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Learning Objectives

1)
Recognise clients for whom mood swings are their main concern

2)
Understand the main components of the integrative cognitive model of mood swings and bipolar disorders

3)
Recognise the relationship between formulation-driven models and fundamental theories of psychological functioning, specifically Perceptual Control Theory

4)
Recognise the importance of conflicting beliefs and control strategies in clients with mood swings and/or bipolar disorders

5)
Formulate a client with mood swings and identify a selection of techniques for intervention

Overview

This chapter describes an integrative cognitive model (ICM) of mood swings and bipolar disorders (Mansell, Morrison, Reid, Lowens, & Tai, 2007a). It has been developed to help formulate where clients present with problematic changes in mood. Many of these clients will already have a diagnosis of bipolar disorder, but the model is not restricted to people with this diagnosis. The core features of the model will be described, and the core therapeutic approach explained and illustrated using a case example. The following sections of the chapter will focus on the distinction between a cognitive model of this kind, and a fundamental theory of psychological functioning, Perceptual Control Theory (PCT; Powers, 1973; 2005). This section will explain the relationship between the cognitive model and PCT, and then use the theory to provide greater insight into the multiple self-states and self-images that seem to characterise bipolar disorders. The chapter ends with an example of how the model and theory relate to clinical practice.  

The Nature and Assessment of Mood Swings

There is no accepted definition of 'mood swings', yet clients seem to describe a range of properties that characterise them which include:

1.
Rapid changes in mood. 

2.
High levels of activation such as feelings of restlessness, agitation and being 'on the go'

3.
Contrasting moods at different times (e.g. very high versus very low)

4.
Moods relating to interpersonal conflict such as irritability and aggression
5. 
Loss of control, confusion and unpredictable moods
These features of mood swings can make them greatly problematic, interfering with relationships, work, education, and in some individuals they are associated with a level of risk that entails hospital admission. Typically, people for whom mood swings of this kind are a severe problem will receive a diagnosis of bipolar disorder. However, many people with mood swings receive a diagnosis after first being considered to have a different presenting problem, such as an anxiety disorder, recurrent depression or a personality disorder. Therefore, unlike many existing accounts, Mansell and colleagues (2007a) apply their model to the presenting problem - mood swings - independently of the specific diagnosis. 
Mansell et al.’s approach is consistent with the transdiagnostic approach to CBT (Harvey, Watkins, Mansell, & Shafran, 2004). Following a comprehensive review of the scientific literature on cognitive and behavioural processes across adult psychiatric disorders, they concluded that the core maintenance factors are independent of the specific disorder. In the main, disorders appear to differ in the area of concern, rather than the class of maintenance processes involved. For example, people with paranoid psychosis and people with social phobia both use counterproductive safety-seeking behaviours, yet people with paranoia use them to try to prevent being physically harmed or persecuted by others whereas people with social phobia use them to try to avoid being negatively evaluated.

In line with Harvey et al. (2004), mood swings, while characterising bipolar disorder, are regarded to be important within people with other diagnoses, and similar processes involved in their maintenance. A common and easily used measure of mood swings is the Internal State Scale (Bauer et al., 1991). This scale is formed from 16-items rated on a visual-analogue or 100-point graded scale that sample four domains: conflict (irritability and sudden mood change); activation (thoughts racing and restlessness), depression (depressed mood and hopelessness) and well-being (feelings of capability and energy). The scale can be used every 24 hours and therefore provides a suitable way to monitor frequent mood changes, and covers all four of the five features of mood swings described at the start of this section; loss of control and confusion are better measured by a subscale of the HAPPI (Hypomanic Attitudes and Positive Predictions Inventory; Mansell, 2006; Mansell, Rigby, Lowe & Tai, 2008), described later. 
An Integrative Cognitive Model (ICM)

Our model has been described in detail elsewhere (Mansell et al., 2007a; Mansell, 2007). In essence, it proposes that mood swings are maintained by the presence of multiple, extreme, conflicting, personalised beliefs about changes in internal state. ‘Internal state’ in this instance refers to the current perception of mood, cognition, arousal, and action. In particular, the individual holds beliefs about the level of activation within these domains – for example high versus low mood and slowed versus speeded cognition. 
An example of two conflicting beliefs a person may hold are “My racing thoughts mean that I can be my creative, sharp self and be extremely successful” and “My racing thoughts mean that I am losing control of my mind and I am about to humiliate myself”. People who hold these kinds of beliefs are prone to trying to exert control over their internal states in contradictory ways – on some occasions to strive to heighten them, and on others to strive to suppress them; they have no coherent view of their internal state that allows them to manage it consistently. Figure 1 illustrates how two contradictory beliefs in the model can pull internal state in opposing directions.

--------- FIGURE 1 AROUND HERE ----------  

The model has an immediate implication for therapy. It suggests that people with significant mood swings have a global self-concept (both intrapersonal and interpersonal) that is tightly linked to their shifting internal states. This means that they find it hard to engage in value-driven goal-directed action to pursue long-term goals that are independent of how they feel. They are stuck in a cycle of perception of internal state, appraisal and action whose goal is to continuously try to control the present mood, to the expense of pursuing richer and broader, more enduring, goals. Thus, CBT based on the model is designed to help people step back from their cycle of extreme mood control and engage with long-term life goals.
The complete model is reproduced in Figure 2. It clarifies that the social environment is also a critical element of the vicious cycle for people with mood swings. It is proposed that contradictory beliefs about internal states develop through interpersonal relationships with significant others, and that these interactions shape the beliefs in an ongoing manner. In particular, the kinds of behaviours that people use to try to increase (ascent behaviours) or decrease (descent behaviours) the activation level of their internal state also have an impact on other people. For example, descent behaviours such as social avoidance can prompt negative reactions from other people so that while they allow highly activated mood to drop, they also confirm negative beliefs about low levels of activation (e.g. “When I am depressed no one talks to me”).

--------- FIGURE 2 AROUND HERE ----------  

As stated earlier, the model can be applied to mood swings experienced by anybody. Clearly the magnitude, timescale and impact of mood swings vary widely across different people. These variables may be difficult to predict directly from the model but could relate to the kinds of internal states experienced across people and time (e.g. thoughts racing vs ‘buzzing’ physical energy), the balance of different positive and negative beliefs, the kinds of ascent and descent behaviours employed, and the dynamic spiralling of the cycle both within and between individuals. 
Nevertheless, an overall prediction of the model is that the number and degree of extreme, personalised, conflicting beliefs about internal states will: 
(a) be related to the presence of mood swings,

(b) predict the degree of mood swings over time. 
These hypotheses can be tested in clinical and non-clinical populations, and using both self-report scales and experimental paradigms. 
In an initial pilot study involved the construction of 104 belief statements that were consistent with, or developed from the ICM (Mansell, 2006). In this study, 22 individuals with a self-reported diagnosis of bipolar disorder scored higher than 22 non-clinical controls. A further study used 25-items from this scale (10 of which were reversed) which discriminated between 56 people with self-reported bipolar disorder and 39 non-clinical controls when controlling for current mood symptoms (Mansell & Jones, 2006). Most recently, a 50-item version of the HAPPI distinguishes people with DSM-IV Bipolar I Disorder who have relapsed in the last 2 years from both non-clinical controls and people with remitted unipolar depression, again when controlling for mood symptoms and demographic variables (Mansell, Paszek, Seal, Pedley, Jones, Thomas, Mannion, Saatsi, & Dodd, 2009). Within non-clinical populations, the HAPPI correlates with mood swings independently of established measures of behavioural activation and hypomanic personality (Mansell et al., 2008), and predicts mood symptoms over four days, again controlling for these measures (Dodd, Mansell, Beck, & Sadhnani, 2009). 
Several experimental paradigms have also tested the ICM. For example, the model predicts that owing to their extreme appraisals of internal state, people with bipolar disorder use internal state information to guide decision-making to the expense of other information. Consistent with this proposal, Mansell and Lam (2006) demonstrated that people with remitted Bipolar I Disorder shift to use less advice in a goal-directed task when placed in an activated mood state, in contrast to people with remitted unipolar depression and non-clinical controls. In a more direct test of the proposal that conflicting appraisals of internal states are associated with mood swings, Taylor and Mansell (2008) demonstrated that students who are vulnerable to bipolar disorder appraise themselves by more strongly endorsing both positive (e.g. ‘dynamic’) and negative (e.g. ‘selfish’) trait descriptors of highly activated internal states when engaged in a co-operative goal directed task than students low in vulnerability to bipolar disorder.   

 In terms of the clinical evaluation of the ICM, there are three published case studies with 6 to 11 month follow-up periods that are based on, or incorporate, components of the model (Mansell & Lam, 2003; Mansell, 2007; Mansell, Morrison, Reid, Lowens, & Tai, 2007b). A case series is underway during 2008 and 2009, and a therapy manual is currently in development (Mansell, Tai, Reid, & Lowens, 2009).  
Integrating the ICM into a theoretical framework
Model-based accounts versus Theory-based Accounts

The ICM is similar in nature to cognitive models for other disorders such as panic disorder (Clark, 1986), social phobia (Clark & Wells, 1995) and psychosis (Morrison, 2001). Cognitive models are heuristic representations of the core processes involved in the maintenance of the presenting problems of individuals with the disorder in question. Their relative simplicity makes them particularly useful for developing shared formulations with clients, and their focus on a small number of component processes (such as extreme appraisals of internal states) also makes them amenable to testing because they make predictions about the presence of processes in a particular population and the effects of these processes on symptoms (as described in the last section). 

However, it is not possible to use a cognitive model to simulate the actual situations that they attempt to explain, such as a panic attack or a psychotic episode. Cognitive models are not theoretical frameworks that describe the principles and architecture involved in psychological functioning (see also Barnard, 2004). Therefore, the rest of this chapter focuses on a theory that does provide such a theory - Perceptual Control Theory (PCT; Powers, Clark, & McFarland, 1960; Powers, 1973; 2005). 
Perceptual Control Theory (PCT)

PCT is a psychological framework based on control system engineering that was developed throughout the 1950s and 1960s. It is related to the field of cybernetics, a post-war integrative approach for understanding human behaviour and communication (Wiener, 1948). In the last few decades, PCT has influenced the development of the field of self-regulation, from forming the basis of Carver & Scheier’s (1982) account, to more recent innovations (Karoly, 1993; Vancouver, 2005)

The core principle of PCT is that behaviour is the control of perception. In other words, what we regard as ‘behaviour’ is the observable process of the individual controlling their experiences to match a range of standards, or reference values. Figure 3 shows the fundamental component of PCT: the negative feedback loop.  

------- PLACE FIGURE 3 AROUND HERE ---------
Within this system, a comparator system computes the discrepancy between incoming perception and a reference value or standard. The discrepancy, or error, is proportional to the degree output of the system that acts on the environment, in the face of disturbances, to maintain input around the reference state. To take an example, a child who has a reference of a certain level of proximity to her parent when distressed would cry more when the parent moves further away, and less when the parent moves nearer, to try to maintain the parent at the reference distance. 

PCT  proposes that what we see as complex, co-ordinated behaviour is the action of multiple, hierarchically organised negative feedback loops that form during development to organise ascending perceptions from intensities, sensations and configurations, through sequences and programs of action, up to overarching principles and systems, such as the ‘self’. There is evidence based on observational accounts of chimpanzees and humans that is consistent with this view of development (Plooij & van de Rijt-Plooij, 1990). A critical feature of the hierarchy is that the outputs from a level set the reference values for the next level down – they do not directly trigger behaviour. Thus, the whole system works by setting subgoals for the level below, and only the lowest level interfaces with the environment. 

Within PCT, mental health problems are seen to result from chronic, unresolved conflict between control systems. The individual has multiple goals that are not achieved because they are incompatible with one another. A process called reorganisation is responsible for resolving conflict. It is proposed that two systems are in conflict because the system above these is setting incompatible reference values – for example a person who wants to be safe may have the incompatible goals of staying at home to keep away from danger and to get out of the house to seek help from others. The system responsible for try to keep safe is where things need to change. However, effective reorganisation cannot occur in more than one system at a time - otherwise it would be impossible for the system to know whether any benefits were due to a specific change. Therefore, reorganisation occurs at only one place in the hierarchy at any one time – and it is proposed that this is what we experience as awareness, or the focus of attention. 

Clearly PCT is a complex theory formed from multiple components. Despite being poorly known within psychology, the theory has led to wide applications throughout the social sciences (Forssell, 2008). As I shall discuss, it provides a different level of explanation that can often complement a cognitive understanding. 
The Relationship between the ICM and PCT

The ICM was developed as a model that could be used by CBT therapists and clients to formulate and understand mood swings. In particular, it aimed to integrate several existing psychological accounts of bipolar disorder under one common model. The important realisation that guided its development was that people with mood swings did not necessarily appraise a specific internal state in one particular way as emphasised by other models. 

Two examples of earlier psychological accounts may help explain the importance of this insight. In the first truly cognitive account of bipolar disorder, Healy & Williams (1989) proposed that people with bipolar disorder appraise the neuropsychological state that results from sleep disruption in a way that reflects positive, dispositional traits (e.g. “my fast thinking means that I am intelligent and witty”). Because of these beliefs, they strive to enhance this state of mind, ultimately leading to mania. Seemingly in contrast, the manic defence hypothesis (Abraham, 1911; Bentall, 2003) proposes that people strive to experience activated internal states for different reasons - in order to avoid feelings of failure and depression. Is one of these theories right and the other wrong? Or do both of them have some validity?

The ICM makes the assumption, consistent with PCT, that people have multiple goals and therefore multiple reasons for controlling their internal state. More importantly, PCT proposes that rather than having particular reasons to control experiences per se, it is the conflict between attempts to control the same experience in opposing ways that is problematic. This is implicit within the diagnostic criteria for psychological disorders; a behavioural tendency qualifies as a disorder when it interferes with other basic functions such as relationships and work (Mansell, 2005). Within bipolar disorder, it is proposed that attempts to control mood in opposing directions leads to mood instability. For example, in addition to the positive beliefs about highly activated states, opposing negative appraisals of the same internal state are also important (e.g. “my fast thinking will lead me to have a breakdown”). Thus, PCT allowed the ICM to focus on the process of conflicting control over internal states rather than focusing exclusively on the content of a specific appraisal to explain this complex, heterogenous and unstable disorder. The process of conflicting control leading to mood swings is illustrated in Figure 4.

--------- FIGURE 4 AROUND HERE ----------  

The ICM and PCT are two different forms of explanatory framework that complement one another. While the ICM is a heuristic used to share with clients and form specific hypotheses about people experiencing mood swings, PCT is a framework of psychology upon which this model could be implemented. While some terms are shared between the approaches, such as ‘control’ and ‘perception’, others differ. For example, there is no direct way to map ‘beliefs’ and ‘appraisals’ onto PCT. We tend to say that person believes something by inferring the nature of the goals behind their observable behaviour. Within PCT, where a higher order system within a person sets a reference for a highly activated state of excitement, someone might comment that this person ‘believes’ that when they feel excited they think they can achieve anything. This is a more accessible way of expressing the same process that is appropriate for a CBT model, but lacks the mechanistic precision of a PCT account. In addition, within a control theory account, there can be multiple systems striving to control the same experience, and therefore ‘beliefs’ can be understood as contradictory over time, even within the same person.

Affect, Conflict and the Self

A PCT-informed account of bipolar disorder suggests the existence of multiple high order control systems within an individual that conflict in their attempts to control the current internal state. Within PCT, the highest level controls a person’s perception of system concepts. One important system concept is the self-concept. A person’s sense of self is defined by lower order perceptions including their principles (e.g. loyalty, kindness) and their perception of acting in ways consistent with those principles (e.g. programs such as phoning a friend) which in turn are dependent on the levels below. The ICM proposes that in people with mood swings, these multiple senses of self are more heavily weighted towards the lower order perceptions of the current internal state than to higher level principles and programs. There are several implications of this:  
1. Fluctuating self-perception. If the control systems are organised in this way, it would be understandable for a person with bipolar disorder to perceive that he or she is a different kind of person during different internal states.
2. Poor awareness of shifting self perceptions as they happen. There is likely to be a poor awareness and control of the process of shifting between self states as the individual is focused on controlling current feelings within a single state rather than observing the shifts as they occur. 
3. Perception of struggle and increased effort. The individual is likely to get the impression that they are struggling with another controlling entity, which they may or may not realise is often a system within themselves. The most immediate method to deal with this is to increase the level of effort – which would be affected by the gain in a control system – the larger the gain, the more output that is created for a fixed level of error.   
4. Development of further conflict. As the individual experiences a feeling of being manipulated or controlled, this is likely to provoke other systems governing the elimination of threat to predominate. In other words, it would trigger an increased physiological response that we might observe as anxiety or maybe contempt or disgust as the person strives to regain control. It is then possible that a person will, in turn, develop ways to manage the arousal caused by this internal conflict – either to enhance it (“I thrive on stress”) or suppress it (“I cannot tolerate anxiety”), or most likely a fluctuating combination of both strategies. In other words, there is the potential for further conflicting control over internal state to develop. 

The above account illustrates how incorporating PCT into a cognitive model can help to explain some of the key experiences of our clients – such as loss of control, and the escalation of mood swings over time. 

A Theory-based Account of Memory and Imagery in Bipolar Disorders

There is an increasing focus on the role of imagery in CBT for psychological disorders (e.g. Holmes & Hackmann, 2004). A PCT framework can begin to unravel the role of imagery within bipolar disorders. Powers (1973) proposed that parts of a control hierarchy can operate in a mode that short-circuits the lower level systems – the imagination mode (see Figure 5). This mode allows the individual to control their perception ‘as if’ they were interacting with the real world. Clearly, when a client describes imagery and memory in therapy, the imagination mode is necessary – very rarely is the actual problem situation actually present within the session environment. 
------------- INSERT FIGURE 5 HERE -------------
Within PCT, memory is distributed throughout the system; each reference value is constituted from a stored perceptual signal that is triggered by the output from a higher level system (Powers, 1973). When in imagination mode, these references can be experienced directly, even though that perceptual experience is not present in the environment; thus a person can hold an image of their ‘desired’ self in mind, even though they are not able to achieve their desired self right now. The imagination mode can occur at the higher levels of the system whilst lower order systems are engaged with the environment. Thus, we can hold higher level perceptions in our mind’s eye at the same time as our lower order systems are busy controlling perceptions of the environment (e.g. planning your route home while you are driving). 
Because control systems that govern self-concept require perceptual references for the self, it would follow that these references can be controlled within the imagination mode and that they are perceived as memories of goal-related experience. In other words, we can perceive and manipulate our self-related imagery. ‘Imagery’ in this sense would incorporate whatever references are stored for goal-related action and could be formed from a broad range of sensory systems as well as including higher order percepts. From this perspective, applying the imagination mode to one’s self-concept can be helpful for people as it allows them to explore and modify their self-perception. The intrinsic relationship between memory and goals is also clearly evident from a PCT-based account – memories essentially operate as guides for goal-directed action.

Reorganisation

The above explanation tends to beg the question – how are self-perceptions modified? Within PCT, reorganisation drives adaptive change. It is proposed that successful therapy involves helping to guide and sustain attention at the higher levels in the system that are setting incompatible subgoals, and allowing reorganisation to occur there. Reorganisation is essentially a process of randomly changing the properties of the systems at a level in the hierarchy until the degree of error in the systems is reduced. The person may experience this as feeling a little better, or that they have an insight, or feel more ‘in control’. In clinical experience, this seems to be accompanied by a shift in self-perception – towards what we have called a ‘reorganised self’ (Mansell & Hodson, 2009). Thus, recovery does not involve the removal of past self-concepts, but instead involves a change in how the new self-concept configures and regulates lower order perceptions. The recovered person may feel as though they can imagine their previous selves ‘through the eyes’ of their current self (Higginson & Mansell, 2008).  
Summary of a PCT conceptualisation of the cognitive model

In sum, the mechanisms of PCT suggest several key implications for understanding mood swings and therefore clinical practice with this population:
1) People operate through feedback control, and therefore effective therapy facilitates this process through enabling the client’s sense of control during the session. 

2) Conflicting attempts to control the same experience are responsible for psychological distress; directing and sustaining attention to the levels of control above the conflicting systems promotes intrinsic change. 
3) Where individuals have a self-concept that fluctuates around their mood, the monitoring of these shifts in the self can help form a ‘reorganised self’ that promotes more adaptive regulation. 
The Clinical Approach

The therapy following from the ICM is guided by a ‘pyramid of principles’ which is illustrated in Figure 6 (Mansell, Tai, Reid, & Lowens, 2009). The therapist and client continually work up the pyramid, but drop down to lower order principles as soon as they become a priority. 
---- INSERT FIGURE 6 AROUND HERE ------------

Starting from the bottom of the pyramid, issues of significant risk, such as suicidal plans, are prioritised. Dealing with risk is not necessarily regarded as ‘therapeutic’ in the sense that the therapists’ own goals will tend to inform their decision-making at this time. Nevertheless, the therapist strives to listen to and understand the purpose of the risky behaviour from the client’s perspective. Our interventions draw partly from existing approaches (e.g. Newman, 2005). Critically, we can manage risk by identifying reasons for living (Linehan, Goodstein, Nielsen, & Chiles, 1983), and helping clients use alternative strategies for managing heightened emotion (e.g. grounding; Kennerley, 1996). 
Within the model, once risk is managed, the next step up the pyramid commences immediately - engagement. The initial strategy to maintain engagement is to promote client control and involvement at all stages. Thus, at the start of the session, the agenda serves to focus on the client’s own goals. During therapy, where engagement appears to be threatened, the therapist refocuses attention on the current goals of the client – for example, the agenda may be revisited and renegotiated. There are times when simple practical measures can be taken to maintain engagement, such as engaging with other services and providing information. 
The core of the therapy involves enquiring about the client’s perceptual experiences as they relate to the problem they wish to talk about. In particular, the therapist enquires about the nature of the internal states the client experiences – how they feel in the body and the mind; how they know when they experience them and when they do not; how they distinguished between different levels of intensity. In an ongoing manner, the therapist listens to the appraisals of internal states, and helps the client to elicit them using Socratic questioning. 
The therapist also samples the range of appraisals the client may hold – beginning with the ones that the client offers, and then enquiring about others. For example, a client who first lists all the good things about being high is allowed clarify their beliefs, and when they client feels that these have been covered, is then prompted as to whether there are other meanings – “Is that everything you believe about feeling this way?”; “You have told me all the positive things about being high. Is that everything or are their other things you think about it too?” Typically, during the discussion of appraisal, the client can provide personal experiences that either illustrate or seem to justify the appraisals. Within the model, early and ongoing experiences have an important role in driving the cycles of mood swings. 
Once the internal states and their meanings are explored, the therapist has the opportunity to begin to help the client consider these in a number of ways. For example, the therapist can begin to explore the ways that the client controls their mood, and the impact of these attempts on the internal state itself. A simple formulation of internal state-appraisal-behaviour-internal state can illustrate the vicious cycle of escalation of mood, thinking and behaviour. Alternatively, a formulation can illustrate the conflicting appraisals of the same internal states, to help the client to re-evaluate and challenge them. For some people with a long history of mood swings, a historical formulation in the form of a timeline can help them to gain a greater sense of perspective on their lives and anchor their mood swings in relation to key life events. 
The change and recovery process forms to pinnacle of the pyramid. As soon as a formulation is shared with the client, the therapist facilitates change by exploring the shifts in perspective that the formulation triggers. In particular, the therapist is focused on helping the client to set long-term personal goals that are relatively independent of their current mood state, and allow them to move forwards in their lives. These goals would be regarded as at the higher levels of a control system hierarchy within PCT. Examples of interventions directed at achieving this include the development of an image of the ‘healthy self’ to head towards, the mindful exposure to internal states whilst dropping (or replacing) ascent and descent behaviours, and the contextualisation and restructuring of intrusive self memories.
The exploration of self-concept is particularly important to the model. The therapist helps the client to build up a sense of self that is related to principles and routines rather than on current feelings; we need to help them go ‘up levels’ of control by focusing on the principles that can guide their lives, such as being honest, loyal, dedicated, etc. This account also suggests that we need to help people to observe their processes of conflict and ‘see the two sides’ rather than being immersed within one side or the other. Clients can be encouraged to describe their different self-states in detail so that they are recognisable during their everyday lives, which in turn allows them to make controlled choices about the self-state they would like to be, rather than feeling driven between different states due to their conflict with one another. An example of an intervention of this kind is provided by Mansell (2007) and Mansell & Hodson (2009).   

We tend to recommend that therapists provide therapy in formats and frequencies that suit their clients, within service constraints. For example, at the early stages more than one session per week may be helpful, and at later stages the client may choose to space out sessions to help monitor their recovery or provide helpful ‘booster’ sessions. To date, the therapy has tended to vary in length, from 12 to 30 one-hour sessions, yet our aim is to be able to distil the therapy in as few sessions as possible. We encourage clinicians to conduct 3, 6 and 12 month follow-up sessions to monitor the long-term effectiveness of the therapy. 

Case Example

The names and details of the following case have been modified to maintain anonymity. Natasha was a 38-year-old female from Turkey. She was referred within second care for CBT for bipolar I disorder. Despite experiencing severe mood swings since her adolescence, this was her first opportunity to receive any kind of psychological intervention.
History of presenting problems

In the initial sessions, Natasha immediately divulged both her past and present difficulties. Her first memory at the age of three involved witnessing her mother being knocked unconscious by her father after one of many bouts of domestic violence. She remembered trying to ‘grow strong’ to save her mother’s life, and remembered believing that she had brought her mother back to life when she recovered consciousness. Natasha reported being a ‘very active’ child. She reported that her parents managed this with medication and physical constraint. At 16, Natasha was raped by a boy in the village, but this incident was not dealt with appropriately owing to the protective male-dominated culture. She was anxious, angry and severely distressed by the trauma. It was around this time that Natasha remembers what she regarded as her first breakdown, collapsing on stage in a school play. From this point onwards she received a diagnosis of bipolar disorder, and experienced a series of physical and sexual assaults, and manic episodes entailing hospital admission. 
After her arrival in the UK, Natasha was relapsing regularly, and involved in a conflictual relationship with a man who was also seeing secondary care services for his violent behaviour and mood swings. Despite Natasha’s severe difficulties and palpable anxiety during sessions, she presented as engaging and emotionally engaged, with frequent use of humour. Natasha’s main goals for therapy were to ‘come to terms’ with the traumas she had experienced and to manage her mood better so as to prevent relapses in future. 
Natasha attended approximately 25 sessions of therapy. She completed the ISS twice per week throughout the therapy. She also completed the Beck Depression Inventory monthly, and the HAPPI at the start, middle, end of therapy and at follow-up. These scales were used to help review internal state during the previous week (ISS), identify risk (BDI), and consider the key appraisals that could be involved in maintaining mood swings (HAPPI). On specific occasions during therapy she also completed clinical measures of anxiety and intrusive memories.  In this case example, there will be insufficient space to describe the whole treatment. Therefore, the report will focus on characterising Natasha’s extreme personalised beliefs, building them into a formulation and exploring them in therapy. Where other significant methods were used in the therapy, these will only be mentioned briefly. 
Formulation of Personalised Beliefs
Table 1 shows the key beliefs that Natasha reported and their origins. In essence, the client and therapist identified two conflicting states relating to states of high activation. One the one hand she believed that getting as activated and emotional as possible made her strong to save other people (and to some degree herself) from serious threat, whereas on the other hand she believed that high states of activation made her vulnerable to lose control, dissociate, and become traumatised and hospitalised by others. Both sets of beliefs were well confirmed from her own experiences, yet they were irreconcilable in terms of her personal goals – should she strive to drive her activation up or push it down? Her life appeared to be punctuated by cycle of enhanced and suppressed activation. The therapy was therefore directed at helping her to taking a broader perspective on this process, and manage her life accordingly. 
------ INSERT TABLE 1 AROUND HERE ------------
Taking a metacognitive stance
The early sessions of therapy targeted simple emotion regulation strategies in order to manage the current situation and the influx of intrusive memories during therapy. Natasha believed that she needed to ‘get everything off her chest at once’ when talking about the past, but also recognised that this made her feel overwhelmed and led her to feel detached from reality. These contradictory methods to manage intrusive memories reflected the two conflicting approaches to her internal state. The therapist discussed how the balance of avoidance versus processing of traumatic material could be a functional process, reassuring her that the material could be covered a step at a time. Occasionally, strategies such as grounding using a squeezable ‘stress ball’ were implemented to help her prevent detachment (Kennerley, 1996). When discussing current stressful situations, close attention was paid to distinguishing between current experience and memories of past assaults. Natasha reported this process of ‘taking a step back’ extremely useful. By taking this broader, ‘metacognitive’ or ‘mindful’ perspective on her current perception, she seemed better able to select a more accurate appraisal of the situation and how to manage it, rather than fighting with her current mood state. It is possible that this stance was equivalent to going ‘up a level’ in a control hierarchy, whereby she was more able to regulate her two strategies – to recall and suppress a distressing memory – rather than oscillating between the two strategies with little awareness that they were both part of the recovery process.
Formulation of interpersonal conflict 
Natasha explained that the most problematic situation for her was when she found herself re-experiencing the agitation and intrusive traumatic material during arguments with her close friend. At the time, she attributed the re-experiencing entirely to her friend. She would feel overwhelmed and vulnerable and strive to regain control of the situation (and her own mind), for example by insulting her friend and raising her voice. This served to suppress her feelings temporarily which confirmed her belief that she could regain some control, but it had the impact of further increasing her physiological activation, and provoking an escalated response from her friend. In PCT terms, the vivid and controlling nature of her re-experiencing during an argument led her to struggle with these perceptions as though they were another controlling entity (the other person), which in turn increased her arousal and the degree of internal conflict. Some time later, when the situation had eventually de-escalated, she would isolate herself and blame herself for the argument and its consequences, which provoked and maintained a depressed mood. The therapist worked with Natasha to produce a formulation of this cycle, which is shown in Figure 7
----- INSERT FIGURE 7 AROUND HERE ----
Behavioural experiments

Following from the above formulation, several behavioural experiments were developed collaboratively. For example, Natasha was helped to generate alternative ways of managing conflictual situations in the future, and evaluate their impact. She experimented with trying to notice her intrusive imagery as it arose, and thinking “this is a past experience rather than what is happening right now”, which in turn helped her to think of alternative behaviours – she role-played saying to her friend: “I am getting very stressed right now. I need a place to be quiet for a while and I will return when I feel better”. In between sessions, she was able to try out these alternative strategies and rate her mood before, during and after the experiment. This revealed, after some practice, that she could set up clear boundaries and remove herself from an escalating argument when necessary.  
Memory restructuring and narrative formation
Natasha described a range of memories that characterised her extreme mood states and their origins. When the therapist explored them with Natasha, the links with her current mood states were clear, and this helped her to normalise them as originating from aversive life events, rather than coming purely ‘out of the blue’. Several sessions involved trying to develop a clear chronology of events to help form a coherent memory of some of her most stressful life periods. During this process, it was important not to become ‘immersed’ in the memory, and regularly the therapist asked her to say what she made of these experiences now, and whether the beliefs she had had at the time were still those which she had at the moment. It is possible that this process helps to keep the client in an ‘imagination mode’ (see earlier) whereby perception is not mistaken for changes in the current environment that would need to be controlled by overt behaviour. The focus of this work was not to ‘unlock’ a hidden memory, but to explore and develop her current self concepts in the light of past experiences and thereby to facilitate reorganisation and change. For example, she recalled a childhood memory of knocking hard on the door of her mother’s bedroom after her mother had been assaulted by her father. Natasha was terrified that her mother had been killed. Her mother answered and told her off for bothering her, not understanding Natasha’s concerns. When recalling this memory, it became apparent to her that she was dealing with current arguments as an adult in the same way – fearing the worst and exerting herself as much as possible to deal with it. She considered that as a child maybe she had little choice, but as an adult she now had other ways of dealing with arguments. In the process, she became more compassionate towards her child self, at the same time as considering alternative strategies for managing stressful situations as an adult.    
Comparing Pros and Cons of the Activated Self
Through the formulation of traumatic memories, and current problematic situations, the more consistent appraisals of internal states became more apparent. This allowed a direct discussion of the positive and negative beliefs about being highly activated, and comparing them with the alternative – a more stable state in which Natasha could take a step back from a situation. The two sides of the argument for keeping an activated state of mind were discussed and weighed up. This part of the therapy was consistent with the proposal that going ‘up’ levels of control can help to resolve conflict. Natasha began to realise that her attempts to drive her mood upwards and to drive it downwards were both driven by her goal of staying safe and well, and in control of her own mind. At the end of therapy, Natasha came to believe that she would still experience high states of mind, and that this was ‘part of her’, but she also felt more able and confident at drawing on other parts of herself that she had developed – being self-accepting and stepping outside a vicious cycle of mood escalation at times; she had identified other ways of achieving her personal goals that were not so tightly dependent on her current mood. 
Summary

Natasha began the therapy with extreme mood swings and regular admission into hospital. She had been re-experiencing traumatic memories for many years, and experienced frequent interpersonal conflicts. During therapy she became more able to manage her moods, reported ‘coming to terms’ with many of her past experiences, she managed potential relapses more effectively, and she showed drops in depression and HAPPI scores at the end of therapy. She felt that she had gained a great deal from therapy, but that she would still require support in the future to help her continue to manage her mood swings and to return to work. This brief case example illustrates some of the features of CBT based on the ICM and PCT. An advantage of the approach is that the components of the model can be measured which provides a test of the validity of the theory in relation to real-world data. Therefore, there is clearly a need for a more systematic, quantitative study of the process of change and recovery during the therapy, which is underway. 
Conclusion

This chapter has provided an overview of a recent CBT model of mood swings and bipolar disorders, an overview of its evidence base and clinical implications. Its relationship with an underlying theoretical framework, PCT, has also been explained, and used to clarify some of the more specific features of mood swings and how they change over time within individuals. It is possible that other CBT approaches could be understood and modelled in a similar way (Mansell, 2005). While the integrative cognitive model is developing a strong evidence base, we are in the early stages of its evaluation as a therapy, and in its integration with PCT as an underlying mechanistic framework.  
Activities

1. One way to understand the Integrative Cognitive Model is to apply it to one of your own internal states. For example, what do you think about yourself and your relationships with other people when you have had several alcoholic drinks? Are there a mixture of positive and negative appraisals? How do you know when to drink and when not to drink?
2. The Integrative Cognitive Model is related to earlier CBT models of panic, social phobia and psychosis, among other approaches. What are the common features? What are the differences? Helping to focus on the common features can allow you to consider ways to applies the skills and knowledge that you already have. Exploring the differences is important too – critically the ICM allows the therapist and client to model the escalation of different kinds of mood states; and it is the presence of multiple cycles (characterised by conflicting appraisals) that is key.

3. Perceptual Control Theory can be a difficult theory to grasp. There is further reading in this article. In addition, take a look at the Control Systems Group website for some other papers and some highly visual illustrations of the theory in action: www.perceptualcontroltheory.org.
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Table 1. Natasha's Conflicting Beliefs about Internal States and their Origins 
	Internal State
	Valence
	Conflicting Beliefs
	Behaviours 
	Possible Origins

	High, agitated, thoughts racing, full of emotion


	Positive
	I can save someone close to me; I can overcome all my problems
	Increase activity; create new plans; talk more; tell everyone how I feel
	Striving to save mother who was assaulted by father regularly

	
	Negative
	I am losing control of my mind; Other people will take advantage of me
	Take more anti-manic medication; avoid people; Tell myself I am stupid
	Being hospitalised and physically restrained when high; trauma; criticised by family members

	Low, slowed down, blunted emotions


	Positive
	I have prevented getting out of control
	Do less; keep away from people
	Short-term avoidance of relapse

	
	Negative
	I have lost touch with reality; Other people will take advantage of me
	Seek out people; take more antidepressant medication 
	Experience of physical and sexual trauma when ‘dissociated’


Figure 1. An illustration of two conflicting beliefs of the same internal state
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Figure 2. An Integrative Cognitive Model (ICM) of mood swings and bipolar disorders
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Figure 3. The Negative Feedback Loop is a fundamental component of Perceptual Control Theory 



Figure 4. An illustration of how conflicting attempts to control internal state lead to mood swings. The elipse represents the continuous activation level of the internal state. The unbroken arrows refer to the high level systems that set reference levels for the internal state. The dotted line shows a potential change in internal state over time, in the direction of the arrow. The individual strives to be successful through high levels of activation, but this takes their experience closer to the reference level for a catastrophe. Therefore the individual tries to reduce their activation level to achieve safety, but this takes their experience closer to the reference level for being a failure, leading to increase in activation again. Each person’s pattern of mood swings will vary depending on their balance of idiosyncratic beliefs about internal state, their methods of control, and contextual factors.
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 Figure 5. The imagination mode operates within a hierarchy of control systems. In this diagram, thinking, planning, hallucination and vivid dreaming are conceptualised as occurring within the imagination mode. Reproduced with permission from “People as Living Things” by Philip Runkel, www.livingcontrolsystems.com.
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Figure 6. The principles of CBT for bipolar disorder according to Mansell et al. (2009)
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Figure 7. A Formulation of One of Natasha's Problem Situations 
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