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Abstract

Background and Objectives: Bipolar disorder (BD) is defined as emotion dysregulation. Since such dysregulation is also present
during remission, it may be a risk factor for the development of further affective episodes. Therefore, the current study aimed at
examining the impact of group cognitive behavioral therapy (GCBT), in comparison to treatment as usual (TAU), on the cognitive
emotion regulation strategies of patients with BD.

Patients and Methods: The current single - blind, randomized, controlled trial (RCT) was performed from 2015 to 2017 at the Psy-
chiatric Clinic of Razi Hospital affiliated to Tabriz University of Medical Sciences, Tabriz, Iran. A total of 70 adolescents with early -
onset BD were selected by the convenience sampling method based on the diagnostic and statistical manual of mental disorders -
fourth edition - text revision (DSM-IV-TR) and allocated into receive either 12 sessions of GCBT (N =35) or TAU (N =35). Cognitive emo-
tion regulation strategies were evaluated by cognitive emotion regulation questionnaire (CERQ) at baseline, after the intervention,
and at 3 - month follow - up. Efforts were made to follow up all randomized participants even if they withdrew from the assigned
treatment prior to completion of GCBT sessions.

Results: Compliance with treatment was moderate and the mean number of GCBT sessions that the participants attended was 6.97
(2.81). The 2 groups had significant differences in terms of post - test scores for other - blame (P = 0.001), rumination (P = 0.049),
positive refocus (P=0.008), positive reappraisal (P=0.005), and putting into perspective (P=0.001). In the 3- month follow - up, the
2 groups were significantly different only in other- blame (P = 0.001), positive reappraisal (P = 0.001), and putting into perspective
subscales (P=0.001). Therefore, the effects of the intervention were not effectively sustained after 3 months and there was room for
improvement in terms of both'outcome and compliance.

Conclusions: The GCBTis more effective when the participants are involved in the study and get instructions on emotion regulation.
However, since the effects of the intervention were not sustained for most of the subscales after 3 months, booster sessions might
improve and prolong the impact of psychotherapies.
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1. Background psychiatric disorders, early - onset BD has a worse progno-
sisand higher levels of comorbidity than BD emerging dur-

Bipolar disorder (BD), also known as manic - de-  ingadulthood (2, 3). These characteristics complicate the

pression, is a mental disorder characterized by unusual
changes in mood, energy, activity levels, and behavior. The
mood swings of bipolar disorder are so intense that can
lead to severe disruptions in social, interpersonal, and oc-
cupational functioning (1). Early - onset BD includes the
appearance of the first symptoms in childhood or adoles-
cence and affects about 2% of this age group. Similar to all

clinical manifestation of the disease in children and ado-
lescents (4).

The American Psychiatric Association defines BD as
an emotion dysregulation (1). Gross defined emotion
regulation (ER) as the processes controlling the appear-
ance of emotions and how individuals experience and ex-
press these emotions (5). Cognitive ER is defined as the
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conscious, cognitive processes helping individuals man-
age the intake of emotionally arousing information and
control their emotions during or following a stressful
event (6). Due to impairments in ER, bipolar patients
need more time to recover after stressful life experiences
(7).Therefore, negative life events cause depression symp-
toms and positive events stimulate signs of mania or hy-
pomania in such patients (8). During each of the 3 phases
of BD, patients present differences in the habitual use of
particular ER strategies. Individuals in a hypomanic mood
state are more likely to refocus on positive things, to pos-
itively reappraise, and to refocus on planning when con-
fronted with a negative event (9) and use adaptive cop-
ing strategies even more frequently than healthy controls
(10). Meanwhile, it is reported that increased levels of
self - blame, catastrophizing, and rumination, and de-
creased use of positive reappraisal are significantly related
to the development of depressive emotional problems (6,
11). Likewise, euthymic state in BD is associated with an in-
creased use of maladaptive ER strategies (i e, rumination,
catastrophizing, and self - blame) and a decreased use of
adaptive ER strategies (planning, positive reappraisal, dis-
tracting, and putting into perspective).

Due to the negative consequences of emotion dysreg-
ulation in BD, appropriate interventions are required to
improve the performance of the patients. Cognitive be-
havioral therapy (CBT) is a psychosocial approach with im-
pacts on clinical variables such as recurrence, severity of
symptoms (12), and the number of hospitalizations (13) for
BD patients confirmed both in short- and long - term pe-
riods by a large body of empirical evidence. Since previ-
ous studies reported the presence of abnormal patterns
of ER strategies during remission, such abnormality is not
associated with the presence of acute affective symptoms
and might serve as a risk factor to develop further affec-
tive episodes. Based on the positive effects of CBT on emo-
tion regulation abilities of patients with depression (14)
and anxiety (15), and according to the recommendations of
previous studies (16), further research is required to assess
whether patients with BD can be trained to effectively use
adaptive ER strategies. Therefore, the current study aimed
atevaluating the effects of GCBT as a cost - effective strategy
on cognitive ER abilities.

2. Methods

2.1. Study Design

The current single - blind, randomized, controlled trial
(RCT) compared the effects of GCBT and treatment as usual
(TAU) in adolescents with BD during their euthymic phase.
The study period lasted for 6 months and the outcomes

were evaluated at baseline, 3 months after randomization
(end - CBT; mid - TAU), and at 3 - month follow - up.

2.2. Setting

Patients were recruited from Razi State Hospital affili-
ated to Tabriz University of Medical Sciences, Tabriz, which
is the main referral center for psychiatric patients in East
Azerbaijan Province, Iran. East Azerbaijan is a province in
the Northwest of Iran and has an approximate population
of 3.7 million. The study was conducted from September
2015 to March 2017.

2.3. Participants and Randomization

The eligible participants were all adolescents with a
documented diagnosis of early -‘onset BD. The presence
of the euthymic phase was confirmed by the Beck depres-
sion inventory (BDI - IT) score < 12 or a young mania rat-
ing scale (YMRS) score < 14. The patients were eligible if
they had the ability to participate in group therapy ses-
sions and responded to written questions, did not have an
affective episode during the past month or a history of hos-
pitalization during the past 2 months, and had an intel-
ligence quotient (IQ) over 90 according medical records.
The patients were excluded if they had unstable medical
treatments with dose variations during the study, had co-
morbidities that could affect the study outcomes, needed
extra treatment, and had possible negative effects on other
group members (such as conduct disorder or substance -
related disorders). The current trial was based on the con-
venience sampling. Simple random allocation, using a ta-
ble of random numbers, was performed after baseline eval-
uation of all participants.

2.4. Intervention

After the evaluation of previously hospitalized pa-
tients’ medical records, potentially eligible individuals
were contacted by telephone and briefed about the trial.
The patients were then examined in terms of the inclu-
sion criteria and meetings at mutually convenient time
and places were arranged with eligible individuals. During
these meetings, the researcher responded to all questions
of the patients and their caregivers and asked them to sign
an informed consent form. The participants then com-
pleted the baseline questionnaires. The initial assessments
and randomization were conducted by an independent re-
searcher ‘not involved in the interventions. Finally, 70 ado-
lescents (age: 12 - 18 years) with early - onset BD based on
the Diagnostic and Statistical Manual of Mental Disorders-
Fourth Edition - Text Revision (DSM - IV - TR) criteria of BD
were randomly allocated to either the GCBT (N =35) or TAU
(N=35) groups.
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2.4.1. Experimental Intervention: GCBT

GCBT was administered in closed groups. The par-
ticipants received twelve 90 - minute face - to - face ses-
sions of group therapy. Since the sessions were provided
once a week, the intervention lasted for 3 months. Dur-
ing the treatment phase, 3 groups were formed and the
mean number of adolescents in each group was 12. GCBT
was provided by a clinical psychologist with more than
10 years of clinical experience and advanced training in
CBT. A psychiatric nurse also participated in the provision
of the intervention. The focus of the intervention was on
psychotherapy, but medications were also continued. Ap-
propriate modifications were made in the GCBT protocol
to match the needs of the adolescent participants. An
age - appropriate manual was hence prepared based on a
previously developed manual for adults. Treatment ses-
sions consisted of psychoeducation (signs and symptoms,
biopsychosocial model, course of disease, treatments, im-
pact of BD on the individual and beloved ones, and ini-
tial interventions in mood cycles); indicating relationship
between activities and mood (modification of activities
to improve mood in depression and behavioral strategies
to reduce mania/hypomania including simulation con-
trol, strategies to normalize sleep, relaxation strategies
and contacting treatment team); describing interpreta-
tion and self - talk as the moderator between situation
and emotion, using patient examples; Automatic and hot
thoughts and their related emotions; describing relation-
ships between positive thoughts and early signs of ma-
nia/hypomania; thought records: situation, mood, and
thoughts; finding evidence for and againstthe hotthought
and distortions; introduce evidence gathering and dis-
tortions for positive automatic thoughts in early signs of
mania/hypomania; introduction of alternative thoughts
for depression and mania/hypomania; review problems
related to goals around adherence to medication regi-
men; examine connection between stressors and onset
of episodes; introducing problem - solving strategies, etc.
(17). Motivational interviews were also used to promote au-
tonomous motivation for treatment. Parents also received
several booklets containing information about early - on-
set BD and recommendations for family members. Each
session comprised four stages. First, group members dis-
cussed their weekend tasks (homework assigned in the
previous session). New material was then presented dur-
ing psychoeducation and therapy sessions. In the third
stage, a variety of techniques, e g, discussing the experi-
ences of the patients, role playing, and exposure were used
to help the participants develop new skills. Finally, week-
end homework was assigned. This process provided the pa-
tients with a chance to learn and practice new skills in a
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safe environment and gradually adopt them in their daily
lives.

2.4.2. Control Intervention: TAU

After randomization, 35 patients were allocated into
the control and TAU groups. The patients were asked not
to use any other therapeutic approaches without inform-
ing the project leader. TAU services for patients with BD
typically include regular visits by a psychiatrist for medical
management if needed and brief psychological therapies
and counseling by mental health clinicians.

2.5. Assessments

In both groups, assessments were performed at base-
line before randomization, immediately after the 12 - week
course of intervention, and 3 months after the end of the
intervention. All efforts were made to minimize the miss-
ing data and follow up all participants. To avoid nonre-
sponse bias, an intimate relationship was developed with
the participants, so they were more likely to respond to the
surveys. The rapid collection of data was avoided and the
evaluator investigated the surveys for the lost questions
and asked the respondents to complete them and where it
was not possible to collect face - to - face data, participants
were offered the option of completing the questionnaires
by phone. The observer was one and the patients were as-
sessed by an independent and trained clinician who was
not involved in the treatments and remained blind to the
grouping process. In order to ensure anonymity, unique
identification numbers were assigned to all participants
and all outcome data and questionnaires were labeled by
these codes. Consent forms and other documents, includ-
ing the participant’s name, phone number, and address
were kept confidential.

2.6. Outcomes

2.6.1. Primary Outcome Measure
2.6.1.1. The Cognitive Emotion Regulation Questionnaire

The CERQ is a 36 - item self - report questionnaire to
measure the habitual use of 9 cognitive ER strategies (6),
which determine a person’s method of coping with neg-
ative events. The questions are arranged in nine 4 - item
subscales, which are conceptually distinct. Studies on the
Persian version of the questionnaire reported the internal
consistency of its subscales ranging 0.76 to 0.92 (18). In
the current study, the age-adapted version of the CERQ was
used and Cronbach’s alpha coefficients of .88 and .79 were
obtained for the adaptive and maladaptive subscales, re-
spectively.
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2.6.2. Secondary Outcome Measures
2.6.2.1. YMRS

The YMRS is an interview - based scale administered to
determine the respondents’ level of mania or hypomania
(19). It was used at baseline to examine patients’ eligibility
before randomization. The cutoff value was set to 12.

2.6.2.2.The BDI-II

The BDI - II is a 21 - item self - report inventory widely
used to evaluate depression (20). Each item measures the
severity of a particular symptom through 4 statements. It
was used at baseline to examine patients’ eligibility before
randomization. The cutoff value was set to 14.

2.6.2.3. The Demographic Questionnaire

A researcher - made questionnaire was used to col-
lect the participants’ sociodemographic characteristics in-
cluding age, gender, marital status, grade, family’s eco-
nomic status, parents’ education, current family status,
family history of BD, age of onset, disease duration, num-
ber of hospitalizations, and number of suicide attempts.
The main demographic characteristics were extracted
from previous similar studies or included according to the
suggestion of the co - authors who had the experience of
working with bipolar adolescents.

2.7. Sample Size

The sample size was determined based on a previous
study on the impact of CBT on coping and cognitive ER
strategies of Iranian females (21). The sample size was es-
timated 58 subjects, i e 29 patients in each group, if the
true difference between the mean scores of the interven-
tion and control groups (error) were 2.1 and the standard
deviations (SD) of 3.03 and 2.71 were observed, with a power
of 80% and alpha of 5%, percentage change of about 20%
and based on the following formula:

2
(Zk% + Zkﬁ) (ST + 53)
n = 2 6y

Based on an overall dropout rate of 30%, each group
should contain 35 patients (70 in total), but made every ef-
fort to have the lowest possible dropout rate.

2.8. Blinding

The participants and therapists were aware of the allo-
cated arm. However, the statistical analyzer was blinded
to the allocation process. Moreover, the independent and
trained rater who measured the outcomes was not in-
volved in patient treatments and was blinded to study hy-
potheses and allocation.

2.9. Statistical Analysis

The statistical analyses were performed based on the
intent- to - treat (ITT) approach. All data analyses were per-
formed using SPSS 22.0 (SPSS Inc., Chicago, IL, USA) with
95%IC. In order to report the results, mean (SD) values were
used for quantitative variables and frequencies and per-
centages were used for qualitative variables (22). The Kol-
mogorov - Smirnov test was applied to check the normal-
ity of quantitative variables (23). Chi- square (24) and inde-
pendent t tests were conducted to compare qualitative and
quantitative demographic and baseline variables. Within
group comparisons of the study variables were performed
using repeated measures-analysis of variance (ANOVA).
Since the sphericity assumption was not met according to
the Mauchly test for the scales, the Greenhouse - Geisser
testwas applied. To evaluate the effects of intervention and
comparing the scores of post - tests, analysis of covariance
(ANCOVA) was conducted with baseline values and poten-
tial co - founders as covariates (25). Non - parametric tests
were used for data with non - normal distribution (26).

2.10. Ethical Approval

The study protocol was approved by the Ethics Com-
mittee of Tabriz University of Medical Sciences. The trial
wasthen registered in the Iranian Registry of Clinical Trials
(registration number: IRCT201506286834N8). The partici-
pants and at least 1 of their parents were provided with de-
tails about the study objectives and procedures and asked
to sign an informed consent form. The participants were
ensured about the voluntary nature of participation and
the confidentiality of data.

3. Results

A total of 644 medical records were assessed from 23
September 2015 to 22 September 2016. After face - to - face
appointments with potentially eligible participants, 70 pa-
tients were selected and assigned to GCBT or TAU groups (N
=35 each). Primary and secondary outcome data were ob-
tained 3 and 6 months after randomization, respectively.
Despite reminder calls before each scheduled GCBT ses-
sion, treatment compliance in the GBCT group was gener-
ally moderate and the mean number of sessions attended
was 6.97 £ 2.81. Figure 1 presents the flow diagram of pa-
tient recruitment in the GCBT and TAU groups.

3.1. Demographic and Clinical Characteristics at Baseline

The 2 groups had no significant differences in terms
of demographic characteristics and baseline cognitive ER
features except rumination (P < 0.001), acceptance (P <
0.001), and putting into perspective (P=0.007). These vari-
ables were later adjusted in ANCOVA (Table 1).
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http://ircmj.com
www.sid.ir

Uncorrected Proof

KazempourVetal.

644 medical records assessed for potential
eligibility

460 patients with other medical

diagnoses or comorbidities not

A 4

eligible for the trial

184 approached by telephone and assessed
briefly for eligibility

= 32noresponse/ changed

phone number

» = 12noteligible
= 21declined further contact

119 appointments arranged and assessed for
eligibility

Three referred by

= 29 noteligible

\ 4

= 23declined

psychiatrist

y

70 randomized

35 assigned to GCBT

= 21completed 6 or more sessions
® 14 initiated treatment, but attended less
than 6 sessions

35 included in the intention-to-treat population
during assessments at the end of treatment and at the
three-month follow-up

35 assigned to TAU

A 4

35 included in the intention-to-treat
population in assessments three months after
randomization and at the three-month follow-up

Figure 1. Flow Diagram of the Recruitment of Patients with Early - Onset Bipolar Disorder to the Group Cognitive Behavioral Therapy (GCBT) and Treatment as Usual (TAU)

Groups

3.2. Post - Intervention Outcomes

Since the data had normal distribution, within group
changes were assessed using repeated - measures ANOVA.
The following plots present a summary of the mean pre-
and post - intervention values, along with the results of
the repeated measures ANOVA. No significant changes in
any of the variables were observed in the TAU group. In
the GCBT, however, the scores of 4 of the 9 subscales of
the CERQ had significant changes over time. The changes

Iran Red Crescent Med J. 2018; 20(S1):e61555.

were mostly among adaptive strategies and only 1 was to-
ward maladaptive ones (Figure 2). According to post - hoc
tests, there were significant differences between baseline
and post - intervention values (other - blame: P < 0.001;
positive refocus: P = 0.010; and positive reappraisal: P =
0.003) and between baseline and 3 - month follow - up val-
ues (other - blame: P < 0.001; positive refocus: P = 0.017;
positive reappraisal: P < 0.001; putting into perspective: P
< 0.001).
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Table 1. Demographic and Clinical Data at Baseline®
Variable CBGT (N=35) TAU (N =35) PValue
Gender 1.000
Male 18 (25.71) 17(24.29)
Female 17 (24.29) 18 (25.71)
Marital status 0.356
Single 27(38.57) 31(44.29)
Married 3(4.29) 3(4.29)
Divorced 5(7.14) 1(1.43)
Grade 0.823
Elementary or middle school 17(24.29) 14(20)
High school 18 (25.71) 21(30)
Economic status 1.000
Poor 14 (20) 15 (21.43)
Average 17(24.29) 16 (22.86)
Good 4(5.71) 4(5.71)
Fathers’ education 0.320
Less than a high school diploma 20 (28.58) 24 (34.29)
High school diploma 8(11.43) 5(7.14)
Bachelor’s degree 7(10) 5(7.14)
Post graduate degree 0(0) 1(1.43)
Mothers’ education 0.730
Less than a high school diploma 26(37.15) 24 (34.29)
High school diploma 6(8.57) 6(8.57)
Bachelor’s degree 3(4.29) 5(7.15)
Current family status 0.484
Biologic parents 29 (41.43) 25(35.71)
Step parents 2(2.86) 1(1.43)
Single parent family 2(2.86) 6(8.57)
No parental care 2(2.86) 3(4.29)
Family history 0.632
No 15 (21.43) 18 (25.71)
Yes 20 (28.57) 17(24.29)
Number of hospitalization 0.715
Once 26(37.14) 24 (34.29)
2 or 3 times 7(10) 10 (14.29)
4 times or more 2(2.86) 1(1.43)
Number of suicidal attempts 0.732
Never 21(30) 24(34.29)
Just once 7(10) 7(10)
2 times or more 7(10.01) 4(5.72)
Age (year) 15.86 (1.75) 15.89 (1.64) 0.944
Onset age (year) 14.06 (2.32) 13.54(2.98) 0.424
Disease duration (month) 21.89 (22.69) 29.11(30.79) 0.310

?Data are expressed as mean (SD) or frequency (%).

An ANCOVA, adjusted for age, gender, and baselineval-  groups in terms of the ER scales. The 2 groups had signifi-
ues as covariates was applied to compare the GCBT and TAU cant differences in post - test scores of other-blame, rumi-
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Figure 2. Changes in the Cognitive Emotion Regulation over Time in The Group Cognitive Behavioral Therapy (GCBT) and Treatment As Usual (TAU) Groups

nation, positive refocus, positive reappraisal, and putting
into perspective. In 3 - month follow - up, the 2 groups had
absolute differences only in other - blame, positive reap-
praisal, and putting into perspective subscales (Table 2).
Comparisons of other subscales revealed that despite the
increase in the mean scores of adaptive strategies and the
reduction in the scores of maladaptive strategies in the
GCBT group, no statistically significant differences were
observed between the 2 groups.

4. Discussion

To the best of authors’ knowledge, it was the first study
to examine the effect of GCBT on cognitive ER strategies in
adolescents with early-onset BD. The GCBT and TAU groups

Iran Red Crescent Med J. 2018; 20(S1):e61555.

had significant differences in terms of other - blame, rumi-
nation, positive refocus, positive reappraisal, and putting
into perspective. In 3 - month follow - up, however, the dif-
ference between the 2 groups was only significant in other-
blame, positive reappraisal, and putting into perspective
subscales. The 2 groups had no significant differences in
other subscales despite the increase in the mean scores of
adaptive strategies and the reduction in the scores of mal-
adaptive strategies in the GCBT group.

The findings of studies evaluating the effectiveness of
CBT in individuals with BD are controversial. Although
there are fewer studies on GCBT, there are several to date,
which suggest GCBT as a viable treatment option with a
significant effect on global and social functioning, relapse
rates, and quality of life (27, 28). According to such positive
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Table 2. Comparison of the Study Groups Based on ANCOVA Results

Variable CBGT (N =35), Mean (SD) TAU (N =35), Mean (SD) Mean Difference with 95%CI PValue
Self-blame

Pre - test 11.37 (4.10) 1117 (2.72)

Post - test 11.00 (4.10) 1114 (2.69) -0.243 0.719

Follow - up 11.31(4.19) 10.91(2.66) 0.290 0.681
Other - blame

Pre - test 8.49 (3.24) 9.63(2.52)

Post - test 6.26(2.36) 9.54(2.43) -2.794 < 0.001

Follow - up 6.31(2.44) 9.31(1.87) -2.318 < 0.001
Rumination

Pre - test 10.51(2.79) 13.20 (2.72)

Post - test 10.26 (3.08) 12.97(2.49) -1.272 0.049

Follow - up 10.63 (2.82) 12.51(2.66) -0.052 0.924
Catastrophize

Pre - test 10.49 (3.05) 10.14 (3.76)

Post - test 9.94 (2.73) 9.63(3.65) 0.264 0.736

Follow - up 9.40 (2.87) 8.29(2.44) 0.963 0.093
Acceptance

Pre - test 10.11(2.81) 13.06 (3.03)

Post - test 10.86 (3.56) 12.51(3.21) -0.720 0.422

Follow - up 10.43 (2.74) 11.71(2.69) -0.373 0.597
Positive refocus

Pre - test 11.63 (4.40) 12.29 (3.31)

Post - test 14.37(4.60) 1214 (2.93) 2.416 0.008

Follow - up 14.14 (4.64) 12.94 (2.68) 1391 0.113
Planning

Pre - test 12.26 (4.26) 10.69 (3.16)

Post - test 12.51(4.21) 10.91(3.40) 1568 0.103

Follow - up 1217 (4.71) 11.03 (2.45) -0312 0.390
Positive reappraisal

Pre - test 11.49 (3.32) 11.29 (3.40)

Post - test 13.74 (3.46) 11.37(3.53) 2.281 0.005

Follow - up 13.89 (3.73) 11.80 (2.41) 1.928 < 0.001
Putting in perspective

Pre - test 12.49 (3.14) 10.40 (3.17)

Post - test 14.11(3.33) 10.31(2.97) 3.592 < 0.001

Follow - up 13.86 (3.06) 10.57 (3.05) 2240 0.001

effects, individuals with BD may benefit from CBT, which disorders such as BD, some well-conducted studies yielded
necessitates the use of ER strategies (29). Nevertheless, ac- negative results (30). In a systematic review of RCTs, it
cording to a meta-analysis by Lynch et al., while numerous was found that the efficacy of some, but not all, psycho-
studies reported the effectiveness of CBT in severe mental ~ logical interventions to treat patients with BD in closely
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related conditions was promising and the findings were
more in favor of the reduction of relapse rate and hospi-
tal re-admission variables (31). In another meta-analysis of
RCTs specifically focused on the effect of CBT on the treat-
ment of bipolar patients, short - term efficacy of CBT was
observed in reducing the rate of relapse of BD and in im-
proving the severity of mania. But, these outcomes could
be weakened over time. In addition, there was no proven
efficacy of CBT on depression level of patients with BD (32).
This conclusion was in line with the findings of the cur-
rent study, which demonstrated that the maintenance of
intervention on adaptive strategies was more persistent
than maladaptive ones related to depression. Since there
is little evidence about the psychosocial aspects of CBT ap-
proach (12), a comparison of the impact on the subscales
of the emotion regulation strategies is difficult. However,
the current study confirmed the gradual disappearance of
outcomes.

In a recently performed RCT in patients with depres-
sion, CBT was more effective in adaptive strategies such as
cognitive reappraisal related to the reduction in the sever-
ity of symptoms, while maladaptive strategies such as sup-
pression of emotions had no change during the treatment
(14). It appears that CBT is more effective and has more sus-
tainable effects on adaptive strategies than maladaptive
ones both in patients with BD and depression. Of course,
further studies are needed in this regard.

Although BD is characterized by amplified emotional-
ity as well as greater efforts to regulate emotions, individu-
als with BD experience considerable emotional regulatory
benefits by applying ER strategies in everyday life (33) and
their capacity to regulate when instructionis largely intact
(34). Likewise, the recent study indicated that the GCBT was
more effective when the participants were involved in the
study and received instructions on ER. However, the effects
of the intervention were weakened in the follow - up pe-
riod.

Aleena C. Hay et al,, were among the first to adopt a
rigorous experimental approach to identify the potential
mechanisms involved in the discrepancy between intact
ER ability and impaired emotion regulatory achievement
in patients with BD. They found successful cued ER strat-
egy selection and evidence suggesting successful cued ER
implementation (35). They thus concluded that patients
with BD had a general cued ER ability, which could facil-
itate the treatment of the disorder (36). Of course these
studies were conducted in a laboratory setting with lim-
ited choices for ER not comparable with the complex con-
ditions of real life. Therefore, studies aiming at the clari-
fication of the emotional abilities of individuals with BD
need to adopt more ecologically valid settings by incorpo-
rating real life emotional experiences.

Iran Red Crescent Med J. 2018; 20(S1):e61555.

Based on a previous research, there are 2 perspectives
regarding ER in patients with BD. The first one, called the
ability - deficit perspective, argued that patients with BD
lack the ER abilities required for adaptive control of emo-
tion reactivity. The second perspective, called the perfor-
mance - deficit perspective backed up by the current study
findings and those reported by Gruber et al., indicated that
patients with BD and healthy individuals were not differ-
ent in terms of the ER ability. The difference lies in the pa-
tients’ inability to perform successful regulation of their
emotions on their own. As a result, individuals with BD
may be able to regulate their emotions when cued. They
may actually be able to use the regulatory cues to reduce
emotion reactivity just as healthy individuals do. Never-
theless, in the absence of a cue, these patients may fail to
perform successful ER strategies. They would thus show
prolonged and amplified emotional responses when they
are asked to spontaneously respond in the laboratory set-
tings (37) or when navigating daily emotional life (33, 35).

In conclusion, it was previously shown that the ab-
normal patterns of ER strategies were present even in eu-
thymic phase of bipolar disorder; however, the role of clin-
icalinterventions to improve the performance of the pa-
tients was not characterized. The current study demon-
strated the significant short - time benefits of GCBT, but to
yield sustainable effects, booster sessions might be useful
here, so further research is needed to examine the effects
of adding booster sessions on the sustainability of the re-
sults.

4.1. Strengths

The current study had several strengths that include
arobust methodology, application of a randomized study
design with a control group and pre and post - treatment
evaluation points and 3 - month follow - up; standardized
diagnostic and evaluation tools that include self - assess-
ment scales and interview - based scales; the blind statis-
tician and the independent and blind evaluator to col-
lect data and use the same 2 psychotherapists to perform
interventions to all groups; and designing the protocol
based on the CONSORT statement, under the supervision
of ethics committee.

4.2. Limitations

The current study had a number of limitations that
should be considered when interpreting the results. First,
the results may not be generalizable, since all participants
were recruited from a single research center. Further mul-
ticenter trials are hence required. Moreover, since comor-
bidities are common in younger patients with BD, the ex-
clusion of some comorbidities might have restricted the
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scope of the results. It is of course unethical to bring het-
erogeneous groups of teenagers with such comorbidities
together. Furthermore, the short follow - up period of the
study (i e,3 months) might have prevented the precise eval-
uation of the long-term effects of the intervention. There-
fore, the observed effects might gradually disappear over
time. Dissimilar to other trials in this field, the current
study did not include booster classes. Another limitation
was performing outcome assessment based on self - re-
port scales. Finally, the study did not measure compliance
to treatment and therapists’ competence. These factors
should also be evaluated in future studies.
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