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both polarities of mood swings and comorbid anxiety, was 
found to yield significant and persistent benefits in cyclothy-
mic disorder.  Copyright © 2011 S. Karger AG, Basel 

 Introduction 

 Research on the benefits of psychological therapies in 
bipolar disorder has made substantial progress in the past 
decade  [1, 2] . Adjunctive psychotherapy has been found 
to enhance symptomatic and functional outcomes  [2] . 
Various treatment modalities have been used: individual, 
group or family psychoeducation; cognitive behavioral 
therapy (CBT) or interpersonal and social rhythm thera-
py  [2] .

  There has been very little research effort and no ran-
domized controlled trial in subthreshold forms of bipolar 
disorder despite the fact that these disturbances are com-
mon and clinically significant  [3, 4] .   Cyclothymic disorder 
is the best-described and acknowledged form of subthresh-
old bipolar disorder  [5–7] . Cyclothymic individuals report 
short cycles of depression and hypomania that fail to meet 
duration criteria for major affective syndromes  [5] . Hyper-
somnia alternating with decreased need for sleep, shaky 
self-esteem, periods of apathy alternated with sharpened 
and creative thinking, marked unevenness in quantity and 
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 Abstract 

  Background:  There is a lack of controlled studies of psycho-
logical treatment of cyclothymic disorder. The aim of this in-
vestigation was to examine the benefits of the sequential 
combination of cognitive behavioral therapy (CBT) and well-
being therapy (WBT) compared to clinical management (CM) 
in DSM-IV cyclothymic disorder.  Methods:  Sixty-two pa-
tients with DSM-IV cyclothymic disorder were randomly as-
signed to CBT/WBT (n = 31) or CM (n = 31). Both CBT/WBT and 
CM consisted of ten 45-min sessions every other week. An 
independent blind evaluator assessed the patients before 
treatment, after therapy, and at 1- and 2-year follow-ups. The 
outcomes included total score of the change version of the 
Clinical Interview for Depression, and the Mania Scale. All 
analyses were performed on an intent-to-treat basis.  Re-

sults:  Significant differences were found in all outcome mea-
sures, with greater improvements after treatment in the CBT/
WBT group compared to the CM group. Therapeutic gains 
were maintained at 1- and 2-year follow-ups.  Conclusions:  A 
sequential combination of CBT and WBT, which addresses 
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quality of productivity, as well as uninhibited friendliness 
followed repeatedly by introverted self-absorption char-
acterize the biphasic course of cyclothymic disorder  [8] . 
There may also be irritable-angry-explosive attacks which 
are generally ego-dystonic to the patient, leading to con-
siderable personal and social embarrassment after they 
subside  [8] . Substantial comorbidity (including substance 
and alcohol abuse, anxiety disorders and personality dis-
turbances) is often associated  [3–8] . Cyclothymia has been 
identified as having a circadian component  [5–9] . Seventy-
one students exhibiting cyclothymic mood and behav-
ior patterns were randomly assigned to an experimental 
group – in which they were encouraged to regulate their 
daily routines – or to a control group. Increased lifestyle 
regularity that was achieved in the experimental group did 
not affect mood and behavior  [10] .

  Shared characteristics of the psychological therapies 
that were reported to be effective in bipolar disorder fo-
cused on 4 key themes: psychoeducation, medication ad-
herence, lifestyle regularity (including reduction in sub-
stance misuse) and relapse prevention  [1] .

  On the basis of our previous work on cognitive behav-
ioral management of residual symptoms of patients with 
bipolar disorder  [11]  and our clinical experience, we de-
vised a psychotherapeutic approach for cyclothymic dis-
order: the sequential combination of CBT for depressive 
symptoms and well-being therapy (WBT) for hypomanic 
symptoms. WBT is a technique aimed at changing beliefs 
and attitudes detrimental to well-being  [12, 13] . This se-

quential combination has been tested in recurrent de-
pression  [14–16]  and generalized anxiety disorder  [17] .

  The purpose of this study was to apply this therapeutic 
approach to a sample of patients with cyclothymic disor-
der, and to compare its effectiveness with that of clinical 
management (CM) without the use of CBT and WBT.

  Methods 

 Patients 
 The 62 participants were recruited from 120 consecutively 

screened patients who met the DSM-IV diagnostic criteria for cy-
clothymic disorder and who had been referred to the Affective 
Disorder Program of the University of Bologna ( fig. 1 ). The study 
started in November 2002 and ended in December 2008.

  The patients’ diagnoses were established by the consensus of a 
psychiatrist and a clinical psychologist independently using the 
Schedule for Affective Disorders and Schizophrenia  [18]  and the 
Interview for the Diagnostic Criteria for Psychosomatic Research 
 [19] . The patients had to meet the following criteria: (1) age 18–65 
years, (2) a current diagnosis of cyclothymic disorder according 
to DSM-IV, (3) no history of mania or major depressive disor-
der, (4) no history of active drug or alcohol abuse or dependence 
or borderline personality disorder according to DSM-IV criteria, 
(5) no active medical illness, (6) no current or recent (2 years) use 
of antidepressant drugs or mood stabilizers, and (7) no current 
psychotherapeutic treatment.

  Assessment 
 All patients were assessed by the same clinical psychologist 

who had evaluated them on intake, but did not take part in the 
treatment. The study was approved by an institutional board and 
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  Fig. 1.  Consort flowchart of the treatment 
study.  
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written informed consent was secured from all patients after the 
procedures had been explained fully to the patients. The partici-
pants were asked to complete a questionnaire covering several 
demographic domains including: age, gender, as well as marital 
and socioeconomic status. Social class was subdivided into 2 lev-
els (i.e. working and middle-upper) according to Goldthorpe and 
Hope’s occupational classification  [20] .   The following rating 
scales were used before randomization, after treatment and at 1- 
and 2-year follow-ups:

  (1) A modified version of the Clinical Interview for Depression 
(CID; change version)  [21, 22] . The change version of the inter-
view covers 20 symptom areas. In this modified version, the last 
4 items (hostility, retardation, agitation, depressed appearance) 
were omitted. Each item is rated on a 1- to 7-point scale, with 1 
indicating absence of symptoms and 7 severe incapacitating indi-
cators. The scale includes a wide range (such as irritability and 
phobic anxiety) compared with other scales and is particularly 
suitable for assessing subclinical symptoms of mood disorders 
 [14–17, 22–24] , also in view of its capacity to measure several in-
crements or small changes near the normal end of the spectrum 
 [22, 25] . 

 (2) One item – reactivity to social environment – selected from 
the full version of the CID and scored separately, as it is allowed 
by this scale  [22] . It refers to the changes in mood and symptom-
atology, either improvement or worsening, as a result of environ-
mental circumstances, and is scored on a 7-point scale with spec-
ification of each anchor point based on severity, frequency and 
quality of mood variations. The scale ranges from ‘changes due to 
environment absent or very rare’ (score 1) via ‘nonspecific factors, 
such as having someone to talk to, produce limited improvement’ 
(score 3) to ‘the source of the depression is entirely dependent on 
certain specific situations, being regularly precipitated or entirely 
removed according to them’ (score 7). This item was found to sen-
sitively discriminate between different subgroups of depressed 
patients  [26–29] , to be exceedingly common in patients with neu-
rocirculatory asthenia  [30]  and also in the prodromal phase of 
bulimia nervosa compared to control subjects  [31] . It was thus ex-
pected to yield a sensitive measurement of change upon treatment 
in cyclothymic disorder. It was selected since the sequential com-
bination of CBT and WBT was expected to specifically address 
this dimension. 

 (3) The Mania Scale (MAS) in the version with specific anchor 
points by Bech et al.  [32] . It consists of 11 items, with scores which 
may range from 0 to 4 each. 

 Primary outcome measures were total CID and MAS scores; 
secondary outcome measures were the CID reactivity to social 
environment and persistence of both cyclothymic disorder and 
DSM comorbidity, assessed by the Schedule for Affective Disor-
ders and Schizophrenia, at posttreatment, and 1- and 2-year fol-
low-ups.

  Treatment 
 After assessment, the 62 patients were randomly assigned to 1 

of 2 treatment groups: (1) sequential combination of CBT and 
WBT or (2) clinical management. The allocation to treatment was 
accomplished through random computerized assignment which 
allocated 50% of the patients in each treatment group, with as-
signments concealed until the time of group assignment.   In both 
groups, the treatment consisted of ten 45-min sessions once every 
other week. Two psychiatrists performed the treatment in both 

groups. When patients were taking benzodiazepines on study 
ntry, in the course of treatment, according to a standardized pro-
tocol  [33] , these drugs were tapered and, whenever possible, dis-
continued. The therapists did not prescribe any new psychotropic 
drugs or increased dosages of benzodiazepines.

  The CBT/WBT combination was performed according to a 
structured protocol:

  (a) First 2 Sessions: The patient’s symptomatology (includ-
ing comorbidity) was organized according to the principles of 
macroanalysis (a relationship between co-occurring syndromes, 
symptoms and problems is established on the basis of where treat-
ment should commence first)  [34–38] . Episodes of distress were 
monitored using patients’ diaries that were continued throughout 
treatment.

  (b) Sessions 3–6: Whenever appropriate, as in the case of pho-
bic anxiety, homework exposure strategies were planned with the 
patient  [39] . The therapist used strategies and techniques de-
signed to help patients to correct their distorted views and mal-
adaptive beliefs, particularly regarding depressive symptoms, in-
adequacy, irritability and generalized anxiety  [40] .

  (c) Sessions 7–10: Monitoring of episodes of well-being (often 
hypomanic occurrences) was pursued and WBT, a psychothera-
peutic strategy for enhancing well-being  [12, 13] , was used. It is 
based on Ryff ’s  [41]  multidimensional model of psychological 
well-being encompassing 6 dimensions: autonomy, personal 
growth, environmental mastery, purpose in life, positive relations 
with others and self-acceptance. The goal of the therapy was to 
improve psychological well-being according to these dimensions 
and substitute short-lived hypomanic perceptions with sustained 
appraisal of well-being.

  There were no structured ingredients concerned with psycho-
education, medication adherence and social rhythm therapy. 
There is some overlap between interpersonal psychotherapy and 
the pursuit of interpersonal relationships in WBT, but this latter 
is only 1 of the 6 dimensions that are the focus of therapy.

  Clinical management consisted of reviewing the patient’s clin-
ical status and providing the patient with support and advice if 
necessary according to a structured protocol. In CM specific in-
terventions such as exposure strategies, diary work and cognitive 
restructuring were proscribed. The patient was encouraged to 
share the main events that took place in the previous 2 weeks.

  Treatment integrity was checked by submitting 8 randomly 
selected taped sessions (4 only involving CBT/WBT and 4 involv-
ing CM) to 2 independent assessors, who correctly identified all 
sessions. The patients were reassessed by the same clinical psy-
chologist who had performed the previous evaluations and who 
was unaware of the treatment assignment immediately after treat-
ment, and at the 1- and 2-year follow-ups. The instruments were 
the same as the first assessment. In addition, at follow-up the per-
sistence of cyclothymic disorder and associated DSM comorbid-
ity was tested. The follow-up evaluation also consisted of a brief 
update of clinical and medical status, including any treatment 
contacts or use of medications.

  Data Analysis 
 The data were entered in SPSS (version 17.0), after which de-

scriptive statistics were calculated. All analyses were performed 
by using intent to treat analysis with last observation carried for-
ward. All analyses were repeated using only completers’ data. 
Since they yielded similar results, they will not be reported here.
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  The 2-tailed t test for independent samples and  �  2  test were 
used to assess the differences between the 2 groups at baseline.

  Analysis of variance for repeated measures was used for com-
paring the mean scores of each outcome measure (i.e. total CID, 
CID reactivity to social environment and MAS) at different as-

sessment times. Group allocation (CBT/WBT vs. CM) represent-
ed the between-subjects factor, while baseline, posttreatment, 1- 
and 2-year follow-up evaluations were set as within-subjects fac-
tors. Changes over time were assessed by means of contrasts 
analysis comparing posttreatment, 1- and 2-year follow-up scores 
with baseline.

  Analyses of covariance were also performed to compare the 
mean scores of the 2 groups at each assessment time, adjusting for 
any difference in the first assessment.

  The  �  2  test was applied on contingency tables for comparing the 
persistence of cyclothymic disorder and DSM axis I comorbidity 
in the 2 groups at posttreatment and at subsequent follow-ups. For 
all tests performed, the significance level was set at 0.05, 2-tailed. 
The results are expressed as means and standard deviations.

  Results 

 The random assignment to active treatment and clin-
ical management yielded 2 groups of 31 patients each. 
The 2 groups at baseline were similar in sociodemo-
graphic variables, duration of illness, presence of DSM 
and Diagnostic Criteria for Psychosomatic Research co-
morbid syndromes, and current use of benzodiazepines 
( table 1 ). However, the CBT/WBT group showed signifi-
cantly higher levels of affective symptomatology, as mea-
sured by the CID total score (42.32  8  6.15 vs. 36.87  8  
4.40; t = 4.013; d.f. = 60; p  !  0.001) and greater reactivity 
to social environment (4.13  8  0.67 vs. 3.58  8  1.15; t = 
2.296; d.f. = 60; p  !  0.05) compared to the CM group.

  Twenty-six patients in the CBT/WBT group and 25 in 
the CM group completed the 20-week trial (see flowchart, 

Table 1.  Sociodemographic and clinical characteristics of patients 
assigned to the sequential combination of cognitive behavioral 
treatment and well-being therapy (CBT/WBT) or clinical man-
agement (CM)

Characteristics CBT/WBT
(n = 31)

CM
(n = 31)

Age at entry, years 37.1811.2 42.3811.3
Sex, male/female 15/16 13/18
Marital status (married/unmarried/

separated or divorced) 12/17/2 19/12/0
Social class (working/middle-upper) 8/23 12/19
Duration of illness, months 56.1835.6 62.8832.8
DSM-IV axis I comorbidity (yes/no) 23/8 17/14

Generalized anxiety disorder 3 5
Panic disorder with agoraphobia 5 2
Obsessive-compulsive disorder 4 2
Social phobia 4 2
Agoraphobia 1 3
Panic disorder 4 0
Body dysmorphic disorder 2 1
Hypochondriasis 2 1
Simple phobias 2 1

DSM-IV axis II comorbidity (yes/no) 4/27 5/26
Histrionic 2 2
Dependent 0 2
Others1 2 1

DCPR comorbidity (yes/no) 24/7 23/8
Demoralization 7 10
Irritable mood 3 9
Functional somatic symptoms

secondary to a psychiatric disorder
8 1

Alexithymia 3 4
Health anxiety 4 2
Disease phobia 4 1
Others2 3 2

Use of benzodiazepines (yes/no) 19/12 21/10
Clonazepam (0.50–1 mg/day) 5 7
Bromazepam (4.5–6 mg/day) 5 5
Alprazolam (0.75–4 mg/day) 4 3
Lorazepam (1–3 mg/day) 1 6
Oxazepam (30–45 mg/day) 2 1
Diazepam (5 mg/day) 1 0

D ata are given as means 8 SD, number of patients and number 
of cases. 

1 Narcissistic (n = 1), obsessive-compulsive (n = 1), NOS
(n = 1) personality disorders. 

2 Thanatophobia (n = 2), type A behavior (n = 2), persistent 
somatization (n = 1).

0

5

10

15

20

25

30

35

40

45

S
co

re
s

T0 T1 T2 T3

MAS

CID

CBT/WBT

CM

  Fig. 2.  Mean scores of the CID and MAS before treatment (T 0 ), 
after treatment (T 1 ), at 1-year follow-up (T 2 ) and at 2-year follow-
up (T 3 ).  
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 fig. 1 ). There were no significant differences between drop-
outs and completers at baseline in all the variables mea-
sured except for the CID total score: dropouts showed a 
significantly lower score compared to completers (35.82  8  
3.60 vs. 40.41  8  6.09; t = –2.402; d.f. = 60; p  !  0.05).

   Table 2  displays the total CID, the CID reactivity to 
social environment and the MAS mean scores at each as-
sessment time.

  Analysis of variance for repeated measures showed sig-
nificant changes in the CID total score in both groups
(F = 51.171; d.f. = 3, 58; p  !  0.001). Contrast analysis indi-
cated that significant improvements were obtained at post-
test (p  !  0.001), and subsequently maintained at 1- and 
2-year follow-ups (p  !  0.001) compared to baseline. Con-
sidering time by group interaction, significant dif ferences 
were found in the CID total score (F = 10.834; d.f. = 3, 58; 
p  !  0.001), with greater improvements after treatment in 
the CBT/WBT group compared to the CM group ( fig. 2 ). 
Comparing the CID total scores of the 2 groups at post-
treatment, with adjustment for any difference in the first 
assessment, a significant advantage of the sequential ad-
ministration of CBT and WBT was found (F  = 11.824;
d.f. = 1, 59; p = 0.001). Significant differences between the 
2 groups were also found at the 1- and 2-year follow-ups
(F = 10.239; d.f. = 1, 59; p = 0.002 and F = 4.811; d.f. = 1, 59; 
p  !  0.05, respectively) with greater reduction of symptoms 
in the CBT/WBT group compared to the CM group.

  With regard to the CID reactivity to social environ-
ment score, analysis of variance for repeated measures re-
sulted in significant changes over time in both groups
(F = 33.253; d.f. = 3, 58; p  !  0.001). A significant time by 
group interaction (F = 12.798; d.f. = 3, 58; p  !  0.001), with 
greater reduction after treatment in the CBT/WBT group 
compared to the CM group, was also found. Analysis of 
covariance comparing the 2 groups at posttreatment, after 
controlling for baseline levels, confirmed the superiority 
of the sequential administration of CBT and WBT com-

pared to CM (F = 27.609; d.f. = 1, 59; p  !  001). The results 
were similar at the 1-year (F = 26.013; d.f. = 1, 59; p  !  0.001) 
and 2-year (F = 23.753; d.f. = 1, 59; p  !  0.001) follow-ups.

  Analysis of variance for repeated measures was per-
formed to evaluate changes in the MAS score. Significant 
changes over time were found in both groups (F = 25.989; 
d.f. = 3, 58; p  !  0.001). Contrast analysis indicated that 
significant improvements were obtained at posttest (p  !  
0.001), and subsequently maintained at the 1- and 2-year 
follow-ups (p  !  0.001) compared to the initial measure-
ment. A significant time by group interaction was found 
(F = 9.328; d.f. = 3, 58; p  !  0.001), with better results after 
the sequential combination of CBT and WBT compared 
to CM ( fig.  2 ). Test of between subjects effects showed 
significant differences between the 2 groups favoring the 
CBT/WBT group (F = 7.019; d.f. = 1, 60; p  !  0.05). Analy-
sis of covariance confirmed a significant advantage of the 
sequential approach after treatment (F = 16.996; d.f. =
1, 59; p  !  0.001) and at subsequent follow-ups (F = 11.493; 
d.f. = 1, 59; p = 0.001 and F = 17.631; d.f. = 1, 59; p  !  0.001).

  Moreover, the patients in the CBT/WBT group were 
significantly less likely to present with persistent cyclo-
thymic disorder and DSM comorbidity, particularly anx-
iety disorders, after treatment and at subsequent follow-
up compared to the CM group, as reported in  table 3 .

  Seven of the 19 patients who completed treatment and 
were on benzodiazepines in the CBT group (36.8%) no 
longer assumed these drugs at the end of psychotherapy, 
whereas this did not occur in patients who were on ben-
zodiazepines in the CM group.

  In the patients who completed the study, there were no 
external treatment contacts during follow-up. Four cases 
in the CBT group and 7 in the CM required single ses-
sions for ensuing difficulties. In no case, psychotropic 
drugs or new courses of psychotherapy were prescribed.

  Patients who dropped out of treatment were not avail-
able for further assessment.

Table 2.  Scores at CID, CID Reactivity to Social Environment and MAS before treatment (T0), after treatment (T1), at 1-year follow-up 
(T2) and at 2-year follow-up (T3) in the groups assigned to the sequential combination of cognitive behavioral treatment and well-
being therapy (CBT/WBT) or clinical management (CM)

CBT/WBT (n = 31) C M (n = 31)

T0 T1 T2 T3 T0 T1 T2 T3

CID total score 42.32 (6.15) 27.87 (4.87) 27.13 (5.64) 26.61 (6.17) 36.87 (4.40) 31.29 (5.83) 30.90 (5.66) 30.03 (5.80)
CID reactivity to environment 4.13 (0.67) 2.61 (0.99) 2.52 (1.18) 2.39 (1.23) 3.58 (1.15) 3.19 (0.91) 3.42 (0.92) 3.23 (0.96)
MAS 9.26 (3.10) 5.90 (2.92) 5.10 (3.24) 4.81 (3.38) 9.19 (2.52) 7.90 (2.90) 7.35 (2.81) 7.77 (2.88)

Dat a are given as means (SD).
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  Discussion 

 This first randomized controlled trial on the psycho-
logical treatment of cyclothymic disorder provides new, 
important clinical insights regarding the characteristics 
and treatment of cyclothymic disorder.

  The sequential combination of CBT/WBT had a sub-
stantial effect on cyclothymic disorder. There were sig-
nificant effects on both depressive and hypomanic symp-
toms, as measured by the CID and MAS, compared to 
CM, after treatment, at the 1- and 2-year follow-ups. In 
more than half of the cases that were treated by CBT/
WBT    a    diagnosis   of   cyclothymic   disorder   was   no   lon-
ger present after treatment and there was abatement of 
comorbidity as well. Cyclothymic symptomatology was 
persistent in the CM group.

  The intervention addressed both mood and anxiety 
symptoms. The hypothesis was that presence of anxiety 
symptoms (particularly avoidance) might produce in-
creased affective instability, as was found to be the case 
in bipolar disorder  [42] . One item of the CID, reactivity 
to social environment, was selected as a test of this hy-
pothesis. Indeed, this item highly discriminated between 
specific and nonspecific treatment in our sample. The pa-
tient’s symptomatology was organized according to the 
principles of macroanalysis  [34–38] , which allows to es-
tablish a relationship between co-occurring syndromes, 
symptoms  and problems. Treatment of anxiety, when-
ever possible, generally preceded the approach to depres-
sive symptomatology. Behavioral strategies (particularly 
homework exposure) also preceded cognitive restructur-
ing. The last part of treatment involved monitoring of 

hypomanic episodes and use of WBT. Colom and Vieta 
 [43]  have outlined a cognitive model of hypomania char-
acterized by the establishment of positive arbitrary infer-
ences that escape critical appraisal, the abstract selection 
of thoughts that confirm the most favorable hypotheses, 
an excessive personalization that can lead to self-referen-
tial thought and a tendency to overinclude stimuli. These 
cognitions lead to the setting of unrealistic goals which 
clash with reality  [43] . In cyclothymic disorder, hypo-
manic thoughts tend to be short lived and have little to 
share with dimensions of well-being such as environmen-
tal mastery, positive relations with others and self-accep-
tance. The cognitive restructuring engendered by WBT 
thus allows to substitute hypomanic automatic thoughts 
 [42]  with sustained feelings of well-being. Even in the 
manic phases of bipolar disorder, self-esteem was found 
to be low  [44]  and expansiveness and grandiosity may re-
flect an attempt on the part of the patient to behaviorally 
offset the covert low levels of self-esteem  [45] .

  For instance, a young patient may present with the bi-
phasic characterization of cyclothymia (hypersomnia/
decreased need to sleep; demoralization/overconfidence, 
uneven productivity), with social phobia, irritable-angry-
explosive outbursts and problems with her boyfriend and 
family. Social avoidance would be pursued first with ex-
posure methods, while cognitive therapy would subse-
quently address demoralization, catastrophic thinking, 
pervasive anxiety and irritability. WBT would be an ef-
fort to improve well-being dimensions including person-
al relationships with others. Both CBT and WBT would 
attempt to reduce reactivity to social environment. As 
Akiskal et al.  [8]  commented, cyclothymic patients sel-
dom relate their moods to concurrent life situations. 
Mood swings, particularly irritable-angry-explosive at-
tacks, put a considerable strain on interpersonal relation-
ships and the patients themselves, who cannot predict, 
from moment to moment, how they will feel. They avoid 
anxiety-provoking situations as a source of unpredictable 
reactivity. This undermines their sense of self and feeds 
the vicious cycle  [8] .

  This study has some limitations. First, most of the pa-
tients who were included had comorbidity on the first 
axis of DSM-IV, mainly an anxiety disorder. Substance 
and alcohol abuse and dependence and borderline per-
sonality disorder, which constitute common comorbidi-
ties in clinical practice  [5–8] , were excluded. The sample 
may thus not be entirely representative of the clinical 
population of cyclothymic patients in psychiatric set-
tings. Second, treatment was provided by 2 psychiatrists 
with extensive experience in both CBT and WBT. The 

Table 3.  Presence of cyclothymia and DSM-IV axis I comorbidity 
before treatment (T0), after treatment (T1), at 1-year follow-up 
(T2) and at 2-year follow-up (T3)

CBT/WBT
(n = 31)

CM
(n = 31)

�2 p

Cyclothymia T0 31 31
T1 11 27 17.404 <0.001
T2 12 27 15.552 <0.001
T3 8 27 23.685 <0.001

DSM-IV axis I
comorbidity

T0 23 17 2.536 n.s.
T1 8 16 4.351 <0.05
T2 8 16 4.351 <0.05
T3 6 15 5.833 <0.05

D ata are given as number of patients.
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results might have been different with multiple, less ex-
perienced therapists. Finally, the sequential combination 
of CBT/WBT that was used was a complex intervention; 
it is not possible to know whether, compared to clinical 
management, the effect might have been achievable by a 
single active treatment and which were its effective ingre-
dients.

  Nonetheless, the results of this investigation have a 
number of clinical implications. First, they indicate that 
even though cyclothymia is liable to be affected by tem-
peramental influence  [7, 8]  – and its persistence during 
the follow-up period in the CM group is in line with this 
notion – it is, in many cases, a treatable condition. Pa-
tients may actually learn to decrease their reactivity to 
environmental stimuli and to recognize the warnings to 
mood swings. This may occur, however, only if the allo-
static load entailed by anxious behavior and cognitions is 
decreased  [46] .

  A second implication is concerned with the fact that 
subclinical fluctuations of mood are the rule in treated 
bipolar patients  [47, 48] , occur in the prodromal phase of 
their illness  [47, 49]  and hypomania is a graded dimen-
sional entity  [50] . It is conceivable, even though yet to be 
tested, that the sequential combination of CBT and WBT 
that was used in this study may yield more enduring ef-
fects in terms of relapse rate of remitted bipolar disorder 
compared to current psychotherapeutic strategies  [1, 2] . 
It is also conceivable that this approach may be particu-
larly effective in adolescence and may avoid use of psy-
chotropic drugs, such as antidepressant drugs, that may 
improve reactivity to the social environment in the short 
term but lead to a worsening of the clinical course in the 
long term  [51–53] .

  Finally, the results lend support to the utility of the se-
quential model in mood disorders, as an intensive, 2-stage 
approach, which derives from the awareness that 1 course 
of treatment or 1 type of therapy is unlikely to entail a 
solution to the disturbances of patients  [36] .

  The experimental protocol of this investigation has a 
number of innovative features that deserve brief com-
ment. First, the assessment is much broader than is cur-
rently performed  [54] . It includes the wide spectrum of 
symptoms of the CID  [22]  and MAS  [32] , as well as con-
structs such as demoralization  [55] , irritable mood  [56] , 
alexithymia  [57]  and abnormal illness behavior  [58, 59] , 
entailed by the Diagnostic Criteria for Psychosomatic Re-
search  [19] . Psychological well-being  [13, 41]  and related 
constructs  [60]  are also object, by use of the diary, of the 
second half of therapy. Second, clinical decision making 
is addressed to attainment of individual goals and iden-

tification and treatment of all modifiable factors, rather 
than solely to the concept of disease  [37, 61] . As in previ-
ous studies on unipolar depression  [14–16, 23] , treatment 
concerned both depressive and anxiety symptoms. By use 
of macro- and microanalysis, targets are not predeter-
mined, but depend on the response and modifications of 
illness during treatment  [61] . Finally, psychotherapy has 
much more ambitious goals than the customary key 
themes of the literature on bipolar disorder (psychoedu-
cation, medication adherence, lifestyle regularity and re-
lapse prevention  [1] ): a positive evaluation of one’s self, a 
sense of continued growth and development, the belief 
that life is purposeful and meaningful, the possession of 
quality relations with others, the capacity to manage ef-
fectively one’s life and a sense of self-determination  [13, 
39] .
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