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Abstract

A case study is provided to illustrate the key components and clinical utility of a cognitive model of mood swings and bipolar disorders (Mansell, Morrison, Reid, Lowens, & Tai, 2007). The client commenced therapy based on the model with a variety of extreme personal beliefs relating to changes in her internal state (e.g. “The better I feel about myself, the worse other people react towards me”). During therapy a formulation of her current problem situations was jointly developed based on the model. The client engaged with a number of techniques including: a survey on emotions, identification and targeting of positive non-hypomanic states, brief mindful awareness, dropping descent and ascent behaviours, and imagery restructuring. After therapy, and at 5 month follow up, she experienced a reduction in mood symptoms and belief ratings as assessed by the Hypomanic Attitudes and Positive Predictions Inventory (HAPPI; Mansell, in press). 

Introduction

A cognitive model of mood swings and bipolar disorders has been described in detail in the associated article (Mansell, Morrison, Reid, Lowens, & Tai, 2007). This paper provides a case example to illustrate some of the key principles and components of the model. 
The approach that we have described lends itself well to the process of collaborative formulation. People with a bipolar diagnosis are likely to be preoccupied with their experiences of altering mood, physiology, and their thoughts about themselves and others; this provides a relevant area in which the key components of the model can be discussed. In our experience, clients are often keen to put these concepts on paper and try to work out what might be accounting for their problematic experiences. The formulation then sets the stage for a variety of interventions such as cognitive restructuring, role-play, surveys, behavioural experiments and imagery restructuring and integration. The following case illustrates many of these features (see also Mansell & Lam, 2003). Personal details have been altered to ensure anonymity.

Background

Daphne was referred for psychological therapy because she wished to understand more about her recent diagnosis of bipolar I disorder, to learn to deal with continued mood swings, and to identify strategies to prevent relapse. She was a 32-year-old married woman who had moved to the UK from mainland Europe around six years before. She experienced her first episode of mania three months after the birth of her son while she was studying for a doctoral degree. After being hospitalised for mania she had developed an episode of depression that lasted for four months. She was prescribed lithium, and after a year her psychiatrist agreed that she could experiment with dropping the dose, but she developed an episode of hypomania soon after. On arrival in therapy, Daphne had remained relapse-free on lithium for a year, but she was experiencing depressive symptoms, anxiety in social situations, insomnia and brief periods of hypomania.  

Early Treatment

 The first stages of treatment followed a standard protocol of CBT for bipolar disorder (based largely on Lam et al., 1999). Daphne explained what she felt were the causes of her symptoms, and with the help of a life chart Daphne and her therapist developed a stress-vulnerability model of her earlier episodes of mania and depression. They then worked on a relapse prevention package to identify the early, middle and late prodromes of mania and depression, and identified effective coping strategies to deal with them. The prodromes, or early warning signs, were clearly specified, grounded in Daphne’s personal context, and were written onto cards for easy access. After 16 sessions she was discharged and seen for one follow-up session. After one year, Daphne referred herself once more for further treatment. She had not been admitted to hospital nor required any change in her medication during this time, indicating that the CBT she had received was effective in helping her to prevent relapse. However, she was continuing to experience brief but distressing periods of depressive symptoms alternating with hypomanic symptoms such as expansive mood, irritability and agitation. She wished to be able to deal with her symptoms better.

Formulation of depression and hypomania

During the two weeks prior to the second stage of therapy, Daphne completed the Internal State Scale (Bauer et al., 1991) and a 50-item version of the HAPPI (Mansell, 2006). On the day that she completed the ISS, she was experiencing symptoms of depression (Depression = 130), irritability and interpersonal conflict (Conflict = 355), mild activation (Activation = 135) and low levels of well-being (Well-Being = 50). Daphne’s mean belief rating on the HAPPI-50 was 75.6%. Example items were: “The better I feel about myself, the worse other people react towards me” = 90%; “When I try hard to get what I want, other people try to stop me” = 100%; and “If I am very special to everyone around me then all my problems will disappear” = 100%.

 Daphne and the therapist worked together to produce a formulation of the symptoms of depression and hypomania based on an earlier version of the cognitive model described here. The formulations are shown in Figures 2 and 3. It was found that Daphne had developed strong beliefs about the acceptability of negative emotions from her tightly-knit family. She developed the belief that she must be in complete control of her negative moods, and that she could do this by suppressing them with smiles, seeking out new challenges and producing new ideas to gain approval from others. However, underlying this she held a strong belief that she was not understood or valued by others because others around her did not tolerate her negative moods. 

---------------------------------------------------------------

Insert figures 2 & 3 about here

----------------------------------------------------------------

From the point at which Daphne had experienced her first episode of depression, she had begun to believe that the return of depression was imminent when she experienced low mood or a drop in energy. In response, she would isolate herself to prevent other people seeing her depressed and spend the time sleeping or ruminating on why this had happened to her again. This had the effect of driving her mood down further and leading significant others to become more worried and critical towards her. In turn, this confirmed the idea that she was losing control of her negative mood and that she would be regarded as a failure because of this. This cycle is shown in Figure 2. 

At other times, Daphne managed to rise out of her depression by becoming involved in challenging new goals. These led to feelings of excitement and renewed energy, which she appraised as a sign that she had overcome her depression and that she could now do everything she had wanted to do. She would tell people all her new ideas, begin new activities and abandon her regular routine. Initially she would be reinforced by other people for this behaviour which encouraged her to continue. However, as her behaviour became increasingly erratic and she lost sleep, those around her began to worry and tell her to slow down. She interpreted these responses as evidence of not being understood and validated, and as an attempt at being excessively controlling of her successful behaviours. Therefore she maintained and escalated her ascent behaviours in response which further contributed to a vicious cycle of hypomanic symptoms. This is illustrated in Figure 3.     

Using these formulations, Daphne and her therapist came to understand that Daphne’s early experiences had led her to form beliefs about herself, others and her own feelings that contributed both to depression and mania under different circumstances. The formulations also pointed out the important role of ascent and descent behaviours in maintaining and escalating symptoms. These formulations led to several interventions.

Treatment strategies

Initially the therapist provided illustrative examples to normalise the expression of emotions such as sadness and anger. A survey on emotions was also developed to give to other clients and colleagues of the therapist. Daphne was relieved to find out that every one of the correspondents experienced similar negative emotions to her, and also had difficulties in expressing them. In addition, once Daphne grasped the self-perpetuating nature of her descent behaviours, she agreed to experiment with not isolating herself and ruminating, but instead to focus on her usual routine (i.e. balanced/equilibrium focused behaviour). Daphne discovered that her symptoms did not escalate but gradually reduced in intensity. She also experimented with allowing herself to cry in front of members of her family and discovered that they did not reject her, but actually opened up some of their own feelings, which she found comforting.  

With regard to the hypomanic cycle, the first intervention focused on further specifying the distinction between normal happy moods and hypomanic symptoms. After a discussion on this topic, it became clear that knowing she was understood and in tune with other people was part of normal happiness, but was something that was never experienced during hypomania. Daphne identified recent times when she had felt happy and understood, and her goal became to pursue this experience of positive affect rather than a more excitable state in which she did not feel understood by others and frustrated by how low in mood they were relative to her. The therapist taught her brief mindful awareness techniques which she employed to let go of her tendency to try to control her own thoughts and feelings (see Wells, 2000). She found that these strategies allowed her to experience less activating, pleasant states of mind.  
One final intervention appeared to have a major effect. Daphne was aware that her tendency to try to tell people all her ideas straight away was contributing to her manic symptoms. However, she told the therapist that she was unable to stop this. So, the therapist set up a role-play in which Daphne held exciting ideas in her head and did not tell the therapist. The cognitive model would suggest that an extreme appraisal of an internal state would be responsible for triggering this ascent behaviour. When engaged in this role-play, Daphne explained that she felt ‘enormous tension’ that was ‘unbearable’ in addition to a feeling that ‘her head was disappearing’, so she had tried to distract herself from this feeling. The experience was repeated again, and Daphne agreed to adopt a ‘mindful approach’ (i.e. one of a non-judgemental awareness of the present moment), which she had used in order to work with other internal state experiences. Daphne found that she was able to endure this feeling after all, which gave her increased confidence to inhibit herself outside the session. In addition, Daphne reported a spontaneous memory during this role-play of looking in the mirror and smiling and asking her mother whether she would have to smile all the time to stop becoming ugly. Daphne could not remember whether what her mother had actually said to her in reply. Yet, Daphne explained that she did not believe now, as an adult, that she really had to smile all the time, but she still continued with this behaviour. The therapist then introduced the idea of imagery restructuring. Daphne returned to the memory as an adult and explained to her child self that it is OK not to smile all the time. Daphne reported gaining real insight from this experience and a later change in her behaviour.     

Outcomes

The second stage of therapy took a total of 20 sessions over 27 weeks. A reassessment at five-months follow-up was also arranged. Her scores on the Internal State Scale are shown in Figure 4. These scores indicate a fluctuating profile of experiences during the treatment that began to stabilise around 15 weeks into therapy and continued to be maintained through the rest of treatment and at follow-up. This finding is very similar to an earlier case study (Mansell & Lam, 2003). Daphne’s mean score on the HAPPI reduced to 32.6% at post-treatment and 29.7% at follow-up. Scores at follow-up on the example items were as follows: “The better I feel about myself, the worse other people react towards me” = 0%; “When I try hard to get what I want, other people try to stop me” = 30%; and “If I am very special to everyone around me then all my problems will disappear” = 20%. At five-month follow-up, Daphne reported that she found her depressive symptoms less troubling and that she had stopped isolating herself and ruminating. Her hypomanic symptoms were less frequent. She had also returned to her academic degree on a part-time basis. 

Daphne described in her own words how she felt the therapy had helped:

“I started noticing what my habitual reactions to the problems were, then I realised that I had a choice just to accept the problems rather than react to them. For example: not acting immediately on my thoughts, learning to calm my mind by concentrating on my breathing, and experimenting with what was good for me. CBT has been of great help for me to start building my self-esteem and feel valued and satisfied rather than feeling the need to please others constantly or to have to smile and try to feel happy all the time.”

Conclusions


This case study provides one illustration of how to apply a cognitive model of mood swings and bipolar disorders. In contrast to other approaches for bipolar disorder, its key focus is on transforming the appraisal of changes in internal state. The approach involves the collaborative development of a shared model, the experiential testing of key beliefs, and the development of long-term personal goals. In this way, it has many similarities to successful cognitive therapy for anxiety disorders (e.g. Clark, 1999; Wells, 2000) and personality disorders (e.g. Arntz & Weertman, 1999). In this case, the client experienced improvement in her ongoing mood swings and a change in her long-held extreme personal beliefs about her mood and physiology. While this is encouraging, it is not possible to judge the efficacy of the approach based on a single case study, and so further empirical evaluation will be necessary to test the model, and further clinical work required to refine the therapeutic approach.   
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Figure 2: A clinical formulation of the development of the symptoms of depression using the cognitive model of bipolar disorder
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Figure 3: A clinical formulation of the development of hypomanic symptoms using the cognitive model of bipolar disorder
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Figure 4. Change in the Internal State Scale over the course of treatment
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