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Abstract
Background
Personal recovery, living a satisfying, hopeful life alongside symptoms, has become an increasingly
valued aim across mental health care agendas internationally. However, there is little understanding
of how people experience personal recovery alongside the mood challenges characteristic of a
bipolar disorder diagnosis. Personal recovery frameworks have been developed for populations with
mixed psychiatric diagnoses, predominantly psychotic disorders.
Methods
This systematic review of qualitative data used the widely adopted personal recovery processes
Connectedness, Hope and optimism, Identity, Meaning and purpose, Empowerment (CHIME) in a
“best fit” framework synthesis to understand personal recovery experiences in bipolar disorder.
Included studies were coded with deductive framework analysis based on the CHIME processes and
inductive thematic analysis for aspects beyond the a priori framework.
Results
A comprehensive search of six literature databases led to inclusion of twelve articles published 20102020. Deductive coding supported the fit with the CHIME framework but revealed difficulties, losses,
and tensions within and across recovery processes. The proposed framework for personal recovery in
bipolar disorder, Purpose and meaning, Optimism and hope, Empowerment, Tensions, Identity,
Connectedness (POETIC), organises all CHIME processes around these tensions.
Limitations
Diversity among study participants was limited with majority middle-aged, female, Western
participants.
Conclusions
The compact POETIC personal recovery framework tailored for bipolar disorder is directly applicable
to clinical practice with personal recovery objectives. It highlights the need for professionals to
introduce personal recovery in a realistic and balanced way to address recent criticism by service
user organisations of personal recovery as overly optimistic.
Keywords: bipolar disorder, personal recovery, recovery, qualitative research, meta-synthesis,
framework synthesis

Introduction
People who experience marked mood fluctuations – episodes of depressed or elated (hypomanic or
manic) mood – such that they cause distress and impair social or occupational functioning meet the
criteria for bipolar disorder according to current diagnostic manuals (American Psychiatric
Association, 2013; World Health Organization, 2016). Rates for meeting bipolar spectrum disorders
criteria range from 0.1% (India) to 4.4% (US) across several European, American and Asian countries
(Merikangas et al., 2011). Bipolar disorder is associated with a high risk of suicide (Novick et al.,
2010), making its prevention and treatment important tasks for society. However, there is also
evidence that many individuals with this diagnosis achieve good socio-occupational functioning
outcomes (Akers et al., 2019; Coryell et al., 1998; Goldberg and Harrow, 2004; Tohen et al., 2003)
and satisfaction within these domains (Goldberg and Harrow, 2005).
Personal recovery in severe mental health issues and bipolar disorder
Clinical recovery in severe mental health issues (SMHIs) is usually clinician-assessed in terms of
symptom severity and socio-occupational functioning (Liberman and Kopelowicz, 2002; Torgalsbøen,
1999). Alternatively, from the 1980s on, initiatives by people with lived experience of SMHIs started
advocating the importance of outcomes that each individual defines as relevant to them and their
self-reported life satisfaction (Anthony, 1993; Deegan, 1988). Anthony (1993) defined the concept of
personal recovery as ‘a way of living a satisfying, hopeful life even with the limitations caused by the
illness’. Given this broad definition, personal recovery has been repeatedly criticised as a hard to
grasp, vague concept (Bird et al., 2014; McCabe et al., 2018). This makes it difficult to consistently
develop and evaluate recovery-oriented services that have been mandated by mental health policies
internationally since the beginning of this century (e.g., Department of Health (UK), 2009;
Department of Health and Ageing (Australia), 2009; Mental Health Commission of Canada, 2012;
President’s New Freedom Commission on Mental Health (US), 2003; World Health Organization
Regional Office for Europe, 2005).
A large-scale systematic literature review led to a conceptual framework for personal recovery in
SMHIs, comprising the five main recovery processes Connectedness, Hope and optimism, Identity,
Meaning and purpose, and Empowerment (CHIME) (Leamy et al., 2011). The evidence considered in
the review predominantly concerned psychotic disorder and to a much smaller extent major
depressive disorder and bipolar disorder2. A recent scoping review of personal recovery
conceptualisations (van Weeghel et al., 2019) supports CHIME as a widely endorsed framework but
recommends several additions: a greater focus on trauma, choice, risk taking and coping with
challenges, and adaptation to the specifics of the cultural and client populations to which it is
applied. Moreover, van Weeghel et al. (2019, p. 178) conclude "[s]triking gaps in our knowledge
relate to how personal recovery processes take place in people with mood disorder”. Indeed,
ongoing mood instability and dealing with the upsurge of elated moods often constitute special
challenges for people diagnosed with bipolar disorder compared to other SMHIs (Jones et al., 2010;
Lapsley et al., 2013).
Therefore, this review seeks to develop a conceptual framework for personal recovery specific to
bipolar disorder based on CHIME in a “best fit” framework synthesis (Carroll et al., 2013, 2011). “Best
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The CHIME review does not report participant numbers for different diagnostic groups. At least 29 articles
contain participants with a diagnosis of psychosis or schizophrenia, compared to only 16 with bipolar
disorder (based on 44 retrievable full texts from 51 articles based on lived experience out of 99 included
articles (the other evidence is reviews and policy documents)). In at least 16 articles people with a diagnosis of
psychotic disorder are the largest participant group, while this is not the case for bipolar disorder in any article.

fit” framework synthesis extends framework synthesis (Brunton et al., 2006; Nilsen et al., 2006) by
adopting an already available framework for a comparable situation (a “best fit”) compared to the
bespoke framework developed after literature retrieval in traditional framework synthesis. In doing
so “best fit” framework synthesis takes a realist epistemological stance (Booth et al., 2016) and
combines deductive framework analysis with inductive thematic analysis for data that cannot be
accommodated in the “best fit” framework. The main advantage of this approach is that adopting an
a priori transdiagnostic analysis framework can form a basis to identify bipolar disorder-specific
experiences.
The concept of subjective quality of life in bipolar disorder (Morton et al., 2018a; Murray et al.,
2017), defined most frequently as "individuals’ perceptions of their position in life in the context of
the culture and value systems in which they live and in relation to their goals, expectations,
standards and concerns” (The WHOQOL Group, 1995, p. 1405), has parallels to personal recovery.
Structured measures of quality of life (Murray and Michalak, 2012) and personal recovery (Jones et
al., 2013) in bipolar disorder are associated but not mutually redundant (Murray et al., 2017).
Further, a systematic review found that the studies on quality of life in bipolar disorder so far lack a
coherent definition of the term (Morton et al., 2017). Thus, to ensure conceptual clarity, inclusion
criteria in this review required articles to explicitly focus on personal recovery experiences as part of
the research question or provide a definition of personal recovery (see Section ‘Eligibility criteria’).
This specificity also sets the present review apart from a previous qualitative evidence synthesis on
personal recovery in bipolar disorder (Lapsley et al., 2013), which included any qualitative study of
people with a bipolar disorder diagnosis with a psychosocial focus. Moreover, growing clinical use of
the personal recovery concept warrants an updated review.
Aim
This review aims to answer: ‘What do we know about the experience of personal recovery of
individuals diagnosed with bipolar disorder from qualitative evidence?’

Method
The review protocol was pre-registered on PROSPERO3. Reporting of this review follows guidelines
for systematic reviews (PRISMA-P (Moher et al., 2015)) and qualitative evidence syntheses (ENTREQ
(Tong et al., 2012)).
Framework selection
This review concentrates on the original CHIME recovery processes as a “best fit” framework despite
recommendations for extensions summarised by van Weeghel et al. (2019) due to two
considerations. First, none of these recommendations are based on populations with bipolar disorder
diagnoses. Second, CHIME is well established with more than 1000 citations4 and applications in a
randomised controlled trial of a pro-recovery intervention (Slade et al., 2015, 2011), qualitative
studies of service user experiences (Ådnøy Eriksen et al., 2014; Brijnath, 2015) and the validation
(Shanks et al., 2013) and development (Williams et al., 2015) of personal recovery measures. In
contrast, extensions such as “difficulties” proposed by Stuart, Tansey and Quayle (2017) have had
limited impact to date.
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https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=136978
1059 citations according to Google Scholar on 10.4.2019.

Searches and screening
Search strategy
In line with guidance for framework synthesis, this review adopted a comprehensive search strategy.
PICOS (Centre for Reviews and Dissemination, 2009) helped to concretise the review question and
form the query. Seven marker articles served as query sensitivity test. Six literature databases
EMBASE (via Ovid SP), MEDLINE, PsycINFO, CINAHL, SocINDEX, and Scopus (via EBSCOhost) were
searched from 01/1980 until present in the initial search on 21.6.19 and the update on 14.10.20. The
lower time limit was set to the publication year of DSM-III (American Psychiatric Association, 1980),
which more precisely operationalised the definition of bipolar disorder compared to previous
versions. The final query consisted of the four concepts bipolar disorder, personal recovery,
experiences, and qualitative research that were connected with AND. Each concept was expressed
via multiple free-text terms and database-specific taxonomy terms connected with OR. Since
personal recovery was difficult to operationalise, additionally all articles citing the most widely cited
personal recovery definition (Anthony, 1993) were retrieved via Scopus. References and citations of
all included articles were screened as well. The full search strategy was published alongside the
PROSPERO review protocol5.
Eligibility criteria
Articles included in this review state personal or subjective recovery experiences in their research
questions or aim or otherwise provide a personal recovery definition and discuss their qualitative
results within a personal recovery framework. Table 1 shows the full eligibility criteria.
Screening process
Retrieved abstracts were deduplicated with Mendeley Desktop6 and imported into Rayyan (Ouzzani
et al., 2016) for screening. The lead reviewer (GJ) and a second reviewer (PM) independently
screened all abstracts. Agreement was checked after 15%, 30%, 60% and 100% of abstract screening
to resolve disagreements via discussion, involving the wider review team if needed. GJ checked
eligibility of all full texts. Additionally, PM independently assessed 25% of the full texts using
Covidence systematic review software (Veritas Health Innovation, 2019). Finally, GJ discussed all
inclusion decisions with the review team.
Quality appraisal
Following current consensus recommendations for qualitative evidence syntheses, quality of the
included studies was assessed to review methodological rigour but not to exclude studies (DixonWoods et al., 2007, 2006; Thomas and Harden, 2008). GJ appraised all articles with the 10-item CASP
(Critical Appraisal Skills Programme, 2018) questionnaire . PM independently appraised four
randomly selected articles. The review team discussed diverging assessments to reach consensus.
Table 1 Screening criteria to select abstracts and full texts

[INSERT Table 1 Screening criteria about here]
Table 2 CHIME personal recovery domains (dark blue) with subdomains (light blue) ordered according to number of studies
identifying the subdomain (adapted from Leamy et. al (2011, p. 448)); see online Appendix B for lower-level subdomains

[INSERT Table 2 CHIME personal recovery domains about here]
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https://www.crd.york.ac.uk/PROSPEROFILES/136978_STRATEGY_20191111.pdf
https://www.mendeley.com/download-desktop

Data synthesis
“Best fit” framework synthesis guidelines (Carroll et al., 2013, 2011) informed data analysis and
synthesis. Initially, GJ read all included articles and made notes on paper to familiarise herself with
the data. Second, she marked up participant quotes and author interpretations in the results,
discussion and conclusion sections in the article PDF files for subsequent line-by-line coding with the
qualitative analysis software NVivo 12. The a priori framework CHIME (Leamy et al., 2011) shown in
Table 2 comprises five recovery domains, further differentiated in 74 subdomains organised in
hierarchies which are up to five levels deep, which served as codes in the deductive analysis. Since
there was no codebook available, the code descriptions in online Appendix B were added from
publications on the framework (Bird, 2015; Bird et al., 2014) in discussion with Mike Slade, leader of
the research group that developed CHIME.
Article excerpts were coded at the most specific suitable subdomain in line-by-line coding via
deductive framework analysis. For data that could not be accommodated in CHIME, the first reviewer
derived new codes via inductive reflexive thematic analysis (Braun and Clarke, 2019, 2006). Two
other reviewers (SJ & FL) audited coding of the first three articles and of one additional article after
coding of all articles had been completed. The CHIME conceptual framework elements are referred
to here as (sub-)domains as they constitute “summaries of (often divergent) responses on a
particular issue or topic” (Clarke and Braun, 2018, p. 109). In addition, reflexive thematic analysis
allowed creation of fully realised themes from inductive and deductive codes, tying together
observations around a “core concept that underpins and unites” them (Clarke and Braun, 2018, p.
108).
GJ, FL, and SJ collaboratively performed the synthesis, starting from the list of pre-existing
(sub-)domains and new themes proposed by GJ (Carroll et al., 2013). First, a new conceptual
framework was produced by dropping or promoting a priori subdomains depending on the richness
and thickness of coded data. Second, relationships between the conceptual framework domains
were explored via the new themes, which were refined during this process. Third, the synthesis was
tested by exploring differences between the a priori and resultant framework and paying special
attention to contradictory views (Carroll et al., 2013). To complement the researcher and clinician
perspectives of the review team, GJ presented the results to a service user researcher and a
volunteer with lived experience of bipolar disorder (see Section ‘Feedback from people with lived
experience of bipolar disorder’).
Reflexive positioning of the review team
Reflexivity is important to highlight how subjectivity may have impacted on qualitative research
findings (Finlay and Gough, 2008). GJ and PM are Health Research PhD students. FL and SJ are both
professors of clinical psychology and clinical psychologists with experience of developing and
delivering (recovery-oriented) psychological therapies for people with bipolar disorder and psychosis.
The review team embraces a personal recovery approach in bipolar disorder. We anticipated that the
CHIME domains would usefully capture many aspects of personal recovery in bipolar disorder but
were aware of its criticism as overly positive by service user researchers, which might have led us to
focus more on difficulties.

Results
Database searches returned 2,713 unique abstracts, which were all screened (Figure 1). Agreement
for abstract exclusions was above 94% at all four checkpoints. Of the 167 assessed full texts, 155
were excluded, most frequently due to lacking a personal recovery focus. Although abstracts in any

language were eligible, only twelve non-English full texts were assessed, which were all excluded7.
Agreement in double-screening of 25% of full texts was 86%. Reference and citation searches for the
included articles yielded no new inclusions. The search update identified three additional eligible
articles (Durgu and Dulgerler, 2020; Echezarraga et al., 2019; Tse et al., 2019). Line-by-line coding
with the framework resulting from the analysis of the nine initially retrieved articles revealed no
contradictions, nor new framework elements or substantive changes in their importance.
Figure 1 PRISMA diagram for study identification

[INSERT Figure 1 PRISMA diagram for study identification about here]
Study and participant characteristics
Twelve articles published between 2010 and 2020 met eligibility criteria. Online Appendix A provides
all extracted data. The articles reported results from eleven studies involving 163 participants, two
thirds of whom were female. The participant ages ranged from 19-68 years (mean 45 years). Out of
118 participants for which employment information was available, 51% were employed full or parttime, while 36% were unemployed or on long term disability grants. Only five studies reported the
ethnicity or nationality of their participants. Seven studies mentioned involvement of people with
lived experience of bipolar disorder beyond participation in interviews or focus groups.
Six studies took place in English-speaking countries (four in the United Kingdom (UK), one in Canada,
one in Australia), two in Norway and one each in Spain, Turkey, and China. Seven studies aimed to
explore personal/subjective recovery experiences in bipolar disorder in general, while five had a
more specific focus on the role of work (Borg et al., 2013), parenting (Tjoflåt and Ramvi, 2013), loss
(Fernandez et al., 2014), resilience (Echezarraga et al., 2019), and knowledge provided by peer
support workers (Tse et al., 2019). The interview schedules of all studies but the one by Tjoflåt and
Ramvi (2013) asked participants for their experience or meaning of recovery and for their own
strategies for recovery, staying well, or coping with bipolar disorder.
Study quality
Table 3 presents the CASP (Critical Appraisal Skills Programme, 2018) ratings for the included articles.
A second rater independently appraised four articles, yielding disagreements on a total of four
questions, which were resolved through team discussion. Overall, quality ratings were high, all
included articles adequately used qualitative research methods to provide valuable contributions.
The only major concern was whether the articles adequately discussed the relationship between
researchers and participants. Also, there was doubt for three articles (Borg et al., 2013; Durgu and
Dulgerler, 2020; Todd et al., 2012) whether the participant recruitment and/or data collection was
appropriate to address the research aims. In sum, there was no indication to perform a sensitivity
analysis excluding lower-quality articles.

Table 3 Study quality appraisal using CASP criteria: 1. Was there a clear statement of the aims of the research? 2. Is a
qualitative methodology appropriate? 3. Was the research design appropriate to address the aims of the research? 4. Was
the recruitment strategy appropriate to the aims of the research? 5. Was the data collected in a way that addressed the
research issue? 6. Has the relationship between researcher and participants been adequately considered? 7. Have ethical
issues been taken into consideration? 8. Was the data analysis sufficiently rigorous? 9. Is there a clear statement of
findings? 10. Is the research valuable?

[INSERT Table 3 Study quality appraisal using CASP criteria about here]
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Ten full texts were not in an eligible full-text language (English, German, Dutch, or French) and one German
and French article did not meet other inclusion criteria.

Synthesis
Figure 2 summarises the synthesis. The left part shows the domains of the proposed conceptual
framework for personal recovery in bipolar disorder, Purpose and meaning, Optimism and hope,
Empowerment, Tensions, Identity, Connectedness (POETIC). The right part shows the main retained
domains (blue), promoted subdomains (work, self-management, medication) (yellow) from the
deductive CHIME framework (see Table 2 for comparison), and themes in the new inductive Tensions
domain (green), ordered from left to right according to their relative importance. Online
Appendices B and C contain the codebook and number of articles coded in each
(sub-)domain/theme. Online Appendix D provides additional quotes, also for less rich and lower-level
subdomains.
Figure 2 Proposed conceptual framework for personal recovery in bipolar disorder: POETIC; deductive CHIME domains (dark
blue) with retained second-level (light blue) and promoted (yellow) subdomains; inductive new domain and themes in green

[INSERT Figure 2 Proposed conceptual framework for personal recovery about here]
The findings can be summarised as follows: First, deductive coding revealed that the CHIME domains
covered most of the personal recovery processes in bipolar disorder, confirming its suitability as ‘best
fit’ framework. All domains apart from Optimism and hope appeared in all included articles and the
framework encompassed most of the data. Importantly, however, the data unveiled ample evidence
of difficulties and losses within all CHIME domains despite their positive original framing. Second,
looking at the subdomains within each deductive domain in more detail indicated that selfmanagement and medication in the Empowerment domain, and work in the Purpose and meaning
domain have higher significance in bipolar disorder than in transdiagnostic CHIME. Third, inductive
analysis revealed tensions between personal recovery processes and ambivalence about elated
mood. The new Tensions domain reflects this with the three themes ‘Balancing acceptance with
ambitions’, ‘Openness enables support, but also stigmatisation’, and ‘Ambivalence around
(hypo-)mania’. The remainder of this section briefly reviews the POETIC domains and the feedback
from two people with lived experience of bipolar disorder.
Purpose and meaning
Purpose and meaning unified two important personal recovery processes, having or finding
meaningful activities in the present and making sense of extreme mood experiences from the past.
All but one article discussed work, which was promoted from third-level subdomain within ‘Quality of
life’ in CHIME to the second level in POETIC. Many participants valued part or fulltime employment
because it provided structure, social interaction, a socially valued role, and opportunities for
recognition: “… it lets me know that they they do not judge me based on a diagnosis, they judge me
based on what I am able to deliver in [work], and that feels that feels good …” (Warwick, Tai and
Mansell, 2019). On the other hand, work entailed many challenges “such as ﬁnding work, problems
associated with symptoms or simply coping with the psychosocial stress in working life” (Borg et al.,
2013), which could trigger mood episodes.
Parenting was another meaningful life and social role discussed in depth, which, like work, provided
both opportunities and challenges for personal recovery. “Parental responsibility was seen as an
incentive to ﬁght for their health, to live regularly and to be a good role model” (Tjoflåt and Ramvi,
2013): ”I get better for my daughter, she’s my everything” (Durgu and Dulgerler, 2020). At the same
time, parents “felt shame and guilt” and questioned whether they were “good enough” (Tjoflåt and
Ramvi, 2013) as parents.

Optimism and hope
Optimism and hope was the a priori domain least strongly explicitly reflected in the articles. ‘Hopeinspiring relationships’ often helped to foster a ’Belief in the possibility of recovery’: “We have a
cooking class and I met a few peers there. After sharing their stories with us, I realized that mental
illness is not terminal; we can recover. The peer workers experienced a lot of ups and downs, but
they were able to bounce back, teach us how to cook, and share their experience. I feel good that
we, who have mental illnesses, are not hopeless” (Tse et al., 2019).
Empowerment
Empowerment meant that participants felt they had ‘Control over life’ by understanding and being
able to manage their moods and accessing professional support if needed. ‘Self-management and
personal responsibility’ featured richly in all included articles, and inductive new themes were
‘knowing oneself’, ‘always vigilant’ (of mood), and ‘lifestyle changes towards routine, balance,
calmness‘. Generally, participants self-managed by noticing early signs of mood changes and acting
upon them accordingly. However, they described finding their individual warning signs and coping
strategies as “time-consuming and challenging task” involving “trial and error” (Veseth et al., 2012)
and “substantial effort” (Warwick et al., 2019b).
All but two articles discussed the benefits and downsides of medication to control mood, which was
therefore promoted to the second level in POETIC from its fifth level in CHIME. Opinions on
medication encompassed the whole spectrum from an essential factor to stay well, to not
particularly helpful, or even a hindrance to personal recovery: “at least when it comes to the mental
health stuff, I do not find … that medication's a useful part of that toolbox […] I also do not think that
my toolbox has to be the same as everybody else’s” (Warwick et al., 2019b). In their considerations
around coming off medication, participants traded negative side effects off against their fear of
relapse.
Tensions
New inductive themes revealed tensions between personal recovery processes and in the stance on
elated mood that participants needed to negotiate.
Balancing acceptance with ambitions
Acceptance of vulnerability and personal limitations in the Meaning and purpose and Identity
domains motivated self-management: “the realization that, for example, participants may not ‘react
as well to stress as everyone else’ encouraged them to take personal measures towards reducing
their stress levels” (Mansell et al., 2010). This often meant reducing work hours or responsibility: “I
gave myself permission and and really under doctors’ orders, not to ... try to do everything I was
doing prior to being hospitalized” (Warwick et al., 2019b). Yet, this needed balancing with ‘Having
dreams and aspirations’ in the Optimism and hope domain: “there was discussion among
participants about the way accepting limitations can both help and hinder recovery. For some,
hoping for change and not accepting too many limitations was an important part of recovery”
(Michalak et al., 2012).
Openness enables support, but also stigmatisation
The Connectedness subdomain ‘Support from others’ could conflict with the Identity subdomain
‘Over-coming stigma’. To access support, individuals needed to disclose mental health issues, risking
negative judgement or over-protective behaviour. This played out both on the level of formal and
informal support. Being open with family or friends enabled “increasing feelings of closeness and
trust in others“ (Mansell et al., 2010) and informal support, for example, “[p]eople also subsequently

took more active roles in alerting participants to behaviour that could escalate symptoms of mania”
(Mansell et al., 2010). Still, some participants experienced a “loss of credibility” or “control”
(Fernandez et al., 2014) when they felt their behaviour was monitored disproportionately as a result
of their disclosure.
Ambiguity also arose in response to receiving a bipolar disorder diagnosis. On the one hand, the
diagnosis enabled access to treatments and support such as medication, psychological therapy, and
disability allowance. However, it also could lead to experiencing self- or societal stigma, posing a
significant personal recovery challenge: “having an awareness of it, actually knowing you are ill at
times can be difficult … people give you these ‘oh it's a lifelong condition, you can't recover from it,
you are never going to get rid of it’, that can have quite detrimental effects” (Todd et al., 2012).
Ambivalence around (hypo-)mania
Few individuals had an unequivocally negative view of elated mood states, while the majority felt
inherently ambivalent and had “mixed feelings” (Veseth et al., 2012) about curtailing them. They
recognised both positive aspects of “productive”, “creative” (Morrison et al., 2016), and
“adventurous” (Fernandez et al., 2014) elated mood as well as the “dangerous” (Veseth et al., 2012)
downside of becoming “uncontrollable” (Tse et al., 2019), “destructive”, and “scary” (Fernandez et
al., 2014). Especially at the beginning of their personal recovery journey, some participants felt a
“need” for elated states to counterbalance depression because “endless energy” allowed “to clean
up the mess I have made when I have been depressed” and “manage everyday life” (Veseth et al.,
2012). Many viewed manic states as special treat, like a“big bag of sweets” (Veseth et al., 2012), that
allowed them to “create nice and exciting situations” (Tjoflåt and Ramvi, 2013). Some participants
wondered whether they erred on the side of caution in supressing “seductive” (Morrison et al., 2016)
rises in energy to stabilise mood and “whether there could ever be a place” for manic experiences in
their lives (Mansell et al., 2010).
Identity
Rebuilding a positive sense of self was an important personal recovery process because societal and
self-stigma associated with a bipolar disorder diagnosis posed external and internal threats to
identity. Moreover, episodic mood swings, particularly when viewed as separate from the self, could
cause identity crises: “… it made me feel quite insecure because I wasn't sure […] whether …
reactions I was having to people, things that I was feeling were genuine feelings or part of the illness
or it was me, so it left me having this real sense of kind of loss of identity […] I think that was the
hardest thing to cope with it all, how it made me think about myself and question myself” (Warwick
et al., 2019b). Importantly, challenges to the sense of self could also arise later in the personal
recovery process due to increased self-awareness if self-surveillance created self-doubt: “I have felt
less trust in myself. I felt I did not have as much confidence in different things that I did.” (Fernandez
et al., 2014).
Connectedness
The Connectedness domain highlighted the importance of feeling connected with different groups of
people, including family, friends, peers with lived experience of bipolar disorder, and professionals,
particularly psychotherapists. These groups could be important sources for practical or emotional
support, e.g., “my kids tell me that I am the best mother in the world” (Echezarraga et al., 2019).
However, mental health difficulties often put especially intimate relationships under strain: “I always
say that I do not suffer from bipolar; it is my family and friends that suffer from it.” (Fernandez,
Breen and Simpson, 2014).

Feedback from people with lived experience of bipolar disorder
service user researcher and a volunteer with lived experience of bipolar disorder confirmed that the
review results and implications resonated with their experiences and priorities. For example, the
service user researcher explained how he first needed to accept the loss of his job before he could
explore new careers. Conversely, accepting personal limitations, part of the new theme ‘Balancing
acceptance with ambitions’ in the Tensions domain, was less important to them because they
perceived mental health services as over-cautious and over-pessimistic. Their feedback did not lead
to changes in the framework but introduced nuances to the manuscript, for example a more finegrained discussion of ways to foster helpful acceptance and dealing with losses.

Discussion
This systematic review synthesised qualitative evidence on personal recovery in bipolar disorder by
adopting the transdiagnostic CHIME personal recovery processes in a “best fit” framework synthesis.
Overall, the deductive analysis demonstrated that personal recovery in bipolar disorder entails the
same main processes as in other SMHIs, but with a greater emphasis on self- management,
medication, and socially meaningful roles such as work and parenting. All recovery domains involved
difficulties and losses. Inductive analysis revealed tensions within and across personal recovery
processes, demonstrating their interconnectedness and the ambivalence of living with bipolar
disorder. Since these tensions were so pervasive in the personal recovery experience in bipolar
disorder, merely adding on to the harmony-emphasising CHIME acronym was not considered
appropriate and POETIC is suggested as more fitting descriptor.
Specific aspects and challenges of personal recovery in bipolar disorder
Finding “something in your life you really love doing” (Warwick et al., 2019b) surfaced as a core
driver for personal recovery in bipolar disorder. All but one article in this review discussed the
benefits and challenges of work as meaningful life role. More than half of the participants were
working full-or part-time, an additional 10% were retired, students, or volunteered. People with a
bipolar disorder diagnosis are more likely to be employed than people with a psychotic disorder
diagnosis mainly considered in the original CHIME review, where only 22% of the articles discussed
working (Carmona et al., 2017; Marwaha et al., 2013).
The new theme ‘Balancing acceptance with ambitions’ foregrounds accepting limitations and even
reducing ambitions compared to pursuing ambitions to increase hope more unequivocally
emphasised by CHIME. In relation to work, this meant to achieve “adequate work pressure” (Veseth
et al., 2012). There is some evidence that people with a high behavioural activation system
sensitivity, resulting in increased goal directed behaviour, may be more vulnerable to develop bipolar
disorder symptoms (Alloy et al., 2012; Dempsey et al., 2017; Depue and Iacono, 1989). This could
explain why identifying and overcoming unrealistic expectations appeared as a personal recovery
challenge for some individuals with a bipolar disorder diagnosis.
Self-management in the Empowerment domain was particularly important, also evident in the
‘Wellness strategies’-theme in the metasynthesis by Lapsley et al. (2013). Participants needed to
develop individualised strategies over time. Critically, a recent survey found that two thirds of people
diagnosed with bipolar disorder in the UK did not receive any advice self-management advice
(Bipolar UK, 2020). Due to this lack of information, many participants reported experiencing relapse,
longer mood episodes, and relationship and work problems.
Some people in later personal recovery stages claimed to manage well without medication. In
general, this review supports a higher importance of balancing the pros and cons of medication, in

line with a CHIME framework analysis of interviews with a mixed diagnostic sample (Bird et al.,
2014).
Curtailing symptoms experienced as positive emerged as particular personal recovery challenge in
bipolar disorder, particularly in the new theme ‘Ambivalence around (hypo-)mania’. ‘Handling
ambivalence about letting go of manic states’ (Veseth et al., 2012) and ‘Avoidance of mania’ (Mansell
et al., 2010) were themes in two included articles and this is also reflected in the wider ‘Ambivalence’
theme in the Lapsley et al. (2013) metasynthesis. CHIME does not discuss ambivalence towards
positively experienced mental health symptoms, although there is also evidence for positive aspects
of psychosis (Chadwick, 1997; National Hearing Voices Network, 2020; Richards, 2008; Romme and
Escher, 1993). The presence of symptoms experienced as positive may be particularly strong in
bipolar disorder compared to other SMHIs. Rusner et al. (2009) characterise the intensity of living
with bipolar disorder as “both a gift and a challenge” (see also Taylor et al., 2015).
Difficulties and losses within personal recovery processes
Participants described difficulties and losses due to extreme mood experiences in all CHIME domains,
spanning all areas of life: loss of their jobs, careers, or ability to fulfil their parenting role (Purpose
and meaning), loss of aspirations or hope (Optimism and hope), loss of control over their behaviour
in acute mood episodes, loss of autonomy undergoing paternalizing or coercive treatment of services
or continuous symptom surveillance by family, friends, and work colleagues (Empowerment), loss of
their sense of self due to mood changes or obtaining a bipolar disorder diagnosis (Identity), and loss
of relationships and credibility by their friends or colleagues (Connectedness). Not adopting a
separate Difficulties domain (Stuart et al., 2017) a priori allowed this review to extend previous
findings by uncovering the challenges within each recovery domain.
Repeatedly experiencing losses due to “sporadic and cyclical mood episodes” (Fernandez et al., 2014)
intermitting with stable periods appears as particular challenge in bipolar disorder. A recent
metasynthesis (Warwick et al., 2019a) also identified this as one of the main causes of distress in
bipolar disorder. To move from “shameful and bitter feelings […] towards a more accepting and
realistic view of themselves” (Tjoflåt and Ramvi, 2013) participants needed to cope with and accept
these losses. A UK service user organisation recently criticised CHIME for being overly positive and
focussing on individualised, future oriented goals in an unbalanced way, whereas “grassroots
recovery” (Anthony, 1993; Deegan, 1988) maintains negative thoughts, emotions, and experiences as
key features of personal recovery (Recovery in the Bin et al., 2019). Thus, the POETIC framework
could help to rectify the impression of personal recovery as mainly positive endeavour with a more
nuanced account of the experiences of people who live with bipolar disorder.
Facing tensions, difficulties, and mood swings with mindful acceptance
Beyond the established CHIME domains, Tensions characterises personal recovery in bipolar disorder
as a complex process. The two new themes ‘Balancing acceptance with ambitions’ and ‘Openness
enables support, but also stigmatisation’ highlight conflicts between personal recovery domains.
They underline that personal recovery cannot be attained by targeting personal recovery processes
in isolation.
‘Balancing acceptance with ambitions’ connects two instances of acceptance in the CHIME
framework, ‘Accepting or normalising the illness’ within Purpose and meaning and ‘Acceptance’ of
self within Identity,pointing out their potential tension with maintaining ambitions in the Optimism
and hope domain. Non-judgmental, mindful (instead of dismissive or fatalistic) acceptance seems to
be important here as for example contained in psychological therapies based on Buddhist philosophy
(e.g., Kabat-Zinn, 1982). Mindful acceptance of limitations allows to explore ways forward from

seeing the current reality as it is: “you have to acknowledge that it [the illness] is there and you have
to turn it to your advantage” (Todd et al., 2012). Other tensions and difficulties in personal recovery
in bipolar disorder may benefit from mindful acceptance as well. For example, “a gradual shift
between conﬁdentiality and openness” (Mansell et al., 2010) may constitute a mindful approach to
navigate the conflict between support and stigmatisation in disclosing mental health difficulties.
Mindfulness also appeared as a promising strategy in the long-term self-management of mood.
Awareness of “present thoughts and feelings” (Veseth et al., 2012) can “pick up on minor changes”
(Warwick et al., 2019a) of behaviour, thinking, and mood, and mindful acceptance helps to respond
to them: “One of the things I found most difficult at the time but since have since found quite useful
is just accepting a feeling and not judging the feeling and kind of getting to understand that that
feeling would pass” (Warwick et al., 2019b).
Implications for research
Finding a balance between acceptance and ambitions and dealing with recurrent experiences of loss
seem to pose particular challenges in bipolar disorder. Mindful acceptance appears as promising
approach to cope with the difficulties and tensions involved in personal recovery on a macro-level
and mood swings on a micro-level. A range of third-wave psychological therapies aim to support
individuals in accepting themselves and difficult thoughts or feelings, such as dialectical behaviour
therapy (Linehan, 1993), acceptance and commitment therapy (Hayes et al., 2009), mindfulnessbased cognitive therapy (Segal et al., 2002), compassion-focused therapy (Gilbert, 2009), and
recovery-focused cognitive behavioural therapy (Jones et al., 2015). While pilot trials for some of
these therapies for bipolar disorder are promising (e.g., Goldstein et al., 2015), the evidence base is
still thin. For example, systematic reviews of mindfulness-based cognitive therapy and other
mindfulness-based interventions as adjunct therapy for bipolar disorder found evidence for
significant reductions in depression and anxiety symptoms in pre-post trials, (Bojic and Becerra,
2017; Chu et al., 2018; Lovas and Schuman-Olivier, 2018), but not in the only three randomised
controlled trials (Chu et al., 2018).
Moreover, research on mindfulness-based interventions for bipolar disorder so far has focused on
symptom and functioning outcomes (Murray et al., 2017). This review encourages development of
interventions to foster mindful acceptance and evaluation with more holistic outcome measures,
such as quality of life (Michalak and Murray, 2010) and personal recovery (Jones et al., 2013). Finally,
research still needs to evaluate whether structured therapeutic approaches more reliably or faster
improve quality of life or personal recovery in bipolar disorder, as some individuals also benefit from
other experiences such as spirituality.
Implications for practice
This review also has implications for recovery-oriented psychotherapy and general care for people
with bipolar disorder. Foremost, it highlights that professionals should take caution not to introduce
personal recovery processes in an overly optimistic and simplistic way but to acknowledge clients’
challenges as natural part of the process.
Self-management appeared very important to live well with bipolar disorder in the Empowerment
domain. Information and support for self-management should be provided early on along with
general psychoeducation about the condition, which currently does not seem to be the case for a
large proportion of people who receive a bipolar disorder diagnosis in the UK (Bipolar UK, 2020).
In the Connectedness domain, family members were an important resource for support but also
frequent cause of distress for people living with bipolar disorder (cf., Warwick et al., 2019a). This
draws further attention to the potential benefits of family interventions. They have an evidence base

for bipolar disorder in addition to pharmacotherapy (Chatterton et al., 2017; Justo et al., 2007;
Mansfield et al., 2012; Reinares et al., 2016) but are often difficult to access (Miklowitz and Chung,
2016; Reinares et al., 2016).
Although many aspects of personal recovery in bipolar disorder appear individual, continued efforts
for social change to increase awareness and decrease stigma of SMHIs are likely to benefit everyone
(Warwick et al., 2019a). This review found that disclosure of mental health issues often entails the
risk of stigmatisation as evidenced in an inductive theme in the Tensions domain. Therefore, social
change could improve the chances that people with extreme mood experiences request the support
that can help them to perform well in their valued social roles, for example workplace adjustments or
help with childcare (cf., Purpose and meaning domain), and that they have a positive experience in
doing so.
Strengths and limitations
To our knowledge this is the first systematic review of personal recovery experiences in bipolar
disorder with a transdiagnostic framework. Double-checking at all stages (abstract and full-text
screening, quality appraisal, qualitative coding, framework development) ensured rigour and
dependability of the results. The three articles identified in the search update concurred with the
POETIC framework and therefore provide additional confirmation of its completeness and validity. As
a theoretical contribution, this review provides a codebook for the CHIME framework, which was not
previously available.
Additionally, the strengths and limitations of three aspects of this review need to be highlighted.
First, “best fit” framework synthesis enabled efficient data analysis and comparison of personal
recovery experiences in bipolar disorder to other SMHIs but introduced a different bias to the
analysis compared to a fully inductive approach (Carroll et al., 2013). Second, the strict inclusion
criteria led to a small number of included studies with explicit personal recovery focus, representing
a more coherent set of literature compared to a previous review (Lapsley et al., 2013). However, this
excluded related evidence on quality of life (Michalak et al., 2006), staying well (Crowe and Inder,
2018; Russell and Brown, 2005), and self-management (Morton et al., 2018b; Murray et al., 2011).
Third, diversity among study participants was limited. Onset of bipolar disorder symptoms is most
frequently in late adolescence and early adulthood (Merikangas et al., 2011; Pini et al., 2005) with
equal prevalence in men and women (American Psychiatric Association, 2013; Pini et al., 2005). This
contrasts with the study participants who were on average 45 years old and in majority female.
Moreover, only one study from Hong Kong focused on non-Western views. Five studies only included
participants that self-defined to be in recovery or were clinically recovered. While the remaining
studies did not report such criteria, it seems likely that their framing would have attracted
participants who are managing to stay fairly well, missing out on experiences of those who disagree
with the concept of personal recovery. Thus, despite consolidating experiences from 163 participants
from seven countries, generalisation of the findings requires caution.

Conclusions
This systematic review synthesised qualitative research to answer the question “What do we know
about the experience of personal recovery of individuals diagnosed with bipolar disorder?”. The
transdiagnostic CHIME personal recovery processes (Leamy et al., 2011) capture a large part of
recovery experiences in bipolar disorder, importantly comprising both positive and negative
experiences. The amended framework, Purpose and meaning, Optimism and hope, Empowerment,
Tensions, Identity, Connectedness (POETIC), retains all original CHIME processes but organises them
around the new Tensions domain. Despite the harmony emphasised by the CHIME acronym, this
review revealed many tensions and difficulties across and within personal recovery processes in

bipolar disorder. Self-management, medication, taking on socially valued roles and ambivalence
around elated mood states, emerged as areas deserving particular attention for people living with
bipolar disorder. Mindful acceptance may be a promising way to cope with mood changes and some
of the tensions in personal recovery in bipolar disorder. Extending on CHIME, this review argues that
personal recovery in bipolar disorder is POETIC.

References
Ådnøy Eriksen, K., Arman, M., Davidson, L., Sundfør, B., Karlsson, B., 2014. Challenges in relating to
mental health professionals: Perspectives of persons with severe mental illness. Int. J. Ment. Health
Nurs. 23, 110–117. https://doi.org/10.1111/inm.12024
Akers, N., Lobban, F., Hilton, C., Panagaki, K., Jones, S.H., 2019. Measuring social and occupational
functioning of people with bipolar disorder: A systematic review. Clin. Psychol. Rev. 74.
https://doi.org/10.1016/j.cpr.2019.101782
Alloy, L.B., Bender, R.E., Whitehouse, W.G., Wagner, C.A., Liu, R.T., Grant, D.A., Jager-hyman, S.,
Molz, A., Choi, J.Y., Harmon-Jones, E., Abramson, L.Y., 2012. High Behavioral Approach System
(BAS) Sensitivity, Reward Responsiveness, and Goal-Striving Predict First Onset of Bipolar
Spectrum Disorders: A Prospective Behavioral High-Risk Design. J. Abnorm. Psychol. 121, 339–
351.
American Psychiatric Association, 2013. Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. American Psychiatric Association, Arlington, Virginia.
American Psychiatric Association, 1980. Diagnostic and statistical manual of mental disorders: DSMIII. American Psychiatric Association.
Anthony, W.A., 1993. Recovery from mental illness: the guiding vision of the mental health system in
the 1990s. Psychosoc. Rehabil. J. 16, 11–23.
Bipolar UK, 2020. Self Management Survey Results.
Bird, V., 2015. Supporting the recovery of black individuals who use adult community mental health
services. King’s College London. https://doi.org/10.1055/s-0031-1277746
Bird, V., Leamy, M., Tew, J., Le Boutillier, C., Williams, J., Slade, M., 2014. Fit for purpose? Validation
of a conceptual framework for personal recovery with current mental health consumers. Aust.
N. Z. J. Psychiatry 48, 644–653. https://doi.org/10.1177/0004867413520046
Bojic, S., Becerra, R., 2017. Mindfulness-based treatment for bipolar disorder: A systematic review of
the literature. Eur. J. Psychol. 13, 573–598. https://doi.org/10.5964/ejop.v13i3.1138
Booth, A.A., Noyes, J., Flemming, K., Gerhardus, A., Wahlster, P., Wilt, G.J. Van Der, Mozygemba, K.,
Refolo, P., Sacchini, D., Rehfuess, E., 2016. Guidance on choosing qualitative evidence synthesis
methods for use in health technology assessments of complex interventions [WWW
Document]. URL https://www.integrate-hta.eu/downloads/
Borg, M., Veseth, M., Binder, P.-E., Topor, A., 2013. The role of work in recovery from bipolar
disorders. Qual. Soc. Work 12, 323–339.
Braun, V., Clarke, V., 2019. Reflecting on reflexive thematic analysis. Qual. Res. Sport. Exerc. Heal. 11,
1–9. https://doi.org/10.1080/2159676X.2019.1628806
Braun, V., Clarke, V., 2006. Using thematic analysis in psychology. Qual. Res. Psychol. 3, 77–101.
https://doi.org/10.1191/1478088706qp063oa
Brijnath, B., 2015. Applying the CHIME recovery framework in two culturally diverse Australian

communities: Qualitative results. Int. J. Soc. Psychiatry 61, 660–667.
https://doi.org/10.1177/0020764015573084
Brunton, G., Oliver, S., Oliver, K., Lorenc, T., Banister, D., Planning, B., Budd, T., Crombie, H., Franklin,
T., Ogilvie, D., Rutter, H., Spink, C., Williams, S., 2006. A synthesis of research addressing
children’s, young people’s and parents’ views of walking and cycling for transport. London:
Evidence for Policy and Practice Information and Co-ordinating Centre, University of London.
Carmona, V.R., Gómez-Benito, J., Huedo-Medina, T.B., Rojo, J.E., 2017. Employment outcomes for
people with schizophrenia spectrum disorder: A meta-analysis of randomized controlled trials.
Int. J. Occup. Med. Environ. Health 30, 345–366. https://doi.org/10.13075/ijomeh.1896.01074
Carroll, C., Booth, A., Cooper, K., 2011. A worked example of “best fit” framework synthesis: a
systematic review of views concerning the taking of some potential chemopreventive agents.
BMC Med. Res. Methodol. 11. https://doi.org/10.1186/1471-2288-11-29
Carroll, C., Booth, A., Leaviss, J., Rick, J., 2013. “Best fit” framework synthesis: refining the method.
BMC Med. Res. Methodol. 13, 220–235. https://doi.org/10.1186/1471-2288-13-37
Centre for Reviews and Dissemination, 2009. Systematic Reviews: CRD’s guidance for undertaking
systematic reviews in health care.
Chadwick, P.K., 1997. Schizophrenia: The positive perspective: in search of dignity for schizophrenic
people. Psychology Press.
Chatterton, M. Lou, Stockings, E., Berk, M., Barendregt, J.J., Carter, R., Mihalopoulos, C., 2017.
Psychosocial therapies for the adjunctive treatment of bipolar disorder in adults: Network
meta-analysis. Br. J. Psychiatry 210, 333–341. https://doi.org/10.1192/bjp.bp.116.195321
Chu, C.S., Stubbs, B., Chen, T.Y., Tang, C.H., Li, D.J., Yang, W.C., Wu, C.K., Carvalho, A.F., Vieta, E.,
Miklowitz, D.J., Tseng, P.T., Lin, P.Y., 2018. The effectiveness of adjunct mindfulness-based
intervention in treatment of bipolar disorder: A systematic review and meta-analysis. J. Affect.
Disord. 225, 234–245. https://doi.org/10.1016/j.jad.2017.08.025
Clarke, V., Braun, V., 2018. Using thematic analysis in counselling and psychotherapy research: A
critical reflection. Couns. Psychother. Res. 18, 107–110. https://doi.org/10.1002/capr.12165
Coryell, W., Turvey, C., Endicott, J., Leon, A.C., Mueller, T., Solomon, D., Keller, M., 1998. Bipolar I
affective disorder: Predictors of outcome after 15 years. J. Affect. Disord. 50, 109–116.
https://doi.org/10.1016/S0165-0327(98)00043-3
Critical Appraisal Skills Programme, 2018. CASP Qualitative Checklist [WWW Document]. URL
https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
(accessed 4.18.19).
Crowe, M., Inder, M., 2018. Staying well with bipolar disorder: A qualitative analysis of five-year
follow-up interviews with young people. J. Psychiatr. Ment. Health Nurs. 25, 236–244.
https://doi.org/10.1111/jpm.12455
Deegan, P.E., 1988. Recovery: The lived experience of rehabilitation. Psychosoc. Rehabil. J. 11, 11–19.
https://doi.org/10.1037/h0099565
Dempsey, R.C., Gooding, P.A., Jones, S.H., 2017. A prospective study of bipolar disorder vulnerability
in relation to behavioural activation, behavioural inhibition and dysregulation of the
Behavioural Activation System. Eur. Psychiatry 44, 24–29.
https://doi.org/10.1016/j.eurpsy.2017.03.005
Department of Health (UK), 2009. New horizons: a shared vision for mental health.
https://doi.org/10.7748/ns.11.37.24.s35

Department of Health and Ageing (Australia), 2009. Fourth national mental health plan: an agenda
for collaborative government action in mental health 2009-2014, National Mental Health
Report. Canberra.
Depue, R.A., Iacono, W.G., 1989. Neurobehavioral Aspects of Affective Disorders. Annu. Rev. Psychol.
40, 457–492. https://doi.org/10.1146/annurev.ps.40.020189.002325
Dixon-Woods, M., Bonas, S., Booth, A., Jones, D.R., Miller, T., Sutton, A.J., Shaw, R.L., Smith, J.A.,
Young, B., 2006. How can systematic reviews incorporate qualitative research? a critical
perspective. Qual. Res. 6, 27–44. https://doi.org/10.1177/1468794106058867
Dixon-Woods, M., Sutton, A., Shaw, R., Miller, T., Smith, J., Young, B., Bonas, S., Booth, A., Jones, D.,
2007. Appraising qualitative research for inclusion in systematic reviews: a quantitative and
qualitative comparison of three methods. J. Health Serv. Res. Policy 12, 42–47.
Durgu, N., Dulgerler, S., 2020. The Meaning of Recovery: The Lived Experience of Patients with
Bipolar Disorder in Turkey. Issues Ment. Health Nurs. 0, 1–8.
https://doi.org/10.1080/01612840.2020.1818015
Echezarraga, A., Las Hayas, C., Calvete, E., González-Pinto, A.M., Jones, S., 2019. Resilience process in
bipolar disorder from the views of patients and health professionals. Rev. Argentina Clin. Psicol.
28, 794–807. https://doi.org/10.24205/03276716.2019.1125
Fernandez, M.E., Breen, L.J., Simpson, T.A., 2014. Renegotiating identities: Experiences of loss and
recovery for women with bipolar disorder. Qual. Health Res. 24, 890–900.
https://doi.org/10.1177/1049732314538550
Finlay, L., Gough, G. (Eds.), 2008. Reflexivity: A practical guide for researchers in health and social
sciences. John Wiley & Sons.
Gilbert, P., 2009. Introducing compassion-focused therapy. Adv. Psychiatr. Treat. 15, 199–208.
https://doi.org/10.1192/apt.bp.107.005264
Goldberg, J.F., Harrow, M., 2005. Subjective life satisfaction and objective functional outcome in
bipolar and unipolar mood disorders: A longitudinal analysis. J. Affect. Disord. 89, 79–89.
https://doi.org/10.1016/j.jad.2005.08.008
Goldberg, J.F., Harrow, M., 2004. Consistency of remission and outcome in bipolar and unipolar
mood disorders: A 10-year prospective follow-up. J. Affect. Disord. 81, 123–131.
https://doi.org/10.1016/S0165-0327(03)00161-7
Goldstein, T.R., Fersch-Podrat, R.K., Rivera, M., Axelson, D.A., Merranko, J., Yu, H., Brent, D.A.,
Birmaher, B., 2015. Dialectical Behavior Therapy for Adolescents with Bipolar Disorder: Results
from a Pilot Randomized Trial. J. Child Adolesc. Psychopharmacol. 25, 140–149.
https://doi.org/10.1089/cap.2013.0145
Hayes, S.C., Strosahl, K.D., Wilson, K.G., 2009. Acceptance and commitment therapy. American
Psychological Association Washington, DC.
Jones, S., Lobban, F., Cook, A., 2010. Understanding Bipolar Disorder - Why some people experience
extreme mood states and what can help. British Psychological Society.
Jones, S., Mulligan, L.D., Higginson, S., Dunn, G., Morrison, A.P., 2013. The bipolar recovery
questionnaire: Psychometric properties of a quantitative measure of recovery experiences in
bipolar disorder. J. Affect. Disord. 147, 34–43. https://doi.org/10.1016/j.jad.2012.10.003
Jones, S., Smith, G., Mulligan, L.D., Lobban, F., Law, H., Dunn, G., Welford, M., Kelly, J., Mulligan, J.,
Morrison, A.P., 2015. Recovery-focused cognitive-behavioural therapy for recent-onset bipolar
disorder: Randomized controlled pilot trial. Br. J. Psychiatry 206, 58–66.

https://doi.org/10.1192/bjp.bp.113.141259
Justo, L.P., Soares, B.G.O., Calil, H.M., 2007. Family interventions for bipolar disorder. Cochrane
Database Syst. Rev. https://doi.org/10.1002/14651858.CD005167.pub2
Kabat-Zinn, J., 1982. An outpatient program in behavioral medicine for chronic pain patients based
on the practice of mindfulness meditation: Theoretical considerations and preliminary results.
Gen. Hosp. Psychiatry 4, 33–47. https://doi.org/https://doi.org/10.1016/0163-8343(82)90026-3
Lapsley, S.E., Velyvis, V., Ivanova, A., Hole, R., Michalak, E.E., 2013. Understanding lived experience
and personal recovery in people with bipolar disorder: A qualitative literature review, in: Bipolar
Disorder: Symptoms, Management and Risk Factors. Nova Publishing, pp. 97–121.
Leamy, M., Bird, V., Le Boutillier, C., Williams, J., Slade, M., 2011. Conceptual framework for personal
recovery in mental health: Systematic review and narrative synthesis. Br. J. Psychiatry 199, 445–
452. https://doi.org/10.1192/bjp.bp.110.083733
Liberman, R.P., Kopelowicz, A., 2002. Recovery from schizophrenia: A challenge for the 21st century.
Int. Rev. Psychiatry 14, 245–255. https://doi.org/10.1080/0954026021000016897
Linehan, M., 1993. Skills training manual for treating borderline personality disorder. Guilford Press.
Lovas, D.A., Schuman-Olivier, Z., 2018. Mindfulness-based cognitive therapy for bipolar disorder: A
systematic review. J. Affect. Disord. 240, 247–261. https://doi.org/10.1016/j.jad.2018.06.017
Mansell, W., Powell, S., Pedley, R., Thomas, N., Jones, S.A., 2010. The process of recovery from
bipolar I disorder: a qualitative analysis of personal accounts in relation to an integrative
cognitive model. Br. J. Clin. Psychol. 49, 193–215. https://doi.org/10.1348/014466509X451447
Mansfield, A.K., Dealy, J.A., Keitner, G.I., 2012. Family interventions for bipolar disorder: A review of
the literature. Neuropsychiatry (London). 2, 231–238. https://doi.org/10.2217/npy.12.27
Marwaha, S., Durrani, A., Singh, S., 2013. Employment outcomes in people with bipolar disorder: A
systematic review. Acta Psychiatr. Scand. 128, 179–193. https://doi.org/10.1111/acps.12087
McCabe, R., Whittington, R., Cramond, L., Perkins, E., 2018. Contested understandings of recovery in
mental health. J. Ment. Heal. 27, 475–481. https://doi.org/10.1080/09638237.2018.1466037
Mental Health Commission of Canada, 2012. Changing directions, changing lives: the mental health
strategy for Canada. Calgary. https://doi.org/10.7870/cjcmh-2013-001
Merikangas, K.R., Jin, R., He, J., Kessler, R.C., Lee, S., Sampson, N.A., Viana, M.C., Andrade, L.H., Hu,
C., Karam, E.G., Ladea, M., Mora, M.E.M., Browne, M.O., Ono, Y., Posada-Villa, J., Sagar, R.,
Zarkov, Z., 2011. Prevalence and correlates of bipolar spectrum disorder in the world mental
health survey initiative. Arch. Gen. Psychiatry 68, 241–251.
https://doi.org/10.1001/archgenpsychiatry.2011.12
Michalak, E.E., Hole, R., Holmes, C., Velyvis, V., Austin, J., Pesut, B., Hou, S., 2012. Implications for
psychiatric care of the word “recovery” in people with bipolar disorder. Psychiatr. Ann. 42, 173–
178. https://doi.org/10.3928/00485713-20120507-04
Michalak, E.E., Murray, G., 2010. Development of the QoL.BD: A disorder-specific scale to assess
quality of life in bipolar disorder. Bipolar Disord. 12, 727–740. https://doi.org/10.1111/j.13995618.2010.00865.x
Michalak, E.E., Yatham, L.N., Kolesar, S., Lam, R.W., 2006. Bipolar disorder and quality of life: A
patient-centered perspective. Qual. Life Res. 15, 25–37. https://doi.org/10.1007/s11136-0050376-7
Miklowitz, D.J., Chung, B., 2016. Family-Focused Therapy for Bipolar Disorder: Reflections on 30 Years

of Research. Fam. Process 55, 483–499. https://doi.org/10.1111/famp.12237
Moher, D., Shamseer, L., Clarke, M., Ghersi, D., Liberati, A., Petticrew, M., Shekelle, P., Stewart, L.A.,
PRISMA-P Group, 2015. Preferred reporting items for systematic review and meta-analysis
protocols (PRISMA-P) 2015 statement. Syst. Rev. 4. https://doi.org/10.1186/2046-4053-4-1
Morrison, A., Law, H., Barrowclough, C., Bentall, R., Haddock, G., Steven, J., Kilbridge, M., Pitt, E.,
Shryane, N., Tarrier, N., Welford, M., Dunn, G., 2016. Development and evaluation of recoveryfocused cognitive–behavioural therapy for individuals with early bipolar disorder, in:
Psychological Approaches to Understanding and Promoting Recovery in Psychosis and Bipolar
Disorder: A Mixed-Methods Approach. pp. 137–144. https://doi.org/10.3310/pgfar04050
Morton, E., Michalak, E., Hole, R., Buzwell, S., Murray, G., 2018a. The “new normal”: relativity of
quality of life judgments in individuals with bipolar disorder-a qualitative study. Qual. Life Res.
An Int. J. Qual. Life Asp. Treat. Care Rehabil. 27, 1493–1500.
https://doi.org/http://dx.doi.org/10.1007/s11136-018-1811-x
Morton, E., Michalak, E., Hole, R., Buzwell, S., Murray, G., 2018b. ‘Taking back the reins’—A
qualitative study of the meaning and experience of self-management in bipolar disorder. J.
Affect. Disord. 228, 160–165. https://doi.org/10.1016/j.jad.2017.12.018
Morton, E., Michalak, E.E., Murray, G., 2017. What does quality of life refer to in bipolar disorders
research? A systematic review of the construct’s definition, usage and measurement. J. Affect.
Disord. 212, 128–137. https://doi.org/10.1016/j.jad.2017.01.026
Murray, G., Leitan, N.D., Thomas, N., Michalak, E.E., Johnson, S.L., Jones, S., Perich, T., Berk, L., Berk,
M., 2017. Towards recovery-oriented psychosocial interventions for bipolar disorder: Quality of
life outcomes, stage-sensitive treatments, and mindfulness mechanisms. Clin. Psychol. Rev. 52,
148–163. https://doi.org/10.1016/j.cpr.2017.01.002
Murray, G., Michalak, E.E., 2012. The quality of life construct in bipolar disorder research and
practice: Past, present, and possible futures. Bipolar Disord. 14, 793–796.
https://doi.org/10.1111/bdi.12016
Murray, G., Suto, M., Hole, R., Hale, S., Amari, E., Michalak, E.E., 2011. Self-management strategies
used by “high functioning” individuals with bipolar disorder: From research to clinical practice.
Clin. Psychol. Psychother. 18, 95–109. https://doi.org/10.1002/cpp.710
National Hearing Voices Network, 2020. Basic Information About Voices & Visions [WWW
Document]. URL https://www.hearing-voices.org/voices-visions/ (accessed 10.19.20).
Nilsen, E.S., Myrhaug, H., Johansen, M., Oliver, S., Oxman, A., 2006. Methods of consumer
involvement in developing healthcare policy and research, clinical practice guidelines and
patient information material. Cochrane Database Syst. Rev.
https://doi.org/10.1002/14651858.cd004563
Novick, D.M., Swartz, H.A., Frank, E., 2010. Suicide attempts in bipolar I and bipolar II disorder: a
review and meta-analysis of the evidence. Bipolar Disord. 12, 1–9.
https://doi.org/10.1111/j.1399-5618.2009.00786.x
Ouzzani, M., Hammady, H., Fedorowicz, Z., Elmagarmid, A., 2016. Rayyan-a web and mobile app for
systematic reviews. Syst. Rev. 5, 1–10. https://doi.org/10.1186/s13643-016-0384-4
Pini, S., De Queiroz, V., Pagnin, D., Pezawas, L., Angst, J., Cassano, G.B., Wittchen, H.U., 2005.
Prevalence and burden of bipolar disorders in European countries. Eur. Neuropsychopharmacol.
15, 425–434. https://doi.org/10.1016/j.euroneuro.2005.04.011
President’s New Freedom Commission on Mental Health (US), 2003. Achieving the Promise:

Transforming Mental Health Care in America.
https://doi.org/www.mentalhealthcommission.gov
Recovery in the Bin, Edwards, B.M., Burgess, R., Thomas, E., 2019. Neorecovery: A survivor led
conceptualisation and critique [Transcript], Keynote presented at the 25th International Mental
Health Nursing Research Conference. The Royal College of Nursing, London, UK.
Reinares, M., Bonnín, C.M., Hidalgo-Mazzei, D., Sánchez-Moreno, J., Colom, F., Vieta, E., 2016. The
role of family interventions in bipolar disorder: A systematic review. Clin. Psychol. Rev. 43, 47–
57. https://doi.org/10.1016/j.cpr.2015.11.010
Richards, S.L., 2008. Positive aspects of the experience of psychosis: An interpretative
phenomenological analysis.
Romme, M., Escher, S. (Eds.), 1993. Accepting voices. MIND publications London.
Rusner, M., Carlsson, G., Brunt, D., Nystrom, M., 2009. Extra dimensions in all aspects of life—the
meaning of life with bipolar disorder. Int. J. Qual. Stud. Health Well-being 4, 159–169.
https://doi.org/10.1080/17482620902864194
Russell, S.., Brown, J., 2005. Staying well with bipolar disorder with a “stay well plan.” Aust. New Zeal.
J. Psychiatry B 39, 187–193. https://doi.org/10.1111/j.1440-1614.2005.01542.x
Segal, Z. V., Williams, J.M.G., Teasdale, J.D., 2002. Mindfulness-based cognitive therapy for
depression: A new approach to preventing relapse. Guildford Press.
Shanks, V., Williams, J., Leamy, M., Bird, V.J., Le Boutillier, C., Slade, M., 2013. Measures of Personal
Recovery: A Systematic Review. Psychiatr. Serv. 64, 974–980.
https://doi.org/10.1176/appi.ps.005012012
Slade, M., Bird, V., Boutillier, C. Le, Williams, J., McCrone, P., Mary Leamy, 2011. REFOCUS Trial:
protocol for a cluster randomised controlled trial of a pro-recovery intervention within
community based mental health teams. BMC Psychiatry 11, 185. https://doi.org/10.1186/1471244X-11-185
Slade, M., Bird, V., Clarke, E., Le Boutillier, C., McCrone, P., Macpherson, R., Pesola, F., Wallace, G.,
Williams, J., Leamy, M., 2015. Supporting recovery in patients with psychosis through care by
community-based adult mental health teams (REFOCUS): A multisite, cluster, randomised,
controlled trial. The Lancet Psychiatry 2, 503–514. https://doi.org/10.1016/S22150366(15)00086-3
Stuart, S.R., Tansey, L., Quayle, E., 2017. What we talk about when we talk about recovery: a
systematic review and best-fit framework synthesis of qualitative literature. J. Ment. Heal. 26,
291–304. https://doi.org/10.1080/09638237.2016.1222056
Taylor, K., Fletcher, I., Lobban, F., 2015. Exploring the links between the phenomenology of creativity
and bipolar disorder. J. Affect. Disord. 174, 658–664. https://doi.org/10.1016/j.jad.2014.10.040
The WHOQOL Group, 1995. The World Health Organization quality of life assessment (WHOQOL):
Position paper from the world health organization. Soc. Sci. Med. 41, 1403–1409.
Thomas, J., Harden, A., 2008. Methods for the thematic synthesis of qualitative research in
systematic reviews. BMC Med. Res. Methodol. 8, 45. https://doi.org/10.1186/1471-2288-8-45
Tjoflåt, M., Ramvi, E., 2013. I am Me! Experiencing Parenting While Dealing With One’s Own Bipolar
Disorder. Soc. Work Ment. Health 11, 75–97.
Todd, N.J., Jones, S.H., Lobban, F.A., 2012. “Recovery” in bipolar disorder: How can service users be
supported through a self-management intervention? A qualitative focus group study. J. Ment.

Heal. 21, 114–126. https://doi.org/10.3109/09638237.2011.621471
Tohen, M., Zarate, C.A., Hennen, J., Khalsa, H.M.K., Strakowski, S.M., Gebre-Medhin, P., Salvatore, P.,
Baldessarini, R.J., 2003. The McLean-Harvard first-episode mania study: Prediction of recovery
and first recurrence. Am. J. Psychiatry 160, 2099–2107.
https://doi.org/10.1176/appi.ajp.160.12.2099
Tong, A., Flemming, K., McInnes, E., Oliver, S., Craig, J., 2012. Enhancing transparency in reporting the
synthesis of qualitative research: ENTREQ. BMC Med. Res. Methodol. 12, 1–8.
https://doi.org/10.1186/1471-2288-12-181
Torgalsbøen, A.K., 1999. Full recovery from schizophrenia: The prognostic role of premorbid
adjustment, symptoms at first admission, precipitating events and gender. Psychiatry Res. 88,
143–152. https://doi.org/10.1016/S0165-1781(99)00077-3
Tse, S., Yuen, W.W.Y., Murray, G., Davidson, L., Lai, Q., Kan, A., 2019. Combining technical and
expert-by-experience knowledge in the quest for personal recovery from bipolar disorder: A
qualitative study. BMC Psychiatry 19, 1–12. https://doi.org/10.1186/s12888-019-2357-3
van Weeghel, J., van Zelst, C., Boertien, D., Hasson-Ohayon, I., 2019. Conceptualizations,
assessments, and implications of personal recovery in mental illness: A scoping review of
systematic reviews and meta-analyses. Psychiatr. Rehabil. J. 42, 169–181.
https://doi.org/10.1037/prj0000356
Veritas Health Innovation, 2019. Covidence systematic review software.
Veseth, M., Binder, P.E., Borg, M., Davidson, L., 2012. Toward caring for oneself in a life of intense
ups and downs: A reflexive-collaborative exploration of recovery in bipolar disorder. Qual.
Health Res. 22, 119–133. https://doi.org/10.1177/1049732311411487
Warwick, H., Mansell, W., Porter, C., Tai, S., 2019a. ‘What people diagnosed with bipolar disorder
experience as distressing’: A meta-synthesis of qualitative research. J. Affect. Disord. 248, 108–
130. https://doi.org/10.1016/j.jad.2019.01.024
Warwick, H., Tai, S., Mansell, W., 2019b. Living the life you want following a diagnosis of bipolar
disorder: A grounded theory approach. Clin. Psychol. Psychother.
https://doi.org/10.1002/cpp.2358
Williams, J., Leamy, M., Bird, V., Le Boutillier, C., Norton, S., Pesola, F., Slade, M., 2015. Development
and evaluation of the INSPIRE measure of staff support for personal recovery. Soc. Psychiatry
Psychiatr. Epidemiol. 50, 777–786. https://doi.org/10.1007/s00127-014-0983-0
World Health Organization, 2016. The International Classification of Diseases, 10th Revision (ICD-10),
The International Classification of Diseases (ICD-10).
World Health Organization Regional Office for Europe, 2005. Mental health action plan for Europe:
facing the challenges, building solutions, in: First WHO European Ministerial Conference on
Mental Health. Copenhagen : WHO Regional Office for Europe, Helsinki.
https://doi.org/EUR/04/5047810/7

Table 1 Screening criteria to select abstracts and full texts

Rank Criteria
1
Language
2

Publication
type

3

Qualitative
data
Participants
Participant
age
Diagnosis

4
5
6

7

Personal
recovery

Include
Full text language is English,
German, Dutch, and French
Peer reviewed articles describing
primary research

Exclude
Any other language
Dissertations, theses, conference
abstracts without associated full article,
reviews, discussion articles, summaries,
theoretical and policy papers, not peerreviewed (e.g. newspaper articles,
books, book chapters)

Contains direct quotes of
participants
At least three participants
Average age of participants at
least 16 years
6.A) All participants have bipolar
6.1) If participants have dual/multiple
disorder as primary diagnosis OR
diagnoses, exclude if remission criteria
6.B) Results for participants with
or recovery are defined for these
bipolar disorder diagnosis
instead of bipolar disorder (e.g. from
reported separately for all
other mental health problems,
research questions and/or themes substance abuse, addiction, eating
(if some participants have
disorders)
different diagnoses or no
6.2) Diagnosis of quoted participants is
diagnosis such as caregivers,
not provided.
professionals)
Title and abstract screening
Experiences of personal recovery, Studies that only focus on symptoms as
including facilitators and barriers
outcomes or evaluate specific
The recovery definition clearly
interventions not directly targeting
goes beyond clinical recovery
personal recovery (i.e. have only
(symptom reduction, relapse
symptom-focused outcomes)
prevention) by including, e.g., selfdefined goals, social or vocational
functioning, empowerment,
wellbeing, and quality of life
Full text screening
At least two out of the following
7.1) Only focuses on clinical or
must hold:
functional recovery (e.g. symptoms
7.A) Research question/aims refer remission, relapse prevention, resuming
to personal or subjective recovery employment etc.) OR
experiences
7.2) reported qualitative data only
7.B) Personal recovery definition
focuses on experience of specific
is provided
intervention OR
7.C) Stated relevance to personal
7.3) only refers to related concepts such
recovery elsewhere in the article
as quality of life, or wellbeing but does
not refer to any definition or literature
of personal recovery
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Figure 1 PRISMA diagram for study identification

Figure 2 Proposed conceptual framework for personal recovery in bipolar disorder: POETIC; deductive CHIME domains (dark
blue) with retained second-level (light blue) and promoted (yellow) subdomains; inductive new domain and themes in green
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