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Abstract 

Background: Few qualitative studies have explored the impact of group‑based psychoeducation programs from the 
perspective of patients with bipolar disorder, and no studies to date have examined the effects of such programs on 
patients’ personal recovery. The aim of this study was to explore the effects of a group therapeutic education program 
on the personal recovery of people with bipolar disorder and its determinants.

Methods: Three professionals conducted semistructured interviews with 16 patients who participated in 9 weekly 
sessions of four separate bipolar therapeutic education programs. The interviews were transcribed verbatim and ana‑
lyzed inductively by two of the professionals using the thematic analysis method.

Results: Three main themes emerged from the interviews: the elements of therapeutic education, the experience 
of therapeutic education and the changes facilitated by therapeutic education. The changes reported by the partici‑
pants included the evolution of the patient’s relationship with the disorder, improvement in the patient’s knowledge 
of the disorder, improvement in disorder management throughout daily life in general, and development of psycho‑
social skills and social relationships.

Conclusions: This study provides support for the beneficial impact of group therapeutic education programs on the 
personal recovery of people with bipolar disorder. These programs improve all dimensions of recovery according to 
the CHIME model, with connectedness, hope and empowerment being the main dimensions impacted. Our results 
indicate that therapeutic group education programs can be beneficial for people with bipolar disorder at any point 
during their experience of the disorder, with the potential exception of periods of thymic decompensation.
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Introduction
According to the World Health Organization (WHO), 
bipolar disorder is one of the ten most disabling chronic 
disorders [1]. While its prevalence worldwide is 2.6% 
among the general population [2], the prevalence of this 
disorder in France has been estimated to be between 1% 
and 2.5% [3]. This pathology is marked by a high rate of 
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suicide, between 11 and 19% [1], and changes in social 
and professional functioning, which persist beyond epi-
sodes of thymic decompensation [4].

To remedy these consequences with respect to the 
daily life of patients with bipolar disorder, complemen-
tary approaches to drug treatment and psychotherapy 
have been developed over the past twenty years, i.e., 
group-based psychoeducation interventions. The ben-
efits of these approaches on the course of bipolar illness 
have been widely explored by quantitative studies: the 
use of psychoeducation reduces the rate of relapse [5–8], 
increases the delay between two episodes of decompen-
sation [5, 7, 9], decreases the number and duration of 
hospitalizations [5–7] and improves the adherence to 
treatment [5–8] and social functioning of patients [5, 10].

However, few qualitative studies have explored the 
impact of group psychoeducation programs from the 
patients’ perspective. A few qualitative studies assess-
ing the acceptability, feasibility and effects of outpatient 
or inpatient psychoeducation programs have found evi-
dence of increased acceptance of the disorder, improved 
self-confidence and health behaviors, expanded social 
networks, increased treatment literacy and an improved 
therapeutic alliance with caregivers [11–13].

Furthermore, no qualitative studies have investigated 
the effects of psychoeducational approaches on the per-
sonal recovery of patients with bipolar disorder. The 
notion of personal recovery refers to the ability to live a 
satisfying and fulfilling life, regardless of the course of the 
illness. Such personal recovery represents a way out of 
mental illness that differs from ordinary recovery. Indeed, 
the aim of personal recovery is not the disappearance of 
the symptoms but an improvement of the person’s future. 
The suppression of symptoms is no longer the prior-
ity for the person and the associated care providers; the 
emphasis is rather on the personal wishes of the individu-
als in question, their strengths and the means necessary 
to achieve their desires [14, 15]. This notion of recovery 
originates from the users of psychiatric care themselves 
and not from their care providers. The development of 
this notion has been supported by the results of studies 
that have investigated people with psychiatric illnesses 
over the long term, which have highlighted the possibil-
ity of regaining a satisfactory social, personal and profes-
sional life, despite the persistence of the symptoms of the 
illness. Personal recovery is a deeply personal process, 
and the path to such recovery is not linear. Psycho-edu-
cational approaches could be an interesting tool to assist 
patients on the road to recovery, as such approaches 
focus on the management of the patients’ daily lives.

Several conceptual frameworks for personal recov-
ery in the context of mental health have been developed 
over the past decade, which synthesize the experiences 

of personal recovery described by patients [16–18]. The 
best-known and most widely used model is the CHIME 
model, an acronym referring to connectedness, hope, 
identity, meaning in life and empowerment [19]. This 
model includes 5 dimensions corresponding to the 5 
main known determinants of personal recovery. In our 
study, we sought to relate our findings to the dimensions 
highlighted by the CHIME model.

In our study, patients with bipolar disorder attended 
group therapeutic education programs. These programs 
are comparable to psychoeducation programs, but they 
differ slightly in that they are more personalized: the pro-
grams must be adapted to the needs of each participant. 
The aim of these programs is to provide the patient with 
the knowledge necessary to understand the disorder, its 
evolution and its treatment and to increase the patient’s 
skills in self-care and adaptation to allow the patient to 
become a real actor with respect to his own care [20].

The objective of our study was to explore the effects of 
a group psychoeducational approach, specifically a thera-
peutic education program, on the personal recovery of 
people with bipolar disorder and its determinants. We 
sought to understand the factors of the therapeutic edu-
cation program that contribute to the patients’ recovery 
progress. As such, we also aimed to compare our findings 
with the dimensions included in the CHIME model.

Method
Intervention
The therapeutic patient education (TPE) program on 
which our study is based is administered at the CRe-
SERC (Centre Référent en Soins d’Education thérapeu-
tique et de Remédiation Cognitive), a service associated 
with the Nantes University Hospital. This TPE is a spe-
cific program for patients with bipolar disorder and 
was created with the support of professionals from the 
Nantes University Hospital who were experts in TPE 
and who were evaluated every 4  years by the regional 
health agency (the most recent evaluation occurred 
in 2020). The TPE program follows the recommenda-
tions of the High Authority on Health, particularly in 
terms of involving coconstruction between users and 
carers [21]. The program includes 9 weekly group ses-
sions lasting two hours each, which are led by a doc-
tor/nurse pair, each of whom is trained in TPE. A peer 
helper also co-facilitates all sessions. This peer helper 
participates in the discussions and shares his experi-
ences regularly when the situation allows. He shares 
his experiences concerning the disorder and his keys to 
recovery. Each group consists of a maximum of 10 par-
ticipants, with the composition of the group remaining 
unchanged throughout the TPE cycle. Prior to partici-
pation in the TPE program, an individual educational 
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diagnostic session is conducted. This session aims to 
determine the perceptions of the participant concern-
ing his pathology and expectations of the program. The 
sessions address different topics, such as the various 
types of bipolar disorder, depression and manic/hypo-
manic episodes, treatments, and daily management of 
bipolar disorder. A session including relatives is also 
planned. The full content of the sessions is detailed in 
the appendix (Additional file 1). The order and content 
of the sessions can be adapted to suit the wishes and 
needs of the participants, which are defined during the 
first session. Practical tools that can be applied outside 
the hospital setting are provided to participants during 
each session. An individual post-TPE evaluation ses-
sion is offered systematically to each participant within 
4  months of the end of the program to discuss their 
experiences thereof.

Design and recruitment
This paper presents a monocentric (i.e., patients were 
recruited from a single center, namely, the Nantes Uni-
versity Hospital in France), qualitative (i.e., no quan-
titative data were collected) study exploring patients’ 
perspectives, which was conducted by the CRESERC. 
Participation in the study consisted of a qualitative indi-
vidual interview within 4 months of the final TPE session. 
During the individual educational diagnosis session, such 
participation was proposed to patients who were enrolled 
in two separate bipolar TPE programs that occurred 
simultaneously from 11 September 2020 to 11 November 
2020. All patients were systematically invited to partici-
pate in the study, irrespective of whether they attended 
all the sessions. Following scrutiny of these participants’ 
interviews, to ensure data saturation, it was decided to 
include four additional participants from two other bipo-
lar TPE programs lasting from 28 January 2021 to 2 April 
2021. The reason for this addition was that new themes 
emerged during the analysis of the final initial interviews, 
which indicated that data saturation could not have been 
achieved using solely the initial interviews.

Patients were included if they met the following cri-
teria: diagnosis of bipolar disorder type 1 or 2 made by 
a psychiatrist and confirmed at the Mini International 
Neuropsychiatric Interview (MINI), age between 18 and 
70 years, and current medical management of the bipo-
lar disorder and treatment with a mood stabilizer. Subse-
quently, patients who were minors, who had poor French 
language skills or obvious cognitive impairment as meas-
ured by the Montreal Cognitive Assessment (MoCA), or 
who were under guardianship were excluded. Patients 
were informed of the study via an information letter, and 
their written non-opposition was provided.

Data collection
Patients’ perspectives were collected during semis-
tructured interviews conducted by three professionals 
with different profiles: an advanced practice nurse who 
regularly conducts TPE sessions (7 interviews), a medi-
cal intern who was trained in TPE (5 interviews) and a 
sociologist who was not trained in TPE (4 interviews). 
The participants had no prior relationships with the 
interviewers. The three researchers followed an inter-
view guide containing open-ended questions, which was 
created in collaboration with a medical doctor who was 
trained in qualitative analysis (Additional file  2). The 
questions were developed following a literature review 
that identified key themes related to the research ques-
tion. The initial questions asked about the patient’s expe-
rience of bipolar disorder in general and contextualized 
the contributions to and experiences of TPE among par-
ticipants. Subsequently, four major areas were addressed: 
expectations and motivations regarding participation in 
the TPE program, effects related to the program, evalu-
ation of the TPE process and suggestions for improve-
ment. The interviews were conducted in a flexible 
manner to allow participants to express themselves freely 
and to highlight all themes that corresponded to the 
objectives of the study. The feasibility and relevance of 
the interview guide was tested prior to the study by refer-
ence to two patients who had participated in a previous 
TPE program and who agreed to participate in the inter-
view. The interviews, which were initially planned to be 
conducted face-to-face, were conducted by telephone or 
videoconference due to the contact precautions in place 
during the COVID-19 pandemic. These interviews were 
conducted between 1 and 3 months after the participant’s 
final TPE session. These interviews were distinct from 
the individual post-TPE evaluation sessions, which were 
an integral part of the TPE cycle. Each interview lasted 
between 30 min and 1 h and 15 min. All interviews were 
recorded and transcribed with the patient’s consent.

In addition, to describe our study sample in brief, soci-
odemographic data were collected at the time of inclu-
sion: age, employment, family status, year of bipolar 
disorder diagnosis, year of most recent hospitalization 
and type of bipolar disorder.

Analysis
All interviews were transcribed manually. Two of the 
authors, the medical intern and the sociologist, analyzed 
these interviews qualitatively using the thematic analysis 
method. This pragmatic approach seemed to us to be the 
most suitable for the objective and design of our study. 
This approach consists of identifying themes from the 
quotations of the participants, organizing these themes 
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into main themes and subsequently establishing links 
among these main themes.

As described by Braune and Clarke in 2006 [22] and 
explained further by Paillé and Mucchielli in 2008 [23], 
this method consists of 6 steps:

- Gaining familiarity with the data
- Generating initial codes
- Searching for themes
- Reviewing themes
- Defining and naming themes

- Producing the report

Before starting the actual analysis, the researchers read 
all the interviews to obtain an overview of the patients’ 
perspectives. Subsequently, they identified the themes 
emerging from each interview in relation to the research 
question inductively, without any preconceived ideas, i.e., 
without any preestablished thematic grid. The resulting 
themes reflected not only the questions asked during the 
interviews but also subjects not mentioned in the inter-
view framework. This expansion was possible because 
the interviews were conducted in a flexible manner, 
affording patients the opportunity to address unexpected 
topics. The thematic grid was created after the analysis 
of the initial interviews and was modified as subsequent 
interviews were read.

The interviews were analyzed separately by the two 
researchers who were blinded to each other. Consulta-
tion between these two researchers and a psychiatrist 
took place following the coding of the interviews to com-
pare the themes identified by each researcher and to 
establish links among the main themes. All the themes 
were identified by the two researchers, and consensus 
among the members of the research team concerning 
the organization of the main themes was reached. Data 
saturation, which can be defined as a situation in which 
no new themes are identified in the analysis of the final 
interviews [24], was reached. No new themes related to 
the research question appeared in the coding of the final 
three interviews.

The interviews were coded with the help of qualitative 
analysis software, i.e. NVivo version 12.

Ethical considerations
This study was approved by the Nantes Health Ethics 
Group (GNEDS). An informational note concerning the 
study, including the procedures for the collection and 
recording of oral data, was provided to participants, and 
their oral consent was received. Participants were also 
informed that they could freely withdraw from the study 
at any time.

Results
Sample characteristics
Sixteen patients were included in the study; most 
patients were women, the mean age was 37 and the 
mean duration of disorder was 16  years. All charac-
teristics of these participants are described in Table 1. 
The demographics of our sample are similar to those of 
groups that are usually encountered in TPE programs.

Three main themes emerged from the qualitative 
analysis of the interviews: the elements of therapeutic 
education, the experience of therapeutic education and 
the changes facilitated by therapeutic education. The 
themes and subthemes identified in association with 
each main theme are listed in Table 2.

Elements of therapeutic education
This main theme relates to factual elements discussed 
during the TPE sessions that participants identified 
as beneficial. Four main elements were identified by 
participants.

Table 1 Sociodemographic characteristics of participants

Patients’ characteristics (N = 16)

Gender
 Male 4

 Female 12

Age in years
 Range 20–51

 Mean 37

Family status
 Single without children 5

 Single with children 2

 Part of a couple without children 4

 Part of a couple with children 5

Employment status
 Student 2

 Employed 6

 Unemployed 8

Time since onset of symptoms in years
 Range 5–27

 Mean 16

Time since diagnosis in years
 Range 1–16

 Mean 5

Type of bipolar disorder
 Type 1 5

 Type 2 8

 Undetermined 3
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Theme 1: An atmosphere of trust and security
Participants spoke positively about the rules for group 
living that were established during the first TPE ses-
sion, which were suggested by the facilitators and 
approved by all the participants. These rules focused on 
listening to each other, nonjudgment and benevolence. 
As a result, participants experienced a great deal of 
empathy in the discussions.

“The atmosphere was pretty good, people listened to each 
other, we tried to be empathetic… without judgment. 
There were rules that were put in place from the begin-
ning. We listened to each other.” (P2, female, 42 yrs).

Some participants felt reassured by the possibility of 
leaving the room freely and being accompanied in case 
of difficulties.

“They explained to us that if there was an emotional 
outburst, we could leave the room and, if we wished, 
be accompanied by a caregiver to be able to express 
ourselves because we had a more important emotion 
than usual that overflowed… That was very clear 
from the beginning.” (P4, male, 40 yrs).

Many participants noted that they had a great deal of 
freedom to speak and that everyone’s opinion was con-
sidered and respected.

“Everyone could express themselves, for those who 

Table 2 Main themes, themes and subthemes arising from the 
qualitative interviews with participants

Themes arising from the qualitative interviews

Main theme 1: Elements of therapeutic education
Theme 1: An atmosphere of trust and security
 Rules for group life

 Empathy

 Possibility of going outside during the sessions

 Freedom of speech and opinions

 Horizontality of the patient‑caregiver relationship

Theme 2: Interpersonal factors
 Group heterogeneity

 Peer support

Theme 3: Session facilitators
Health staff
 Complementary skills

 No hierarchy among caregivers

 Empathy and benevolence

Peer helpers
 Sharing experiences and solutions

 Moral support for participants

 Sources of hope

 Links between caregivers and participants

Theme 4: Structure of the sessions
 Participatory sessions

 Varied animation

 Planning of sessions in accordance with participants’ wishes

Main theme 2: Experience of therapeutic education sessions
Theme 1: Cohesion and group spirit
 Good atmosphere

 General positive experience of the sessions

 Disappointment related to the loss of group cohesion when sessions 
ended

Theme 2: Emotional difficulties
 Confronting the reality of the disorder

 Confronting the suffering of other participants

 Resurgence of painful memories

Theme 3: Time management
 Lack of time

Main theme 3: Changes facilitated by therapeutic education
Theme 1: Evolution of the patient’s relationship to the disorder
 Awareness of the disorder

 Confirmation of the diagnosis of bipolar disorder

 Improved acceptance of the disorder

 Relegation of the disorder to the background

 Hope for recovery

Theme 2: Improving knowledge of the disorder
 Better understanding of the disorder

 Reinforcing prior knowledge

 Correcting false information

Table 2 (continued)

Themes arising from the qualitative interviews

Theme 3: Improving disorder management
 Acquisition of tools

 Implementation of new strategies

 Validation of preexisting strategies

 Improved communication concerning the disorder

 Coconstruction of the treatment with the psychiatrist

Theme 4: Development of psychosocial skills
 Removing guilt

 Increasing in self‑confidence

 Self‑affirmation

Theme 5: Development of social links
 Feeling of belonging to a group

 Reduction in the feeling of loneliness resulting from the disorder

 Expansion of social networks

 Identification and selection of resource persons

 Development of peer support

Theme 6: Change in the management of daily life
 Increased peace of mind and serenity

 Taking a step back from everyday situations

 Increased freedom to act
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wanted to express themselves. I thought it was well 
framed; we could talk about any type of subject.” 
(P11, male, 39 yrs).

Most participants perceived a horizontal relationship 
between themselves and the facilitators. Caregivers were 
not placed in a position of superiority but shared their 
knowledge with the participants in a manner that estab-
lished that knowledge as being of equal value.

“Compared to other forms of care, I would say that it 
introduces horizontality into the relationship, a bit 
like peer support. It’s not the psychiatrist, the expert, 
who sees you for two minutes during the day and 
gives you information from his expert position. Here, 
there are a lot of discussions that are conducted hor-
izontally between us, and that change everything.” 
(P8, female, 43 yrs).

All of these components allowed the participants to 
feel confident when expressing themselves and discussing 
personal issues.

“There was a lot of care. I think we all felt really safe, 
which meant that over time we started to confide 
in each other a lot more, to talk about our personal 
lives a lot more, whereas at the beginning I was 
really very closed.” (P15, female, 42 yrs).

Theme 2: Interpersonal factors
The heterogeneity among the group members was noted 
as a positive aspect by many participants. The presence 
of participants of different ages allowed the young people 
in the group to imagine their future with the disorder. In 
addition, some participants were able to become aware of 
the positive aspects of their lives and the support of those 
around them by communicating with other participants 
from more disadvantaged social backgrounds.

“The fact that we are of different ages provides a lot, 
I think, because we have different visions. We can 
learn a lot from older people, whereas if we had 
been a group of young people, it would have been 
more complicated because we would all have been 
at the same stage. So it really allows you to see a 
very different panel and to learn from everyone.” (P6, 
female, 20 yrs).

Moreover, the groups were composed of people with 
bipolar disorders of different levels of severity. For more 
than half of the participants, this heterogeneity in terms 
of the severity of the disorder enabled the participants 
who were least affected by the disorder to relativize the 
importance of their disorder and allowed the participants 
who were most affected to imagine future improvement.

“When you hear people talking, you think “wow”, 
some of them have really experienced terrible things. 
And, uh, it’s a little uncomfortable at first, and then 
sometimes, I said to myself, I’m not as affected as 
that.” (P10, female, 39 yrs).

The sharing of experiences with peers was perceived to 
be a benefit of the TPE sessions by all participants. Par-
ticipants were able to provide solutions to the problems 
faced by others. This support added value to the solutions 
proposed by the caregivers because it was based on the 
participants’ own experiences.

“All I learned was … it was each other’s testimonies. 
Yes … but it became even more obvious to me. Yes, 
I had read it in books. Now it’s even more concrete.” 
(P3, female, 43 yrs).

This situation also made it possible for the patients 
to value the experiential knowledge of all participants, 
which complemented the theoretical knowledge pro-
vided by caregivers or other sources.

“Oh yes, for me, it’s important to be able to help peo-
ple in my situation, to give advice, to share some-
thing that could be similar… a war. I like it very 
much. I didn’t know this notion of peer support 
before. I really like this concept because it’s really a 
help, it’s something we know about.” (P10, female, 39 
yrs).

Theme 3: Role and posture of session facilitators

Health staff Half of the participants highlighted the 
complementarity among the different caregivers who 
facilitated the sessions.

“I find that having several caregivers already helps 
them to cover more subjects. So, everyone has their 
own experience and skills; that’s a good thing.” (P4, 
male, 40 yrs).

The participants appreciated the absence of any hierarchy 
among the caregivers, which was helpful in promoting 
the horizontalization of the relationship between caregiv-
ers and participants. The caring and empathetic attitudes 
of the caregivers were also unanimously praised.

“The care providers, we’ll say that they were all on 
the same line. And it wasn’t ‘I’m a psychiatrist, 
you’re a nurse’. You could see that it was quite uni-
form. Yes, I think I would have felt very uncomfort-
able if there had been firm limits within the team. 
Since nothing was brought by the care providers 
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except benevolence and then a human uniformity, 
it clearly helped me to feel at ease.” (P7, male, 33 
yrs).

Peer helpers The presence of a peer helper during the 
TPE sessions was noticed and considered to be a real 
asset by the majority of participants. The peer helper 
guided the participants by sharing her experience of the 
disorder and strategies for living with it and provided 
moral support to people facing difficulty during the 
sessions.

“She has answers that we didn’t have before. So, she 
guides us, she’s always positive, she pushes us up, I 
mean, I found her to be a source of solutions. She’s 
really very positive, um, unfailingly positive.” (P9, 
female, 42 yrs).

The presence of the peer helper was a source of hope for 
almost half of the participants. She gave the participants 
a glimpse of a positive progression of life with bipolar 
disorder.

“Yes, it shows that we’re going to make it. That life 
will be what it is with this bipolar disorder, but we’re 
going to make it.” (P12, male, 40 yrs).

Some participants found that the peer helper occupied 
an intermediate position, thus bridging the gap between 
the caregivers and the participants.

“I think it provides a link between the group and 
the caregivers, actually. Maybe because they have a 
longer recovery. The fact that they’ve been in recovery 
longer, maybe they’ve been able to digest some of the 
emotions and concepts that we have trouble verbal-
izing. The peer helper allows for a transfer of medical 
knowledge between peer helper and patient. And it 
also allows, I think, for a reduction in this hierarchy 
between patients and doctors.” (P10, female, 39 yrs).

Theme 4: Structure of the sessions
Almost half of the participants mentioned the par-
ticipatory nature of the TPE sessions. The frequency of 
the group work allowed participants to become more 
involved in their care and to find solutions to problems 
on their own.

“Within the group itself, there were a lot of discus-
sions; we talked well, we worked well together. It’s 
good because we’re actually looking for the solution 
by ourselves.” (P9, female, 42 yrs).

Some participants noted that the sessions exhibited 
substantial variation and used appropriate educational 
tools.

“I thought it was really well done and that we used 
different tools, which could vary from session to ses-
sion… sometimes we were in a group, sometimes we 
were in pairs… sometimes there was a slide show, 
sometimes it was just someone talking… I thought it 
was really varied in the way that the sessions were 
facilitated and that it adapted well to each session.” 
(P5, female, 25 yrs).

Several participants also appreciated the freedom they 
were given to plan the sessions and choose the topics that 
would be covered throughout the TPE cycle.

“I really liked the fact that we chose the topics we 
wanted to talk about. I didn’t expect that. I thought 
it would be a predefined program. The fact that you 
can vote for the topics, I think it’s really good because 
it’s more personalized. It’s more focused on our per-
sonal needs.” (P6, female, 20 yrs).

Experience of therapeutic education sessions
This main theme describes the feelings and emotions 
experienced by the participants during the TPE sessions. 
Three themes were found during the interviews.

Theme 1: Cohesion and group spirit
All the participants felt a strong sense of group cohesion, 
despite their diversity of opinions and characters.

“I really felt the humanity because I found myself in 
a really nice group, with very endearing people in 
whom I also recognized myself.” (P15, female, 42 yrs).

The special atmosphere that developed during the TPE 
sessions contributed to a positive experience of TPE for 
almost all participants.

“I felt good during the sessions. We were very wel-
come… We felt good, we didn’t want to leave.” (P3, 
female, 43 yrs).

Some participants expressed difficulty due to the fact 
that the sessions ended abruptly, while others regretted 
the fact that this group cohesion did not continue after 
the TPE sessions.

“I thought it was sad that none of the patients 
wanted to make the effort to go for coffee afterward 
or give a phone number. I wasn’t very comfortable 
taking someone’s phone number… I guess the other 
patients weren’t either. I was a little disappointed.” 
(P7, male, 33 yrs).
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Theme 2: Emotional difficulties
These sessions were emotionally charged for most 
participants.

First, participants were confronted with the reality 
of their disorder, even though some were initially in 
denial. The sharing of each other’s problems may have 
caused some participants to become temporarily dis-
couraged in anticipation of the difficulties that would 
emerge.

“In the group, there were some who had been diag-
nosed very young like me and who, at 60, had gone 
through a lot of phases. So, it’s complicated to see 
that anyway. It’s not that I was disappointed, but 
I imagined that there were people who had suc-
ceeded… I told myself that it was easier for the oth-
ers, but in fact, no.” (P14, female, 30 yrs).

Second, almost half of the participants reported feeling 
the pain expressed by other group members.

“It’s true that sometimes, when hearing the testimo-
nies of others, things were quite violent. These are 
things that I don’t experience. So, at times, I told 
myself that I had a lot of empathy.” (P1, female, 32 
yrs).

Finally, the sharing of experiences led to the emergence 
of painful memories related to the disorder for some 
participants.

“Obviously, sometimes, certain sessions or certain 
topics of discussion stir things up inside, and so it 
really got me thinking… Well, it’s not always pleas-
ant.” (P15, female, 42 yrs).

Theme 3: Time management
Half of the participants felt that there was insufficient 
time to discuss all the topics they wanted to address. This 
feeling was most prevalent among participants who had 
high expectations regarding TPE.

“I thought that it was too short, actually. Many of 
us found it too short. So, there were some topics that 
were not covered enough, such as treatments. I think 
there were a lot of people who needed to talk about 
their treatments. And so, two hours, it was a bit 
short for everyone to talk, since at each meeting we 
were completely overflowing.” (P10, female, 39 yrs).

Changes facilitated by therapeutic education
This main theme pertains to the changes caused by the 
TPE program. Six main changes, both related to the 

disorder and to daily life in general, were reported by the 
participants.

Most patients had high expectations regarding their 
participation in TPE and were highly motivated. Their 
main expectations were to encounter the testimonies of 
other people with bipolar disorder, to obtain more knowl-
edge regarding the disorder and to evaluate themselves in 
comparison with other people with bipolar disorder.

A few participants explained that not all their expec-
tations had been met by the TPE sessions. The reasons 
given for this failure were a lack of time to address all 
the desired topics in depth, frustration that the support 
would eventually come to an abrupt end and disappoint-
ment regarding their inability to maintain relationships 
with other members between sessions.

Theme 1: Evolution of the patient’s relationship 
to the disorder
The majority of the participants’ relationships to the 
disorder changed in different ways throughout the TPE 
sessions.

A third of the participants explained that their partici-
pation in the TPE had led to increased awareness of the 
disorder, which had previously seemed vague and distant.

“I’ve become aware of some silly things, that I’m ill… 
Yes, to hear myself say that, it is complicated. It’s 
not really integrated into my daily life yet, well, into 
my everyday life. With my relatives, we don’t really 
talk about it, so it’s difficult to pretend that I don’t 
have my weaknesses. But a step has been taken, 
and I know there are things I can’t do anymore, and 
I became aware of this in the TPE program.” (P1, 
female, 32 yrs).

For some participants who were in denial regarding 
their illness, TPE even removed their doubts concerning 
their diagnosis of bipolar disorder.

“I didn’t feel sick, after all. I said to myself, ‘No, that’s 
a myth’. And in fact, meeting people with this same 
pathology and talking to them, I found myself in 
them. What they were saying, I was experiencing it 
too.” (P10, female, 39 yrs).

In addition, approximately one-quarter of the partici-
pants stated that they became more accepting of their ill-
ness and its consequences due to the TPE sessions.

“Yes, more an acceptance of all that. I accept it bet-
ter, and I accept my illness better anyway.” (P4, male, 
40 yrs).

For one-third of the participants, the TPE also helped 
them to put their disorder into the background and to 
envision the possibility of new life projects despite their 
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disorder. They explained that they abandoned their previ-
ous identity as nothing more than a sick person.

“So, it gave me even more courage, a new breath to 
continue in my approach, to put myself forward, to 
stop hiding behind my illness, to really be me, to feel 
much more alive in my life, because it’s true that I 
was hiding a lot for fear that I would experience a 
crisis or that something would happen. Of course, 
my illness is there, but I don’t want to put it for-
ward anymore; I really want to put it in a box”. (P16, 
female, 36 yrs).

Finally, half of the participants revealed that the TPE 
sessions gave them hope that they could improve their 
well-being quality of life as well as, more generally, hope 
for recovery. TPE was an important source of motivation 
with respect to the management of their psychological 
health.

“There is this thing, yes, it is possible. It’s feasible, it’s 
not impossible, it’s within reach, we’ll say. You have 
to work, obviously, but it’s not impossible. And that’s 
the message I took away from it, that despite every-
thing, you have to persevere.” (P6, female, 20 yrs).
“Well, it reinforces the idea that I can get out of it, 
and that I can’t heal, but I can restore stability in my 
life and when there are crises one way or the other, it 
allows me to say that I have the tools to detect them 
in advance and implement strategies to avoid things 
getting worse.” (P4, male, 40 yrs).

Theme 2: Improving knowledge of the disorder
All the participants reported that they improved their 
knowledge of bipolar disorder during the sessions.

This improvement enabled them to understand their 
illness and their own functioning more clearly.

“We saw what a pattern of vulnerability was, every-
thing that could cause us to enter different phases. 
And it’s true that there are certain things that I 
couldn’t identify on my own before. I understood 
that—when I told you that I didn’t know how my 
first depressive phase started at the very beginning—
well, it was when I stopped working part time in res-
taurants. And I didn’t think that could be an event 
that could trigger a crisis…” (P14, female, 30 yrs).

In addition, according to one-third of the participants, 
the TPE enabled them to confirm and reinforce their pre-
vious knowledge concerning the disorder. Discussing the 
disorder with caregivers and other group members made 
this knowledge more concrete.

“Yes, there’s the internet, there are books. There are 

things I knew, but it’s not the same to look at things 
on the internet or in a book as it is to meet people, to 
have contact, to hear things. It’s different, it doesn’t 
have the same impact, I think.” (P14, female, 30 yrs).

Some participants also had the opportunity to correct 
misinformation regarding bipolar disorder.

“Even if I didn’t learn a lot about the disea disorder 
se as such, it may have rectified some things… Some 
bad information I had…” (P6, female, 20 yrs).

Theme 3: Improving disorder management
During the TPE sessions, participants were introduced to 
tools to facilitate the assessment and management of the 
disorder. Most participants agreed with the effectiveness 
of these tools and integrated those that best suited them 
into their daily lives.

“I like to do the ‘mood temperature’. It allows me to 
try and manage my day. I do that after my medita-
tion. Yes, because having tools to fight the symptoms, 
up or down… It’s like we’re actually armed against 
our disorder, and it’s there, but we can manage it.” 
(P9, female, 42 yrs).

As a result of the TPE, the majority of the participants 
reported implementing behaviors and strategies to man-
age their disorder throughout their daily lives. These 
changes included slowing down the pace of their lives to 
save energy or stay calm during an excited phase, taking 
more time for themselves, listening more to their own 
needs, and improving their lifestyles.

“There’s a term that came out on its own and that 
gave me a trigger. I said at one point that when you’re 
depressed, you tend to go into “energy conservation”. 
It allowed me to say to myself that ultimately, when I 
face difficulties in everyday life, I should not hesitate 
to take a short 15-min nap to be able to leave much 
less tired. And not to be afraid, not to tell myself that 
I’m lazy because I save my energy.” (P4, male, 40 yrs).
“I am careful not to go to bed too late. I try not to 
eat too late at lunchtime, not to skip meals… These 
are all very simple things, but I wasn’t aware of that, 
I didn’t see how it could make me sick.” (P1, female, 
32 yrs).

In addition, TPE enabled half of the participants to 
validate preexisting strategies that they had instinctively 
adopted to cope with their fluctuating moods.

“It strengthened me in some ways; I thought I was 
right to listen to music, to read, to go out, to walk 
in nature… things that were positive.” (P3, female, 43 
yrs).
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Moreover, some participants reported better commu-
nication concerning their illness with their relatives as 
well as with their psychiatrists. These participants felt 
better “armed” to express themselves with respect to 
their pathology than they were prior to the sessions.

“It’s great to know how to defuse things with the peo-
ple close to me… and even with my psychiatrist. I 
wouldn’t have believed it, but the fact that I know 
more about the illness makes it easier to talk about 
it, to talk about medication. There is better commu-
nication with him. The relationship is much more 
direct.” (P1, female, 32 yrs).

Finally, some participants reported an evolution in the 
way in which their psychiatric management was con-
structed. As a result of the TPE, they wanted to cocon-
struct their medical care with the psychiatrist and to 
discuss different therapeutic options actively.

“And then it created a debate with my psychiatrist. 
He had never talked to me about my bipolarity and 
all that. And the fact that I told him that I had been 
to TPE… ‘I’m more of a type 2…’ He totally agreed. 
He explained to me why he was putting this treat-
ment there and not that one. Now I know something 
about it, and he sees that scientifically, there are 
things I know about, so he is interested.” (P1, female, 
32 yrs).

Theme 4: Development of psychosocial skills
Half of the participants reported a reduction in their 
sense of guilt due to being ill, being helped with employ-
ment or receiving financial support. The participants 
explained that they exercised more benevolence toward 
themselves and finally allowed themselves to take advan-
tage of the right to happiness.

“It made me feel less guilty. I was really guilty… 
For example, I went on a journey, I’m going to take 
advantage of it, I’ve got this chance. I can leave, tak-
ing care of myself and experiencing beautiful things. 
Before, I forbade myself from doing this because I 
was given an allowance… So, I said to myself that I 
have the right to experience things that are beauti-
ful.” (P12, male, 40 yrs).

A quarter of the participants reported an increase in 
their self-confidence as a result of the TPE sessions. They 
regained confidence in their ability to manage the fluctu-
ations of their disorder on their own.

“Before, I didn’t even think I could manage it (the 
disorder). At the slightest problem, I called the psy-
chiatrist, and I realize that now I can fight on my 

own, not for everything, but there are some things I 
fight on my own.” (P9, female, 42 yrs).

This increase in self-confidence was accompanied by 
an increase in assertiveness in everyday life for some 
participants.

“Since I’ve accepted the fact that I am sick, I also find 
it less difficult to set my limits, even when I know 
that others will not necessarily like them. For exam-
ple, for several months now I’ve been telling myself 
that I don’t want to go and see my family at Christ-
mas because last year it went very, very badly… I 
managed to say no to them this year.” (P5, female, 25 
yrs).

Theme 5: Development of social links
Most of the participants explained that, by the end of the 
TPE sessions, they felt like they belonged to a group and 
were finally understood by others. This sense of belong-
ing reduced their feelings of loneliness due to the disor-
der and consequently their sense of having suffered an 
injustice.

“I just think that for anyone with or without a dis-
ability, being part of a tribe is always a strength. I 
thought that if I met other people with the same 
disability who were going through similar things, it 
would allow me to find strength and in fact to get 
better and to move forward.” (P16, female, 36 yrs).

As a result of TPE, half of the participants reported that 
they had expanded their social network, especially by 
keeping in touch with other members of their group fol-
lowing the end of the TPE cycle. These participants also 
realized the importance of social connections for main-
taining a stable mood and integrating well into society.

“I realized that I shouldn’t be locked in with this. I’ve 
been doing TPE and meditation groups. It only lasts 
for a while, but it feels good, I feel much less alone, 
and I’ll probably do discussion groups or something 
like that again. That’s for sure, that’s a given for me.” 
(P1, female, 32 yrs).

Some participants also explained that TPE helped them 
to identify those around them who were genuine sup-
porters and those who were toxic. These participants 
subsequently decided to maintain contact only with the 
resourceful people around them.

“To confront myself with reality and with people 
who live like this. Because in my surroundings, I 
had so many judgments, criticisms certainly as well, 
because I did not accept it, but I do not want to hear 
all that anymore. So, I prefer to see people who really 
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understand and who have the same background.” 
(P1, female, 32 yrs).

Thus, half of the participants discovered the notion 
of peer support during the TPE and employed it as a 
resource following the termination of the sessions.

“We set up a group on WhatsApp; each one of us 
explains what’s happening to him, and the other 
one answers by giving him a little help, so there’s a 
discussion that is created. So, it’s quite nice.” (P13, 
female, 51 yrs).

Theme 6: Change in the management of daily life
Some participants reported a gain in serenity, a general 
sense of calm in their daily lives following the TPE.

“I feel more at peace with my daily life, whereas this 
was not the case a few months ago.” (P5, female, 25 
yrs).

A few participants explained that they were able to 
step back from everyday situations and to mitigate their 
impulsiveness.

“The other evening, I had a fight with a friend… I 
had a lot of photos of friends hanging on the wall in 
my room, and I took them all down, and I was close 
to tearing them all up… but then I said to myself, 
“wait, you’re not going to do that; you’re going to 
leave everything on the floor, you’re going to do some-
thing else…” and that’s it. Yes, it’s tiring, but I have 
the impression that there are parts of my daily life 
where it’s progressing anyway.” (P5, female, 25 yrs).

Finally, a few interviewees noted that their participa-
tion in the TPE program helped to increase their freedom 
of action and that all the benefits of the TPE had opened 
up new possibilities for them.

“When I was traveling, that was my fear. Because 
often, when I left to travel, it was actually a prob-
lem. But I don’t want to stay at home under the pre-
text that I have a mental illness, that I’m more frag-
ile and that it could explode. So, to make this crisis 
plan, to know that I can be in Norway or I don’t 
know where, to be able to contact my psychiatrist, I 
can do more things.” (P12, male, 40 yrs).

Discussion
General discussion
Main findings
Four previous qualitative studies presented the subjective 
experiences of people with BD following their participa-
tion in psychoeducation programs [11–13, 25]. These 

programs consisted of 8 to 11 sessions of 90 to 120 min, 
and were led by two facilitators (nurses, psychologists or 
psychiatrists). Our results, concerning a TPE program, 
are consistent with these earlier studies: the key elements 
identified were the establishment of a climate of trust and 
security, the diversity of the group, and the mutual sup-
port that naturally developed among participants. The 
attitude of facilitators had been highlighted as a key ele-
ment: Poole et  al. noted the importance of a sensitive, 
flexible and authentic facilitator style [11], and Weiner 
suggests an attitude of non-judgment and compassion 
[25]. Patients interviewed by Chen et  al. emphasize the 
benefit of a less didactic teaching posture to facilitate 
group discussions [12].

The patients of our study reported changes facilitated 
by TPE: an evolution in their relationship to their trou-
bles, an improvement in their knowledge, understand-
ing and management of their disorders in everyday life, 
the development of psycho-social skills and social links. 
Previous studies noted that these programs promoted 
knowledge through the experiences of others [11, 25], 
acceptance of disorders [11, 13, 25], and behavioral atti-
tudes toward care [11, 25].

Peer‑to‑peer identification
Sharing experiences with peers is a central component 
of psycho-educational programs. Peer-to-peer interac-
tions lead participants to identify with the symptoms 
described by others. It promotes awareness of the disor-
der, a feeling of being understood by others, a decrease in 
feelings of loneliness, and a sense of belonging to a group. 
The notion of perceived social support is highlighted by 
Poole, and the decrease in the feeling of isolation in all 
the qualitative studies [11–13, 25]. Group programs have 
been shown to be superior to individual or internet-based 
psychoeducation programs8.

These interactions inspire the participants to inter-
nally compare the severity of their illness to that of other 
members of the group. This comparison instils hope for 
improvement in patients who encounter great difficulties, 
and it puts the severity of the disorder into perspective 
for stable patients. The testimony of older people allows 
young patients to envision themselves in the future 
despite the disorder. Finally, the diversity of the partici-
pants’ profiles encourages the participants to compare 
their life path with those of others. As a result, the posi-
tive aspects of each person’s life are highlighted, and the 
efforts made and results achieved are valued. This ben-
efit leads to increases in self-confidence and self-esteem 
through destigmatization. These observations are very 
similar to those of Weiner et  al., who found the impor-
tance of the identification phenomena as well as the dif-
ferences, concerning the age or the clinical variety of the 



Page 12 of 14Duval et al. BMC Psychiatry          (2022) 22:626 

situations [25]. The mechanisms identified in our study 
have already been highlighted by other studies, as vectors 
of both peer-to-peer support and support by peer help-
ers, even among psychiatric patient populations [26].

TPE groups supporting personal recovery process
In this study, the changes described by the TPE partici-
pants pertain to each dimension of recovery referenced 
by the CHIME model [19]. The dimension of connected-
ness seems to be particularly impacted by TPE, through 
the development of social connections (i.e., the theme 
“development of social links”) and incorporates key 
notions of recovery, such as peer support and the sense 
of belonging to a group. TPE is also an important source 
of hope: it instills hope regarding one’s ability to live a 
fulfilling life once again, ultimately leading to hope for 
recovery (i.e., the subtheme “hope for recovery”). This 
hope is nourished by peer helpers, who provide concrete 
evidence that recovery is possible. As we saw, the iden-
tity dimension of CHIME is also relevant to TPE. This 
identification is mainly positive, as it leads to improved 
acceptance of bipolar disorder (i.e., the subtheme “better 
acceptance of the disorder”) and thus to a destigmatiza-
tion of their condition [11, 25]. The participants feel that 
they are part of a group whose norms are different from 
those the general population. Empathy being particu-
larly pronounced in people with BD [27], identification 
with peers may be particularly pronounced in compari-
son to other mental disorders. In addition, TPE helps 
participants reflect on the meaning of their lives. As the 
disorder is relegated to the background, TPE enables the 
participants to establish new life projects and to envis-
age a meaningful and fulfilling life despite their illness 
(i.e., the subtheme “increased freedom of action”). Finally, 
by improving their knowledge of the disorder and shar-
ing tools for managing the disorder in everyday life, TPE 
supports the empowerment of participants. It provides 
them with the tools they need to make informed deci-
sions regarding their mental health and to take control of 
their disorder (i.e., the subthemes “acquisition of tools” 
and “implementation of new strategies”). The patient 
then feels as if he can communicate actively with caregiv-
ers regarding his care (i.e., the subtheme “coconstruction 
of the treatment with the psychiatrist”) and thus becomes 
a real actor with respect to his care. Weiner et al. high-
lighted this feeling of powerful and self-confidence [25].

The main factors facilitating these effects are the shar-
ing of experiences among peers and the provision of 
knowledge and tools related to the disorder, but our 
results highlight the importance of the group rules estab-
lished during the sessions and that of all the elements of 
posture and facilitation that allow for these secure and 
constructive discussions.

Strengths and limitations
Data saturation seemed to be reached, with no new 
themes emerging from the final interviews. Semistruc-
tured interviews featuring open-ended questions mini-
mized the risk of biasing the participants’ discourse. One 
strength of our study is the fact that the interviewing and 
coding was carried out blindly by three trained health 
care professionals who had different profiles; despite 
this all the themes were identified by the two research-
ers. Furthermore, the interviews were analyzed induc-
tively, without any preconceived notions regarding the 
potential results. All these factors ensure the reliability 
of the results of our study. In addition, the sample used 
in our study included individuals from different social 
situations, who were different ages and had very different 
durations of the progression of the disorder. These par-
ticipants were also drawn from four separate TPE cycles 
with different facilitators. The resulting sample improves 
the reproducibility of our results.

Our study does face some methodological limitations. 
First, we could have increased the diversity of perspec-
tives in the study by employing other data collection 
methods or by interviewing the facilitators [28, 29]. 
In addition, the individual interviews were conducted 
approximately two months after the end of the TPE 
sessions. This delay allowed us to objectify the short-
term effects of TPE, but it is insufficient to attest to the 
long-term impact of TPE. Interviews at an even greater 
remove from the chenconclusion of the TPE would be 
necessary to evaluate the effects of the TPE over time.

Clinical implications
National Institute for Health and Care Excellence recom-
mends a combination of pharmacological treatments and 
structured psychotherapeutic interventions in BD [30].

The lack of data regarding these interventions does 
not yet allow for more precision in these recommenda-
tions. TPE differs from traditional rehabilitative care and 
therapeutic activities by providing theoretical knowl-
edge concerning bipolar disorder itself. Another unique 
characteristic of TPE and recovery-oriented care is its 
horizontal care posture, which allows the experiential 
knowledge of the participants to be valued as highly as 
the theoretical input provided by the caregivers; this 
importance of the facilitator’s attitude to promote recov-
ery is founded in several studies [11, 12, 25]. Unlike other 
approaches employing peer support, such as discussion 
groups, TPE offers continuity from one session to the 
next and allows participants to create deeper connec-
tions with one another. However, it would be interesting 
to study qualitatively and quantitatively the differences in 
effects between peer support groups and TPE groups, to 
better understand their respective effects and indications.



Page 13 of 14Duval et al. BMC Psychiatry          (2022) 22:626  

The results of our study suggest that TPE could be 
beneficial for people with bipolar disorder at any point 
throughout their journey with the disorder. In our study, 
young people, with a recent diagnosis, reported as many 
positive effects in their daily life as did people who had 
been diagnosed with the disorder for more than 20 years. 
Other quantitative studies have also indicated the ben-
efits of psychoeducation during the early years of bipolar 
disorder [31, 32].

A recent systematic review by Davenport et al. in 2019 
synthesized in a broader way the 10 qualitative studies 
exploring the experience of bipolar people after differ-
ent psychotherapeutic care: psychoeducation, cognitive 
behavioral therapy, mindfulness-based care or interper-
sonal and social rhythm therapy [33]. Useful elements 
are highlighted, and are similar to those of our study: i) 
meeting with peers and sharing experience, ii) an open 
facilitation style that listens to needs rather than adhering 
to a rigid structure, enabling communication. Also, the 
perceived effects seem to overlap with our own results: 
increased knowledge of BD, mood recognition, control of 
moods, change of perspective about treatments, respon-
sibility, acceptance and relationships with others. The 
authors insist on the importance of new outcomes to be 
considered in evaluative studies, such as empowerment 
and quality of relationships.

Conclusions
This qualitative study exploring patients’ perspectives 
provides evidence to support the benefits of group thera-
peutic education programs on the personal recovery of 
people with bipolar disorder. TPE improves all dimen-
sions of recovery, although connectedness, hope and 
empowerment are the main dimensions impacted. The 
main effects reported by the participants are an evolution 
of their relationship with their disorder, an improvement 
in their knowledge of the disorder, an improvement in 
their management of the disorder and daily life in gen-
eral, and their development of psycho-social skills and 
social relationships. The structure of the program and its 
facilitation are crucial to ensure these observed effects. 
To enrich the data concerning this subject and strengthen 
these results, future research should assess the longer-
term effects of TPE on personal recovery and examine 
the perspectives of caregivers.
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