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Focus on Listening            By Khiem Huynh 

The Depression and Bipolar Support Alliance–Greater Chicago, DBSA-GC, 

publication for members, friends and family, and health professionals 

 Being connected to and supported by other 
people is essential to having mental health. 
“Don’t live on an island.” How many times have 
we heard this exhortation to be social beings? 
How does such a basic rule become so difficult 
to put in practice? The answer is in a little ob-
served fact.  In a vacuum, there is nothing to 
hear. People do not live alone in vacuums. In 
fact, little attention is paid to the one thing that 
would improve connection and civility with 
others: listening. Most people would agree that 
one of the greatest gifts a human being can give 
to another is an authentic effort to pay atten-
tion to the other person when he or she is 
speaking. The singularly most effective way to 
do just this is to focus on listening to that other 
person. In general, whether or not we are men-
tally healthy, having other people listen to us is 
important for maintaining a sense of connec-
tion to others. A lot goes into making this a pre-
cious gift. Yet, it is at the same time a simple 
matter of attentiveness, compassion, and em-
pathy.  
 In a mental health recovery-oriented con-
text, effective listening is so important that 
both the clinician and the client ought to be 
certain it exists in their therapeutic relation-
ship. Moreover, the client has a responsibility 
to receive it. This may not be as odd as it 
sounds given the fact that the client is demon-
strating self-advocacy and personal responsi-
bility. If the clinicians have taken the time to 
build upon personal qualities with professional 
skill training , they, in turn, can appreciate that 
they provide valuable services. A counselor not 
only has to have the qualities but also the skills 
of an effective listener. Clinicians must have 
these to succeed as a provider of mental health 
care. In a sense, we may consider compassion 
as a gift most clinicians have. 
 As in any other profession, counseling is 
one which is appropriate for some people more 
than others. A person with potential to become 
a good counselor must have certain qualities 
that come naturally, that make them good lis-
teners. According to the Occupational Outlook 
Handbook found online and produced by the 
Bureau of Labor Statistics, compassion is listed 
at the top as a quality counselors should have. 

Most people would agree that compassion is 
essentially an innate trait that, unlike a skill, 
cannot be taught. It is a crucial quality a clini-
cian should have in order to empathize more 
easily with clients. Other qualities that make 
the job of a counselor easier include such per-
sonal traits as trust, respect, humility, magna-
nimity, sincerity, patience, and discipline.  
These traits are certainly ones which would 
make a counselor or any other kind of mental 
health clinician highly effective because they 
are the source of the desire to listen. Empathy, 
the ability to put oneself in the other person’s 
place and to feel how the other person is feel-
ing, originates from compassion.  
 Besides compassion, the Occupational Out-
look Handbook also highlights listening skills. 
Although the handbook categorizes listening 
skills under the heading, “Important Qualities,” 
they are skills that can be attained through 
training. So, we can obviously say that a good 
counseling clinician must have listening skills. 
Of course, one then must ask what these skills 
and abilities of a good listener are. Well, one of 
the most useful skills is paraphrasing to clarify 
conversation. Paraphrasing is a way to let the 
client reflect on the content of a conversation. 
Paraphrasing can include parroting (repeating) 
and summarizing (reviewing). For example, su-
icide hotline responders paraphrase to let call-
ers know they are being heard, and to encour-
age continuation of the conversation until dis-
tress is alleviated. Reassuring is another tech-
nique a clinician can indicate that he or she is 
listening. A good counselor is able to listen ver-
bally and nonverbally in order to reassure a 
troubled client of being heard. Competent clini-
cians listen non-judgmentally to words, ges-
tures, facial expressions, tone of voice, and pos-
ture. Therefore, they offer an open stance to 
whatever a client might have to say during a 
given session. 
 As part of recovery, people with mental ill-
ness are encouraged to take personal responsi-
bility and to advocate for themselves just as cli-
nicians are responsible to acquire listening 
skills. Of course, evaluating the services re-
ceived from mental health professionals is  
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President’s Letter 

Dear Members and Friends, 

 Of late, I have heard from some people that they are not 100% happy with their lives. Good grief, I 
think to myself, who is?  How can anyone even expect that? There is no 100% promised, nor given, to us. 
Even Ivory soap was a mere 99 and 44/100% pure! Sorry, some of you may too young for that reference. 
If so, Google it. My point is that we expect much and are given much but it never seems enough, does it? 
As I write this there are people back East that not only have no electricity but have no home. Before 
Sandy, they too were likely not quite satisfied with life. Well, I am quite sure now they are grateful to be 
alive. Everyone has a cross to bear at some point in life. Just when we are getting over Katrina a bit, that 
witch Sandy comes to our coastal cities and hits us hard with a nature reality check.  I was affected even 
here because, as a Baltimore girl originally, I have been to many of the places that were devastated. 
Ocean City, Md. was our summer turf as high school students, and as a college student I spent a summer 
working in Ocean City, NJ. I had friends up and down the shoreline, and every news report cut me to the 
quick. Yes, I actually watched footage the first few days. It was all too close to “home”. My ire was up 

when some the folks there were complaining that the electricity did not get back online fast enough. Here are other people 
with nothing, zero, zip, nada, nix, nil and half the country is sending electrical workers to help and still they complain about 
lack of electricity and this long before it got cold. Really?  I am ashamed of how this rings in Europe (and the rest of the world) 
whose populations suffered so much through so many wars. Electricity was not the first priority–it was survival. They did not 
worry about 100 pounds of beef thawing out. They had not seen that much meat through the whole war.  Lest we forget, closer 
to home, New Orleans still is not 100% . 
 Some of us, especially those with mood disorders, have long come to terms that our lives are not (likely never were) 
perfect. Recovery brings on a whole new mindset on what is perfect. Perfect is not having an episode that disrupts your life, 
your family. Perfect is tolerating the medication change. Perfect is keeping a job, a relationship, a friend. Perfect is paying your 
bills, meeting your obligations. Perfect is helping someone else and being helped….with no strings attached. Perfect is when we 
realize that perfection is not the destination, but striving for it is okay because nobody is perfect. 

 Peace, 
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Have you ever felt off or out of synch when 
depressed? Similar to jet lag when you ar-

rive during the daytime in Europe but feel 
tired and your mind is foggy? It turns 
out that these subjective experiences of 
being off kilter when depressed may 
relate to underlying changes in the 

body's timekeeping system that go awry during bipolar de-
pression.  
 Most of the factors that contribute to normal human 
functioning vary in their activity level over time. Whether 
we are talking about gene transcription, core body tempera-
ture, hormone secretion, mental alertness or sleep, we see 
increases and decreases that change over the course of a 
day. Even moods have been found to ebb and flow predicta-
bly over time. When rhythms change over an approximately 
24 hour period they are termed circadian (circa = almost; 
dian = one day). Circadian rhythms are generated by a small 
number of neurons in the hypothalamus. In states of health, 
these rhythms arise in a reliable fashion, like the ticking of a 
steady clock. Not only is this internal watch ticking steadily 
but it is also synchronized with the 24 hour period of light 
and darkness.  Light is the major agent that accomplishes 
this adaptive coupling of our internal time with the external 
environment.  
 We are now learning that various glitches can disturb 
the delicate equilibrium between our internal clocks and the 
outside world. These include seasonal changes, shift work, 

and jet lag. Many of us can immediately tell when daylight 
begins to compress in the fall; we feel differently when we 
start our days in darkness. There is now evidence that tim-
ing disturbances underlie and may contribute to the depres-
sions that occur in individuals with bipolar disorder. 
 The only way to truly test whether changes in circadian 
rhythms occur in bipolar disorder is to measure the timing 
of melatonin secretion.  We are now conducting a North-
western University-funded study of circadian status in bipo-
lar depression.  Here’s what it will involve: 

After an initial telephone screening, eligible subjects will 
come to the downtown campus of Northwestern Medical 
School for a diagnostic interview. If accepted into the 
study, the individual will undergo two procedures:  he or 
she will wear a special, motion-monitoring wristwatch 
for one week, and he or she will collect home-based sali-
va samples (to determine melatonin timing) over a sev-
eral hour period for one night. After this entry testing, 
the person will be followed with semi-monthly tele-
phone screens until his or her depression remits, at 
which point, the two procedures will be repeated again. 
That’s it. 

 Please note:  this is not a treatment study! You will be 
able to continue your outpatient (or even in-patient) treat-
ment, without constraint, during this research.  Eligible sub-
jects who complete the study will be paid $400.00 for their 
time and travel expenses. 

Bipolar Depression and Biological Rhythms: Current Research Study Seeking Volunteers  

Please see Research Study on page 6 



 

 

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 NE 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 

January 2013 

Brookfield (IL) Village Hall (NEW)  
 8820 Brookfield Ave–Police  
 Entrance–Stay Left–Downstairs– 
 Conference Room C, Contact 
 John Ross (708) 856-1992 
 Veteran & Family Outreach Groups 
 7-8 pm, Every Friday night 

For More Information 

Visit the DBSA–GC website, 
 www.dbsa–gc.org  
For the national DBSA, vist 
 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 

February 2013 
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The Spectrum, Volume 27 , Number 1, 
Jan-Feb, 2013, © Depression and 
Bipolar Support Alliance–Greater 

Chicago, 6666 N. Western Avenue, 
Chicago, Illinois 60645, published  

bi-monthly, all rights reserved.  

Other DBSA chapters are welcome to 
reprint The Spectrum articles in 
whole only and with proper 

notification and citation. 

All contributions are encouraged.  
The Spectrum’s contents are not 

intended to provide advice for 
individual problems. Such advice 

should be offered only by a health 
care professional familiar with the 
detailed circumstance in which the 

problem arises. Please direct 
submissions including “Ask the 

Doctor” questions to editor: 
jurowicz@aol . com 

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. 

January-February 2013 www.dbsa–gc.org  The Spectrum  

Sun Mon Tue Wed Thu Fri Sat 

  1 
HOLIDAY 
Happy New Year! 

2 
Palatine  
Support Group 
7:00 pm 

3  
Northwestern 
Support Group 
6:30 pm 

4 
Brookfield 
Support Group 
7:00 pm 

5 

6 7  
Evanston Hospital 
Support Group 
6:30 pm 

8 9 
Chicago-North 
Support Groups 
6:30 pm 

10 11 
Brookfield 
Support Group 
7:00 pm 

12 

13 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 
Brookfield 
Support Group 
7:00 pm 

19 

20 21  
DBSA-GC 
Board Meeting 
7:00 pm 

22 23 24 
Chicago-South 
Support Group 
7:15 pm 

25 
Brookfield 
Support Group 
7:00 pm 

26 

27 28  
Chicago-North 
Support Groups 
6:30 pm 

29 30 31   

Sun Mon Tue Wed Thu Fri Sat 

     1 
Brookfield 
Support Group 
7:00 pm 

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 
Brookfield 
Support Group 
7:00 pm 

9 

10 11  
Chicago  
Educational Meeting 
7:15 pm 

12 13 
Chicago-North 
Support Groups 
6:30 pm 

14 
Happy 
Valentines Day 

15 
Brookfield 
Support Group 
7:00 pm 

16 

17 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 
Brookfield 
Support Group 
7:00 pm 

23 

 24 25 
Chicago-North 
Support Groups 
6:30 pm 

26 27 28 
Chicago-South 
Support Group 
7:15 pm 
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Treatment Provider Series: An attempt to introduce and 
clarify some of the treatment providers that consumers en-
counter along the path to recovery. 

Psychologist: Mental Health Specialist 

By John Jurowicz, PhD 

Psychology is one of the social sciences along with sociology, 
anthropology, history, and political science. There are more so-
cial sciences, and each one is focused on some aspect of human 
behavior. As such, psychology attempts to use the scientific 
method for seeking answers to questions regarding human be-
havior. There are many branches in psychology. A few of them 
are:  developmental, clinical, counseling, learning, assessment, 
social, cultural, cognitive, industrial. Not all of the branches are 
concerned directly with mental disorders issues. But the ones 
that are interested provide assessment, diagnosis, and treatment 
designed to service the various categories of mental disorders. 
Clinical and counseling psychologists are specifically educated to 
provide talk-therapy and counseling as mental health providers. 
 Although the titles of psychologist and psychiatrist are often 
confused, they do have some similarities as well as differences. 
They both must have doctoral degrees in order for them to have 
their respective titles and licensing. The psychologist must have 
a Doctor of Philosophy (Ph.D.), Doctor of Psychology (Psy.D.) or 
in some cases a Doctor of Education (Ed.D.). The psychiatrist 
must have a Medical Doctorate (M.D.) Both of these mental 
health service providers complete internships as part of their 
training. Both can assess and diagnose mental disorders. Howev-
er, the only one who is licensed by the state to prescribe medica-
tion is the psychiatrist. There is some movement among psy-
chologists to change the law, allowing them also to prescribe 
medication for mental health. 
 There are master degree programs in psychology, but the 
licensed professional psychologist has a doctor’s degree. Such a 
degree is obtained after several years of study, either through a 
university or through a professional school program. Universi-
ties offering such a program are somewhat limited in number, 
making entrance competitive. Coursework includes personality 
theory, abnormal psychology, psychotherapy techniques, intelli-
gence and personality testing, diagnosis and treatment planning, 
child and family issues, group therapy, psychological theories 
and methods, neuropsychology, and others. As mentioned above, 
the program includes an internship and supervised post-doctoral 
experience. 
 The title of psychotherapist also can be confused with psy-
chologist. The title of psychologist is a protected title which 
means that anyone using that title must have a license to practice 
as a psychologist. A psychotherapist is one who provides therapy 
but is not necessarily a psychologist. Psychologists working in 
mental health provide psychotherapy, but not everyone who 
provides psychotherapy is a psychologist. The title of psycho-
therapist is not a protected title, and, as such, is open for use by 
anyone providing therapy. 
 Psychologists use various methods and techniques that are 
available through a variety of theories about treating mental 
issues. One of the more successful ones for treating mood disor-
ders is the cognitive-behavioral theory. It maintains that if think-
ing is changed, behavior and mood will follow. Brief therapies 
are popularly used because of third-party payment time limita-
tions. 
 Psychologists are licensed by the state in which they prac-
tice. Licensing enables the state to maintain standards of practice 
and to monitor the work of the licensees. It is an indicator that 

the licensed psychologist is appropriately trained and function-
ing effectively and ethically. In addition to state licensure, the 
psychologist is a member of the American Psychological Associa-
tion (APA), a professional organization that also monitors its 
members according to a set of preparation, performance, and 
ethical standards. The practicing psychologist is accountable to 
both of these regulatory agencies, for the benefit of the consum-
er. 
 Psychologists practice in a variety of settings. Some psy-
chologists work in schools and are responsible for assessing stu-
dents to determine special education services. They also may do 
individual and group counseling in the school. Psychologists are 
often found in mental health clinics and hospitals where they 
provide assessment, diagnosis, and treatment for consumers and 
their families. Their work may locate them in private or public 
community agencies, where they work in conjunction with psy-
chiatrists, clinical social workers, professional counselors, and 
other service providers. Private practice as a single provider or 
member of a professional group is another venue.  
 The clinical or counseling psychologist is a major service 
provider for persons with mental disorders. He or she is an  
important ally in the battle to achieve and maintain recovery.  

Health Tips 
Men Also Are Depressed 

By Miriam Silvergleid 

 Bottom Line Health recently published an article on depres-
sion by Dr. Thomas Joiner. He states that many people think of 
depression as primarily a woman’s problem. Although this is for 
the most part true, a significant number of men also suffer from 
depression. There is an increasing body of research that shows 
depression to have a variety of devastating consequences for 
men.  
 One of the reasons that depression is often undiagnosed and 
not treated in men is cultural. Men are often less likely than 
women to admit feelings of depression, and, often downplay 
their emotions. Men may dislike sharing their feelings, and view 
seeking mental health treatment as being unmanly and weak. 
Men, also, are less likely than women to replace lost friendships 
throughout the years, which contributes to their loneliness, a key 
factor for depression and suicide among the elderly. The sup-
pression of their feelings can make men become more aggressive 
and irritable which can cause relationship problems with family 
and colleagues. Research also shows that depression is an inde-
pendent risk factor for coronary artery disease. 
 The symptoms used in diagnosing depression include chang-
es in sleep habits, loss of interest in activities once enjoyed, using 
alcohol as self medication, and engaging in risky behavior. Possi-
ble treatment for depression includes physical exercise which 
can have a significantly positive effect on mood disorders. Cogni-
tive behavioral therapy involves changing negative thought pat-
terns that contribute to depressive thoughts. When combined 
with medication, CBT is an especially effective treatment. 
 Lastly, Dr. Joiner stressed that it is crucial for depressed men 
to find people with whom they feel comfortable sharing their 
feelings. Participating in social activities such as sports, church 
committees, and interest groups can play a critical role in allevi-
ating depression. 



 

 

Ask the Doctor 

Why is the cost of medication so high? The cost 
seems to go up every couple of months. I am think-
ing seriously about stopping my medications, as I 
cannot continue to afford them with the cost of eve-

rything else so high as well. Sometimes I think that being 
manic can be cheaper! 

 
The past few decades have represented a 
period of rapid innovation in the treat-
ment of mental illness. As a part of this 
phenomenon, prescription drug expendi-

tures have increased dramatically. Currently, the 
expenditures approach more than $200 billion 
per year.  According to a recent government arti-
cle, there are three main factors driving these in-
creases in prescription drug spending. They are 
(1) increases in the number of prescriptions filled; 
(2) changes in the types of drugs used, and (3) increased use 
of newer, more expensive drugs instead of older, less expen-
sive ones. In response to this massive increase in cost, both 
public and private payers of health care services have adopt-
ed strategies to try and contain drug costs, including drug 
formularies, prior authorization programs, cost sharing, and 
utilization management. While these are all well and good 
for the payers, they offer no financial relief for consumers.  
  One very promising factor for the consumer is the in-
creasing availability and use of generic medications to re-
place the use of branded drugs whenever possible. The Food 
and Drug Administration states that “Any generic drug mod-
eled after a single brand name drug must perform approxi-
mately the same in the body as the brand name drug.” This 
means that your psychiatrist should definitely allow for the 
substitution of any name brand drug which has an approved 
generic. However, there is always the concern regarding 
compliance and adherence. These are key components for 
optimal outcomes, particularly with psychotropic medica-
tion. As an educated consumer, one must be compliant with 
all aspects of drug treatment. Otherwise, it makes no differ-
ence whether you take a name brand or a generic; neither 
will have the optimum effect. It is also important to note that 
some health care professionals are convinced that generics 
do not work as well as brand name drugs. This is almost al-
ways not the case. It is very rare that a patient has an ad-
verse reaction to a generic substitute. So insist on the use of 
generics as another way to save on total drug costs. For the 
benefit of the consumer, there are also government and drug 
company programs to subsidize drug costs. These vary from 
state to state and company to company, with differential 
costs and requirements. You are advised to check with your 
own state or drug companies for any cost reduction pro-
grams. 
 If you are truly serious about stopping your medication, 
while highly unlikely, this is not impossible. You must be 
aware that there are a variety of important factors connect-

ed with this decision. First of all, this should be attempted 
for the right reasons. Relatively high cost should not be the 
main consideration. The relatively negative short and long 
term effects of the use of particular medications should be 
your primary concern. The co-morbidity of psychotropic 
drug use and physical illness is quite apparent. Obesity, dia-

betes, heart trouble, liver and kidney problems, 
high blood pressure, and other illnesses are all 
potential results of long term use of psychotropic 
medications. Preventing the occurrence of these 
illnesses should be your primary concern. As such, 
it is important for you to consult with your physi-
cian prior to discontinuing any medication. Make 
sure you have a thorough assessment and do not 
try to do it on your own. Many people expect to 
have changes “overnight.” Realize that the process 
of getting the drugs totally out of your system may 

take months or even years.  Also, be aware that you should 
be closely monitored. Again, this is something you should 
not attempt alone. Your psychiatrist may “wean” you from 
the medication over time, and usually recommend individu-
al or group therapy of a behavioral nature to assist in com-
pliance to your cessation treatment. 
 The most important task of an attempt to discontinue 
psychotropic medication for mood disorders is symptom 
awareness and lifestyle changes.  Monitoring of one’s trig-
gers and symptoms along with an organized program of 
healthy lifestyle adherence is, in my opinion, the ONLY way 
to kick the drug habit. If and only if  your commitment is 
strong and you are extremely disciplined in your efforts will 
you have any chance at all to get off medication. I would esti-
mate that less than ten percent of persons with mood disor-
ders can successfully exercise the life style changes neces-
sary to accomplish this life changing goal. 
 So, if you are serious, turn off the TV and get off the 
couch. Take walks for an hour or so 3-4 times a week, walk 
instead of taking the bus or driving when going a short dis-
tance. Take a few flights of stairs instead of the elevator. Eat 
healthy, nutritious food; sleep right and live right to be more 
adjusted to life without medication. It will be impossible to 
do this alone. Regular contact with a psychiatrist to monitor 
the lessening of dependence on medication, along with con-
tact with a psychologist, dietician, and other health practi-
tioners might well be needed. The cost of these interven-
tions might be expensive, but you may be able rely on others 
with mood disorders to join you in your journey. Group ef-
forts would be a no or low-cost option to professional guid-
ance.  
 If you haven’t gotten it yet, my own philosophy regard-
ing going off meds is that it is always a “possibility,” but sel-
dom a “probability.” I am always hopeful that great numbers 
of people will prove me wrong. Good luck! 

 Dr. Manuel S. Silverman 

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

All questions are welcome.  

Q: 

A: 

January-February 2013 www.dbsa-gc.org The Spectrum  
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Which therapy is best for you? Some 
of the therapies, such as psychoanal-
ysis, have become well known, since 
they have been in use for a genera-
tion or two. But some of the many 
therapies available, reportedly over 
400, are relatively new and unknown 
by consumers and their families. One 

such therapy is Interpersonal Psychotherapy (IPT). Although its 
origin is from the work of a prominent 20th century psychiatrist, 
Harry Stack Sullivan (1892-1949), it was fully developed in the 
mid-1980s. Sullivan believed that an individual’s personality 
only manifests itself when the person is behaving in relation to 
other persons, real or fictional. The individual does not and can-
not exist separate from relations with other people. Throughout 
the lifespan, the person cannot be isolated from interpersonal 
situations. Out of this thinking came Interpersonal Therapy. 
 Interpersonal Therapy originally was developed to treat 
depression in adults, but it has been shown to be effective with 
adolescents and even children. Its main assumption is that de-
pression occurs within an interpersonal context. Relationships 
with family, friends, and colleagues are affected by depression as 
are the roles of the people within these relationships. This thera-
py, then, focuses on symptoms as they are involved in a person’s 
relationships. IPT aims at helping the person suffering with de-
pression and other disorders to reduce symptoms by improving 
social adjustment and functioning. 
 IPT is a relatively brief therapy, lasting a dozen or so ses-
sions, at one session per week. Its emphasis is not on the past 
nor unconscious material but on how the consumer-client inter-
acts with other people. The therapist acts as a collaborator in the 
process, helping the client to work on a small number of inter-
personal problems. Symptom reduction results when better 
interpersonal adjustment is achieved through problem reduc-

tion. The fewer the interpersonal problems, the better the per-
son will feel. 
 Through IPT the consumer can receive assistance to explore 
how mental health problems can affect relationships and how 
relationships can contribute to mental health problems. Accord-
ing to IPT, there are four major causes of relationship problems. 
One involves conflicts or fights with the family or social group. 
Solutions to such disputes among family or friends can be one of 
the areas worked on in IPT. A second major cause is the death of 
a loved one. Lasting grief that extends beyond normal bereave-
ment can seriously affect an already existing mood disorder. 
Changing roles, such as becoming a parent, getting married, or 
adjusting a career, also can negatively influence mood and other 
mental issues. And lastly, there may be a deficit in social skills 
that contribute to a lack of ability to cope with these various 
interpersonal problems. An interpersonal therapist may help 
with this last issue by teaching assertiveness and communica-
tion skills.  
 The typical IPT process begins with an assessment and ori-
entation. Specific interpersonal problems are identified and 
ranked in their order of importance as factors most influencing 
the existing mood disorder. These beginnings are followed by a 
number of sessions devoted to actual problem solving. Extensive 
introspection is not a major requirement. However, the client is 
expected to cooperate with the therapist in possible role-playing 
of new skills and practicing these skills outside of therapy in 
“real life” settings. 
 IPT is an active and practical therapy that attempts to re-
duce the symptoms of depression and other mood disorders by 
reducing interpersonal difficulties.  This is accomplished 
through a collaborative effort with a therapist who uses problem 
solving, active listening, role-playing, and encouragement. Does 
this sound like something you may want to explore? Maybe this 
is the best therapy for you at this time?  

A Taste of IPT  (Interpersonal Therapy)                John Jurowicz, PhD  

important. When clients are at their most vulnerable, a clini-
cian’s ability to listen to them is one of the most (if not the most) 
essential skill for a clinician to have. Indeed, having a focus on 
listening is important for both the client and the clinician in a 
mental health care setting. Certainly a logical person can use a 
list of criteria to decide whether service providers are worth 
their fee when he or she is in their offices or other clinical set-
ting. However, with or without certain criteria, we know intui-

tively when we are receiving competence and compassion from 
our therapists if they just do one thing:  listen. Speaking general-
ly, we can look at listening as a valuable gift we give each other. 
Like any other gift, its true measure is in the sharing of it. When 
listening occurs, not only does the client get caring therapy but 
also the clinician feels good that a job has been done well. We all 
know how it feels to receive a gift. Ironically, that does not re-
quire much focus. 

Focus on Listening continued from page 1 

 If it turns out that bipolar depression is truly a timing or time synchronization problem, this will suggest novel ways of treat-
ing this illness. 

 We are looking for individuals with the following characteristics: 
– Diagnosed with bipolar disorder 
– Currently depressed 
-  Between the ages of 18 and 55 

 To inquire about this research study please contact:  
  - Eren Roubal 
  - Phone: 312-503-1539 
  - Email: e-roubal@northwestern.edu 

The Deadline for Enrollment is September, 2013.       

Research Study continued from page 2 

Thank you for your help,  

 John F. Gottlieb, MD 



 

 

  January and February Educational Meetings 

DEVON BANK (LOWER LEVEL) 6445 N. WESTERN AVE. AT 7:00 PM 

Monday, January 14 th Educational Meeting 

Richard Feingold  

Issues with Social Security  

Richard Feingold is a prominent Chicago attorney and good friend of DBSA-GC who will speak about  

Social  Security, Social Security disability, eligibility, and rules and regulations for those with mood  
disorders.  Rich is a recognized expert and counselor in these areas. Any and all questions will be wel-

comed. 

Monday, February 11 th Annual Holiday Party  

Bruce Mondschain 

Revitalizing the Brain 

Mr. Mondschain works with Catalyst Associates, a Northbrook based company that consults with hospi-

tals and designs senior citizens services. He will speak about healthy aging of the brain and the process 

of maintaining brain health. Bruce will discuss factors required to reduce stress and maintain memory, 
elements crucial to a happy and productive life for all of us. 

 January-February 2013 www.dbsa–gc.org  The Spectrum  

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 payment is tax deductible 

We need and appreciate your generosity. 

Norman Mittman Remembered 

We are sad to report the passing of our friend, Norman Mittman, one of DBSA-GC's early and most  

influential board members. He was a strong advocate in keeping the board united and ever-determined 

in its desire to help and educate those with mental illness. As a parent of a child with the illness, Norm 

knew that our group must grow and keep focused on our mission to educate the public and erase the 

stigma that could be so hurtful to all of those involved. He will be missed. 
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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 every 
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 at (847) 293-7136. (See page 3 for more detail.) 

 

DEVON BANK EDUCATIONAL MEETINGS NOW AT 7:00 PM 

CHICAGO–NORTH SUPPORT GROUPS AT DEVON BANK NOW AT 6:30 PM 
Please change your schedule: The Devon Bank support groups will now start at 6:30 pm. And 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 the new time, 6:30 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 also at the new time, 6:30 pm. (More information is on page 3.)  

ADDRESS  

SERVICE  

REQUESTED  

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

MOVING? ADDRESS CORRECTION? 

Please enter your new address. 

Mail to our address above. 

 

___________________________________ 
NAME 
 

___________________________________ 
NEW ADDRESS 
 

___________________________________ 
CITY, STATE ZIP 

RENEWAL 

□ Individual $20    □ Family $30 

Enclose your check made out to DBSA-GC. 

Printed on recycled paper. 

MARK YOUR CALENDAR 

DBSA-GC 2013 ANNUAL SYMPOSIUM 

SATURDAY, APRIL 20TH 

EVANSTON HOSPITAL 




