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Abstract

Background: Non-didactically delivered curriculum based group psychoeducation has been shown to be more
effective than both group support in a specialist mood disorder centre in Spain (with effects lasting up to five
years), and treatment as usual in Australia. It is unclear whether the specific content and form of group
psychoeducation is effective or the chance to meet and work collaboratively with other peers. The main objective
of this trial is to determine whether curriculum based group psychoeducation is more clinically and cost effective
than unstructured peer group support.

Methods/design: Single blind two centre cluster randomised controlled trial of 21 sessions group
psychoeducation versus 21 sessions group peer support in adults with bipolar 1 or 2 disorder, not in current
episode but relapsed in the previous two years. Individual randomisation is to either group at each site. The
groups are carefully matched for the number and type of therapists, length and frequency of the interventions and
overall aim of the groups but differ in content and style of delivery. The primary outcome is time to next bipolar
episode with measures of the therapeutic process, barriers and drivers to the effective delivery of the interventions
and economic analysis. Follow up is for 96 weeks after randomisation.

Discussion: The trial has features of both an efficacy and an effectiveness trial design. For generalisability in
England it is set in routine public mental health practice with a high degree of expert patient involvement.

Trial Registration: ISRCTN62761948

Funding: National Institute for Health Research, England.

Background
Recurrence rates for mania and depression in bipolar dis-
order are high; around 50% at one year and 70% at four
years [1,2]. Group psychoeducation in addition to mainte-
nance medication is recommended by most recent bipolar
disorder practice guidelines for the maintenance manage-
ment of bipolar disorder [3-6]. In Barcelona, two rando-
mised controlled trials showed that structured curriculum
based group psychoeducation for up to 21 sessions
increased time to relapse in all types of bipolar episode in
patients who were concordant or not concordant with

mood stabiliser medication compared to non-didactic
group support not following a curriculum [7,8]. The gains
were maintained over the next five years with marked
reductions in hospitalisation and improvements in func-
tion [9]. Subgroup analysis showed improvements with
psychoeducation versus control intervention in bipolar 2
disorder [10] and in bipolar disorder with or without per-
sonality disorder [11]. In Australia, two randomised con-
trolled trials showed that 12 sessions of non-didactic
curriculum based group psychoeducation reduced the rate
of bipolar episode relapse compared to treatment as usual
[12,13].
The trials in Barcelona were conducted in a specialist

bipolar disorder service and the nature of the group
support provided in the trials was not well characterised.
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In the United Kingdom, lay led peer support groups led
by service users are more frequently found than in other
European countries [14]. Although, generally peer sup-
port groups may improve self-efficacy and may be cost
effective [15] their effectiveness in bipolar disorder is
less certain. However, self management strategies to stay
well, (developed by service users with bipolar disorder
who had no bipolar episodes for at least two years) were
valued as important as medication [16]. Therefore a
pragmatic randomised controlled trial is needed to com-
pare group psychoeducation close in format to the Bar-
celona programme with peer group support where
patients identify their own learning needs. Such a trial
would tease out whether the content of the Barcelona
psychoeducation programme is more or less effective
than the group process of bringing together people with
bipolar disorder facilitated by health professionals.
The trial also permits further work to be conducted on

the mechanisms of action of group psychoeducation. The
Barcelona model of psychoeducation incorporates all of
the recommended components of psychological treat-
ment recommended by NICE [3] such as early warning
signs [17], medication adherence [18], and maintaining a
regular daily routine [19] together with psychoeducation
about the disorder, and medication. Importantly the
groups use the collective experiences of the group mem-
bers to bring about positive changes in attitudes, knowl-
edge and behaviour among the participants.

Methods/Design
Objective
To determine the clinical and cost effectiveness of joint
expert patient and health professional led group psy-
choeducation for bipolar disorder versus unstructured
peer group support.
Main research questions:

• To demonstrate that group psychoeducation is fea-
sible and sustainable across different non-specialist
sites across the English National Health Service
• To determine the clinical and cost effectiveness of
group psychoeducation compared to peer group
support
• To identify barriers and potential solutions to bar-
riers to the implementation of effective group
psychoeducation

Design
A randomised controlled trial compares the effectiveness
of:

• 21 weekly session bipolar group psychoeducation,
delivered by two health professionals (nurse,

psychiatrist, psychologist, occupational therapist) and
an expert patient, plus treatment as usual from the
psychiatrist and other health professionals versus
• 21 weekly session unstructured bipolar group sup-
port, led by peers and facilitated by two health pro-
fessionals and the expert patient, plus treatment as
usual for patients with bipolar disorder (Figure 1).

The trial is located in two centres (East Midlands and
North West) in England, with four clinical sites in each
centre. There are five waves so that the largest clinical
sites run two groups each and the remaining clinical
sites run one group each. The intervention is taken to
different parts of a regional centre to improve access for
those people wish to participate but for whom travelling
distance is a practical barrier to engagement.
Consecutively eligible patients are individually rando-

mised to either intervention with stratification by clini-
cal site and minimisation in terms of number of
previous bipolar episodes (<7, 8-19, 20+) (see Figure 1).
The latter is to control for the effect of rate of bipolar
episodes: relapse is up to three times greater in those
with more than 20 episodes than in those with less than
seven bipolar episodes [20]. In some RCTs of psychoso-
cial interventions in bipolar disorder there may be an
interaction between psychological treatment and num-
ber of previous bipolar episodes [21]. Barriers to the
effectiveness of either intervention are examined qualita-
tively by interviewing maximum variance samples of
participants and group facilitators.

Setting
Community mental health team bases at a number of
NHS Trusts located in two distinct geographical centres
(East Midlands and North West) are used to ensure the
generalisability of the findings. The study is also pro-
moted at a primary care level with local family doctors
being asked to display posters about the trial. Research
assistants (RAs), service user researchers and community
scientific officers from the Mental Health Research

Minimise for number of previous bipolar episodes 
(<7,8-19,20+) and centre

Group
Psychoeducation

(n=18)

Group Support 
(n=18)

2 years

Figure 1 Design of the study.
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Network in England visit support groups such as the
Manic Depression Fellowship (MDF), Poles Apart and
Mood Swings to introduce the study and provide refer-
ral information.

Target population
The target population is patients with bipolar 1 or 2
affective disorder at increased risk of further relapse (an
episode in the last 24 months). In clinical practice
patients at increased risk of further relapse are the tar-
gets for interventions aimed at preventing further
relapse rather than patients who have been stable for
several years.

Inclusion/exclusion criteria
Inclusion criteria are:

• a SCID-DSM-IV verified diagnosis of primary
bipolar disorder [22],
• at increased risk of relapse (at least one episode in
the last 24 months),
• age 18 years or more.

Exclusion criteria are:

• presence of a current manic, hypomanic, mixed
affective or major depressive episode currently or
within the previous four weeks,
• current suicide plans or high suicide intent,
• inability or unwillingness to give written informed
consent to the study.
• inability to communicate in written and verbal
English to a sufficient level to allow them to com-
plete the measures and take part in the groups.

Baseline and Outcome Measures
At baseline interview the Structured Clinical Interview
for DSM-IV (SCID) is used to assess sociodemographic
features, the presence of axis 1 comorbid psychopathol-
ogy [23], the presence of borderline or antisocial person-
ality disorder [24] and the number of previous bipolar
episodes. Participants are also asked at baseline how
effective they think each of the two treatments is likely
to be and if they have any preference as to which group
they are allocated to.
The primary outcome measure is:

• time to next bipolar episode, average weekly symp-
tom score (both established using 16-weekly SCID
Longitudinal Interval Follow-up Evaluation (LIFE)
interviews [25,26] to generate weekly scores of
mania and depression on 1-6 scale of severity), as we
have previously used [20,21].

Secondary outcome measures include:

• time to next manic-type episode (mania, hypoma-
nia or mixed affective episode) and time to next
depressive episode [20,21]
• assessment of mean and variability in weekly
symptoms of mania type symptoms and depression
symptoms using the LIFE [20,21]
• assessment of function using the Social Adjust-
ment Scale [27] and SOFAS [28];
• observer and self-rated measures of mood: 17 item
Hamilton-GRID (HDRS) [29,30]; Bech-Raphaelson
Mania Scale (MAS) [31]; Hospital Anxiety & Depres-
sion Scale (HAD) [32];
• medication adherence (Medad) [33];
• health status and related utility values using the
Euroqol 5D [34,35] and health and social care costs
from a broadly societal perspective.

Further measures are used to explore the process of
change with treatment:

• The Hayward Stigma Questionnaire [36], an eight-
item self-report questionnaire to examine if effective-
ness of the groups might be related to reductions in
stigma.
• The KAB (Knowledge about Bipolar Disorder). This
is based on the Knowledge About Schizophrenia
Inventory [37], and asks questions on knowledge
about bipolar disorder found in the group psychoedu-
cation manual. The questions were tested on groups of
service users with bipolar disorder before the trial to
ensure that the questions were understood and that
the KAB did not have either ceiling or floor effects.
The questionnaire is used to determine if differences
in outcome between the two groups might be due to
differences in the knowledge of bipolar disorder
acquired by the participants.
• The Hypomania Interpretations Questionnaire
[38], a 10-item self-report questionnaire to explore if
either group changed positive self-dispositional
appraisals for hypomania-related experiences.
• The Social Rhythm Metric [39,40] trait and diary
forms are completed over one week. The habitual tim-
ing of 17 daily behaviours is assessed.providing infor-
mation on the number, timing and frequency of
occurrence of regular activities.
• The Short-Form 12 (SF-12) [41], a 12-item self-
completed questionnaire evaluating eight domains of
overall health (general health, role physical, physical
function, bodily pain, vitality, social functioning, role
emotional, and mental health) in the preceding four
weeks summarised as physical component scores
and mental component scores.
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• The Early Warning Signs checklist [42], a 32-item
and 31-item checklist of common early warning
signs of depression and mania, and the timing of
these signs in relation to the onset of a depressive or
mania episode respectively.
• The Coping Strategies Checklist [20], a list of
adaptive and maladaptive coping strategies employed
with the onset of manic symptoms (40 items) [43]
and depression (40 items) symptoms. The coping
with depression checklist was derived from items
from the Response Style Questionnaire [44], the
Depression Coping Checklist [45], items from the
coping with mania questionnaire [43] that were also
relevant to depression according to a panel of service
users from a UK service user organisation (the Bipo-
lar Organisation: the Manic Depression Fellowship)
plus four additional items suggested by these service
users.
• The Brief Illness Perception Questionnaire [20,46],
a 11-item self-report measure of beliefs about mood
swings in bipolar disorder, each measure on a five
point scale of strength of conviction.

In addition, weekly ratings of treatment fidelity for
each treatment session during the 21 session treatment
are taken using a short checklist designed specifically for
this study. Participants are asked to provide feedback
specifically on group cohesion [47] and group working
alliance (WAI-S) [48] which are administered at weeks
3, 10 and 21 of follow-up.
Follow-up of each patient is for 96 weeks from rando-

misation. Patients who had not relapsed at 96 weeks are
censored on the time to next bipolar episode outcome.
SCID-LIFE interviews to collect time to next relapse are
collected every 16 weeks alternating between telephone
and face to face interview up to 96 weeks.
Face to face assessments are performed at baseline, 32,

64 and 96 weeks after randomisation. Telephone assess-
ment is used for interviews at 16, 48 and 80 week assess-
ments. At 16, 48 and 80 weeks, self-rated questionnaires
are e-mailed or posted using reply paid envelopes as the
participant requests. Table 1 shows the schedule of
assessment. The assessments by telephone have shown to
be valid compared to face to face assessment [49,50].
Some of our measures have not been tested psychometri-
cally by telephone compared to face to face assessment
so they are delivered face to face. Face to face assessment
is performed if telephone assessment is not feasible. We
use case notes and interview key workers to determine
time to recurrence if patient consents but drops out from
direct follow-up [21,51]; a recurrence is defined as a clini-
cally important change in mental state towards either
mania or depression resulting in a substantial change in
function and/or necessitating change in treatment or

management such as change in medication, urgent care
or admission to hospital.

Sample size
When patients receive treatment in groups, interac-
tions between patients may lead to correlation of out-
comes of patients in the same group [52] sometimes
referred to as cluster. As with cluster randomised
trials, sample size calculation needs to consider the
possibility of intra-cluster correlation [53]. As there are
no previous trials of group interventions for bipolar
disorder that have considered clustering, we considered
empirical evidence regarding the magnitude of cluster-
ing from cluster randomised trials. A previous trial
[54] found a negligible clustering effect (0.0001) but
this was from a small sample, and so would be impre-
cisely estimated. We have therefore assumed a small
but not zero clustering effect equal to 0.05. Based on
the outcomes from the two previous Barcelona proto-
col psychoeducation randomised controlled trials [7,8]
a differential treatment effect of 0.22 was used (60%
recurrence in the control group, 38% in the psychoe-
ducation group). Power for 80% probability of detect-
ing a difference at 0.05 level, 2-tailed testing requires
82 patients per arm. Assuming a mean group size of
18 and an intra-cluster correlation coefficient of 0.05, a
design effect of 1.85 gives a sample size of 152 in each
arm. We have assumed 15% loss to follow up [54] giv-
ing a total sample size of 179 per arm (358 in total).
This is achieved by running 10 groups of 18 subjects
in each arm (10 in the North West and 10 in the East
Midlands) over 3 years. Initially 17-18 patents are
recruited per group but with attrition there will be 13-
14 patients per group, the ideal size for group psychoe-
ducation based on 10 years experience [55].

Table 1 Measures in the study

Every 16 weeks (up to 96
weeks)

Every 32 weeks (up to 96 weeks)

SCID - LIFE at interview SAS at interview

HDRS at interview EuroQol at interview

MAS at interview Economic Interview (CSRI)

SOFAS at interview SRMetric - trait at interview

MedAd at interview SRMetric - diary by post

HADS version 1 by post

KAB by post

EWS checklist by post

Coping strategies checklist by post

BIPQ by post

HIQ by post

Hayward Stigma Questionnaire by
post

SF-12 by post
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Economic evaluation
The relative costs and outcomes of the bipolar group
psychoeducation are compared to those of the bipolar
group support intervention. The perspective of the eva-
luation is that of health and social care agencies and
patients, which are the key components of a societal
perspective. The primary economic outcome measure is
the incremental cost per quality adjusted life year
(QALY) gained. Resource use data are collected using
and economic patient questionnaire (EPQ) which
includes questions from the Client Service Receipt
Inventory [56] interview and service use questionnaires
used in previous mental health trials. Quality adjusted
life years will be estimated from the Euroqol (EQ-5D)
[34] and published utility tariffs. The EQ-5D has been
used successfully in previous trials of psychosis [57,58]
and bipolar disorder [35]. The EPQ and Euroqol are
completed at baseline, 32, 64 and 96 weeks follow-up.
National unit costs are combined with service use data
to estimate the direct costs of the interventions.

Interventions
Group Psychoeducation
The Bipolar Group Psychoeducation programme is run
by three facilitators, two health professionals (usually one
experienced and one in training), specially trained for the
purpose, and one of a small group of mental health ser-
vice users known as expert patients [59] trained for the
purpose. The bipolar group psychoeducation programme
in Barcelona used three therapists over the last 10 years
given the large size of the groups [55]. The use of an
expert patient in the role of therapist working with a
health professional was not tried in Barcelona but was
successfully piloted in Newcastle (Dr S Watson, personal
correspondence) before the start of the current trial.
Feedback suggests the expert patient ensures the service
user perspective is integral to the program and provides
additional credibility to the programme in the eyes of the
participants. The expert patient also serves as a role
model for the participants in tasks such as life charting.
In accordance with the Barcelona protocol, the group

psychoeducation programme has 21 sessions (see Table 2
for curriculum content of the programme). However, as
recommended [55], the content has been brought up to
date to reflect recent research evidence [3,5]. The content
was adapted to expectations of English service users as
stated by a panel of service users working with the trial.
For example, the first session includes more content
about the nature of bipolar disorder, a greater emphasis
on the role of family and the carer, changes to the word-
ing of the manual and handouts, and the English context
of service provision. Embedded in this is the acquisition
of specific skills by each individual including, life chart-
ing, recognition of early warning signs, problem solving

and other forms of coping, sleep hygiene and care plan-
ning, as well as general skills of actively participating and
working collaboratively in the groups.
The group sessions comprise a closed group ideally

starting with 17 or 18 participants. In practice 25% of
patients may not attend so the average group size is likely
to be 12-14 participants. A manual has been produced
with a handout given for each session covering the con-
tent of that session. The groups are run in a collaborative
workshop with a brief didactic introduction of the topic
for the session and the rest of the work taking the form
of active interaction using the collective experience of the
participants.
Any participant who misses a session will be provided

printed materials for the session and an opportunity to
discuss the materials before the next session. However,
absence of five consecutive sessions is considered a drop-
out from treatment and analysed as such when a “per
protocol” analysis is performed of participants who
adhered to the treatment protocol. Participants who miss
occasional sessions are offered a complete set of hand-
outs for these sessions. The work in the psychoeducation
group builds on earlier sessions so the involvement of
participants who had not attended earlier sessions might
be disruptive to the other participants in the group with-
out the opportunity to catch up. The same rules apply to
the bipolar group support arm so that there is internal
consistency within the RCT to maintain internal validity.

Table 2 Sessions of group psychoeducation treatment

Session
number

Topic

1 Introduction to the group and defining bipolar
disorder?

2 What causes and triggers bipolar disorder

3 Symptoms 1: mania and hypomania

4 Symptoms 2: depression and mixed episodes

5 Evolution of bipolar disorder and the future

6. Treatment 1: mood stabilisers

7. Treatment 2: antimanic drugs

8. Treatment 3: antidepressants

9. Pregnancy, genetic counselling and effects on families

10. Prescribed drugs and alternative therapies

11. Risks associated with treatment withdrawal

12. Alcohol, smoking, diet and street drugs

13. Early detection of mania and hypomania 1

14. Early detection of mania and hypomania 2

15 Early detection of depression and mixed episodes 1

16 Early detection of depression and mixed episodes 2

17 What to do when a new phase is detected

18 Regularity of habits

19 Stress control techniques

20 Problem solving strategies

21 Finalisation of Stay Well Plan and Closure
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An aim of the bipolar group psychoeducation arm is
for each participant to develop their own individualised
relapse prevention programme (a “stay well plan”). This
includes a list of people that it might be shared with
including family members and clinicians, but the final
decision on whether to share the care plan rests with
the participant. The expert patient and health profes-
sionals taking the group are supervised by RM in the
East Midlands and FL & SJ in the North West. In addi-
tion, the expert patients taking part in the groups can
take part in a peer run supervisory group in the North
West run by DM. The content and conduct of each ses-
sion are recorded on written forms firstly by the thera-
pists and then also by the participants (with the
therapists not present) using the treatment fidelity
checklist. The group sessions have not been audiotaped
because if one or more participants did not agree then a
session could not be taped.

Bipolar Group Support treatment arm
The purpose of the Bipolar Group Support intervention
is to provide an active control for the bipolar psychoedu-
cation group, which reflects the practice of expert patient
and some types of support groups for bipolar disorder in
England. The support groups aim to enable the group
participants to devise ways of remaining well, through
discussion of collective experience, mutual information
sharing and support. Although the groups are unstruc-
tured, they are peer led and collectively decide upon an
agenda for discussion. Thus these groups do not merely
provide a meeting place where people with bipolar disor-
der can meet other people with bipolar disorder but also
have a shared sense of purpose to actively seek ways of
learning from the group, to remain well in the future.
Therefore the Bipolar Group Support not only provides a
control for the processes of delivering a group interven-
tion but also in the overall aim of the intervention for
each participant, namely to stay well over time. As a
result the groups only differ in terms of the content and
style of delivery. The two health professionals and one
expert patient meet with the groups of up to 18 partici-
pants but are there to facilitate discussion, encourage
participation, prevent unhelpful group behaviour such as
bullying or scapegoating, to prevent factual misinforma-
tion, and if directly asked to clear up factual uncertainty.
A manual on the conduct of the bipolar support group is
produced for the therapists and given as a handout in the
first session. The supervision arrangements and record-
ing of the conduct and content of the sessions are the
same as for the group psychoeducation sessions.
Both groups of patients will receive the trial group

therapies in addition to their usual treatment. The latter
is unconstrained and recorded from case notes and at
the economic interview.

Randomisation and treatment allocation
Randomisation is conducted by a clinical trials unit at the
University of Nottingham, who will be given the partici-
pant information by the programme manager or pro-
gramme administrator. Randomisation is only undertaken
once a group of 20 participants in a wave (figure 1) have
been identified, since this is the minimum number that
would constitute a viable group size. Maximum group
allocation is 36. Allocation of participants to treatment is
based on stochastic minimisation using number of pre-
vious episodes banded as (<7, 8-19, 20+) and clinical site.
The clinical trials unit conveys the allocation to the trial
manager who contacts the participants themselves and the
therapists conducting the group. The research assistants
are blind to group allocation. All information regarding
group treatment and cohesion is collected by the thera-
pists so that RAs remain blind. Any subsequent unblind-
ings are recorded by the trial office. Where possible once
an RA has been unblinded an alternative RA at that site
collects the remainder of that participants follow-up data.

Qualitative studies
Barriers (attitudinal, experiential and practical) to the
effectiveness of group psychoeducation are assessed using
audiotaped and transcribed semi-structured qualitative
interviews with maximum variance samples of group lea-
ders (health professionals and expert patients) and
patients. The transcripts are thematically analysed with
reference to a multidisciplinary group. The main focus of
the qualitative work relates to the: 1) feasibility of deliver-
ing group psychoeducation for relapse prevention in bipo-
lar disorder; 2) key differences in the experience and
future relapse prevention care planning of participants in
the bipolar group psychoeducation and bipolar group sup-
port treatment arms; 3) issues arising from involving
expert patients as co-therapists with health professionals
(health professionals and expert patients are keeping
reflective diaries of their experiences of running the
groups); and 4) application of their “stay well plans” after
the groups have finished, including their acceptance and
help with delivery by health professionals.

Analysis
Intention to treat using Kaplan-Meier recurrence-free
curves with significance tests will be based on the Cox
proportional hazards regression model. The level of
dependence or heterogeneity among patterns of
recurrence
within the same team was estimated by the intraclus-

ter correlation coefficient (ICC) using estimate of frailty
from the shared frailty model [60]. Trial centre, and
number of previous episodes of bipolar disorder, will be
included as covariates. Analysis of quantitative second-
ary outcome measures will use linear mixed models

Morriss et al. BMC Psychiatry 2011, 11:114
http://www.biomedcentral.com/1471-244X/11/114

Page 6 of 10



including baseline covariates and random effects for
therapy group [52]. The treatment effect may differ
according to illness duration/number of episodes with a
lesser treatment effect in patients with longer illness
duration/more episodes based on findings of the MRC
CBT trial [21]. This will be tested in a secondary analy-
sis by adding a severity-treatment interaction into the
above models.
The economic analysis will be adjusted for baseline

covariates shown to be important predictors of future
costs and outcomes (e.g. costs and service use prior to
entry, health status and utility, clinical severity and
duration of illness, socio-economic status). Bootstrap
simulations will be used to estimate cost effectiveness
acceptability, net benefit statistics and the likelihood
that group psycho-education is cost effective compared
to group support. Probabilistic simulation models will
be used to explore the generalisability of the results to
the UK.

Ethics and research governance approval
The trial has received national multi centre research
ethics approval (09/H0408/33) and research governance
approval and permission at each participating health ser-
vice delivery organisation. Each participant gives written
informed consent to the trial and separately also gives
written informed consent for the qualitative interviews.
The trial is overseen by an independent Trial Steering
Committee and Data Monitoring and Ethics committee
organised by the research investigators for the purpose.
The members of the committee are drawn externally
from outside the institutions that the research team cur-
rently work to ensure its independence of the research
team.

Results
The study is now recruiting participants across the East
Midlands and North West areas of England in the form
of a rolling road show visiting centres sequentially.

Discussion
Although there is evidence from two RCTs of the clinical
efficacy of group psychoeducation for bipolar disorder
compared to group support in a specialist bipolar disor-
der service in Spain [7,8] and clinical effectiveness versus
treatment as usual in an Australian RCT [12], the evi-
dence base is still relatively thin. In particular, evidence is
still required about whether the content and style of
group psychoeducation has any specific effect on time to
relapse and other clinical and economic outcomes. From
a United Kingdom service commissioning perspective,
there is a need to establish that group psychoeducation is
more clinically and cost effective than the support groups
that are quite commonly found in the United Kingdom.

These support groups are cheap to fund as they are
largely run by charities using expert patients rather than
trained professional therapists. Thus this study is
designed primarily to establish whether it is the content
and style of the intervention delivered in group psychoe-
ducation that is more effective and cost effective than an
active control intervention of the same length and dura-
tion of treatment, taken by therapists of the same profes-
sional background and with the same specific aim of
trying to develop a plan of care to stay well over time.
However, the study has been adapted to be a pragmatic
randomised controlled trial of these interventions to
reflect a model that might be used in everyday clinical
practice in England. Thus unlike the Barcelona trials,
there is an expert patient as a facilitator. In England it is
increasingly common to use such patients in this role in
England. There may also be advantages in terms of relat-
ing the therapists’ interventions more closely to patient
experience and also costs to health services [15,59].
Furthermore we have used a range of different health
professionals to reflect clinical practice in England rather
than only psychiatrists and clinical psychologists as in the
Barcelona trials.
Seven features of trial design and conduct may distin-

guish a pragmatic RCT from an efficacy or more theoreti-
cally driven RCT [61]. On such a continuum, our current
RCT has more features of a pragmatic RCT than an effi-
cacy RCT but some compromises have been made so that
it can achieve its primary objective, which is arguably pri-
marily theoretical. Thus the study question has a theoreti-
cal component to it and as such the control intervention
in terms of length and duration of treatment and profes-
sional background of the therapists does not reflect the
reality of most expert patient groups providing support for
bipolar disorder in United Kingdom. They are run by
expert patients rather than professional therapists, are
either closed and run for fewer sessions or open ended
and open to new membership, and may have some con-
tent similar to that found in the group psychoeducation
intervention.
On the other hand a pragmatic RCT design approach

has been taken in terms of other features of the study
design. Broad inclusion/exclusion criteria of the group
participants have been applied with exclusions applying
only to lack of clarity around diagnosis or an inability to
participate in the intervention as would be required in
routine clinical practice, where access to interventions
and generalisability of findings are a primary concern.
Hence the setting is not a specialist bipolar disorder ser-
vice with highly trained therapists [7,8], but routine
health services using therapists with limited experience
of the specific interventions, but with clinical or personal
experience of bipolar disorder and often previous experi-
ence of delivering psychological interventions. The group
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psychoeducation intervention has been adapted from the
content of the published manual [55], both to keep it up
to date with a fast changing field of evidence based prac-
tice but also on the advice of a panel of service users and
health professionals, some changes to the content of
some of the sessions and the materials or scenarios used
to fit well with an English clinical setting. For instance,
the first session might not engage English patients if it
did not directly tackle the nature of bipolar disorder and
was restricted to introductions and rules about running
the group. There is also a greater emphasis on the family,
less need to tackle ideas from established religion, a need
to consider English service structures e.g. crisis resolution
and home treatment teams and community mental
health teams [20], and how they could be utilised with a
more extended early warning signs intervention.
The main strengths of the RCT are the size of the sam-

ple and its multi-site design allowing consistency of inter-
vention effects and their generalisability to be explored.
Unlike a psychological treatment study compared against
treatment as usual or a briefer intervention, it may be
possible to achieve independent and blinded rating of
outcome because both interventions are similar in form
and duration but differing in content. Outcomes are
assessed using well-validated measures that we have
applied successfully before in a series of RCTs on psycho-
logical interventions in bipolar disorder. Furthermore
although the trial has a clear theoretical aim, it is carried
out using methods that are relatively close to usual clini-
cal practice settings, again allowing the results to be read-
ily generalisable to routine clinical practice. The
combination of qualitative and quantitative data collec-
tion around mechanisms of action, the nature of the
intervention and its effects, and barriers to its delivery
allows sufficient detail both to replicate these complex
interventions and optimise their delivery for both further
research and clinical practice [62].
The main weakness of the current RCT is the lack of a

treatment as usual group. Whilst the trial will report on
the relative clinical and cost effectiveness of the two
interventions it cannot definitively show that either is
more clinical or cost effective than treatment as usual.
The process measures will be able to track whether key
processes are changing in the groups, particularly in the
group psychoeducation intervention. Thus, in both
groups there should be evidence of group cohesion if
these interventions are likely to be effective but in addi-
tion the specific content of the group psychoeducation
intervention should show improvements in knowledge
about bipolar disorder, early warning signs and adaptive
strategies, and regularity of social rhythm coping. If such
changes are not happening over time in the participants
who have adhered to the group psychoeducation, then it
is less likely that group psychoeducation had been

effective in this RCT. While group psychoeducation has
demonstrated improvements in medication adherence
[63], previous psychological treatment studies performed
by our group [21,51] have not demonstrated such bene-
fits because of ceiling effects with high levels of medica-
tion adherence in both intervention and treatment as
usual groups.
Other potential weaknesses include uncertainty con-

cerning the design effect of the study due to clustering
and potential difficulties in recruitment because the
onset of the study is delayed until sufficient size groups
are recruited. Both these factors may adversely affect the
sample size needed to show a true difference in effec-
tiveness between the two treatment groups. The relative
inexperience of the therapists may also dilute the effec-
tiveness of both treatments although they may reflect a
more accurate picture of their effectiveness in routine
clinical practice settings.
In terms of research implications, the trial will provide

a rigorous test of whether the content and style of group
psychoeducation similar to that provided in the trials
from Barcelona is effective. If so the trial will produce
more evidence concerning its mode of action. From a
clinical implementation perspective, the cost effectiveness
of the interventions and barriers and drivers to the deliv-
ery of the intervention will enable service providers to
decide whether the intervention is worth providing and
also how best to deliver it.

Acknowledgements
This report presents independent research commissioned by the National
Institute for Health Research (NIHR) under its Programme Grants for Applied
Research funding scheme (RP-PG-0407-10389). Further support was received
from primary care trusts, mental health trusts, the Mental Health Research
Network and Comprehensive Local Research Networks in the East Midlands
and North West England. The views expressed in this publication are those
of the authors and not necessarily those of the NHS, the NIHR or the
Department of Health.

Author details
1Professor of Psychiatry and Community Mental Health, Institute of Mental
Health, University of Nottingham & Nottinghamshire Healthcare NHS Trust.
2Senior Lecturer in Clinical Psychology, Spectrum Centre for Mental Health
Research, School of Health and Medicine, Lancaster University. 3Professor of
Clinical Psychology, Spectrum Centre for Mental Health Research, School of
Health and Medicine, Lancaster University. 4PARADES Programme Manager,
Department of Psychology, University of Manchester. 5Senior Lecturer in
Psychology, University of Manchester. 6Reader in Medical Statistics, School of
Medicine, University of Manchester. 7Professor of Health Economics,
University of Manchester. 8Service User Researcher, Spectrum Centre for
Mental Health Research, Lancaster University.

Authors’ contributions
RM is a grant holder, joint principal investigator of the study, is responsible
for the conduct of the study in the East Midlands area of England and
measurement of mental state outcome in the study and wrote the first draft
of the paper. FL is a grant holder, joint principal investigator of the study, is
responsible for the conduct of the study in the North West area of England.
SJ is the Chief Investigator for the PARADES Programme of Research and
responsible for the measurement of processes in the study. LR is the study
co-ordinator and for the PARADES Programme. SP leads the qualitative parts

Morriss et al. BMC Psychiatry 2011, 11:114
http://www.biomedcentral.com/1471-244X/11/114

Page 8 of 10



of the study and is a grant holder. CR is the trial statistician and is a grant
holder. LD leads the economic analysis and is a grant holder. DM leads the
analysis from a service user perspective and is a grant holder. All authors
contributed to the design of the study, revised the manuscript and gave
final approval to the manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 4 May 2011 Accepted: 21 July 2011 Published: 21 July 2011

References
1. Gitlin MJ, Swenden J, Heller TL, Hammen C: Relapse and impairment in

bipolar disorder. Am J Psychiatry 1995, 152:1635-1640.
2. Altshuler LL, Gitlin MJ, Mintz J, Leight KL, Frye MA: Subsyndromal

depression is associated with functional impairment in patients with
bipolar disorder. J Clin Psychiatry 2002, 63:807-811.

3. National Collaborating Centre for Mental Health: Bipolar disorder: The
management of bipolar disorder in adults, children and adolescents, in
primary and secondary care Leicester and London: British Psychological
Society and Gaskell; 2006.

4. Yatham LN, Kennedy SH, Schaffer A, Parikh SV, Beaulieu S, O’Donovan C,
MacQueen G, McIntyre RS, Sharma V, Ravindran A, Young LT, Young AH,
Alda M, Milev R, Vieta E, Calabrese JR, Berk M, Ha K, Kapczinski F: Canadian
Network for Mood and Anxiety Treatments (CANMAT) and International
Society for Bipolar Disorders (ISBD) collaborative update of CANMAT
guidelines for the management of patients with bipolar disorder:
update 2009. Bipolar Disord 2009, 11:225-55.

5. Goodwin GM, Consensus Group of the British Association for
Psychopharmacology: Evidence-based guidelines for treating bipolar
disorder: revised second edition–recommendations from the British
Association for Psychopharmacology. J Psychopharmacol 2009, 23:346-88.

6. Veterans Affairs, Department of Defense: Clinical Practice Guideline:
Management of Bipolar Disorder in Adults (BD) Washington D.C.: Veterans
Affairs and Department of Defense; 2010.

7. Colom F, Vieta E, Martinez-Aran A, Reinares M, Goikolea JM, Benabarre A,
Torrent C, Comes M, Corbella B, Parramon G, Corominas J: A randomized
trial on the efficacy of group psychoeducation in the prophylaxis of
recurrences in bipolar patrients whose disease is in remission. Arch Gen
Psychiatry 2003, 60:402-407.

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

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

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

11. Colom F, Vieta E, Sánchez-Moreno J, Martínez-Arán A, Torrent C, Reinares M,
Goikolea JM, Benabarre A, Comes M: Psychoeducation in bipolar patients
with comorbid personality disorders. Bipolar Disord 2004, 6:294-8.

12. Castle D, White C, Chamberlain J, Berk M, Berk L, Lauder S, Murray G,
Schweitzer I, Piterman L, Gilbert M: Group-based psychosocial intervention
for bipolar disorder: randomised controlled trial. Br J Psychiatry 2010,
196:383-8.

13. D’Souza R, Piskulic D, Sundram S: A brief dyadic group based
psychoeducation program improves relapse rates in recently remitted
bipolar disorder: a pilot randomised controlled trial. J Affect Disord 2010,
1-3:272-6.

14. Morselli PL, Elgie R, Cesana BM: GAMIAN-Europe/BEAM survey II: cross-
national analysis of unemployment, family history, treatment satisfaction
and impact of the bipolar disorder on life style. Bipolar Disord 2004,
6:487-97.

15. Kennedy A, Reeves D, Bower P, Lee V, Middleton E, Richardson G,
Gardner C, Gately C, Rogers A: The effectiveness and cost effectiveness of
a national lay-led self care support programme for patients with long-
term conditions: a pragmatic randomised controlled trial. J Epidemiol
Community Health 2007, 61:254-61.

16. Russell SJ, Browne JL: Staying well with bipolar disorder. Aust N Z J
Psychiatry 2005, 39:187-93.

17. Morriss R, Faizal MA, Jones AP, Williamson PR, Bolton C, McCarthy JP:
Interventions for helping people recognise early signs of recurrence in
bipolar affective disorder. Cochrane Collaboration 2007, 1:CD004854.

18. Cochran SD: Preventing medical non-compliance in the outpatient
treatment of bipolar affective disorder. J Consult Clin Psychology 1984,
52:873-878.

19. Frank E, Kupfer DJ, Thase ME, Mallinger AG, Swartz HA, Fagiolini AM,
Grochocinski V, Houck P, Scott J, Thompson W, Monk T: Two-year
outcomes of interpersonal and social rhythm therapy in individuals with
bipolar 1 disorder. Arch Gen Psychiatry 2005, 62:996-1004.

20. Lobban F, Gamble C, Kinderman P, Taylor L, Chandler C, Tyler E, Peters S,
Pontin E, Morriss RK: Enhanced Relapse Prevention for Bipolar Disorder -
ERP trial. A cluster randomised controlled trial to assess the feasibility of
training care coordinators to offer enhanced relapse prevention for
bipolar disorder. BMC Psychiatry 2007, 7:6.

21. Scott J, Paykel E, Morriss R, Bentall R, Kinderman P, Johnson T, Abbott R,
Hayhurst H: A randomised controlled treatment trial of cognitive
behaviour therapy plus pharmacotherapy compared to
pharmacotherapy alone for individuals with severe and recurrent bipolar
disorders. Br J Psychiatry 2006, 188:313-320.

22. American Psychiatric Association: Diagnostic and statistical manual of
mental disorders. 4 edition. Washington D.C.: American Psychiatric
Association; 1994.

23. First MB, Spitzer RL, Gibbon M, Endicott J: Structured Clinical Interview for
DSM-IV Axis 1 Disorders Washington, DC: American Psychiatric Press; 1997.

24. First MB, Spitzer RL, Gibbon M, Endicott J: Structured Clinical Interview for
DSM-IV Axis 2 Disorders Washington, DC: American Psychiatric Press; 1997.

25. Keller MB, Lavori PW, Friedman B, Nielsen E, Endicott J, McDonald-Scott P,
Andreasen NC: The Longitudinal Interval Follow-up Evaluation. A
comprehensive method for assessing outcome in prospective
longitudinal studies. Arch Gen Psychiatry 1987, 44:540-8.

26. Paykel ES, Abbott R, Morriss R, Hayhurst H, Scott J: Sub-syndromal and
syndromal symptoms in the longitudinal course of bipolar disorder. Br J
Psychiatry 2006, 189:118-23.

27. Morriss R, Scott J, Paykel E, Bentall R, Hayhurst H, Johnson T: Social
adjustment based on reported behaviour in bipolar affective disorder.
Bipolar Disord 2007, 9:53-62.

28. Goldman HH, Skodol AE, Lave TR: Revising Axis V for DSM-IV: a review of
measures of social functioning. Am J Psychiatry 1992, 49:1148-1156.

29. Hamilton M: A rating scale for depression. J Neurol Neurosurg Psychiatry
1960, 23:56-62.

30. Williams JBW, Kobak KA, Bech P, Engelhardt N, Evans K, Lipsitz J, Olin J,
Pearson J, Kalali A: The GRID-HAMD: standardization of the Hamilton
Depression Rating Scale. Int Clin Psychopharmacol 2008, 23:120-129.

31. Licht R, Jensen J: Validation of the Bech-Rafaelsen Scale. Acta Psychiatr
Scand 1997, 96:367-372.

32. Zigmond AS, Snaith RP: The hospital anxiety and depression scale. Acta
Psychiatr Scand 1983, 67:361-70.

33. Stephenson BJ, Rowe BH, Haynes RB, Machaia WM, Leon G: The rational
clinical examination. Is this patient taking the treatment as prescribed?
JAMA 1993, 269:2779-2781.

34. Euroqol Group: EuroQol: a new facility for the measurement of health
related quality of life. Health Policy 1990, 16:199-208.

35. Hayhurst H, Palmer S, Abbott R, Johnson T, Scott J: Measuring health-
related quality of life in bipolar disorder: relationship of the EuroQol
(EQ-5D) to condition-specific measures. Qual Life Res 2006, 15:1271-1280.

36. Hayward P, Wong G, Bright JA, Lam D: Stigma and self-esteem in manic
depression: an exploratory study. J Affect Disord 2002, 69:61-67.

37. Barrowclough C, Tarrier N: Families of schizophrenic patients: cognitive
behavioural intervention. London: Thornes; 1997.

38. Jones S, Mansell W, Waller L: Positive self-dispositional appraisals for
hypomania-relevant experiences. J Affect Disord 2006, 93:19-28.

39. Monk TH, Flaherty JF, Frank E, Hoskinson K, Kupfer DJ: The Social Rhythm
Metric. An instrument to quantify the daily rhythms of life. J Nerv Ment
Dis 1990, 178:120-6.

40. Monk TH, Kupfer DJ, Frank E, Ritenour AM: The social rhythm metric
(SRM): Measuring daily social rhythms over 12 weeks. Psychiatry Res 1991,
36:195-207.

Morriss et al. BMC Psychiatry 2011, 11:114
http://www.biomedcentral.com/1471-244X/11/114

Page 9 of 10

http://www.ncbi.nlm.nih.gov/pubmed/7485627?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7485627?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12363122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12363122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12363122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19419382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19419382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19419382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19419382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19419382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19329543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19329543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19329543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12695318?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12695318?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12695318?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14628987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14628987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19252157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19252157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19252157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18486237?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18486237?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15225146?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15225146?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20435965?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20435965?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19428117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19428117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19428117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15541064?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15541064?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15541064?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17325405?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17325405?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17325405?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15701069?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6501672?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6501672?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16143731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16143731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16143731?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17274807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17274807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17274807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17274807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16582056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16582056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16582056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16582056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3579500?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3579500?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3579500?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16880480?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16880480?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17391350?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17391350?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1386964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1386964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14399272?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18408526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18408526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9395155?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6880820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8492406?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8492406?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10109801?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10109801?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16972160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16972160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16972160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12103453?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12103453?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16503056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16503056?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2299336?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2299336?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2017534?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2017534?dopt=Abstract


41. Ware JE, Kosinski M, Keller SD: A 12-Item Short-Form Health Survey:
Construction of scales and preliminary tests of reliability and validity.
Med Care 1996, 34:220-233.

42. Lobban F, Solis-Trapala I, Symes W, Morriss R, ERP Group: Early Warning
Signs Checklists for Relapse in Bipolar Depression and Mania: utility,
reliability and validity. J Affect Disord .

43. Wong G, Lam D: The development and validation of the coping
inventory for prodromes of mania. J Affect Disord 1999, 53:57-65.

44. Nolen-Hoeksema S, Morrow J: A prospective study of depression and
posttraumatic stress symptoms after a natural disaster: The 1989 Loma
Prieta earthquake. Journal of Personality and Social Psychology 1991,
61:115-121.

45. Oakley LD, Kutil RM, Brown R: A two-factor model of the Depression
Coping Questionnaire. J Clin Psychol 1999, 55:87-97.

46. Lobban F, Barrowclough C, Jones S: The impact of beliefs about mental
health problems and coping on outcome in schizophrenia. Psychol Med
2004, 34:1165-76.

47. Treadwell T, Laverture N, Kumar VK, Veeraraghavan V: The group cohesion
scale-revised: reliability and validity. International Journal of Action
Methods: Psychodrama, Skill Training, and Role Playing 2001, 54:3-12.

48. Tracey TJ, Kokotovic AM: Factor structure of the Working Alliance
Inventory. J Consult Clin Psychol 1989, 1:207-210.

49. Simon GE, Revicki D, Von Korff M: Telephone assessment of depression
severity. J Psychiatry Res 1993, 27:247-252.

50. Simon GE, Rutter CM: Accuracy of recall for mania symptoms using a
three month timeline follow-back interview. J Affect Disord 2008,
107:271-274.

51. Lobban F, Taylor L, Chandler C, Tyler E, Kinderman P, Kolamunnage-Dona R,
Gamble C, Peters S, Pontin E, Sellwood W, Morriss RK: Enhanced relapse
prevention for bipolar disorder by community mental health teams:
cluster feasibility randomised trial. Br J Psychiatry 2010, 196:59-63.

52. Hoyle RH, Georgesen JC, Webster JM: Analyzing data from individuals in
groups: The past, the present and the future. Group Dynamics 2001,
5:41-47.

53. Roberts C, Roberts SA: Design and analysis of clinical trials with clustering
effects due to treatment. Clinical Trials 2005, 2:152-162.

54. Barrowclough C, Haddock G, Lobban F, Jones S, Siddle R, Roberts C,
Gregg L: Group cognitive-behavioural therapy for schizophrenia.
Randomised controlled trial. Br J Psychiatry 2006, 189:527-532.

55. Colom F, Vieta E: Psychoeducation manual for bipolar disorder.
Cambridge University Press, Cambridge; 2006.

56. Beecham J, Knapp M, Costing psychiatric interventions: In Measuring mental
health needs. Edited by: Thornicoft G, Brewin C, Wing J. Gaskell, London;
2001:163-183.

57. Davies LM, Lewis S, Jones PB, Barnes TRE, Gaughran F, Hayhurst K,
Markwick A, Lloyd H: Cost effectiveness of first generation antipsychotics
to treat psychosis: results from a randomised controlled trial. Br J
Psychiatry 2007, 191:14-22.

58. Davies LM, Jones PB, Barnes TRE, Lewis S, Gaughran F, Hayhurst K,
Markwick A, Lloyd H: A randomised controlled trial of the cost utility of
second generation antipsychotics in people with psychosis and eligible
for clozapine. Value in Health 2007.

59. Donaldson L: The Expert Patients Programme Department of Health: London;
2006.

60. Lam K, Ip D: REML and ML estimation for clustered grouped survival
data. Stat Med 2003, 22:2025-34.

61. Tansella M, Thornicroft G, Barbui C, Cipriani A, Saraceno B: Seven criteria
for improving effectiveness trials in psychiatry. Psychol Med 2006,
36:711-720.

62. Medical Research Council: Developing and evaluating complex interventions:
new guidance Medical Research Council: London; 2008.

63. Berk L, Hallam KT, Colom F, Vieta E, Hasty M, Macneil C, Berk M: Enhancing
medication adherence in patients with bipolar disorder. Hum
Psychopharmacol 2010, 25:1-16.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-244X/11/114/prepub

doi:10.1186/1471-244X-11-114
Cite this article as: Morriss et al.: Pragmatic randomised controlled trial
of group psychoeducation versus group support in the maintenance of
bipolar disorder. BMC Psychiatry 2011 11:114.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Morriss et al. BMC Psychiatry 2011, 11:114
http://www.biomedcentral.com/1471-244X/11/114

Page 10 of 10

http://www.ncbi.nlm.nih.gov/pubmed/8628042?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8628042?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10363667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10363667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1890582?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1890582?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1890582?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10100835?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10100835?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15697043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15697043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17884178?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17884178?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20044662?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20044662?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20044662?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16279137?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16279137?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17139037?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17139037?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17602120?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17602120?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12802820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12802820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16512969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16512969?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20041478?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20041478?dopt=Abstract
http://www.biomedcentral.com/1471-244X/11/114/prepub

	Abstract
	Background
	Methods/design
	Discussion
	Trial Registration
	Funding

	Background
	Methods/Design
	Objective
	Design
	Setting
	Target population
	Inclusion/exclusion criteria
	Baseline and Outcome Measures
	Sample size
	Economic evaluation

	Interventions
	Group Psychoeducation
	Bipolar Group Support treatment arm
	Randomisation and treatment allocation
	Qualitative studies
	Analysis
	Ethics and research governance approval

	Results
	Discussion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


