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Abstract 

Background: Bipolar disorder (BD) is a severe mood disorder, characterized by recurrent 

episodes of disrupted emotional functioning. So far, research has mainly focused on the 

regulation of negative emotions. As the use of maladaptive emotion regulation strategies can 

lead to further dysregulation of a patient’s mood, it is important to gain more insight in 

psychological factors that may relate to the regulation of positive emotions in BD.  

Objective: The present study aimed to investigate the possible mediating role of fear of relapse 

in the association between current mood symptoms and dampening responses to positive affect 

(PA) among patients with BD. 

Methods: The sample consisted of 95 patients who were diagnosed with BD-I, BD-II, BD-NOS 

(Not Otherwise Specified) and substance induced BD. As part of the intake procedure, 

participants completed a set of questionnaires to measure current (hypo)manic symptoms, 

current depressive symptoms, fear of relapse and dampening of PA. 

Results: Although no significant association was found between current (hypo)manic 

symptoms and dampening of PA, current depressive symptoms were positively associated with 

dampening of PA. Current mood symptoms were positively related to fear of relapse and an 

indirect effect was found of (hypo)manic symptoms on dampening of PA via fear of relapse. 

Conclusion: This study improves our understanding of the psychological factors that contribute 

to the use of ER strategies in patients with BD. Fear of relapse can be taken into account in 

treatment interventions as a possible underlying motive for the use of dampening responses to 

PA. Adaptive ER strategies and the functional relevance of positive emotions may be addressed 

in interventions to support maintaining an emotional balance. Further research may sharpen the 

operationalisation of fear of relapse and longitudinal research is recommended.  

Keywords: bipolar disorder, fear of relapse, current mood state, emotion regulation, response 

to positive affect  
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Fear of Relapse as Mediator in the Association between Current Mood State and 

Dampening of Positive Affect in a Bipolar Population 

Bipolar, or manic-depressive, disorder (BD) is a mood disorder which is characterized by 

extreme fluctuations in mood and activity. These fluctuations include periods of persistently 

elevated mood (i.e. (hypo)mania), depressed mood, and mixed mood states with symptoms of 

both mania and depression (American Psychiatric Association, 2014). Because of its early 

onset, severity and chronicity, BD is a disabling disorder that causes substantial psychological 

and financial burden and has a great impact on daily functioning and quality of life (Ferrari et 

al., 2016; He et al., 2020). The contribution of psychological factors to the course of BD is 

increasingly recognized, in particular emotion regulation strategies, as BD is characterized by 

recurrent episodes of disrupted emotional functioning (Fletcher et al., 2013). So far, research 

has mainly focused on the regulation of negative emotions (Gruber et al., 2012). However, 

given the bipolar nature of BD, it is important to gain insight in the use of positive emotion 

regulation strategies as well, as the use of maladaptive strategies can lead to worsening of BD 

symptoms (Carl et al., 2013; Koenders et al., 2020). Considering that BD is a chronic illness, 

patients are likely to be preoccupied with and fearful of relapse of mania and depression 

(Granek et al., 2016; Gumley et al., 2003; Russell & Browne, 2005). Therefore, the present 

study aims to investigate the possible relation between fear of relapse and emotion regulation 

strategies that patients with BD use in response to positive emotions. Findings of this study may 

provide guidance in the approach of fear of relapse and emotion regulation strategies in 

treatment. 

 

Emotion Regulation in BD 

Emotion regulation (ER) is defined as “the processes by which individuals influence which 

emotions they have, when they have them, and how they experience and express their emotions” 

(Gross, 1998, p. 275). These processes may be automatic as well as conscious (mal)adaptive 
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strategies that are used to cope with an affective state. Since an affective state can either be 

negative or positive, ER strategies are categorized into responses to negative affect (NA) and 

responses to positive affect (PA; Feldman et al., 2008). Concerning the latter, Feldman and 

colleagues (2008) categorized PA strategies into positive rumination and dampening responses 

to PA. Positive rumination is defined as a focus on cognitions about positive life occurrences 

and affective experiences. While this strategy enhances positive mood, dampening suppresses 

positive affect by reflecting on the current positive mood in a negative manner (e.g. thinking 

“This is too good to be true”; Gilbert et al., 2013; Quoidbach et al., 2010).  

Several studies have shown that patients with BD tend to use strategies to consciously 

intensify (i.e. upregulate) PA as well as to consciously reduce (i.e. downregulate) the intensity 

of PA. In comparison to healthy controls, patients with BD utilize more dampening and positive 

rumination responses to PA (Feldman et al., 2008; Gilbert et al., 2013; Johnson et al., 2008). 

Hanssen and colleagues (2018) found that manic symptoms were positively associated with 

positive rumination about PA, while depressive symptoms were positively associated with 

dampening of PA and negatively associated with positive rumination. This suggests that the 

type of ER strategy that is used in response to PA is influenced by the current mood state, i.e. 

patients in a current (hypo)manic mood tend to upregulate PA, whereas patients in a current 

depressive mood tend to downregulate PA. However, other studies found that patients in a 

(hypo)manic mood state also tend to downregulate PA (Edge et al., 2013; Fletcher et al., 2013; 

Gilbert et al., 2013), suggesting that there exists heterogeneity in response to PA among patients 

who experience current (hypo)manic symptoms (Koenders et al., 2020). Possibly, an additional 

psychological factor may influence the use of ER strategies. 

 

Fear of Relapse 

A possible explanation for the heterogeneity in response to PA is that patients with BD often 

are aware that positive experiences (e.g. a great success or achievement) can trigger a manic 
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episode (Edge et al., 2013). Understandably, patients report being constantly anxious about the 

possibility of relapse (Granek et al., 2016), as a relapse has great emotional impact and is often 

unpredictable (Lobban et al., 2011; Gitlin et al., 1995). The Cognitive Model of Relapse states 

that, in patients with schizophrenia, early cues of relapse can induce negative beliefs about this 

relapse, increasing fear and the use of maladaptive coping responses, such as avoidance 

(Gumley et al., 2003). Considering the clinical similarities between acute mania in BD and 

schizophrenia (e.g. psychotic symptoms and disorganized or associative thoughts; American 

Psychiatric Association, 2014), it is suggested that early signs of manic symptoms may lead to 

similar fearful and catastrophic cognitions, such as “I am going to relapse into another episode 

and end up hospitalized”. With respect to depressive symptoms, depressive individuals have a 

preoccupation with certain changes in internal state, such as mood fluctuations or feelings of 

incompetence, and are susceptible to interpreting these changes as uncontrollable (Joormann & 

Stanton, 2016; Lobban et al., 2013; Mansell et al., 2007). Consequently, this may lead to 

negative expectations and fear of relapsing into another depressive episode. Thus, both current 

(hypo)manic and depressive symptoms can elicit fear of relapse in patients with BD.  

 

Role of Fear of Relapse in Emotion Regulation 

Some patients with BD develop strategies to attempt to prevent manic and depressive relapse 

(Russell & Browne, 2005). Efforts to cope with the fear of a possible relapse differ between the 

current mood states. For current (hypo)manic mood symptoms, it is suggested that this fear may 

lead to excessive dampening of PA, as patients believe that giving in to positive emotions may 

increase the likelihood of relapsing into a manic episode (Edge et al., 2013; Gumley et al., 

2003). However, the potential role of fear of relapse in the use of dampening as an ER strategy 

is less clear for depressive symptoms. Research findings show a consensus on ER strategies 

that are used among depressive individuals; while there is a tendency to dampen PA, there is 

no tendency to use positive rumination strategies in response to PA. Self-criticism and feelings 
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of worthlessness can explain the inadequacy to use positive rumination strategies, as depressed 

individuals often experience difficulty allowing positive emotions and cognitions (e.g. thinking 

“I do not deserve this”; Stinckens et al., 2013). Moreover, as sustained NA and relative absence 

of PA are characteristic for clinical depression (Clark & Watson, 1991; Joormann & Stanton, 

2016), it is more likely that depressive individuals dampen PA regardless of a certain fear of 

relapse. Hence, there is no clear evidence that a fear of relapse relates to dampening responses 

of PA in patients with current depressive symptoms. 

 

The Present Study 

At this moment, there is limited knowledge about the role of fear of relapse in the use of ER 

strategies, as this has not yet been studied in a population with BD. The present study aims to 

investigate the influence of fear of relapse on the association between current BD symptoms 

and dampening of PA in a clinical sample of patients with BD. Literature shows that patients 

with BD tend to use more dampening responses to PA compared to healthy controls (Feldman 

et al., 2008; Gilbert et al., 2013; Johnson et al., 2008) and early mood symptoms may evoke 

fear of relapsing into another episode as these trigger negative beliefs (Granek et al., 2016; 

Gumley et al., 2003; Joormann & Stanton, 2016; Lobban et al., 2013). Additionally, as for 

manic symptoms, literature suggests that patients with a high level of fear of relapse more often 

use dampening responses to PA in order to cope with these fearful beliefs (Edge et al., 2013; 

Gumley et al., 2003). Based on the literature described above, it is hypothesized that there is a 

positive association between current (hypo)manic symptoms and dampening responses to PA 

(hypothesis 1a; Fletcher et al., 2013) and that there is a positive association between current 

depressive symptoms and dampening responses to PA (hypothesis 1b; Feldman et al., 2008; 

Hanssen et al., 2018). In addition, we expect a positive association between current 

(hypo)manic symptoms and fear of relapse (hypothesis 2a) and a positive association between 

current depressive symptoms and fear of relapse (hypothesis 2b). Finally, fear of relapse is 
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expected to mediate the association between current (hypo)manic symptoms and dampening of 

PA (hypothesis 3a, Figure 1), but not expected to mediate the association between current 

depressive symptoms and dampening of PA (hypothesis 3b). 

 

Methods 

Participants and procedure 

Participants were outpatients of Altrecht department Bipolar (‘Altrecht Bipolair’), a specialized 

mental health care organisation in the Netherlands. The data were collected for the purpose of 

the intake procedure at Altrecht between 2015 and 2021. The total sample of the present study 

consisted of 55 female and 40 male participants (N = 95) from age 19 to 65 (M = 38.42, SD = 

12.82). Sixty-four participants (67.37%) were diagnosed with BD type I, 24 participants 

(25.26%) were diagnosed with BD type II, 5 participants (5.26%) were diagnosed with BD Not 

Otherwise Specified (NOS), and 2 participants (2.11%) were diagnosed with substance induced 

BD. Participants with other main clinical diagnoses (e.g. Schizoaffective Disorder and Major 

Depressive Disorder) or whose diagnosis was not registered in the database were excluded from 

the study. As part of the procedure, a Structured Clinical Interview for DSM-IV Axis I 

Disorders (SCID-I; First et al., 1996) or Mini-International Neuropsychiatric Interview 

(M.I.N.I.; Van Vliet et al., 2000) was conducted among the participants and demographic data 
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(age and gender) were gathered. Additionally, participants were asked to complete a set of 

online questionnaires, including the ‘Questionnaire for Bipolar Illnesses’, ‘Quick Inventory of 

Depressive Symptomatology – Self Rating’, ‘Altman Self-Rating Mania Scale-NL’, ‘Response 

to Positive Affect Questionnaire’, and ‘Fear of Recurrence Scale’ (see below for a detailed 

description). Informed consent was obtained from all participants; participation was voluntary 

and could be terminated at any time. There was no compensation for participation. The review 

committee of the Medical Ethical Committee of the VU University Medical Center (VUmc) 

assessed this research exempted from the Medical Research Involving Human Subjects Act 

(WMO).  

 

Measures 

Current (hypo)manic symptoms. The Dutch version of the Altman Self-Rating Mania Scale 

(ASRM-NL; Altman et al., 1997; Renes & Kupka, 2009) was used to assess the presence and 

severity of manic symptoms in the prior seven days. This self-report questionnaire consists of 

five items on a four-point Likert scale from 0 (‘not present’, e.g. “I do not feel happier or more 

cheerful than usual”) to 4 (‘present in severe degree’, e.g. “I feel happier or more cheerful than 

usual most of the time”). Total scores are calculated by summing up the scores on each item, 

ranging from 0 to 20, with a higher total score indicating a higher degree of (hypo)manic 

symptoms. Assessment of the questionnaire showed high test-retest reliability and an 

acceptable internal consistency (Altman et al., 1997; Kraiss et al., 2019; Nunnally & Bernstein, 

1994). The present study found a Cronbach’s alpha of .86. 

Current depressive symptoms. The Quick Inventory of Depressive Symptomatology – Self 

Rating (QIDS-SR; Rush et al., 2003), translated to Dutch by Altrecht, was used as a measure 

for the current depressive symptoms. The QIDS-SR consists of 16 items to assess the severity 

of depressive symptoms in the prior seven days. The responses are translated into the nine 
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DSM-IV symptom criterion domains, such as concentration, sleep disturbance and sad mood. 

Response options are presented on a four-point Likert scale from 0 to 3, with a higher score 

indicating a higher degree of depressive symptoms (e.g. ranging from “I see myself as equally 

worthwhile and deserving as other people” to “I think almost constantly about major and minor 

defects in myself”). Total scores are calculated by the sum of the item scores, ranging from 0 

to 42. Although the Dutch translation has not been validated, Rush and colleagues (2003) 

showed that the QIDS-SR had a high concurrent validity and excellent internal consistency. All 

domains had medium to high item-total correlations with the total score. The present study 

found a Cronbach’s alpha of .79. 

Response to positive affect. The Dutch version of the Response to Positive Affect Questionnaire 

(RPA-NL; Feldman et al., 2008; Raes et al., 2009) was used to measure self-reported levels of 

dampening and rumination in response to positive affect. The RPA consists of 17 items on a 

four-point Likert scale from 1 (‘almost never’) to 4 (‘almost always’). Three strategies related 

to the regulation of positive affect are divided into subscales: ‘dampening’, ‘self-focused 

positive rumination’, and ‘emotion-focused positive rumination’. In the interest of the present 

study only the subscale ‘dampening’ (e.g. “My streak of luck is going to end soon”) was used, 

which was shown to have acceptable internal consistency (a = .80, Raes et al., 2009). The 

present study found a Cronbach’s alpha of .76 for the subscale ‘dampening’. 

Fear of relapse. The Dutch translation of the Fear of Recurrence Scale (FORSE-NL; Demacker 

et al., 2017; Gumley & Schwannauer, 2006) was used as a measure for the fear of relapse. It 

consists of 23 items, divided into three subscales: ‘Fear of relapse’ (e.g. “I have been 

remembering previous episodes of being unwell”), ‘Intrusiveness’ of thoughts and memories 

of relapse (e.g. “I have been worrying about my thoughts”), and ‘Awareness’ (e.g. “I have paid 

close attention to how my mind is working”). Responses are rated on a four-point Likert scale 

from 1 (‘disagree’) to 4 (‘strongly agree’). Total scores are calculated by summing up the scores 
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on each item from all subscales, ranging from 23 to 94. Gumley and colleagues (2015) found 

good to excellent internal reliability, test-retest reliability and construct validity. The present 

study found a Cronbach’s alpha of .92 for the total scale. 

 

Statistical analyses 

Data were processed by using RStudio version 1.2.5042 and analysed by using Statistical 

Package for Social Science (SPSS) Version 26. Prior to analysing the data, all used measures’ 

internal consistencies (Cronbach’s alpha), descriptive statistics and intercorrelations were 

computed. Subsequently, assumptions of normality, linearity, multicollinearity and 

homoscedasticity were examined. Shapiro-Wilk tests, histograms and scatterplots were 

performed. The required sample size was calculated by using the program G*Power (Faul et 

al., 2009). Cohen (1992) proposes a .20 probability that no genuine effect will be found. 

Therefore, the current study aims to achieve a power of .80 (Field, 2018). In order to achieve a 

power of .80 and an alpha of .05, a sample of 84 participants is required for the correlational 

analysis and a sample of 72 participants is required for the mediation analysis.  

Pearson correlations were performed to test general hypotheses 1 and 2. Additionally, 

independent samples t-tests were performed to investigate possible associations between the 

studied variables and demographic characteristics, specifically age and gender. In case of 

significant associations, we will control for age and gender in all further analyses. In order to 

test the main hypothesis 3, the mediating effect of fear of relapse on the association between 

current mood symptoms and dampening responses to PA was analysed by performing a 

PROCESS macro mediation analysis. More specifically, two mediation models were tested, 

one using current (hypo)manic symptoms and the other using current depressive symptoms as 

a predictor variable. 
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Results 

Preliminary analyses 

First, statistical assumptions were examined. Scatterplots showed that assumptions of linearity 

and homoscedasticity were met for the Pearson correlations. However, based on the Shapiro-

Wilk test, the assumption of normality had not been met for current (hypo)manic symptoms (W 

= .67, p < .001), current depressive symptoms (W = .94, p < .001), fear of relapse (W = .97, p = 

.05), and dampening (W = .93, p < .001). Bootstrapping in the primary analyses was used to 

correct for this violation, as standard significance tests may be affected by the violation of 

normality, while bootstrap CIs remain unaffected (Field, 2018). As for the mediation analysis, 

additional diagnostics showed that multicollinearity was not a concern (VIFQIDS = 1.45 and 

VIFASRM = 1.04). Since scatterplots and P-plots showed normality and homoscedasticity of 

residuals, the assumption of linearity was met as well. 

Furthermore, we investigated whether age and gender showed a significant relationship 

with the studied variables. Independent sample t-tests showed no significant gender differences 

for the studied variables; t(95) values between -1.71 and .10, and corresponding p-values 

between .09 and .92. Additionally, age did not correlate with the studied variables; r values 

between -.12 and .15, and corresponding p-values between .14 and .67. Therefore, no correction 

for gender and age was made in the primary analyses.  

 

Primary analyses 

Correlational analyses with 5000 bootstrap samples (95% CIs) were performed to test 

hypotheses 1 and 2. The results are shown in Table 1. No significant association was found 

between current (hypo)manic symptoms and dampening (r = .14, p = .18). Although this rejects 

hypothesis 1a, a significant positive association was found between current depressive 

symptoms and dampening (r = .43, p < .001), confirming hypothesis 1b. Confirming hypothesis 

2a, we found a significant positive association between current (hypo)manic symptoms and fear 
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of relapse (bootstrap 95% CI [.01, .36]). Note that the correlation (r = .19) had a p-value of .06, 

indicating marginal significance. However, due to the violation of normality, it is more prudent 

to interpret the bootstrap CIs, as these are more robust (Field, 2018). Furthermore, confirming 

hypothesis 2b, we found a significant positive association between current depressive 

symptoms and fear of relapse (r = .56, p < .001, bootstrap 95% CI [.41, .69]).  

 

Subsequently, a PROCESS macro mediation analysis with 5000 bootstrap samples (95% 

CIs) was performed to examine the mediating effect of fear of relapse on the association 

between current (hypo)manic symptoms and dampening (hypothesis 3a). Since both the total 

effect (b = .19, p = .25) and the direct effect (b = .11, p = .40) were not significant, we cannot 

strictly confirm hypothesis 3a. However, the indirect effect of current (hypo)manic symptoms 

on dampening was significant, b = .07, CI [.001, .18]. The results are shown in Figure 2. 
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In a similar vein, the mediating effect of fear of relapse on the association between current 

depressive symptoms and dampening was examined (hypothesis 3b). The mediation analysis 

showed a significant positive total effect (b = .27, p = .001) and a significant positive direct 

effect (b = .24, p = .001) of current depressive symptoms on dampening. However, the indirect 

effect of current depressive symptoms on dampening was not significant, b = .03, CI [-.07, .12]. 

This confirms hypothesis 3b, as fear of relapse was not expected to mediate between current 

depressive symptoms and dampening. The results are shown in Figure 3. 

 

 

Discussion 

Patients with Bipolar Disorder have been shown to be prone to excessive up- and 

downregulation of emotions (Carl et al., 2013; Edge et al., 2013; Gilbert et al., 2013; Koenders 
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et al., 2020). In the case of downregulation, several studies found that current (hypo)manic as 

well as depressive symptoms are related to dampening responses of PA (Feldman et al., 2008; 

Fletcher et al., 2013; Gilbert et al., 2013; Hanssen et al., 2018). Literature suggests that early 

mood symptoms may trigger negative beliefs about relapse, consequently eliciting fear of a 

relapse into another episode (Granek et al., 2016; Gumley et al., 2003; Lobban et al., 2013). For 

current (hypo)manic mood symptoms, it is suggested that this fear may lead to excessive 

dampening of PA (Edge et al., 2013), whereas for current depressive symptoms it is suggested 

that dampening of PA is characteristic for the mood state, rather than a conscious effort out of 

fear of relapse (Joormann & Stanton, 2016). The aim of the present study was to investigate the 

association between BD symptoms and dampening of PA and the possible mediating effect of 

fear of relapse in this association.  

In contrast to hypothesis 1a, findings showed no significant association between current 

(hypo)manic symptoms and dampening of PA whereas previous research found a positive 

association between these variables (Edge et al., 2013; Fletcher et al., 2013). While this was an 

important motivation for the present study – as it implied the possible influence of an additional 

psychological factor (i.e. fear of relapse) on the use of ER strategies – the findings do not 

confirm this association. On the other hand, Hanssen and colleagues (2018) showed that 

(hypo)manic symptoms were positively associated with positive ruminative responses to PA, 

indicating a typical pattern of upregulating the (hypo)manic mood. Therefore, further research 

may also include positive rumination to explore the effect of current mood symptoms on ER 

strategies in a broader context. 

Moreover, corresponding to the literature and hypothesis 1b, a positive association was 

found between current depressive symptoms and dampening of PA. This confirms that patients 

in a current depressive mood tend to downregulate PA (Hanssen et al., 2018). In general, 

hypothesis 1a and 1b imply that the ER strategy that is used is associated with a current mood 
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state. As mood symptoms in BD are not stable over illness course, the ER strategy that is used 

in response to PA is therefore likely to be unstable over time as well. However, longitudinal 

research is needed to confirm this.   

Furthermore, this study aimed to investigate fear of relapse and its association with 

current mood symptoms in patients with BD. Corresponding to hypotheses 2a and 2b, results 

showed that both current (hypo)manic and depressive symptoms were positively associated 

with fear of relapse. This supports the assumption that both current (hypo)manic and depressive 

symptoms may elicit fear of relapse in patients with BD, although causality cannot be 

confirmed. It is well known that patients with BD report being constantly anxious about relapse 

(Granek et al., 2016). This suggests that patients recognize early signs of mood dysregulation 

and develop negative cognitions about relapse, in line with the Cognitive Model of Relapse for 

(hypo)manic symptoms (Gumley et al., 2003). For depressive symptoms, this connection may 

be viewed as that patients experience a certain preoccupation with changes in internal state that 

may be interpreted as uncontrollable (Joormann & Stanton, 2016; Lobban et al., 2013; Mansell 

et al., 2007). 

In addition, in contrast to hypothesis 3a, the mediation analysis showed no significant 

total effect of current (hypo)manic symptoms on dampening of PA. Nevertheless, a significant 

indirect effect of current (hypo)manic symptoms on dampening of PA through fear of relapse 

was found, thereby partly confirming our hypothesis (Rucker et al., 2011). This suggests that, 

on its own, (hypo)manic symptoms are not associated with dampening responses to PA. 

However, results showed that current (hypo)manic symptoms are associated with a higher fear 

of relapse, which in turn is associated with higher levels of dampening of PA.  

Finally, as expected, no mediating effect of fear of relapse on the association between 

current depressive symptoms and dampening of PA was found (hypothesis 3b), although the 

total effect was significant in this case (Clark & Watson, 1991; Joormann & Stanton, 2016). 
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This suggests that a high fear of relapse for current depressive symptoms reflects the tendency 

of patients with depressive symptoms to be preoccupied with changes in internal state instead 

of a conscious cognitive dampening strategy, which seems to be the case for current 

(hypo)manic symptoms (Edge et al., 2013; Joormann & Stanton, 2016; Lobban et al., 2013). 

 

Limitations 

This study was the first to investigate the role of fear of relapse on the use of ER strategies in a 

clinical BD sample. Our results show that fear of relapse merits further consideration as a 

possible psychological factor or process that influences the use of ER strategies in patients with 

BD. However, there are some general limitations of the data and instruments that may have 

affected the interpretability of the results. First of all, the data of the ASRM-NL questionnaire 

was highly skewed as few people scored high on (hypo)manic symptoms, resulting in many 

observations at the lower end of the scale. This may explain the unexpected insignificant 

association between (hypo)manic symptoms and dampening, in contrast to previous research 

findings (Edge et al., 2013; Fletcher et al., 2013). Furthermore, although all measures used in 

this study were self-report questionnaires, this aspect could be particularly of interest for the 

ASRM-NL. Patients in a manic episode often show little self-awareness, which could bias the 

reliability of the scores (Ghaemi & Rosenquist, 2004). To address these limitations, the use of 

a structured clinical interview and a more in-depth questionnaire that explores the symptoms of 

a manic episode are recommended.  

Furthermore, based on the Cognitive Model of Relapse (Gumley et al., 2003), this study 

implicitly assumed that fear of relapse was directly related to the current symptoms that patients 

experienced. That is, patients who experience current (hypo)manic symptoms have a fear of 

relapse into a manic episode and vice versa for current depressive symptoms. However, this 

does not necessarily have to be the case, as an individual experiencing manic symptoms may 

also have a fear of relapsing into a depressive episode. In the end, someone who is fearful of a 
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manic episode may have different ER strategies than someone who is fearful of a depressive 

episode (Russell & Browne, 2005), possibly regardless of their current mood state. Therefore, 

it would be beneficial to clearly distinguish between a fear of manic and a fear of depressive 

relapse in a new questionnaire specifically designed for patients with BD.  

In addition, it is important to take the cross-sectional design of this study into account, 

which limits conclusions regarding directionality. For example, it is unknown whether a greater 

level of current BD symptoms predicts greater fear of relapse over time or vice versa. In order 

to investigate a temporal relation between the studied variables and to make a causal inference, 

longitudinal research is recommended (Wang & Cheng, 2020).  

 

Clinical implications 

In spite of these limitations, there are important clinical implications. The present study 

emphasizes the importance of considering fear of relapse in treatment interventions, since this 

relates to different utilisation of ER strategies for (hypo)manic symptoms. Before we can fully 

understand its clinical relevance, it is important to understand whether dampening of PA is 

maladaptive or adaptive as an ER strategy for people with BD. Intuitively, dampening of PA 

may seem adaptive when a patient shows early signs of a manic episode, as a patient may 

prevent another episode by recognizing early warning signs and altering the ER strategy 

accordingly (e.g. applying more dampening responses to PA when experiencing manic 

symptoms and more positive rumination responses to PA when experiencing depressive 

symptoms; Edge et al., 2013). Paradoxically, dampening of PA on its own is associated with a 

decreased self-reported quality of life, as it may maladaptively intensify emotions in the long 

run and lead to further dysregulation of the patient’s mood (Carl et al., 2013; Gilbert et al., 

2013; Kraiss et al., 2019; Van Rheenen et al., 2015; Quoidbach et al., 2010). In addition, 

dampening PA out of fear of negative (future) consequences is associated with lower self-

esteem, greater rumination and more severe depressive symptoms (e.g. “My streak of luck is 
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going to end soon, I’d better be careful”; Feldman et al., 2008; Quoidbach et al., 2010). Taken 

together, in patients with BD, dampening of PA does not appear to be an adaptive ER strategy 

for both (hypo)manic and depressive symptoms (Gilbert et al., 2013; Van Rheenen et al., 2015). 

Cognitive reappraisal, on the other hand, has been shown to be an effective strategy for 

people with BD to regulate both positive and negative emotions. This strategy is defined as 

reinterpreting an emotional-eliciting situation in a manner that adaptively modifies its 

emotional impact (Gruber et al., 2014). Nevertheless, adaptive ER requires insight and context 

sensitivity (Carl et al., 2013). Therefore, as is the case for any treatment, therapists should be 

aware of individual differences between patients (e.g. illness history and (anxious) personality 

traits; Colom et al., 2006; Fletcher et al., 2013; Gruber et al., 2011; Popovic et al., 2014; Qiu et 

al., 2017). This stresses the importance of psychoeducation on the function of positive emotions 

and training in adaptive ER strategies, tailored to the individual context. In order to manage a 

healthy emotional balance, adaptive ER may include an explorational process described as 

integrative ER (IER): the capacity to understand and be accepting towards one’s own emotions, 

as well as being able to carry out goal directed behaviours when distressed (Van Rheenen et al., 

2015; Roth et al., 2019). Appliance of IER is associated with increased well-being and may 

help the individual cope with future emotional events. 

 

Summary and conclusion 

The present study was the first to investigate the role of fear of relapse in the use of ER strategies 

in a clinical sample of patients with BD. Results suggested that patients with BD may develop 

a higher fear of relapse when experiencing more severe current mood symptoms. Specifically, 

more severe current (hypo)manic symptoms were associated with a higher fear of relapse, 

which in turn was associated with higher levels of dampening of PA. Since dampening 

responses to PA can have a negative impact on one’s self-esteem, mood, and quality of life, 

treatment interventions can take fear of relapse into account as a possible underlying motive. 
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Furthermore, the functional relevance of positive emotions and training in adaptive ER 

strategies, such as cognitive reappraisal, can be addressed in (psychoeducational) interventions. 

Future research may focus on the operationalisation of manic symptoms and fear of relapse, 

and longitudinal research is recommended to gain more insight into the causal role of fear of 

relapse. The results of this study indicate that fear of relapse is an important construct to take 

into account in treatment interventions of BD and that awareness of dampening responses to 

PA as a maladaptive ER strategy may be useful. 
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