as usual in patients with 
less than 12 previous episodes, but not so effective in 
patients with more episodes. Meta-analysis of relapse of 
six studies showed no relationship between number of 
episodes and relapses by endpoint though (Lam et al. 2009).

Scott et al. (2007) published meta-analysis of 8 random-
ized controlled treatment trials of psychotherapies 
added to pharmacotherapy vs. pharmacotherapy alone. 
It showed a significant reduction in relapse rates (of 
about 40%) compared to standard treatment alone. 
Psychosocial approaches were the most effective in pre-
venting relapses in patients who were euthymic when 
recruited into the trial, and was less effective in bipolar 
patients with a high number of previous relapses (>12). 

Parikh with colleagues (2012) have concluded an effective-
ness study of CBT versus psychoeducation across 4 
Canadian sites with bipolar I and II patients (n=204) in 
full or partial remission. Participants were randomized 
to either 20 individual sessions of cognitive-behavioral 
therapy or 6 sessions of group psychoeducation. Sever-
ity of symptoms and morbidity were assessed over 72 
weeks. Both treatments had similar outcomes with 
respect to reduction of severity of symptoms and the 
likelihood of relapse. The cost of psychoeducation was 
$180 per subject compared to cognitive-behavioral 
therapy with $1,200 per subject. 

The results of these trials yield inconsistent con-
clusions regarding the effectiveness of CBT. CBT may 
be more effective among recovered and less recur-
rent patients than among severely ill, highly recurrent 
patients. The effects of CBT on depressive outcomes 
appear to be more robust than on manic outcomes, 
except when medication compliance is the focus of 
treatment. Alternatively, differences among the studies 
in sample populations (e.g., number of prior episodes, 
clinical status at admission), therapy training proce-
dures, consistency of the intervention components 
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across settings, and other site or protocol variables may 
account for the discrepant results (Miklowitz 2008).

PSYCHOEDUCATION
Psychoeducation is an intervention aimed at providing 
patients and their relatives sufficiently comprehensive 
and relevant information about disorder. It was defined 
as a systematic didactic psychotherapeutic intervention 
designed to inform patients and their relatives about the 
disorder and to promote coping. Patients and their fam-
ilies should be educated about mood relapse, suicidal 
ideation, and the effec tiveness of early intervention 
to reduce complications (Prasko et al. 2010b). It is strongly 
focused on behavioral techniques aimed to help with 
stress management, elimination of communication 
traps in the family leading to expressed emotions, and 
training in early detection of signs of impending dete-
rioration in mental state (Prasko et al. 2011a). 

Psychoeducation objectives
Reviews (Beynon et al. 2008, Scott 2006, Zaretsky et al. 2007) have 
shown that psychoeducation is the active ingredient in 
most forms of psychotherapy for bipolar illness. The 
primary goal of psychoeducation is to understand what 
is going on, to increase insight, compliance with phar-
macotherapy, to reduce the fear associated with BD, to 
improve psychosocial functioning between episodes 
and reduce the likelihood, severity and duration of sub-
sequent episodes (Kahn 1993). Supervision is not needed 
(Prasko et al. 2011, Vyskocilova et al. 2011).

TYPES OF PSYCHOEDUCATION 
PROGRAMS
Psychoeducational programs (PEP) has been con-
ducted in a variety of ways. They usually consist of 6 
or more sessions, and the duration of such programs is 
ranged from 1 to 18 months (Prasko et al. 2007). The certain 
psychoeducation models encompass individual consul-
tation, group or family psychoeducation (Colon et al. 2003), 
family therapy (Marsh 2001, Miklowitz 2008), professional 
lead/guidance, short-term family education programs 
(Mannion 2000), and family-led support groups. Despite 
different models and frameworks, these programs 
are all focused on basic areas, such as explanation of 
bipolar disorder, education about pharmacotherapy, 
social rhythms, warning signs, coping with the stress, 
management of problem behavior, accessing available 
resources, and problem solving.

Individual psychoeducation
Psychoeducation is based on idea that patients who 
learn about BD disorder, develop relapse prevention 
plans, stay adherent with medications, and implement 
illness management strategies (e.g., keeping regular 
sleep/wake cycles), they stay well for longer periods 

of time. Didactic information may reduce the stigma 
associated with the disorder and increase the likeli-
hood that patients obtain necessary treatment (Miklowitz 
2008). In the only randomized, controlled trial of indi-
vidual psychoeducation (Perry et al. 1999), 69 remitted BD 
I patients were randomly assigned to pharmacotherapy 
with routine care or pharmacotherapy with 7–12 ses-
sions of psychoeducation. The results over 18 months 
indicated clear benefits for individual psychoeducation 
on the likelihood of manic recurrences (27% of patients 
versus 57% in routine care) and the time to first manic 
relapse as in but not on time to depressive recurrences. 
Possibly, the prodromal symptoms of depressive relapse 
are less distinctive than of manic recurrences, and the 
emergency treatment options less clear cut.

Group psychoeducation
Group psychoeducation (GPE) has been administered 
in two formats: alone (as adjunctive to medications) or 
as part of a larger systematic care intervention. The ben-
efits of group psychoeducation have the potential to be 
long lasting, up to 2 (Colon et al. 2003) and 5 years (Colon et al. 
2009a). Psychoeducation can be targeted to the patient to 
improve outcomes, enhance compliance, and increase 
knowledge, including early relapse recognition, thereby 
contributing to a better sense of well-being (Prasko et al. 
2011a). Interactions between group participants may 
affect their emotional support and practical help which is 
extended to the post-intervention period (Citron et al. 1999).

In a study conducted in Barcelona, Colom et al. (2003a, 
2003b) randomly divided 120 remitted BD I and II 
patients into 2 groups; boht groups had 9 months 
therapy. First was treated with 21 group sessions of 
structured psychoeducation and the second by 21-ses-
sion unstructured support group. Over a 2-year study, 
the results strongly favored psychoeducation group: 
66.7% of the group psychoeducation patients versus 
91.7% of the unstructured group patients had recur-

Tab. 1. General targets of the psychoeducation in bipolar disorder.

 • Provide basic information on bipolar disorder 
(psychoeducation)

 • Reduce denial and encourage acceptance of illness

 • Repair incorrect assumptions about the disease (clinical 
picture, course, treatment))

 • Strengthen adherence and collaboration with a psychiatrist

 • Teach the patient to monitor the mood of the day

 • Learn to observe the rhythmic activity and enhance social 
rhythm in life

 • Reinforce patient confidence in the ability to cope with 
environmental influences (provoking and stress factors)

 • Teach the patient to recognize early signs of illness

 • Make a plan to prevent relapse

 • Increase social and occupational functioning
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rences. Somewhat puzzling was the observation that 
patients were more likely to drop out of the structured 
groups (26.6%) than the unstructured groups (11.6%). 
Nonetheless, patients in group psychoeducation main-
tained higher lithium levels over the 2-year study. These 
results above were maintained over the next 5 years 
with substantial reductions in rehospitalizations and 
improvements in functioning (Colom et al. 2009a). Analysis 
of subgroups showed greater improvements with psy-
choeducation versus control intervention also in bipo-
lar II disorder (Colom et al. 2009b). 

Similar non-didactically delivered narrative group 
psychoeducation with 12 sessions has been more effec-
tive than treatment as usual in two randomized con-
trolled trials in Australia in reduction of relapses (Castle et 
al. 2010, D´Souza et al. 2010). 

Two studies have examined GPE within the context 
of overall systems of care. Bauer et al. (2006) administered 
a collaborative chronic care treatment consisting of 
evidence-based pharmacotherapy, a nurse care coordi-
nator assigned to each patient to enhance adherence to 
treatment, regular telephone monitoring of prodromal 
mood symptoms, and a structured “life goals” program 
consisting of 5 weekly followed by twice monthly group 
sessions for up to 3 years. The GPE focused on relapse 
prevention strategies, medication adherence, and ill-
ness management. Patients in a treatment-as-usual 
group received usual VA care, which included medica-
tion sessions and occasional psychotherapy. The study 
contained 306 bipolar I patients, 87% of whom began as 
inpatients. Over 3 years, patients in the collaborative care 
intervention had 6.2 fewer weeks in affective episodes, 
4.5 weeks of which were attributable to reductions in 
the length of manic episodes. There were no differences 
between the collaborative care and the treatment-as-
usual groups in the length of depressive episodes. Broad 
effects of the care intervention were found on social and 
work functioning, quality of life, and treatment satisfac-
tion. The group differences were not statistically reliable 
until 2 years, suggesting a delayed effect of psychoedu-
cation and facilitated collaboration with care providers.

A study with a nearly identical design was car-
ried out by Simon et al. (2006) who randomly assigned 441 
patients to a 2-year systematic collaborative care pro-
gram or treatment as usual (typically medication man-
agement visits). The probability of a new manic episode 
was significantly lower in the systematic care group 
over the eight assessment points of the study. Like the 
above study, there were no effects of systematic care 
on depression severity, weeks depressed, or depressive 
recurrences. The effects on mania severity scores were 
only observed among the 343 patients with moderate to 
severe symptoms at entry.

Family psychoeducation
On the base of previous researches of emotional expres-
sion were developed family psychoeducation interven-
tions. These programs are based on fact that patients 

released from hospital to families with high expression 
of hostility, criticism, and emotional overinvelvement 
had higher probability of exacerbation of their symp-
toms, relapse and rehospitalization (Miklowitz et al. 2003, Lex 
et al. 2008, Proudfoot et al. 2010). Families of BP patients may 
be affected in many ways by affecting family relations, 
work, leisure, family health, children, and social relation-
ships (Latalova et al. 2011). They may not have the necessary 
knowledge and skills. As a result, patient can relapse and 
be rehospitalized. Coping with early warning signs is an 
effective approach to preventing relapse in BD. Coop-
eration with relatives in relapse prevention has been 
shown to increase the effectiveness of psychoeducation 
approaches. However, family-focused intervention has 
typically used highly trained therapists, who are not 
available within routine clinical services (Peters et al. 2011). 

A single-family intervention usually provides sup-
port for family members by: (a) information about 
bipolar disorder, (b) providing key knowledge about 
patient management and possibilities of coping with the 
BD and its symptoms, (c) enlightening how to identify 
and solve the specific health problems and (d) under-
standing of the needs of an individual family accurately. 
Imparting factual materials is also a fundamental com-
ponent of many educational interventions. 

There was developed a short-term family therapy 
approach for the hospitalized patients with schizophre-
nia or BD (6 sessions in average) (Haas et al. 1988). Objec-
tives included the acceptance of disease, identifying 
triggers of the episodes, identifying the potential pres-
ence of these stressors in family, planning procedures 
minimalizing these stressors, and leading the family to 
accept long-term treatment of patients after discharge 
from hospital. In the initial evaluation of this study 
this approach was found significantly efficient. In the 
follow-up of this group with 11-month therapy pair, 
a significant improvement in overall functioning and 
compliance in treatment was found in all the patients. 
However, this group was too small (42 people) to evalu-
ate a reduction in risk of relapse.

One small trial (n=33) found that acutely ill patients 
receiving an 11-month psychoeducational marital 
intervention had better adherence to medication and 
greater improvements in functioning than patients 
receiving pharmacotherapy alone (Clarkin et al. 1998). 

In families with highly expressed emotions patients 
with BP have significantly worse course of the disor-
der. Treatment focused on family psychoeducation is 
dedicated, practicing communication skills training 
and systematic problems in the period after remission 
failure (Miklowitz et al. 1998). In a controlled study of Miklowitz 
et al. (2000) significantly fewer relapses occurred during 
the following year in the group that underwent than 
in those who had only two family educational sessions. 
The greatest importance was the FFT for patients from 
families with high emotional expressivity.

Miklowitz et al. (2003) had conducted 3 trials of family-
focused therapy, which consist of 21 sessions of psy-
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choeducation, communication enhancement training, 
and problem-solving. Family-focused therapy (FFT) 
emphasizes strategies for regulating one’s emotions 
and enhancing interpersonal communication when 
facing conflicts (e.g., reflective listening; actively 
requesting support from family members). In the first 
trial (Miklowitz et al. 2003), authors randomly assigned 101 
adult patients shortly after an acute manic, mixed, or 
depressive episode to FFT and pharmacotherapy or two 
sessions of family-based crisis management and phar-
macotherapy. Over 2 years, patients treated by FFT had 
a greater likelihood of survival without disease relapse 
(52%) than patients in crisis management (17%) and 
survived longer without recurrence (mean=73.5 weeks) 
than patients in crisis management (53.2 weeks). The 
effects of FFT were stronger on depressive (p=0.005) 
than manic symptoms (p<0.05). The effects of FFT 
on depressive symptoms appeared to be mediated by 
improvements in communication between patient 
and relatives in a laboratory-based family interac-
tion task (Simoneau et al. 1999). In contrast, the effects of 
FFT on mania symptoms appeared to be mediated by 
improvements in patients’ adherence with lithium and 
anticonvulsant regiment. In a second trial (Rea et al. 2003), 
authors examined FFT and pharmacotherapy versus an 
individual therapy and pharmacotherapy in 53 bipolar 
I patients hospitalized for a manic episode. The indi-
vidual therapy was of identical frequency (21 sessions) 
and length (9 months) and contained many of the same 
psychoeducational elements as FFT. At 1 year, no differ-
ences emerged in recurrence rates. However, over a 1–2 
year posttreatment period, patients in family-focused 
therapy had a 28% recurrence rate and a 12% rehospi-
talization rate, compared to a 60% recurrence rate and a 
60% rehospitalization rate for individual therapy. Mean 
survival times prior to recurrences were also longer in 
the FFT group. Third randomized trial examined the 
effects of adjunctive FFT (21 sessions), or a 3-session 
psychoeducational treatment on subsyndromally or 
acutely ill adolescents (mean age=14.5) who had at 
least one episode of bipolar spectrum disorder in the 
prior 3 months. Adolescents assigned to FFT had more 
rapid recoveries from depressive states, spent less time 
in acute depressive episodes, and had a more favorable 
trajectory of depressive symptoms over 2 years than 
adolescents receiving pharmacotherapy and brief psy-
choeducation. The effects of FFT were not significant 
for manic symptoms (Miklowitz et al. 2008).

Multifamily psychoeducation groups
Working with multiple families at once could be more 
cost-effective than working with families individually 
(Miklowitz 2008). Moreover, Maton (1993) point out to the 
importance of understanding the helpful environment 
within an educational and supportive group for family 
members of a mentally ill patient. 

Miller and associates (Miller et al. 2004, Miller et al. 2008) 
assigned 92 acutely ill (75% manic) bipolar I patients 

to pharmacotherapy alone, pharmacotherapy plus 12 
sessions of single-family therapy (based on problem-
centered systems therapy), or pharmacotherapy plus 
six sessions of multi-family psychoeducation groups. 
Over 28 months no differences emerged between the 
3 groups in time needed for recovery or recurrence. 
However, patients from families that were initially high 
in conflict or low in problem-solving and who received 
either form of family therapy had approximately half 
as many depressive episodes per year and spent less 
time in depressive episodes than those who received 
pharmacotherapy alone. There were no effects of either 
family intervention on mania symptoms and no differ-
ences in the outcomes of patients who received single 
family therapy or multifamily groups.

One study examined the effects of caregiver psycho-
education groups that did not involve patients (Reinares 
et al. 2008). Participants were caregivers (62 parents and 
45 partners) of 113 bipolar I and II patients treated at 
a bipolar clinic at the University of Barcelona, Spain. 
The caregivers were randomly assigned to 12 weeks 
of group psychoeducation or treatment as usual. The 
caregiver groups focused on illness management skills 
(e.g., early detection of prodromes), medication adher-
ence, effective communication, and problem-solving. 
Over a 12-month posttreatment follow-up, patients 
whose relatives attended the groups had longer sur-
vival times prior to hypomanic or manic recurrences 
than patients in treatment as usual but did not differ on 
time to depressive or mixed episodes. Thus, caregivers 
were able to identify and intervene with patients’ manic 
prodromes without the input of the patients. In con-
trast, patient involvement may be necessary to extend 
the benefits of multifamily groups to the alleviation of 
depressive symptoms.

STEP-BD: comparison of treat-
ments for bipolar depression
Few of the trials reviewed above compared 2 or 
more active treatments. In the Systematic Treatment 
Enhancement Program for Bipolar Disorder (STEP-
BD) (Miklowitz et al. 2007a, 2007b), an effectiveness study car-
ried out in 15 US sites, 293 acutely depressed patients 
with bipolar I or II disorder were randomly assigned 
to medication or any of 4 evidence-based psychosocial 
treatments: 30 weekly and biweekly sessions of fam-
ily-focused therapy, interpersonal and social rhythm 
therapy, CBT, or a three-session psychoeducational 
control called collaborative care. Unlike prior studies, 
the primary outcome variable was recovery from an 
acute depressive episode. Over 1 year, being treated by 
any of the 3 intensive psychotherapies, was associated 
with a faster recovery rate (169 days versus 279 days) 
from acute depression than being in collaborative care 
(Miklowitz et al. 2007a). Patients in intensive treatment were 
also 1.58 times more likely to be well in any month of 
the 1-year study than patients in collaborative care. 
Patients in intensive psychotherapy also had greater 
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gains in functional outcomes, including relationship 
functioning and life satisfaction, even after functioning 
scores were adjusted for concurrent levels of depression 
(Miklowitz et al. 2007b).

The results of STEP-BD underline the power of 
adjunctive psychosocial approaches, but also their limi-
tations. Despite the availability of up to 30 sessions of 
care, patients attended an average of 14.3 (SD=11.4) ses-
sions only. Another fact is that only 54% of the patients 
had family members available to assist in family-focused 
therapy or other treatments. Psychotherapies affected 
relationship functioning but not vocational function-
ing; possibly, cognitive rehabilitation programs such 
as those for schizophrenia could be adapted to bipolar 
disorder (McGurk et al. 2007). Nonetheless, bipolar patients 
with acute depression seem to require more intensive 
psychotherapy than is usually offered in a community 
care. Possibly, the common ingredients of these inten-
sive psychotherapies – such as teaching strategies to 
regulate mood states and resolve key interpersonal or 
family problems – contribute to more rapid recoveries 
and better functioning after a depressive episode.

Internet-based psychoeducation for 
patients with bipolar disorder
The cost of time of patient and therapist, training, and 
travelling are some of disadvantages of face-to-face 
psychosocial interventions including group psycho-
education. In collaboration with bipolar patients, their 
families and health professionals Barnes et al. (2011) devel-
oped an internet-based psychoeducational intervention 
called “Beating Bipolar”. The program includes a mix of 
different helping mechanisms, with initial face-to-face 
delivery, followed by internet-based interactive program 
with important informations and ongoing support via 
a web forum (Simpson et al. 2009). The core characteristics 
are: (a) the diagnosis of the disorder; b) understanding 
of etiopatogenesis; c) explanation of the role of phar-
macs; d) importance of changes in lifestyle; e) stressing 
relapse prevention and early intervention; f) explana-
tion of psychological approaches; g) gender-specific 
informations; and h) informations for family and care-
givers. During the study patients were asked to access 
the modules every two weeks. They were encouraged 
to discuss the content of module in discussion forum 
(Smith et al. 2011). In an exploratory trial authors found that 
Beating Bipolar was relatively easy to learning and had a 
modest effect on quality of life (Smith et al. 2011). Program 
had impact upon insight into the bipolar disorder, to 
the personal routines and increased positive attitudes 
towards medication (Poole et al. 2012).

CONCLUSIONS
Although no evidence of a definitive cause of bipolar 
disorder is yet available, it can be reasonably under con-
trol using pharmacotherapy and psychosocial interven-
tions. Relapse rates (measured by number of hospital 

readmissions or days in hospital) decrease significantly 
when patients adhere to specific pharmacological regi-
mens and are exposed, together with their relatives, to 
psychoeducational programs. Behavioral interventions 
(e.g., cognitive behavior therapy, caregiver support, 
psychoeducation regarding the early warning signs 
of mood relapse) are considered to be the first-line 
adjuncts to phar macotherapy when trying to improve 
social function and reduce the need for medications, 
number of hospitalizations, and relapse rates. Beneficial 
effects of group, systematic care, family, CBT, interper-
sonal and social rhythm therapy can be observed for at 
least 1 year after their termination. 

Despite certain success of all these psychotherapeu-
tic and psychoeducational approaches, there could be 
some room for improvement. Greater attention to the 
future and personal values   can improve the efficiency 
(Prasko et al. 2012).

Patients with bipolar disorder benefit from regular 
patterns of daily activities including work, rest, sleep, 
food intake, physical activity, and social or emotional 
stimulation. The patient should attend his psychia-
trist. Family should try to establish regularity in these 
activities and strive to eliminate any excesses. The most 
important of the mentioned is ensuring that the patient 
will keep regular sleep patterns.

These conclusions should be tempered due to the 
substantial differences among studies in inclusion 
criteria, targeted outcomes, control groups, therapist 
training and monitoring procedures, or durations of 
treatment and follow-up. Most of the studies are single-
site with inadequate sample sizes to test hypotheses 
about moderating and mediating variables. Thus, infer-
ences regarding the effectiveness of specific models of 
psychotherapy for bipolar disorder are best viewed as 
promising but preliminary.

ACKNOWLEDGEMENTS
Supported by the project IGA MZ CR NT 11047-2010/4.

REFERENCES

1  Abdel-Baki A, Létourneau G, Morin C, Ng A (2013). Resumption 
of work or studies after first-episode psychosis: the impact of 
vocational case management. Early Interv Psychiatry. 25: doi: 
10.1111/eip.12021. 

2  Alloy L, Reilly-Harrington N, Fresco D, Whitehouse W, Zeichmeis-
ter J (1999). Cognitive styles and life events in subsyndromal 
unipolar and bipolar mood disorders: Stability and prospective 
prediction of depressive and hypomanic mood swings. J Cogni-
tive Psychotherapy. 13: 21–40.

3  Altman ES, Rea MM, Mintz J, Miklowitz DJ, Goldstein MJ, Hwang 
S (1992). Prodromal symptoms and signs of bipolar relapse: a 
report based on prospectively collected data. Psychiatry Res. 
41: 1–8.

4  Angst J (1998). The emerging epidemiology of hypomania and 
bipolar II disorder. Journal of Affective Disorders. 50: 143–151.

5  Asen E (2002). Multiple-family therapy: An overview. J Fam Ther. 
24: 3–16.



93Neuroendocrinology Letters Vol. 34 No. 2 2013 • Article available online: http://node.nel.edu

Bipolar affective disorder and psychoeducation

6  Baillargeon J, Binswanger IA, Penn JV, Williams BA, Murray OJ 
(2009). Psychiatric disorders and repeat incarcerations: the 
revolving prison door. Am J Psychiatry. 166(1): 103–109.

7  Ball JR, Mitchell PB, Corry JC, Skillecorn A, Smith M, Malhi GS 
(2006). A randomized controlled trial of cognitive therapy for 
bipolar disorder: focus on long-term change. J Clin Psychiatry. 
67: 277–286.

8  Barnes E, Simpson S, Griffiths E, Hood K, Craddock N, Smith D 
(2011). Developing an online psychoeducation package for 
bipolar disorder. J Ment Health. 20(1): 21–31.

9  Bauer MS, McBride L, Williford WO, Glick H, Kinosian B, Altshuler 
L, Beresford T, Kilbourne AM, Sajatovic M (2006). Cooperative 
Studies Program 430 Study Team: Collaborative care for bipolar 
disorder, II: impact on clinical outcome, function, and costs. 
Psychiatr Serv. 57: 937–945.

10  Beynon S, Soares-Weiser K, Woolacott N, Duffy S, Geddes JR 
(2008). Psychosocial interventions for the prevention of relapse 
in bipolar disorder: systematic review of controlled trials. Br J 
Psychiatry. 192: 5–11.

11  Bowden CL (2000). The ability of lithium and other mood stabi-
lizers to decrease suicide risk and prevent relapse. Curr Psychia-
try Rep. 2(6): 490–494.

12  Brieger P, Ehrt U, Marneros A (2003). Frequency of comorbid 
personality disorders in bipolar and unipolar affective disor-
ders. Compr Psychiatry. 44: 28 –34.

13  Bücker J, Kozicky J, Torres IJ, Kauer-Sant’anna M, Silveira LE, 
Bond DJ, Lam RW, Yatham LN (2012). The impact of childhood 
trauma on cognitive functioning in patients recently recov-
ered from a first manic episode: Data from the Systematic 
Treatment Optimization Program for Early Mania (STOP-EM). 
J Affect Disord; doi: pii: S0165-0327(12)00775-6. 10.1016/j.
jad.2012.11.022. [Epub ahead of print]

14  Cassidy F (2011). Risk factors of attempted suicide in bipolar 
disorder. Suicide Life Threat Behav. 41(1): 6–11.

15  Castle D, White C, Chamberlain J, Berk M, Berk L, Lauder S, 
Murray G, Schweitzer I, Piterman L, Gilbert M (2010). Group-
based psychosocial inter vention for bipolar disorder: ran-
domised controlled trial. Br J Psychiatry. 196(5): 383–388. 

16  Cerit C, Filizer A, Tural Ü, Tufan AE (2012). Stigma: a core factor 
on predicting functionality in bipolar disorder. Compr Psychia-
try. 53(5): 484–489. 

17  Citron M, Solomon P, Draine J (1999). Self-help groups for 
families of persons with mental illness: perceived benefits of 
helpfulness. Commun Ment Health J. 35: 15–30.

18  Clarkin JF, Carpenter D, Hull J, Wilner P, Glick I (1998). Effects 
of psychoeducational intervention for married patients with 
bipolar disorder and their spouses. Psychiatr Serv. 49: 531–533.

19  Cohen M, Baker G, Cohen RA, Fromm-Reichmann F, Weigert 
V(1954): An intensive study of 12 cases of manic-depressive 
psychosis. Psychiatry. 17: 103–137.

20  Cochran SD (1984). Preventing medical noncompliance in the 
outpatient treatment of bipolar affective disorders. J Consult 
Clin Psychol. 52: 873–878. 

21  Colom F, Vieta E, Martínez-Arán A, Reinares M, Benabarre A, Gastó 
C (2000). Clinical factors associated with treatment noncompli-
ance in euthymic bipolar patients. J Clin Psychiatry. 61: 549–555.

22  Colom F, Vieta E, Martinez-Aran A, Reinares M, Goikolea JM, 
Benabarre A, Torrent C, Comes M, Corbella B, Parramon G, Cor-
ominas J (2003a): A randomized trial on the efficacy of group 
psychoeducation in the prophylaxis of recurrences in bipolar 
patients whose disease is in remission. Archives of General Psy-
chiatry. 60: 402–407.

23  Colom F, Vieta E, Reinares M, Torrent C, Goikolea JM, Gastó C 
(2003b). Psychoeducation efficacy in bipolar disorders: beyond 
compliance enhancement. J Clin Psychiatry. 64: 1101–1105.

24  Colom F, Vieta E, Sánchez-Moreno J, Goikolea JM, Popova E, 
Bonnin CM, Scott J (2009b). Psychoeducation for bipolar II 
disorder: an exploratory, 5-year outcome subanalysis. J Affect 
Disord. 112: 30–35.

25  Colom F, Vieta E, Sánchez-Moreno J, Martínez-Arán A, Torrent 
C, Reinares M, Goikolea JM, Benabarre A, Comes M (2004). 
Psychoeducation in bipolar patients with comorbid personality 
disorders. Bipolar Disord. 6: 294–298.

26  Colom F, Vieta E, Sanchez-Moreno J, Palomino-Otiniano R, Rei-
nares M, Goikolea JM, Benabarre A, Martinez-Aran A (2009a). 
Group psychoeducation for stabilised bipolar disorders: five-
year outcome of a randomised clinical trial. Br J Psychiatry. 194: 
260–265.

27  Cooper AE, Corrigan PW, Watson AC (2003). Mental illness 
stigma and care seeking, Journal of Nervous and Mental Dis-
ease. 191(5): 339–341.

28  Corrigan PW, Watson AC (2002). The paradox of self-stigma and 
mental illness, Clinical Psychology. 9(1): 35–53.

29  D’Souza R, Piskulic D, Sundram S (2010). A brief dyadic group 
based psychoeducation program improves relapse rates in 
recently remitted bipolar disorder: a pilot randomised con-
trolled trial. J Affect Disord. 1–3: 272–276.

30  Devulapalli KK, Ignacio RV, Weiden P, Cassidy KA, Williams TD, 
Safavi R, Blow FC, Sajatovic M (2010). Why do persons with 
bipolar disorder stop their medication? Psychopharmacol Bull. 
43(3): 5–14.

31  Dinos S, Stevens S, Serfaty M, Weich S, King M (2004). Stigma: 
the feelings and experiences of 46 people withmental illness—
qualitative study, British Journal of Psychiatry. 184: 176–181.

32  Ehlers CL, Frank E, Kupfer DJ (1988). Social zeitgebers and bio-
logical rhythms: a unified approach to understanding the etiol-
ogy of depression. Arch Gen Psychiatry. 45: 948–952

33  Etain B, Henry C, Bellivier F, Mathieu F, Leboyer M (2008). 
Beyond genetics: childhood affective trauma in bipolar disor-
der. Bipolar Disord. 10(8): 867–876.

34  Fagiolini A, Kupfer DJ, Masalehdan A, Scott JA, Houck PR, Frank 
E (2005). Functional impairment in theremission phase of bipo-
lar disorder. Bipolar Disord. 7: 281–285.

35  Frank E, Hlastala S, Ritenour A, Houck P, Tu XM, Monk TH, 
Mallinger AG, Kupfer DJ (1997). Inducing lifestyle regularity in 
recovering bipolar disorder patients: results from the mainte-
nance therapies in bipolar disorder protocol. Biol Psychiatry. 
41: 1165–1173.

36  Frank E, Soreca I, Swartz HA, Fagiolini AM, Mallinger AG, Thase 
ME, Grochocinski VJ, Houck PR, Kupfer DJ (2008). The role of 
interpersonal and social rhythm therapy in improving occupa-
tional functioning in patients with bipolar I disorder.Arch Gen 
Psychiatry. 165(12): 1559–1565.

37  Frank E, Kupfer DJ, Thase ME, Mallinger AG, Swartz HA, Fagio-
lini AM, Grochocinski V, Houck P, Scott J, Thompson W, Monk T 
(2005).Two-year outcomes for interpersonal and social rhythm 
therapy in individuals with bipolar I disorder. Arch Gen Psychia-
try. 62(9): 996–1004.

38  Frank E, Swartz HA, Kupfer DJ (2000). Interpersonal and social 
rhythm therapy: managing the chaos of bipolar disorder. Biol 
Psychiatry. 48: 593–604.

39  Frank E (1999). Interpersonal and social rhythm therapy pre-
vents depressive symptomatology in bipolar I patients. Bipolar 
Disord. 1(suppl 1): 13. 

40  Frank E (2005). Interpersonal and social rhythm therapy prevents 
depressive symptomatology in bipolar I patients. http: //www.
wpic.pitt.edu/STANLEY/3rdbipcont/Sessions/sess1main.htm

41  George EL, Miklowitz DJ, Richards JA, Simoneau TL, Taylor DO 
(2003). The comorbidity of bipolar disorder and axis II personal-
ity disorders: prevalence and clinical correlates. Bipolar Disord. 
5: 115–122.

42  Goffman E (1963). Stigma: Notes on the Management of 
Spoiled Identity, Simon and Schuster.

43  Goldstein BI, Shamseddeen W, Axelson DA, Kalas C, Monk K, 
Brent DA, Kupfer DJ, Birmaher B (2010). Clinical, demographic, 
and familial correlates of bipolar spectrum disorders among 
offspring of parents with bipolar disorder. J Am Acad Child 
Adolesc Psychiatry. 49(4): 388–396. 

44  Gómez-Durán EL Carrión MI, Xifró A, Martin-Fumadó C (2010). 
Clinical characteristics and legal consequences of violent 
behavior: a case of bipolar disorder. Actas Esp Psiquiatr. 38(6): 
374–376. 

45  González Isasi A, Echeburúa E, Limiñana JM, González-Pinto A 
(2012). Psychoeducation and cognitive-behavioral therapy for 
patients with refractory bipolar disorder: A 5-year controlled 
clinical trial. Eur Psychiatry. doi: 10.1016/j.eurpsy.2012.11.002. 



94 Copyright © 2013 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Jan Prasko, Marie Ociskova, Dana Kamaradova, Zuzana Sedlackova, Monika Cerna, Barbora Mainerova, Aneta Sandoval

46  Gonzalez-Pinto A, Reed C, Novick D, Bertsch J, Haro JM (2010). 
Assessment of medication adherence in a cohort of patients 
with bipolar disorder. Pharmacopsychiatry. 43: 263–270.

47  Goossens PJ, Kupka RW, Beentjes TA, van Achterberg T (2010). 
Recognising prodromes of manic or depressive recurrence in 
outpatients with bipolar disorder: a cross-sectional study. Int J 
Nurs Stud. 47: 1201–1207.

48  Gruber J, Eidelman P, Johnson SL, Smith B, Harvey AG (2011). 
Hooked on a feeling: rumination about positive and negative 
emotion in inter-episode bipolar disorder. J Abnorm Psychol. 
120(4): 956–961. 

49  Gutiérrez-Rojas L, Jurado D, Gurpegui M (2011). Factors associ-
ated with work, social life and family life disability in bipolar 
disorder patients. Psychiatry Res. 186(2–3): 254–260. 

50  Haas GL, Glick ID, Clarkin JF, Spencer JH, Lewis AB, Peyser J, 
DeMane N, Good-Ellis M, Harris E, Lestelle V (1988). Inpatient 
family intervention: a randomized clinical trial, II: results at hos-
pital discharge. Arch Gen Psychiatry. 45: 217–224.

51  Hammen C, Ellicott A, Gitlin M a Jamison KR (1989). Sociotropy/
autonomy and vulnerability to specific life events in patients 
with unipolar depression and bipolar disorders. J Abnormal 
Psychol. 98: 154–160.

52  Hammen C, Gitlin M (1997). Stress reactivity in bipolar patients 
and its relation to prior history of disorder. AM J Psychiatry. 154: 
856–857.

53  Haro JM, Reed C, Gonzalez-Pinto A, Novick D, Bertsch J, Vieta E 
(2011). EMBLEM Advisory Board. 2-Year course of bipolar disor-
der type I patients in outpatient care: factors associated with 
remission and functional recovery. Eur Neuropsychopharmacol. 
21(4): 287–293.

54  Hirschfeld RMA, Baker JD, Wozniak P, Tracy K, Sommerville KW 
(2003). The safety and early efficacy of oral-loaded divalproex 
versus standard-titration divalproex, lithium, olanzapine, and 
placebo in the treatment of acute mania associated with bipo-
lar disorder. J Clin Psychiatry. 64(7): 841–846.

55  Hong J, Reed C, Novick D, Haro JM, Aguado J (2011). Clinical and 
economic consequences of medication non-adherence in the 
treatment of patients with a manic/mixed episode of bipolar 
disorder: Results from the European Mania in Bipolar Longitu-
dinal Evaluation of Medication (EMBLEM) Study. Psychiatry Res. 
190: 110–114.

56  Honig A, Hofman A, Rozendaal N, Dingemans P (1997). Psycho-
education in bipolar disorder: effect on expressed emotion. 
Psychiatry Res. 72: 17–22.

57  Johnson SL, Cuellar AK, Ruggero C, Winett-Perlman C, Goodnick 
P, White R, Miller I (2008). Life events as predictors of mania 
and depression in bipolar I disorder. J Abnorm Psychol. 117: 
268–277.

58  Johnson SL, Roberts JE (1995). Live efents and bipolar disor-
der: implicarions from biological theories. Psychol Bull. 117: 
434–449.

59  Johnson SL, Sandrow D, Meyer B, Winters R, Miller I, Solomon D, 
Keitner G (2000). Increases in manic symptoms after life events 
involving goal attainment. J Abnorm Psychol. 109: 721–727.

60  Kahn DA (1993). The use of psychodynamic psychotherapy in 
manic-depressive illness. J Am Acad Psychoanal. 21: 441–455.

61  Kay JH, Altshuler LL, Ventura J, Mintz J (2002). Impact of axis 
II comorbidity on the course of bipolar illness in men: a retro-
spective chart review. Bipolar Disord. 4: 237–242.

62  Keck PE Jr, McElroy SL, Strakowski SM, West SA, Sax KW, Hawkins 
JM, Bourne ML, Haggard P (1998). Twelve-month outcome of 
patients with bipolar disorder following hospitalization for a 
manic or mixed episode. Am J Psychiatry. 155: 646–652.

63  Keller MB, Lavori PW, Coryel W, Endicott J, Mueller TI (1993). 
Bipolar I: a five – year prospective follow up. J Nerv Ment Dis. 
181: 238–245.

64  Lam D a Wong G (1997). Prodromes, coping strategies, insight 
and social functioning in bipolar affective disorders. Psychol 
Med. 27: 1091–1100.

65  Lam D, Bright J, Jones S (2000). Cognitive therapy for bipolar 
illness – a pilot study of relapse prevention. Cognitive Therapy 
and Research. 24: 503–520.

66  Lam D, Watkins E, Hayward P, Bright J, Wright K, Kerr N, Parr-
Davis G, Sham P (2003). A randomised controlled study of 
cognitive therapy of relapse prevention for bipolar affective 
disorder – outcome of the first year. Arch Gen Psychiatry. 60(2): 
145–152.

67  Lam D, Wong G, Sham P (2001). Prodromes, coping strategies 
and course of illness in bipolar affective disorders – a naturalis-
tic study. Psychol Med. 31: 1397–1402.

68  Lam D, Wong G (2005). Prodromes, coping strategies and psy-
chological interventions in bipolar disorders. Clin Psychol Rev. 
25: 1028–1042.

69  Lam D (2006). Cognitive behavioural therapy does not reduce 
overall episode recurrence in people with recurrent bipolar 
disorder. Evid Based Ment Health. 9(4): 99.

70  Lam D (2002). Psychotherapy for bipolar affective disorder. Cur-
rent Medical Literature. 2: 1–4.

71  Lam DH, Burbeck R, Wright K, Pilling S (2009). Psychological 
therapies in bipolar disorder: the effect of illness history on 
relapse prevention – a systematic review. Bipolar Disord. 11(5): 
474–482.

72  Lam DH, Hayward P, Watkins ER, Wright K, Sham P (2005). 
Relapse prevention in patients with bipolar disorder: cognitive 
therapy outcome after 2 years. Am J Psychiatry. 162: 324–329.

73  Latalova K, Prasko J, Diveky T, Grambal A, Kamaradova D, 
Velartova H, Salinger J, Opavsky J (2010a). Autonomic nervous 
system in euthymic patients with bipolar affective disorder. 
Neuroendocrinol Lett. 31: 829–836.

74  Latalova K, Prasko J, Diveky T, Kamaradova D, Grambal A, 
Velartova H (2012). Prodromes, precipitants, and risk factors 
for relapse in bipolar disorder. Neuroendocrinol Lett. 33(6): 
619–625.

75  Latalova K, Prasko J, Diveky T, Kamaradova D, Velartova H 
(2010b). Cognitive dysfunction, dissociation and quality of life 
in bipolar affective disorder in remission. Psychiatria Danubina. 
22: 528–534.

76  Latalova K, Prasko J, Diveky T, Kamaradova D (2011). Quality 
of life in patients with bipolar disorder – a comparison with 
schizophrenic patients and healthy controls. Psychiatria Danu-
bina. 13: 21–26.

77  Latalova K, Prasko J, Pastucha P, Grambal A, Kamaradova D, 
Diveky T, Jelenova D, Mainerova B, Vrbova K (2010c). Bipolar 
affective disorder and dissociation – comparison with healthy 
controls. Biomedical Papers. 154(2): 181–186.

78  Latalova K, Prasko J (2010). Aggression in Borderline Personality 
Disorder. Psychiatric Quarterly. 81: 239–251.

79  Lazowski L, Koller IM, Stuart H, Milev R (2012). Stigma and dis-
crimination in people suffering with a mood disorder: A cross-
sectional study. Depression Research and Treatment Volume, 
Article ID 724848, doi: 10.1155/2012/724848

80  Lejeune SM (2011). Special considerations in the treatment of 
college students with bipolar disorder. J Am Coll Health. 59(7): 
666–669.

81  Leverich GS, McElroy SL, Suppes T, Keck PE jr, Denikoff KD, 
Nolen WA, Altshuler LL, Rush AJ, Kupka R, Frye MA, Autio KA, 
Post RM (2002). Early physical and sexual abuse associated with 
an adverse course of bipolar illness. Biological Psychiatry. 51: 
288–297.

82  Lex C, Meyer TD, Marquart B, Thau K (2008). No strong evidence 
for abnormal levels of dysfunctional attitudes, automatic 
thoughts, and emotional information-processing biases in 
remitted bipolar I affective disorder. Psychol Psychother. 81(1): 
1–13.

83  Lomax CL, Lam D (2011). Investigation into activation of dys-
functional schemas in euthymic bipolar disorder following 
positive mood induction. Br J Clin Psychol. 50(2): 115–126.

84  Makoff-Schwartz S, Frank E, Anderson B (1998). Stressful life 
events and social rhythm disruption in the onset of manic and 
depressive bipolar episodes. Arch Gen Psychiatry. 55: 702–707.

85  Malkoff-Schwartz S, Frank E, Anderson BP, Hlastala SA, Luther JF, 
Sherrill JT, Houck PR, Kupfer DJ (2000). Social rhythm disruption 
and stressful life events in the onset of bipolar and unipolar 
episodes. Psychol Med. 30: 1005–1016.



95Neuroendocrinology Letters Vol. 34 No. 2 2013 • Article available online: http://node.nel.edu

Bipolar affective disorder and psychoeducation

86  Mannion E (2000). Training manual for the implementation 
of family education in the adultmental health systemof Berks 
County. PA: Philadelphia University.

87  Mantere O, Suominen K, Valtonen HM, Arvilommi P, Isometsa E 
(2008). Only half of bipolar I and II patients report prodromal 
symptoms. J Affect Disord. 111: 366–371. 

88  Marsh D (2001). A family-focused approach to serious mental 
illness: empirically supported interventions. Sarasota: Profes-
sional Resource Press.

89  Maton KI (1993). Moving beyond the individual level of analysis 
in mutual help group research: an ecological paradigm. J Appl 
Behav Sci. 29: 272–86.

90  McGurk SR, Twalmey EW, Sitzer DI, McHugo GJ, Mueser KT 
(2007). A meta-analysis of cognitive remediation in schizophre-
nia. Am J Psychiatry. 164: 1791–1802.

91  Merikangas KR, Akiskal HS, Angst J, Greenberg PE, Hirschfeld 
RM, Petukhova M, Kessler RC (2007). Lifetime and 12-month 
prev alence of bipolar spectrum disorder in the National 
Comorbidity Sur vey replication [published correction appears 
in Arch Gen Psychiatry. 64(9): 1039]. Arch Gen Psychiatry. 64(5): 
543–552. 

92  Michalak EE, Murray G, Young AH, Lam RW (2008). Burden of 
bipolar depression: impact of disorder and medications on 
quality of life. CNS Drugs. 22(5): 389–406.

93  Miklowitz DJ, Richards JA, George EL, Frank E, Suddath RL, 
Powell KB, Sacher JA (2003). Integrated family and individual 
therapy for bipolar disorder: Results of treatment development 
study. J Clin Psychiatry. 64: 182–191.

94  Miklowitz DJ, Axelson DA, Birmaher B, George EL, Taylor DO, 
Schneck CD, Beresford CA, Dickinson LM, Craighead WE, Brent 
DA (2008). Family-focused treatment for adolescents with 
bipolar disorder: results of a 2-year randomized trial. Arch Gen 
Psychiatry. 65: 1053–1061.

95  Miklowitz DJ, George EL, Richards JA, Simoneau TL, Suddath R 
(2003). A randomized study of familyfocused psychoeducation 
and pharmacotherapy in the outpatient management of bipo-
lar disorder. Arch Gen Psychiatry. 60: 904–912.

96  Miklowitz DJ, Goldstein MJ, Nuechterlein KH, Snyder KS, Mintz J 
(1998). Psycho-education in bipolar disorder. Arch Gen Psychia-
try. 45: 225–231.

97  Miklowitz DJ, Otto MW, Frank E, Reilly-Harrington NA, Kogan 
JN, Sachs GS, Thase ME, Calabrese JR, Marangell LB, Ostacher 
MJ, Patel J, Thomas MR, Araga M, Gonzalez JM, Wisniewski 
SR (2007b). Intensive psychosocial intervention enhances 
functioning in patients with bipolar depression: results from 
a 9-month randomized controlled trial. Am J Psychiatry. 164: 
1340–1347. 

98  Miklowitz DJ, Otto MW, Frank E, Reilly-Harrington NA, Wis-
niewski SR, Kogan JN, Nierenberg AA, Calabrese JR, Marangell 
LB, Gyulai L, Araga M, Gonzalez JM, Shirley ER, Thase ME, 
Sachs GS (2007a). Psychosocial treatments for bipolar depres-
sion: a 1-year randomized trial from the Systematic Treatment 
Enhancement Program. Arch Gen Psychiatry. 64: 419–427. 

99  Miklowitz DJ, Simoneau TL, George EL, Richards JA, Kalbag A, 
Sachs-Ericsson N, Suddath R (2000). Family-focused treatment 
of bipolar disorder: 1-year effects of a psychoeducational pro-
gram in conjunction with pharmacotherapy. Biol Psychiatry. 48: 
582–592.

100  Miklowitz DJ (2008). Adjunctive Psychotherapy for Bipolar 
Disorder: State of the Evidence. Am J Psychiatry. 165(11): 
1408–1419.

101  Miller IW, Keitner GI, Ryan CE, Uebelacker LA, Johnson SL, Solo-
mon DA (2008). Family treatment for bipolar disorder: family 
impairment by treatment interactions. J Clin Psychiatry. 69: 
732–740.

102  Miller IW, Solomon DA, Ryan CE, Keitner GI (2004). Does adjunc-
tive family therapy enhance recovery from bipolar I mood epi-
sodes? J Affect Disord. 82: 431–436. 

103  Molnar G, Feeney MG, Fava GA (1998). Duration and symptoms 
of bipolar prodromes. Am J Psychiatry. 145: 1576–1578.

104  Moncrieff J (1995). Lithium revisited: a re-examination of the 
placebo-controlled trials of lithium prophylaxis in manic-
depressive disorder. Br J Psychiatry. 167: 569–573.

105  Montag C, Ehrlich A, Neuhaus K, Dziobek I, Heekeren HR, Heinz 
A, Gallinat J (2010). Theory of mind impairments in euthymic 
bipolar patients. J Affect Disord. 123(1–3): 264–269.

106  Morriss RK, Faizal MA, Jones AP, Williamson PR, Bolton C, McCar-
thy JP (2007). Interventions for helping people recognise early 
signs of recurrence in bipolar disorder. Cochrane Database Syst 
Rev.1: CD004854.

107  Novick DM, Swartz HA, Frank E (2010). Suicide attempts in bipo-
lar I and bipo lar II disorder: a review and meta-analysis of the 
evidence. Bipolar Dis ord. 12(1): 1–9.

108  O´Connell RA, Mayo JA, Flatow L, Cuthbertson B, O´Brien BE 
(1991). Outcome of bipolar disorder on long-term treatment 
with lithium. Br J Psychiatry. 159: 123–129.

109  Parikh SV, LeBlanc SR, Ovanessian MM (2010). Advancing 
bipolar disorder: key lessons from the Systematic Treatment 
Enhancement Program for Bipo lar Disorder (STEP-BD). Can J 
Psychiatry. 55(3): 136–143.

110  Parikh SV, Zaretsky A, Beaulieu S, Yatham LN, Young LT, Patelis-
Siotis I, Macqueen GM, Levitt A, Arenovich T, Cervantes P, Vely-
vis V, Kennedy SH, Streiner DL (2012). 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. 73(6): 
803–10. doi: 10.4088/JCP.11m07343.

111  Perlick DA, Rosenheck RA, Clarkin JF, Sirey JA, Salahi J, Struen-
ing EL, Link BG (2001). Stigma as a barrier to recovery: adverse 
effects of perceived stigma on social adaptation of persons 
diagnosed with bipolar affective disorder. Psychiatric Services. 
52(12): 1627–1632.

112  Perlis RH, Ostacher MJ, Patel JK, Marangell LB, Zhang H, Wis-
niewski SR, Ketter TA, Miklowitz DJ, Otto MW, Gyulai L, Reilly-
Harrington NA, Nierenberg AA, Sachs GS, Thase ME (2006). 
Predictors of recurrence in bipolar disorder: primary outcomes 
from the Systematic Treatment Enhancement Program for Bipo-
lar Disorder (STEP-BD). Am J Psychiatry. 163: 217–224.

113  Perry A, Tarrier N, Morriss R, McCarthy E, Limb K (1999). Ran-
domised controlled trial of efficacy of teaching patients with 
bipolar disorder to identify early symptoms of relapse and 
obtain treatment. BMJ. 318: 149–153.

114  Peters S, Pontin E, Lobban F, Morriss R (2011). Involving relatives 
in relapse prevention for bipolar disorder: a multi-perspective 
qualitative study of value and barriers. BMC Psychiatry. 1;11: 
172. doi: 10.1186/1471-244X-11-172.

115  Poole R, Simpson SA, Smith DJ (2012). Internet-based psycho-
education for bipolar disorder: a qualitative analysis of feasibil-
ity, acceptability and impact. BMC Psychiatry. 12: 139 http: //
www.biomedcentral.com/1471-244X/12/139.

116  Prasko J, Brunovsky M, Latalova K, Grambal A, Raszka M, Vys-
kocilova J, Zavesicka L (2010a). Augmentation of antidepres-
sants with bright light therapy in patients with comorbid 
depression and borderline personality disorder. Biomed Pap 
Med Fac Univ Palacky Olomouc Czech Repub. 154: 355–362.

117  Prasko J, Diveky T, Grambal A, Latalova K (2010b). Suicidal 
patients. Biomed Papers. 154(3): 265–274.

118  Prasko J, Mozny P, Slepecky M (2007). Cognitive behavioral 
therapy of psychic disorders [Kognitivně behaviorální terapie 
psychických poruch]. Triton Praha.

119  Prasko J, Vrbova K, Latalova K, Mainerova B (2011a). Psychoedu-
cation for psychotic patients. Biomed Pap Med Fac Univ Palacky 
Olomouc Czech Repub. 155: 271–282.

120  Prasko J, Vyskocilova J, Mozný P, Novotny M, Slepecky M 
(2011b). Therapist and supervisor competencies in cognitive 
behavioural therapy. Neuroendocrinology Letters. 32: 101–109. 

121  Prasko J, Mainerova B, Jelenova D, Kamaradova D, Sigmundova 
Z (2012a). Existential perspectives and cognitive behavioral 
therapy. Act Nerv Super Rediviva. 54(1): 3–14.

122  Prasko J, Vyskocilova J, Slepecky M, Novotny M (2012b). Prin-
ciples of supervision in cognitive behavioural therapy. Biomed 
Pap Med Fac Univ Palacky Olomouc Czech Repub. 156(1): 
70–79.

123  Proudfoot J, Doran J, Manicavasagar V, Parker G (2011). The 
precipitants of manic/hypomanic episodes in the context of 
bipolar disorder: a review. J Affect Disord. 133: 381–387.



96 Copyright © 2013 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Jan Prasko, Marie Ociskova, Dana Kamaradova, Zuzana Sedlackova, Monika Cerna, Barbora Mainerova, Aneta Sandoval

124  Rea MM, Tompson M, Miklowitz DJ, Goldstein MJ, Hwang S, 
Mintz J (2003). Family focused treatment vs individual treat-
ment for bipolar disorder: results of a randomized clinical trial. J 
Consult Clin Psychol. 71: 482–492.

125  Reed C, Goetz I, Vieta E, Bassi M, Haro JM (2010). EMBLEM 
Advisory Board. Work impairment in bipolar disorder patients-
-results from a two-year observational study (EMBLEM). Eur 
Psychiatry. 25(6): 338–344. 

126  Reinares M, Colom F, Sánchez-Moreno J, Torrent C, Martínez-
Arán A, Comes M, Goikolea JM, Benabarre A, Salamero M, Vieta 
E (2008). Impact of caregiver group psychoeducation on the 
course and outcome of bipolar patients in remission: a random-
ized controlled trial. Bipolar Disord. 10: 511–519. 

127  Rossi A, Marinangeli MG, Butti G, Scinto A, DiCicco L, Kalyvoka 
A, Petruzzi C (2001). Personality disorders in bipolar and depres-
sive disorders. J Affect Disord. 65: 3–8.

128  Rucci P, Frank E, Kostelnik B, Fagiolini A, Mallinger AG, Swartz 
HA, Thase ME, Siegel L, Wilson DJ, Kupfer DJ (2002). Suicide 
attempts in patients with bipolar 1 disorder during acute and 
maintenance phases of intensive treatment with pharmaco-
therapy and adjunctive psychotherapy. Am J Psychiatry. 159: 
1160–1164.

129  Russell SJ, Browne JL (2005). Staying well with bipolar disorder. 
Aust N Z J Psychiatry. 39(3): 187–193.

130  Scott J, Colom F (2005). Psychosocial treatments for bipolar dis-
orders. Psychiatric Clinics of North America. 28: 371–384. 

131  Scott J, Paykel E, Morriss R, Bentall R, Kinderman P, Johnson T, 
Abbott R, Hayhurst H (2006a). Cognitive-behavioural therapy 
for severe and recurrent bipolar disorders: randomised con-
trolled trial. Br J Psychiatry. 188: 313–320.

132  Scott J, Colom F, Vieta E (2006b): A metaanalysis of adjunctive 
psychological therapies compared to usual psychiatric treat-
ment for bipolar disorders. International Journal of Neuropsy-
chiatry. 10(1): 123–129.

133  Scott J a Pope M (2003). Cognitive style in bipolar disorders. 
Psychological Medicine. 33: 1081–1088.

134  Scott J, Garland A, M, Moorhead S (2001). A pilot study of cogni-
tive therapy in bipolar disorders. Psychol Med. 31: 459–467.

135  Scott J (2004). Cognitive therapy of bipolar disorder. In: Leahy 
R L (ed): Contemporary Cognitive Therapy, Guilford Press. 
228–243.

136  Scott J (2006). Psychotherapy for bipolar disorders: efficacy and 
effectiveness. J Psychopharmacol. 20: 46–50.

137  Sidlova M, Prasko J, Jelenova D, Kovacsova A, Latalova K, 
Sigmundova Z, Vrbova K (2011). The quality of life of patients 
suffering from schizophrenia – a comparison with healthy con-
trols. Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub. 
155(2): 173–180.

138  Simon GE, Ludman EJ, Bauer MS, Unutzer J, Operskalski B 
(2006). Long-term effectiveness and cost of a systematic care 
program for bipolar disorder. Arch Gen Psychiatry. 63: 500–508.

139  Simoneau TL, Miklowitz DJ, Richards JA, Saleem R, George EL 
(1999). Bipolar disorder and family communication: effects of a 
psychoeducational treatment program. J Abnorm Psychol. 108: 
588–597.

140  Simpson S, Barnes E, Griffiths E, Hood K, Cohen D, Craddock N, 
Jones I, Smith DJ (2009). The Bipolar Interactive Psychoeduca-
tion (BIPED) study: trial design and protocol. BMC Psychiatry. 
9(50). doi: 10.1186/1471-244X-9-50.

141  Sirey JA, Bruce ML, Alexopoulos GS (2005). The treatment 
initiation program: an intervention to improve depression out-
comes in older adults. American Journal of Psychiatry. 162(1): 
184–186.

142  Smith DJ, Griffiths E, Poole R, DiFlorio A, Barnes E, Kelly M, Crad-
dock N, Hood K, Simpson S (2011). Beating Bipolar: exploratory 
trial of a novel internet-based psychoeducational treatment for 
bipolar disorder. Bipolar Disord. 13(5–6): 571–577.

143  Smith JA, Tarrier N (1992). Prodromal symptoms in manic 
depressive psychosis. Soc Psychiatry and Psychiatr Epidemiol. 
27: 245–248.

144  Solomon DA, Keitner GI, Miller IW, Shea MT, Keller MB (1995). 
Course of illness and maintenance treatments for patients with 
bipolar disorders. J Clin Psychiatry. 56: 5–13.

145  Sullivan AE, Miklowitz DJ (2010). Family functioning among 
adolescents with bipolar disorder. J Fam Psychol. 24(1): 60–67. 

146  Urosević S, Abramson LY, Alloy LB, Nusslock R, Harmon-Jones 
E, Bender R, Hogan ME (2010). Increased rates of events that 
activate or deactivate the behavioral approach system, but not 
events related to goal attainment, in bipolar spectrum disor-
ders. J Abnorm Psychol. 119(3): 610–615. 

147  Van Snellenberg JX, de Candia T (2009). Meta-analytic evidence 
for familial coaggregation of schizophrenia and bipolar disor-
der. Arch Gen Psychia try. 66(7): 748–755.

148  Varga M, Magnusson A, Flekkoy K, Ronneberg U, Opjordsmoen 
S (2006). Insight, symptoms and neurocognition in bipolar I 
patients. J Affect Disord. 91: 1–9.

149  Velligan DI, Weiden PJ, Sajatovic M, Scott J, Carpenter D, Ross 
R, Docherty JP (2009). The expert consensus guideline series: 
adherence problems in patients with serious and persistent 
mental illness. J Clin Psychiatr. 70(Suppl 4): 1–46.

150  Vieta E, Nolen WA, Grunze H, Licht RW, Goodwin G (2005). A 
European perspective on the Canadian guidelines for bipolar 
disorder. Bipolar Disord. 7( Suppl 3): 73–7.

151  Vyskocilova J, Prasko J, Slepecky M (2011). Empathy in cognitive 
behavioral therapy and supervision. Activitas Nervosa Superior 
Rediviva. 53(2): 72–83.

152  Vyskocilova J, Prasko J (2012). Socratic dialogue and guided 
discovery in cognitive behavioral supervision. Act Nerv Super 
Rediviva. 54(1): 35–45.

153  Whitney J, Howe M, Shoemaker V, Li S, Marie Sanders E, Dijamco 
C, Acquaye T, Phillips J, Singh M, Chang K (2012). Socio-
emotional processing and functioning of youth at high risk for 
bipolar disorder. J Affect Disord. doi: 10.1016/j.jad.2012.08.016. 

154  World Health Organization (2004). The global burden of 
disease: update. Part 3: disease incidence, prevalence and 
disability. http: //www.who.int/healthinfo/global_burden_dis-
ease/2004_report_update/en/.

155  Wright KA, Lam D, Brown RG (2008). Dysregulation of the 
behavioral activation system in remitted bipolar I disorder. J 
Abnorm Psychol. 117(4): 838–848.

156  Zaretsky A, Lancee W, Miller C, Harris A, Parikh SV (2008). Is 
cognitive-behavioural therapy more effective than psychoedu-
cation in bipolar disorder? Can J Psychiatry. 53(7): 441–448.

157  Zaretsky AE, Rizvi S, Parikh SV (2007). How well do psychosocial 
interventions work in bipolar disorder? Can J Psychiatry. 52: 
14–21.

158  Zaretsky AE, Segal ZV, Gemar M (1999). Cognitive therapy for 
bipolar depression: A pilot study. Can J Psychiatry. 44: 491–494.


