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Abstract

Background: With psycho-education programs, patients diagnos#él bipolar disorder can increase the
functionality and quality of their lives.

Objective: To determine the effectiveness of the four-sessidividual psycho-education program designed to
improve functionality and quality of life.

Method: This research was conducted as a randomized,ofledtr experimental study. Eighty-two patients
diagnosed with bipolar disorder participated andevassigned to intervention and control groups.

Results: Socio-demographic and the main clinical featureh sas mean number of total episodes(2.139; P

= 0.036) were equal across the intervention and contrmligs. Comparing patients’ functionality level sra
statistically significant differenceT(= 2.311; P = 0.02% was found between groups in thenfotional
functionality” subscale 6 months after psycho-educatiosr €.311; P = 0.02% Another significant difference
was determined in thepérticipation in social activities’subscale after 6 months € 2.011; P = 0.048 and
again at the 12th monthT (= 2.674; P = 0.009 Another significant difference was found in thiaking
initiative” subscale before psycho-educatidn=2.093; P = 0.040.

Examining quality of life, a statistically signiiat difference was found only in therfvironmental quality of
life” subscale before psycho-educatidn=3.762; P =0.000.

Conclusions: Four-session individual psycho-education incredkesrate of participation in social activities;
however, individual psycho-education seems to hedfeative for improving other functioning and ovitra
quality of life.

Key Words: Bipolar disorder, euthymic, functioning, quality ld€, individual psycho-education, nursing.

Background 2005). QOL in psychiatric patients generally
tgffers to the level of functionality perceived by

In tandem with high rates of relapse and hOSpIJ)atients (Jasovic-Gasis al., 2010),

admission, bipolar disorder (BD) is frequentl
associated with decreased quality of life (QOL)t is well established that 40 to 60 per cent of
and impaired work and social functioning (Ballpatients with BD experience functional
et al., 2003; Bellivieret al., 2011). QOL is a impairment not only during acute mood episodes
broad concept, but essentially it refers to abut also during euthymic periods (Martiabal,
individual's well-being across a spectrum 02004). In fact, it is estimated that only one-third
areas of life, such as occupational, emotionabf patients achieve full social and occupational
social and physical functioning (Michal&k al.,
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recovery and return to their premorbid functionadlelivered across 7 to 12 sessions (Patal.
levels (Fagioliniet al.,2005). 1999). However, Cakir and colleagues (2009)

0 , e
Increased recognition of the various difficultiesfound that only 54% .Of patients participated fL.J”y
a psycho-education program of 6 sessions

caused by BD has triggered an important chan réakir et al 2009). Moreover, studies have

in treatment paradigms, which have started rqeported a 25% dropout rate for one course of 21

focus not only on symptomatic but also o . : 0
functional recovery by means of integrativesess'onS (Colom & Vieta, 2006) and a 26.6%

approaches, including the use of several testf
and efficacious psychological intervention X .
sessions and carrying out group psycho-

(Michalaket al.,2005; Colom, 2012). . .
education may thus be causally related to high

In these psychological interventions psychadropout rates. In order to minimize dropout rates,

education is a relatively straightforward, costthe psycho-education program used here was

effective technique (Scogt al., 2009) with a therefore designed to be delivered to individuals

broad range of potential beneficiaries (R@to alone and in four sessions only (Gunetsal.,

al., 2005). With structured psycho-educatior2015).

programs, patients can increase the functionali}

and quality of their lives (Worley, 1997; Van

pout rate for a different course of 21 sessions
olom et al. 20M). Having a large number of

¥ Turkey, too, there has recently been a growing
Gent, 2000). Psycho-education can be applied Fﬂ}erest in psycho-educatlonal interventions.
professionals from different occupationa owever, it s clear that programs are not

sufficiently incorporated into routine practice at

backgrounds working in the field of mental o . - o
health and psychiatry, either as group psych sychiatric outpatient clinics, and that psychaatri

education (Colom & Vieta, 2006) or individualn;’;ﬁiegomngctplag fhi;'ﬁfgcéi?;eg)lsehézI(jhr?;\(/ae
psycho-education (Perst al.,1999). P ' » PSY

a pre-eminent role in the process of providing
Better clinical outcomes and greater sociadystematic support to patients (Gumus, 2006).
functionality have been found to result fro
individual psycho-education (Pergt al., 1999).
In Perry and colleagues’ (1999) study on th&he present study aims to examine the
assessment of social function, improvement wafectiveness of individual psycho-education on
detected in eight areas of social activitthe functionality and QOL of individuals with
(household management, employmenBD. The specific hypothesis tested by the study
management of money, child care, intimatevas that patients participating in the psycho-
relationships with spouse or partner, noneducation program would have increased levels
intimate relationships with other adults, sociabf functionality and QOL, compared to patients
presentation to other people and coping witbomprising the control group.

emergencies, e?speuall_y in employment). .Perrl\\flaterials and Methods

and colleagues’ study is the only one published

which examined the relationship of individualStudy Design

psycho-education to functionality and QOI‘This study was conducted using pretest—posttest
before the current study (Peryal., 1999). control group design. A randomized controlled
Today there is a developing interest in psychdrial was performed for the research and repeated
educational interventions worldwide. However, itheasures were taken.

is not clear which are the most effective type
interventions and what the number of session
should be (Kurdakt al. 2014). Group psycho- The study was conducted between June 2011 and
education is practiced in a varying number ofpril 2013 with the participation of outpatients
sessions, ranging from 6 (Cakir al.2009) to 21 in the Mental Health Outpatient Clinic of a Mood
(Colomet al. 2005, Colomet al. 2010), whereas Disorders Unit at Istanbul University, Istanbul
individual ~ psycho-education is  generallyFaculty of Medicine Hospital.

mAims and obijectives of the study

Sarticipants

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences January— April 2017 Volume 18due 1| Page 492

Figure 1. Consort Diagram of Study Participants

Number of Patients Regzistered in
the Unit (n=423)
[ Not meeting inclusion criteria
(n=223)
-Not bemng euthymic for at least 3
months (n=33)
S - Not aged 18-65 (n=63)
-Had previous psychoeducation
(n=84)
- -Had any previous therapy (n=21) Number of Patients Fulfilling Power Analysis
w - o
= Sample Criteria (=200) In order to prove the .05 alpha (“type I”
-E' error probability) and 0.20 beta (“type II”
= error probability) acceptance and the
= significance of the following two rates,
I D Declined te participate (a=11) P1=0.70 and p2=0.33, each c:mpa.nson
Responsible for takin, § group should have at lea;t 3 f subjects.
— SponsNe O gcame o As a consequence, considering losses
someone (n=3) * Randomized (n=93) i wi neeq I : 8 : g, -
-Has a physical health problem and  withdrawals, 5° panents were
(@=3) mcluded m the study (mterventiaon
| Unwill s (0=3) group: 41, control group: 41)
Systematic samphing (n=82)
[ Intervention Group ( — Control Group
Recerved individual psychoeducation (n=41) Did not receive any mtervention (n=41)
Pre-tests applied Pre-tests apphed
A 4
Withdrew from intervention (n=4) i ] )
Reaszon: I can 't concentrate (n=1), Withdrew from intervention (n=0)
It reminds me of what I have been through (n=2),
Iam a doctor (n=1)
4 Y
Follow-up at 6 months (n=37) FO“OW—UP Follow-up at 6 months (n=41)
Tests applied Tests applied

The inclusion criteria for the research were asstructions (not having visual and/or hearing
follows: being diagnosed with Bipolar | Disorderimpairments, perceptual disorders or cognitive
(BD 1) or Bipolar Il Disorder (BD IlI) based on distortions), not receiving psycho-education,
DSM-IV criteria, undergoing standard medicahaving been in an euthymic state (Young Mania
treatment (taking antidepressants, neuroleptics Bating Scale [YMRS] score <6, Hamilton Rating
mood stabilizers), being clinically monitored,Scale for Depression [HRSD-17] score <8) for at
having the mental capacity to follow theleast three months and being aged from 18 to 65.
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The exclusion criteria were as follows: having diagnosis of prodromes and relapse, and
psychiatric disorder excluding BD, havingcommunication and problem-solving skills. The
communication problems, receiving in-patientontent of the sessions was as follow: 1. Psycho-
care and being in an episode (depressive, mangducation program input and introduction to the
hypomanic or mixed) at that time. disorder; 2. Giving information about prodromes,
preventing relapse and developing emergency
plans; 3. Giving information about drug
The sample size was calculated through poweffectiveness and potential adverse effects; 4.
analysis at 95% confidence interval with 5%Giving information about communication and
margin of error, and determined to be 37 patienfgoblem-solving skills and closing the sessions
in the intervention group (IG) and 37 patients ifiGumuset al, 2015; Gumust al, 2016).

the control group (CG). Counting the individual
excluded, the study consisted of 82 patients w
were allocated equally into two groups. Of the IG\fter selecting a random sample of the study
group, four patients ceased participating in thpopulation, the patients were telephoned and
psycho-education sessions. However, the Cg&sked to take part in the study. Of the patierits, 1
group continued in the study with fullrefused to participate in the research, for the
participation. Therefore, the study was conductddllowing reasons: responsible for taking care
with 78 patients in total (Sdegure J). of someone” (n=5), “has a physical health
probleni (n=3), “unwillingness (n=3). The
participants were provided with information
For Pretest about the purpose and the content of the study,

Data was collected from the intervention grouﬁhe'fr conzer];r:/vas tc;]bta;!n(id and' the ?;ﬁ'teStS v;/]ere
during the first session just before startinger ormed. fhen, the Tirst session of the psycho-

Sample size

g1plementation of Psycho-education

Data collection

psycho-education and from the control grou ducation was administered to patients in the 1G.

during the initial interview by the corresponding he patients in the C.G were not included in any
author. of the psycho-education sessidrgyure 1).
For Posttest (months 6 and 12) Intervention Group:The patients_in this group
took part in the psycho-education program as
The patients in the intervention and control grougell as in the standard clinical follow-up. The
were invited to an interview and the data wagrogram was administered once a week and
collected by the authors who were not blinded. completed within four weeks. Each session lasted
60 minutes. The psycho-education was provided
using visual materials including ready-prepared
The program was prepared by modifying severglides. These slides were presented at the
group psycho-education programs alreadyeginning and end of the sessions. The structure
existing for BD (Colom & Vieta, 2006; of each psycho-education session was as follows:
Miklowitz & Goldstein, 1997). It was conducted]. Review and evaluation of the previous session;
through face-to-face interviews with the patientg. Discussion of the main topic of the current
by the first author. To enable the program to bgession; 3. Answering the patients’ questions; 4.
delivered properly, and allow the therapist an@sking the patients to summarize or review the
psychiatrist to detect any potential problems witBubject matter; 5. Giving homework to the
the design of the program, a preliminary studgatients for the next session; 6. Scheduling the

was conducted on four patients. The programext session; 7. Closing the session (Gumius
utilized pedagogical methods, such agl, 2015).

homework, problem-solving practices, the

question-and-answer technique and the rol&ontrol Group

playing technique. The patients in this group were only

administered with the standard clinical follow-up

by the physicians and they were not provided
This structured psycho-education programiith psycho-education. No participants in this

consisted of four sessions. All sessions weggoup dropped out of the research. The patients

intended to obtain more information about thgvere asked to come back for follow-up 6 and 12
disorder, compliance to treatment, earlynonths after the study.

Interventions

The Content of the Psycho-education Sessions
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Measurements patients. The Cronbach’s alpha value of the scale
was found to be 0.91 and it was reported that the
Cronbach’s alpha reliability coefficient of the
The data was collected using a semi-structuregibscales ranged from 0.50 to 0.88 (Aydeetir
form developed by the researchers. This forml., 2007). In this study the Cronbach’s alpha
comprised clinical data about the socioreliability coefficient was detected as 0.86 foe th
demographic characteristics of the patients arstale and as 0.42 - 0.83 for the subscales.
their BD. It also included patient histories o :
medical records, outpatient clinic files an V\;);'IgggilthOErg)amzatlon QOL-Brief Scale
additional data on the patients and their families.
The researcher prepared it by making use dhe WHOQOL-BREF is an abbreviated 26-item
information in the literature (Coloet al.,2003a; and four dimensions (physical, psychological,
Colomet al.,2003b; Colonet al.,2009; Cakir et social and environmental) version of the
al., 2009). WHOQOL-100, containing items that were
. . . . xtracted from the WHOQOL-100 field trial data
The patient information form consisted of ZQ?WHOQOL Group 1998). It is based on a Likert-

guestions including ifAtroductory information ) el
about individual characteristics such as age, type sc'ale' anq is scored from 1 to 5, with higher
scores indicating a better QOL.

sex, marital status, number of children;
educational status, job/profession, employmerfthe Turkish version has the highly satisfactory
status, income status of the patient, who thesychometric qualities of internal consistency,
patient lives with and which number of child theeliability, and construct validity. WHOQOL
patient had been in her/his family. The form alsBREF is self-administered scale and measures
included ‘information regarding the disordér the subjective experience of the patients.
such as disorder type, age of onset of th@ronbach’'s alpha reliability coefficient was
disorder, diagnosis period, health insurancegported to be 0.83 in the Turkish validity and
individuals in the family who have other mentalteliability study (Eseet al., 1999). In this study
disorders, the status of other diseases/disordéne Cronbach’s alpha reliability coefficient was
accompanying the bipolar disorder, first episodéetected as 0.90.

type, first psychotic episode, total numb(_ar .Oﬁandomization

episodes, total number of psychiatric

hospitalizations, chronological sequence, timi order to ensure homogeneity between the 1G
elapsed since last hospitalization, number @¢ind CG in terms of characteristics,
suicide attempts, social support status ar@ndomization methods were used in the study.
chronic treatment reception status, for how maryystematic sampling is an often used and cost-
years chronic treatment had been received, aatfective sampling strategy. For this reason, it

Patient Information Form

response to chronic treatment. was used for randomization.
Bipolar Disorder Functioning Questionnaire  First, the number of patients who met the criteria
(BDFQ) for participation in the research were saved in a

omputer and the population (N=200) was
ivided by the sample size (n=82). The sampling
hterval (K) was calculated (K=N/n) as K=2.44

Buyukozturk et. al.,, 2010). Then, it was

etermined which patient file will be the first to

tart and to which group the first document will

e delivered. The sampling distribution was
ereby equalized.

The scale was developed by Aydemir an§
colleagues (2007) and was designed to meas\y
the subjective experience of patients with BD i
terms of their functionality. The items are rate
on a 3-point Likert-type scale. High scores in thg
BDFQ indicate higher functionality. The scal

consists of the subscales of emotion%
functioning, mental  functioning, sexual

functioning,  feelings  of  stigmatization, Ethical considerations

Introversion, domestic reI":lt'or]Sh'pS’The approval of the Research Ethics Committee

relationships with friends, participation in socia|, .o given by the Scientific Research Project
activities, daily activities and hobbies, takin thics Committee, Istanbul Medical Faculty

initiative  and using one's pqtgntial, aNYstanbul University (02.06.2011/1039), and
employment. BDFQ is a self-administered scalg ..o consent was obtained from the
and measures the subjective experience of t grticipating patients
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Statistical analysis Socio-demographic Characteristics

The study sample was calculated in the S-PLUS the IG patients, 89.2% had BD I, and their
Statistical Package Program with the help ahean age was 38.70+11.68. Of the CG patients,
power analysis. The analyses of the data we8.8% had BD I, and their mean age was
carried out with SPSS (Statistical Package fat0.05+12.17. Socio-demographic and clinical
Social Sciences) 21.0 package software. variables of the groups was not significantly

different, excluding the median number of total

Descriptive statisticssuch as mean scores, . - A
standard deviations, percentages, the chi-squaer%'SOdeS-( =2.139; P =0.03p(Table 2).

test (in the case that < 5, Fisher's precise chi- Functionality Rates
square test, and in the case that 5, Pearson's

chi-square test) and the independent-samples omparing the functionality level scores of
9 ) €p Samp'e tients, a statistically significant differenceswa
test were used in evaluating the S|m|Iar|t|e§

between the demographic and clinical features Ftermined between the groups in the subscale of
grap . motional functioning at 6 months after the
the IG and CG. The paired t-test an ho-ed ionT( = 2.311° P = 0.02
independent-samples t-test and Mann Whitney ycho-education T( = T = 0.02%
. ) . ” between the groups in the subscale of
test were used in comparing findings regardin

) ; . : . garticipation in social activites at 6 months
the groups level of functlon_allty and life qua“tyfollowing the psycho-education (F 2.011; P =
following the psycho-education. Y

0.48) at the 12 months following the
Results psychoeducatior(T = 2.674; P = 0.009)

Table 1: Sessions of the psychoeducation program

1. Introduction to the psyschoeducation programiafatmation abouteasons and symptoms of bipc
disorder the disease

2. Prodromal symptoms and emergency plan developfoethe prevention of the relapse of the disease
3. Evaluation of the effects and adverse effectirofis

4. Communication and problem solving skills

A statistically significant difference was alsodetermined between the experimental group and
found between the groups in the subscale dfe control group before psycho-education in the
taking initiative and using one’s potential beforéinitiative taking subscale. No statistically
the psycho-educationT(= 2.093; P = 0.04) significant difference was found between the
which was not found afterwards (P < 0.05gxperimental group and the control group in
(Table 3). When the scores of the functionalitpther subscales and sum of scales.
levels of the patients in the experimental grou . .

) uality of Life Rates
and in the control group were compared befor
psycho-education, 6 months after psychdsomparing the QOL scores of patients, a
education and 12 months after psycho-educatiostatistically ~ significant  difference  was
it was determined that there was a statisticallgetermined between the groups only in the lower
significant difference { = 2.311; P = 0.02% dimension of &nvironmental QOL(T = 3.762;
between the experimental group and the contrBl= 0.000Q, which was not found afterwardB &
group 6 months after psycho-education in th@.05 (Table 4. When the quality of life scores
“emotional functionality subscale. Statistically of the patients were compared before and after
significant difference was found between th@sycho-education according to experimental and
experimental group and the control group €ontrol groups, it was found out that there was a
months after psycho-education £ 2.011; P = statistically significant difference (t=3,762;
0.048, and 12 months after psycho-educatién (p=0,000) between the groups in the
= 2.674; P = 0.009 in the “attendance to social “environmental quality of life sub-dimension.
activities' subscale. Statistically significant Similar to the comparisons done in other sub-
difference T = 2.093; P = 0.04) was dimensions and in the body of scale, statistically
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significant difference was not

determinedexperimental and the control groups before and

between the quality of life scores of theafter psycho-education (p<0,05).

Table 2: Sociodemographic and clinical characteristics t#rivention and control groups

Intervention group r@o| group Statistical
analyses
(n=37) (n=41) Pt X))
Gender n (%)
Female 15 (40.5) 23 (56.1) X°=1.884
Male 22 (59.5) 18 (43.9) p=0.170
MaritalStatus, n (%)
Single/divorced/widoved 25 (67.6) 19 (46.3) X* = 3.564
Married 12 (32.4) 22 (53.7) p =0.059
Education level, n (%)
12 years and below 17 (45.9) 27 (65.9) X*=3.135
13 years and above 20 (54.1) 14 (34.1) p =0.077
Diagnosis, n (%) Fisher's Exact
Bipolar | disorder 33(89.2) 36 (87.8) x> =0.37
Bipolar Il disorder 4 (10.8) 5(12.2) p =0.848
Type first episodes n (%)
Mania 22(59.5) 17 (41.5) Fisher's Exact
Depression 11 (29.7) 13 (31.7) X’= 3.879
Mixed 4 (10.8)** 11 (26.8) p=0.144
Psychotic symptoms n (%)
Have 21 (56.8) 31 (75.6) X=3.111
Have not 16 (43.2) 10 (24.4) p=0.078
Type first episodes n (%)
Psychotic 19 (51.4) 21(51.2) X°= 0.001
Non-psychotic 18 (48.6) 20 (48.8) p=0.991
t=0.497
Mean age (SD) 38.70 (11.68) 40.05 (12.17) p = 0.620
Age of onset for bipolar disorder, t=1.037
years (SD) 23.00 (7.16) 25.07 (10.08) p =0.303
Mean duration of illness, t=0.382
years (SD) 15.76 (10.19) 14.95 (8.44) p =0.704
t=2.139
Mean number of total episodes (SD) 8.03 (8.43) 2 52097) p = 0.036*
Mean number of total hospitalization t=0.853
(SD) 2.11 (1.78) 2.51 (2.34) p =0.396

*p<0.05, **Chi-square)(z): n>5 Pearson's Chi-squared test, n<5 Fisher'stDxast.
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Table 3: Comparison of functionality in the intervention and control groups before and after

psychoeducation

Intevention group (n = 37) Control group (n = 41) Statistical analyses

MeasD) Mean(SD) t, p, V)
Emotional Functioning
Before psychoeducaticry.16 (1.44) 7.66 (1.30))t=1.600 p=0.114
6.Month; 6.87 (1.57) 7.63(1.37) t=2.311 p=0.024*
12.Month: 7.32 (1.40) 7.59(1.36) t=0.836 p=0.406
Mental Functioning
Before psychoedtion: 9.35 (2.02) 10.05 (2.04)t=1.517 p=0.133
6.Monthi 9.22 (2.14) 10.07 (2.34)t=1.679 p=0.097
12.Month: 10.03 (1.99) 10.05 (1.33)t=0.440 p=0.965
Sexual Functioning
Before psychoeation: 8.60 (2.37) 8.17 (2.56)t=0.756 p =0.452
6.Month: 8.27 (2.34) 8.71(2.74)t=0.753 p=0.454
12.Month: 9.14 (2.49) 8.71(2.74)t=0.719 p=0.474
Feelings of stigmatization
Before psychoeducaticr8.81 (2.43) 8.81(2.50)t=0.011 p=0.992
6.Month; 8.70 (2.64) 8.54(2.29)t=0.297 p=0.767
12.Month; 9.16 (2.49) 8.54(2.29)t=1.156 p=0.251
Introversion
Before psychoedation: 6.38 (1.71) 6.46 (1.73)t=0.218 p=0.828
6.Month! 5.95 (1.29) 6.12 (1.66)t=0.519 p=0.606
12.Month 6.38 (1.57) 6.15(1.68)t=0.628 p=0.532
Domestic Relationships
Before psychoeducaticri4.00 (2.83) 13.54 (3.45)t=0.644 p=0.521
6.Month; 13.30 (2.93) 13.02 (3.53)t=0.369 p=0.713
12.Month: 13.89 (2.86) 12.95(3.47)t=0.395 p=0.198
Relationships with Friends
Before psychoeducalidn; 11 (».eg) 11.24 (2.72)t=0.222 p=0.825
6.Month 10.70 (2.57) 10.54 (2.82)t=0.271 p=0.787
12.Month; 10.92 (2.53) 10.56 (2.83)t=0.586 p =0.559
Participation in Social Activites
Before psychoeducaticri2.97 (3.80) 12.10(3.90;t=1.003 p=0.319
6.Month; 13.14 (3.85) 11.61 (2.81)t=2.011 p =0.048*
12.Month 14.22 (5.41) 11.63 (2.85)t=2.674 p =0.009*
Daily Activities and hobbies
Before psychoeducaticri2.84 (3.11) 13.22 (3.62)t=0.497 p=0.620
6.Month! 12.87 (3.31) 13.15(3.59it=0.359 p=0.721
12.Month: 12.87 (3.30) 13.24 (3.58)t=0.484 p=0.630
Taking Initiative and using one’s potential
Before psychoeducaticré.14 (1.95) 5.24 (1.81)t=2.093 p=0.040*
6.Month; 5.81 (1.53) 5.12(1.66)t=1.901 p=0.061
12.Month; 5.49 (1.45) 5.24 (1.69}t=0.679 p=0.499
Work Status*** (n< 30)
Before psychoedation: 9.83 (2.44) 9.82 (2.68) U =374.5** p=0.775
6.Month! 9.60 (2.27) 9.77 (1.98) U = 445.5** p = 0.946
12.Month 9.58 (2.35) 9.84 (1.99) U = 391.5** p =0.851

Total Scale
Before psychoeation
6.Month

12.Month

105.05 (15.29)
102.60 (16.55)
106.14 (15.74)

102.95 (18.60
101.66 (17.74
102.10 (18.14

t=0.541
t=2.400
t=1.045

p =0.590
p=0.811
p =0.300

*p<0.05, ** Mann-Whitney U test 1= 30,

***Only working patients were assessed. Since dekated to the Work Status did not display nornistrihution in the
research, nonparametric tests (Mann-Whitney U teste used in the comparison of the groups.
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Table 4: Comparison of Quality of Life in the intervention and control groups before and after

psychoeducation
Intervemtigorup (n = 37) Control group (n = 41) Statistical analyses
Mear{SD) MeafsD) (t, p)
Physical health
Before psychoeducatior26.30 (4.24) 25.73 (4.74)t=0.553 p=0.582
6.Month 24.73 (4.62) 25.15(4.283t=0.413 p=0.681
12.Month 25.30 (3.99) 25.10 (4.25)t=0.214 p=0.831
Psychological
Before psychoeducatior21.49 (3.86) 20.83(3.14)t=0.829 p=0.410
6.Month 20.65 (3.43) 20.51 (2.76;t=0.194 p=0.846
12.Month 20.85 (2.99) 20.32 (2.57;t=0.869 p =0.388
Social relationships
Before psychoeducatior®.76 (2.40) 9.17 (2.42)t=1.073 p=0.287
6.Month 9.00 (2.40) 9.24 (2.29)t=0.459 p=0.648
12.Month 9.08 (2.18) 8.98 (2.34)t=0.205 p=0.838
Environment
Before psychoeducatior81.43 (4.00) 27.88 (4.31)t=3.762 p =0.000*
6.Month 28.49 (4.03) 27.12 (357)t=1585 p=0.117
12.Month 28.68 (3.81) 27.07 (3.95)t=1.819 p=0.073
Total Scale
Before psychoeducatior88.97 (11.70) 83.61 (12.63)t=1.939 p=0.056
6.Month 82.87 (12.49) 82.02 (10.68)t=3.200 p =0.750
12.Month 83.92 (11.20) 81.46 (10.75)t=0.988 p =0.326
*p<0.05
Discussion individual psycho-education given to 69 patients

in 7 to 12 sessions, with an average of 9 sessions

and monitoring after 18 months, there was a

As far as the BD patients that were included ibetter clinical outcome and better social

the IG and CG in the study were affected bjunctionality (Perryet al.,1999).

dependent variables such as “gender, marit%l
{

Interpretation of Patients' Characteristics

status, educational background, age, diagnos ?)tl'JI Licfontrgsg\i,r ?ragﬁnftﬁe\il\r”tirl]lnzgs:sd d br(iar?n
type of first episodes, first episodes with 9 unng

. euthymic periods, yet it is now widely known
psychotic symptom or not, have any pSyChOtéﬁ'lat even in euthymic periods, there is residual

symptom, age of onset for BD, mean duration nter-episodic functional impairment (Laet al.,

illness, mean number of total episodes”, the o SR
were observed to be similar and homogeneous%g%' Reinarest al., 2010; Wingoet al., 2010).
more advanced stage of disease has been

terms of socio-demographic and clinical featuregorrelated with a higher number of Drevious
(P >0.05 (Perryet al., 1999; D'Souzaet al., 9 b

. . ood episodes among patients (Colemal.,
2010). The groups had a difference only in ternﬁ .
of the mean number of total episodes, which w 010). These patients do not generally have a

L ood response to psychological treatments (Scott
among clinical featuresX(< 0.09 (See Table 2). gt al. 2806). ThéO gersistgnt neurotoxicity( of

Functionality Rates repeated episodes may contribute to sustained
pairment in multiple fields of psycho-social

unctioning (Rosat al.,2012). Our IG had many

ore episodes that may affect the results for “no

There is only one published study examining thi
relationship of individual psycho-education to
functionality. This study stated that foIIowingm

www.internationaljournalofcaringsciences.org
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significant improvement”. Another point is thatanalysis and the minimum values were exceeded,
psycho-education may, however, not affegherforming these studies in multiple centers with

functioning in the short term (Torrerdt al, a larger sample number would contribute further

2013). A longer duration for this study may haveo the literature.

improved the effectiveness of ps.ycho-educanonThe second limitation is that our psycho-

Quality of Life Rates educational program is shorter than the other

The present study found that four-session'gd'v'dual and  group  psycho-education

individual psycho-education did not increasfrf)ognrgmass- z?uedi;essur']tasvﬁ]a“qgte bSar%Oemﬁﬁrrﬁge?ngf-
QOL, in fact, there was even a decrease in t %essions as our ps cr?o-educational rogram
general QOL. As a result of our study, it was pSy prog

determined that the I1G had significantly higheFannOt be found. We believe that comparing

scores in the lower dimension of “environmentaﬁ’rQUp and mdwujual psycho-education IS not
alid. However, different results were obtained

QOL" before psycho-education but that thesé . . . .
scores then decreased, and the statistica@aetsd t;) Ehfofggﬁgggilr']tys?ggi;ze (?c:jr?éll?étgzhffor
significant difference between the groups was %ﬁj pSy

e

olar disorder with 8 to 21 sessions were
g?gv;’ggz clgiedéfsgsggguriﬁgﬂ/i%cﬂgelaggsejcﬁz_ amined. While in some studies scores for the

ducation program for the intervention group an&unctionality and th? quality of life increased in
followed them up at 18 months in terms of lif some subscales orin all of the scale (Batie,

ualitv. At the end of the follow-up. the e2006; Lobbaret al., 2010; Kurdalet al., 2014),
q Y P, Yin some scales they did not increase in some

observed a statistically significant increase & th - . .
ubscales or in the entire scale, supporting our

intervention group in terms of all dimensions of._ . L _
the QOL scale compared to the control grou ?dlznogls4§Pellegr|neII|et al.,2013; De Cardoset

(Javadpouet al.,2013). As the only other study
examining the relationship of individual psycho-The third limitation is that it can be seen in the
education on QOL, this study differs from ouliterature that in some studies of psycho-
study in terms of its results. However, it wagducation the data was not collected
reported that quality of life was improved insystematically and that the measurement tools
some studies conducted with group psychased in the studies were different (Mizietial,
education (Dogan & Sabanciogullari, 20032015). The scale with which we evaluated
Bauer et al, 2006). However, we think functionality was developed in Turkey and has
comparing the results of group and individuahot been used in other studies in the literature,
psycho-education may cause errors. except for the study related to functionality
Another notable point in our study is thacamed out by (;am_ and Guhadar (Cam &
emotional functionri)ng, taking initiati\ye, usinthu_hadar, 2011). In th'.s study the reason for not
one’s potential and environmental QOL hav sing thg scales u;ed n the other studies was that
e validity and reliability studies for the scales

th :
decreased by the"6month following psycho- e?a]d not been carried out in Turkey in the period

education. Psycho-education appears to be us .
for providing greater insight into the disorderdLLIJrIng which the study was planned. WHOQOL-

(Pellegrinelli et al., 2013). In some cases BREF is a general scale which is non-specific for

however, the increased insight of some patien? polar disorder, aithough it was not used in the

may not only cause them to think that there Q her studies. It is thought that results could be

something wrong with their lives but also makgffected by not using standard scales. Therefore,

them more aware that they are receiving medic':&l's _sugggsted that using _standard scales in the
treatment for an illness that can lead tS udies is important to obtain clearer results.

psychological breakdown (Hamilton & Roper, The fourth limitation was that it was difficult to
2006). equalize the variables as bipolar disorder is
affected by multiple variables. Nevertheless, it
can be said that in this study the other variables
The first limitation is that the study was carriedvhich are thought to affect the results were
out in a single centre and consisted of a smalimilar except for the variable “episode number
number of patients. It is thought that although thand environmental QOL” (Table 2Lolom and
sample number was calculated by a poweyplleagues (2010) reported in their studies that as

Limitations

www.internationaljournalofcaringsciences.org
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the patients’ number of episodes increased, thé&guer, M. S., McBride, L., Williford, W. O., Glick,
positive responses to psycho-education decreasedH., Kinosian, B., Altshuler, L., & Sajatovic, M.
(Colom et al, 2010). This study was planned (2006). Cooperative Studies Program 430 Study
during the period in which the studies of Colom Team: CoIIapo_rauve care for blpo!ar disorder, I
and colleagues (2010) were not yet published in gpiﬁtia?r?c Cslg]rl\(/:i?:leg ué(;c();r;g,ggr_mgtzr%n, and costs.
order to obtain the necessary permissions agg, y ’ ' '

: livier, F., Yon, L., Luquiens, A., Azorin, J. M.
their study results could not be used (Colem Bertsch, J., Gerard, S., & Lukasiewicz, M. (2011),

al., 2010). The differences that are initially syicidal attempts in bipolar disorder: results from
present in the variables are an important an observational study (EMBLEM). Bipolar
consideration which should be taken into Disorders, 13(4): 377-386.

account. It is suggested that these variabl@iyukozturk, S., Cakmak, E.K., Akgun, O.Eef
should be kept as similar as possible between the al.(2010). Scientific Research Methods. 5th ed.
groups in the studies for the functionality and the Printing, Ankara: Pegem Academy, 20-32. (in

uality of life. Turkish)
q y Cakir, S., Bensusan, R., Akca, Z.K., & Yazici, O.

This study gave the advantage of individual (2009). Does a psychoeducational approach reach
psycho-education to patients who were unwilling targeted patients with bipolar disorder?. J
to discuss their personal problems in group Affective Disorders, 119:190-193.
psycho-education (Gumuset al., 2015). Cuhadar, D., & Cam, O. (2011%tigmatization and

Moreover, the patients enrolled in the study :ﬁte"izedJStigmf‘“z?ti(’; i”h_Ptef)pleNWith M;”;a_l
group are still being monitored. In the upcoming 1;;_35‘?03 ournal - of Psychiatric Nursing, 2(3):

period a revision of the program is planned, _i&olom, F. & Vieta, E. (2006). Clinical diagnostinch
results of this

required, according to the therapeutic aspects of bipolar disorder.
monitoring. Psychoeducation Manual for Bipolar Disorder.
Conclusion Cambridge: Cambridge University Press.

Colom, F. (2012). Social cognition and its potdntia

Four-session individual psycho-education

role in bipolar disorder roughening: an editorial
comment to Samame’, C., Matino, D.J.,

increases the rate of participation in social
activities. However, individual psycho-education
seems to be ineffective for improving other : _
functioning and overall quality of life. We analytic approach. Acta Psychiatr Scand, 125:
believe that the individual psycho-education% 264-265. : .

X . . . Colom, F., Reinares, M., Pacchiarotti, |., Popofic,
program used In this Study_was e_ffect|ve N Mazzarini, L., MartinezAran, A., & Bonnin, C.M.
informing the patients about bipolar disorder and (2010). Has number of previous episodes any
Iits treatment although it did not increase the effect on response to group psychoeducation in
functionality and life quality to the desired level bipolar patients? A fear followup post hoc
There is a need for studies with a large sample, analysis. Acta Neuropsychiatrica, 22(2): 50-53.
carried out with a systematic data collectioffolom, F., Vieta, E., Sanchez-Moreno, J., Palomino-
methods and standardized scales, in order to Otiniano, R., Reinares, M., Goikolea, J. M., &
further research the effect of psycho-education Martinez-Aran, A. (2009). Group psychoeducation

Strejilevich, S. Social cognition in euthymic
bipolar disorder: systematic review and meta-

on functionality and the quality of life.
References

Aydemir, O., Eren, |., Savas, H., Oguzhanoglu, N.K.
Kocal, N., Ozguven, H.D, Akkaya, C., Basterzi
A.D., Karlidag, R., Yenilmez, C., Ozerdem, A.,
Kora, K., Tamam, L., Gulserery., Oral, T., &
Vahip, S. (2007). Development of a questionnaire
to assess inter-episode functioning in bipolar
disorder: Bipolar Disorder
Questionnaire. Turkish Journal of Psychiatry, 1
(4): 344-352. (in Turkish)

Ball, J., Mitchell, P., Malhi, G., Skillecorn, A&
Smith, M. (2003), Schemafocused cognitiv
therapy for bipolar disorder: reducing vulneralilit
to relapse through attitudinal change. Aust N Z J
Psychiatry, 37: 41-48.

www.internationaljournalofcaringsciences.org

Functioning 2?0

for stabilised bipolar disorders: 5-year outcome of
a randomised clinical trial. The British Journal of
Psychiatry: 194(3): 260-265.

de Azevedo Cardoso, T., de Azambuja Farias, C.,

Mondin, T. C., Da Silva, G. D. G., de Mattos
Souza, L. D., da Silva, R. A,, & Jansen, K. (2014).
Brief psychoeducation for bipolar disorder: impact
on quality of life in young adults in a 6-month

follow-up of a randomized controlled

trial. Psychiatry research, 220(3): 896-902.

gan, S., & Sabanciogullari, S. (2003). The effect
of patient education in lithium therapy on quality
of life and compliance. Archives of Psychiatric
Nursing, 17(6):270-275.

®'souza, R., Piskulic, D., & Sundram, S. (2010). A

brief dyadic
program improves

group based psychoeducation
relapse rates in recently



International Journal of Caring Sciences

January— April 2017 Volume 168due 1| Page 501

Gumus,

remitted bipolar disorder: A pilot randomised
controlled trial. J Affect Disord, 12Q1-3), 272-
276.

Eser, Y.S., Fidaner, H., Fidaner, C., Elbi, H., &

& Goker, E. (1999). Psychometric properties of
tite WHOQOL-100 and WHOOOLBREF. Journal

trial. The British Journal of Psychiatry, 196(1%-5
63.

Michalak, E.E., Yatham, L.N. & Lam, R.W. (2005).

Quality of life in bipolar disorder: a review ofeh
literature. Health and Quality of Life Outcomes, 3:
72.

of Psychiatry Psychology Psychopharmacology, Kiiklowitz, D. & Goldstein, M.J. (1997). Bipolar

(Supp. 2): 5-13. (in Turkish)

Fagiolini, A., Kupfer, D.J., Masalehdan, A., Scott,

Disorder: A Family-Focused Treatment Approach.
New York: Guilford.

J.A., Houck, P.R, & Frank, E. (2005). FunctionaMiziou, S., Tsitsipa, E., Moysidou, S., Karavel¥s,

impairment in the remission phase of bipolar
disorder. Bipolar Disorder, 7: 281-285.

Martino, D. J., Strejilevich, S. A., Scapola, Mgoh,

A., Marengo, E., Ais, E. D., & Perinot, L. (2008).

Dimelis, D., Polyzoidou, V., & Fountoulakis, K.N.
(2015). Psychosocial treatment and interventions
for bipolar disorder: a systematic review. Annals
of general psychiatry, 14(1): 19.

Heterogeneity in cognitive functioning amongPellegrinelli, K.B., Costa, L.O., Silval, K.I., RosM.,

patients with bipolar disorder. Journal of affeetiv
disorders, 109(1): 149-156.

Gumus A.B. (2006). Difficulties that patients and

their families had in schizophrenia,

Bandeira, M., & Moreno, R.A. (2012).

Psycoeducation efficacy and symptomatic and
functional recovery in severe bipolar disorder.
Acta Psychiatr Scand, 127: 153-158.

psychoeducation and nursing. Journal of Researéterry, A., Tarrier, N., Morriss, R., McCarthy, &,

and Development in Nursing, 8: 23-25 (in
Turkish).

F., Buzlu, S., & Cakir, S. (2015).
Effectiveness of Individual Psychoeducation on

Limb, K. (1999). Randomised controlled trial of
efficacy of teaching patients with bipolar disorder
to identify early symptoms of relapse and obtain
treatment. BMJ, 318: 149-53.

Recurrence in Bipolar Disorder; A ControlledReinares, M., Colom, F., Rosa, A. R., Bonnin, C, M.

Study. Archives of psychiatric nursing, 29(3):
174-179.

Gumus, F., Buzlu, S., & Cakir, S. (2016). A Sample

Individual Psychoeducation Model for Bipolar
Disorder. Journal of Psychiatric Nursirgf3),
142-147.

Hamilton, B. & Roper, C. (2006). Troubling ‘insight

power and possibilities in mental health care. J
Psychiatr Ment Health Nurs, 13: 416-422.

Jasovt-Gasic, M., Lackovic, M., Duni-Kosti¢, B.,

Pantovic, M. M., Cvetic, T., Damjanovic, A., &

Franco, C., Solé, B., & Vieta, E. (2010). The
impact of staging bipolar disorder on treatment
outcome of family psychoeducation. Journal of
affective disorders, 123(1): 81-86.

Rosa, A.R., Gonza'lez-Ortega, |., Gonza'lez-Pinto,

A, et al. (2012). Rosa, A. R., Gonz&®rtega, .,
GonzalezPinto, A., Echeburua, E., Comes, M.,
MartinezAran, A., & Vieta, E. (2012). Ongear
psychosocial functioning in patients in the early
vs. late stage of bipolar disorder. Acta Psyclaatri
Scandinavica, 125(4): 335-341.

Jovanovic, A. A. (2010). Critical review of studiesRoso, M.C., Moreno, R.A. & Costa, E.M. (2005).

on quality of life in psychiatric patients publigshe
in Serbian medical journals from 2000 to
2009. Psychiatria Danubina, 22(4): 488-494.

Azizi, A. (2013). The impact of a simple
individual psycho-education program on quality of
life, rate of relapse and medication adherence in
bipolar disorder patients. Asian Journal of
Psychiatry, 6: 208-213.

Kurdal, E., Tanriverdi, D. & Savas, H.A. (2014).€Th
effect of the psychoeducation on the functionalityscott,

level of the patients with bipolar disorder. Wester
Journal of Nursing Research, 28: 1-17.

Lam, D.H., Hayward, P., Wright, E.R., & Sham, P.

(2005). Relapse prevention in patients with bipolar

Psycho-educational intervention in  mood
disorders: an experience of Affective Disorders
Study Group. Rev Bras Psiquiatr, 27: 165.

Javadpour, A., Hedayati, A., Dehbozorgi, G.R., &Scott, J., Colom, F., Valenti, A. B. N. C. M., Shae-

Moreno, J. M. G. J., & Vieta, M. A. A. E. (2009).

Long-term mental health resource utilization and
cost of care following group psychoeducation or
unstructured group support for bipolar disorders: a

cost-benefit analysis. The Journal of clinical
psychiatry, 70(3): 378-386.
J., Paykel, E., Morriss, R., Bentall, R.,

Kinderman, P., Johnson, T., & Hayhurst, H.
(2006). Cognitive—behavioural therapy for severe
and recurrent bipolar disorders. The British
Journal of Psychiatry, 188(4): 313-320.

disorder: Cognitive therapy outcome after twoTorrent, C., del Mar Bonnin, C., Martinez-Aran, A.,

years. Am J Psychiatry, 162: 324-329.

Lobban, F., Taylor, L., Chandler, C., Tyler, E,

Kinderman, P., Kolamunnage-Dona, R., &
Morriss, R.K. (2010). Enhanced relapse
prevention for bipolar disorder by community
mental health teams: cluster feasibility randomised

www.internationaljournalofcaringsciences.org

Valle, J., Amann, B. L., Gonzdalez-Pinto, A., &

Arango, C. (2013). Efficacy of functional

remediation in bipolar disorder: a multicenter
randomized controlled study. American Journal of
Psychiatry, 1:8.



International Journal of Caring Sciences January— April 2017 Volume 18due 1| Page 502

Van Gent E.M. (2000). Follow-up study of 3 yearsWVingo, A.P., Baldessarini, R.J., Holtzheimer, P&.,
group therapy with lithium treatment. Lencephale, Harvey, P.D. (2010). Factors associated with
26: 76-79. functional recovery in bipolar disorder patient.

WHOQOL Group. (1998). Development of the World  Bipolar Disord, 12: 319-326.

Health Organization WHOQOL-BREF quality of Worley, N.K. (1997). Psychosocial Rehabilitation.
life assessment. Psychol Med, 28: 551-558. Mental Health Nursing in the Community. U.S.:
Mosby.

www.internationaljournalofcaringsciences.org



