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Abstract OBJECTIVE: Despite pharmacological treatment of bipolar affective disorder has 
many advantages; only drug treatment remains insufficiently beneficial to many 
patients. The combination of pharmacotherapy and internet psychoeducation 
seems to be the effective way how to improve remission. Internet-based therapy 
programs offer an exclusive chance for large underserved parts of the popula-
tion to make evidence-based treatment without the need of full-time therapist. 
Our goal was to create a psychoeducational program for patients suffering from 
bipolar disorder that can be used in Czech Republic.
METHODS: There were identified studies through Web of Science, PUBMED, 
and Scopus databases as well as existing reviews were used in development of 
comprehensive internet psychoeducational program for patients with bipolar 
disorder. The search terms included “bipolar disorder”, “psychoeducation”, and 
“internet psychoeducation”. The search was performed with no language or time 
restrictions. 
RESULTS: The internet psychoeducational program was developed in accordance 
to the data from the literature review. The aim of the Internet psychoeducational 
program of the Department of Psychiatry University Hospital in Olomouc is to 
familiarize patients with the fundamental nature of bipolar affective disorder, 
the character and principles of pharmacotherapy, the recognition of the warning 
signs of relapse, inappropriate and stressful stereotypes in communication within 
families, and finally the practice of social skills.
CONCLUSION: Information from studies can help to prepare comprehensive 
psychoeducational program for bipolar patients.
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INTRODUCTION
Bipolar affective disorder (BAD) is a serious psychi-
atric illness with lifetime prevalence about 1%. When 
including BAD type II, cyclothymia, juvenile variants, 
and proposed “bipolar spectrum” disorders, the total 
rate wide to at least 5% (Tondo et al. 2005). One of the major 
problems of this population is the lack of co-operation 
in the treatment with psychiatrists, discontinuation of 
medication, and unproductive life style, which results 
in a higher number of relapses, disabilities of the 
patients and families, poorer social functioning and 
poorer quality of life. Adherence to the treatment may 
be reinforced by increasing insight to the problem and 
providing quality and practical information about its 
treatment. 

Psychoeducation is a type of psychotherapeutic sup-
port aimed to provide comprehensive and sufficient 
information about bipolar disorders to patients. The 
most important objective of the psychoeducation is to 
prevent a relapse by increasing compliance with medi-
cation usage, increasing social rhythms, reducing emo-
tional expressivity in families, and increasing coping 
strategies to deal with stress. Patients should learn that 
bipolar disorder is a serious psychiatric disorder, but 
there is a potential to cure it. Studies on psychoedu-
cation in bipolar disorder exhibit beneficial effects on 
rehospitalization rates, compliance and understand-
ing. Compared with a mood stabilizer treatment alone, 
combination therapy of CBT and mood stabilizers has 
been shown to decrease the frequency of bipolar epi-
sodes, shorten the duration of episodes that occur, and 
reduce the amount of hospital admissions due to epi-
sodes. Patients treated by this combination also showed 
higher social functioning. The profit of psychoeduca-
tion is most likely durable.
There are several psychoeducational programs for 
BAD patients (Jones et al. 2013). All of them highlight the 
basic understanding of biological nature of the disor-
der, information about psychosocial factors that affect 
the triggers and maintenance of the disorder, treat-
ment options, lifestyle issues, monitoring the warning 
signs, possibility of coping with the symptoms and 
typical problems, the importance of social rhythms, and 
importance of proper communication. Internet-based 
education program that patients undergo at home, after 
dealing with the acute phase, could be useful.
Internet-based treatment typically involves the interac-
tion between a client and therapist via the internet and 
incorporates the use of a prepared web-based treatment 
program for clients to read in combination with thera-
pist assistance usually by email. Over the past decade, 
internet-based therapy has been found to be helpful for 
a variety of physical health conditions and psychiatric 
disorders (Christensen et al. 2004; Shandley et al. 2008; Litz et al. 2004; 
O´Kearney et al. 2006).
Psychoeducation using the internet has been evolved in 
last 10 years. According to numerous studies and meta-

analysis internet psychotherapy and psychoeducation 
may be equally effective as the common face-to-face 
form in case of panic disorder (Kenwright & Marks 2004; Sch-
neider et al. 2005; Marks et al. 2005; Calbring et al. 2005; Gega et al. 2007; Cal-
bring et al. 2006; Kiroupoulos et al. 2008), depression (Carbring et al. 2005; 
Clarke et al. 2005; Mackinnon et al. 2008; O´Kearney et al. 2006; Van Voorhees 
et al. 2007; Van Straten et al. 2008), PTSD (Riper et al. 2008; Knaevelsrud & 
Maercker 2007), complicated grief (Wagner et al. 2007), obsessive 
compulsive disorder (Barlow et al. 2005), social phobia (Klein 
et al. 2006; Spek et al. 2007; Standley et al. 2008; Andrews et al. 2011), and 
bulimia nervosa (Schmid et al. 2007; Liwowsky et al. 2006). 
Internet psychoeducation brings the advantage for the 
patient of not having to visit the doctors so often, pos-
sibility to control the program designed for him, and 
use it whenever he has time. The costs are minimal. 
Surprisingly, it was found that the efficiency is the same 
as that conducted by a therapist in outpatient therapy. 
However, internet psychotherapy also requires mini-
mal contact with a therapist over the internet (about 
10 minutes per week), usually in the form of answers 
to questions, homework assignments, evaluation, and 
encouragement. The program itself without entering 
the therapist is less effective than a program with mini-
mal contact (Griffiths & Christensen 2007).

METHOD
A report with conclusions about internet psychoeduca-
tion in bipolar disorder was performed. Articles were 
identified through the PubMed, Web of Science, and 
Scopus databases. The search terms included “bipolar 
disorder“, “psychoeducation”, and “internet psychoedu-
cation”. The search was performed with no language or 
time restrictions. The acquired articles were sorted by 
their relevance and key articles were identified. Refer-
ence lists of publications obtained by these actions were 
hand-searched for other relevant articles. The resources 
were confronted with our own experiences with psy-
choeducation in bipolar patients and used to develop 
our comprehensive psychoeducational program. 

AIMS OF PSYCHOEDUCATION IN 
BIPOLAR AFFECTIVE DISORDER
Modern psychological studies of BAD, which guide the 
development of psychotherapeutic approaches for this 
disorder, emphasized different areas of interest (Lam 2002; 
Latalova et al. 2012): non adherence to pharmacotherapy, 
emotional consequences of past episodes of mania or 
depression, understanding that one suffers from a seri-
ous, or potentially serious mental disorder and the 
problem of stigma, little awareness of precipitants and 
triggers that activate an episode, delay or deviance in 
personal maturation and deficits in social cognitions, 
impairment of social rhythms and habits, expressed 
emotion in family members, personality disorder, fear 
of disease relapse, and difficulties in interpersonal rela-
tionships (Prasko et al. 2013).
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Compared to treatment with mood stabilizers alone, 
the combined treatment with medication and psy-
chosocial approaches is successful in the stability of 
remission, improved quality of life due to subsequent 
reduction of rehospitalization and improvement of the 
quality of social functioning (Perry et al. 1999; Lam et al. 2000; 
Frank et al. 2005; Zaretsky et al. 2008; Parikh et al. 2012). Advantages of 
psychoeducation also prevail in long-term follow ups.

Non adherence to pharmacotherapy
More than 50% of the patients discontinued from the 
medication or did not use it according to the guidance 
of the doctor (Devulapalli et al. 2010; Gonzalez-Pinto et al. 2010; Hong et 
al. 2011). Non-adherence is connected to relapses, which 
could be devastating for patient’s family, social life, and 
job, and they are also connected to the risk of aggres-
sion, especially in patients with comorbid personality 
disorder (Latalova & Prasko 2010). Therefore, the improve-
ment of medication compliance is one of the most 
fundamental goals of psychoeducation (Deep et al. 2008). 
Usually, the doctor explains to the patient that using 
medication is beneficial to him because he is sick. It is 
not a very effective way because patients perceive it as 
too directive. It seems better if the patient recognizes 
the need to take medications himself. There are exer-
cises in our internet psychoeducational program, in 
which patients might rethink the advantages and dis-
advantages of using and non-using the medication on 
their own.

Emotional and cognitive consequences of past episodes of 
mania or depression
Past episode tends to have social, emotional, and cog-
nitive consequences (Lomax & Lam 2011). The patients may 
feel embarrassed for their behavior during an acute epi-
sode. They can deny that it was a sign of the disorder, 
depreciate or exaggerate the consequences of the disor-
der for life, families, and relations. Help to the patients 
to see these consequences in appropriate ways is neces-
sary for coping with them, and for identification, what 
is possible rectified (Lex et al. 2008; Jones et al. 2013). Internet 
psychoeducational program offers a comparison of the 
consequences for other people suffering from bipolar 
disorder and shows that it is no need to displace the 
problems, nor be afraid of them, but it needs to be 
addressed. That may helps a physician, family, and sup-
port group.

Realization that a patient suffers from a serious, poten-
tially chronic mental disorder and the problem of stigma
An insight is a key factor in coping with the psychi-
atric disorders (Varga et al. 2006; Velligan et al. 2009). Achieving 
insight is one of the most crucial goals of psychoedu-
cation. The relationship between the presence of the 
preview and the impact of treatment has been repeat-
edly demonstrated, for example in patients treated for 
schizophrenia (Schwartz et al. 1997). This relationship was 
examined also in patients with bipolar affective disor-

der. Ghaemi et al. (2000) prospectively followed 101 
patients, of which 37 met the criteria for bipolar I disor-
der type. Patients were evaluated by using CGI, SUMD, 
and GAF. The effect of treatment was evaluated as a 
difference in the scales CGI and GAF at the beginning 
compared to measures obtained during the monitoring. 
The authors were able to determine the improvement 
preview during treatment and better impact of patients 
with good insight. compared to patients with poor one.

In this context, Yen et al. (2009) examined the pre-
dictive validity of insight into the clinical outcome of 
treatment. The study involved 65 subjects with a bipolar 
I disorder. Entry presence preview was assessed using 
a questionnaire SAI, which was also completed in the 
3rd, 6th, 9th, 12th, 18th, and 24 month of treatment. 
The treatment outcome was defined as the number 
of hospitalizations, emergency room visits, and vio-
lent or suicidal behavior. Regression analysis showed 
that decreased insight to the need for treatment and 
a higher number of previous hospitalizations signifi-
cantly increased the risk of adverse clinical outcome of 
treatment. However, insight into the actual detection of 
the disease and awareness of psychotic phenomena had 
no effect on the clinical outcome.
Acceptance the fact that a person suffers from a serious 
mental disorder is difficult. Denial in many patients is 
understandable. The stigmatization may be manifest 
both as a feeling of inferiority of its carrier and as a 
devaluation attitude of the social environment (Cerit 
et al. 2012). Failure to adopt the disorder leads to denial 
and lack of cooperation in the treatment. Insight sig-
nificantly improves collaboration both in drug use 
and in the introduction of a healthy lifestyle (Latalova 
2012). There are named the famous persons like writ-
ers, actors, scientist, and politicians, who suffered from 

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

• Provide basic information on bipolar disorder 

• Reduce denial and encourage acceptance of illness

• Decrease self-stigmatization

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

• Strengthen adherence and collaboration with a psychiatrist

• Teach patients to monitor their mood during the day

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

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

• Teach the patient to recognize warning signs of the disorder

• Increase social and occupational functioning

• Give information about helpful communication with the 
doctor, within the family, with friends and colleagues

• Make a plan to prevent relapse
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BAD and were in the internet psychoeducational pro-
gram. It is important for a patient to realize that these 
people were strong personalities and had a high level 
of creativity (Graves 2005; Andreasen 2008; Koutsantoni 2012). The 
problem of the stigma is critical, because it appears that 
the more patients stigmatize themselves the less benefit 
they have from the treatment (Latalova et al. 2013).
Recent studies even show that the social stigma can be 
internalized, whereby a subject starts to accept as cor-
rect that the social stigma is a true reflection of him. 
This self-stigma is evident in a lot of patients with 
severe psychiatric disorders (Livingston 2010). Unfortu-
nately, family members regularly contribute to the 
stigmatization. The family and the patient may have 
particular attitudes – labels towards the psychiatric 
treatment. They may see the medicaments as poisons, 
which change the mind, the psychotherapy as brain-
washing. Certain types of treatment are preferred, 
and certain are rejected in the population. There exist 
regional differences. For some or all of these reasons, a 
patient suffering from a psychiatric disorder may be less 
likely to look for the treatment and/or has an elevated 
risk of relapse (Wahl 2012), which effect can influence the 
perpetuation of social stigma (Sartorius 2007). Perceived 
stigma (self-stigma) has also been shown to be con-
nected to a decrease of social functioning in patients 
with bipolar affective disorder and impaired function-
ing in the place of work (Perlick et al. 2001). Bipolar patients 
with concerns about stigma may change their social 
behavior to avoid experience of rejection or discrimi-
nation (Perlick et al. 2001). Also, the loss of functioning may 
lead to embarrassment and discrimination, which con-
tributes to a high level of perceived stigma. Thus, the 
relationship between perceived stigma and functioning 
seems to be bidirectional (Vazquez et al. 2011). These find-
ings suggest that interventions that oppose stigmatiza-
tion have positive effects on the functioning in remitted 
bipolar patients. 

Little awareness of precipitants and triggers that activate 
an episode
Awareness of factors, which may exacerbate the disease 
and activate new episodes, is often lacking between 
patients (Johnson et al. 2008). Avoiding or managing these 
factors can significantly improve the management dis-
orders (Latalova et al. 2012). 
One of the reasons for a little understanding of triggers 
or precipitants that start an episode is dissociation. Dis-
sociation is a human capacity that fulfills an adaptive 
or maladaptive function under specific circumstances. 
Dissociation as a medical psychiatric condition has 
been defined primarily in terms of disintegration and 
splitting of the mind and perception of the self and the 
body. Its psychological manifestations are distorted per-
ceptions and behavior, including derealization, deper-
sonalization and distortions of the perception of time, 
space, and body (Ptacek et al. 2007; Pastucha et al. 2009; Latalova 
et al. 2011). Dissociation is seen as a coping strategy for 

dealing with severe anxiety states and painful trauma 
experiences on one side (Lipsanen et al. 2004). On the other 
side, the failure of integration of these functions results 
in symptoms that illustrate fundamental problems in 
the form of mental processes. Other reason for a little 
understanding of precipitants and triggers that can start 
an episode could be a high level of cognitive impairment 
in bipolar disorder (Basso et al. 2002; Thompson et al. 2005; Latalova 
et al. 2011), which is connected to the autonomic nervous 
system dysfunction in these patients (Latalova et al. 2010). 
The severity of impairment is increased by history of 
psychosis, history of early onset of bipolar disorder, and 
lower level of education. Other factors such as current 
pharmacological treatments are apparently involved, 
but more research is needed on this topic (Proudfoot et al. 
2011). Cognitive dysfunctions play a role in the generally 
poor social and vocational outcomes in bipolar disorder 
(Latalova et al. 2011; Bucker et al. 2013).

Warning signs
Early warning signs of a mood relapse comprise to 
sleep disturbance, increased goal orientation, agitation, 
and disruption in daily routine. Symptoms during this 
early stage are known as prodromes. 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 epi-
sode (Mantere et al. 2008; Goossens et al. 2010; Lam et al. 1997; Lam et al. 
2005). Early intervention can prevent a full occurrence 
of mania. The most beneficial strategy at this time is the 
visit of a psychiatrist and optimizing the medication.

Delay or deviance in personal maturation and deficits in 
social cognitions
Because the BAD can start at a very young age, when 
a person matures and integrates a number of critical 
social experiences, the disorder may delay or modify 
the personal maturation and creates problems with 
understanding of social situations (Montag et al. 2010; Whitney 
et al. 2013; Rowland et al. 2012; Green et al. 2011; Ibanez et al. 2012). The 
patient can overcome these deficits at a later age, but in 
many cases they continue, and the patient must adapt 
to them. A part of psychoeducational program focuses 
on cognitive processing of events and targets vulnerable 
attitudes and beliefs to improve self-understanding and 
understanding of others.

Impairment of social rhythms and routine
Patients with bipolar disorder have severely disrupted 
circadian rhythms (Mansour et al. 2009; Dallaspezia & Benedetti 
2011). Alterations of the sleep-wake cycle and the sleep 
structure are the core symptoms of a bipolar affective 
disorder (Sylvia et al. 2009). Many other circadian rhythms, 
such as the daily profiles of melatonin, cortisol, body 
temperature, thyroid stimulating hormone, prolactin, 
growth hormone, and excretion of various metabolites 
in the urine are changed in patients with bipolar affec-
tive disorder (Shi et al. 2008). Improving the daily rhythmic 
activities, like sleep, physical activity, and social activi-
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ties, can strengthen circadian rhythms and increase 
patient resiliency against new episode (Frank et al. 2007; Deep 
et al. 2008; Jones et al. 2013).

Expressed emotion
The increased number of relapses in bipolar disorder is 
connected to noncompliance with the pharmacother-
apy, but also to a high degree of emotional expression 
in the family and lack of social skills of the patient and 
his relatives (Miklowitz et al. 2003; Cuellar et al. 2009). Psychoedu-
cation is a possibility how to control these factors (Frank 
et al. 2007). Bipolar disorders usually emotionally affect 
family of the patient. The family members very often 
excessively criticize, reject or overprotect the patient, 
which can lead to emotional destabilization of a bipolar 
individual. The intense emotional expressivity, espe-
cially hostile speeches, criticism and rejection, can lead 
to distress, which easily disrupts the delicate balance 
of the remission, especially after discharge from the 
hospital or shortly after reaching the remission. Simi-
lar to schizophrenia, it was found that over-expressed 
emotions affect the number of relapses in patients with 
bipolar disorder (Honig et al. 1997; Miklowitz et al. 2000. O‘Connell et 
al. 1991).
For a substantial proportion of families of bipolar 
patients are typical inappropriate communication ste-
reotypes, which lead to strongly expressed emotions, 
what could be a trigger of new affective episodes (Schae-
fer et al. 2010). Patients are encouraged to learn to cope 
with criticism from others, to be able to respond in a 
constructive way to it and to express their needs and 
provide feedback on what they experience in a family 
situation (Miklowitz & Johnson 2009). In family psychoeduca-
tion, the emphasis is put on lowering the negative atti-
tudes and subsequent behaviors to the patient and to 
provide more physical and mental space for him (McMur-
rich & Johnson 2009). Training in communication skills 
within psychoeducational program has a considerable 
potential to reduce high emotional expressiveness 
within the family, to stabilize the patient and improve 
their cooperation in treatment (Miklowitz & Johnson 2009). 

Difficulties in interpersonal relationships
The communication problems related to the high 
expressed emotions, and problems in the families are 
exaggerated by unconstructive criticism, lack of respect 
to patients’ privacy and boundaries crossing (e.g., par-
ents penetrating into patient’s room and criticizing his 
work), giving the exaggerated and unasked advices, etc. 
(Frank et al. 2007). Therefore, there is a strong emphasis on 
reduction of critical attitudes and subsequent behaviors 
to the patient (Proudfoot et al. 2007). Patients are encouraged 
to learn to cope with the criticism, they are educated 
how to respond constructively, learn to express what 
they need and provide feedback to what they experi-
ence in a given situation (Smith et al. 2011; Poole et al. 2012). A 
social skill training is included in the last part of the 
internet psychoeducation. Improving of social skills is 

associated with a decrease of patients’ distress in life, 
with a reduction in symptoms, and increases of the 
quality of life (Colon et al. 2009). Basic social skills, suit-
able for practicing the psychoeducational program are 
noted in Table 2.

Fear of disease relapse
Fear of relapse is common in many bipolar patients, 
especially in women with children and college stu-
dents (Lejeune 2011). This fear is associated with rumi-
nation, which has been consistently implicated in the 
beginning and maintenance of depression. Rumina-
tion about positive and negative emotion, as well as 
increased autonomic arousal, is associated with greater 
lifetime prevalence of depression. Trait rumination 
about positive emotion is associated with higher fre-
quency of manias (Gruber et al. 2011). In the study of Russell 
and Browne (2005), people with bipolar disorder who 
were able to cope with their fear of relapse actively, also 
remain well, and the course of the disorder was rather 
positive. 

INTERNET-BASED PSYCHOEDUCATION 
FOR PATIENTS WITH BIPOLAR DISORDER
The cost of time of the patient and therapist, training 
and travelling are some of disadvantages of face-to-face 
psychosocial interventions. Barnes et al. (2011) devel-
oped an internet-based psychoeducational program 
called “Beating Bipolar”. The program includes a mix 
of various helping mechanisms, with initial face-to-face 
delivery, followed by interactive internet program with 
significant information and ongoing support via a web 
forum (Simpson et al. 2009). The core characteristics of the 
program are: (a) diagnosis of the disorder; b) under-
standing of ethiopathogenesis; c) explanation of the role 
of medication; d) importance of changes in lifestyle; e) 
relapse prevention and early intervention; f) explana-
tion of psychological approaches; g) gender-specific 
informations; and h) informations for family and care-

Tab. 2. Basic social skills, suitable for practicing the 
psychoeducational program.

• Training the correct perception and understanding of 
information;

• Positive communication, such as valuing each other, praise, 
encouragement;

• Training emphatic expressions;

• Training adequate communication of emotion through 
feedback;

• Training of receiving criticism, including negative questioning, 
acceptance, feedback, and negative assertions;

• Training of constructive criticism;

• Training of problem solving skills, including finding a 
compromise and making a deal.
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givers. During the study patients were asked to access 
the modules every two weeks. They were encouraged to 
discuss the content of the module in a discussion forum 
(Smith et al. 2011). In an exploratory trial authors found that 
Beating Bipolar was relatively easy to learn and had a 
modest effect on quality of life (Smith et al. 2011). Program 
had impact upon insight into the bipolar affective dis-
order, to the personal routines, and improved positive 
attitudes towards psychopharmacs (Poole et al. 2012).

OUR INTERNET PROGRAM FOR 
PSYCHOEDUCATION OF BIPOLAR 
PATIENTS
Psychoeducational program for patients with bipolar 
disorder has been incorporated into the online ver-
sion, which allows complete psychoeducation out of 
therapeutic room. In addition to presenting valuable 
information, the program includes a number of inter-
active exercises and questionnaires, where therapist 
gives feedback by e-mail once a week. The system is 
designed to provide information leading to compliance 
with using the medication, improvement a healthy life-
style, and awareness of warning signs of a new episode. 
Patients enter the program voluntarily on the recom-
mendation of their psychiatrist and may also anytime 
stop their participation in the program without giving 
any reasons.
The program is based on the studies of psychosocial 
factors relevant for the maintenance of remission in 
patients with bipolar disorder and after studying of 
the principles of internet psychoeducational programs, 
especially for bipolar patients (Barnes et al. 2011; Smith et al. 
2011; Poole et al. 2012). The aim of the internet psychoeduca-

tional program is to familiarize patients with the basic 
nature of bipolar affective disorder, the character and 
principles of pharmacotherapy, the recognition of the 
warning signs of relapse, to inform about improper and 
stressful stereotypes in communication within families, 
and finally the training of social skills. Patients consider 
this program as meaningful, and they find it helpful to 
understand what happened in their life.

The educational program is divided into 12 chapters, 
each of them focused on a relevant topic. It is important 
that the patient is closely acquaints with the materi-
als and takes relevant lessons. The verification of the 
information received and understood at the end of the 
chapter is evaluated by exercises and assessment tests. 
Chapters include interactive environment through 
which a therapist can communicate with a patient and 
evaluate his progress.

First module – What is bipolar disorder
The first module contains information about bipolar 
disorder, its manifestations, and differences between 
disordered and healthy mood fluctuations with interac-
tive exercises. Illustrative stories of three patients with 
bipolar disorder are described. There are also listed 
famous people suffering from bipolar disorder. Other 
exercise is focused on gains and losses associated with 
bipolar disorder. This exercise may help patients to look 
on both sides of the disorder and increase effort to be 
treated. The patient fills rating scales for assessment of 
mood that will accompany him throughout the whole 
program at the end of the module.

Second module – Typical symptoms of mania and 
depression
In the beginning of the module, patient completes rating 
scales and discovers his mood graph showing the scores 
in the first and second module. The same graph with 
past and new scores will be presented in each module. 
This module covers typical symptoms of mania and 
depression, each described in a story or case study. The 
patient fulfils his own list of symptoms of mania and 
depression and fills the CBT model with a vicious circle 
of symptoms. The module contains a story of composer 
Robert Schumann and writer Johann Wolfgang Goethe, 
two famous persons suffering from BAD.

Third module – Causes of bipolar disorder
This module deals with biological causes of bipolar dis-
order and psychosocial factors (for example stress, iso-
lation, loss of important person, arguments, etc.) which 
may contribute to the running and maintenance of the 
disorder. The patient finds a series of interactive exer-
cises that help him understand his own story. 

Fourth module – Treatment with drugs
The module is dedicated to medications, effects and side 
effects of pharmacotherapy, myths and attitudes that 
prevent their use. Question of drugs seems to be very 

Tab. 3. Internet psychoeducational program for patients with 
bipolar disorder.

• Introduction of the program
• Self-evaluation - questionnaires and scales
• Psychoeducational program - 12 modules:

(1) What is bipolar disorder
(2) Typical symptoms of mania and depression
(3) Causes of Bipolar Disorder
(4) Treatment with drugs
(5) Rhythm in life and life in rhythm 
(6) Warning signs and triggers of the episodes
(7) Automatic thoughts and images
(8) Vulnerable attitudes
(9) Old and new philosophy
(10) Communication and positive assertiveness
(11) Communication and critique
(12 Message at the end

• Frequently asked questions
• Relaxation
• Exercise for health
• Internet counseling for people with bipolar disorder
• Chat
• Additional educational texts
• Stories
• Famous people with bipolar disorder
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important for the patient, but patients, unfortunately, 
often hesitate to ask their psychiatrist. Sometimes they 
try to find information about drugs on the internet. 
Quality of this information is usually very low. So this 
module may give them valuable and correct informa-
tion. Interactive exercises and examples deal with the 
advantages and disadvantages of the use or non-use of 
medication.

Fifth module – Rhythm in life and life in rhythm
This module discusses the importance of rhythms in 
life and the possibilities how to use the daily rhythms 
and maintain them, and which obstacles can come 
and how to manage them. The emphasis is placed on 
a proper sleep regime, exercises, and social activities. 
Thus, regular rhythm is crucial in maintaining remis-
sion, many patients do not find it so important and 
focus more on pharmacotherapy. This module aims to 
raise awareness of importance of regular life rhythm. 

Sixth module – Warning signs and triggers of the episodes
The warning signs and triggers of episodes of mood dis-
orders are the main theme of the sixth module. Patients 
are taught to record their own warning signs and social 
situations that may lead to the destabilization of mood 
in interactive exercises. Presence of warning side before 
the full onset of the disorder may be for some patients a 
surprise. Question of warning signs may be also inter-
esting for family members. 

Seventh module – Automatic thoughts and images
In this module, a patient creates maps of typical auto-
matic thoughts and ideas during depression and mania. 
In interactive exercises patient is taught the simple ways 
to test them and possibly replace them with a new con-
structive view in interactive exercises.

Eight module – Vulnerable attitudes
The module is dedicated to vulnerable attitudes that 
increase distress in everyday situations. The patient 
learns to map core schemas, understand their impact 
on life, and find a more adaptive approach. These cog-
nitive behavioral techniques can be easily incorporated 
to internet based educational program. Feedback given 
by the therapist is usually necessary.

Ninth module – Old and new philosophy
The ninth module builds on the previous mapping of 
conditional rules. There follows refinements of adap-
tive attitudes and creating a way of life, which would be 
in harmony with the new attitudes.

Tenth module – Communication and positive 
assertiveness
The communication module discusses problems that 
typically occur in families of people with an affective 
disorder. There are involved exercises on assertiveness 
to positive reinforcing family atmosphere and close 

relationships. Various exercises are used, for example, 
giving praise, encouragement, or a compliment. 

Eleventh module – Communication and critique
The eleventh module further develops understanding 
of the communication patterns and contains interactive 
exercises to teach patients how to respond to criticism 
as well as how to use constructive criticism.

Twelfth module – Message at the end
The last module recapitulates the previous modules, 
and it is also focused on an interactive preparation of 
a crisis plan. Recommendations for meaningful self-
management are involved.

CONCLUSIONS
The goal of the internet psychoeducational program 
is to familiarize patients with the nature of bipolar 
disorder, the character and principles of pharmaco-
therapy, the recognition of the warning signs of relapse, 
to inform about improper and stressful stereotypes in 
communication within families, and finally to train 
communication skills. The internet psychoeducation 
program contains main principles for psychoeducation 
for bipolar patients. The aim is to provide comprehen-
sive and sufficient information about bipolar disorder 
to patients. The most fundamental goal is to prevent 
a relapse by increasing compliance with medication 
usage, increasing social rhythms, reducing emotional 
expressivity in the family, and improving coping skills. 
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