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Abstract
Background: There is still a lack of knowledge about attitudes and cognitions that are related to 
bipolar disorder. Theoretically, it was proposed that exaggerated beliefs about the self, 
relationships, the need for excitement, and goal-related activities might lead to mania in vulnerable 
individuals, however, the few studies that examined this hypothesis provided mixed results. One of 
the unresolved issues is if such a cognitive style is associated with current mood symptoms or with 
different stages of the illness, i.e. at-risk versus diagnosed bipolar disorder. Therefore, the present 
study aimed at evaluating depression and mania-related cognitive style in individuals at-risk for 
mania.
Method: In an online survey, we collected data of 255 students of the University of Klagenfurt, 
Austria. All participants completed the Hypomanic Personality Scale (HPS), the Cognition 
Checklist for Mania – Revised (CCL-M-R), the Dysfunctional Attitude Scale (DAS), the Beck 
Depression Inventory (BDI), and the Internal State Scale (ISS).
Results: In a hierarchical regression, HPS was positively related to scores of all subscales of the 
CCL-M-R. The HPS did not significantly predict scores of the DAS. Current manic and depressive 
symptoms significantly contributed to the models.
Conclusion: The present results suggest that a trait-like risk for mania is associated with mania-
related but not depression-related cognitions.
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Highlights
• Individuals at-risk for mania show mania-specific rather than depression-specific 

thinking patters.
• Current subclinical mood symptoms are related to mood-congruent attitudes and 

cognitions.

Bipolar spectrum disorders, which include bipolar I, bipolar II, and subthreshold bipolar 
disorder, affect about 2.4% of the population worldwide (Merikangas et al., 2011) and can 
be highly disabling. Compared to other psychiatric illnesses, bipolar disorder (BD) is the 
fifth leading cause of years lived with disability (Ferrari et al., 2016), it is associated with 
social disruption (e.g., Depp et al., 2010) and an increased risk of suicide (e.g., Nordentoft 
et al., 2011). Psychological treatments for BD combined with pharmacological strategies 
yielded better outcomes than pharmacological treatment alone (Miklowitz et al., 2007). 
For example, structured psychological treatments, such as cognitive behavioral therapy 
(CBT) seem to be effective (Chiang et al., 2017), but this effect might be specific for 
depressive symptoms (Oud et al., 2016). One reason for this result might be that cognitive 
behavioral interventions for BD stem from CBT that was originally developed in the 
context of major depression (Lam et al., 2010), and usually psychotherapy does not focus 
on decreasing activation, changing self-confident thoughts or lowering elevated mood. In 
addition, there is still relatively little knowledge about cognition specifically related to 
BD and mania.

One of the few cognitive theories specifically developed for BD was proposed by 
Beck et al. (2006). They state that individuals possess schemata defined as underlying 
cognitive structures for organizing perceptions of the world. These schemata can be 
detected by asking people about their beliefs and attitudes. If a negatively biased schema 
is activated by a stressful life event, the individual might develop even more negative 
thoughts and subsequently experience depressive symptoms. For example, an underlying 
belief “I am incompetent” can be represented in the conscious thought “I can’t do it” 
when asked to handle a difficult situation, which then might lead to an increase in de
pressive symptoms (Beck & Haigh, 2014). Parallel, a different set of dysfunctional beliefs 
might lead to manic episodes. These mania-specific cognitions relate to exaggerated be
liefs about self-worth, to grandiose beliefs about interpersonal relationships, to erroneous 
beliefs about needing excitement caused by high-risk situations, and unrealistic beliefs 
about having high energy levels for undertaking goal-driven activities (Beck et al., 2006; 
Newman et al., 2002).

To tap into mania-related dysfunctional beliefs Beck et al. (2006) developed the 
Cognition Checklist for Mania – Revised (CCL-M-R) that comprises four subscales, i.e. 
‘Myself’, ‘Relationship’, ‘Pleasure/Excitement’, and ‘Activity’. Based on Beck’s model, 
all four dimensions of the CCL-M-R should be elevated in manic states. However, the 
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few studies conducted so far have yielded mixed results. Beck et al. (2006) found that 
currently manic patients indeed reported more mania-related cognition with regards 
to ‘Myself’, ‘Relationship’, and ‘Activity’ compared to patients in depressed and mixed 
states, whereas another study found that only the ‘Pleasure/Excitement’ subscore was 
related to manic symptoms (Fulford et al., 2009). In addition, it is unclear whether this 
specific set of cognitions is associated exclusively with manic states or if they persist in 
other bipolar states as well, e.g., remission or prodromal. While two studies mentioned 
before concluded that certain mania-related cognitions were linked only to acute manic 
states (Beck et al., 2006; Fulford et al., 2009; Ruggero et al., 2015) showed that individuals 
with a history or current diagnosis of BD reported elevated levels of mania-related 
cognitions, irrespective of current symptoms. Also, mania-related cognitions might be 
present and prevalent in different stages of the disorder, i.e. at-risk stages or symptomatic 
BD (Fulford et al., 2009). For example, beliefs relating to self-confidence in the CCL-M-R 
were increased in individuals at risk for BD but not in those diagnosed with BD. In 
contrast, cognitions relating to interpersonal problems were increased in individuals 
diagnosed with BD but not in those at high risk for BD.

A few more studies examined depression-related cognition in BD. In this context, one 
of the most wildly used instruments is the Dysfunctional Attitude Scale (DAS; Weisman, 
1979). However, the results of the studies that used the DAS were mixed. Some studies 
found no differences in overall dysfunctional attitudes between healthy controls and in
dividuals diagnosed with remitted BD (Alatiq et al., 2010; Lex et al., 2008; Lex et al., 2011; 
Mansell et al., 2011). Other studies found elevated DAS scores in patients with remitted 
BD relative to healthy control groups (Hollon et al., 1986; Jones et al., 2005; Scott et al., 
2000; Tosun et al., 2015). However, dysfunctional attitudes refer to different areas, for 
example, achievement, dependency, and goal attainment. Since mania involves increased 
goal-directed activity (American Psychiatric Association, 2013) some researchers argued 
that it would be essential to focus on assessing beliefs relating to goal attainment. In line 
with this, Lam et al. (2004) found evidence that dysfunctional attitudes related to goal 
attainment were indeed more pronounced in individuals with BD compared to unipolar 
depression. However, this was not found in all studies (e.g., Jabben et al., 2012).

Despite the recent increased efforts to understand cognitive processes in BD, studies 
are still sparse and their results are mixed. For example, it still remains unclear whether 
these dysfunctional cognitions are tied to depressive or (hypo)manic states of BD or if 
they are part of the underlying diathesis of BD. One possibility to examine this question 
would be to assess these cognitions among individuals at-risk for mania. Risk for BD can 
be defined via a genetic vulnerability (Ruggero et al., 2015) or via a constitutional pre
disposition. Hyperthymic temperament represents such a constitutional predisposition 
for mania and can be assessed by the Hypomanic Personality Scale (HPS; Eckblad & 
Chapman, 1986) because there is evidence that people scoring high on the HPS are more 
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likely to develop symptoms of BD over time (Blechert & Meyer, 2005; Kwapil et al., 2000; 
Walsh et al., 2015).

Therefore, the present study aimed at examining, if mania related cognition depicted 
by the CCL-M-R were even present in at-risk states or if they were rather tied to acute 
manic symptoms. Also, we were interested if core beliefs related to goal attainment were 
associated with at-risk states for mania. Therefore, we hypothesized that risk for mania 
predicted mania-related cognition assessed with the CCL-M-R and the DAS subscale 
‘Goal Attainment’. We also expected that current manic symptoms were associated with 
mania-related cognition. We, however, did not expect such a relation for depression-spe
cific cognition, i.e. DAS-subscales ‘Dependency’ and ‘Achievement’.

Method

Participants and Procedure
At first, we contacted all students at the University of Klagenfurt, Austria, via their cam
pus e-mail addresses. The e-mail contained general information on the study and a link 
to “Lime Survey”. “Lime Survey” is a web application to conduct online surveys. If the 
students decided to participate, the provided informed consent, filled out the question
naires, and provided demographic data. We also asked if they had been in psychotherapy 
before, because some psychological approaches might potentially alter cognitions related 
to mood symptoms. The participants remained anonymous and could leave the survey 
and delete their data at any time. At the end, the participants could optionally disclose 
their mail address to obtain course credit (n = 68). In total, we obtained data from 255 
students. Most participants were female (80%) and had never been in psychotherapy 
before (63.5%). The demographic data is displayed in Table 1.

Measurements
Hypomanic Personality Scale (HPS)

The HPS (Eckblad & Chapman, 1986) is a self-rating scale and includes 48 true-false 
items covering emotions (e.g., “I frequently get into moods where I feel very speeded-up 
and irritable”), behavior (e.g., “At social gatherings, I am usually the ‘life of the party’”), 
and energy level, (e.g., “There have often been times when I had such an excess of energy 
that I felt little need to sleep at night”) one feels at most times of his/her life. It assesses 
hyperthymic temperament, was used in clinical and non-clinical samples before, and 
is predictive of bipolar disorder and (hypo)manic symptoms (Blechert & Meyer, 2005; 
Kwapil et al., 2000; Walsh et al., 2015). In the present study, we used the total score to 
operationalize a constitutional risk to develop mania. Scores can range between 0 and 48, 
and individuals scoring above 26 are considered at high risk for mania (Meyer & Baur, 
2009). The German version (Meyer et al., 2000) showed an internal consistency of α = .89. 
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Hyperthymic temperament was a stable trait over time (rtt = .87 [2 years]; Hofmann & 
Meyer, 2006). In the present sample the reliability was adequate (Cronbach’s α = .87), and 
34 participants were considered at high risk for mania (HPS > 26).

Cognition Checklist for Mania – Revised (CCL-M-R)

The CCL-M-R (Beck et al., 2006; Goldberg et al., 2008) includes 29-items assessing beliefs 
associated with mania one had had during the past two days and has been used in 
clinical and non-clinical samples (Fulford et al., 2009). The questionnaire contains four 
subscales. The ‘Myself’ subscale contains 7 items and assesses cognition related to the 
self (e.g., “I am the best”), the ‘Relationship’ subscale contains 7 items and assesses 
interpersonal issues (e.g., “I love everyone”), the ‘Pleasure/Excitement’ scale contains 
9 items exploring excitement seeking (e.g., “It is OK to take risks”), and the ‘Activity’ 
subscale comprises 6 items and assesses goal-driven activities (e.g., “I have got to get the 
job done while I can”). A ‘Thwarting’ subscale can be derived from the ‘Relationship’ 
scale by summing two items (“I could accomplish great things, if people did not get in 
my way” and “Other people stand between me and my goals”; Fulford et al., 2009). Inde

Table 1

Characteristics of the Sample (N = 255)

Variable M SD Minimum Maximum
Age 28.27 9.56 18 65

HPS 16.28 8.25 1 42

BDI 10.25 9.36 0 48

ACT 142.88 95.22 0 466

CCL-M-R
Myself 8.42 4.12 1 19

Relation 4.05 2.92 0 14

Pleasure/ Excitement 9.87 4.00 0 20

Activity 7.80 3.39 0 18

Thwarting 0.90 1.38 0 6

Total 30.14 11.12 1 60

DAS
Goal Attainment 20.27 4.82 3 35

Dependency 8.27 4.84 0 22

Achievement 9.80 6.60 0 29

Total 60.58 18.03 20 117

Note. ACT = Internal State Scale Activation Subscore; BDI = Beck Depression Inventory; CCL-M-R = Cognition 
Checklist Mania; DAS-24 = Dysfunctional Attitude Scale; HPS = Hypomanic Personality Scale.
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pendent back-translation was used by two of the authors (R. U. and C. L.) and a native 
English speaker to obtain a German version of the CCL-M-R. Internal consistencies in 
the present study were adequate (Total CCL-M-R score: Cronbach’s α = .89, ‘Myself’: 
α = .80, ‘Relationship’: α = .64, ‘Pleasure/Excitement’: α = .83, ‘Activity’: α = .70) and 
comparable to the English version (Beck et al., 2006; Ruggero et al., 2015).

Dysfunctional Attitude Scale (DAS-24)

The DAS (Weisman, 1979; German version: Hautzinger et al., 1985) is designed to assess 
depression-specific beliefs that individuals have about themselves, others, and their envi
ronments most of the time. Although the DAS has been widely applied in clinical sam
ples, it is also used with analogue samples (e.g., Perez & Rohan, 2021). Lam et al. (2004) 
used a 24-items DAS version in their study from which 3 factors could be derived: ‘Goal 
Attainment’ (6 items e.g., “I ought to be able to solve problems quickly”), ‘Dependency’ (4 
items, e.g., “If others dislike you, you cannot be happy”, and ‘Achievement’ (5 items, e.g., 
“People who have good ideas are more worthy”). These subscales showed good internal 
consistency. In the present study, we adapted the German DAS in order to parallel the 
DAS-24 by Lam et al. (2004). We obtained Cronbach α = .83 for the total score, for ‘Goal 
Attainment’ α = .44, for ‘Dependency’ α = .65, and for ‘Achievement’ α = .80.

Beck Depression Inventory (BDI)

The BDI (Beck et al., 1961; German version: Hautzinger et al., 1995) measures the severity 
of self-reported depression during the past 2 weeks and is used in clinical and non-clini
cal samples (Richter et al., 1998). It consists of 21 items and each item is scored on a 
4-point scale, e.g. “0 - I do not feel sad; 1 - I feel sad; 2 - I am sad all the time and I can't 
snap out of it, 3 - I am so sad and unhappy that I can't stand it”. Scores can range from 0 
to 63, and higher scores indicate more severe depressive symptoms. In the present study, 
we used the validated German version that has comparable psychometric properties to 
the English version (Hautzinger et al., 1995).

Internal State Scale (ISS)

The ISS (Bauer et al., 1991, 2000; German version: Meyer & Hautzinger, 2004) is a 
self-report measure that consists of 16 items that are rated on a visual analogue scale 
(0 – “not at all” to 100 – “totally”) incorporating 4 subscales (Activation, Well Being, 
Perceived Conflict, Depression Index). The Activation subscale (ACT) contains 5 items. It 
reflects self-reports of manic symptoms within the last 24 hours by assessing behavioral 
and formal cognitive activation (e.g. “I feel overactive”, “My thoughts are going fast”). It 
correlates positively with self- and expert ratings of mania (Bauer et al., 1991, 2000) and 
has been used in clinical and non-clinical samples (e.g., Kelly et al., 2016).
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Statistical Analysis

To examine if high risk for mania predicted depression- and mania-specific cognition 
we calculated hierarchical regression analyses using IBM SPSS Statistics for Macintosh, 
Version 25.0. Scores of the CCL-R-M and DAS-24 were used as dependent variables. All 
analyses controlled for age and gender in Block 1, for current manic and depressive 
symptoms in Block 2, and for a prior history of psychotherapy in Block 3. Scores of 
the HPS were entered in Block 4 after accounting for the other variables of interest. 
Prior to interpreting the models, the relevant assumptions for linear regressions and 
potential biases were examined. First, the visual inspection of all scatter plots depicturing 
‘standard residuals’ vs. ‘standard predicted value’ revealed no specific pattern, hence 
the assumptions of linearity and heteroscedasticity were met. Second, the correlations 
between the predictors were low (all r < |.5|), and the multicollinearity statistics (i.e., 
Tolerance and VIF) were all within the tolerable limits (Field, 2009). Third, histograms 
and P-P plots showed that the standard residuals were normally distributed. Forth, the 
assumption of independent errors was met because all Durbin-Watson results were close 
to 2 (between 1.83 and 2.14). Finally, we identified the presence and significance of 
outliers by looking at the standard residuals, the Mahalanobis distance and the leverage 
effect (i.e., Cook’s distance). Cases with standard residuals values below -2 and above 2 
were defined as outliers. However, the proportion of identified outliers was less than 5% 
in all analyses and was, therefore, tolerated (Field, 2009). In order to examine this issue 
in more detail, we also looked at the Mahalanobis distance. Eleven cases were defined 
as outliers because their values of the Mahalanobis distance were above 22.59 (for the 
cut-off value see Stevens, 1984). However, the leverage effects of these 11 cases were 
small (i.e., Cook’s distance < 1); therefore, the cases were not deleted from the analyses 
(Field, 2009, p. 309).

Results
First, the final overall models including all predictors for mania-related cognitions (CCL
M-R) are reported. The final overall model for the composite CCL-M-R score was signifi
cant F(6, 248) = 23.96, p < .001. Also, the final overall models for the specific dimensions 
of the CCL-M-R were significant: ‘Myself’ F(6, 248) = 22.56, p < .001, ‘Relationship’ F(6, 
248) = 18.05, p < .001, ‘Pleasure/Excitement’ F(6, 248) = 14.52, p < .001, and ‘Activity’ F(6, 
248) = 15.40, p < .001. Looking at the ΔR 2, it became evident that BDI, ACT, and HPS 
scores significantly increased the explained variance in all five models (Table 2).
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More specifically, ACT positively predicted cognition related to ‘Myself’ (β = 0.14), 
‘Pleasure/Excitement’ (β = 0.20), and ‘Activity’ (β = 0.26), BDI positively predicted cogni
tion related to ‘Relationship’ (β = 0.37), and HPS scores positively predicted all CCL-M-R 
dimensions as well as the total CCL-M-R score. An exploratory hierarchical regression 
model for the Thwarting subscale was also significant, F(6, 248) = 10.63, p < .001 (final 
model). Specifically, BDI (β = 0.40, p < .001) and HPS scores (β = 0.16, p = .01) predicted 
Thwarting.

Next, the final overall models including all predictors for depression-related cognitions 
(DAS-24) are reported. The final overall model for the composite DAS-24, F(6, 248) = 
18.30, p < .001, as well as the final overall models for the specific dimensions of the 
DAS-24 were significant: ‘Achievement’ F(6, 248) = 15.20, p < .001, ‘Dependency’ F(6, 
248) = 13.63, p < .001, ‘Goal Attainment’ F(6, 248) = 4.52, p < .001. The BDI significantly 
predicted attitudes related to ‘Achievement’ (β = 0.45), ‘Dependency’ (β = 0.46) and 
the total DAS-24 score (β = 0.49). The ACT (β = 0.20) and sex (β = 0.17) significantly 
predicted ‘Goal Attainment’. The HPS score could not increase the explained variance in 
any of the regression models (Table 3).

Table 3

Final Model (Step 4) of the Hierarchical Regression Analyses for Cognition Related to Depression

Predictor

DAS-24 Total DAS-24 Achievement DAS-24 Dependency
DAS-24 Goal 
Attainment

B SEB β B SEB β B SEB β B SEB β

Block 1
Sex 3.98 2.45 0.09 1.66 0.92 0.10 0.13 0.69 0.01 2.06 0.75 0.17**
Age -0.02 0.10 -0.01 0.02 0.04 0.03 0.00 0.03 -0.01 0.03 0.03 0.06

Block 2
BDI 0.95 0.11 0.49*** 0.32 0.04 0.45*** 0.24 0.03 0.46*** 0.03 0.03 0.05
ACT 0.02 0.01 0.11 0.01 0.00 0.11 0.00 0.00 0.04 0.01 0.00 0.20**

Block 3
Therapy 0.00 0.00 0.00 0.00 0.00 -0.03 0.00 0.00 0.04 0.00 0.00 -0.03

Block 4
HPS 0.13 0.13 0.06 0.06 0.05 0.07 0.05 0.04 0.08 0.04 0.04 0.06

Note. DAS-24 Total: R 2 = .02* for Block 1; ΔR 2 = .28*** for Block 2; ΔR 2 = .00 for Block 3; ΔR 2 = .01 for Block 4; 
DAS-24 Achievement: R 2 = .02 for Block 1; ΔR 2 = .24*** for Block 2; ΔR 2 = .00 for Block 3; ΔR 2 = .01 for Block 
4; DAS-24 Dependency: R 2 = .01 for Block 1; ΔR 2 = .23*** for Block 2; ΔR 2 = .00 for Block 3; ΔR 2 = .01 for Block 
4; DAS-24 Goal Attainment: R 2 = .03** for Block 1; ΔR 2 = .06*** for Block 2; ΔR 2 = .00 for Block 3; ΔR 2 = .01 for 
Block 4.
*p < .05. **p < .01. ***p < .001.
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Discussion
The present study examined the relation between an increased risk for mania, current 
mood symptoms and cognition specifically related to depression and mania. The risk 
for mania was assessed with the HPS. In line with our hypotheses, risk for mania 
significantly predicted mania-specific but not depression-specific cognitions. However, 
while we had expected that risk for mania would be specifically related to one aspect of 
dysfunctional attitudes, i.e., ‘Goal Attainment’, this was not the case. Current manic and 
depressive mood also contributed significantly to the regression models.

The association between high risk for mania and elevated levels of mania-specific 
cognition was proposed by Beck and his colleagues (2006) as a logical extension of 
the original theory of depression (Beck et al., 1979). In line with this theory, we found 
that the CCL-M-R total score as well as all subscores were associated with increased 
vulnerability for mania. Beck et al. (2006) also found evidence for their theory regarding 
most types of mania-specific cognition, however, they failed to find elevated scores on 
the CCL-M-R subscale ‘Pleasure/Excitement’. As they point out, they tested inpatients 
who had few opportunities to engage in exciting, high risk behavior while admitted to 
the hospital. In contrast, our sample consisted of university students who had much 
more chances for potentially risky behavior to fulfill their need for excitement. This is 
consistent with Fulford et al. (2009) who also found that HPS scores were related to a 
modified ‘Pleasure/Excitement’ score of the CCL-M-R in a college student sample.

The CCL-M-R assesses mania-specific beliefs and although it explicitly asks to focus 
on the last days, it might capture more long-standing beliefs and attitudes about the self, 
the interaction with others, the engagement of high risk behavior to feel excitement, 
and the attainment of high goals. This would explain why an indicator of vulnerability 
for BD would be related to these beliefs, even after accounting for current symptoms. 
In contrast, Ruggero et al. (2015) found no difference in CCL-M-R scores between indi
viduals at-risk for mania and those with no elevated risk. There are several differences 
between the studies. We used continuous scaling, whereas Ruggero et al. (2015) used be
tween group differences, i.e. high-risk group vs. low risk group, which could reduce the 
variance in the predictor group. In addition, their sample was much smaller and might 
have lower power.1 Finally, contrary to Ruggero et al. (2015), we assessed current mood 
symptoms and found associations to the CCL-M-R, therefore, not differentiating between 
current symptoms and vulnerability could also affect the results. Finally, it might be that 
the CCL-M-R and the HPS show some construct overlap. Although designed to tap into 
emotion, behavior, and energy levels, some items of the HPS might also assess cognition, 
e.g. “I expect that someday I will succeed in several different professions”.2

1) We thank an anonymous reviewer for these comments.

2) See Footnote 1.
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The same study found that the Hypomanic Attitudes and Positive Prediction Invento
ry (HAPPI; Mansell, 2006) differentiated between individuals at-risk and those with no 
elevated risk. The HAPPI assesses hypomania-specific positive and negative appraisals 
relating to high and low activation internal states, e.g., an emotion one feels in a specific 
situation (e.g., Kelly et al., 2017). Given the few studies, it remains unclear whether 
cognition relating to internal states as measured by the HAPPI or cognition potentially 
relating to more long-standing cognitive factors as measured by the CCL-M-R is more 
relevant for at-risk stages in BD. Furthermore, the way risk for BD is defined might 
be essential, as well. In the present study, we focused specifically on risk for mania by 
assessing temperamental traits (e.g., Blechert & Meyer, 2005; Kwapil et al., 2000), whereas 
Ruggero et al. (2015) defined the risk for BD genetically (offspring of parents diagnosed 
with BD). Speculatively, individuals scoring high on the HPS who might never have 
been exposed to actual BD might be less familiar with its presentation and more likely 
to endorse items on the CCL-M-R than individuals whose parents have expressed such 
mania-related attitudes and beliefs while being (hypo)manic. Internal processes, such as 
appraisals might be less shared with others even if they influence actual behaviors. Or 
perhaps, offspring of parents with BD might have been exposed to challenging situations 
due to their parent’s disorder during their childhood and therefore be more cautious 
to endorse, for example, grandiose statements or behaviors that are considered risky as 
asked in the CCL-M-R.

In the present study, risk for mania did not predict cognitions related to goal attain
ment as measured with the DAS. Although Lam et al. (2004) found that the ‘Goal 
Attainment’ subscale of the DAS differentiated between patients with remitted BD and 
patients with remitted unipolar depression, most previous studies found little evidence 
for increased scores on the ‘Goal Attainment’ subscale of the DAS in remitted BD (e.g., 
Alatiq et al., 2010; Lex et al., 2008). This is interesting because there is evidence that a 
dysregulation of goal-directed behavior and goal striving is an important aspect in BD 
(Alloy et al., 2012; Urošević et al., 2008) and life events relating to goal attainment caused 
increases in manic symptoms (Johnson et al., 2000, 2008; Tharp et al., 2016). Subsequent
ly, it would make sense that individuals at-risk for mania endorse exaggerated believes 
about goal attainment. In the present study risk for mania predicted elevated scores on 
the ‘Activity’ subscale of the CCL-M-R but not on the ‘Goal Attainment’ subscale of the 
DAS. One possible reason for this could be that the items of the DAS ‘Goal Attainment’ 
subscale are worded more generally, e.g. “I should be happy all the time”, while the 
items on the CCL-M-R ‘Activity’ scale are targeted at more specific events, e.g., “I have 
new goals”. Additionally, there is evidence that dysfunctional attitudes might be latent 
outside of acute mood episodes and must be activated before individuals endorse them 
(Babakhani & Startup, 2012) or are state-dependent (Alloy et al., 1999; Hollon et al., 
1986; Lex et al., 2008, 2011; Reilly-Harrington et al., 1999; Scott et al., 2000). We actually 
found an association between current manic symptoms and the DAS subscale ‘Goal At
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tainment’. Although one has to keep in mind that the reliability for the ‘Goal Attainment’ 
subscale was low, this result suggests that manic mood, rather than risk for mania, might 
be more closely related to dysfunctional attitudes related to goal attainment.

We also found that current subthreshold manic symptoms predicted the mania-rela
ted cognition, even though to a lesser degree than the risk for mania. This is consistent 
with previous studies (Fulford et al., 2009). However, our data also revealed an unexpec
ted association between current depressed mood and the CCL-M-R subscale ‘Relation
ship’. This is in conflict to previous evidence and to the theoretical background (Beck 
et al., 2006; Fulford et al., 2009). It might be that some of the items of the ‘Relationship’ 
scale might relate to depressed mood, e.g., “People treat me like I am sick” and “They 
do not understand me”. However, even if only those two items of the ‘Relationship’ scale 
were extracted, that focus on interpersonal behavior most relevant in BD, namely being 
thwarted by others in the attainment of goals (Fulford et al., 2009), we still found that the 
level of depression was a significant predictor.

The present study focused on risk and cognitions associated with mania. However, 
in most cases BD also includes depressive mood episodes. Based on our results we 
cannot explain how depressive symptoms might arise, which could be a limitation of the 
present study. In terms of methodical limitations, first, our data was collected online. 
This approach bears some disadvantages, e.g., limited control regarding the test setting 
(Wright, 2005). However, there is evidence that paper-and-pencil and Internet data col
lection methods are equivalent (Weigold et al., 2013). Second, our participants were not 
asked if they had been diagnosed with an affective or any other psychiatric illness before 
or if they were experiencing an acute illness episode at the time of their participation. 
However, in order to control for psychological problems we asked them if they had ever 
been in psychological therapy and found no relation to mania-specific cognition. Third, 
we had a mainly female non-clinical sample that might not be representative of people 
developing BD. However, several reviews emphasize the relevance of analogous samples 
to understanding clinical phenomena (Abramowitz et al., 2014; Ehring et al., 2011). At 
last, we used a hierarchical regression design in a cross-sectional approach because we 
aimed at examining a directional association. It might be that this approach missed 
longitudinal developments and changes of our target variables.

Despite these limitations, the present study showed that risk for mania was associ
ated with mania-specific dysfunctional cognition. This finding points toward the impor
tance to identify mania-specific cognitions in early or at-risk states of BD in order to 
help individuals to question and modify these cognitions to potentially prevent more 
severe symptoms. Future studies should assess mania-specific beliefs in different phases 
of BD in order to examine the relation between mania-specific cognitions and current 
mood, perhaps even looking at specific symptoms, such as elated versus irritable mania. 
Also, longitudinal studies are highly awaited in order to test if dysfunctional cognitions 
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increase the risk of acute bipolar episodes or if they interact with life events or other 
factors (e.g., Lex et al., 2017).

Funding: The authors have no funding to report.

Competing Interests: The authors have declared that no competing interests exist.

Acknowledgments: We would like to thank Markus Emperger for technical support and Nikki La Rosa for proof-

reading the final version of the manuscript.

Ethics Approval: All procedures performed in studies involving human participants were in accordance with the 

ethical standards of the institutional and/or national research committee and with the 1964 Helsinki declaration and 

its later amendments or comparable ethical standards.

Informed Consent: Informed consent was obtained from all individual participants included in the studies.

Animal Rights: This article does not contain any studies with animals performed by any of the authors.

References

Abramowitz, J. S., Fabricant, L. E., Taylor, S., Deacon, B. J., McKay, D., & Storch, E. A. (2014). The 
relevance of analogue studies for understanding obsessions and compulsions. Clinical 
Psychology Review, 34(3), 206-217. https://doi.org/10.1016/j.cpr.2014.01.004

Alatiq, Y., Crane, C., Williams, J. M., & Goodwin, G. M. (2010). Dysfunctional beliefs in bipolar 
disorder: Hypomanic vs. depressive attitudes. Journal of Affective Disorders, 122(3), 294-300. 
https://doi.org/10.1016/j.jad.2009.08.021

Alloy, L. B., Bender, R. E., Whitehouse, W. G., Wagner, C. A., Liu, R. T., Grant, D. A., . . . Abramson, 
L. Y. (2012). High Behavioral Approach System (BAS) sensitivity, reward responsiveness, and 
goal-striving predict first onset of bipolar spectrum disorders: A prospective behavioral high-
risk design. Journal of Abnormal Psychology, 121(2), 339-351. https://doi.org/10.1037/a0025877

Alloy, L. B., Reilly–Harrington, N., Fresco, D. M., Whitehouse, W. G., & Zechmeister, J. S. (1999). 
Cognitive styles and life events in subsyndromal unipolar and bipolar disorders: Stability and 
prospective prediction of depressive and hypomanic mood swings. Journal of Cognitive 
Psychotherapy, 13(1), 21-40. https://doi.org/10.1891/0889-8391.13.1.21

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders: 
DSM-5 (5th ed.). Washington, DC, USA: Author. 
https://doi.org/10.1176/appi.books.9780890425596

Babakhani, A., & Startup, M. (2012). Mood state dependency of dysfunctional attitudes in bipolar 
affective disorder. Cognitive Neuropsychiatry, 17(5), 397-414. 
https://doi.org/10.1080/13546805.2011.649978

Ulrich, Meyer, Andreas, & Lex 13

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1016/j.cpr.2014.01.004
https://doi.org/10.1016/j.jad.2009.08.021
https://doi.org/10.1037/a0025877
https://doi.org/10.1891/0889-8391.13.1.21
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1080/13546805.2011.649978
https://www.psychopen.eu/


Bauer, M. S., Crits-Christoph, P., Ball, W. A., Dewees, E., McAllister, T., Alahi, P., . . . Whybrow, P. 
C. (1991). Independent assessment of manic and depressive symptoms by self–rating: Scale 
characteristics and implications for the study of mania. Archives of General Psychiatry, 48(9), 
807-812. https://doi.org/10.1001/archpsyc.1991.01810330031005

Bauer, M. S., Vojta, C., Kinosian, B., Altshuler, L., & Glick, H. (2000). The Internal Scale: Replication 
of its discriminating abilities in a multisite, public sector sample. Bipolar Disorders, 2(4), 
340-346. https://doi.org/10.1034/j.1399-5618.2000.020409.x

Beck, A. T., Colis, M. J., Steer, R. A., Madrak, L., & Goldberg, J. F. (2006). Cognition Checklist for 
Mania – Revised. Psychiatry Research, 145(2–3), 233-240. 
https://doi.org/10.1016/j.psychres.2006.01.016

Beck, A. T., & Haigh, E. A. (2014). Advances in cognitive theory and therapy: The generic cognitive 
model. Annual Review of Clinical Psychology, 10, 1-24. 
https://doi.org/10.1146/annurev-clinpsy-032813-153734

Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York 
City, NY, USA: The Guilford Press.

Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An inventory for measuring 
depression. Archives of General Psychiatry, 4(6), 561-571. 
https://doi.org/10.1001/archpsyc.1961.01710120031004

Blechert, J., & Meyer, T. D. (2005). Are measures of hypomanic personality, impulsive 
nonconformity and rigidity predictors of bipolar symptoms? British Journal of Clinical 
Psychology, 44(1), 15-27. https://doi.org/10.1348/014466504X19758

Chiang, K. J., Tsai, J. C., Liu, D., Lin, C. H., Chiu, H. L., & Chou, K. R. (2017). Efficacy of cognitive-
behavioral therapy in patients with bipolar disorder: A meta-analysis of randomized controlled 
trials. PLoS One, 12(5), Article e0176849. https://doi.org/10.1371/journal.pone.0176849

Depp, C. A., Mausbach, B. T., Harvey, P. D., Bowie, C. R., Wolyniec, P. S., Thornquist, M. H., . . . 
Patterson, T. L. (2010). Social competence and observer‐rated social functioning in bipolar 
disorder. Bipolar Disorders, 12(8), 843-850. https://doi.org/10.1111/j.1399-5618.2010.00880.x

Eckblad, M., & Chapman, L. J. (1986). Development and validation of a scale for hypomanic 
personality. Journal of Abnormal Psychology, 95(3), 214-222. 
https://doi.org/10.1037/0021-843X.95.3.214

Ehring, T., Kleim, B., & Ehlers, A. (2011). Combining clinical studies and analogue experiments to 
investigate cognitive mechanisms in posttraumatic stress disorder. International Journal of 
Cognitive Therapy, 4(2), 165-177. https://doi.org/10.1521/ijct.2011.4.2.165

Ferrari, A. J., Stockings, E., Khoo, J.-P., Erskine, H. E., Degenhardt, L., Vos, T., & Whiteford, H. A. 
(2016). The prevalence and burden of bipolar disorder: Findings from the Global Burden of 
Disease Study 2013. Bipolar Disorders, 18(5), 440-450. https://doi.org/10.1111/bdi.12423

Field, A. (2009). Discovering statistics using IBM SPSS statistics. London, United Kingdom: SAGE.
Fulford, D., Tuchman, N., & Johnson, S. L. (2009). The Cognition Checklist for Mania-Revised 

(CCL–M–R): Factor–analytic structure and links with risk for mania, diagnoses of mania, and 

Cognition and Risk for Mania 14

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1001/archpsyc.1991.01810330031005
https://doi.org/10.1034/j.1399-5618.2000.020409.x
https://doi.org/10.1016/j.psychres.2006.01.016
https://doi.org/10.1146/annurev-clinpsy-032813-153734
https://doi.org/10.1001/archpsyc.1961.01710120031004
https://doi.org/10.1348/014466504X19758
https://doi.org/10.1371/journal.pone.0176849
https://doi.org/10.1111/j.1399-5618.2010.00880.x
https://doi.org/10.1037/0021-843X.95.3.214
https://doi.org/10.1521/ijct.2011.4.2.165
https://doi.org/10.1111/bdi.12423
https://www.psychopen.eu/


current symptoms. International Journal of Cognitive Therapy, 2(4), 313-324. 
https://doi.org/10.1521/ijct.2009.2.4.313

Goldberg, J. F., Gerstein, R. K., Wenze, S. J., Welker, T. M., & Beck, A. T. (2008). Dysfunctional 
attitudes and cognitive schemas in bipolar manic and unipolar depressed outpatients: 
Implications for cognitively based psychotherapeutics. The Journal of Nervous and Mental 
Disease, 196(3), 207-210. https://doi.org/10.1097/NMD.0b013e3181663015

Hautzinger, M., Bailer, M., Worall, H., & Keller, F. (1995). Beck Depressions-Inventar (BDI) [Beck 
Depression Inventory]. Göttingen, Germany: Testzentrale Göttingen.

Hautzinger, M., Luka, U., & Trautmann, R. D. (1985). Skala Dysfunktionaler Einstellungen – Eine 
deutsche Version der Dysfunctional Attitude Scale [The Dysfunctional Attitude Scale – A 
German version of the Dysfunctional Attitude Scale]. Diagnostica, 31(4), 312-323. 

Hofmann, B. U., & Meyer, T. D. (2006). Mood fluctuations in people putatively at risk for bipolar 
disorders. British Journal of Clinical Psychology, 45(1), 105-110. 
https://doi.org/10.1348/014466505X35317

Hollon, S. D., Kendall, P. C., & Lumry, A. (1986). Specificity of depressotypic cognitions in clinical 
depression. Journal of Abnormal Psychology, 95(1), 52-59. 
https://doi.org/10.1037/0021-843X.95.1.52

Jabben, N., Arts, B., Jongen, E. M., Smulders, F. T., van Os, J., & Krabbendam, L. (2012). Cognitive 
processes and attitudes in bipolar disorder: A study into personality, dysfunctional attitudes 
and attention bias in patients with bipolar disorder and their relatives. Journal of Affective 
Disorders, 143(1-3), 265-268. https://doi.org/10.1016/j.jad.2012.04.022

Johnson, S. L., Cueller, A. K., Ruggero, C., Winett-Perlmann, C., Goodnick, P., White, R., & Miller, I. 
(2008). Life events as predictors of mania and depression in bipolar I disorder. Journal of 
Abnormal Psychology, 117(2), 268-277. https://doi.org/10.1037/0021-843X.117.2.268

Johnson, S. L., Sandrow, D., Meyer, B., Winters, R., Miller, I., Solomon, D., & Keitner, G. (2000). 
Increases in manic symptoms after life events involving goal attainment. Journal of Abnormal 
Psychology, 109(4), 721-727. https://doi.org/10.1037/0021-843X.109.4.721

Jones, L., Scott, J., Haque, S., Gordon-Smith, K., Heron, J., Caesar, S., . . . Craddock, N. (2005). 
Cognitive style in bipolar disorder. The British Journal of Psychiatry, 187(5), 431-437. 
https://doi.org/10.1192/bjp.187.5.431

Kelly, R. E., Dodd, A. L., & Mansell, W. (2017). „When my moods drive upward there is nothing I 
can do about it“: A review of extreme appraisals of internal states and the bipolar spectrum. 
Frontiers in Psychology, 8, Article 1235. https://doi.org/10.3389/fpsyg.2017.01235

Kelly, R. E., Smith, P., Leigh, E., & Mansell, W. (2016). Appraisals of internal states and their 
consequences: Relationship to adolescent analogue bipolar symptoms. Behavioural and 
Cognitive Psychotherapy, 44(2), 214-224. https://doi.org/10.1017/S1352465815000132

Kwapil, T. R., Miller, M. B., Zinser, M. C., Chapman, L. J., Chapman, J., & Eckblad, M. (2000). A 
longitudinal study of high scores on the hypomanic personality scale. Journal of Abnormal 
Psychology, 109(2), 222-226. https://doi.org/10.1037/0021-843X.109.2.222

Ulrich, Meyer, Andreas, & Lex 15

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1521/ijct.2009.2.4.313
https://doi.org/10.1097/NMD.0b013e3181663015
https://doi.org/10.1348/014466505X35317
https://doi.org/10.1037/0021-843X.95.1.52
https://doi.org/10.1016/j.jad.2012.04.022
https://doi.org/10.1037/0021-843X.117.2.268
https://doi.org/10.1037/0021-843X.109.4.721
https://doi.org/10.1192/bjp.187.5.431
https://doi.org/10.3389/fpsyg.2017.01235
https://doi.org/10.1017/S1352465815000132
https://doi.org/10.1037/0021-843X.109.2.222
https://www.psychopen.eu/


Lam, D. H., Jones, S. H., & Hayward, P. (2010). Cognitive therapy for bipolar disorder: A therapist’s 
guide to concepts, methods and practice. Hoboken, NJ, USA: John Wiley & Sons.

Lam, D., Wright, K., & Smith, N. (2004). Dysfunctional assumptions in bipolar disorder. Journal of 
Affective Disorders, 79(1-3), 193-199. https://doi.org/10.1016/S0165-0327(02)00462-7

Lex, C., Bäzner, E., & Meyer, T. D. (2017). Does stress play a significant role in bipolar disorder? A 
meta-analysis. Journal of Affective Disorders, 208, 298-308. 
https://doi.org/10.1016/j.jad.2016.08.057

Lex, C., Hautzinger, M., & Meyer, T. D. (2011). Cognitive styles in hypomanic episodes of bipolar I 
disorder. Bipolar Disorders, 13(4), 355-364. https://doi.org/10.1111/j.1399-5618.2011.00937.x

Lex, C., Meyer, T. D., Marquart, B., & Thau, K. (2008). No strong evidence for abnormal levels of 
dysfunctional attitudes, automatic thoughts, and emotional information‐processing biases in 
remitted bipolar I affective disorder. Psychology and Psychotherapy: Theory, Research and 
Practice, 81(1), 1-13. https://doi.org/10.1348/147608307X252393

Mansell, W. (2006). The Hypomanic Attitudes and Positive Predictions Inventory (HAPPI): A pilot 
study to select cognitions that are elevated in individuals with bipolar disorder compared to 
non–clinical controls. Behavioural and Cognitive Psychotherapy, 34(4), 467-476. 
https://doi.org/10.1017/S1352465806003109

Mansell, W., Paszek, G., Seal, K., Pedley, R., Jones, S., Thomas, N., . . . Dodd, A. (2011). Extreme 
appraisals of internal states in bipolar I disorder: A multiple control group study. Cognitive 
Therapy and Research, 35(1), 87-97. https://doi.org/10.1007/s10608-009-9287-1

Merikangas, K. R., Jin, R., He, J. P., Kessler, R. C., Lee, S., Sampson, N. A., . . . Zarkov, Z. (2011). 
Prevalence and correlates of bipolar spectrum disorder in the world mental health survey 
initiative. Archives of General Psychiatry, 68(3), 241-251. 
https://doi.org/10.1001/archgenpsychiatry.2011.12

Meyer, T. D., & Baur, M. (2009). Positive and negative affect in individuals at high and low risk for 
bipolar disorders. Journal of Individual Differences, 30(3), 169-175. 
https://doi.org/10.1027/1614-0001.30.3.169

Meyer, T. D., Drüke, B., & Hautzinger, M. (2000). Hypomane Persönlichkeit – Psychometrische 
Evaluation und erste Ergebnisse zur Validität der deutschen Version der Chapman–Skala 
[Hypomanic personality—Psychometric evaluation and first results concerning the validity of 
the German version of the Chapman scale]. Zeitschrift für Klinische Psychologie und 
Psychotherapie, 29(1), 35-42. https://doi.org/10.1026//0084-5345.29.1.35

Meyer, T. D., & Hautzinger, M. (2004). Manisch depressive Störungen – Kognitive Verhaltenstherapie 
zur Rückfallprophylaxe. Weinheim, Germany: Beltz.

Miklowitz, D. J., Otto, M. W., Frank, E., Reilly-Harrington, N. A., Kogan, J. N., Sachs, G. S., . . . 
Wisniewski, S. R. (2007). Intensive psychosocial intervention enhances functioning in patients 
with bipolar depression: Results from a 9-month randomized controlled trial. The American 
Journal of Psychiatry, 164(9), 1340-1347. https://doi.org/10.1176/appi.ajp.2007.07020311

Cognition and Risk for Mania 16

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1016/S0165-0327(02)00462-7
https://doi.org/10.1016/j.jad.2016.08.057
https://doi.org/10.1111/j.1399-5618.2011.00937.x
https://doi.org/10.1348/147608307X252393
https://doi.org/10.1017/S1352465806003109
https://doi.org/10.1007/s10608-009-9287-1
https://doi.org/10.1001/archgenpsychiatry.2011.12
https://doi.org/10.1027/1614-0001.30.3.169
https://doi.org/10.1026//0084-5345.29.1.35
https://doi.org/10.1176/appi.ajp.2007.07020311
https://www.psychopen.eu/


Newman, C. F., Leahy, R. L., Beck, A. T., Reilly-Harrington, N. A., & Gyulai, L. (2002). Bipolar 
Disorder: A cognitive therapy approach. Washington, DC, USA: American Psychological 
Association. https://doi.org/10.1037/10442-000

Nordentoft, M., Mortensen, P. B., & Pedersen, C. B. (2011). Absolute risk of suicide after first 
hospital contact in mental disorder. Archives of General Psychiatry, 68(10), 1058-1064. 
https://doi.org/10.1001/archgenpsychiatry.2011.113

Oud, M., Mayo-Wilson, E., Braidwood, R., Schulte, P., Jones, S. H., Morriss, R., . . . Kendall, T. (2016). 
Psychological interventions for adults with bipolar disorder: Systematic review and meta-
analysis. The British Journal of Psychiatry, 208(3), 213-222. 
https://doi.org/10.1192/bjp.bp.114.157123

Perez, J., & Rohan, K. J. (2021). Cognitive predictors of depressive symptoms: Cognitive reactivity, 
mood reactivity, and dysfunctional attitudes. Cognitive Therapy and Research, 45, 123-135. 
https://doi.org/10.1007/s10608-020-10174-5

Reilly-Harrington, N., Alloy, L. B., Fresco, D. M., & Whitehouse, W. G. (1999). Cognitive styles and 
life events interact to predict bipolar and unipolar symptomatology. Journal of Abnormal 
Psychology, 108(4), 567-578. https://doi.org/10.1037/0021-843X.108.4.567

Richter, P., Werner, J., Heerlein, A., Kraus, A., & Sauer, H. (1998). On the validity of the Beck 
Depression Inventory. Psychopathology, 31(3), 160-168. https://doi.org/10.1159/000066239

Ruggero, C. J., Bain, K. M., Smith, P. M., & Kilmer, J. N. (2015). Dysfunctional cognitions among 
offspring of individuals with bipolar disorder. Behavioural and Cognitive Psychotherapy, 43(4), 
449-464. https://doi.org/10.1017/S1352465813001057

Scott, J., Stanton, B., Garland, A., & Ferrier, I. N. (2000). Cognitive vulnerability in bipolar disorder. 
Psychological Medicine, 30(2), 467-472. https://doi.org/10.1017/S0033291799008879

Stevens, J. P. (1984). Outliers and influential data points in regression analysis. Psychological 
Bulletin, 95(2), 334-344. https://doi.org/10.1037/0033-2909.95.2.334

Tharp, J. A., Johnson, S. L., Sinclair, S., & Kumar, S. (2016). Goals in bipolar I disorder: Big dreams 
predict more mania. Motivation and Emotion, 40(2), 290-299. 
https://doi.org/10.1007/s11031-015-9519-5

Tosun, A., Maçkali, Z., Çaǧin Tosun, Ö., Kapucu Eryar, A., & Mansell, W. (2015). Extreme appraisals 
of internal states and duration of remission in remitted bipolar patients. Archives of 
Neuropsychiatry, 52(4), 406-411. https://doi.org/10.5152/npa.2015.7611

Urošević, S., Abramson, L. Y., Harmon-Jones, E., & Alloy, L. B. (2008). Dysregulation of the 
behavioral approach system (BAS) in bipolar spectrum disorders: Review of theory and 
evidence. Clinical Psychology Review, 28(7), 1188-1205. https://doi.org/10.1016/j.cpr.2008.04.004

Walsh, M. A., DeGeorge, D. P., Barrantes-Vidal, N., & Kwapil, T. R. (2015). A 3-year longitudinal 
study of risk for bipolar spectrum psychopathology. Journal of Abnormal Psychology, 124(3), 
486-497. https://doi.org/10.1037/abn0000045

Weigold, A., Weigold, I. K., & Russell, E. J. (2013). Examination of the equivalence of self-report 
survey-based paper-and-pencil and internet data collection methods. Psychological Methods, 
18(1), 53-70. https://doi.org/10.1037/a0031607

Ulrich, Meyer, Andreas, & Lex 17

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1037/10442-000
https://doi.org/10.1001/archgenpsychiatry.2011.113
https://doi.org/10.1192/bjp.bp.114.157123
https://doi.org/10.1007/s10608-020-10174-5
https://doi.org/10.1037/0021-843X.108.4.567
https://doi.org/10.1159/000066239
https://doi.org/10.1017/S1352465813001057
https://doi.org/10.1017/S0033291799008879
https://doi.org/10.1037/0033-2909.95.2.334
https://doi.org/10.1007/s11031-015-9519-5
https://doi.org/10.5152/npa.2015.7611
https://doi.org/10.1016/j.cpr.2008.04.004
https://doi.org/10.1037/abn0000045
https://doi.org/10.1037/a0031607
https://www.psychopen.eu/


Weisman, A. N. (1979). The Dysfunctional Attitude Scale: A validation study. Dissertation Abstracts 
International, 40(3-B), 1389-1390. 

Wright, K. B. (2005). Researching internet-based populations: Advantages and disadvantages of 
online survey research, online questionnaire authoring software packages, and web survey 
services. Journal of Computer-Mediated Communication, 10(3), Article JCMC1034. 
https://doi.org/10.1111/j.1083-6101.2005.tb00259.x

Clinical Psychology in Europe (CPE) is the official journal of the European 
Association of Clinical Psychology and Psychological Treatment (EACLIPT).

PsychOpen GOLD is a publishing service by Leibniz Institute for Psychology 
(ZPID), Germany.

Cognition and Risk for Mania 18

Clinical Psychology in Europe
2021, Vol.3(1), Article e3733
https://doi.org/10.32872/cpe.3733

https://doi.org/10.1111/j.1083-6101.2005.tb00259.x
https://www.psychopen.eu/

	Cognition and Risk for Mania
	(Introduction)
	Method
	Participants and Procedure
	Measurements

	Results
	Discussion
	(Additional Information)
	Funding
	Competing Interests
	Acknowledgments
	Ethics Approval
	Informed Consent
	Animal Rights

	References


