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Bipolar II disorder (BD II) has 
been acknowledged as a 
separate diagnostic entity for 

approximately 50 years and was offi-
cially recognized and included in 
DSM-IV in 1994. Although BD II is 
a fairly common disorder (affecting 
approximately 0.4% of the popula-
tion, according to some studies), it 
has not been well studied and has 
not received as much attention as 
bipolar I disorder. 

The presentation of BD II in clini-
cal practice could be complicated and 
it takes, on average, approximately 10 
years for BD II to be diagnosed, which 
is longer than for bipolar I disorder. 
This is an unreasonably long period of 
time, considering the significant suf-
fering, risk of suicide comparable to 

bipolar I disorder, and serious comor-
bidities. Part of the problem of its poor 
recognition in clinical practice seems 
to be the lack of education about this 
disorder, lack of research on it, and 
lack of an authoritative text providing 
comprehensive up-to-date informa-
tion about this disorder.

Bipolar II disorder experts Holly 
A. Swartz, MD, and Trisha Suppes, 
MD, PhD, put together this volume 
as an authoritative text to fill one 
of these gaps. Their book is divided 
into 4 parts: (I) Recognition, (II) 
Understanding, (III) Treatment, and 
(IV) Special Populations.

Part I consists of 4 chapters 
focused on diagnosing BD II; the inter-
face between borderline personality 
disorder (BPD) and BD II; psychiatric 
and medical comorbidities with BD II; 
and suicide and BD II. The discussion 
of diagnosing BD II makes several very 
important points, including the fact 
that a new requirement for criterion 
A of this disorder is “that abnormally 
and persistently increased activity or 
energy be present in addition to irri-
table or elevated mood to qualify for a 
manic or hypomanic episode” (p 25), 
or that the switch from depression to 
hypomania during treatment with 
antidepressants is now an inclusion 
criterion: “… if hypomanic symptoms 
develop during antidepressant treat-
ment and persist at full syndromal 
level after the physiological effects 

of the drug have worn off, then BD II 
should be diagnosed” (p 25). The dis-
cussion on the differential diagnosis 
brings up another important point: 
Patients may not be able to recog-
nize their own hypomanic symptoms 
because “the symptoms may be ego-
syntonic for some individuals with BD 
II, particularly in contrast to those of 
impairing depressive episodes” (p 33). 
The chapter also makes the point that 
all mood disorders are longitudinal 
diagnoses.

I found the chapter on the inter-
face between BPD and BD II especially 
useful and enlightening. The authors 
of this chapter point out that patients 
with both these diagnoses most often 
seek treatment when depressed. The 
chapter examines 4 issues: the diag-
nostic concordance of BD II and BPD; 
the issue of diagnostic boundaries 
and whether BPD should be consid-
ered part of the “bipolar spectrum” 
and therefore diagnostically related 
to BD II; the problem of both under- 
and overdiagnosing BD II, with a 
specific focus on the contribution of 
BPD to overdiagnosis; and the ways to 
improve recognition of both BD II and 
BPD. The authors argue against BPD 
being considered part of the bipolar 
spectrum. Although both BD II and 
BPD are characterized by fluctuations 
in mood, “the strong and intense 
emotions of individuals with BPD are 
often time-limited reactions to exter-
nal conditions, whereas the mood 
dysregulation in BD II is sustained 
and less reactive to environmental 
influences” (p 56). The authors also 
note that the seemingly stronger link 
between BD II and BPD—rather than 
between bipolar I disorder and BPD—
is primarily related to diagnostic error 
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(sources for this include unfamiliarity 
with personality disorders; the percep-
tion that BD II is more easily treated; 
the protection from a stigmatizing 
diagnosis; and lower reimbursement 
rates for treating personality disorders 
vs other psychiatric disorders).

The discussion on BD II comor-
bidities emphasizes that comorbidity 
is the rule rather than the excep-
tion. More than 80% of individuals 
with BD II have at least 1 psychiat-
ric comorbidity, and more than 90% 
have at least 1 medical comorbidity. 
The most important part of the chap-
ter on suicide and BD II is the discus-
sion about the importance of lithium 
in the reduction of suicide attempts 
and deaths.

Part II includes 2 chapters, one 
on the genetics of BD II and the other 
on functional brain imaging and 
neural determinants in BD II. These 
chapters are both primers on their 
topics, and as readers we can con-
clude that we do not know much and 
thus do not understand.

The 3 chapters of Part III review 
mood stabilizers (lamotrigine, lith-
ium, divalproex, and carbamazepine) 
and antipsychotics (quetiapine, ris-
peridone, olanzapine, and lurasi-
done) for BD II; antidepressants for 
BD II; and psychosocial interventions 
for BD II. A strong argument for using 
lithium in combination with lamotrig-
ine or quetiapine is made, but the text 
emphasizes the lack of good data, 
especially on the combination of treat-
ments. The literature on using anti-
depressants in BD II is inconclusive 

and inadequate. Nevertheless, as 
the authors mention, some studies 
of BD II showed that compared with 
placebo or lithium, antidepressants 
were superior in efficacy and com-
parable in safety. The text also notes 
that “Limited evidence suggests that 
when used to treat bipolar depres-
sion, selective serotonin reuptake 
inhibitors (SSRIs) and bupropion may 
be less likely to induce hypomanic 
switch than tricyclic antidepres-
sants and possibly venlafaxine but 
are associated with comparable anti-
depressants response rates” (p 195), 
although no reference is provided. A 
similar argument is made for the use 
of monoamine oxidase inhibitors, 
again without providing reference.

The last chapter of Part III 
reviews several psychosocial inter-
ventions, namely psychoeducation, 
cognitive-behavioral therapy, inter-
personal and social rhythm therapy 
(IPSRT), integrated care manage-
ment, functional remediation, and 
technology-assisted interventions. 
The authors make several important 
points: psychoeducation should be 
tailored to address the nuances of the 
BD II illness subtype; regular mood 
monitoring is important for indi-
viduals with BD II, with a focus on 
identifying subthreshold depression; 
depression-specific strategies should 
be enhanced for BD II; and comor-
bidities should be carefully evaluated 
and addressed. “No psychotherapy 
met conventional standards for effi-
cacy, defined as at least two rigorous 
trials that show consistent positive 

effects and at least one significant 
long-term follow-up study” (p 233). 
IPSRT has the greatest evidence sup-
porting its efficacy for BD II.

Part 4 includes chapters on BD 
II in childhood and adolescence and 
on reproductive-age women with BD 
II. The chapter on reproductive-age 
women concludes that, “Because of 
the adverse impact of mental illness 
on fetal development and offspring 
outcomes, prescription of mood stabi-
lizer medication with which a woman 
can achieve symptom remission is the 
central component of perinatal BD II 
treatment, along with social support 
and protection of sleep” (p 279).

This is a quite useful book pro-
viding a solid summary on all that 
is known about BD II. Still, it is clear 
that much more is needed. The parts 
on recognition and treatment are 
most useful, while one can easily 
skip the part on understanding. As 
in many similar books, the only thing 
missing is clear-cut clinical guid-
ance based on the authors’ expertise. 
The combination of hard evidence 
(which I summarized here) with clin-
ical experience (which we will never 
have enough in the form of hard evi-
dence) is usually most handy and 
practical. Nevertheless, the book is a 
very good buy.

Richard Balon, MD
Wayne State University
Detroit, Michigan, USA

DISCLOSURE: Dr. Balon is a member of 
the American Psychiatric Association 
Publishing Editorial board.
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Co-occurring Mental Illness 
and Substance Use Disorders: 
A Guide to Diagnosis and 
Treatment

Edited by Jonathan D. Avery  
and John W. Barnhill; Washington, 

DC; American Psychiatric Association 
Publishing; 2018; ISBN 978-1-61537-055-9; 

pp 304; $65 (paperback).

This book is adequately named 
for its main goal, which is out-
lined in the introduction: “… to 

provide the clinician with a straight-
forward approach to people with 
complicated presentations” (p xi). 
This book is a well-organized guide 
to evidence-based practices for phy-
sicians who encounter patients with 
co-occurring psychiatric illness and 
substance use disorders, and is writ-
ten by many contributors, each of 
whom presents a chapter outlining 
the co-occurrence of a specific psy-
chiatric illness with substance use. 
The 18 chapters are divided into 
4 parts: (1) The Initial Interview 
and Comprehensive Assessment; 

(2) Co-occurring Disorders; (3) 
Specific Treatments; and (4) Special 
Populations. Each chapter has intro-
ductory information, a case pre-
sentation, discussion, treatment, 
conclusion with key points, and ques-
tions based on the information (the 
answer key is in the Appendix). 

The overall impression the book 
presents is a lecture series, with dif-
ferent lecturers addressing specific 
topics in order to guide a clinician 
when approaching complex patients. 
The presentation of the information 
is methodical and poignant. Some 
aspects of the presentation are con-
structive in digesting the weighty 
amount of information. For example, 
each chapter has a case and discus-
sion of that case. A case-based pre-
sentation has several advantages, 
including engaging the reader with 
real-world examples, which effectively 
makes the book more approachable 
and easy to read. An evidence-based 
guideline to diagnosis and treatment 
can sometimes be filled with schemat-
ics and mechanics; however, a case 
presentation lends itself to the human 
experience. Additionally, each chap-
ter is written by various contributors 
and authors, which has its advantages 
and drawbacks. On the one hand, 
expertise on specific co-occurring 
diagnoses provides more thorough, 

well-summarized evidence; however, 
the differing opinions can at times 
take away from the central message 
of the book. In one chapter, an author 
may argue that a particular concept is 
of paramount importance, but in the 
next chapter a different author may 
not give it any significance. Also, each 
chapter has a different writing style. 
For example, in the chapter address-
ing the initial interview, the writer’s 
voice is artistic or metaphoric—speak-
ing about loud vs quiet disorders 
and referencing the “music of the 
interview”; however, the subsequent 
chapter emphasizes data collection, 
presentations of patients to be fitted 
into a quadrant model that provides 
an algorithm for treatment. Overall, 
the authors give comprehensive dis-
cussions of the material with some 
minor weaknesses in design.

As a clinician who often sees 
patients with substance use disorders 
(SUDs) with comorbid psychiatric ill-
nesses, I always consider the question 
of confounding diagnosis. Often, we 
consider whether treating a SUD will 
alleviate the mood disorder caused by 
substance intoxication or withdrawal. 
Substance abuse symptoms can 
mimic symptoms of mania or with-
drawal or depression or anxiety, and 
frequently individuals with SUDs have 
suicidal ideation or plans. This book 
makes a compelling case for co-treat-
ment with significant evidence. My 
only hesitancy is continuing a medica-
tion for a primary substance-induced 
comorbid mental illness rather than 
a primary psychiatric disorder. For 
example, a thorough workup to tease 
out primary mood disorder vs sub-
stance-induced mood disorder is not 
always achievable because patients 
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can be poor historians and/or there 
may be a lack of collateral informa-
tion. The book adequately presents 
evidence for integrated treatment per 
psychiatric disorder, such as sequen-
tial treatment (abstinence for ≥1 
month and then reevaluation for pri-
mary psychiatric illness) vs the inte-
grated treatment model (assumption 
of co-occurrence and re-evaluation 
as necessary). The evidence shows 
the outcomes may be improved with 
co-treatment, but how long should 
the patient continue to take antide-
pressants for comorbid depression? 
Should there be a trial without medi-
cation to ascertain if the disorder was 
substance-induced? If so, at which 
point during the patient’s sobriety 
should this be considered? Long-
term antidepressant treatment has its 

own complications and adverse effect 
profiles, and we have a duty to limit 
patients’ exposure to negative effects. 
Perhaps we need more studies to 
make these determinations and gain a 
better understanding of the pathogen-
esis behind these illnesses. 

Additionally, the authors acknowl-
edge that there is not an abundance of 
research and data on co-occurring 
SUDs and mental illnesses, although 
there is evidence for medications 
and using psychotherapeutic and 
psychosocial approaches together 
to yield better results. It makes sense 
that tackling the issue from many 
angles would yield better results; 
however, one of the limiting factors 
for many patients has been access to 
services. Meeting with psychother-
apy providers and case management 

services or finding a bed for inpatient 
substance use treatment can some-
times be arduous and require long 
wait times. 

Despite these issues, this book 
adequately attempts to tackle complex 
patients with multiple pathologies, and 
is useful for clinicians as a supplement 
to clinical judgment that can be uti-
lized individually for each patient. The 
material is extensively researched and 
well presented in digestible segments.

Ashika Bains, MD
Wayne State University
Detroit, Michigan, USA

DISCLOSURE: Dr. Bains reports no 
financial relationships with any com-
panies whose products are mentioned 
in this article, or with manufacturers 
of competing products.
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Supportive psychotherapy is 
probably the most widely used 
form of psychotherapy. Most 

psychiatrists and other mental health 
professionals believe that supportive 
psychotherapy is a form of therapy 
they know how to use and understand 
its principles well. Yet, frequently, 
when I ask residents about the goals 
of supportive psychotherapy, they 
respond vaguely that it is about “sup-
porting patients” and are, at times, 
surprised to hear about the psycho-
dynamic roots of supportive psycho-
therapy, and that the main goal of 
supportive therapy is to strengthen 

ego defenses (in addition to relief or 
amelioration of symptoms). Even 
though training in supportive psycho-
therapy is required in residency, there 
are not many good texts about it, and 
it has been 35 years since the publi-
cation of David Werman’s classic text 
covering it.1

John Battaglia, MD, an enthusi-
astic psychotherapist and expert in 
supportive psychotherapy, decided 
to fill this gap with a practical, brief, 
easy-to-read text on this form of psy-
chotherapy. He states his goal was to 
write a relatively short-and-sweet text 
“to create a work that would teach 
essentials and include ‘just enough’ 
to get clinicians started in supportive 
psychotherapy” (p x), as he noticed 
that trainees are less and less willing to 
invest time and energy into reading 
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and in therapy training. He empha-
sizes that he considers his book to 
be a primer and that it is about doing 
psychodynamic supportive psy-
chotherapy. He believes that “the 
approach in this book is universal 
and can complement other forms of 
psychotherapy” (p xi).

The book consists of 8 chapters 
that briefly review the history and evo-
lution of supportive psychotherapy; 
psychodynamics and the therapeutic 
alliance; how to get started and behav-
ior of the therapist; transference and 
countertransference; strategies and 
techniques; trauma; special popula-
tions, such as patients with borderline 
personality disorder, substance use 
disorders, and schizophrenia; and ter-
mination. The chapters are well writ-
ten, easy to read and to comprehend 
(comprehensibility is not a frequent 
feature of psychotherapy books), 
highly practical, filled with clinical 
examples, and accompanied by dis-
cussion questions.

The chapter on history briefly 
explains some of Freud’s principles 
and delves a bit into Franz Alexander’s 
work. Dr. Battaglia notes that the 
changes proposed by Alexander led 
to a significant shift in therapy and 
included “… being directive with 
patients in guiding them to discussing 
their symptoms and ‘real life’ events in 
a direct fashion, and most importantly, 
modulating the emotional tone of the 
transference to allow patients to toler-
ate the therapy” (p 6). Dr. Battaglia also 
emphasizes that in supportive psy-
chotherapy, the focus is “on keeping a 

positive therapeutic relationship and 
helping patients reduce the symptoms 
associated with the ‘here and now’ 
issues in their lives” (p 6).

The second chapter (among oth-
ers) provides a great simple discussion 
and explanation of defense mecha-
nisms, especially repetitive compul-
sion. Dr. Battaglia emphasizes that 
defense mechanisms should not be 
thought of “... as ‘bad’ or ‘good’, but 
rather, as ways we are continuously 
trying to avoid pain as we negotiate 
our lives” (p 16). This chapter also 
addresses the therapeutic alliance 
and notes that the most important 
qualities therapists need for doing a 
good job are empathy, flexibility, and 
nurturance.

The chapter on getting started 
and on the therapist’s behavior pro-
vides some tips for office arrange-
ments and atmosphere. With regard to 
the therapist’s behavior, Dr. Battaglia 
writes that “In supportive psycho-
therapy, there is an important distinc-
tion between being friendly versus 
being friends” (p 32) and he includes 
good guiding principles on how to 
approach questions about a patient’s 
personal issues.

The chapter on transference and 
countertransference emphasizes that 
“Developing a thorough understand-
ing of transference and countertrans-
ference is absolutely, undeniably, 
unequivocally, and ultimately the 
single most important skill in becom-
ing a good supportive psychothera-
pist” (p 47). This chapter is filled with 
examples of “how to handle it,” and 

includes 4 different “stages” for thera-
pists to cope with countertransference: 
(1) denial; (2) reluctant acceptance; 
(3) acceptance; and (4) embracement. 
It also outlines “red flags” indicating 
a special need to address counter-
transference. Finally, a good rule for 
becoming a good therapist is “super-
vision, supervision, supervision.”

The next chapter reviews strate-
gies and techniques such as listen-
ing, “plussing” (promoting a positive 
atmosphere in therapy by finding the 
good in the patient and accentuat-
ing the positive), explaining behavior, 
confrontation, encouragement, hope, 
metaphor, coping skills, self-soothing, 
humor (use with caution), and com-
paring pain (generally avoid). The last 
3 chapters provide standard coverage 
of their topics in an entertaining and 
easy-to-read way.

This text is clearly what it prom-
ises to be: a brief, easy-to-read guide 
to the essentials of supportive psycho-
therapy and guidance on how to do 
it. I would recommend it to novices 
in any therapy (some principles, as 
Dr. Battaglia writes, are universal 
and complementary to all therapies). 
Nevertheless, even some practicing 
supportive psychotherapists may find 
it useful to “renew” their skills. Finally, 
it would be a very good teaching text to 
be used in training programs.

Richard Balon, MD
Wayne State University
Detroit, Michigan, USA
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