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Psychiatrists are harming their hypomanic patients with overmedication  
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“A 
bove all do no harm.” That's the 
Hippocratic Oath, the first com-
mandment of medical ethics since 

400 B.C. Yet, I believe, most psychiatrists 
are harming their hypomanic patients by 
overprescribing mood stabilizers and anti-
psychotics that make them overweight, se-
dated, cognitively dulled and depressed. 
 The most common complaint that 
brings someone of hypomanic tempera-
ment to treatment is depression, and they 
will most likely receive a diagnosis of bipo-
lar type II. Hypomanic patients tell me that 
their "normal selves," before they got de-
pressed, were energetic, creative, and dy-
namic. Their friends and loved ones found 
them to be fun loving, funny, optimistic, 
charismatic and full of life. They were pro-
fessionally ambitious, driven, and super 
productive. Yes, it's true that they also 
made whoppingly stupid impulsive mis-
takes, along with being insufferably impa-
tient, irritable and arrogant-hypomanic 
temperament is a double-edged sword. But 
overall, they liked the person they had once 
been before they became depressed, and 
fervently wished for only one thing: to have 
that person back. The thing that was stand-
ing in their way is not their illness, but their 
doctor. These patients came to their psychi-
atrists seeking a cure for their depression. 
What they got was a chemical lobotomy. 
 The American Psychiatric Association's 
2002 guidelines state that depressed bipo-
lar patients should in most cases be treated 
with mood stabilizer alone. In some cases, 
an anti-depressant can be used in conjunc-
tion with a mood stabilizer, but never with 
an anti-depressant alone. "The first-line 
pharmacological treatment for bipolar de-
pression is the initiation of either lithium [I] 
or lamotrigine [II]. Antidepressant mono-
therapy is not recommended [I]. As an al-

ternative, especially for more severely ill 
patients, some clinicians will initiate simul-
taneous treatment with lithium and an anti-
depressant [III]." The reason for the ban on 
anti-depressant mono-therapy is the per-
ceived risk that anti-depressants when used 
alone may tip the patient into a manic epi-
sode. There is a "switch rate" to mania 
(estimates vary, but they can be as high as 
25%) among bipolar type I patients. Ac-
cording to Jay Amsterdam and Justine 
Shults, researchers at the University of 
Pennsylvania, the APA is not alone in insist-
ing on mood stabilizers for the depressed 
hypomanic: "Current guidelines for the 
treatment of bipolar type II (BP II) major 
depressive episode (MDE) recommend us-
ing either mood stabilizer monotherapy or 
the combination of a mood stabilizer with a 
selective serotonin reuptake inhibitor 
(SSRI). These guidelines are the result of 
concern over SSRI-induced manic switch 
episode." 
 Unfortunately, the APA guidelines make 
no distinction whatsoever between bipolar 
type I, the classic alternation of mania and 
depression, and bipolar type II, the alterna-
tion of the much milder hypomania with de-
pression, which makes about as much sense 
as a judge failing to make a distinction be-
tween a misdemeanor and a felony. How 
likely is a bipolar II to switch to mania? Not-
ed UCLA bipolar researcher Lori Altschuler 
found "The data from these studies suggest-
ed that the risk of acute switching has been 
overestimated, particularly true in the case 
of bipolar 2." Indeed, among the five studies 
in the literature that examined the effect of 
anti-depressants mono-therapy with bipo-
lar 2s, not a single patient in any of the 
studies went manic. Switch rate: 0%. A 
small number showed increases in hypoma-

SPECTRUM T
H

E
 

President’s Letter 2 

Calendar of Events 3 

Ask the Doctor: 
Inherit Bipolar Disorder? 

5 

March. Educational  
Meeting: 

Mistakes in Diagnosis 
and Treatment 

6 

Health Tips: 
Effect of Asthma 

Medication on Mood 
Disorders 

6 

May 14th 
Educational Meeting: 

The Importance of 
Self Esteem 

7 

June 11th 
Educational Meeting: 

Psychiatric Care Today 

7 

Please see Malpractice on page  4 

http://www.psychologytoday.com/experts/john-d-gartner-phd
http://www.psychologytoday.com/blog/the-roving-psychologist


 

 

President’s Letter 

Dear Members and Friends, 

 If the eyes are the windows to the soul, I fear we are on our way to a “souless” society. I have 
long resented dark tinted car windows because I cannot see where the driver is looking. Does he 
see me? Is he slowing down to let me in? Is he trying to get out? What? I am convinced that road 
rage, in many cases, is due to misunderstandings caused by lack of eye contact.  So often it seems 
we drive in a vacuum. 
 Back in the day, layovers at airports were tolerable because the interaction among fellow 
passengers was interesting if not fun. No more. Most everyone is buried in their laptops, iPads, 
cell phones, you name it,  and they are oblivious to anything or anyone around them. Sad. 
Especially for kids who likely will never remember O’Hare because they were not there. They 
were in a fantasy game.  
 Young people rarely take the opportunity to engage with people based on the eye contact 

connection. Hey, I am talking about the lost art of flirting here. I imagine a young woman at Starbucks checking out her 
Match.com site while a young man notices her while ordering his coffee and never gets the chance to make that eye 
contact. He then proceeds to sit down and check his site or his e-mail. What a loss! 
 Lack of eye contact with people is one thing. But, being unaware of your surroundings can be dangerous. I cite the 
people hurt or killed while immersed in their tech toy. Everyone should always be aware and wary. We cheat 
ourselves being unaware of our surroundings. A beautiful day, buds on the trees, flowers along the way, a cute kid 
doing cute things, a smiling old couple walking arm in arm. All this goes unnoticed by too many. By the same token, if 
something is amiss, how would you know? You could walk by someone in distress, you could miss a crime about to 
happen or after the fact.  No, officer, I did not see a thing.  Not a thing. One of the saddest:  moms and dads pushing 
strollers engaged, not with the child, but with the phone. Look at the birdie! There’s a squirrel with a roll in his mouth! 
See the big brother helping his little sister! No contact, no nothing, no kidding. What a shame! 

   Peace, 
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The first edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM) 
was published by the American Psychiat-
ric Association in 1952. Its purpose is to 
standardize criteria for diagnosing mental 
disorders.  The current edition, DSM IV, 
will be replaced in May 2013 by the new-
est edition, DSM V. Although there are 
many pros and cons regarding the manu-
al, it is important because it defines and 

recognizes the various categories of mental illness, includ-
ing mood disorders. Since establishing such categories is 
not exact science, changes have and will occur in labeling, 
symptom identification, and category placement. The  
DSM V promises to have a number of such changes as it at-
tempts to bring up to date our conceptions of what consti-
tutes a mental disorder. 
 The new edition is not yet finalized, but some of the 
forthcoming changes are being discussed in various news 
articles and the Internet. One source mentioned that almost 
all of the bipolar and related disorders contain updates.  
Although depression and anxiety still will appear as sepa-
rate disorders, they overlap in a Mixed Anxiety/Depression 
category. To enter this category, a person must have three 
or four of the symptoms of major depression along with 
anxious distress. Both depression and anxiety must be pre-

sent for two weeks.   
 A new childhood disorder termed Temper Dysregula-
tion with Dysphoria is being introduced.  Symptoms for this 
disorder will include persistent negative mood accompa-
nied by bursts of rage.  Oppositional defiant disorder is cur-
rently used to categorize children showing these symptoms 
as being moody, disobedient, stubborn and resistant. Such 
children behave in ways that people around them do not 
wish them to behave. They are often diagnosed as having 
juvenile bipolar disorder. However, once these children 
become adults, this diagnosis changes to depression.   
 Suicidal behavior may receive its own separate diag-
nostic category. It is usually associated with mood disor-
ders; however, suicide also occurs in conjunction with other 
disorders such as schizophrenia, anxiety, and personality.  
About 10% of people who commit or attempt suicide have 
no mental disorder whatsoever. Where suicidal behavior is 
currently placed can lead to its being overlooked by diag-
nosticians. Related to suicidal behavior is self-injury.  Non-
suicidal self-injury is a phenomenon that does occur during 
adolescence. It is not intended to lead to cessation of life but 
rather to reduce tension, inflict self-punishment, or as a 
sign of distress, a call for help.  Non-suicidal self-injury does 
not currently appear as a disorder but may be classified as 
one in DSM V. 
 Another diagnostic category being considered is  

A taste of the new DSM:  DSM V                        John Jurowicz, PhD 

DSM V continued on page 5 



 

 

Event Locations 

Chicago–North at Devon Bank, 6445 N. Western Ave., 
(Lower Level), Chicago, Illinois  

 Educational Meeting–2nd Monday of the month  

 Support Groups–4th Monday and (NEW) 2nd Wednesday    

Chicago–South (NEW) St. Benedict the African (East) Church 
 6550 S. Harvard St., Chicago, Illinois,, Martin Luther King 

Room, (773) 776-3316, Enter parking lot north side of 
building . Then enter door at the NW corner of the building. 

 Support Group–4th Thursday of the month 
Evanston Hospital, 2650 Ridge Ave., Evanston, Illinois 
 Support Groups–1st Monday (Room G-952)and 1st & 3rd 

Tuesdays of the month [check main desk for room].  
Chicago–Central at Northwestern Hospital, Feinberg Pavilion,  

251 E. Huron St., Room 2–715 or 2-716,  Chicago, Illinois 
 Support Group–1st & 3rd Thursdays of the month 
Palatine Public Library, 700 N. North Court, Meeting 

Room 3, Palatine, Illinois - Support Group–  
 1st  & 3rd Wednesdays of the month 

May 2012 

For More Information 

Visit the DBSA–GC website, 

 www.dbsa–gc.org  

For the national DBSA, 

 www.dbsalliance.org 

Contact DBSA–GC 

Address:  6666 N. Western Ave. 

  Chicago, Illinois 60645 

Phone:   (773) 465–3280 

Fax:  (773) 465–3385 

E-mail:  

   wecanhelp@dbsa–gc.org 
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DBSA–GC Mission Statement 

The Depression and Bipolar Support 

Alliance–Greater Chicago, a non-profit, 

self-help group of lay persons, endeavors 

to help people whose lives are affected 

by mood disorders to better their lives: 

By offering emotional support and 

practical advice for dealing with the 

illness. 

By educating those with the illness, their 

families and friends, government 

officials, and the general public as to 

the causes, symptoms, treatments, and 

the personal and social costs of mood 

disorders and the stigma attached. 

By counteracting the isolation caused by 

such illness, providing a sense of 

community, sharing the experience of 

the illness and its management. 

By restoring self-esteem so as to 

empower members to live responsibly, 

to be fulfilled, and with as much 

enjoyment as can be achieved. 

May-June 2012                                                The Spectrum   

Sun Mon Tue Wed Thu Fri Sat 

  1 
Evanston Hospital 
Support Group 
3:00 pm 

2 
Palatine  
Support Group 
7:00 pm 

3  
Northwestern 
Support Group 
6:30 pm 

4 5 

6 7  
Evanston Hospital 
Support Group 
6:30 pm 

8 9       NEW 

Chicago-North 
Support Groups 
7:15 pm 

10 11 12 

13 
Mother’s 
Day 

14  
Chicago 
Educational Meeting 
7:15 pm 

15 
Evanston Hospital 
Support Group 
3:00 pm 

16  
Palatine  
Support Group 
7:00 pm 

17  
Northwestern 
Support Group 
6:30 pm 

18 
 

19 

20 21  
DBSA-GC 
Board Meeting 
7:00 pm 

22 23  
  

24      NEW 

Chicago-South 
Support Group 
7:15 pm 

25 26 

27 28  
MEMORIAL DAY 
HOLIDAY 
(no support group) 

29 30 31   

Sun Mon Tue Wed Thu Fri Sat 

     1 2 

3 4 
Evanston Hospital 
Support Group 
6:30 pm 
 

5 

Evanston Hospital 
Support Group 
3:00 pm 

6 
Palatine Support 
Group 
7:00 pm 

7 
Northwestern 
Support Group 
6:30 pm 

8 9 

10 11  
Chicago  
Educational Meeting 
7:15 pm 

12 13     NEW 

Chicago-North 
Support Groups 
7:15 pm 

14 15 16 

17 
Father’s 
Day 

18 
DBSA-GC 
Board Meeting 
7:00 pm 

19 
Evanston Hospital 
Support Group 
3:00 pm 

20 
Palatine  
Support Group 
7:00 pm 

21 
Northwestern 
Support Group 
6:30 pm 

22 23 

 24 25 
Chicago-North 
Support Groups 
7:15 pm 

26 27 28      NEW 
Chicago-South 
Support Group 
7:15 pm 

29 30 

 



 

 

nia, but those symptoms abated when the medicine 
was discontinued or reduced. So much for evidence 
driven medicine. This is prejudice driven medicine. 
 There is a major disconnect between doctors and 
their bipolar patients. One review article found that, av-
eraging across studies, 60% of bipolar patients are non
-compliant with medication. That's a big number. Why 
don't they cooperate? A recent study found that three 
most influential factors reported by patients were 
"Weight gain, cognitive impairment, and level of de-
pression." This last factor–that these medicines can 
cause or worsen depression--is the most unappreciated 
by clinicians. Thirty percent of patients said their main 
reason for discontinuing mood stabilizers was that the 
medicine made them more depressed, whereas only 
5% of the doctors cited that as a reason. When the clini-
cians were asked why their bipolar patients were non-
compliant, 30% said the patients "missed their highs," 
whereas only 5% of patients endorsed that item. It 
would seem that the doctors are not listening to their 
patients complaints because they presume that bipo-
lars are simply endeavoring to manipulate them to get 
high, like drug seeking addicts (or drug avoiding ad-
dicts in this case). "All too many times, a patient's pleas 
about feeling like a fat stupid zombie fall on deaf ears," 
wrote John McManamy in Living Well with Depression 
and Bipolar Disorder, with the result that "Inevitably, 
patients quit taking their meds." 
 Scan bipolar website discussion forums. "Feeling 
like a zombie" is a frequent complaint. "I know what 
you mean, by feeling like a zombie," one patient wrote, 
commenting on an earlier post, "I'm just going through 
the motions of life not really feeling anything at all." An-
other patient, wrote: "I'm going into the depressive 
mode again, feeling zombie like because of the meds. 
My mind is foggy, I can barely remember the day before 
yesterday." It's not hard to understand that if you feel 
like one of the living dead, you want to be completely 
dead and be done with it. "My side effects make me 
want to put a gun to my head more than ever," wrote 
one man. If he kills himself, will his blood be on his doc-
tor's hands? 
 Every psychiatrist has the obligation to inform pa-
tients of the possible risks of a course of treatment, in-
cluding side effects, before they agree to participate. In-
formed consent is a core patient right according to the 
ethical guidelines of The American Medical Association, 
the American Psychiatric Association, and the Ameri-
can Psychological Association. Yet, in 25 years of clini-
cal practice, most of it specializing in the treatment of 
hypomanic patients, I can't think of a single instance 
where a patient seemed adequately warned by their 
psychiatrist of the probable consequences of their med-
ication. I've simply never heard a patient say: "The doc-
tor warned me this might happen." Not surprisingly, a 
survey of bipolar patients found that 60% were dissat-

isfied with the amount of information they were given 
by their psychiatrists about potential side effects. In-
deed, One study found that only 23% of psychiatrists 
documented warning patients about side effects. An-
other, asked psychiatric residents to describe the orien-
tation they would give to a new medication patient and 
found that only 2.5% gave "adequate informed con-
sent." 
 Why would they be so negligent? Studies of atti-
tudes among psychiatrists find they are reluctant to 
discuss side effects because they fear it will increase 
treatment resistance in patients who they believe are 
already prone to being non-compliant. One study noted 
that an "issue that adds to the complexity of the in-
formed consent process for antipsychotic medications 
is psychiatrists' attitudes to the process. Some psychia-
trists are concerned about the effect of disclosure on 
patient compliance and about whether disclosure is in 
patients' best interest." Such paternalistic reasoning is 
no excuse for violating patients' rights, and ironically it 
backfires, increasing the very non-compliance it seeks 
to avoid. Research shows that when you honestly dis-
cuss the costs and benefits of medication, including 
side effects, patients are MORE likely to be compliant. 
Failure to provide adequate informed consent is not 
only unethical but illegal in all 50 states. If the statistics 
from theses studies are even remotely correct–and my 
personal clinical experience strongly suggests that they 
are--we can only conclude that most psychiatrists 
break the law every day, and what looks like a doctor's 
office is really a crime scene. 
 Obviously, psychiatrists are not bad people. They 
simply have a fundamental misunderstanding of hypo-
mania. Most patients labeled bipolar 2 are people of hy-
pomanic temperament who were born that way, and 
have lived that way since they can remember. It is the 
source of their energy, creativity, productivity and 
identity. All they want is to be a better adjusted version 
of themselves. Trying to turn them into people of nor-
mal temperament is about as sensible and humane as 
trying to make a gay patient straight. And the results 
are equally damaging to their identity, relationships 
and moods. "Call it an identity crisis," wrote McMana-
my. "Was my old 'normal' really normal? And heaven 
help this 'new normal.' "If this is what true normal is," I 
hear from many, "then I want no part of it." Homosexu-
ality is not an illness, but we treated it as such until the 
mid 1970s. I contend that hypomanics are the homo-
sexuals of the 21st century. And someday we will rec-
ognize, as we have with gays, that psychiatry owes 
them a big apology. 
 
Editor’s note:  This article reflects the opinions of the  
author and  is not intended to convey the points of view, 
opinions, or policies of DBSA-GC , DBSA, or  its  members. 

 Malpractice continued from  page  1 
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Ask the Doctor 
I just met a woman in her early 20s whom I really 
like.  She seems very together, but she told me that 
her parents and two brothers are all diagnosed and 
on medication for bipolar disorder. I am wondering 
if something like this will also happen to her. What 
are her chances of getting bipolar disorder? 
 

First a question of my own:  Has anyone 
found the true cause of bipolar disor-
der?  Wouldn’t it be wonderful to know 
that X or Y was the cause, but the an-

swer is not that simple. Most scientists believe 
that mental illnesses are caused by a combina-
tion of several factors working together.  In bipo-
lar disorder, these factors are usually divided 
into biological and psychological causes. In plain 
English, the main reasons mental illness develops 
are physical (biological) and environmental. 
 The first question in relation to what you are asking is:  
Is bipolar disorder inherited? 
 This question has been addressed in many studies.  In 
families of persons with bipolar disorder, first degree rela-
tives (parents, children, siblings) are more likely to have a 
mood disorder than the relatives of those who do not have 
bipolar disorder. The closer the relationship, the greater the 
odds; for instance, in studies of twins, identical twins are 
three times more likely to develop bipolar disorder than a 
fraternal twin. The rate is 80% for identical twins and only 
16% for fraternal twins.  So, there is overwhelming evidence 
that bipolar disorder can be inherited and that there is a ge-
netic vulnerability to developing the illness. There is also 
strong evidence that just because there are first degree rela-
tives with bipolar disorder, it does not automatically mean 
that you will develop the illness. 
 As far as the biological factors, researchers are quite cer-
tain that the neurotransmitter section of the brain is at least 
part of the cause of bipolar disorder. However, more re-
search is needed to define its exact role. Suffice it to say that 
every individual is different, so the inherited biological fac-
tors may or may not be present. It is, however, important to 
note that your lady friend has both parents and two siblings 
with bipolar disorder. There is a strong indication that she 
would be quite vulnerable to developing bipolar disorder. 
 For mental, emotional, and environmental issues, stress-
ful life events are thought to be the main element in the de-
velopment of bipolar disorder. These can range from a death 
in the family, loss of a job, the birth of a child, or making a  
physical move, such as moving to a new home, or even going  
 

to college. It can be pretty much anything, but it cannot be 
precisely defined, since one person’s stress may be another’s 
pleasure.  
 Thus research has found that life events can lead to the 
development of symptoms of bipolar disorder. However, 
once the disorder is triggered and progresses, psychological 

and/or biological processes take over and keep the 
illness active. 
 The best explanation of what causes bipolar 
disorder is that each person inherits certain physi-
cal vulnerabilities to problems that may or may not 
appear, depending on what stresses occur in his or 
her life. Durand and Barlow (2000) define this as 
the theory that both an inherited tendency and spe-
cific stressful conditions are required to produce 
the disorder. 
 So, according to current thinking, your lady 
friend may have been born with a stronger likeli-

hood than the “average” person of developing bipolar disor-
der and some stressful event in her life could cause the ill-
ness to “kick in.” She may or may not have already experi-
enced significantly stressful life events.  If she has, she may 
be someone who has the emotional resiliency to remain sta-
ble in the face of heavy stress. It is then possible that she may 
never develop bipolar disorder, but her chances, due to he-
redity, do put her in a high risk category. 
 The evidence does strongly suggest that she is in a high 
risk category. Might she develop bipolar disorder? Nobody 
knows for sure. Can she do anything to maintain a sense of 
stability and avoid development of symptoms? There is 
much evidence that resilient and active people who lead a 
healthy life style are at less risk. Exercise, a healthy diet, ade-
quate sleep, avoidance of and/or development of techniques 
to handle such stress, spirituality and healthy relationships 
with others are all important factors in your lady friend 
maintaining her mental health. 
 The worst case scenario is that she does indeed develop 
symptoms of bipolar disorder. If this occurs, early interven-
tion and treatment are most important. In point of fact, early 
diagnosis and appropriate treatment, often including both 
medication and psychotherapy, can allow persons with bipo-
lar to lead full and productive lives. John Preston and Julie 
Fast have written a book entitled: Loving Someone With Bipo-
lar Disorder. Dr Jan Fawcett and his coauthors have written:  
New Hope for People with Bipolar Disorder. Either or both of 
these might be most helpful to you in your potential relation-
ship. I wish you the best of luck in your pursuit of happiness. 

    Dr. Manuel S. Silverman   

Please send your Ask the Doctor questions 
to the editor: jurowicz@aol.com  

All questions are welcome.  

Q: 

A: 

May-June 2012               www.dbsa-gc.org              The Spectrum   

DSM V continued from page 2  

Premenstrual Dysphoric Disorder. The plan is to include it 
as a depressive disorder. Among its symptoms will be mark-
edly depressed mood, feelings of hopelessness, or  
having self-deprecating thoughts. Other symptoms are 
shared with depression. There also will be organizational 
changes according to how disorders appear and impact 

along the life-span. 
 These are just a few of the changes intended for DSM V.  
Although there are planned changes among other disorders, 
the changes mentioned here are the most relevant to our 
readership concerned primarily with mood disorders.   
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The March 17th educational meeting featured 
Dr. Charles Hillenbrand, a Board Certified psy-
chiatrist practicing psychiatry for 39 years. Dr. 
Hillenbrand is affiliated with Alexian Brothers 
Medical center in Elk Grove Village, Illinois.   
 Accurate diagnosis and treatment are abso-
lutely necessary for patient success. Although 
many mental health professionals regard the 

ascription of DSM diagnoses as an imperfect process, such 
labeling is needed for third party payment and medication 
purposes.  Diagnosis does present some risk for the patient.  
It can result in self-fulfilling prophesies, distract from the 
patient’s positive characteristics, and become part of the 
public record through possible court proceedings. To limit 
diagnosis fall-out and to meet the requirements of ethical 
standards, mental health professionals are called upon to 
provide accurate diagnoses and appropriate treatment. 
 Dr. Hillenbrand stated that two million Americans suf-
fer from bipolar illness. Its peak age of onset is ages 15 to 
19 with the second highest occurrence between ages 20 to 
24. It is often 10 years from onset before hospitalization 
occurs. Dr. Hillenbrand’s five page handout mentions that 
“Hagop Akiskal, M.D., believes that mood disorder begins at 
depression, worsens to a mixed state, and is most severe as 
mania.” Initial diagnosis and treatment can be for depres-
sion with bipolar coming later. 
 Using his handout and power point, Dr. Hillenbrand 
gave an extensive and detailed explanation of depression, 
bipolar, and the medications used for treatment. Some of 
the diagnostic errors include not recognizing the effects of 
improperly prescribed medication, missing key elements in 

the patient’s history,  and failing to notice characteristics of 
the patient such as personality or the tendency to lie. Medi-
cation noncompliance is another issue that includes impa-
tience because of slow initial response. The initial effect of 
some medication to have an impact on symptoms can be 5 
to 12 weeks with full effect taking from 3 to 24 months.  
Also, there can be overlapping symptoms that do occur in 
several mental disorders. Genetic anomalies can cause 
medication to be more or less effective for the individual 
patient. What works for one may not work for another. 
 Included in the presentation was a review of the major 
medications used for treating bipolar and depression.  Dr. 
Hillenbrand considers Lithium to be the “gold standard for 
mania.”He mentioned that anticonvulsants such as 
Tegretol, Trileptal, and Depakote are shown by research to 
likewise be effective for treating mania and depression.  
Antipsychotic agents represented by Risperidone, Quetiap-
ine, Ziprasidone, and Aripiprazole can be effective treat-
ment for mania and mixed states when used in addition to 
other medications or alone.   
 This article is too brief to present all of the medication 
information covered by Dr. Hillenbrand. The breadth and 
depth of his knowledge is inspiring. Also, his sense of hu-
mor added to the enjoyment of the evening. When speaking 
about one of the medications he said:  “This is one of those 
new miracle drugs. If you can afford it, it’s a miracle.” 
 Dr. Hillenbrand has two websites: 
www.crhillenbrand.com  for office and services, and 
www.neuropsychiatryunlimited.com  for education. We 
hope that he will return to speak again at a future educa-
tional meeting. 

Educational Meetings Report           

Mistakes in diagnosis and treatment of mood disorders              John Jurowicz, PhD 

Health Tips 
The effect of asthma medication on mood disorders                 John Jurowicz, PhD 

The topic of the negative effect that some asthma medica-
tion can have on mood disorders recently came up at one 
of our DBSA-GC Board meetings. It prompted me to inves-
tigate research, and I came upon an article in a profession-
al journal that cited a number of relevant cases indicating 
that such negative effects can and do occur. 
 Although corticosteroids have been prescribed for 
almost 50 years to treat inflammation in asthma, there do 
not appear to be studies that have formally researched the 
psychiatric effects of these steroids. Research literature, 
however, does offer cases that have occurred. Corticoster-
oids are related to cortisol, a hormone that helps to con-
trol the balance of salt and water in the body. It is espe-
cially secreted by the adrenal gland during a time of 
stress. Cortisol acts by blocking substances that trigger 
allergic and inflammatory actions. Some steroid medica-
tions are prednisone, budesonide, and betamethasone. 
 The research article states that the body of evidence is 
growing to suggest that steroid therapy used to treat asth-
ma may result in mood disturbances. It presents case evi-
dence from a number of sources that show corticosteroid 

use resulting in mood disturbances, cognitive changes, 
mania, hallucinations, and delusions.  One study indicated 
that patients using long term cortisone treatment had in-
creased symptoms of depression. Another source report-
ed that a patient who had a stabilized bipolar disorder 
developed increased mania after using a steroid nasal 
spray. Such responses can be sudden. 
 The case of a 5 year old boy was cited. He developed 
symptoms of mania after 2 days of inhaling budesonide 
for his asthma. Two cases were mentioned of patients 
with bipolar disorder developing manic symptoms, eu-
phoria, and pressured speech associated with the inges-
tion of prednisolone and inhalation of beclomethosone.  
There is additional case evidence, but it does not consti-
tute a true scientific study with control and experimental 
groups, random sampling, and statistical analysis. Howev-
er, there appear to be a sufficient number of cases to alert 
dual diagnosed asthma and mood disorder patients to 
carefully monitor their medication and to inform their 
medical caregivers. 



 

 

  May & June Educational Meetings 

DEVON BANK (LOWER LEVEL) 6445 N. WESTERN AVE. AT 7:15 PM 

May 14 th Educational Meeting 

The Importance of Self Esteem 

Our May 14th educational speaker will be Ms. Jessica Platt who will speak about the importance of self-

esteem. Jessica is a recent graduate of Roosevelt University, having majored in communications with a 

minor in psychology. She plans to start a master’s degree program in mental health counseling. Public 

speaking and volunteer work are among Jessica’s favorite avocations. Her specialty includes speaking to 

people who are burn survivors and people who may be interested in self-esteem as a personal issue.  

She states that her purpose in life is “to help and liberate others through this journey we call life.”   

DBSA-GC welcomes Jessica and looks forward to sharing her inspiration.   

PLEASE NOTE: ONE (1) CEU IS NOW AVAILABLE AT EACH EDUCATIONAL MEETING  
TO PROFESSIONAL ATTENDEES FOR NO CHARGE. JUST ASK AT THE MEETING. 

June 11 th Educational Meeting  

Psychiatric Care Today  

Our June 11th Educational Meeting will feature Thanh S. Thai, MD. Dr. Thai specializes in the treatment 

of psychiatric disorders, is part of the Rush University faculty, and practices psychiatry at the Rush Uni-

versity Medical Center. Dr. Thai received his psychiatric education through Albany Medical College in 

New York and completed a residency at Rush. He  also speaks Vietnamese and may be the only psychia-

trist in the Chicago area who does. Get a preview of his talk by viewing a video of Dr. Thai at the follow-

ing website. After you see it, we are sure that you will want to join us on that Monday evening. 

http://vimeo.com/34798063 
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Depression and Bipolar Support Alliance—Greater Chicago Membership & Donation Form 

 Please mail with your check to: DBSA-GC, 6666 N. Western Avenue, Chicago, IL 60645-5024 

Circle: NEW,  RENEWAL, and/or  DONATION     If a donation, please check:  

For new membership or renewal, please check one:    □ DBSA-GC may publicly acknowledge this gift.    

 INDIVIDUAL $ 20 ____ □ Please keep my gift anonymous. 

 FAMILY $ 30 ____ 
 PROFESSIONAL $ 50 ____ DONATION $ ____ 
 LIFETIME $250 ____  * TOTAL $ ____ 

NAME: _______________________________________________________________________________ 

ADDRESS: ____________________________________________________________________________ 

CITY, STATE, ZIP: ______________________________________________________________________ 

PHONE: _____________________  EMAIL: __________________________________________________ 

COMMENTS: ___________________________________________________________________________ 
 

* DBSA-GC is a 501(c)(3) charitable organization. No material goods or services are  

provided in return for your contribution. Your entire check is tax deductible 

We need and appreciate your generosity. 



 

 

DBSA–Greater Chicago 
6666 N. Western Avenue 
Chicago, Illinois 60645-5024 

 Nonprofit Organization 

U.S. Postage 

P A I  D  

Chicago, Illinois 

Permit No. 7061 

 

SPECTRUM T
H

E
 

 May-June 2012                                        Volume 26, Number 3  
 Published six times each year by DBSA–Greater Chicago           6666 N. Western Avenue, Chicago, IL 60645-5024 
 Tel:  (773) 465–3280           E-mail:  wecanhelp@dbsa–gc.org       Web:  www.dbsa–gc.org 

NEW CHICAGO–SOUTH SUPPORT GROUP ANNOUNCED 
Thanks to the work of Hank Trenkle, we are thrilled to announce that a new support group has been 

started on Chicago’s South Side. The Chicago-South Support Group will meet the 4th Thursday of eve-

ry month at 7:15 pm at St. Benedict the African (East) Church, 6550 S. Harvard, (773) 776-3316. 

Hank will be the facilitator and can be reached on (847) 293-7136. (See page 3 for more detail.) 

 

EVANSTON HOSPITAL 3:00 PM SUPPORT GROUP NOW TWICE A MONTH 

We are happy to announce that in January our Evanston Hospital afternoon Support Group expanded 

to two afternoon groups per month.  We now meet on both the 1st and 3rd Tuesdays of each month 

at 3:00 pm. Check at the hospital’s main desk for the room assignment.   (More information is on 

page 3.)  Note that this is in addition to the Evanston Hospital 1st Monday evening group. 

 

CHICAGO–NORTH SUPPORT GROUP AT DEVON BANK NOW TWICE A MONTH 

We are happy to announce that we have added a 2nd support group at the Devon Bank in Chicago. 

This new group will be meeting on the 2nd Wednesday of every month at 7:15 pm at the bank,  

6666 N. Western Ave., Lower Level. Our original group will continue to meet at the bank on the 4th 

Monday of every month at 7:15 pm as we have for 28 years. (More information is on page 3.)  
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