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Abstract 
Objective: Individuals with bipolar II disorder 
(BD II) have among the highest rates of 
suicide ideation (SI), attempts, and deaths. 
No studies to date have examined 
psychosocial treatment of SI in adults with 
BD II. The purpose of this study was to 
investigate whether patients with BD II 
depression receiving interpersonal and 
social rhythm therapy (IPSRT), an evidence- 
based psychotherapy for BD, experienced 
a decrease in SI, and whether this varied 
by use of adjunctive medication compared 
to IPSRT monotherapy. 

Methods: In a post hoc analysis of Swartz et al 
(2018), adults meeting DSM-IV criteria for BD 

II, currently depressed (n=92), were randomly 
assigned to receive IPSRT+placebo 
(IPSRT+P) or IPSRT+quetiapine (IPSRT+Q) 
and treated for 20 weeks. SI was assessed at 
baseline and weekly using the 17-item 
Hamilton Depression Rating Scale item 3. 
Multilevel logistic regression was used to 
model SI categorically. 

Results: The results demonstrate a 
decrease in odds of SI over time 
(OR = 0.8719, 95% CI, 0.8166–0.9309, 
P ≤ .001), with a 13% decrease in the odds 
of having SI for each additional week of 
treatment. There was no significant 
difference between those receiving 
IPSRT + P vs IPSRT + Q. 

Conclusions: IPSRT has the potential to 
mitigate suicidal ideation in patients 
with BD II depression, regardless of 
whether they receive medication in 
addition to IPSRT. IPSRT alone may be 
a reasonable option to treat SI in an 
outpatient setting for some patients 
with BD II, especially those for whom 
medication is contraindicated or who 
prefer avoiding medication. 
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S uicide is a major public health concern. In 2022, 
the number of deaths from suicide in the United 
States reached a record high since World War II.1 

Among all psychiatric and medical illnesses, bipolar 
disorders (BDs) are associated with the highest risk of 
death from suicide.2 Research indicates up to 81% of 
adults with BDs report suicidal ideation (SI), and half 
have attempted suicide during their lifetime.3,4 Compared 
to the general population, individuals with BDs have 
20–30 times higher rates of suicide deaths.3 

Psychological autopsy reports indicate individuals with 
BDs represent between 22% and 61% of suicide victims.5 

Individuals with bipolar II disorder (BD II) are 
among those at highest risk for SI, attempts, and deaths.3 

BD II is often thought of as a milder form of bipolar I 
disorder (BD I). However, BD II is associated with 
substantial clinical severity, disability, and mortality 
comparable to BD I.6,7 BD II is characterized by frequent 
and often refractory depressive episodes, more mixed 

episodes and rapid cycling, comorbid anxiety and 
childhood trauma, and longer time to diagnosis—all risk 
factors for SI, behaviors, and deaths.2,8–14 A systematic 
review3 found patients with BD II are at the highest risk 
for death from suicide when compared to other bipolar 
spectrum disorders. Therefore, individuals with BD II 
are among the highest risk populations for death from 
suicide and in need of evidence-based treatments 
tailored to the complexities of this illness. 

Research demonstrates some suicide-specific 
psychotherapies show effectiveness in reducing suicide 
risk among various populations, yet treatment gaps 
remain.2,14–22 This includes the lack of research 
examining the effect of psychotherapy on suicide risk for 
BD II. Psychotherapy is an essential part of treatment in 
BD II. Diagnostic guidelines of treatment for BDs 
recognize the integral role of psychotherapy in the 
treatment of BDs (eg, International Society for Bipolar 
Disorders [ISBD] and Canadian Network of Mood and 
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Anxiety Treatments [CANMAT]).23 Yet, despite distinct 
illness characteristics, course, and treatment targets, 
separate treatment considerations for psychotherapy in 
the treatment of BD I and BD II are not discussed. This 
may be due to the scarcity of research on psychotherapy 
for BD II as well as pervasive misunderstanding about 
the severity of BD II compared to BD I. 

A major gap in research is the lack of clinical trials of 
bipolar-specific psychotherapy that examine suicide risk 
(ie, SI, suicide-related thoughts and behaviors, attempts, 
or deaths),24,25 as treatment outcomes in patients with 
BDs.26–28 Those studies that do report on suicide risk often 
focus on counts of adverse events (ie, deaths or attempts 
resulting in hospitalization). SI, although less of a hard 
endpoint than deaths or attempts, is less frequently 
examined, although it is an essential contributor to 
morbidity and mortality in BDs. SI is the third most 
potent predictor of death from suicide in general and 
specifically in BDs.22 SI predicts suicide attempts13 and 
increases risk for death from suicide.12 Therefore, 
identifying strategies to mitigate SI is essential in 
preventing subsequent attempts and suicide deaths29 in 
individuals with BDs. Yet, individuals with BD II have 
unique treatment needs, and it is unknown what 
treatment modality or possibly multimodal treatments 
are most efficacious in treating SI in BD II. 

A review of the literature indicates that 
psychotherapy as a monotherapy has efficacy in 
decreasing SI in patients with unipolar depression 
comparable to medication.30,31 Yet, across studies, only 
one-third of patients with unipolar depression respond to 
a single treatment modality (eg, psychotherapy alone or 
antidepressant alone).31 Depression severity, including 
SI, is a predictor of the need for multimodal treatment for 
unipolar depression.31 However, SI has been neglected as 
an outcome in psychotherapy trials of BDs in general 
and BD II in particular. One study of suicide risk in 
individuals with BD I found that interpersonal and social 
rhythm therapy (IPSRT) or intensive case management 
added to lithium produced a 3-fold decrease in suicide 
risk in acute treatment and a 17.5-fold decrease in 
suicide risk during maintenance treatment.28 A small 
pilot study found reductions in suicide risk among 
individuals with BD, including BD II, treated with social 

rhythm therapy (SRT; a component of IPSRT).32 Thus, 
the role of psychotherapy, and perhaps specifically 
IPSRT/SRT, in reducing suicide risk may be substantial, 
but this has not been adequately investigated. 

Systematic studies of psychotherapy to treat suicide 
risk, and specifically SI, in BD II to our knowledge, have 
not been conducted. In this article, we report findings 
from a secondary data analysis of the only randomized 
controlled trial of a psychotherapy tested specifically in 
individuals with BD II.33 This study tested IPSRT as a 
treatment for BD II depression. IPSRT has been shown 
to delay recurrence for individuals with BD I34 and 
decrease time to remission in a sample with both 
individuals with BD I and BD II.34 Because of 
burdensome side effects associated with psychotropic 
medications for BDs,35–37 Swartz compared the efficacy 
of IPSRT monotherapy to IPSRT plus medication as 
treatments for BD II depression.33 Although 
psychotherapy without adjunctive medication would be 
contraindicated for BD I due to the risk of full-blown 
mania and psychosis, Swartz et al (2018)33 demonstrated 
psychotherapy alone (ie, IPSRT) may be a viable option 
for some individuals with BD II depression. In our 
secondary analysis of data from this trial,33 we examine 
the outcome of SI in participants with BD II depression 
treated with IPSRT + placebo (IPSRT + P) compared to 
IPSRT + quetiapine (IPSRT + Q). 

Purpose and Hypotheses 
The purpose of this study was to compare the effects 

of IPSRT + Q to IPSRT + P on SI in individuals with BD II 
depression. We hypothesized that there would be a 
greater decrease in the odds of having SI over the 
20-week treatment period when participants received 
psychotropic medication in addition to IPSRT. 

METHODS 

This was a post hoc analysis from data obtained from 
ClinicalTrials.gov identifier: NCT01133821, a 20-week 
double-blind randomized controlled trial (n = 92) 
examining the efficacy of IPSRT + P (n = 45) to 
IPSRT + Q (n = 47) in the treatment of BD II depression. 
Written informed consent was obtained from all 
participants prior to study entry, and the University of 
Pittsburgh Institutional Review Board approved all study 
protocol and procedures. The original dataset is 
available at the University of Pittsburgh and held by 
Dr Holly A. Swartz (swartzha@upmc.edu). 

Participants 
Inclusion criteria consisted of current diagnosis of BD 

II major depressive episode according to the DSM-IV-TR 
and assessed using the Structured Clinical Interview for 
DSM-IV,38 age 18–65 years, and score of ≥15 on the 

Clinical Points 
• Little is known about treating suicidal ideation in bipolar II 

disorder. 
• Psychotherapy alone may be used to treat suicidal ideation 

for bipolar II disorder. Interpersonal and social rhythm 
therapy may be an effective option. 

• Shared patient decision-making should be considered 
when determining treatment. 
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17-item Hamilton Rating Scale for Depression (HDRS- 
17) (ie, at least a moderate level of depression).39 

Exclusion criteria included current treatment with other 
psychotropic medication other than through study 
assignment, current involvement in individual 
psychotherapy outside study treatment, nonresponse 
to ≥12 weeks of prior IPSRT, nonresponse to ≥6 weeks of 
quetiapine 300 mg per day, diagnosis of psychotic 
disorder or BD I, diagnosis of substance use disorder in 
the past 6 months, diagnosis of borderline personality 
disorder or antisocial personality disorder, medical 
condition that better explained current mood symptoms, 
currently pregnant, non-English speaking, homicidal 
ideation, or in need of a higher level of care. SI was not 
an exclusion criterion. However, decisions about the 
need for higher level of care were made by the principal 
investigator (PI), who was a practicing psychiatrist with 
2 decades of experience managing psychiatrically 
complex patients. Individuals were excluded when, in the 
judgement of the PI, they could not be reasonably or 
safely managed in an outpatient setting and therefore 
were referred to the emergency room, inpatient setting, or 
partial hospitalization program for more intensive 
services. 

Allocation and Attrition 
Of the 207 individuals assessed for eligibility, 92 were 

randomized to a treatment condition (IPSRT + Q [n = 47]; 
IPSRT + P [n = 45]). The study had 40% attrition (see 
Table 1), although without significant differences 
between treatment groups. Most of the study attrition was 
attributed to participants being lost to follow-up. 
Participants who decided to discontinue the allocated 
intervention (n = 13) dropped out for reasons documented 
as nonadherence to treatment, refusing treatment, 
preferred another treatment, or treatment was 
inconvenient to the participant. Further explanation of 
design and allocation can be found in the original 
article.33 

Treatment 
All participants received 45 minutes of individual 

therapy, IPSRT, weekly until remission, and then 
biweekly to study completion (week 20). Remission was 
defined as 3 consecutive weeks with HDRS-2540 

item ≤8 and Young Mania Rating Scale41 (YMRS) ≤ 8. 
Therapists were master’s level or doctoral level clinicians 
with 3 or more years of experience. Therapists 
participated in weekly expert supervision, and their 
therapy sessions were recorded and assessed to monitor 
fidelity utilizing the IPSRT Therapy Rating Scale.42 

IPSRT, based on social rhythms disruption theory,43 

is an evidence-based therapy for BD.34,44,45 IPSRT targets 
resolving interpersonal problems and regulating 
disruptions in social routines known to alter biological 
rhythms, such as sleep-wake cycles, which precipitate and 

exacerbate mood episodes in BD.46–50 Therefore, IPSRT 
aims to resolve mood episodes, prevent recurrence, and 
improve functioning in individuals with BD. Further 
explanation of therapy processes and techniques is 
detailed in the IPSRT manual.46 

Participants were randomly assigned to placebo or 
quetiapine, which were administered in identical 
capsules. Quetiapine was dosed flexibly, starting at 
50 mg/d up to 300 mg daily, or participant tolerance. 
Mean dosage was 172.3 ± 71.3 mg/d (range, 
50–300 mg).33 

Measures 
Suicidal ideation and suicide-related thoughts. SI was 

defined as inclusive of both traditional SI and suicide- 
related thoughts24,25 and was assessed at baseline and weekly 
using the HDRS-1740 item 3. This item is rated on a scale 
of 0–4 (ie, 0 = absent, 1 = feels life is not worth living, 
2 = wishes he/she were dead or thoughts of possible death to 
self, 3 = suicidal ideas or gesture, 4 = attempts at suicide). SI 
was measured categorically and reported descriptively as 
proportion of participants endorsing each level of the 
scale and coded dichotomously as 0 = no ideation 
and ≥1 indicating SI. Item 3 of the HDRS-1740 is shown to 
be a valid way to assess SI and has concurrent validity with 
the gold standard for measuring SI, the Scale for Suicidal 
Ideation (item 1–5), and the suicide item of the Beck 
Depression Inventory.51 HDRS item #3 also correlates 
significantly with number of previous suicide attempts.51 

Data Analysis 
Baseline differences in demographic and clinical 

characteristics of participants were compared using 
Pearson χ2 tests to analyze categorical variables and 
Fisher exact tests when cell sizes were smaller than 5. 
For continuous variables, t tests were used and Wilcoxon 
rank sum tests when distributions were nonparametric. 
Statistical tests were evaluated at the 2-sided 5% 
significance level (α = .05). Analyses were conducted using 
Stata, version 15 (Stata Corp, LLC, College Station, TX). 

Multilevel logistic regression was used to examine the 
primary outcome variable (ie, SI), treated as a binary 
variable (0 = no SI and ≥1 = SI) and examined as a 
function of time, measured weekly across the study 

Table 1. 
Study Attrition of Participants by Treatment 
Group 

IPSRT + Q IPSRT + P 
Week 0 47 45 
Week 8 37 30 
Week 12 33 29 
Week 20 28 27 

Abbreviations: IPSRT + P = interpersonal and social rhythm therapy + placebo, 
IPSRT + Q = interpersonal and social rhythm therapy + quetiapine. 
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period. Individual variation was accounted for by 
incorporating random intercepts for each individual into 
models. 

Fully Bayesian model-based imputation52 was used to 
perform an intent to treat analysis using Blimp 
2.0 software.53 Multiple imputation of outcome variables 
allowed for participants with only baseline data to be 
included and their attrition assumed to be missing at 
random based on identified auxiliary variables related to 
missingness.54 Main variables used in the imputation 
model included independent, dependent variables, and 
covariates. Additional variables were also included, to 
increase specification, with 0.30 correlations or higher 
with indicators of missingness on study variables and 
variables with 0.32 correlations or higher with scores on 
the analysis variables themselves following conventions 
specified by Enders (2017).55 

As a secondary analysis, the “pure depression 
dimension” factor structure56 of the HDRS-17 was added 
as a level 2 covariate to isolate the effects of depression 
on SI outcomes. This was necessary given SI was 
measured using a single item (ie, item #3) from the 
depression scale (ie, HDRS-17). To test if the pure 
depression factor of the HDRS-1740 predicted SI 
outcome, we included an interaction within the model 
with this predictor and time to test whether they 
changed the treatment response for SI overall. 

Grand-mean centering was applied to the covariate of 
pure depression facture structure to aid interpretation of 
parameter estimates, following Enders and Tofighi 
(2017).55 Time point of assessment, the only level-1 
variable, had a meaningful zero point (baseline) and 
thus did not require centering, consistent with 
recommendation for longitudinal models.55 

RESULTS 

Baseline Demographic and Clinical 
Characteristics 

Univariate. Baseline demographic and clinical 
characteristics for the entire sample are provided in 
Table 2. Participants had a mean age of 32.4 years; the 
majority were female (63.0%), Caucasian (71.7%), and 
non-Hispanic or Latino (96.7%). The majority of 
participants were never married (63.0%), with an annual 
household income of less than $30,000 (52.2%), and the 
vast majority had attended at least some college (85.9%). 
Mean HDRS-17 depression score at baseline was 20.3 
(SD = 4.3, range = 10.0–30.0), consistent with moderate 
depression (Sharp57). Mean YMRS hypomania score was 
6.2 (SD = 3.5, range = 0.0–15.0). 

Bivariate. The only demographic or baseline clinical 
characteristics with significant differences between 
treatment groups was the number of prior hypomanic 
episodes. Participants randomized to IPSRT + Q had more 

hypomanic episodes (median = 12) than participants 
randomized to IPRST + P (median = 6) (P = .045). 

Baseline suicidal ideation. At baseline, slightly fewer than 
half of participants (45.7%) reported some SI including 
suicide-related thoughts. No participants endorsed suicidal 
ideas, gesture, or attempts. Baseline SI between treatment 
groups is displayed in Table 3. Study variables did not have 
significant differences between groups at baseline. 

Outcome: Suicidal Ideation 
Table 4 displays results of the multilevel mixed-effect 

logistic regression for the outcome of SI over time. Results 

Table 2. 
Demographic and Clinical Characteristics 
Variable Total sample (n = 92) 
Gender, n (%) 

Male 34 (37.0) 
Female 58 (63.0) 

Age mean ± SD, y 32.9 ± 10.8 
Ethnicity, n (%) 

Hispanic or Latino 3 (3.3) 
Non-Hispanic or Latino 89 (96.7) 

Race, n (%) 
Caucasian 66 (71.7) 
African American 16 (17.4) 
Asian 8 (8.7) 
American Indian 1 (1.1 ) 
Other 1 (1.1 ) 

Marital status, n (%) 
Never married 57 (63.0) 
Married 4 (4.4) 
Living as married 17 (18.5) 
Separated 13 (14.1 ) 
Widowed 1 (1.1 ) 

Annual household income, n (%) 
Less than $30,000 48 (52.2) 
$30,000–74,999 38 (41.3) 
$75,000+ 6 (6.5) 

Years of education, n (%) 
High school diploma/GED or less 13 (14.1 ) 
Some college, technical or associate’s degree 48 (52.2) 
College diploma 24 (26.1 ) 
Graduate/professional degree 7 (7.6) 

Lifetime diagnosis of anxiety, DSM-IV, n (%) 60 (65.2) 
Current diagnosis of anxiety, DSM-IV, n (%) 54 (58.7) 
Age at first hypomanic episode, mean ± SD, y 21.4 ± 14.2 
No. of lifetime hypomanic episodes, median 22.5 
Age at first depressive episode, mean ± SD, y 16.1 ± 6.2 
No. of lifetime depressive episodes, median 10 
HDRS-17 Depression score, mean ± SD 20.3 ± 4.3 
HDRS-25 Depression score, mean ± SD 25.3 ± 5.2 
YMRS Hypomania score, mean ± SD 6.2 ± 3.5 
HDRS #3 Suicidal ideation, n (%) 

Suicidal ideation 42 (45.7) 
No suicidal ideation 50 (54.3) 

PROMIS anxiety score, mean ± SD 21.3 ± 6.4 
CTQ total score, mean ± SD 47.2 ± 14.0 

Abbreviations: CTQ = Childhood Trauma Questionnaire, GED = General Education 
Development Test, HDRS-17, HDRS-25 = Hamilton Depression Rating Scale 17- 
item and 25-item versions, n = number, PROMIS = Patient Reported Outcomes 
Measures Information System, YMRS = Young Mania Rating Scale. 
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demonstrate a significant time effect with a decrease 
in odds of SI over time (OR = 0.8719, 95% CI, 
0.8166–0.9309, P = .000). That is, participants 
demonstrated a 13% decrease in the odds of endorsing 
SI for each additional week of treatment. However, there 
was not a significant time-by–treatment group effect, 
and the trajectories of the two treatment groups were 
not significantly different (OR = 0.9585, 95% CI, 
0.8612–1.0668, P = .429 NS). Therefore, there was no 
significant difference in odds of SI over time or rate of 
change in SI between those receiving IPSRT + P and 
those receiving IPSRT + Q. By the end of the acute 
treatment period (ie, week 20), 85% of participants had 
no SI compared to 54% at the outset of the study. The 
interaction between the pure depression factor structure 
of the HDRS-17 and time was significant (OR = 1.2601, 
95% CI, 1.0819–1.4691, P = .003). This indicates that 
participants improving in the pure depression factor 
structure of the HDRS-17 also improved in SI over time. 

DISCUSSION 

Main Findings 
Participants with BD II depression who received 

IPSRT experienced a significant improvement in SI over 

the 20-week treatment period, regardless of whether 
they received quetiapine. In the overall sample, 
participants experienced a 13% decrease in odds of having 
SI for each week of participation in the study. Compared 
to 45.7% of the sample reporting SI at study entry, only 
15% of participants reported any SI by end of acute 
treatment (week 20). This was inclusive of suicide- 
related thoughts, such as “life is not worth living.” 
Improvements in depression predicted improvements in 
SI. Therefore, it may be impossible in this dataset to 
disentangle the two effects. Findings were inconsistent 
with our hypothesis that the addition of quetiapine to 
IPSRT would significantly improve SI outcomes 
compared to IPSRT alone. 

Implications and Directions for Future 
Research 

Results suggest that psychotherapy alone may be a 
reasonable treatment for some patients with BD II 
depression and mild-to-moderate SI. Our results did not 
support our hypothesis that those with BD II and SI 
would need more “complex” or multimodal treatment (ie, 
psychotherapy plus psychotropic medication); rather, 
they suggest that at least for some individuals with BD II 
psychotherapy alone may suffice, even to treat mild-to- 
moderate SI. These results align with results from 

Table 3. 
Distribution of Suicidal Ideation at Baseline 
HDRS #3 Suicide risk, n (%) Total sample (n = 92) IPSRT + Q (n = 47) IPSRT + P (n = 45) P value 
Suicidal ideation 42 (45.7) 23 (25.0) 19 (20.6) .518 

Feels life is not worth living 33 (35.9) 17 (18.5) 16 (17.4) 
Wishes he/she were dead or thoughts of possible death to self 9 (9.9) 6 (6.5) 3 (3.3) 
Suicidal ideas or gesture 00 (0.0) 00 (0.0) 00 (0.0) 
Attempts at suicide 00 (0.0) 00 (0.0) 00 (0.0) 

No suicidal ideation 50 (54.4) 24 (26.1 ) 26 (28.3) 

Abbreviations: HDRS = Hamilton Depression Rating Scale, IPSRT + P = interpersonal and social rhythm therapy + placebo, IPSRT + Q = interpersonal and social rhythm 
therapy + quetiapine. 

Table 4. 
Multilevel Mixed Effects Logistic Regression Analyses for Suicidal Ideation 
Analysis/variable Odds ratio SE t P > | t | 95% CI 
Analysis 1 

Study week (time) 0.8719 0.0201 −4.26 .000 0.8266 0.9309 
Analysis 1.2 (treatment group) 

Study week (time) 0.8896 0.0346 −3.01 .005 0.8224 0.9623 
Treatment group (IPSRT + Q) 0.8654 0.7297 −0.17 .864 0.1656 4.5211 
Interaction between treatment group (IPSRT+Q) and study week (time) 0.9585 0.0509 −0.80 .429 0.8612 1.0668 

Analysis 2 (pure depression) 
Study week (time) 0.8862 0.0331 −3.23 .002 0.8220 0.9555 
Treatment group (IPSRT + Q) 0.6377 0.5369 −0.53 .593 0.1222 3.3264 
Interaction between treatment group (IPSRT + Q) and study week (time) 0.9604 0.0474 −0.82 .416 0.8699 1.0602 
Interaction between Pure depression factor structure (HDRS-17) and study week (time) 1.2601 0.0977 2.99 .003 1.0819 1.4691 

Abbreviations: HDRS-17 = Hamilton Depression Rating Scale 17-item, IPSRT + Q = interpersonal and social rhythm therapy + quetiapine, SE = standard error. 
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unipolar depression trials, finding that declines in SI 
with psychotherapy alone are comparable to those 
observed with medication.58 This also underscores that 
treating SI and depression are important components 
of reducing suicide risk in BD II. 

The critical question remains: For whom is 
psychotherapy alone a safe option? In this study, those 
with active suicide risk (ie, plan, intent, behaviors, or 
attempts) were referred to a higher level of care and 
excluded from study participation. This indicates that 
psychotherapy monotherapy may be a treatment option 
for those with SI and suicide-related thoughts. Yet, 
future research should examine the effect of 
psychotherapy and specifically IPSRT on those at higher 
suicide risk. In previous analyses of this clinical trial, 
investigators found that those who received IPSRT + Q 
experienced significantly more side effects (ie, weight 
gain, restlessness, and dry mouth) compared to those 
randomized to IPSRT + P, and those randomized to the 
treatment they preferred were 4.5 times more likely to 
respond to treatment.33 This suggests that for individuals 
with BD II who do not want to risk these side effects or for 
whom medication is contraindicated, psychotherapy 
monotherapy may be an option, especially when they 
prefer it, even when they are experiencing SI and 
suicide-related thoughts. However, larger samples and 
additional treatment conditions (eg, medication alone or 
inactive psychotherapy comparator) are needed to 
definitively demonstrate efficacy. Future research should 
also investigate additional risk factors for SI such as 
stages of illness progression and illness severity, sleep and 
circadian rhythms, and other factors that worsen illness 
course and increase suicide risk.59–61 

IPSRT, specifically, may be an effective treatment to 
reduce SI among the study sample. IPSRT, which focuses 
on resolving interpersonal problems and stabilizing 
social and circadian rhythms,46–48 may resolve mild-to- 
moderate SI in adults with BD II since dysregulated 
circadian rhythms61 are risk factors for suicide in 
individuals with BDs. This aligns with findings from 
Sankar et al,32 who found reductions in suicide risk among 
individuals with BD, including BD II, when treated with 
SRT (a component of IPSRT). In this trial, only 
1 psychotherapy modality was evaluated; therefore, these 
findings may not generalize to other psychotherapies. 
Future research should examine the potential and 
specific impact of sleep improvements and social 
functioning as mechanisms of change in IPSRT on 
suicide risk. 

Limitations 
The following limitations must be considered when 

interpreting these results. First, the study had a small 
sample size (n = 92) and therefore limited power to 
detect small effects. Second, high dropout rates (40%) 
indicate participants may not have received an adequate 

dose of treatment, and therefore, treatment effects may 
have been limited.62 Third, absence of an inactive 
comparator group and a medication-only group limits 
conclusions that can be drawn from this study. Fourth, 
the composition of the sample consisted mainly of 
well-educated white people, and the gender and sexual 
identity of the participants is unknown; therefore, 
generalizability to other populations is limited. Fifth, the 
measure for SI in this study was 1 item from a depression 
measure (HDRS #3), not an independent valid and 
reliable measure of suicide risk. Further, this single item 
measure of suicide risk is problematic, as is conflated 
passive and active SI and SI and suicidal behavior. 
While item 3 on the HDRS-17 is shown to have 
concurrent validity with sound measures of SI,51 the 
use of this measurement alone is not ideal, and 
replication with more robust measures is needed. 
Finally, participants with active suicide risk (ie, plan, 
intent, behaviors, or attempts), needing a higher level 
of care for their own safety, were excluded from 
participation or discontinued the study at the time 
they exhibited these symptoms. Therefore, 
psychotherapy alone may not be a good option for 
those with higher suicide risk. 

CONCLUSIONS 

In conclusion, adults with BD II depression treated 
with IPSRT plus placebo yielded comparable 
improvement in SI and suicide-related thoughts to those 
receiving IPSRT plus quetiapine. These results indicate 
that psychotherapy monotherapy may be a viable 
treatment option when targeting SI and suicide-related 
thoughts in outpatient treatment of BD II. Patient 
treatment preference should be considered when 
evaluating benefits and harms of treatment options. 
Patients’ shared decision-making in treatment planning 
is encouraged. Further research is needed on BD II and 
clinical trials including individuals with suicide risk. 
Future research is needed before forming treatment 
recommendations. 

Article Information 
Published Online: September 29, 2025. https://doi.org/10.4088/JCP.24m15768 
© 2025 Physicians Postgraduate Press, Inc. 
Submitted: December 23, 2024; accepted July 2, 2025. 
To Cite: Bailey BC, Early TJ, Williams-Sites KE et al. Effects of interpersonal and social 
rhythm therapy on suicidal ideation in adults with bipolar II depression. J Clin Psychiatry 
2025;86(4):24m15768. 
Author Affiliations: Eberly College of Arts and Science, School of Social Work, West 
Virginia University, Morgantown, West Virginia (Bailey, Dyson); Department of 
Behavioral Medicine and Psychiatry, West Virginia University School of Medicine, 
Morgantown, West Virginia (Bailey); College of Social Work, The Ohio State University, 
Columbus, Ohio (Early); Kent School of Social Work, University of Louisville, Louisville, 
Kentucky (Williams-Sites); Department of Psychiatry, University of Pittsburgh School of 
Medicine, Pittsburgh, Pennsylvania (Swartz). 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc. 

6 J Clin Psychiatry 86:4, December 2025 | Psychiatrist.com 

Bailey et al 

https://doi.org/10.4088/JCP.24m15768
mailto:permissions@psychiatrist.com
https://www.psychiatrist.com/jcp
https://www.psychiatrist.com


Corresponding Author: Bridget C. Bailey, PhD, LICSW, West Virginia University, Eberly 
College, School of Social Work, PO Box 6830, Morgantown, WV 26506 
(bridget.bailey@mail.wvu.edu). 
Relevant Financial Relationships: Dr Swartz reports a financial relationship with 
the following ineligible companies (ie, commercial interest) in the past 24 months: 
honoraria: Medscape/WebMD, Clinical Education Alliance, Mediflix, Intracellular 
Therapies, and Royalties: Wolters Kluwer, American Psychiatric Association Press, New 
Harbinger Publications. The other authors report no financial or other relationships 
relevant to the subject of this article. 
Funding/Support: This was an unfunded secondary data analysis. The original study 
was funded by the National Institute of Mental Health (NIMH) R01 MH084831 
(Dr Swartz, principal investigator). 
Role of Sponsor: NIMH had no role in the data collection, data management, data 
analysis, or interpretation of data or in the preparation, review, or approval of the 
manuscript. NIMH approved the study design and provided oversight of the conduct 
of the study (accrual of subjects, yearly monitoring of progress). 
Previous Presentation: Presented at the International Society of Interpersonal 
Psychotherapy; March 13–15, 2024, New Castle, England; and the International 
Society for Bipolar Disorders 2020 Annual Conference; June 18–21, 2020; Chicago, 
Illinois. 
Acknowledgment: The authors thank the individuals who participated in the original 
clinical study, the clinicians and staff who contributed to the conduct of the trial. 

References 
1. Centers for Disease Control and Prevention (CDC). Life expectancy increases, 

however suicides up in 2022. CDC; 2023. Accessed September 17, 2025. https:// 
www.cdc.gov/nchs/pressroom/nchs_press_releases/2023/20231129.htm 

2. Schaffer A, Isometsä ET, Tondo L, et al. International Society for Bipolar Disorders 
Task Force on Suicide: meta-analyses and meta-regression of correlates of suicide 
attempts and suicide deaths in bipolar disorder. Bipolar Disord. 2015;17(1 ):1–16. 

3. Plans L, Barrot C, Nieto E, et al. Association between completed suicide and 
bipolar disorder: a systematic review of the literature. J Affect Disord. 2019;242: 
111–122. 

4. Valtonen H, Suominen K, Mantere O, et al. Suicidal ideation and attempts in 
bipolar I and II disorders. J Clin Psychiatry. 2005;66(11 ):1456–1462. 

5. Pompili M, Gonda X, Serafini G, et al. Epidemiology of suicide in bipolar disorders: 
a systematic review of the literature. Bipolar Disord. 2013;15(5):457–490. 

6. Merikangas KR, Lamers F. The “true” prevalence of bipolar II disorder. Curr Opin 
Psychiatry. 2012;25(1 ):19–23. 

7. Rosa AR, Bonnín CM, Vázquez GH, et al. Functional impairment in bipolar II 
disorder: is it as disabling as bipolar I? J Affect Disord. 2010;127(1–3):71–76. 

8. Benazzi F. Suicidal ideation and bipolar-II depression symptoms. Hum 
Psychopharmacol. 2005;20(1 ):27–32. 

9. Dell’Osso B, Holtzman JN, Goffin KC, et al. American tertiary clinic-referred 
bipolar II disorder compared to bipolar I disorder: more severe in multiple ways, 
but less severe in a few other ways. J Affect Disord. 2015;188:257–262. 

10. Janiri D, Sani G, Danese E, et al. Childhood traumatic experiences of patients with 
bipolar disorder type I and type II. J Affect Disord. 2015;175:92–97. 

11. Judd LL, Akiskal HS, Schettler PJ, et al. The comparative clinical phenotype and 
long term longitudinal episode course of bipolar I and II: a clinical spectrum or 
distinct disorders? J Affect Disord. 2003;73(1–2):19–32. 

12. Oquendo MA, Mann JJ. Identifying and managing suicide risk in bipolar patients. 
J Clin Psychiatry. 2001;62(suppl 25):31–34. 

13. Marangell LB, Bauer MS, Dennehy EB, et al. Prospective predictors of suicide and 
suicide attempts in 1,556 patients with bipolar disorders followed for up to 2 years. 
Bipolar Disord. 2006;8(5 Pt 2):566–575. 

14. Undurraga J, Baldessarini RJ, Valenti M, et al. Suicidal risk factors in bipolar I and 
II disorder patients. J Clin Psychiatry. 2012;73(6):778–782. 

15. DeCou CR, Comtois KA, Landes SJ. Dialectical behavior therapy is effective for 
the treatment of suicidal behavior: a meta-analysis. Behav Ther. 2019;50(1 ): 
60–72. 

16. Wasserman D, Rihmer Z, Rujescu D, et al. The European Psychiatric Association 
(EPA) guidance on suicide treatment and prevention. Eur Psychiatry. 2012;27(2): 
129–141. 

17. Hepp U, Wittmann L, Schnyder U, et al. Psychological and psychosocial 
interventions after attempted suicide: an overview of treatment studies. Crisis. 
2004;25(3):108–117. 

18. Stanley B, Brodsky BS, Nelson JD, et al. Brief dialectical behavior therapy (DBT-B) 
for suicidal behavior and non-suicidal self-injury. Arch Suicide Res. 2007;11(4): 
337–341. 

19. Stanley B, Brown G, Brent DA, et al. Cognitive-behavioral therapy for suicide 
prevention (CBT-SP): treatment model, feasibility, and acceptability. J Am Acad 
Child Adolesc Psychiatry. 2009;48(10):1005–1013. 

20. Brown GK, Jager-Hyman S. Evidence-based psychotherapies for suicide 
prevention: future directions. Am J Prev Med. 2014;47(3 suppl 2):S186–S194. 

21. Tarrier N, Taylor K, Gooding P. Cognitive-behavioral interventions to reduce 
suicide behavior: a systematic review and meta-analysis. Behav Modif. 2008; 
32(1 ):77–108. 

22. Franklin JC, Ribeiro JD, Fox KR, et al. Risk factors for suicidal thoughts and 
behaviors: a meta-analysis of 50 years of research. Psychol Bull. 2017;143(2): 
187–232. 

23. Yatham LN, Kennedy SH, Parikh SV, et al. Canadian Network for Mood and 
Anxiety Treatments (CANMAT) and International Society for Bipolar Disorders 
(ISBD) 2018 guidelines for the management of patients with bipolar disorder. 
Bipolar Disord. 2018;20(2):97–170. 

24. O’Carroll PW, Berman AL, Maris R, et al. Beyond the Tower of Babel: 
a nomenclature for suicidology. In: Maris RW, Silverman MM, Neimeyer MP, eds. 
Suicide Prevention: The Global Context. Plenum Press; 1998:23–39. 

25. Silverman MM, Berman AL, Sanddal ND, et al. Rebuilding the Tower of Babel: 
a revised nomenclature for the study of suicide and suicidal behaviors. Part 1: 
background, rationale, and methodology. Suicide Life Threat Behav. 2007;37(3): 
248–263. 

26. Malhi GS, Bargh DM, Kuiper S, et al. Modeling bipolar disorder suicidality. Bipolar 
Disord. 2013;15(5):559–574. 

27. Novick DM, Swartz HA, Frank E. Suicide attempts in bipolar I and bipolar II 
disorder: a review and meta-analysis of the evidence. Bipolar Disord. 2010;12(1 ): 
1–9. 

28. Rucci P, Frank E, Kostelnik B, et al. Suicide attempts in patients with bipolar I 
disorder during acute and maintenance phases of intensive treatment with 
pharmacotherapy and adjunctive psychotherapy. Am J Psychiatry. 2002;159(7): 
1160–1164. 

29. Jobes DA, Joiner TE. Reflections on suicidal ideation. Crisis. 2019;40(4): 
227–230. 

30. Craighead WE, Dunlop BW. Combination psychotherapy and antidepressant 
medication treatment for depression: for whom, when, and how. Annu Rev 
Psychol. 2014;65:267–300. 

31. Kappelmann N, Rein M, Fietz J, et al. Psychotherapy or medication for 
depression? Using individual symptom meta-analyses to derive a Symptom- 
Oriented Therapy (SOrT) metric for a personalised psychiatry. BMC Med. 2020; 
18(1 ):170. 

32. Sankar A, Panchal P, Goldman D, et al. Telehealth social rhythm therapy to 
reduce mood symptoms and suicide risk among adolescents and young adults 
with bipolar disorder. Am J Psychother. 2021;74(4):172–177. 

33. Swartz HA, Rucci P, Thase ME, et al. Psychotherapy alone and combined with 
medication as treatments for bipolar II depression: a randomized controlled trial. 
J Clin Psychiatry. 2018;79(2):16m11027. 

34. Miklowitz DJ, Otto MW, Frank E, et al. Psychosocial treatments for bipolar 
depression: a 1-year randomized trial from the Systematic Treatment Enhancement 
Program. Arch Gen Psychiatry. 2007;64(4):419–426. 

35. Correll CU, Detraux J, De Lepeleire J, et al. Effects of antipsychotics, 
antidepressants and mood stabilizers on risk for physical diseases in people with 
schizophrenia, depression, and bipolar disorder. World Psychiatry. 2015;14(2): 
119–136. 

36. Newcomer JW. Second-generation (atypical) antipsychotics and 
metabolic effects: a comprehensive literature review. CNS Drugs. 2005; 
19(suppl 1 ):1–93. 

37. Serretti A, Chiesa A, Calati R, et al. Side effects associated with psychotropic 
medications in patients with bipolar disorder: evidence from two independent 
samples. J Psychopharmacol. 2013;27(7):616–628. 

38. First MB, Spitzer RL, Gibbon M, et al. Structured Clinical Interview for DSM-IV Axis 
I Disorders (SCID). New York State Psychiatric Institute, Biometrics Research; 1995. 

39. Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry. 1960; 
23(1 ):56–62. 

40. Thase ME, Carpenter L, Kupfer DJ, et al. Clinical significance of reversed 
vegetative subtypes of recurrent major depression. Psychopharmacol Bull. 1991; 
27(1 ):17–22. 

41. Young RC, Biggs JT, Ziegler VE, et al. A rating scale for mania: reliability, validity, 
and sensitivity. Br J Psychiatry. 1978;133:429–435. 

42. Wagner EF, Frank E, Steiner SC. Discriminating maintenance treatments for 
recurrent depression: development and implementation of a rating scale. 
J Psychother Pract Res. 1992;1(3):280–290. 

43. Ehlers CL, Frank E, Kupfer DJ. Social zeitgebers and biological rhythms: a unified 
approach to understanding the etiology of depression. Arch Gen Psychiatry. 1988; 
45(10):948–952. 

44. Frank E, Kupfer DJ, Thase ME, et al. Two-year outcomes for interpersonal and 
social rhythm therapy in individuals with bipolar I disorder. Arch Gen Psychiatry. 
2005;62(9):996–1004. 

45. Miklowitz DJ, Otto MW, Frank E, et al. Intensive psychosocial intervention 
enhances functioning in patients with bipolar depression: results from a 
9-month randomized controlled trial. Am J Psychiatry. 2007;164(9): 
1340–1347. 

46. Frank E. Treating Bipolar Disorder: A Clinician’s Guide to Interpersonal and Social 
Rhythm Therapy. Guilford Press; 2007. Accessed September 17, 2025. https://play. 
google.com/store/books/details?id=cRMzWcXgFeAC 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc. 

J Clin Psychiatry 86:4, December 2025 | Psychiatrist.com 7 

Psychotherapy to Treat Suicidal Ideation in Bipolar II Depression 

mailto:bridget.bailey@mail.wvu.edu
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2023/20231129.htm
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2023/20231129.htm
https://play.google.com/store/books/details?id=cRMzWcXgFeAC
https://play.google.com/store/books/details?id=cRMzWcXgFeAC
mailto:permissions@psychiatrist.com
https://www.psychiatrist.com/jcp
https://www.psychiatrist.com


47. Levenson JC, Wallace ML, Anderson BP, et al. Social rhythm disrupting events 
increase the risk of recurrence among individuals with bipolar disorder. Bipolar 
Disord. 2015;17(8):869–879. 

48. Malkoff-Schwartz S, Frank E, Anderson BP, et al. Social rhythm disruption and 
stressful life events in the onset of bipolar and unipolar episodes. Psychol Med. 
2000;30(5):1005–1016. 

49. Shen GHC, Alloy LB, Abramson LY, et al. Social rhythm regularity and the onset of 
affective episodes in bipolar spectrum individuals. Bipolar Disord. 2008;10(4):520–529. 

50. Sylvia LG, Alloy LB, Hafner JA, et al. Life events and social rhythms in bipolar 
spectrum disorders: a prospective study. Behav Ther. 2009;40(2):131–141. 

51. Desseilles M, Perroud N, Guillaume S, et al. Is it valid to measure suicidal ideation 
by depression rating scales? J Affect Disord. 2012;136(3):398–404. 

52. Enders CK, Du H, Keller BT. A model-based imputation procedure for multilevel 
regression models with random coefficients, interaction effects, and nonlinear 
terms. Psychol Methods. 2020;25(1 ):88–112. 

53. Keller BT, Enders CK. Blimp User’s Manual (Version 2.0). 2019. 
54. Young R, Johnson DR. Handling missing values in longitudinal panel data with 

multiple imputation. J Marriage Fam. 2015;77(1 ):277–294. 
55. Enders CK. Multiple imputation as a flexible tool for missing data handling in 

clinical research. Behav Res Ther. 2017;98:4–18. 

56. Pancheri P, Picardi A, Pasquini M, et al. Psychopathological dimensions of 
depression: a factor study of the 17-item Hamilton Depression Rating Scale in 
unipolar depressed outpatients. J Affect Disord. 2002;68(1 ):41–47. 

57. Sharp R. The Hamilton Rating Scale for Depression. Occup Med (Lond). 2015; 
65(4):340. 

58. McMain SF, Links PS, Gnam WH, et al. A randomized trial of dialectical behavior 
therapy versus general psychiatric management for borderline personality 
disorder. Am J Psychiatry. 2009;166(12):1365–1374. 

59. Deckersbach T, Peters AT, Sylvia LG, et al. A cluster analytic approach to 
identifying predictors and moderators of psychosocial treatment for bipolar 
depression: results from STEP-BD. J Affect Disord. 2016;203:152–157. 

60. Magalhães PV, Dodd S, Nierenberg AA, et al. Cumulative morbidity and 
prognostic staging of illness in the Systematic Treatment Enhancement Program 
for Bipolar Disorder (STEP-BD). Aust N Z J Psychiatry. 2012;46(11 ):1058–1067. 

61. Benard V, Etain B, Vaiva G, et al. Sleep and circadian rhythms as possible trait 
markers of suicide attempt in bipolar disorders: an actigraphy study. J Affect 
Disord. 2019;244:1–8. 

62. Barrett MS, Chua WJ, Crits-Christoph P, et al. Early withdrawal from mental health 
treatment: implications for psychotherapy practice. Psychotherapy. 2008;45(2): 
247–267. 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc. 

8 J Clin Psychiatry 86:4, December 2025 | Psychiatrist.com 

Bailey et al 

mailto:permissions@psychiatrist.com
https://www.psychiatrist.com/jcp
https://www.psychiatrist.com

	Effects of Interpersonal and Social Rhythm Therapy on Suicidal Ideation in Adults With Bipolar II Depression
	Purpose and Hypotheses
	Methods
	Participants
	Allocation and Attrition
	Treatment
	Measures
	Suicidal ideation and suicide

	Data Analysis

	Results
	Baseline Demographic and Clinical Characteristics
	Univariate.
	Bivariate.
	Baseline suicidal ideation.

	Outcome: Suicidal Ideation

	Discussion
	Main Findings
	Implications and Directions for Future Research
	Limitations

	Conclusions
	References


