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Abstract
Despite the increasing use of telehealth platforms to deliver cognitive behavioural group therapy programs,
few studies have been conducted that explore the experience of using telehealth platforms for those living
with bipolar disorder. The present study aimed to explore the impact of the telehealth platform on the
delivery of a recovery-orientated well-being plan group program for participants living with bipolar
disorder. A total of 19 participants completed the qualitative interviews (3 male, 16 female). Using content
analysis, data were deductively coded in line with pre-existing codes and matrix categories with unexpected
data that discussed the telehealth experience being coded using an inductive content analysis framework.
Two themes were identified: (1) Social inclusion, which included the subthemes of (a) connection to others
via telehealth and (b) feeling safe using telehealth; and (2) Barriers and engagement, which included the
subthemes of (a) removing barriers by using telehealth and (b) symptom impacts to engagement using the
telehealth platform. Participants reported increased connection with others using telehealth and feeling
greater safety overall when using the telehealth platform; however, some noted that dominant personalities
could contribute to feeling unsafe within the group at times. Overall, the platform reduced barriers and was
easy to use with this being a convenient way to attend, even if in some instances the platform highlighted
differences between the members.

Key learning aims

(1) Telehealth platforms provide a unique opportunity for connection for those living with bipolar
disorder.

(2) Telehealth platforms may increase feelings of personal safety but may also increase feelings of
difference between group members.

(3) Symptoms may impact on engagement with anxiety and mood symptoms playing a role; however,
telehealth may also decrease barriers to engagement.
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Introduction
Bipolar disorder (BD) is lifelong mental health condition diagnosed on the basis of mania or
hypomania symptoms along with periods of depression (American Psychiatric Association, 2022).
Although pharmacotherapy is the primary treatment option for people living with this condition,
psychological interventions have also been found to be useful in assisting in the management of
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bipolar disorder as an adjunctive treatment, with many effective programs being conducted in a
group therapy setting (Miklowitz et al., 2021).

Telehealth programs and telehealth-delivered therapy became a standard way to deliver mental
health services during the COVID-19 pandemic (Shakeri et al., 2022) and these platforms
continue to be used post-pandemic by many pracitioners. Telehealth/video conferencing group
therapy and individual therapy programs have been shown to be as effective as face-to-face
therapy in several studies (Gentry et al., 2019; Poletti et al., 2020; Scott et al., 2022) showing
support for the use of these platforms for mental health service delivery beyond COVID-19. As
such, growing interest in researching telehealth-delivered interventions has been seen as a result of
the pandemic in a wide range of mental health areas such as caregiver psychoeducation in
schizophrenia (Mueser et al., 2022), anxiety in multiple sclerosis (Kever et al., 2022), clergy-
delivered group therapy CBT treatments for depression (Weaver et al., 2022) and OCD treatment
for rural veterans (Fletcher et al., 2022).

Despite both face-to-face and telehealth interventions being efficacious, there are many
perceived differences that have been noted between these forms of delivery in some studies by
participants. When assessing neurology telemedicine visits, those who attended telemedicine cited
that convenience was a positive aspect of attendance, whilst those who attended in-person visits
reported they perceived increased quality of care during in-person sessions (Olszewski et al.,
2022). For psychotherapy delivered by mental health nurses with a range of mental health
conditions, participants reported that they found telehealth less personal than face-to-face
therapy, but also more convenient, with the reduced need to travel being a positive aspect to
telehealth (Moeller et al., 2022). Young people attending an early psychosis program also noted
improved convenience, but that technological issues were problematic in some instances. Others
reported that they were better able to express themselves using telehealth and that it improved
their sense of autonomy in treatment (Randall et al., 2022).

Qualitative studies in other health areas have also noted similar themes such as improved
access to care, security and privacy, personalisation of care and patient empowerment as being
areas that were impacted both positively and negatively using telehealth (Donovan et al., 2021).
For example, in sleep medicine patients reported improvements in areas such as improved
accessibility, and that they could avoid anxiety-provoking situations, such as attending the clinic,
using the telehealth platform. However, increases in areas of concern, such as lower levels of
privacy using telehealth were reported by some participants, and that additional needs requiring
physical demonstrations, such as mask fittings, could not be met using the telehealth platform
(Donovan et al., 2021).

For mental health conditions, qualitative research has supported these findings and themes. In
a study exploring a telehealth-delivered group program for women with perinatal depression,
participants reported that the program normalised depression and decreased a sense of isolation.
Whilst some reported technology as being more convenient, others reported frustrations with
logging in, technology issues and delaying starting the group due to technological issues
(Parameswaran et al., 2022). For veterans with trauma participating in a web-based skills training
program supported by individual coaching via telehealth, participants reported good therapeutic
alliance over this medium, with this being built up over the course of the intervention (Fletcher
et al., 2021). For other populations, such as those receiving OCD treatment, telehealth offered
additional benefits such as being able to access exposure settings outside of the office, although
some in this program reported that they were not as comfortable talking about some issues over
video (Fletcher et al., 2022).

Despite the widespread use of telehealth platforms in a range of mental health settings, few
research studies have been conducted to explore telehealth or video conferencing in the delivery of
psychological group therapy treatment programs for participants with BD specifically. One study
has assessed telehealth delivery of a psychological intervention for young adults and adolescents
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with BD and noted high retention rates (77%) and high scores on measures of client satisfaction
(Sankar et al., 2021), although qualitative outcomes were not reported.

The present study aimed to explore user experiences of the use of a telehealth-delivered well-
being plan group therapy program for people living with bipolar disorder. Using qualitative
interviews, the primary aim of the study was to assess the experience of the group program,
assessing the impact of the use of the telehealth platform (Zoom) and how it impacted on
engagement and participation in the program.

Method
Participants

Participants were part of a larger study that aimed to assess the feasibility and acceptability of
telehealth-delivered recovery-orientated well-being plan group program for bipolar disorder
(ACTRN12623000043639).

Participants were recruited via social media (Facebook, Instagram) with advertisements
targeted to people living in Australia. To take part, participants were required to be over 18 years
of age, with a confirmed diagnosis of bipolar disorder and under the care of a GP or psychiatrist.

A total of 19 participants completed the qualitative interviews (3 male, 16 female) after
completing the treatment. Fourteen participants were diagnosed with BD I disorder and five with
BD II. Nine participants were married, with 10 divorced/separated or never married.

For country of birth, 17 (89.5%) participants reported that they were born in Australia, one
(5%) in Ireland and one (5%) in Czechoslovakia.

Eleven (58%) participants reported having a bachelor’s degree or higher, with six (32%)
reporting a vocational qualification and one (5%) reporting ‘other’. Ten participants reported
having a job, and nine reported not having current employment. Most participants (16; 84%) were
currently taking prescribed medication for bipolar disorder.

Procedure

For the feasibility and acceptability study (ACTRN12623000043639), participants were recruited
online and provided a link to a Qualtrics study information page. This page contained the
participant information sheet, online consent form and eligibility questions which included being
under the care of a GP or psychiatrist, over 18 years of age, and previously diagnosed with bipolar
disorder.

When participants consented to be contacted and to take part in the study, they then were
contacted via email to undertake a telephone interview confirming their diagnosis of bipolar
disorder using the SCID V (Research Version) (First et al., 2015), with current symptom severity
assessed using the MADRS (Montgomery and Asberg, 1979) and YMRS (Young et al., 1978). After
completion of the interview and confirmation of the diagnosis, participants were enrolled into the
study and asked to complete online questionnaires assessing a range of areas such as mood, stigma
and recovery. After this, participants were then randomly assigned to either the treatment
condition or the wait-list control condition, with those in the wait-list control condition being
invited to take part in the intervention and the conclusion of the wait-list (8 weeks). Participants in
both conditions completed the same questionnaires after the 8-week period.

The treatment consisted of an 8-week well-being planning group telehealth delivered via the
Zoom platform after business hours on Monday evenings, with each session lasting for
approximate 1.5 hours. The program was designed for participants to develop their own well-
being plan to enhance recovery, improve symptoms and prevent relapse. The program contained
elements of cognitive behaviour therapy, psychoeducation about bipolar disorder, stigma and
coping. Participants completing the treatment were required to complete a mood chart and
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journal throughout the 8-week period as part of the intervention, and to complete the well-being
plan each week along with some questions about the content that week via Qualtrics. Those who
completed the treatment were then invited to complete a telephone qualitative interview. The
well-being plan program was conducted by a registered psychologists (T.P., I.F.) and Clinical
Psychology Master’s students throughout the trial. The research assistant/student assisted with the
delivery via Zoom, noted attendance and any technical issues with Zoom. See Table 1 for program
description.

Telephone qualitative interview

The qualitative interview was administered by a researcher who was not involved in the study or
treatment delivery (K.K.). Questions asked of participants included: What about the program had
the most impact on you?; What aspects of the program did you find most useful?; What aspects of
the program did you find least useful?; What, if anything, would you change or improve about the
program? Participants were also asked about Zoom and the telehealth platform specifically and
asked: How did you find the experience of using Zoom for the program?

Data analyses

Qualitative telephone interview data were analysed in line with previous studies that have explored
the experience of telehealth interventions employing a content analysis approach (Donovan et al.,
2021). This approach was chosen as it allowed for the targeted analysis of key areas of interest that
were relevant to assess the experiences of a telehealth delivered program and the use of this
platform, rather than group therapy or content experiences more broadly.

The interviews were transcribed verbatim, de-identified, quality checked and analysed (T.P.
and K.K.) (Elo and Kyngäs, 2008) with Microsoft Excel. Using the content analysis method, data
were deductively coded in line with pre-existing codes and matrix categories that had been pre-
identified based on prior research by author K.K. and reviewed by T.P. For this research question
which related to the use of telehealth, the matrix included: (1) Structure of program and delivery
(breakout rooms, online, therapist, telehealth platform); (2) Process (group environment,
community/togetherness, impact on understanding of self). K.K. coded the data into the matrix
codes which was then reviewed by T.P. Unexpected data that discussed the telehealth experience
was coded using an inductive content analysis framework by K.K. This included open coding,
grouping, categorisation and abstraction leading to the final main category (Elo and Kyngäs,
2008). Themes were then derived from both the inductive and deductive coding matrixes, guided
by the principles and steps of thematic analysis (Braun and Clarke, 2006). Consensus discussion
between K.K., I.F. and T.P. was then undertaken to confirm the final themes for inclusion in the
analysis.

Table 1. Description of the content of the well-being plan programme

Session Content description

1. Introduction to the programme, well-being planning and mood charting
2. Symptoms and illness course including depression, hypomania and common co-occurring conditions
3. Common early warning signs and triggers
4. Sleep and routines in bipolar disorder, medications and medication adherence
5. Stigma/internalised stigma, impact of bipolar disorder on identity and acceptance of bipolar disorder
6. Skill building through using coping strategies. Identifying social supports and well-being planning
7. Individual whole plan review and discussion of mood charting over the programme
8. Implementing the plan and barriers to success, planning for setbacks
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Results
Two themes were identified in the analysis: (1) Social inclusion, which included the subthemes of
connection to others and feeling safe; and (2) Barriers and engagement, which included the
subthemes of removing barriers and symptom impacts to engagement (see Table 2).

1. Social inclusion

a. Connection to others via telehealth
Several participants reported that the telehealth platform allowed for connection with others.
Many also reported that the benefits of engaging with a wider community of people living with
bipolar disorder was helpful and valued. Some (n= 3) living in a rural location noted that this was
particularly beneficial as it allowed them to connect with others living with bipolar disorder.

This suggests that the telehealth platform allowed for an experience of connection that
otherwise would not have occurred without the use of this medium.

Participants (n= 3) also reported that specific features of the platform allowed for greater
connection with others. For example, the use of breakout groups within Zoom allowed for
individual time other members who they connected with (see Table 2).

Whilst others (n= 2) reported that this was both good and bad, with increased connection
being valued with people who they had a rapport with, but for those who they didn’t connect with,
this was less desired. For example, one participant noted: ‘I would just be dreading counting down
who I was going to be assigned with’, suggesting that the breakout room platform feature increasing
connection between members was not always seen as helpful.

Some participants (n= 2) noted that the telehealth platform increased a sense of difference to
others, with them noting points of difference between themselves and others. The personal nature
of the platform, where participants were Zooming in from their homes, also brought up mixed
feelings, where participants noted that their location was different to others and highlighted their
own sense of being different.

Here the telehealth platform highlighted the experience of being in a personal space whilst
attending the sessions. This allowed for greater connection with others in some instances, but
resulted in some members comparing themselves with others or noticing differences between
themselves and other members.

b. Safety by using telehealth
Some participants (n= 4) reported experiences regarding feeling safe in the group, with the size of
the group and the other group members enhancing feelings of safety along with other features
unique to the medium, such as not needing to travel home afterwards.

Others reported feelings of safety in the group overall due to participating from home, with
communication with others being enhanced by the telehealth medium, increasing their sense of
control.

However, some also noted feeling unsafe (n= 3) with some members of the group more
directly during the group program, with telehealth highlighting feelings of being different from
some members at times. Here some participants noted that dominant members may contribute to
members feeling unsafe in the group process. In some instances, this was due to not allowing equal
time for participation for other members of the group. This experience was reported by
participants as being enhanced by the telehealth platform which allowed these participants to be
highlighted when speaking, cutting off other members and their contributions, and discouraging
them from speaking in some instances during the group program.
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Table 2. Quotes from participants by theme

Theme Subtheme Example quotes

1. Social inclusion a. Connection to others via
telehealth

‘I live in a place where there’s, it’s a rural town, which
I don’t have any actual connections with other people
with mental illness. So having a connection with people
was massive for me.’

‘Everybody got an opportunity to talk and discuss
things : : : so it was good to like good to I guess meet
people more : : : one on one and more personally.’

‘I think a lot of a lot of us in the group have been
displaced, or moved about or, you know, or gone
through some horrendous things or, or life experiences
that haven’t, hadn’t been great : : : everybody that was
in the group was in a house. I was the only one
working from my office : : : other people that have the
disorder are doing quite well, and not living on the
streets.’

‘And we obviously all live all over Australia, we’re not all
in the same place : : : So doing the Zoom, which was
my first ever, I’ve never used actually Zoom before. And
so, I found it so easy. And but it was just so nice, being
able to sort of see you know, each other, and not just,
you know, talking or whatever, but to actually see each
other and discuss, like in real time. That’s what I loved,
I loved that.’

b. Safety using telehealth ‘Probably, it made the stakes feel a bit lower for me. So it
was a lot less stressful in terms of being able to do it in
my own space. And also knowing that if I got triggered,
it wasn’t like, I then had to travel home or anything.
I like this small group.’

‘I kind of feel like it’s safer because I’m still home alone
on my couch and I can pull the plug whenever I like.
And I almost felt like I can be a little bit more honest
and say more what I think than if I’m face to face.’

‘I recall one session where a participant was in quite an
aggressive mind frame and, combined with her strong
personality/on-screen presence, I felt quite unsafe.’

‘I don’t think Zoom works as well with large numbers of
people, especially on something like this where it’s very
intimate what you’re discussing : : : doing the breakout
groups was a good idea for the large numbers, because
yeah, I think what tends to happen is you got one or
two people who will tend to dominate, and you’ll have
another subset of people who will be very reticent to
speak freely, and by bringing them into breakout
groups it sort of encourages those who are less likely to
speak up, or those who are less likely to be fully frank,
to do so.’

2. Barriers and
engagement

a. Removing barriers by using
telehealth

‘There were a few weeks where I was like, “ugh I don’t
want to do this” but once I logged in and said hello
and got chatting I was glad I did : : : that happened on
more than one occasion.’

‘I think that was very helpful because you didn’t have to
travel : : : convenient place, like you know I was doing
it work or at home, it was already very convenient.’

‘ : : : part of everyday life now you know like Zoom is is
fine.’

b. Symptom impacts to
engagement using the
telehealth platform

‘Part of my illness is high anxiety. So it took me, I sort of,
I kind of get that frozen in the headlights thing. And
I don’t particularly like looking at myself but after
about the third, by the third week, I was okay with
that. So in a way, in a way it’s sort of stretched me.
Like I was out of my comfort zone but then I stretch to,

(Continued)
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2. Barriers and engagement

a. Removing barriers by using telehealth
Participants (n= 9) reported that the telehealth platform removed barriers to engagement and
participation. This included removing physical barriers to group attendance, such as travel to and
from the location, and having to obtain childcare if attendance at a group was conducted face
to face.

Using telehealth meant that for some (n= 6), they were able to attend the sessions more easily
by allowing them to address other barriers to attendance such as low mood or motivation. Here
the ease of use of the platform allowed participants to ‘log on’ even though they may have had low
motivation that day and allowed them to address this barrier more easily, increasing the potential
for participation in the group on a weekly basis. Ease of use was further referred to by many other
participants in the interviews, with many referring to their confidence in using these platforms at
work and at home and feeling comfortable engaging in the use of these platforms.

However, although the ease of use and convenience was reported as being positive by most,
some noted they ‘Like(d) having a day out in person doing it’, which was now missed by using the
telehealth platform. The face-to-face component allowed for travel, which was valued by some
members of the group and was now removed when using the telehealth platform.

b. Symptom impacts to engagement using the telehealth platform
Impacts to engagement within the group included mood and other symptoms which were
reported by some (n= 4) as impacting on engagement in the group process. Some noted that
telehealth increased the impact of mood or anxiety on participation in the breakout groups when
assigned with other members they did not have a connection with. However, others reported that
the use of telehealth decreased the impact of anxiety on engagement with others.

Levels of comfort were improved throughout the program for some, whilst others further noted
that the experienced pushed them in a positive way and assisted in the management of anxiety so
they could engage with the program more deeply. The breakout room feature telehealth and using
this feature was reported by some to assist further in allowing greater levels of engagement despite
experiencing anxiety initially, but also anxiety-provoking for other members in some instances.
Thus, how symptoms impacted was largely individual, depending on how the person experienced
telehealth and also how they engaged with the other group members.

Table 2. (Continued )

Theme Subtheme Example quotes

so then after that I feel quite comfortable : : : I think
we while, our video our face was encouraged, I think
there were a couple of people who turned off the
pictures or the video and just listened to you know, so
I think there was sort of the option of that but with the
preference, you know, for being able to see each other
but I think generally you know, have living in a regional
area, you know, Zoom is terrific.’

‘I was just experiencing quite high levels of discomfort,
and I just needed to get out. So at all times, the illness
is going to colour your ability to engage, and it’s going
to shape the way you engage.’

‘Cause there was a lot of social anxiety about that too
like I would just be dreading counting down who I was
going to be assigned with.’
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Discussion
The present study explored user experiences of the use of a telehealth-delivered well-being plan
group therapy program for people living with bipolar disorder. Two themes were identified in the
analysis: (1) Social inclusion, which included the subthemes of connection to others and feeling
safe; and (2) Barriers and engagement, which included the subthemes of removing barriers and
symptom impacts to engagement.

The primary aim of the study was to assess user-reported experience of the use of the telehealth
platform. In the first theme it was found that participants reported increased sense of connection
to others, and that they felt that they were able to participate and connect with those around the
country. This was seen as beneficial by participants, and it allowed for some to take part who
would otherwise have been unable to attend, particularly those in rural areas. This supports other
findings from previous research that have also indicated improved access to services due to
engagement with telehealth platforms (Donovan et al., 2021). This could also be particularly
beneficial for those living with bipolar disorder who may have limited opportunity for engagement
with others diagnosed with this condition, particularly in rural settings.

Some participants reported some unique experiences when using this medium and engaging in
telehealth from home. One participant who was homeless throughout the study noted that this
was a source of difference between themselves and other members, who were participating in the
group from their homes. Equity issues have been considered as problematic for some members of
the community in previous research, where they may not have access to devices or technology
(Jonnagaddala et al., 2021) and in addition, participants may experience unique challenges when
using telehealth in various environments. Although this may improve access, it may also highlight
individual inequities. This needs to be considered when conducting programs via telehealth and in
future research programs.

Novel findings of this study include participant reports of feelings of safety within the group
process and how this was impacted by the telehealth delivery. Some reported that dominant
personalities were problematic within telehealth group setting, where it was easier for these
members to talk more frequently than others. This may be associated with bipolar-specific
symptoms, such as increased speech during hypomania, although mood state was not assessed
during the group session in this study. Changing the telehealth settings may assist in addressing
this, where a gallery view may be preferred to ensure that there is equal engagement among
members when having larger group conversations.

However, participants further reported enhanced feelings of safety using telehealth specifically,
by being able to log off and leave the group when they wanted, not having to travel from the group
to home after participating in the group and also being able to withdraw from the platform if this
was wanted or needed for any reason throughout the group. This is consistent with other research
in young adults, where participants noted a preference for this form of delivery, where it increased
feelings of autonomy (Randall et al., 2022). These unique additional features of the telehealth
platform may make this a viable and preferred form of group delivery for some members who
perceive increased safety online through this platform.

The telehealth platform in this study was also found to decrease barriers to engagement, with
the convenience of the platform also being found be important for participants. This is consistent
with other studies where participants reported this convenience as a key area where barriers to
attendance can be removed (Donovan et al., 2021). Most participants in this study reported that
they found using the platform easy and did not report any significant technological issues. This is
contrary to previous research which has noted that technological issues were problematic for some
participants (Parameswaran et al., 2022), yet consistent with other research which supports ease of
use of these platforms (Donovan et al., 2021).

This study also noted other impacts to engagement where some participants found engaging in the
platform less anxiety-provoking than expected. This is consistent with research in non-psychiatric
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samples (Donovan et al., 2021), where participants also reported that attendance via telehealth was less
anxiety provoking than attending face-to-face sessions. However, other mixed reports were noted here,
where some participants noted increased anxiety when using the breakout room feature and being
placed with other members, whilst others reported decreased anxiety through this same feature. More
research is needed to determine what aspects of the telehealth platform may increase anxiety and
explore if increased symptoms due to the use of these platforms may be mitigated in some way,
particularly for those living with bipolar disorder.

Future recommendations for delivery for the program via telehealth could include running
smaller groups with fewer members than what would usually be required in face-to-face settings,
where groups of 8–12 are the norm. Participants in this study reported greater safety when the
group size was smaller (less than 6). Feedback regarding the use of breakout rooms was mixed, and
as such, the use of these would not be recommended in future research.

There were several limitations noted in this study. Firstly, this was a research study where
recruitment was conducted online, and participants were asked to take part in a telehealth-
delivered program. This favoured participants who preferred this form of delivery and felt
comfortable using this form of technology. More research is needed to assess the experiences of
those who are not as comfortable with these platforms to explore how this impacts their capacity
to engage in group programs via this medium.

A further limitation was the low rate of male participants who took part in this study. Although
recruitment was targeted to male and female participants equally via social media channels, fewer
male participants took part in the study. More research is needed to explore if telehealth-delivered
programs are a viable and acceptable form of delivery for male participants and to further assess
barriers to engagement for this group of participants.

In conclusion, participants reported increased connection with others, but also noted points
where they felt different to others participating in a group therapy program delivered via
telehealth. They further reported feeling enhanced personal safety online when using the
telehealth in some instances; however the telehealth platform highlighted differences between
members at times, contributing to feeling unsafe in the group for some during the group process.
Overall, participants reported that the platform reduced barriers and was easy to use, with this
being a convenient way to attend a bipolar-specific program.

Key practice points

(1) Telehealth is a viable and acceptable way to deliver group programs for people living with bipolar disorder.
(2) Smaller group sizes should be considered to improve engagement and feelings of safety.
(3) Strategies should be considered to assist in allowing participants to engage in a manner which enhances safety,

which may include turning off the camera and utilising the chat feature.
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