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ABSTRACT
Background: Internationally, mental health policy has highlighted the exchange of peer support between people with lived 
experience as a key component of recovery- oriented care. There is some evidence to support the benefits of peer support in mixed- 
diagnosis groups, major depressive disorder, and schizophrenia. However, no reviews have specifically described the types and 
impacts of peer support interventions for bipolar disorder (BD).
Methods and Analysis: A scoping review was conducted to explore the type, outcomes, and experience of peer support inter-
ventions in BD. Databases searched were MEDLINE, EMBASE, and PsycINFO, using terms related to peer support and BD. 
Extracted data included study design, participant demographics, intervention characteristics, and qualitative or quantitative data 
on outcomes and experiences.
Results: Thirty studies met eligibility criteria and were included in the review. A diverse array of interventions incorporating 
peer support were evaluated, including unstructured face- to- face group programs, peer- facilitated psychoeducation, and web- 
based psychoeducation with accompanying peer support. Quantitative studies largely assessed clinical outcomes, with some 
attention to functioning and quality of life. Qualitative data included observations of interaction patterns and subjective experi-
ences of programs.
Discussion: Given this heterogeneous literature, the effects of peer support in BD cannot be firmly concluded. However, qual-
itative research and rates of engagement with peer support programs are suggestive of subjective appeal. Priorities for future 
research include comparative studies to parse out the effects of different types of peer support, routine reporting of the charac-
teristics of peer support programs, assessment of recovery- oriented outcomes, and partnership with community organizations 
to optimize trial designs.

1   |   Background

Individuals who live with bipolar disorder (BD) can be sup-
ported to live well with a combination of pharmacological and 
psychosocial intervention [1–3]. However, access to care for 

BD is suboptimal: approximately 50% of individuals in treat-
ment receive psychosocial services [4], and treatment often 
does not address patient- valued goals such as quality of life 
(QoL) and wellbeing [5, 6]. Peer support (where individuals 
with shared lived experience of a mental health condition 
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provide each other with informational, emotional, and social 
support) may help address limitations in treatment access for 
people with BD, and more specifically, recovery and QoL- 
focused care. However, applications of peer support for BD 
have not yet been systematically described, which may limit 
awareness of the potential of this form of care to complement 
and diversify BD treatment.

Dedicated peer support roles and programs have been em-
bedded in healthcare settings as a result of the adoption of 
recovery- oriented frameworks in mental health policy [7–9]. 
It is important to highlight that grassroots organizations fa-
cilitating mutual support between individuals with lived ex-
perience of mental health difficulties existed long before such 
approaches were adopted by the mental health system, and 
the influence, knowledge, and expertise developed within 
the consumer movement are fundamental to the widespread 
recognition and adoption of peer support we see today [10]. 
To contextualize this review, we note that peer support can 
involve varying levels of formality, mutuality, and struc-
ture [11]. Informal peer support involves the voluntary com-
ing together and mutual exchange of support and tends to be 
unstructured (i.e., activities and topics of discussion are not 
prescribed). Formal peer support is provided by peers within 
the context of a traditional mental health service and may in-
corporate structured activities or psychoeducation. Support 
in this context tends to be more unidirectional: peers share 
their experiences for the benefit of the individual(s) attending 
mental health services. However, formal peer support may at 
times be bidirectional and unstructured, such as one- to- one 
meetings between an employed peer worker and service user. 
To support readability, the umbrella term “peer support” will 
be used to describe this broad spectrum of activities, the term 
“peer” will describe individuals with lived experience who are 
involved in the receipt or provision of support, and the term 
“peer worker” will describe those who are involved in the pro-
vision of unidirectional support (paid or unpaid).

Despite the longstanding history of peer support for men-
tal health difficulties, efforts to evaluate such programs in 
a research context are relatively recent. Existing reviews of 
peer support for mental health challenges have described 
small positive effects on recovery- oriented outcomes, such 
as stigma, hope, QoL, subjective recovery, self- efficacy, and 
empowerment [12–15]. More inconsistent effects on clinical 
outcomes have been reported. One meta- analysis found peer 
support to be non- inferior to group cognitive behavior ther-
apy for depressive symptom reduction [16], and another found 
equivalent symptom outcomes and slightly lower use of crisis/
emergency services for peer workers relative to mental health 
professionals [17]. Other meta- analyses found no significant 
effects of peer support on clinical outcomes such as hospital-
ization or symptom reduction [12–15]. However, the hetero-
geneity of study designs (both in terms of the methods used 
to assess peer support, and the design of peer support inter-
ventions) presents a challenge for meta- analyses in this area, 
and reliance on observational designs and use of small sample 
sizes limits our ability to generalize findings [18].

Peer support is also lauded for its ability to improve access and 
affordability of mental health care. Although the evidence base 

is limited and heterogeneous, there is evidence to suggest that 
peer support may be cost effective by reducing demands on the 
healthcare system, such as costly hospitalizations [19]. Staffing 
costs associated with peer support may also be lower: training 
individuals to provide peer support may be accomplished with 
brief interventions [20], and peer support workers may be vol-
untary, or if salaried, generally paid less than traditional health-
care providers [21, 22]. Peer support is thereby positioned to 
increase the availability of the healthcare workforce and may 
extend reach into areas that are underserved by traditional ser-
vices, such as rural and remote areas or low-  and middle- income 
countries [23]. It may also support access to healthcare for in-
dividuals for whom cost is a prohibitive barrier to engagement 
[24]. However, we note that while staffing and training costs 
undoubtedly contribute to the perception of peer support as a 
scalable and cost- effective intervention, models of compensation 
and training require ongoing discussion [25], as low salary and 
opportunities for professional advancement are barriers to peer 
support worker job satisfaction, personal well- being, and per-
ceived support and recognition [21, 22]. Beyond addressing so-
cioeconomic barriers (i.e., cost, distance, availability of services) 
to care, peer support is also likely to address known psycholog-
ical barriers to help- seeking, such as stigma, trust in the health-
care system, and agreement with the medical model of mental 
health difficulties [26, 27].

Taken together, there is evidence to support some effects of peer 
support for recovery outcomes and potentially clinical outcomes. 
In addition, there is theoretical justification for peer support to 
bolster the availability, reach, and affordability  of healthcare 
services. Peer support interventions may therefore be helpful in 
addressing issues of access and unaddressed QoL- related needs 
for people with BD. However, findings from previous reviews 
of peer support cannot be generalized to BD specifically, due to 
the fact that these have largely focused on diagnostically het-
erogenous groups [28, 29] or dyads [15]. Although reviews of 
diagnosis- specific peer support interventions exist, they have 
focused on unipolar depression [16], schizophrenia [30], or 
substance- use disorders [31, 32]. To date, no review has specif-
ically considered peer support in BD. This is a limitation, given 
that 21%–33% of individuals with BD have turned to online or 
in- person peer support when information- seeking [33, 34]. 
Furthermore, individuals with lived experience have called for 
peer support to be incorporated in future interventions for BD 
[35, 36].

The aim of this scoping review was to describe what peer sup-
port interventions have been evaluated for people with BD and 
their impacts on recovery- oriented or clinical outcomes. A sec-
ondary aim, depending on the availability of relevant literature, 
was to describe the subjective experience of peer support inter-
ventions in BD.

2   |   Methods

2.1   |   Study Design

This scoping review was conducted according to the method-
ological framework by Levac and colleagues [37] based on the 
foundational work of Arksey and O'Malley [38]. Six steps are 
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outlined: (1) identifying the research question, (2) identifying 
relevant studies, (3) selecting studies, (4) charting the data, (5) 
collating, summarizing, and reporting the results, and (6) con-
sulting with relevant stakeholders. The scoping review protocol 
was developed according to the Preferred Reporting Items for 
Systematic Reviews and Meta- Analyses methodology Extension 
for Scoping Reviews (PRISMA- ScR [39]; see Data S1) and a proto-
col is listed as a public project on Open Science Framework [40].

2.2   |   Step 1: Identifying the Research Question

Three exploratory research questions are addressed by this review:

1. “What peer support programs and interventions have been 
developed and evaluated for people with BD?”

2. “What are their impacts to clinical or psychosocial 
outcomes?”

3. “How do people with BD experience peer support 
interventions?”

2.3   |   Step 2: Identifying Relevant Studies

2.3.1   |   Search Strategy

A search strategy was developed in consultation with a medi-
cal librarian and informed by previous reviews on related top-
ics. Databases searched were MEDLINE (via Ovid), EMBASE 
(via Ovid), and PsycINFO (via EBSCOhost). Search terms were 
identified from relevant papers and a workplace survey of peer 
supporters [21], centred around two concepts: peer support (e.g., 
self- help group, mutual support) and bipolar disorder (e.g., bi-
polar depression, manic depression). The search strategy was 
iteratively developed in MEDLINE and then translated to 
other databases (see Data  S2 for a detailed search strategy for 
each database). We manually reviewed the reference lists of ar-
ticles meeting inclusion criteria to identify additional relevant 
references.

2.4   |   Step 3: Selecting Studies

2.4.1   |   Eligibility Criteria

Inclusion criteria were: (a) original peer- reviewed articles 
published in English, (b) included only participants with BD- 
spectrum diagnoses (BD- I, BD- II, BD- NOS, or cyclothymic 
disorder), and (c) reported quantitative or qualitative data de-
scribing the outcomes or experiences of peer support. We ex-
cluded articles that did not report original data (i.e., literature 
reviews, study protocols, commentaries) and conference pre-
sentations/abstracts. No restrictions were placed on the geo-
graphic location or dates of studies. Both comparative (e.g., 
randomized controlled trials, prospective cohort studies) and 
non- comparative (e.g., survey, qualitative interviews and focus 
groups) were included.

Following other condition- specific reviews of peer support 
[16, 41], we sought to be as inclusive as possible regarding what 

constitutes peer support interventions. We considered studies as 
incorporating peer support if they described themselves as such 
(or any of the synonyms used in the search strategy), and if they 
met the minimally restrictive, broadly defined criteria of placing 
individuals with BD in regular contact with another individual 
with BD and facilitating the peer- to- peer exchange of advice and 
support. We did not place limitations on whether these inter-
ventions were structured/unstructured, mutual/unidirectional, 
or informal/formal. Professional involvement in peer support 
was permitted (e.g., facilitation or co- facilitation of peer groups, 
moderation of discussion boards). To err on the side of inclusiv-
ity, and because we did not plan to conduct statistical compari-
sons where it would be important to isolate the specific effects 
of peer support, we accepted studies where peer support was a 
component of a larger intervention (e.g., a self- help program with 
accompanying peer support). Accepted delivery formats were 
similarly broad, whether group or individual programs, and in- 
person or remote delivery (i.e., web or smartphone- based).

2.4.2   |   Study Selection

All identified articles were uploaded to the Covidence Systematic 
review software for deletion of duplicates and article screening. 
Screening occurred over two phases: (1) initial title and abstract 
screening, and (2) full text review. Two reviewers (JB, EW, and 
SS) screened article titles and abstracts to exclude irrelevant or 
ineligible papers based on the described eligibility and ineligi-
bility criteria. Subsequently, full text screening of the remaining 
articles was carried out independently by two reviewers; con-
flicts were reviewed and resolved by an independent third re-
viewer (EM).

2.5   |   Step 4: Charting the Data

Data extraction was conducted independently by two review-
ers (SS and EW) using a standardized data extraction form (see 
Data S3). Discrepancies were reviewed and resolved by the first 
author (EM). The following characteristics were extracted from 
each study: citation (authors, title), country in which the study 
was conducted, study aim, study design, format and description 
of peer support, participants (population characteristics, inclu-
sion and exclusion criteria), outcomes measured, and main qual-
itative and quantitative findings regarding the experience and 
impacts of peer support. Risk of bias and quality assessment of 
included studies is not a necessary step of scoping reviews [39].

2.6   |   Step 5: Collating, Summarizing, 
and Reporting the Results

The purpose of this scoping review is to map and synthesize 
existing evidence about the type, impacts, and experiences of 
peer support interventions in BD. The results of the review 
are presented using two strategies: first, the amount, type, 
and distribution of included studies are summarized numer-
ically; second, a narrative summary is used to synthesize the 
extracted data. Key findings regarding peer support in BD, 
including intervention design and effectiveness, are collated 
and summarized.
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2.7   |   Step 6: Consulting With Relevant 
Stakeholders

Rather than consulting with stakeholders as a distinct sixth 
step, lived experience feedback was sought and integrated 
at various stages of the scoping review using a community- 
based participatory research framework (CBPR). CBPR is a 
collaborative approach to knowledge generation and trans-
lation: academic researchers/clinicians and those with lived 
experience work in partnership to identify research prior-
ities, conduct research, and disseminate findings [42]. The 
Collaborative RESearch Team to study psychosocial issues in 
Bipolar Disorder (CREST.BD) research network developed a 
CBPR model for BD, informed by over a decade of research 
and integrated knowledge translation [43]. The present re-
search questions were selected due to their potential to address 
CREST.BD research priorities of psychosocial interventions, 
stigma, and quality of life, which were established through 
earlier community consultation [43, 44]. Our study team in-
cludes knowledge users/peer researchers to support the rel-
evance of the study to individuals with BD and to facilitate 
the dissemination of study results. The scoping review proto-
col was reviewed by CREST.BD peer researchers and knowl-
edge users. After data extraction, the CREST.BD Community 
Advisory Group (comprised largely of individuals living with 
BD, as well as healthcare providers) was consulted regarding 
findings and recommendations.

3   |   Results

3.1   |   General Overview

Database searches were conducted June 13, 2023. The study 
selection process is described using a PRISMA flow diagram 
(Figure 1). After the removal of duplicates (n = 255), 786 records 
were identified through database searching, and a further 44 
were identified as a result of citation searching. Taken together, 
a total of 830 records were subject to title and abstract screening, 
and 766 records were excluded. The full text of 64 studies was 
assessed for eligibility. Thirty studies met eligibility criteria and 
were included in the review. A summary of the data extracted 
from included studies (country, study design, details of peer 
support, outcomes assessed, and key findings) is presented in 
Data S4.

Included studies were published between 1993 and 2021; 
over two- thirds of included studies (n = 21) were published 
after 2010. All included studies were conducted in high or 
upper middle- income countries according to World Bank 
Classifications [45], with the majority in European Union 
member countries (n = 9; of which 78% were conducted in 
Spain), the UK (n = 9), Australia (n = 4), North America (n = 2), 
and China (n = 2). Two web- based studies recruited interna-
tionally; two specified a language used (Spanish, German) but 
not a location.

In terms of study design, twenty- two studies presented quan-
titative data, either from a randomized control trial (n = 18), 
uncontrolled evaluation study (n = 2), or survey (n = 2). Length 
of follow- up in intervention studies ranged from immediately 

post- intervention to five years. Thirteen studies presented qual-
itative data, drawn from either participant interviews (n = 8) or 
analyses of forum/email text (n = 5). Five studies used a mixed- 
methods approach and are counted in the summary of both 
qualitative and quantitative data.

3.2   |   Intervention Characteristics

A variety of formats of peer support were described: the most 
prevalent was unstructured, face- to- face, group peer support 
(30%, n = 9). However, all but one of these studies utilized peer 
support groups as the control condition for the evaluation of a 
psychoeducation program. The next most prevalent delivery 
format of peer support was an accompaniment to a web- based 
psychoeducation program; this could be in the form of a peer- 
to- peer discussion forum (20%, n = 6), one- to- one peer coaching 
via web messaging/email (10%, n = 3), or both (3%, n = 1). Other 
studies analyzed face- to- face group psychoeducation programs 
with a peer facilitator, either alone (3%, n = 1) or co- facilitated 
with healthcare providers (10%, n = 3). Few studies reported on 
community- based programs: only four studies (13%) described 
established peer- led, web- based discussion forums . Three stud-
ies (10%) allowed for multiple kinds of peer support, including 
any form of online peer support groups, forums, or chats [33], 
various formal one- to- one and group peer support programs 
[46], and a variety of web- based and face- to- face knowledge 
translation strategies incorporating peer support [47]. It should 
be noted that the prevalence of different types of peer support 
is influenced by the fact that a number of papers described 
analyses or sub- analyses of the same program, specifically, 
the Psychoeducation, Anxiety, Relapse, Advance Directive 
Evaluation, and Suicidality (PARADES) program (n = 2), the 
Barcelona Bipolar Disorders Program (n = 7), the MoodSwings 
intervention (n = 2), the Bipolar Education Program (n = 3), and 
the Beating Bipolar intervention (n = 3).

3.3   |   Intervention Outcomes and Experiences

3.3.1   |   Outcomes of Peer Support

3.3.1.1   |   Clinical Outcomes. The majority of studies 
reported on clinical outcomes, such as symptoms (50%, n = 15; 
including time to, number and duration of relapses, clinician 
or self- rated mood symptoms), care utilization (23%, n = 7; 
including hospitalization and resource use), cost- effectiveness 
(6.7%, n = 2), and medication adherence (23.3%, n = 7). Anal-
yses of clinical outcomes generally favored face- to- face group 
psychoeducation over unstructured peer support in terms 
of symptom reduction and relapses [48–51], with the exception 
of the PARADES trial, which found no differences between a 
peer co- facilitated psychoeducation group and unstructured 
peer support in terms of time to relapse or mood symptoms [52]. 
Program participants in a peer- led psychoeducation program 
reported improved symptoms compared to controls [53], how-
ever, it should be noted that the sample size was small. Some 
studies reported sensitivity analyses, suggesting that differences 
in clinical outcomes between psychoeducation and unstruc-
tured peer support were specific to those with fewer episodes 
[52, 54].
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In terms of medication adherence, psychoeducation was re-
ported to be superior to peer support in a two- year follow- up of 
the Barcelona Bipolar Disorders Program [49, 55], these differ-
ences were not observed at 5 years [48]. Wang et al. [56] found 
that unstructured peer support resulted in better medication 
adherence than a peer group discussing non- illness related 
topics. Face- to- face peer support had less direct costs than psy-
choeducation [57, 58]; however, unstructured peer support had 
more costs associated with relapses (i.e., emergency visits and 
hospitalisations).

Controlled comparisons of web- based psychoeducation pro-
grams paired with peer support reported varied findings with 
regard to clinical outcomes, with some studies reporting no 
significant between- group differences [59], and others favoring 
the intervention [60]. An uncontrolled comparison trial showed 
improvement in symptoms for both iterations of a web- based 
program with peer discussion forums [61]. When intervention 
elements were parsed out, the addition of a peer discussion 
forum to a web- based psychoeducation program did not improve 
clinical outcomes, nor did either group outperform an attention 

FIGURE 1    |    PRISMA flow diagram.
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control [62]. The addition of a web- based psychoeducation pro-
gram relative to a peer discussion forum alone improved depres-
sive symptoms, but not mania, time to relapse, or medication 
adherence [63].

3.3.1.2   |   Psychosocial Outcomes. Psychosocial outcomes 
commonly reported included functioning (n = 8) and QoL 
(n = 9; including satisfaction with life and wellbeing). Outcomes 
for face- to- face interventions were varied: one trial of psycho-
education reported improved functioning compared to unstruc-
tured peer support [50], whereas the comparable PARADES 
trial reported no group differences in QoL or functioning [52]. 
A small, controlled trial of peer- led psychoeducation reported 
improved QoL [53], and an unstructured peer support group 
improved QoL compared to a group discussing non- mental 
health topics [56].

Outcomes for web- based programs were similarly varied: both 
iterations of the MoodSwings web- based program paired with 
a peer discussion forum were associated with improvements to 
functioning and QoL [61]. Similarly, the web- based Living with 
Bipolar program and discussion forum reported improved QoL, 
well- being, and social functioning compared to controls [60]. 
Conversely, use of the Beating Bipolar program and discussion 
forum was not associated with improved QoL or functioning 
compared to controls [59]. As was observed with clinical out-
comes, when the peer support and psychoeducation elements 
of such programs were analyzed separately, the addition of peer 
coaching to the Bipolar Education Program did not result in im-
proved satisfaction with life or functioning [62]. However, both 
versions of the MoodSwings program plus discussion forum per-
formed similarly to peer discussion alone in terms of QoL and 
functional outcomes [63].

Other psychosocial outcomes studied included subjective recov-
ery, self- efficacy, perceived control, illness knowledge, attitudes 
towards BD, insight, self- esteem, social cognition, social sup-
port, coping, empowerment, perceived conflict, and perceived 
stigma. Of these, positive impacts of peer support were seen 
for subjective recovery and perceived conflict [60], coping and 
empowerment [53], illness knowledge and attitudes towards 
BD [64], social cognition [56], social support [61], and self- 
efficacy [47].

3.3.2   |   Experiences of Peer Support

3.3.2.1   |   Acceptability and Feasibility. Quantitative 
measures on the acceptability and feasibility of peer support 
were reported by six papers (20%), which variously described 
satisfaction, program completion or adherence, and rates 
of uptake of peer support within the community. 12.8% (n = 157) 
of respondents in a paper- based survey reported using online 
peer support groups; the likelihood of participation was elevated 
for those who had participated in face- to- face support groups, 
searched online monthly for information on BD, or had a par-
ticular website as a favorite information source. Participants 
reported high levels of satisfaction with a psychoeducation 
program co- facilitated by a peer worker [65]. Both iterations 
of the MoodSwings web- based psychoeducation program paired 
with discussion forums were reported to have completion rates 

comparable to other online interventions [61]. The majority (86%) 
of MoodSwings users accessed the peer discussion forum, as did 
the discussion- only control [63]. The addition of peer coaching 
was found to improve engagement as compared to a standalone 
web- based psychoeducation program [66], and a web- based psy-
choeducation program with a peer discussion forum [67].

3.3.2.2   |   Qualitative Findings. Qualitative studies investi-
gating the experience of peer support in BD ranged from observa-
tional reports on topics discussed and social interactions within 
the context of peer support (16.6%, n = 5). Topics discussed in 
peer forums or interactions with peer workers included aspects 
of the illness (symptoms, medications, diagnosis, and interac-
tions with healthcare providers) as well as its impacts on social 
relationships and employment [68–72]. Social interactions in 
such contexts were characterized by the exchange of informa-
tion (including self- disclosure) and emotional support (including 
empathy, encouragement, and the normalization of shared expe-
riences). Some infrequent negative interactions were observed, 
involving ‘trolls’ or critical group members [69], as well as a mis-
match between the type of support requested and provided [72].

Qualitative interview- based studies on perceptions of the impact 
and experience of programs incorporating peer support (23.3%, 
n = 7) highlighted that participants valued and learned from 
the experience of meeting others with BD [52, 53, 65], and that 
hearing how others with BD managed their condition brought a 
sense of normalization, hope and self- efficacy [45, 47, 73]. Some 
individuals thought that meeting others with BD could be con-
fronting if those peers were better able to manage their condi-
tion [47]. Conversely, participants who thought themselves to be 
managing well felt that peer contact could serve as an unwanted 
reminder that they could experience similar destabilization [74]. 
The expertise of peer support workers was viewed as unique, 
although some individuals placed a higher value on the clini-
cal training of healthcare providers [46]. Minimal facilitation 
of peer support groups could detract from their reception, with 
some participants commenting negatively on a lack of structure 
in a face- to- face group [52], or lack of input from moderators and 
peers on a forum [74].

4   |   Discussion

4.1   |   Key Findings

Peer support has been increasingly encouraged in mental health 
policy and has the potential to address unmet treatment needs 
for individuals with BD, including access to care and support for 
patient- valued outcomes. To our knowledge, this scoping review 
was the first to characterize the type, impacts, and experiences 
of interventions incorporating peer support for individuals with 
BD. The included studies described a diverse range of programs 
incorporating peer support, with varying degrees of formality, 
mutuality, and structure  [11], from unstructured mutual sup-
port groups (online and in- person) to peer- led or co- facilitated 
psychoeducation programs within the context of healthcare 
settings.

Unstructured peer support generally did not result in improve-
ments to clinical outcomes compared to psychoeducation, 
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although peer support was less costly to deliver. Mixed find-
ings were reported for face- to- face or web- based psychoeduca-
tion programs incorporating peer support in regards to clinical 
and psychosocial outcomes (e.g., QoL, functioning), with some 
beneficial impacts reported. Trends in the included studies are 
echoed by findings from the broader mental health peer support 
literature, which have largely reported no significant impacts of 
peer support on symptoms and hospitalization [12–15], nor func-
tional outcomes [15, 75]. Similar to the present review, mixed ev-
idence has been found for QoL improvements as a result of peer 
support in the broader mental health literature [12, 15]. A strik-
ing finding in the present review was that few studies reported 
on other key patient- oriented outcomes such as self- stigma, 
self- efficacy, hope, subjective recovery, and empowerment. This 
is a limitation of the work done in BD to date, given evidence 
from the broader mental health literature that peer support 
may demonstrate its most conclusive benefits for such outcomes 
[12–15, 76]. Indeed, qualitative findings identified in this review 
provided some support for the benefits of peer support in BD for 
these outcomes: similar to the broader literature, participants 
with BD described the positive impacts of social support, gain-
ing a sense of hope by seeing peers flourish, reduced self- stigma 
through the normalization of their experiences, and self- efficacy 
by learning about the condition and its management from oth-
ers. Given that the ethos of recovery- oriented intervention is to 
support individuals in living a satisfying, meaningful life, de-
spite the experience of symptoms [77], it may be that clinical out-
comes are not the most appropriate indices by which to identify 
change. The alignment between clinical outcome assessment 
and the goals of peer support interventions has been questioned 
both in the context of mental health [76] and chronic health con-
ditions more broadly [18].

Positively, the present review found evidence that peer support 
contributed to the feasibility of web- based psychoeducation, 
with the addition of peer coaching boosting engagement in two 
interventions [65, 67]. Although the number of studies specif-
ically examining the impact of peer contact on engagement 
was small, this finding is supported by the broader literature: 
a review of engagement with mental health smartphone apps 
similarly reported that adherence was increased when apps con-
tained some peer support elements [78]. Related findings have 
also been shown in an evaluation of face- to- face peer support: 
initially disengaged clients showed increasing contacts when 
randomized to case management from a peer support worker, 
while those randomized to a non- peer case manager showed de-
clining contacts [79]. Taken together, these positive impacts of 
peer support on engagement further emphasize the likelihood of 
subjective benefits not fully described by clinical measures, and 
the need to identify outcomes and instruments that can be used 
to more fully demonstrate the impacts of such programs.

It should be emphasized that due to the heterogeneity of inter-
ventions and research designs across studies included in the 
present review, we cannot draw firm conclusions regarding the 
efficacy of peer support in BD. This challenge has been similarly 
noted in other systematic reviews and meta- analyses of peer 
support interventions, which have also recorded a great deal of 
heterogeneity in intervention design [14]. Different forms of peer 
support may differentially impact outcomes: a meta- analysis 
identified that in cases where peer support has been found to 

be equivalent to clinical care, peer support workers received 
training and regular supervision, and delivered either manu-
alized recovery- focused or self- management interventions, or 
intensive case management in dyads [75]. In the present review 
of BD- specific interventions, only two studies compared types 
of peer support directly: the PARADES trial compared a peer 
co- facilitated psychoeducation program to unstructured peer 
support and observed no significant differences between groups 
[52]; while the evaluation of MyRecoveryPlan compared a web- 
based psychoeducation program (including a peer discussion 
forum) alone and with additional peer coaching [67]. Given the 
limited number of such comparisons, it is difficult to conclude 
what types of peer support may be most beneficial for which 
outcomes.

Further complicating the interpretation of findings in this re-
view, numerous studies incorporated elements of peer support 
as part of an overarching intervention. It is therefore difficult to 
determine whether the observed effects (or lack thereof) were 
driven by peer support specifically. Even trials which utilized 
unstructured peer support reported that these groups were facil-
itated or co- facilitated by health professionals; as treatment is a 
common subject of discussion between peers with BD [68–70]. It 
is possible that the presence of professionals could impact both 
the content and dynamics of interactions between peers. Two 
head- to- head comparisons of programs with and without peer 
support elements reported mixed findings, with one finding 
few differences in clinical or psychosocial outcomes between a 
standalone peer forum alone and paired with psychoeducation 
[63], and another finding that the addition of peer coaching to a 
psychoeducation program did not improve outcomes [62].

Additional comparative research may help parse out the ef-
fects of different types of peer support for BD and potential 
additive benefits of incorporating elements of peer support 
in overarching interventions. However, given that peer sup-
port programs differ not just in delivery format and content, 
but also in the degree of formality, mutuality, and structure, 
synthesis of findings across evaluation of such diverse inter-
ventions is likely to remain challenging [80]. Variation exists 
even within similar forms of peer support: the impacts and 
experience of a peer support group can be expected to differ 
based on the history and treatment goals of group members, 
the characteristics and training of facilitators, and the setting 
in which programs are embedded, among a myriad of other 
factors. Taking guidance from recommendations for complex 
intervention research (i.e., interventions with multiple compo-
nents, diverse treatment targets, and flexible delivery), evalua-
tions of peer support in BD should consider research questions 
with a broader focus alongside efficacy studies, such as ex-
ploration of how and under what circumstances such inter-
ventions result in changes to diverse clinical and psychosocial 
outcomes [81]. In order to facilitate this, detailed reporting of 
the characteristics and qualities of peer support is required. 
Recommended attributes to report in the evaluation of peer 
support interventions include fidelity to core peer support prin-
ciples and aims [82], process outcomes of peer support (e.g., 
working alliance, participant satisfaction), peer work model 
used, characteristics of peer support workers (experience, 
mental health and recovery status), training and supervision, 
and the degree of peer leadership in program development and 
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delivery [76]. Although we did not systematically record this 
information in the present review, we observed that few of 
the included studies described peer support interventions in 
such detail. Reviews of peer support in schizophrenia, youth 
mental health, and chronic health conditions have similarly 
highlighted limited reporting of the orientation and charac-
teristics of peer support programs [18, 41, 83]. Without such 
information, it is difficult to conclude whether findings will 
generalize beyond a single given trial. Replication of the im-
pacts of interventions found to be beneficial in other research 
or in real- world contexts is also hampered by sparse detail, as 
it is unclear what factors may underpin positive effects.

Qualitative research can help elaborate on the key compo-
nents, change mechanisms, and contextual factors underpin-
ning the successful implementation of complex interventions 
such as peer support [18, 81]. As an example, findings reported 
across several of the studies included in this scoping review 
flagged social comparisons as a potential change mecha-
nism warranting further exploration. Participants reflected 
on their own experiences relative to peer workers or others 
in their peer group, which could inspire both hope and nor-
malization [46, 47, 73], or alternatively, distress if the health 
status of peers was interpreted as unachievable or personally 
unwanted [47, 74]. Social comparison theory suggests that 
individuals use their knowledge of others to make sense of 
information related to the self [84]; in the context of peer sup-
port, upward social comparisons with flourishing peers may 
be inspiring, encourage self- improvement efforts, and facili-
tate more effective coping strategies through social learning 
[85]. Social comparisons may also explain the rare occurrence 
of negative reactions to peer support in identified studies: 
downward social comparisons with peers who seem worse 
off may induce negative emotional reactions if the person 
fears their own condition may similarly decline, as seen in a 
study of a group intervention for breast cancer survivors [86]. 
Individuals who identify less with a given peer group report 
less positive reactions to upward social comparisons [87, 88]; 
the finding in one study that some individuals with BD felt 
unable to relate to well- off peers was similarly expressed in 
a qualitative evaluation of lived experience videos for people 
with schizophrenia [89]. As BD is highly heterogeneous in 
terms of present polarity and severity of symptoms, overall 
course, and comorbidities, whether social comparisons result 
in beneficial or unwanted impacts may depend on the precise 
composition of peers involved. Some degree of matching be-
tween group participants may therefore be necessary to sup-
port beneficial social comparisons. Relatedly, a focus group 
exploring preferences for a lifestyle program for people with 
BD reported consensus on the idea that the group should be 
fairly homogeneous, with participants desiring similar levels 
of insight and symptom stabilization [90]. Further qualitative 
investigation of factors that encourage helpful social compari-
sons within BD peer dyads and groups is required to optimize 
the delivery of peer support.

A final limitation to note in the identified literature is that 
few studies evaluated existing BD peer support interventions, 
despite the fact that a number of regional and national orga-
nizations exist to coordinate peer support initiatives for this 
population. As described below, the exclusion of some such 

papers may have occurred due to our focus on diagnostically 
homogenous groups, as some prominent community- based 
peer support interventions may be inclusive of mood disorders 
or serious mental illnesses more generally. Similarly, we ex-
cluded gray literature, which may have included service eval-
uations or organizational reports. The lack of representation 
of community- based peer support in the peer- reviewed litera-
ture means that beneficial impacts may be underrepresented, 
given the high level of appetite for such services among the 
BD population. For instance, individuals with BD type I are 
overrepresented in Depression and Bipolar Support Alliance 
peer support meetings relative to a community sample [91]. 
Evaluations of community- based programs may help char-
acterize the effects of peer support on people who may not 
access clinical services due to stigma or unwillingness to en-
gage with the medical model, and thereby create a more well- 
rounded impression of real- world effectiveness. CBPR may 
offer a framework through which to partner with people with 
lived experience to advance the literature on peer support for 
BD [42]. Community organizations hold critical experiential 
knowledge about the key characteristics and qualities of effec-
tive peer support in BD [10]; collaboration during trial design 
may help researchers to ensure that the delivery of peer sup-
port is optimized, and that the outcome measures selected in 
clinical trials are best suited for evaluating its impacts. From 
an ethical perspective, CBPR can demonstrate respect for the 
rich history of community- based peer support and provides an 
avenue for researchers to give back to the organizations which 
initiated and refined peer support before it reached its current 
popularized status [92]. Partnering with community organi-
zations on research projects may grow capacity for groups to 
evaluate and report on their own programs, which can help 
them advocate for funding and further strengthen access to 
peer support within the community.

4.2   |   Strengths and Limitations

Our scoping review has some limitations. To support feasi-
bility, we limited our search and analysis to published, peer- 
reviewed articles. We acknowledge that the inclusion of gray 
literature may have contributed unpublished evaluations of 
programs by grassroots, community, or healthcare organiza-
tions. Similarly, for reasons of feasibility, only articles avail-
able in English were included; this may limit our ability to 
comment on peer support interventions for BD globally, as 
well as programs for minority populations. Indeed, all stud-
ies included in our review were conducted in high- or upper- 
middle- income countries. However, we note that only one 
study was excluded in the present systematic search for not 
having a full text available in English. This article was an 
evaluation of a subset of posts to a German- language forums 
[93]; the full sample was later reported on in English and was 
included in our review [68]. While peer support interven-
tions are of increasing interest in resource- limited settings, a 
systematic review of peer support interventions in low-  and 
middle- income countries was only able to identify 14 papers, 
the majority of which focused on depressive symptoms in 
mothers [23]. All included studies were published post- 2000, 
suggesting this literature is quite nascent. Such findings lend 
confidence that our decision to exclude papers not reported in 
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English did not substantially alter our findings. The absence 
of papers describing peer support for BD in low-  and middle- 
income countries does highlight an important avenue for fu-
ture research, especially given that cultural values and norms 
may influence comfort with the sharing of experiences char-
acteristic of peer support [94].

While we argue that a specific emphasis on peer support in-
terventions for BD is warranted given the focus of reviews to 
date, we acknowledge that diagnostically heterogeneous peer 
support interventions are common. Indeed, some of the largest 
grassroots organizations are inclusive of all mood disorders (e.g., 
DBSA [91]) and studies describing these organizations were not 
captured in this review. Future reviews of diagnostically hetero-
geneous groups with broader inclusion criteria, such as affec-
tive disorders (e.g., BD, major depressive disorder) and serious 
mental illnesses (e.g., BD, schizophrenia spectrum disorders), 
may provide useful, complementary findings and may also help 
answer the question of whether the needs of people with BD are 
best served by diagnostically heterogeneous or homogeneous 
groups. Such investigations will be particularly pertinent in 
light of social comparison theory, discussed above, which sug-
gests that some degree of matching may be necessary for indi-
viduals to identify with and benefit from peer comparisons.

A strength of this review is the use of CBPR. Although consul-
tation with stakeholders is a recommended step in scoping re-
view frameworks [38], in practice, this step is implemented less 
than 50% of the time [95]. This is despite potential benefits for 
the relevance of scoping review questions, the identification of 
key themes and gaps in identified literature, and the uptake of 
research findings [96]. Here, consultation with individuals with 
lived experience and knowledge users occurred during study 
design, data collection, and interpretation of results. Among 
the gaps highlighted in the scoping review discussion, two in 
particular were emphasized in discussion with CREST.BD 
Community Advisory Group members and peer researchers. 
First, the lack of attention to recovery- oriented outcomes came 
as a surprise, given participants' personal experiences with peer 
support. It was noted that peer support programs are not posi-
tioned as a replacement for clinical services but are often sought 
out to address other unmet needs (e.g., social support, personal 
recovery). Qualitative findings, in particular, resonated during 
discussions with CREST.BD Community Advisory Group mem-
bers; peer group composition and moderation strategies were 
emphasized as key areas for further research. Individuals with 
experience in facilitating peer support groups highlighted the 
role of matching on diagnosis and recovery status, as well as 
groups for specific ages, genders, LGBTQIA+ identified individ-
uals, and ethnic/cultural backgrounds. Moderators and program 
workbooks were highlighted for their potential to add structure 
to peer support groups and to manage the risk of misinformation 
or affective symptoms impacting group dynamics.

5   |   Conclusion

The present scoping review identified a diverse range of inter-
ventions for people with BD incorporating peer support. While 
quantitative findings were mixed in regard to whether these pro-
grams may effectively support clinical outcomes, functioning, 

or quality of life, qualitative findings and the impact of peer 
support on program engagement suggest some benefits and sub-
jective appeal. Qualitative research also identified some poten-
tial cautions in need of additional study, such as the impacts of 
social comparisons. Efforts to draw conclusions are limited by 
a highly heterogeneous literature. Furthermore, outcomes as-
sessed in the included studies may not align with the goals of 
peer support, and studies may therefore not fully represent the 
impacts of such programs. To advance understanding of peer 
support for BD, further comparative studies, routine reporting 
of the characteristics of peer support programs, assessment of 
recovery- oriented outcomes, and use of CBPR frameworks are 
recommended.

Author Contributions

E.M. conceptualized and designed the study, led the conduct of the 
systematic search and data analysis, and drafted the manuscript. E.W. 
contributed to the systematic search. J.B. contributed to the systematic 
search and overall study design. A.K. contributed to the overall study 
design. E.E.M. contributed to the overall study design. All authors 
provided critical revisions of the manuscript for important intellectual 
content. All authors read and approved the final manuscript.

Acknowledgements

The authors gratefully acknowledge the expertise of the CREST.BD 
Community Advisory Group and CREST.BD network members. We 
would also like to thank Carolyn Ziegler, MA, MISt (Peer Researcher, 
CREST.BD and Information Specialist, Library Services, Unity Health 
Toronto) for their support in developing the search strategy, and 
Sukittima Sukruaycharoen (Research Assistant, University of British 
Columbia) for their support in conducting the systematic search and data 
extraction. Open access publishing facilitated by Monash University, 
as part of the Wiley - Monash University agreement via the Council of 
Australian University Librarians.

Conflicts of Interest

E.W., J.B., and A.K. declare no conflicts of interest. E.M. has received 
honorarium for advising on the development of educational materi-
als for Neurotorium, an online educational platform supported by the 
Lundbeck Foundation. E.E.M. has received funding to support patient 
education initiatives from Otsuka–Lundbeck.

Data Availability Statement

The authors have nothing to report.

References

1. L. N. Yatham, S. H. Kennedy, S. V. Parikh, et al., “2018 Guidelines for 
the Management of Patients With Bipolar Disorder,” Bipolar Disorders 
20, no. 2 (2018): 97–170.

2. T. Kendall, R. Morriss, E. Mayo- Wilson, et al., “NICE Guidance on 
Psychological Treatments for Bipolar Disorder,” Lancet Psychiatry 3, no. 
4 (2016): 317–320.

3. G. S. Malhi, E. Bell, P. Boyce, et al., “The 2020 Royal Australian and 
New Zealand College of Psychiatrists Clinical Practice Guidelines for 
Mood Disorders: Bipolar Disorder Summary,” Bipolar Disorders 22, no. 
8 (2020): 805–821.

4. A. Lembke, D. J. Miklowitz, M. W. Otto, et al., “Psychosocial Service 
Utilization by Patients With Bipolar Disorders: Data From the First 
500 Participants in the Systematic Treatment Enhancement Program,” 
Journal of Psychiatric Practice 10, no. 2 (2004): 81–87.



105

5. E. Morton, P. Foxworth, P. Dardess, et  al., “‘Supporting Wellness’: 
A Depression and Bipolar Support Alliance Mixed- Methods Investiga-
tion of Lived Experience Perspectives and Priorities for Mood Disorder 
Treatment,” Journal of Affective Disorders 299 (2022): 575–584.

6. E. Morton, E. E. Michalak, R. Hole, S. Buzwell, and G. Murray, 
“‘Taking Back the Reins’—A Qualitative Study of the Meaning and Ex-
perience of Self- Management in Bipolar Disorder,” Journal of Affective 
Disorders 228 (2018): 160–165.

7. Commonwealth of Australia, “A National Framework for Recovery- 
Oriented Mental Health Services: Policy and Theory Canberra Austra-
lian Health Minister's Advisory Council,” 2013.

8. Mental Health Commission of Canada, “Changing Directions, 
Changing Lives: The Mental Health Strategy for Canada Calgary Men-
tal Health Commission of Canada,” 2012.

9. New Freedom Commission on Mental Health, Achieving the Promise: 
Transforming Mental Health Care in America: Final Report (U.S. De-
partment of Health and Human Services, 2003).

10. L. Davidson, C. Bellamy, K. Guy, and R. Miller, “Peer Support 
Among Persons With Severe Mental Illnesses: A Review of Evidence 
and Experience,” World Psychiatry 11, no. 2 (2012): 123–128.

11. L. Davidson, M. Chinman, B. Kloos, R. Weingarten, D. Stayner, and 
J. K. Tebes, Peer Support Among Individuals With Severe Mental Illness: 
A Review of the Evidence (Blackwell Publishing, 1999), 165–187.

12. D. C. Fuhr, T. T. Salisbury, M. J. De Silva, et al., “Effectiveness of 
Peer- Delivered Interventions for Severe Mental Illness and Depres-
sion on Clinical and Psychosocial Outcomes: A Systematic Review and 
Meta- Analysis,” Social Psychiatry and Psychiatric Epidemiology 49, no. 
11 (2014): 1691–1702.

13. J. Sun, X. Yin, C. Li, W. Liu, and H. Sun, “Stigma and Peer- Led In-
terventions: A Systematic Review and Meta- Analysis,” Frontiers in Psy-
chiatry 13 (2022): 915617.

14. B. Lloyd- Evans, E. Mayo- Wilson, B. Harrison, et al., “A Systematic Re-
view and Meta- Analysis of Randomised Controlled Trials of Peer Support 
for People With Severe Mental Illness,” BMC Psychiatry 14 (2014): 39.

15. S. White, R. Foster, J. Marks, et al., “The Effectiveness of One- To- 
One Peer Support in Mental Health Services: A Systematic Review and 
Meta- Analysis,” BMC Psychiatry 20, no. 1 (2020): 534.

16. P. N. Pfeiffer, M. Heisler, J. D. Piette, M. A. Rogers, and M. Valen-
stein, “Efficacy of Peer Support Interventions for Depression: A Meta- 
Analysis,” General Hospital Psychiatry 33, no. 1 (2011): 29–36.

17. V. J. Pitt, D. Lowe, M. Prictor, et  al., “A Systematic Review of 
Consumer- Providers' Effects on Client Outcomes in Statutory Mental 
Health Services: The Evidence and the Path Beyond,” Journal of the So-
ciety for Social Work and Research 4, no. 4 (2013): 333–356.

18. C. Walker and C. L. Peterson, “Where Does Value Lie in Peer Sup-
port? An Exploratory Discussion of the Theories and Methods Un-
derpinning Effective Research in Peer Support,” Qualitative Health 
Research 31, no. 2 (2021): 218–227.

19. M. Trachtenberg, M. Parsonage, G. Shepherd, and J. Boardman, 
“Peer Support in Mental Health: Is It Good Value for Money?,” 2013.

20. S. L. Bernecker, J. J. Williams, N. A. Caporale- Berkowitz, A. R. Wasil, 
and M. J. Constantino, “Nonprofessional Peer Support to Improve Men-
tal Health: Randomized Trial of a Scalable Web- Based Peer Counseling 
Course,” Journal of Medical Internet Research 22, no. 9 (2020): e17164.

21. R. Cronise, C. Teixeira, E. S. Rogers, and S. Harrington, “The Peer 
Support Workforce: Results of a National Survey,” Psychiatric Rehabili-
tation Journal 39, no. 3 (2016): 211–221.

22. A. Lapidos, J. Jester, M. Ortquist, P. Werner, M. C. Ruffolo, and M. 
Smith, “Survey of Peer Support Specialists: Professional Activities, Self- 
Rated Skills, Job Satisfaction, and Financial Well- Being,” Psychiatric 
Services 69, no. 12 (2018): 1264–1267.

23. Z. Vally and L. Abrahams, “The Effectiveness of Peer- Delivered Ser-
vices in the Management of Mental Health Conditions: A Meta- Analysis 
of Studies From Low-  and Middle- Income Countries,” International 
Journal for the Advancement of Counselling 38, no. 4 (2016): 330–344.

24. G. E. Simon, L. Grothaus, M. L. Durham, M. VonKorff, and C. Pa-
biniak, “Impact of Visit Copayments on Outpatient Mental Health Uti-
lization by Members of a Health Maintenance Organization,” American 
Journal of Psychiatry 153, no. 3 (1996): 331–338.

25. K. Myrick and P. Del Vecchio, “Peer Support Services in the Behav-
ioral Healthcare Workforce: State of the Field,” Psychiatric Rehabilita-
tion Journal 39, no. 3 (2016): 197–203.

26. N. D. Leitan, E. E. Michalak, L. Berk, M. Berk, and G. Murray, “Op-
timizing Delivery of Recovery- Oriented Online Self- Management Strat-
egies for Bipolar Disorder: A Review,” Bipolar Disorders 17, no. 2 (2015): 
115–127.

27. S. Clement, O. Schauman, T. Graham, et al., “What Is the Impact of 
Mental Health- Related Stigma on Help- Seeking? A Systematic Review 
of Quantitative and Qualitative Studies,” Psychological Medicine 45, no. 
1 (2015): 11–27.

28. N. Pistrang, C. Barker, and K. Humphreys, “Mutual Help Groups for 
Mental Health Problems: A Review of Effectiveness Studies,” American 
Journal of Community Psychology 42, no. 1–2 (2008): 110–121.

29. N. Lyons, C. Cooper, and B. Lloyd- Evans, “A Systematic Review and 
Meta- Analysis of Group Peer Support Interventions for People Experi-
encing Mental Health Conditions,” BMC Psychiatry 21, no. 1 (2021): 315.

30. W. T. Chien, A. V. Clifton, S. Zhao, and S. Lui, “Peer Support for 
People With Schizophrenia or Other Serious Mental Illness,” Cochrane 
Database of Systematic Reviews 4, no. 4 (2019): Cd010880.

31. E. L. Bassuk, J. Hanson, R. N. Greene, M. Richard, and A. Laudet, 
“Peer- Delivered Recovery Support Services for Addictions in the United 
States: A Systematic Review,” Journal of Substance Abuse Treatment 63 
(2016): 1–9.

32. S. Reif, L. Braude, D. R. Lyman, et al., “Peer Recovery Support for 
Individuals With Substance Use Disorders: Assessing the Evidence,” 
Psychiatric Services 65, no. 7 (2014): 853–861.

33. R. Bauer, J. Conell, T. Glenn, et al., “International Multi- Site Survey 
on the Use of Online Support Groups in Bipolar Disorder,” Nordic Jour-
nal of Psychiatry 71, no. 6 (2017): 473–476.

34. B. Kerner, A. S. Crisanti, J. L. DeShaw, et al., “Preferences of Informa-
tion Dissemination on Treatment for Bipolar Disorder: Patient- Centered 
Focus Group Study,” JMIR Mental Health 6, no. 6 (2019): e12848.

35. E. Morton, J. Nicholas, L. Lapadat, et al., “Use of Smartphone Apps 
in Bipolar Disorder: An International Web- Based Survey of Feature 
Preferences and Privacy Concerns,” Journal of Affective Disorders 295 
(2021): 1102–1109.

36. N. J. Todd, S. H. Jones, and F. A. Lobban, “What Do Service Users 
With Bipolar Disorder Want From a Web- Based Self- Management In-
tervention? A Qualitative Focus Group Study,” Clinical Psychology & 
Psychotherapy 20, no. 6 (2013): 531–543.

37. D. Levac, H. Colquhoun, and K. K. O'Brien, “Scoping Studies: Ad-
vancing the Methodology,” Implementation Science 5, no. 1 (2010): 69.

38. H. Arksey and L. O'Malley, “Scoping Studies: Towards a Method-
ological Framework,” International Journal of Social Research Method-
ology 8, no. 1 (2005): 19–32.

39. A. C. Tricco, E. Lillie, W. Zarin, et al., “PRISMA Extension for Scop-
ing Reviews (PRISMA- ScR): Checklist and Explanation,” Annals of In-
ternal Medicine 169, no. 7 (2018): 467–473.

40. E. Morton, A. Kcomt, J. Brozena, E. Willis, A. Emmerton, and E. 
Michalak, “Peer Delivered Services and Peer Support for People Living 
With Bipolar Disorder: A Scoping Review Protocol,” (2023), https:// osf. 
io/ 8m3g2/ ? view_ only= 7edda 4b9e8 ba4ce 49178 a8173 5980e1f.

https://osf.io/8m3g2/?view_only=7edda4b9e8ba4ce49178a81735980e1f
https://osf.io/8m3g2/?view_only=7edda4b9e8ba4ce49178a81735980e1f


106 Bipolar Disorders, 2025

41. M. Evans, H. Barker, S. Peddireddy, et al., “Peer- Delivered Services 
and Peer Support Reaching People With Schizophrenia: A Scoping Re-
view,” International Journal of Mental Health 52 (2021): 1–23.

42. B. A. Israel, E. Eng, A. J. Schulz, and E. A. Parker, Methods for 
Community- Based Participatory Research for Health (John Wiley & 
Sons, 2012).

43. E. E. Michalak, K. Lane, R. Hole, et al., “Towards a Better Future 
for Canadians With Bipolar Disorder: Principles and Implementation of 
a Community- Based Participatory Research Model,” Engaged Scholar 
Journal: Community- Engaged Research, Teaching, and Learning 1, no. 
1 (2015): 132–147.

44. E. E. Michalak, R. Hole, J. D. Livingston, et al., “Improving Care and 
Wellness in Bipolar Disorder: Origins, Evolution and Future Directions 
of a Collaborative Knowledge Exchange Network,” International Jour-
nal of Mental Health Systems 6, no. 1 (2012): 16.

45. The World Bank, “World Bank Countries and Lending Groups,” 
(2024), https:// datah elpde sk. world bank. org/ knowl edgeb ase/ artic les/ 
90651 9-  world -  bank-  count ry-  and-  lendi ng-  groups.

46. S. Tse, W. W. Y. Yuen, G. Murray, L. Davidson, Q. Lai, and A. Kan, 
“Combining Technical and Expert- By- Experience Knowledge in the 
Quest for Personal Recovery From Bipolar Disorder: A Qualitative 
Study,” BMC Psychiatry 19, no. 1 (2019): 368.

47. E. E. Michalak, E. Morton, S. J. Barnes, R. Hole, B. Crest, and G. 
Murray, “Supporting Self- Management in Bipolar Disorder: Mixed- 
Methods Knowledge Translation Study,” JMIR Mental Health 6, no. 4 
(2019): e13493.

48. F. Colom, E. Vieta, J. Sánchez- Moreno, et al., “Group Psychoed-
ucation for Stabilised Bipolar Disorders: 5- Year Outcome of a Ran-
domised Clinical Trial,” British Journal of Psychiatry 194, no. 3 
(2009): 260–265.

49. F. Colom, E. Vieta, A. Martinez- Aran, et al., “A Randomized Trial 
on the Efficacy of Group Psychoeducation in the Prophylaxis of Recur-
rences in Bipolar Patients Whose Disease Is in Remission,” Archives of 
General Psychiatry 60, no. 4 (2003): 402–407.

50. F. Colom, E. Vieta, J. Sánchez- Moreno, et  al., “Psychoeducation 
for Bipolar II Disorder: An Exploratory, 5- Year Outcome Subanalysis,” 
Journal of Affective Disorders 112, no. 1–3 (2009): 30–35.

51. F. Colom, E. Vieta, M. Reinares, et al., “Psychoeducation Efficacy in 
Bipolar Disorders: Beyond Compliance Enhancement,” Journal of Clin-
ical Psychiatry 64, no. 9 (2003): 1101–1105.

52. R. Morriss, F. Lobban, L. Riste, et  al., “Clinical Effectiveness and 
Acceptability of Structured Group Psychoeducation Versus Optimised 
Unstructured Peer Support for Patients With Remitted Bipolar Disorder 
(PARADES): A Pragmatic, Multicentre, Observer- Blind, Randomised 
Controlled Superiority Trial,” Lancet Psychiatry 3, no. 11 (2016): 
1029–1038.

53. H. Straughan and M. Buckenham, “In- Sight: An Evaluation of User- 
Led, Recovery- Based, Holistic Group Training for Bipolar Disorder,” 
Journal of Public Mental Health 5, no. 3 (2006): 29–43.

54. F. Colom, M. Reinares, I. Pacchiarotti, et al., “Has Number of Pre-
vious Episodes any Effect on Response to Group Psychoeducation in 
Bipolar Patients? A 5- Year Follow- Up Post Hoc Analysis,” Acta Neuro-
psychiatrica 22, no. 2 (2010): 50–53.

55. F. Colom, E. Vieta, J. Sánchez- Moreno, et al., “Stabilizing the Stabi-
lizer: Group Psychoeducation Enhances the Stability of Serum Lithium 
Levels,” Bipolar Disorders 7, no. Suppl 5 (2005): 32–36.

56. Y. Wang, Y. Zhang, H. Tian, et  al., “Unstructured Group Support 
Enhances Compliance to Pharmacological Treatment by Improving So-
cial Cognition in Patients With Bipolar Disorder: A Pilot fMRI Study,” 
Psychiatry and Clinical Psychopharmacology 31, no. 3 (2021): 269–279.

57. E. M. Camacho, D. Ntais, S. Jones, et al., “Cost- Effectiveness of Struc-
tured Group Psychoeducation Versus Unstructured Group Support for 

Bipolar Disorder: Results From a Multi- Centre Pragmatic Randomised 
Controlled Trial,” Journal of Affective Disorders 211 (2017): 27–36.

58. J. Scott, F. Colom, E. Popova, et al., “Long- Term Mental Health Re-
source Utilization and Cost of Care Following Group Psychoeducation 
or Unstructured Group Support for Bipolar Disorders: A Cost- Benefit 
Analysis,” Journal of Clinical Psychiatry 70, no. 3 (2009): 378–386.

59. D. J. Smith, E. Griffiths, R. Poole, et al., “Beating Bipolar: Explor-
atory Trial of a Novel Internet- Based Psychoeducational Treatment for 
Bipolar Disorder,” Bipolar Disorders 13, no. 5–6 (2011): 571–577.

60. N. J. Todd, S. H. Jones, A. Hart, and F. A. Lobban, “A Web- Based 
Self- Management Intervention for Bipolar Disorder ‘Living With Bipo-
lar’: A Feasibility Randomised Controlled Trial,” Journal of Affective 
Disorders 169 (2014): 21–29.

61. S. Lauder, A. Chester, D. Castle, et al., “A Randomized Head to Head 
Trial of MoodSwings.Net.Au: An Internet Based Self- Help Program for 
Bipolar Disorder,” Journal of Affective Disorders 171 (2014): 13–21.

62. J. G. Proudfoot, A. Jayawant, A. E. Whitton, et  al., “Mechanisms 
Underpinning Effective Peer Support: A Qualitative Analysis of Inter-
actions Between Expert Peers and Patients Newly- Diagnosed With Bi-
polar Disorder,” BMC Psychiatry 12 (2012): 196.

63. E. Gliddon, V. Cosgrove, L. Berk, et al., “A Randomized Controlled 
Trial of MoodSwings 2.0: An Internet- Based Self- Management Program 
for Bipolar Disorder,” Bipolar Disorders 21, no. 1 (2019): 28–39.

64. P. McKeon and F. O'Loughlin, “Bipolar Disorder Patients' Attitudes 
to and Knowledge of Their Illness: A Retrospective Study,” Irish Journal 
of Psychological Medicine 10, no. 2 (1993): 71–75.

65. K. Coulthard, D. Patel, C. Brizzolara, R. Morriss, and S. Watson, 
“A Feasibility Study of Expert Patient and Community Mental Health 
Team Led Bipolar Psychoeducation Groups: Implementing an Evidence 
Based Practice,” BMC Psychiatry 13, no. 1 (2013): 301.

66. J. Nicholas, J. Proudfoot, G. Parker, et al., “The Ins and Outs of an 
Online Bipolar Education Program: A Study of Program Attrition,” 
Journal of Medical Internet Research 12, no. 5 (2010): e57.

67. G. E. Simon, E. J. Ludman, L. C. Goodale, et al., “An Online Recov-
ery Plan Program: Can Peer Coaching Increase Participation?,” Psychi-
atric Services 62, no. 6 (2011): 666–669.

68. R. Bauer, M. Bauer, H. Spiessl, and T. Kagerbauer, “Cyber- Support: 
An Analysis of Online Self- Help Forums (Online Self- Help Forums in 
Bipolar Disorder),” Nordic Journal of Psychiatry 67, no. 3 (2013): 185–190.

69. K. Latalova, J. Prasko, D. Kamaradova, K. Ivanova, and L. Jurick-
ova, “Bad on the Net, or Bipolars' Lives on the Web: Analyzing Discus-
sion Web Pages for Individuals With Bipolar Affective Disorder,” Neuro 
Endocrinology Letters 35, no. 3 (2014): 206–212.

70. R. Poole, D. Smith, and S. Simpson, “How Patients Contribute to an 
Online Psychoeducation Forum for Bipolar Disorder: A Virtual Partici-
pant Observation Study,” JMIR Mental Health 2, no. 3 (2015): e21.

71. J. Proudfoot, G. Parker, V. Manicavasagar, et al., “Effects of Adjunc-
tive Peer Support on Perceptions of Illness Control and Understanding 
in an Online Psychoeducation Program for Bipolar Disorder: A Ran-
domised Controlled Trial,” Journal of Affective Disorders 142, no. 1–3 
(2012): 98–105.

72. A. Vayreda and C. Antaki, “Social Support and Unsolicited Advice 
in a Bipolar Disorder Online Forum,” Qualitative Health Research 19, 
no. 7 (2009): 931–942.

73. J. Ibrahim and J. Allen, “The Highs and Lows Through Recovery: 
An Integrative Group Combining Cognitive Behavioral Therapy, Narra-
tive Therapy, and the Tree of Life,” Group 42, no. 1 (2018): 23–33.

74. R. Poole, S. A. Simpson, and D. J. Smith, “Internet- Based Psychoed-
ucation for Bipolar Disorder: A Qualitative Analysis of Feasibility, Ac-
ceptability and Impact,” BMC Psychiatry 12 (2012): 139, https:// doi. org/ 
10. 1186/ 1471-  244X-  12-  139.

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://doi.org/10.1186/1471-244X-12-139
https://doi.org/10.1186/1471-244X-12-139


107

75. P. Cuijpers, B. Groeneweg, C. Miguel, D. Smit, J. Spijker, and J. N. 
Vrijsen, “The Effectiveness of Peer Support for Individuals With Mental 
Illness: Systematic Review and Meta- Analysis,” Psychological Medicine 
53, no. 11 (2023): 5332–5341.

76. A. J. King and M. B. Simmons, “A Systematic Review of the Attri-
butes and Outcomes of Peer Work and Guidelines for Reporting Studies 
of Peer Interventions,” Psychiatric Services 69, no. 9 (2018): 961–977.

77. W. A. Anthony, “Recovery From Mental Illness: The Guiding Vision 
of the Mental Health Service System in the 1990s,” Psychosocial Reha-
bilitation Journal 16, no. 4 (1993): 11–23.

78. A. Baumel, F. Muench, S. Edan, and J. M. Kane, “Objective User 
Engagement With Mental Health Apps: Systematic Search and Panel- 
Based Usage Analysis,” Journal of Medical Internet Research 21, no. 9 
(2019): e14567.

79. D. Sells, L. Davidson, C. Jewell, P. Falzer, and M. Rowe, “The Treat-
ment Relationship in Peer- Based and Regular Case Management for 
Clients With Severe Mental Illness,” Psychiatric Services 57, no. 8 (2006): 
1179–1184.

80. C. Bellamy, T. Schmutte, and L. Davidson, “An Update on the Grow-
ing Evidence Base for Peer Support,” Mental Health and Social Inclusion 
21, no. 3 (2017): 161–167.

81. S. Kathryn, M. Lynsay, S. Sharon Anne, et al., “A New Framework 
for Developing and Evaluating Complex Interventions: Update of Med-
ical Research Council Guidance,” British Medical Journal (Clinical Re-
search Edition) 374 (2021): n2061.

82. M. Chinman, S. McCarthy, C. Mitchell- Miland, K. Daniels, A. Youk, 
and M. Edelen, “Early Stages of Development of a Peer Specialist Fidelity 
Measure,” Psychiatric Rehabilitation Journal 39, no. 3 (2016): 256–265.

83. R. Murphy, L. Huggard, A. Fitzgerald, E. Hennessy, and A. Booth, 
“A Systematic Scoping Review of Peer Support Interventions in Inte-
grated Primary Youth Mental Health Care,” Journal of Community Psy-
chology 52, no. 1 (2024): 154–180.

84. L. Festinger, “A Theory of Social Comparison Processes,” Human 
Relations 7, no. 2 (1954): 117–140.

85. P. Solomon, “Peer Support/Peer Provided Services Underlying Pro-
cesses, Benefits, and Critical Ingredients,” Psychiatric Rehabilitation 
Journal 27, no. 4 (2004): 392–401.

86. S. E. Taylor and M. Lobel, “Social Comparison Activity Under 
Threat: Downward Evaluation and Upward Contacts,” Psychological 
Review 96, no. 4 (1989): 569–575.

87. B. P. Buunk, K. Van der Zee, and N. W. VanYperen, “Neuroticism 
and Social Comparison Orientation as Moderators of Affective Re-
sponses to Social Comparison at Work,” Journal of Personality 69, no. 
5 (2001): 745–763.

88. B. P. Buunk and J. F. Ybema, “Social Comparisons and Occupational 
Stress: The Identification- Contrast Model,” in Health, Coping, and Well- 
Being: Perspectives From Social Comparison Theory (Lawrence Erlbaum 
Associates Publishers, 1997), 359–388.

89. A. Williams, E. Fossey, J. Farhall, F. Foley, and N. Thomas, “Recov-
ery After Psychosis: Qualitative Study of Service User Experiences of 
Lived Experience Videos on a Recovery- Oriented Website,” JMIR Men-
tal Health 5, no. 2 (2018): e37.

90. I. E. Bauer, L. A. Kiropoulos, N. P. Crist, J. E. Hamilton, J. C. Soares, 
and T. D. Meyer, “A Qualitative Study Investigating Bipolar Patients' 
Expectations of a Lifestyle Intervention: A Self- Management Program,” 
Archives of Psychiatric Nursing 32, no. 4 (2018): 555–560.

91. J. F. Kelly, L. Hoffman, C. Vilsaint, R. Weiss, A. Nierenberg, and 
B. Hoeppner, “Peer Support for Mood Disorder: Characteristics and 
Benefits From Attending the Depression and Bipolar Support Alliance 
Mutual- Help Organization,” Journal of Affective Disorders 255 (2019): 
127–135.

92. D. R. Buchanan, F. G. Miller, and N. Wallerstein, “Ethical Issues 
in Community- Based Participatory Research: Balancing Rigorous Re-
search With Community Participation in Community Intervention 
Studies,” Progress in Community Health Partnerships 1, no. 2 (2007): 
153–160.

93. T. Schielein, R. Schmid, M. Dobmeier, and H. Spiessl, “Self- Help 
From the Cyberspace?—An Analysis of Self- Help Forums for Patients 
With Bipolar Affective Disorders,” Psychiatrische Praxis 35, no. 1 
(2008): 28–32.

94. E. B. Fisher, M. M. Coufal, H. Parada, et al., “Peer Support in Health 
Care and Prevention: Cultural, Organizational, and Dissemination Is-
sues,” Annual Review of Public Health 35 (2014): 363–383.

95. M. T. Pham, A. Rajić, J. D. Greig, J. M. Sargeant, A. Papadopoulos, 
and S. A. McEwen, “A Scoping Review of Scoping Reviews: Advanc-
ing the Approach and Enhancing the Consistency,” Research Synthesis 
Methods 5, no. 4 (2014): 371–385.

96. N. Oravec, C. Monnin, A. Gregora, et  al., “Protocol for a Scoping 
Review to Map Patient Engagement in Scoping Reviews,” Research In-
volvement and Engagement 8, no. 1 (2022): 27.

Supporting Information

Additional supporting information can be found online in the 
Supporting Information section.


	The Type, Impacts, and Experiences of Peer Support for People Living With Bipolar Disorder: A Scoping Review
	ABSTRACT
	1   |   Background
	2   |   Methods
	2.1   |   Study Design
	2.2   |   Step 1: Identifying the Research Question
	2.3   |   Step 2: Identifying Relevant Studies
	2.3.1   |   Search Strategy

	2.4   |   Step 3: Selecting Studies
	2.4.1   |   Eligibility Criteria
	2.4.2   |   Study Selection

	2.5   |   Step 4: Charting the Data
	2.6   |   Step 5: Collating, Summarizing, and Reporting the Results
	2.7   |   Step 6: Consulting With Relevant Stakeholders

	3   |   Results
	3.1   |   General Overview
	3.2   |   Intervention Characteristics
	3.3   |   Intervention Outcomes and Experiences
	3.3.1   |   Outcomes of Peer Support
	3.3.1.1   |   Clinical Outcomes.  
	3.3.1.2   |   Psychosocial Outcomes.  

	3.3.2   |   Experiences of Peer Support
	3.3.2.1   |   Acceptability and Feasibility.  
	3.3.2.2   |   Qualitative Findings.  



	4   |   Discussion
	4.1   |   Key Findings
	4.2   |   Strengths and Limitations

	5   |   Conclusion
	Author Contributions
	Acknowledgements
	Conflicts of Interest
	Data Availability Statement
	References


