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Bipolar Bozukluk için Örnek Bir Bireysel Psikoeğitim Modeli

Funda GÜMÜŞ,1 Sevim BUZLU,2 Sibel ÇAKIR3

SUMMARY
Individual psychoeducation model for bipolar disorder is a four-session 
program aiming to provide various knowledge and skills to bipolar disor-
der patients about their disorder and developed by the authors and can 
easily be applied by practitioners and researchers working in this field. 
The program consists of four sessions; introduction to the psychoeduca-
tion program and information about the disorder, symptoms, develop-
ing an emergency plan to prevent the recurrence of the disorder and 
legal rights, assessing effects and side effects of drugs, and communica-
tion and problem-solving skills. The purpose of this study is to introduce 
the individual psychoeducation model for bipolar disorder and mention 
the results of similar psychoeducation studies. The results of the study 
show that the individual psychoeducation program for bipolar disorder 
may be an appropriate and effective program for patients.
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ÖZET

Bipolar bozuklukta bireysel psikoeğitim modeli, bipolar bozukluk hastaları-
na hastalıkları hakkında bilgi ve beceri kazandırmayı hedefleyen, yazarlar 
tarafından geliştirilen, bu alanda çalışan uygulayıcı ve araştırmacıların ra-
hatlıkla uygulayabileceği dört oturumluk bir programıdır. Program, psikoe-
ğitim programına giriş ve hastalık hakkında bilgi, haberci belirtiler, hastalı-
ğın yinelemesini önleyici acil plan geliştirme ve yasal haklar, ilaç etki ve yan 
etkilerini değerlendirme, iletişim ve sorun çözme becerileri olmak üzere dört 
oturumdan oluşmaktadır. Bu çalışmada amaç, bipolar bozuklukta bireysel 
psikoeğitim modelini tanıtmak ve yapılmış benzer psikoeğitim çalışmaları-
nın sonuçlarına değinmektir. Çalışma sonuçları, bipolar bozuklukta bireysel 
psikoeğitim programının hastalara yönelik olarak uygun ve etkili bir prog-
ram olabileceğini göstermektedir.

Anahtar sözcükler: Bipolar bozukluk; bireysel psikoeğitim; hemşirelik.

Introduction

Bipolar disorder is generally a long-lasting and recurring 
disorder that leads to individual and social adaptation prob-
lems and affects the patients and their family significantly.
[1–4] This disorder is the sixth cause for disability among indi-
viduals 15–44 years of age.[5] Its lifetime prevalence is 0.5%–
1.6%,[4,6,7] and the average rate is 1%.[3,8,9] Of the patients who 
have bipolar disorder, 25%–50% seriously commit suicide[5] 
and 10%–20% of these patients lose their lives after suicidal 
attempts during the existence of the disorder.[3]

Drug therapy is crucial in both acute and maintenance 
phases of the treatment.[5] Therefore, a variety of methods, 
such as psychoeducation, interpersonal social rhythm therapy 
(IPSRT), family-focused therapy (FFT), and cognitive be-
havioral therapy (CBT), which are administered along with 

the drug therapy recently, have gained importance. IPSRT, 
FFT, and CBT require experienced therapists and high costs. 
Psychoeducation, on the contrary, is considered to be more 
suitable for the conditions in Turkey, as it is cost-effective and 
easily applicable.[10]

Psychoeducation for bipolar disorder can be administered 
as group psychoeducation[11–13] or individual psychoeduca-
tion.[14] Group psychoeducation is advantageousbecause of 
the ability to establish interaction among patients, a lower 
cost compared with individual psychoeducation, and the 
ability to be administered to more patients simultaneously. 
However, since most of the patients with bipolar disorder 
are observed to have anxiety disorder as a coexisting disor-
der, they usually cannot feel themselves at ease during the 
group psychoeducation. Thus, they feel reluctant to partici-
pate in the education or may not complete it. Although in-
dividual psychoeducation requires more time and cost, it is 
advantageous because more time is spared for the patient, the 
education provided is patient specific, the education can be 
scheduled with the patient, the sessions allow the students to 
express themselves more easily, and the patients leaving the 
education are low in number.[15]

Studies reported that group psychoeducation was con-
ducted in 6–21 sessions[10] and individual psychoeducation 
was conducted in 7–12 sessions.[14,16] Colom and Vieta (2006) 
reported that 25% of the patients left 21-session group psy-
choeducation.[13] Çakır et al. (2009) invited 173 patients who 
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had been euthymic for the last 3 months, were 18–65 years 
of age, and had continued going for regular check-ups for 
the last 4 years to a 6-week group psychoeducation. Of these 
patients, 84 agreed to participate in the psychoeducation and 
89 rejected to participate for various reasons.[17] Therefore, 
experimental research was conducted to reduce the number 
of patients who left the psychoeducation program. A 4-ses-
sion psychoeducation program was developed in the present 
study, and it was found that the rate of patients’ leaving the 
study did not exceed 4.88%.[18] In short, this study aimed to 
introduce the individual psychoeducation model for bipolar 
disorder and referred to the results of the previous similar 
psychoeducation studies.

Psychoeducation for Bipolar Disorder

Psychoeducation for patients with bipolar disorder fo-
cused on informing the patients about the disease and its 
treatment, attitude toward the disease, adjusting to treat-
ment, symptoms’ getting better, preventing depressive and 
hypo(manic) attacks, reducing the number and duration of 
hospital stay, getting better in social and professional func-
tionality, reducing the risk of suicide, and improving the life 
quality and families’ contributions to the treatment.[19–22] 
Psychoeducation should be accompanied by medications and 
other treatments.[23] Initiating the psychosocial approaches 
as early as possible before an increase in biological, social, 
and psychological loses is vital for both drug treatment and 
life quality. Psychoeducation for bipolar disorder should be 
provided for the patients who are in the early stage of the 
disease and euthymic to enable learning activity by prevent-
ing distractibility.[10,13]

Study Results on Individual Psychoeducation for 
Bipolar Disorder

Psychoeducation studies on bipolar disorder were conduct-
ed mostly through group psychoeducation. Only three[14,16,18] 
individual psychoeducation studies were accessed.

The first individual psychoeducation for bipolar disor-
der was conducted by Perry et al. (1999). The patients (ex-
perimental group: 35; control group: 34) were provided 7-to 
12-session individual psychoeducation and 18-month moni-
toring. The study reported that in the psychoeducation group, 
recurrent of mania decreased, time elapsed till the first mania 
recurrence was prolonged, hospital stay decreased, and a bet-
ter clinical course and social functionality occurred.[14]

In a second individual psychoeducation study conducted 
by Javadpour et al. (2013), 108 patients (experimental group: 
54; control group: 54) were provided with 8-session individ-
ual psychoeducation and 18-month monitoring. The study 
reported that disease recurrence and hospital stay of the pa-
tients who received psychoeducation decreased and their life 
quality improved.[16]

Apart from the current experimental research, no other 
study on psychoeducation for patients with bipolar disorder 
was reported in Turkey. In the present study, 82 euthymic 
patients (experimental group: 41; control group: 41) were 
provided with 4-session individual psychoeducation and 
12-month monitoring. The study concluded that the mean 
scores of the psychoeducation group’s belief in medicament’s 
healing effectiveness and adjustment to treatment signifi-
cantly increased.[24] The disease recurrence rate was 18.9%, 
and 71.4% of the patients experienced only one recurrence 
case. In the group that did not receive psychoeducation, the 
disease recurrence rate was 34.1%, 57.2% of the patients ex-
perienced multiple disease recurrences, and the rate of hospi-
tal stay was 7.3%.[18] However, no improvement was observed 
in the life quality and functionality of the group who received 
psychoeducation or the one who did not receive it.[24]

Role of the Nurses in Psychoeducation Practices 
Administered to Patients with Bipolar Disorder

The education provided for the patients by the nurses 
during the treatment and care contributed to health protec-
tion; decrease in the severity of the disease, patients’ anxiety, 
depression, disease findings, and their hospital stay; their ob-
taining the required information and skills to perform their 
personal care; their gaining independence; increase in patient 
satisfaction; and reduction in health care expenditures.[25–27]

Among the routine treatment programs, psychoeduca-
tion practices are not at a desired level in Turkey. Therefore, 
psychiatry nurses are in an appropriate position to evaluate 
the requirements of the patients, and prepare and conduct 
psychoeducation programs to meet these requirements, since 
they are in contact with the patients during their care and 
treatment process.[28]

Psychoeducation nurses should have the following quali-
ties: being patient, active, and empathetic listeners; trying to 
sincerely understand the patients’ problems; being self-sacri-
ficing; having well-intentioned attitudes; symbolizing trust 
and respect; relieving the person in terms of potential for 
change; and encouraging the person to be determined.[29,30] 
Nurses possessing these qualities enable patients to develop 
a feeling of trust and maintain their expectation for help.[31]

Patients’ learning requirements, patients’ and nurses’ char-
acteristics and preferences, content of the education, edu-
cation setting, duration of the education, and available re-
sources should be taken into consideration in choosing the 
methods and techniques to be used in patient education. A 
nurse who has proficiency in education can make changes in 
the method to be used regarding the reactions and behaviors 
of the patients and their families. However, the nurse needs 
time and experience as well as information to attain this pro-
ficiency. One-to-one teaching, group teaching, process pre-
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paratory teaching, and demonstration are the methods nurses 
can frequently use in the study setting.[32] It is important for 
the psychoeducation setting to be a homely and comfortable 
place where patients and their families can interact without 
experienced any pressure and they can be encouraged for 
learning.[13]

Individual Psychoeducation Program for Bipolar 
Disorder

The psychoeducation program discussed in this study 
was prepared in accordance with the literature[13,33] using the 
group psychoeducation programs and the system approach, 
which was based on the opinion that “if the individual follows 
preplanned learning activities, the expected behavior change 
in this individual occurs”.[34] This psychoeducation program 
was completed in four sequential weeks on a once-a-week 
basis. The psychoeducation program included outpatients 
who were 16–65 years of age, were diagnosed with bipolar 
disorder (I and II), had been euthymic for the last 3 months 
(whose Young Mania Rating Scale score was less than four 
points and Hamilton Depression Scale score was less than 
seven points), had standard medication (mood stabilizers, 
antipsychotics, or antidepressants) and standard clinical 
monitoring for bipolar disorder, and did not have hearing, 
understanding, and seeing problems. Each psychoeducation 
session lasted 45–60 min. Based on the attention status of the 
patients, a 10- to 15-min break was given. All sessions used 
reflections that had been prepared on the computer before-
hand so as not to distract attention. The sessions employed 
question–answer method, audio-visual method, role-playing 
when necessary, and performance feedback stages. Further-
more, the education also focused on experiences as well as in-
formation and allowed for making comparison with the topic 
learned during the education. Availability of the patients was 
taken into consideration when planning the psychoeducation 
session hours. The psychoeducation session topics and con-
tents were as follows:

The First Session – Introduction to psychoeducation 
program and information about the disease: This session was 
intended to enable patients to have knowledge of psychoedu-
cation program and bipolar disorder. 

•	 The	outpatients	were	guided	 to	 sit	 face	 to	 face	with	
the educators in a suitable place so as to have an eye 
contact with them.

•	 The	 educators	 introduced	 themselves	 (name,	 family	
name, occupation, work place, and professional expe-
rience).

•	 The	 patients	 were	 asked	 to	 introduce	 themselves	
(name, family name, occupation, and marital status).

•	 The	 patients	 were	 provided	 with	 information	 about	

the purpose, content, and duration of the psychoedu-
cation program, and the duration of each session.

•	 The	patients	were	asked	to	share	their	previous	disease	
experiences (their first disease experience, treatments 
they had before, their hospital stays, and supports they 
had, if available). 

•	 Then,	 the	 patients	 were	 provided	 with	 information	
about the disease and disease concepts (mania, hypo-
mania, depression, and so forth). 

•	 The	patients	were	provided	with	information	about	the	
causes for disease and asked to express their opinions.

•	 The	patients	were	asked	to	express	their	own	disease	
symptoms; they were provided with information about 
the most common symptoms of the disease. 

•	 Ten	misconceptions	about	the	disease	[(1)	I	can	over-
come this disease using my personality power and 
avoiding stress; (2) this disease arose since I was sad 
for a case; (3) this disease was caused by a demon, fairy, 
or magic, and I have to receive an imam or hodja treat-
ment to recover; (4) disease is a character defect; (5) I 
should give up my life objectives because of this disease 
and should always protect myself from everything; (6) 
treatment drugs are addictive; (7) treatment drugs 
make me someone other than my normal personality; 
(8) now that I have not become sick for a certain time, 
I have recovered; (9) now that I take drugs, I am sick; 
(10) this disease has no treatment] were shared. The 
patients were asked to share their opinions about these 
considerations, and their questions were answered, if 
available.

•	 The	patients	were	asked	to	summarize	the	points	that	
had been talked about.

•	 The	patients	were	asked	about	their	expectations	about	
the psychoeducation program. 

•	 The	patients	were	given	information	about	the	theme	
of the second session.

•	 The	date	and	time	of	the	second	session	were	deter-
mined with the patient. 

•	 The	patients	were	thanked	for	their	participation,	the	
session was closed, and the patients were shown out.

The Second Session – Prodromes, development of an 
emergency plan to prevent the recurrence of the disorder, 
and legal rights: This session was intended to enable patients 
to recognize their own prodromes and manage them, and to 
identify the institutions and organizations from where the 
patients could obtain help before becoming sick. It was also 
intended to enable patients to have knowledge of the legal 
rights about their disease. 
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•	 The	 interview	 began	 with	 asking	 the	 patients	 how	
they spent the previous week.

•	 The	patients	were	asked	about	their	premorbid	symp-
toms, and subjective prodromes were expected to be 
learned.

•	 The	patients	were	given	 information	about	 the	most	
common prodromes in bipolar disorder (mania period: 
superiority thoughts or high self-confidence, acceler-
ated thoughts, euphoria, logorrhoea, reduced sleep 
demand, increased distractibility, increased interest in 
pleasurable activities, excessive money spending, be-
having in a manner that disturbed others, and changes 
in appetite and sexuality; depression period: sorrow, 
grief, worry, irritability, powerlessness, weakness, fa-
tigue, inability to concentrate, increased or decreased 
sleep, reluctance, loss of interest, feelings of despair/
guilt/unworthiness, thoughts of suicide and death, and 
inability to get out of the bed). 

•	 The	patients	were	asked	what	they	did	when	the	dis-
ease symptoms emerged, and their subjective approach 
was expected to be learned.

•	 The	patients	were	asked	what	they	would	do	in	case	
of an emergency, and the emergency action plan that 
should be adopted was explained to them [when they 
felt they were sick: (1) they should get an emergent 
appointment from the doctor who provided the treat-
ment; (2) they should try to speak to their doctor on 
the phone about their situation; (3) unless they were 
able to contact their doctor, they should refer to the 
psychiatric emergency services in a hospital; (4) if they 
were alone, they should call their families or a close 
friend and ask them to come immediately]. 

•	 The	 institutions	 and	organizations	 that	 could	be	 re-
ferred when an emergency for the disease occurred 
were identified and listed with the patient.

•	 The	patient	 relatives	who	 could	 be	 called	 in	 case	 of	
emergency were determined with the patient.

•	 Based	on	the	information	obtained,	an	emergency	ac-
tion plan was prepared with the patient; this plan was 
turned into text and given to the patient.

•	 In	case	the	patients	needed	it/requested	information,	
they were given information about their legal rights 
about bipolar disorder [if the patients were students, 
they could receive report from their doctor when their 
disease became exacerbated and extend the student-
ship period; if the patients were males, they could 
continue to do their military service through a medi-
cal report from an army hospital and through drug 
therapy when their disease became exacerbated; if the 

patients committed a crime, their criminal liability 
was evaluated in accordance with the exacerbation of 
the disease at the time they committed the crime; if 
the patients wanted to be retired due to disability, this 
situation was determined by a medical report).

•	 The	patients	were	asked	to	summarize	the	points	that	
had been talked about.

•	 The	patients	were	given	 information	about	 the	 third	
session.

•	 The	 date	 and	 time	 of	 the	 third	 session	 were	 deter-
mined with the patient. 

•	 The	patients	were	thanked	for	their	participation,	the	
session was closed, and the patients were shown out.

The Third Session – Assessment of the effects and side ef-
fects of the drugs: This session was intended to enable patients 
to have knowledge of the effects and side effects of the drugs 
in their treatment, and to help them cope with the side effects. 

Before the interview, the educator obtained information, 
from the patient reports, about the medication that was pre-
viously used and was still being used by the patients, and if 
available, about the previous treatment incompatibility and 
its causes.

•	 The	 interview	 began	 asking	 the	 patients	 how	 they	
spent the previous week.

•	 The	 patients	 were	 asked	 about	 their	 previous	 treat-
ment experiences (the institutions where they went 
for treatment, prescribed drugs, and whether they 
used these drugs or not).

•	 The	patients	were	asked	about	the	drugs	they	had	been	
using.

•	 The	patients	were	given	information	about	the	general	
treatment of the disease (pharmacotherapy, psycho-
therapy, electroconvulsive therapy, hospital stay when 
necessary, and outpatient treatment).

•	 The	 patients	were	 given	 information	 about	 the	 four	
drug groups (mood stabilizers, antidepressants, anti-
psychotics, and anxiolytics) that could be used in pro-
tective treatment for bipolar disorder.

•	 The	patients	were	given	 information	about	 the	drug	
groups (mood stabilizers, antidepressants, antipsy-
chotics, and anxiolytics) which were used by them in 
protective treatment and their effects.

•	 The	patients	were	asked	about	their	negative	experi-
ences with the drugs/their side effects.

•	 The	 patients	 were	 asked	 how	 they	 coped	with	mild	
side effects, and they were given information about the 
potential coping methods. 



•	 Seven	misconceptions	about	the	drugs	[(1)	drugs	are	
addictive, and they damage and narcotize my brain; (2) 
I can overcome the disease without using drugs; (3) I 
will not face any problem if I do not take my drugs for 
1 or 2 days; (4) I missed the time to take drugs, time is 
over, and I should not take them now; (5) Now I am 
very well, the disease is over, and I do not need drugs; 
(6) this drug did not work, and I should change it; (7) 
I cut down on or stopped taking my drugs due to their 
side effects) were shared, and the patients were asked 
whether they had any of these drugs. 

•	 If	the	expression	of	the	patients	was	a	misconception,	
they were given information about this misconcep-
tion.

•	 The	patients	were	asked	to	summarize	the	points	that	
had been talked about.

•	 The	patients	were	given	information	about	the	fourth	
session.

•	 The	patients	were	asked	to	think	about	the	issues	they	
had general or communicational problems with and 
bring them forward in the next session.

•	 The	date	and	 time	of	 the	 fourth	 session	were	deter-
mined with the patient. 

•	 The	patients	were	thanked	for	their	participation,	the	
session was closed, and the patients were shown out.

The Fourth Session – Communication and problem-
solving skills: This session was intended to raise awareness 
of patients on communication skills in their interpersonal 
relations at a basic level and enable them to know that they 
could show a systematic approach to solving the problems 
they experienced in their lives.

•	 The	interview	began	asking	the	patient	how	they	spent	
the previous week.

•	 First,	the	patients	were	asked	about	their	knowledge	
of communication.

•	 The	patients	were	given	information	about	the	defini-
tion and types of communication (verbal and nonver-
bal communication).

•	 The	patients	were	given	information	about	the	verbal	
and nonverbal communication factors. 

•	 The	 patients	 were	 asked	 about	 the	 points	 that	 they	
found the most difficult, and their questions were an-
swered, if available.

•	 The	patients	were	given	information	about	the	items	
of effective communication (effective listening, ex-
pression of positive feelings, requesting, andexpression 
of negative feelings). 

•	 Based	on	the	needs	of	the	patients,	role-playing	was	
performed using short examples on the points they 
found troublesome in communication.

•	 The	 patients	were	 asked	 for	 their	 feedback	 on	 role-
playing.

•	 A	15-min	break	was	given	for	the	patients	who	need-
ed it.

•	 The	patients	were	given	 information	about	“problem	
and problem-solving stages.” 

•	 Role-playing	was	performed	on	the	issues	the	patient	
mentioned most during the sessions.

•	 Problem-solving	 stages	 could	be	 studied	using	more	
general examples with the patients who did not want 
to express any of their problems.

•	 If	available,	the	patients’	questions	were	answered.	
•	 The	patients	were	asked	to	summarize	the	points	that	

had been talked about.
•	 The	 patients	 were	 asked	 for	 their	 opinions	 on	 the	

4-week psychoeducation program.
•	 The	patients	were	informed	that	the	psychoeducation	

program had completed.
•	 The	patients	were	 thanked	 for	 their	 participation	 in	

the program and provided with the contact address on 
which they could contact the educator if required. The 
session was closed, and the patients were shown out.

Conclusions 

This study developed a four-session individual psychoed-
ucation model for bipolar disorder. It found that the number 
of patients who left the education decreased, patients who 
participated in the education fully attended it, and the pa-
tients gave feedback that they were pleased with the educa-
tion in terms of its content and duration. This program was 
considered to be an appropriate and effective model that 
could be easily administered by psychiatry nurses in clinics 
and was advantageous for all the patients who were capable 
of receiving the education, particularly the ones who avoided 
expressing their feelings in the group. Psychoeducation mod-
els for bipolar disorder have been developed in Western cul-
tures, and no definite judgment exists on the results that can 
be obtained when the models are administered in different 
cultures. Thus, development of an individual psychoeduca-
tion program in Turkey can be considered as important.

References
1. Ozerdem A, Tunca Z, Kaya N. The relatively good prognosis of bipolar dis-

orders in a Turkish bipolar clinic. J Affect Disord 2001;64:27–34.
2. Culver JL, Arnow BA, Ketter TA. Bipolar disorder: improving diagnosis and 

optimizing integrated care. J Clin Psychol 2007;63:73–92.
3. Post RM, Altshuler LL. Duygudurum bozuklukları: iki uçlu bozukluğun te-

Psikiyatri Hemşireliği Dergisi - Journal of Psychiatric Nursing 2016;7(3):142–147146



davisi. In: (Aydın H, Bozkurt A, Çeviri Editörü). Kaplan&Sadock’s compre-
hensive textbook of psychiatry. Sekizinci baskı. Ankara: Güneş Kitabevi; 
2007. s. 1652–707. (Orijinal çalışma basım tarihi: 2005).

4. Yazıcı O. Bipolar-1- ve bipolar-2- bozuklukları. Köroğlu E, Güleç C, editör. 
Psikiyatri temel kitabı. Ankara: Hekimler Yayın Birliği; 2007. s. 265–79.

5. Berk L, Hallam KT, Colom F, Vieta E, Hasty M, Macneil C, et al. Enhancing 
medication adherence in patients with bipolar disorder. Hum Psycho-
pharmacol 2010;25:1–16. 

6. Köroğlu E, (editör). Psikonozoloji tanımlayıcı klinik psikiyatri. Ankara: Hek-
imler Yayın Birliği; 2004. s. 253–324.

7. Yüksel N, (editör). Ruhsal Hastalıklar. Ankara: Nobel Tıp Kitabevleri, 2006. 
s. 183–215.

8. Öztürk O, (editör). Ruh sağlığı ve bozuklukları. Ankara: Feryal Matbaası; 
2004. s. 291–342. 

9. Ertan T. Psikiyatrik hastalıkların epidemiyolojisi. In: Uğur M, Balcıoğlu İ, 
Kocabaşoğlu N, editör. Türkiye’de sık karşılaşılan psikiyatrik hastalıklar. 
İstanbul: Cemre Ofset; 2008. s. 25–30.

10. Cakir S, Ozerdem A. Psychotherapeutic and psychosocial approaches 
in bipolar disorder: a systematic literature review. Turk Psikiyatri Derg 
2010;21:143–54.

11. Colom F, Vieta E, Martinez-Aran A, Reinares M, et al. A randomized trial on 
the efficacy of group psychoeducation in the prophylaxis of recurrences 
in bipolar patients whose disease is in remission. Arch Gen Psychiatry 
2003;60:402–7.

12. Colom F, Vieta E, Reinares M, Martínez-Arán A, et al. Psychoeducation ef-
ficacy in bipolar disorders: beyond compliance enhancement. J Clin Psy-
chiatry 2003;64:1101–5.

13. Colom F, Vieta E. Clinical diagnostic and therapeutic aspects of bipolar 
disorder. Psychoeducation manual for bipolar disorder. Cambridge: Cam-
bridge University Pres; 2006.

14. Perry A, Tarrier N, Morriss R, McCarthy E, et al. Randomised controlled 
trial of efficacy of teaching patients with bipolar disorder to identify early 
symptoms of relapse and obtain treatment. BMJ 1999;318:149–53.

15. Cakır S, Gümüş FC. Individual or group psychoeducation: motivation and 
continuation of patients with bipolar disorders. International Journal of 
Mental Health 2015;44:263–8.

16. Javadpour A, Hedayati A, Dehbozorgi GR, Azizi A. The impact of a simple 
individual psycho-education program on quality of life, rate of relapse 
and medication adherence in bipolar disorder patients. Asian J Psychiatr 
2013;6:208–13. 

17. Cakir S, Bensusan R, Akca ZK, Yazici O. Does a psychoeducational ap-
proach reach targeted patients with bipolar disorder? J Affect Disord 
2009;119:190–3.

18. Gumus F, Buzlu S, Cakir S. Effectiveness of individual psychoeducation 

on recurrence in bipolar disorder; a controlled study. Arch Psychiatr Nurs 
2015;29:174–9. 

19. Vahip I, Kocadere M. Psikososyal-psikoterapötik yaklaşım ve girişimler. 
İn: Vahip S, Yazıcı O, editör. İki uçlu duygudurum bozuklukları sağaltım 
kılavuzu. İstanbul: TPD; 2003. s. 107–30.

20. Colom F, Lam D. Psychoeduction: improving outcomes in bipolar disor-
ders. European Psychiatry 2005;20:359–64.

21. Rouget BW, Aubry JM. Efficacy of psychoeducational approaches on bipo-
lar disorders: a review of the literature. J Affect Disord 2007;98:11–27. 

22. Colom F, Vieta E, Sánchez-Moreno J, Palomino-Otiniano R, et al. Group 
psychoeducation for stabilised bipolar disorders: 5-year outcome of a 
randomised clinical trial. Br J Psychiatry 2009;194:260–5. 

23. Vieta E. Improving treatment adherence in bipolar disorder through psy-
choeducation. J Clin Psychiatry 2005;66 Suppl 1:24–9.

24. Gümüş F. Bipolar bozukluk tanılı hastalara uygulanan bireysel 
psikoeğitimin yineleme hızı-işlevsellik ve yaşam kalitesine etkisi. 
[Yayınlanmamış doktora tezi] İstanbul: İstanbul Üniversitesi Sağlık Bilim-
leri Enstitüsü; 2013. 

25. Saarmann L, Daugherty J, Riegel B. Patient teaching to promote behav-
ioral change. Nurs Outlook 2000;48:281–7.

26. Treacy JT, Mayer DK. Perspectives on cancer patient education. Semin On-
col Nurs 2000;16:47–56.

27. Oermann MH. How effective is your patient teaching? J Wound Ostomy 
Continence Nurs 2003;30:122–5.

28. Gümüş AB. Difficulties of patients and their families in schizoprenia, 
pscyhoeducation and nursing. Hemşirelikte Araştırma Geliştirme Dergisi 
2006;1:23–33.

29. Gençtürk NT. Meme kanserli kadınların birinci derece akrabalarının 
bilgi arama davranışlarının değerlendirilmesi ve bilgi gereksinimlerinin 
giderilmesinde eğitimin etkinliği. [Yayınlanmamış doktora tezi] İstanbul: 
İstanbul Üniversitesi Sağlık Bilimleri Enstitüsü; 2004. 

30. Yeter K, Savcı A, Sayıner DF. the effects of quality of life on reconstruc-
tive surgery and education of the patients on breast cancer. Meme Sağlığı 
Dergisi 2009;5(2):65–8.

31. Nehir S. Psikiyatri Hemşireliğinde Psikoeğitim. I. Uluslararası, V. Ulusal psi-
kiyatri Hemşireliği Kongresi. Kongre Özet Kitabı, İstanbul, 2011;207–9.

32. Avşar G, Kaşıkçı M. The Condition of Patient Education in Our Country. 
Atatürk Üniversitesi Hemşirelik Yüksekokulu Dergisi 2009;12:67–73.

33. Miklowitz D, Goldstein MJ. Bipolar disorder: a family-focused treatment 
approach. New York: Guilford; 1997.

34. Yurtsever ÜE. Bipolar bozukluğu olan hasta ve ailelerin ele alışında 
yapılandırılmış psikoeğitimsel yaklaşımlar. [Yayınlanmamış Uzmanlık Tezi] 
İstanbul: Marmara Üniversitesi Eğitim Bilimleri Enstitüsü; 1999.

GÜMÜŞ F et al., Individual Psychoeducation for Bipolar Disorder 147


