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Understanding and Treating Bipolar Disorder

The National Institute
of Mental Health (NIMH)

ipolar disorder, also known as

manic-depressive illness, is a

brain disorder that causes un-

usua shiftsin a person's mood,
energy, and ability to function. Different
from the normal ups and downs that eve-
ryone goes through, the symptoms of bi-
polar disorder are severe. They can result
in damaged relationships, poor job or
school performance, and even suicide. But
there is good news: bipolar disorder can
be treated, and people with thisillness can
lead full and productive lives.

About 5.7 million American adults or
about 2.6 percent of the population age 18
and older in any given year,* have bipolar
disorder. Bipolar disorder typically devel-
opsin late adolescence or early adulthood.
However, some people have their first
symptoms during childhood, and some
develop them late in life. It is often not
recognized as an illness, and people may
suffer for years before it is properly diag-
nosed and treated. Like diabetes or heart
disease, bipolar disorder is a long-term
illness that must be carefully managed
throughout a person's life.

What Are the Symptoms
of Bipolar Disorder?

Bipolar disorder causes dramatic mood
swings—from overly "high" and/or irrita-
ble to sad and hopeless, and then back
again, often with periods of normal mood
in between. Severe changes in energy and

behavior go along with these changes in
mood. The periods of highs and lows are
called episodes of mania and depression.
The signs and symptoms of mania (or a
manic episode) include: increased energy,
activity, and restlessness; excessively
“high,” overly good, euphoric mood; ex-
treme irritability; racing thoughts and

Wor king with M edications:

talking very fast, jumping from one idea
to another; distractibility, can't concen-
trate well ; little sleep needed; unredistic
beliefs in one's abilities and powers; poor
judgment; spending sprees; a lasting pe-
riod of behavior that is different from
usual; increased sexual drive; abuse of
drugs, particularly cocaine, alcohol, and
sleeping medications; provocative, intru-
sive, or aggressive behavior; and denial
that anything is wrong.

A manic episode is diagnosed if ele-
vated mood occurs with three or more of
the other symptoms most of the day,
nearly every day, for 1 week or longer. If
the mood is irritable, four additional
symptoms must be present.

Signs and symptoms of depression (or
a depressive episode) include: lasting sad,
anxious, or empty mood; feelings of hope-
lessness or pessimism; feelings of quilt,
worthlessness, or helplessness; loss of
interest or pleasure in activities once en-
joyed, including sex; decreased energy, a
feeling of fatigue or of being “slowed
down;” difficulty concentrating, remem-
bering, making decisions; restlessness or
irritability; sleeping too much, or can't
deep; change in appetite and/or unintended

see Bipolar Disorder on page 36

So Many Medications for Bipolar Disorder ~ A Good Problem to Have

By Richard H. McCarthy, MD, CM, PhD
Resear ch Psychiatrist

his issue of Mental Health News

focuses on “Understanding and

Treating Bipolar Disorder”.

Even though | am writing this
column before seeing any of the other
articles in this edition, | know that the
articles will create a problem for the
reader. Specifically, in any article that
discusses Bipolar Disorder’s treatment, a
wide variety of medications will be men-
tioned. With so many medications, how
does anyone decide what to take? Thisis
a good problem to have, and a relatively
recent problem. It was not so long ago
that Bipolar Disorder was not considered
to be medically treatable at all. At that
time, patients could be institutionalized
patients and wait for their illnesses to
fade, but there was nothing that could

Mental Health News Education, I nc.
16 Cascade Drive
Effort, PA 18330

help them otherwise. All that changed
dramatically when lithium was approved
by the FDA for the treatment of Maniain
1970. So, for the past 37 years, every
physician trained in the United States has
been taught that Mania can and does re-
spond to treatment. Mania had moved
from an untreatable illness to a responsive
one. Even better, in the past 20 years, the
number of agents that effectively treat
Bipolar Disorder continues to expand.
With all of this good news and so many
new agents, how is one to choose which
agent is best. This choice has something
to do with the specific form of bipolar
disorder that a person has.

Some Definitions

Bipolar Disorder is characterized by
two different phases which, to some de-
gree, are mirror images of each other,
Mania and Depression. The highs of Ma-

nia with its elevated energy, mood and
extreme pleasure seeking stands in sharp
contrast to the lows and misery of depres-
sion and its complete lack of energy. Bi-
polar patients typically, and somewhat
unpredictably cycle between mania and
norma mood and then from normal mood
into depression. Different forms of the
bipolar illnesses move through different
combinations of these symptoms. Bipolar
1 patients have episodes of both mania
and depression. It only takes a single
episode of mania in one's lifetime to be
classified as Bipolar 1. Bipolar 2 patients
have episodes of depression and at least one
episode of hypomania (a truncated and less
intense verson of mania), but never have
full blown manic episodes. If a patient has
elements of both mania and depression at
the same time, the illness is referred to as
Bipolar Mixed. While symptoms of irritabil-
ity can be found in mania and depression,
they are amos always found in Mixed

States. If aperson isonly depressed and has
never had either mania or hypomania, they
are said to be Unipolar Depressed.  Psycho-
sis can show up in any form of bipolar dis-
order. When it is present it severely compli-
cates treatment.

Unfortunately, for people with Bipolar
Disorder 1 or 2 or Bipolar Mixed, more
time is spent depressed than either manic
or hypomanic. In addition, it is the pres-
ence of mania or hypomania that distin-
guishes these illnesses from each other
and from Unipolar depression. Taking a
very good history is critical in arriving at
the proper diagnosis and frequently a his-
tory of manic symptoms is not discovered
because the patient does not recognize
that an episode of feeling “too good”
might have been a problem. Hence, pa
tients do not tell the doctor about their
manic or hypomanic episodes.

see Medications on page 34
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From The Publisher

Concerns About our

Health: Mental and Physical

By IraH. Minot, LMSW
Founder and Executive Director
Mental Health News

his issue of Mental Health News

focuses on “Understanding and

Treating Bipolar Disorder.” A

serious and long-term mental
illnesses, Bipolar Disorder affects about
5.7 million American adults or about 2.6
percent of the population age 18 and older
in any given year. A recent NIMH funded
study (see page 25) published in the May
2007 issue of Archives of General Psy-
chiatry suggests that Bipolar Disorder
may be more accurately characterized as a
spectrum disorder. The study contends
that many people with the illness are not
being properly diagnosed into one of the
three sub-types of Bipolar Disorder (I, Il
and BP-NOS) and are therefore not re-
ceiving more accurately targeted and ap-
propriate treatment.

For those of us who have struggled
with mental illness, such a study is most
welcome, but does not come as a great
surprise. | know | am not alone in having
experienced prolonged years of searching
for the right diagnosis and treatment. Such
delays often equate to many years of undo
suffering and putting some in life or death
situations. What is frustrating, is why
more funding isn't provided so that stud-
ies like these can more quickly improve
the lives of people with mental illness.

It is for this reason that the educational
mission of Mental Health News continues
to be a vital cornerstone of our mental
health delivery system. Consumers, fam-
ily members, clinicians, services provid-
ers and decision makers must continually
keep pace with the latest information.

IraH. Minot, LMSW

The Physical Health
of People with Mental Iliness

| hope you're as concerned as | am to
learn that people with serious mental ill-
ness (SMI) are now dying 25 years earlier
than the general population.

This alarming statistic is stated in a
comprehensive report entitled “Morbidity
and Mortality in People with Serious
Mental Iliness,” published in October of
2006 by the National Association of State
Mental Health Program Directors
(NASMHPD) Medical Directors Council.
(www.nasmhpd.org)

The report states that “It has been
known for several years that persons with
serious menta illness die younger than

the general population. However, recent
evidence revedls that the rate of serious
morbidity (illness) and mortdity (death) in
this population has accelerated. Their in-
creased morbidity and mortality are largely
due to treastable medical conditions that are
caused by modifiable risk factors such as
smoking, obesity, substance abuse, and in-
adequate accessto medical care.”

| am pleased to note that Dr. Michael
Hogan, Commissioner of the New York
State Office of Mental Health, was Presi-
dent of the NASMHPD from 2003-2005,
and he served on the committee which
published the Morbidity and Mortality
Report when he was then Director of the
Ohio Department of Mental Health.

| recommend that everyone go to the
NASMHPD website | just mentioned and
read this report. It is over 80 pages and
contains an enormous amount of vital
information and urgent recommendations.
For instance, the report recommends three
steps that should be taken on the national
level including:

1. Designate the population with SMI as
a health disparities population.

2. Adopt ongoing surveillance methods.
3. Support education and advocacy.

It is for this reason that | have chosen
this topic for the next in our series of
themes for Mental Health News. If you
turn to page three you will see that | have
lissed “The Interrelationship Between
Physical & Mental Health” as our theme
for the fall 2008 issue. | wish to invite Dr.
Hogan, the organizations working in this
area, and our entire readership to help us
bring this vital topic to the forefront.

Comorbidity High in Seriously Mentally 1l

A study in Maine comparing an age-matched sample of Medicaid enrollees with and without serious
mental iliness (SMI) found that the disease rates for the SMI group exceeded those of the non-SMI group
in every disease category and that the SMI group had a higher rate of multiple medical conditions.
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Source: “Morbidity and Mortality in People With Serious Mental lliness,” NASMHPD, October 2006

| have come a long way since my ten
year battle with depression, but | don’t for
one minute forget what those horrible
years were like. There's an old proverb
that says “walk a mile in another man’'s
shoes.” Unless you have had an SMI
yourself, it's hard to understand how a
person’s mental ability, feelings and
thought processes become altered with
illnesses such as bipolar disorder, schizo-
phrenia or depression. However, there's
another side to understand, that involves
loosing your friends, your means of em-
ployment, your home, and your employee
health insurance which then causes your
medical and dental health to deteriorate.

The NASMHPD Report states “It is
challenging for people with Medicaid or
no insurance to find primary care and
specialty physicians who will see them.
Lack of health care coverage represents
an enormous barrier to addressing the
health care needs of the uninsured popu-
lation with SMI.”

Thisis so true and so damaging to peo-
ple with mental illness. We can’t just treat
the mind. The body is in need of care as
well. People who rely on government
entitlements for medical care are scorned
for crowding emergency rooms when all
they want is a chance to see adoctor.

Besides medica care, most people
with SMI can't afford proper dental or
vision care as well. My experience with
Medicare was that when you had a dental
problem, they would only cover having
the tooth pulled rather than the more ex-
pensive repair and maintenance treatment.
It isaterribly depressing blow to a person
to loose their teeth in this way. The same
goes for eye glasses. You may only be
covered for a pair of lenses and frames
every two or three years. And when you
go for them they will only alow you
lenses that help you with distance vision
for example—even though you readly
need bifocals to help you read a book or a
newspaper !!

This is not new, it has been going on
for years and years. We must do every-
thing in our power to call attention to the
health disparities of people with serious
mental illness. It is outrageous and unac-
ceptable that people with SMI are now
dying 25 years earlier than the genera
population. We must unite our voices to
cry out for asolution to this problem.

| will devote next fall’s issue theme to
this topic. However, | believe that this
newspaper must go further. If we could
find adequate funding, | would urge my
Board of Directors to help me develop
and publish a specia multi-page “Health
and Wellness” section in each and every
issue of the newspaper. In this way, we
could continue to keep pace with the latest
health news and provide the community
with this vital source of advocacy and
education. Please contact me personally
at (570) 629-5960 if you can help us with
this idea, and send your comments to me
at mhnmail @aol.com. o

Good luck in your own recovery
and NEVER give up trying.
Wishing Y ou a Wonderful Fall Season !!



MENTAL HEALTH NEWS ~ FALL 2007 PAGE 5

Autism SrectRUM NEWS.

An Exciting New Newspaper
From The Publishers of Mental Health News & Salud Mental
|s Now in The Exploratory Stage of Development

The mission of Autism Spectrum News will be to provide a readily available
and up-to-date source of News, Information, Education, Advocacy and Resources
about Autism Spectrum Disorders and the Autism Community.

Our primary audience will be parents, families, and individuals whose lives are directly
impacted by autism spectrum disorders. Our secondary audience will include, treatment
professionals, provider agencies, educators, and legidative decision makers.

Your input will help us determine how to best serve the autism community.
Please send us your comments and ideas in the questionnaire bel ow.

Your input and ideas are vital to our project’s success - we thank you for your help !!
Cut out and mail to: Mental Health News, 16 Cascade Drive, Effort, PA 18330, or E-mail your responses to: mhnmail @aol.com

1 YESI| am interestested in the Autism Spectrum News project: please contact me.

Name Telephone
Address E-mail
Agency

Reason for Interest

| can be helpful to the Autism Spectrum News project in the following areas:
[ Writing Articles on Autism [ Forwarding NewsDesk Items | Tracking Conferences/Events
1 Sponsoring a Column/Supplement [ ] Advertising our Agency/Service [ Fundraising: Grants/Special Events

] Other/Comments
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New York City Department of Health and Mental Hygiene, New York City Health and Hospitals Corporation,
Association of Hispanic Mental Health Professional's, American Association for Psychosocial Rehabilitation,
National Alliance for the Mentally Ill of New York State and the NAMI New York City Metro Chapter.
New York Association of Psychiatric Rehabilitation Services, American Association of Hispanic Psychiatry,
World Federation for Mental Health, Hispanic Federation Mental Health Consortium,
and the Mental Health Associations of New York City and New York State.

L a participacion es gratuita. Parainscribirse, preguntar o enviar propuestas el ectrénicamente, por favor contacte:

07lmhc@med.nyu.edu
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Bellevue Hospital Center New York University
Health and Hospitals Cor poration School of Medicine

SAVE THE DATE

THE NYU-BELLEVUE HOSPITAL LATINO TREATMENT PROGRAM,
THE DEPARTMENT OF PSYCHIATRY, AND THE CENTER FOR LATINO HEALTH
INSTITUTE OF COMMUNITY HEALTH AND RESEARCH

INVITE YOU TOATTEND

THE FIRST ANNUAL
LATINO MENTAL HEALTH CONFERENCE:

Saving Lives. Eliminating Mental Health
Disparitiesin our Families and Communities

SATURDAY, OCTOBER 13, 2007, 9AM to 9PM

NY U School of Medicine
550 First Avenue at 31% Street, New York City

Partners:

New York State Assembly Committee on Mental Health, New York State Office of Mental Health,

New York City Department of Health and Mental Hygiene, New York City Health and Hospitals Corporation,
Association of Hispanic Mental Health Professional's, American Association for Psychosocial Rehabilitation,
National Alliance for the Mentally Ill of New York State and the NAMI New York City Metro Chapter.
New York Association of Psychiatric Rehabilitation Services, American Association of Hispanic Psychiatry,
World Federation for Mental Health, Hispanic Federation Mental Health Consortium,
and the Mental Health Associations of New York City and New York State.

Attendanceis free. For registration, inquiries and electronic submission of proposals contact:

07lmhc@med.nyu.edu
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Alzheimer’s Association Awar ds Prestigious Grant

To Three Nathan S. Kline I nstitute Dementia Researchers

Staff Writer
Mental Health News

hree research scientists at the

Nathan S. Kline Institute for

Psychiatric Research (NKI)

have been awarded new grants
totaling $ 720 thousand over three years
from the Alzheimer's Association, the
nation’s leading voluntary health organi-
zation in Alzheimer's care, support and
research. The prestigious investigator-
initiated awards were made to Drs.
Stephen Ginsberg, Efrat Levy, and Paul
Mathews, who conduct cutting-edge pre-
vention and treatment research on Alz-
heimer’'s disease (AD) and related demen-
tias at the NKI Center for Dementia Re-
search (CDR).

Stephen D. Ginsberg, PhD, will use a
microarray-based molecular screening
approach to identify why certain hippo-
campal neuronal populations are vulner-
able in mild cognitive impairment (which
precedes Alzheimer's disease in some
patients) and in frank Alzheimer's disease.
The study hopes to identify and develop

v

Stephen Ginsberg, PhD, Efrat Levy, PhD and Paul Mathews, PhD

MHA of Nassau County Names

David A. Nemiroff Executive Director

Staff Writer
Mental Health News

he Mental Health Association of

Nassau County has named

David A. Nemiroff, LCSW as

its new Executive Director. Mr.
Nemiroff was formerly Chief Support
Services Officer for Family Residences
and Essential Enterprises, Inc. (FREE),
until his appointment..

Nemiroff who received his B.S. at
SUNY Oneonta and his MSW from
Stony Brook stated, “I am honored that
the Board of Directors has chosen me
for this position, and | look forward to
continuing the MHA of Nassau
County’s 54-year tradition of grassroots
advocacy, education, empowerment,
service delivery and leadership in the
human services field.”

The new Executive lives in Dix Hills
with his wife and two children.

The Menta Health Association of
Nassau County is a not-for-profit mem-
bership organization dedicated to improv-
ing mental health through advocacy, edu-
cation, program development and the
delivery of direct services. It is a diverse
agency with a broad array of services to
support the rehabilitation and recovery of
people with psychiatric disabilities and

autism. These include housing with vari-
ous levels of support, employment, edu-
cation, case management, financial man-
agement, crisis respite for children and
consumer self help and empowerment.

For further information contact the
MHA at (516) 489-2322. o

biomarkers to track the progression of
dementia that can pave the way for new
treatments to delay the onset of cognitive
impairment and other symptoms of the
disease.

Efrat Levy, PhD will study a novel
approach to reduce Abeta amyloidogene-
sis by keeping it in a soluble form that
prevents its deposition. This approach
builds upon Dr. Levy's expertise in the
biochemistry of the cysteine protease in-
hibitor cystatin C. A small sequence of
cystatin C will be made so that it binds
Abeta and keeps it from forming aggre-
gates. This approach could lead to new
therapies.

Paul Mathews, PhD will investigate
the use of immunotherapy to reduce
Abeta levels in the brain. Abeta is one of
the primary problems in AD, and Dr.
Mathews has developed an innovative
strategy to use a vaccination approach to
reduce Abeta. Using mice models, the
approach will be tested and mechanisms
associated with Abeta deposition and
clearance will be investigated.

see Researchers on page 26

Paul L evine Becomes CEO of

Jewish Board of Family and Children’s Services

Staff Writer
Mental Health News

he Jewish Board of Family and

Children’s Services will com-

plete its planned leadership

transition when Executive Vice
President and CEO Alan Siskind, PhD,
retires on October 1 and Paul Levine,
LCSW, assumes the CEO and Executive
Vice President role.

Under Dr. Siskind's leadership the
agency became one of the nation’s lead-
ing providers of a comprehensive net-
work of mental health services to people
along a broad spectrum of needs. Mr.
Levine plans to continue to build on this
strong foundation.

“JBFCS has been amgjor provider of the
most intensve resdentid menta health
services for children and adults as well as
more accessible ‘gateway’ services that al
people need a some point in their lives”
Mr. Levine notes. “We will continue to
meet both of these essential functions for
New Yorkers and make programs more
available and tailored to serve the diverse
communities throughout New Y ork.”

Dr. Siskind and Mr. Levine have
worked together for nearly 30 years,
and each feels very positive about the
transition. “1 have the highest confi-

Paul Levine, LCSW

dence that as | step aside, JBFCS will
be steered expertly for years to come,”
says Dr. Siskind. “We have carefully
planned the transition to be as seamless
as possible.”

see CEO on page 34
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NY S Mental Health Commissioner Lecturesat Saint Joseph’s

“*AVision of the Public Mental Health System in New York Sate”

Staff Writer
Mental Health News

ichael F. Hogan, PhD,

Commissioner of the New

York State Office of Mental

Health (OHM), presented
“A Vision for the Public Mental Health
System in New York State” at a June
event at Saint Joseph’s Medical Center in
Y onkers, New Y ork.

Over 100 mental health professionals
were in attendance today to hear Dr. Ho-
gan, the digtinguished guest speaker for
Saint Joseph's 18" Annua Anthony Manis-
calco, M.D., Lecturein Public Psychiatry.

Dr. Michael Hogan was confirmed in
March 2007 as commissioner of Mental
Health in New York. He served as Direc-
tor of the Ohio Department of Mental
Health from 1991 to 2007 and led Ohio to
the top ranking in the 2006 rating of state
mental health systems by the National
Alliance of Mental Iliness (NAMI). He
was previously Commissioner of the Con-
necticut Department of Menta Health
from 1987-1991.

Michael F. Hogan, PhD and Barry B. Perlman, MD

Dr. Alan Siskind Bids Farewell To
Mental Health News Board of Directors

Dr. Hogan chaired the President’s New
Freedom Commission on Mental Health
in 2002-2003, and was appointed in 2007
to serve on the Board of the Joint Com-
mission on Accreditation of Healthcare
Organizations (JCAHO), representing the
behavioral hedlth field. He served from
1994-1998 on the National Advisory
Mental health Council, and as President of
the National Association of State Mental
Health Program Directors from 2003-
2005. He has co-authored a book and
several national reports, and written over
50 journal articles or book chapters.

In 2002 Dr. Hogan received the Distin-
guished Service to State Government
Award from the National Governor's As-
sociation and the Distinguished Service
Award from the National Alliance for the
Mentally Ill. In 2006 he received a Spe-
cial Leadership Award at the first national
meeting of the Campaign for Mental
Health Reform, and the SPAN USA Al-
lies for Action Award fro the Suicide Pre-
vention Action Network. In 2007 he re-
ceived the Barton Distinguished Fellow

see Commissioner on page 34

MHA of Westchester Welcomes
Dr. Amy Kohn as Executive Director

Staff Writer
Mental Health News

ith his retirement from his

position as Executive Vice

President and CEO of the

Jewish Board of Family
and Children’s Services, Dr. Alan Siskind
also bid farewell to the Board of Direc-
tors of Mental Heath News Education,
Inc. Dr. Siskind was elected in 2003 as
the organization’s first Chairman of the
Board, and served an additional year to
the two year Chairman’s term until 2006
when Dr. Peter C. Campanelli, President
and CEO of the Institute for Community
Living was elected as Chairman of the
Mental Health News Board.

“Dr. Siskind was instrumental in the
formation of Mental Health News, and |
will aways be personally grateful for his
kindness and dedication in working with
me and our wonderful board,” said Ira
Minot, LMSW, Executive Director.

“Serving on the Mental Health News
Board has always had special meaning for
me, because mental health is about all of
us,” stated Dr. Siskind.

“Dr. Campandlli and | join with our
entire Board of Directorsin wishing Alan
our deepest gratitude and best wishes
following his stellar career and many

Alan B. Siskind, PhD

dedicated years of serving the needs of
the mental health community. ” said Janet
Z. Segal, LCSW, BCD, Chief Operating
Officer of Four Winds Hospital and Vice
Chair of the Mental Health News Board
of Directors. o

Staff Writer
Mental Health News

my Kohn, DSW has recently

taken the helm of the Mental

Heath Association of West-

chester (MHA) as Executive
Director. Dr. Kohn brings a wealth of
experience in clinical work and execu-
tive management to MHA. She suc-
ceeds Carolyn S. Hedlund, PhD, who is
retiring after 26 years of service to the
agency.

MHA of Westchester recently cele-
brated its 60th year of meeting the diverse
mental health needs of Westchester
County. Through advocacy, education
and direct services, MHA serves more
than 11,000 individuals and families each
year. Among the broad range of services
that MHA offers are mental health treat-
ment, housing, employment, professional
training, mentoring and children’s case
management.

Dr. Amy Kohn comes to MHA from
the YWCA of White Plains and Centra
Westchester, where she served as Chief
Executive Officer since January 2002.
She received her Doctorate in Socia Wel-
fare from Columbia University and devel-
oped her clinica experience over the
course of 15 years, with a focus on youth

Amy Kohn, DSW

and families. She taught clinical social
work practice and policy at the graduate
level and has lectured on secondary
trauma, working with difference and
group treatment.

see Dr. Kohn on page 34
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Finding The Right Psychother apy

By C. Deborah Cross, MD, President
New York State Psychiatric Association

chotherapy is a unique inter-

ention which provides the pos-

sibility of significant personal

growth and change for those who

undertake the hard work involved. The

type of psychotherapy chosen should be

based on the therapist’s orientation and

training, the patient’s symptoms and diag-

nosis and the ability of the patient and the

therapist to develop a therapeutic aliance

in which to affect the most positive out-
come for the patient.

Patients are often concerned about
whether their therapist will be a man or a
woman or from their own cultura and
racia background. These issues are im-
portant since human experience is shaped
by these factors. However, the emotional
issues dealt with in psychotherapy are
often extremely similar across racial, cul-
tural and gender lines. Of utmost impor-
tance is the development between the pa-
tient and the therapist of a trusting and
caring relationship which will allow the
healing power of psychotherapy to be
experienced.

“Psychotherapy” defines a number of
different approaches employed by mental
health professionals in providing services
to their patients and clients and was origi-
nally called the “talking cure”. Itisaimed
at changing behavior through verbal inter-
actions. A genera definition states that it
is primarily a verbal interchange between
two individuals in which one is desig-
nated an expert and the other a help-
seeker, with the goal of identifying char-
acteristic patterns of behavior that are
causing symptoms and problemsin living.
Psychotherapy aso occurs within a group
setting, and in couples and family meetings.

General Characteristics

Essential elements of psychotherapy
across all settings include a focus on ver-
bal interactions, with the therapist provid-
ing opportunities for the patient(s) to talk
about their difficulties. Psychotherapy is
not an ordinary relationship, since a mu-
tual sharing of thoughts and feelingsis not
expected, that is the therapist will not gen-
erally divulge much information about
higher life, likes, didlikes, etc. The psy-
chotherapy relationship is not a friendship
in which two people share a conversation.
Instead, a psychotherapy session focuses
on helping the patient/client discover what
difficulties are occurring in higher life
and developing ways to change or cope
with these difficulties.

General non-specific characteristics
are also present in all psychotherapies and
include the development of the therapeu-
tic aliance between the therapist and the
patient, which is a major component in a
successful therapy. The trust and confi-
dence which the patient develops in the

C. Déeborah Cross, MD

therapist allows him/her to work on re-
calling painful emotions and events; the
therapist provides an organizing rationale
for seemingly unrelated symptoms and
events and the patient is then able to begin
the process of therapeutic change and
growth.

The integration of medication and psy-
chotherapy allows the patient to gain the
most benefit from the experience of psy-
chotherapy. For example, when a patient
is depressed often the depression is so
overwhelming that the patient is unable to
muster the necessary physical and psycho-
logical energy needed to participate in the
psychotherapy. The use of antidepressant
medication in combination with psycho-
therapy provides the most optimal way of
addressing the symptoms associated with
Major Depression.

Psychoanalysis

Given the basic concept of what psy-
chotherapy is and is not, numerous ways
of meeting this goal have developed. Ini-
tialy, psychoanaysis was the only tech-
nique. Psychoanalysis, though still util-
ized today, is much less visible than in the
past, primarily because of the length of
time needed, 4 to 5 sessions a week for 3
to 6 years!

Psychodynamic Psychotherapy

Many of the techniques used by the
psychoanalyst are also used in what is
commonly called psychodynamic (or psy-
choanalytically oriented) psychotherapy
which can be both long or short term.
The focus is on the here and now, though
psychological defenses and coping styles
are still examined. The therapist’s role is
to help the patient understand various
conflicts in hig’her current life. Psycho-
dynamic psychotherapy forms the basis
for most psychotherapies, and most pa-
tients are usually treated with some varia-
tion of it.

Brief Psychodynamic Psychotherapy

A number of brief psychodynamic
psychotherapies have been developed
over the last 30 years with some common-
alities such as limited focus and goals,
limited time, selection criteria and in-
creased therapist activity.

With the growth of managed care in the
last 20 yesrs, there has been increased focus
on brief psychotherapies and specificdly the
concept of “brief, intermittent therapy
throughout the life cycle’. This concept has
emerged as a way to enable patients to ac-
cess therapy when changes in their life
Stuation (e.g., marriage, birth of child, death
of parent) disrupt or interfere with their nor-
mal coping skills and abilities.

Cognitive Psychotherapies

Many of the more recent brief psycho-
therapies are linked with cognitive ap-
proaches. One such psychotherapy is
Interpersonal Psychotherapy (IPT) devel-
oped by Klerman and others in the 1980s.
IPT’s goa is to improve interpersonal
communications and skills, test percep-
tions and clarify feelings. IPT is gener-
ally used for depressive symptoms.

Other cognitive psychotherapies in-
clude Beck’s Cognitive Behavioral Ther-
apy (CBT) and Linehan's Dialectical Be-
havior Therapy (DBT). Beck’s CBT is
short term and focuses on symptom re-
duction. The therapist is active and direc-

tive. Homework is part of the therapy and
the therapist teaches the patient self help
techniques to practice between sessions.
One of the primary concepts Beck uses is
that of cognitive distortion, in other words
the patient does not think about events in
his/her lifein arational way. CBT can be
used to treat depression, panic disorder,
obsessive-compulsive disorder, paranoid
personality disorder and somatoform dis-
order. Sessions are structured and prob-
lem oriented with a focus on cognitive
restructuring of such automatic thoughts,
assumptions and core beliefs.

Linehan’s DBT wasiinitially developed

for the treatment of Borderline Personality
Disorder, but has also been found to be
useful in the treatment of depression,
anxiety, anger, impulsivity, and eating
disorders. The focusis on helping people
to move beyond bouncing back and forth
from one extreme of emotions and actions
to another.
modules to help the patient reach what she
cals “wisemind” in which the patient
blends the rational and emotional states of
mind. Her 4 skill modules are: mindful-
ness, interpersona effectiveness, distress
tolerance and emotional regulation.

Linehan developed 4 skill

Supportive Psychotherapy

Supportive psychotherapy uses many

of the same techniques described abovein

see Psychotherapy on page 32

New York Sate
Psychiatric Association

Areall of the American Psychiatric Association

Representing 4500 Psychiatristsin New York

Advancing the Scientific
and Ethical Practice of Psychiatric Medicine

Advocating for Full Parity
in the Treatment of Mental 11Iness

Advancing the Principle that all Persons
with Mental I1Iness Deserve an Evaluation
with a Psychiatric Physician to Determine Appropriate
Care and Treatment

Please Visit Our Website At:
www.nyspsych.org
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Seps Toward Improving

Geriatric Mental Health Policy and Practice in 2008

By Michael B. Friedman, LM SW
and Kimberly A Steinhagen, LM SW

eeting the mental heath
the elder
boom is necessarily a multi-
As the
population of older adultsin the U.S. with
mental and substance use disorders grows
over the next 25 years from 7 million to
15 million or more, there will need to be a
vast increase and reorganization of ser-
The menta hedth, substance
abuse, health, and aging services systems
will need to pull their efforts together to
build a comprehensive, integrated service
system that is staffed by a clinically and
culturally competent workforce far larger
than the current workforce. It will need to
do this at a time when the proportion of
working age adults in the population is

challenges of

year undertaking.

vices.

declining.

Sadly, preparing for

steps at atime, one year at atime.

What are the stepsto take thisyear? In
New York, the Office of Mental Health
and the Office for the Aging recently pre-
sented their answer to the Interagency
Geriatric Mental Health Planning Council.
At July’'s meeting they laid out severa
priorities for the state budget in 2008-9.

In essence they said that NY S should:

« Confront issues of workforce devel-
opment by establishing a Center for
Excellence to foster best practices in
geriatric mental health around New
York State and by training primary
care physicians in the identification

and treatment of depression

e [Expand sate-of-the-art

services demonstrations grants

« Confront the issue of the need for

additional funding through a Medi-
initiative that
would assure that New York State is
getting al the Medicare funding for
mental health services that it is enti-

care optimization

tled to.

We believe that these are good steps to
take in the coming year. Do they address
al of the critical challenges? Of course
not. But they will certainly help us get

there eventualy.

demographic
changes is not a high priority for federal,
state, or local governments. One day the
march of demography will force them to
take serious notice and respond compre-
hensively, but for now it's a couple of

integrated
services for older adults with mental
health problems by funding more

Michad B. Friedman, LM SW

A Center of Excellence would lay the
groundwork for building a clinically and
culturally competent geriatric mental
health workforce in New York State.
This includes recruiting and educating
mental health professionals and parapro-
fessionals. Because they are so important
in the lives of many older adults with
mental health problems, The Center of
Excellence should aso provide training
for health and aging services personnel.
In addition, the Center would work with
professional schools to improve education
on geriatric mental health, provide techni-
cal assistance to organizations on best
practices models, and serve as an informa-
tion clearinghouse on practice, policy,
research, and education.

Because they are 80% of the rea
workforce serving older adults with dis-
abilities, we believe that the Center for
Excellence should a'so provide supportive
education to family and other informal
caregivers. And we aso believe that the
Center should devote considerable atten-
tion to developing peer-to-peer models in
which older adults—including those with
mental disorders—help other older adults.

Training for primary care physi-
cians is a critical part of the workforce
development effort that should take place
over the coming years. Most older adults
with mental health problems who seek
help at al (not a majority) go to primary
care physiciansfirst. Many physicians are
unable to identify mental disorders, such
as depression. In fact, 70% of older
adults who complete suicide visit their
primary care physicians within a month of
their death. Obviously much needs to be

Kimberly A Steinhagen, LM SW

done to help primary care providers.
But this is far easier said than done.
Training will need to draw from experi-
ence and research about how to educate
them effectively.

Expansion of servicesdemonstration
grants makes great sense not only because
it is one way of getting some service ex-
pansion and calling attention to best prac-
tice models. It also makes sense because
68 multi-organizational groups requested
grants the last time around. This was the
largest response to an RFP in the history
of the Office of Mental Health. Only nine
grants were funded. Obviously plenty of
organizations are ready, willing, and able
to provide innovative geriatric menta
health services.

We believe, however, that there should
be three modifications of last year's re-
quests for proposals. (1) People with
long-term psychiatric disabilities who are
aging should be a target population. For
example the RFP on integrating health
and mental health could be broadened to
include providing heath care in mental
health settings as well as vice versa. (2)
Health and aging services organizations
should be permitted to be lead agencies.
And (3) applicants should be permitted—
indeed encouraged—to use Medicare,
Medicaid, and other funds in addition to
grant funding to support their programs.

In general, efforts should be made to
use all possible funding sources to support
mental health services for older adults.
From this point of view Medicare opti-
mization is a no-brainer. Medicare does
not pay for behaviora health to the extent
one would expect. Only 3% of Medicare

spending is for mental health or substance
abuse services even though about 7% of
all health spending is for behaviord
health. And Medicare provides only 7%
of al spending on behavioral headlth in
this country even though 14% of the
population has Medicare coverage. We
know that many providers in NY'S do not
fully understand Medicare. Helping them
learn how to bill appropriately has got to
help NYS mount some of the needed ad-
ditional services.

As we said, we support these prelimi-
nary steps toward a comprehensive geriat-
ric mental health system, and we are glad
that OMH and OFA have selected them as
budget priorities for 2008-9. But don’t
think that, because the Office of Mental
Health and the Office for the Aging
have announced them, they are done
deals. Not by along shot! Those of us
who care will have to work hard over
the coming months to persuade the
Governor and the Division of the
Budget to include these proposals in the
Governor’s next budget request and to
make a commitment to develop a multi-
year plan to confront the challenges of
geriatric mental health more compre-
hensively. Then we will need the sup-
port of the NY S Legislature.

There are aso a number of critical
items outside of OMH and OFA. These
include continued access to psychiatric
medications through both Medicaid and
EPIC, an appropriation for housing to aid
in nursing home diversion, inclusion of
mental health services in long-term care
reform proposals and in chronic health
care initiatives, inclusion of older adults
in the demonstration projects to integrate
health and mental health services for high
cost Medicaid cases, and more.

We urge you to join the multi-year
effort to build a comprehensive and
integrated geriatric mental health sys-
tem. If you are not aready a member,
please contact the Geriatric Mental
Health Alliance of New York to ask what
you can do to help. Membership is free.
Please call 212-614-5751 or E-mail cen-
ter@mhaofnyc.org. And visit the Alliance's
website for more information:
www.mhawestchester.org/advocates/
geriatrichome.asp.

Michael B. Friedman isthe Director of
the Center for Policy and Advocacy of
The Mental Health Associations of NYC
and Westchester. He is also Chair of the
Geriatric Mental Health Alliance of New
York. Kimberly A. Seinhagen is Director
of The Alliance. The opinions expressed
in this column are their own and not nec-
essarily the views of the MHAs. o
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The Economics of Recovery:

How to Understand & Access Government Entitlements

By Donald M. Fitch, MS
Executive Director
Center for Career Freedom

eral years ago, the Center dis-

covered that by plotting the earn-

ngs behavior of persons with

sychiatric disabilities over time,

then, overlaying key events in their lives

to explain them, unlocks the dynamics of

consumers in a new way. Ther level of

emotional functioning could be viewed as
related to their level of earnings.

To accomplish this, the Center tracked
five-hundred seventy Microsoft Office
Applications students over a five year
period. Over fifty variables were meas-
ured including demographics, psychiatric
diagnosis, employment history, govern-
ment benefits received, Microsoft Certifi-
cation, employment status, current earn-
ings and more.

The students' annual earnings history
was obtained from the Social Security
Administrations data base using form
SSA-7004. Intake applications and per-
sonal interviews by the author completed
the data gathering.

Of the some fifty variables measured,
two factors were found to be critical to
unlocking the dynamics:

1) The patterns of work history for Socid
Security Income (SSI) recipients are signifi-
cantly different from those of recipients of
Socia Security Disability Income (SSDI).

2) Government policy varies significantly
for SSI and SSDI recipients regarding
earned income.

Our research found several dramatic
differences between SSI & SSDI recipi-
ents. There was a significantly greater
earned income across al life stages and
events for the SSDI recipients. While the

A
Donald M. Fitch, MS

SSDI recipient’s income rose quickly in
their 20's, it rapidly declined in their 30’'s
following the onset of illness. The initia-
tion of their SSDI benefits halted this free
fal and clearly provided a safety net and
economic stabilization. (See chart below)
Microsoft Certified SSDI recipients
were four times more likely to return to
self-sustaining competitive employment,
asthe SSI Microsoft Certified recipients.
While both, SSI and SSDI recipients
are considered by the Socia Security Ad-
ministration (SSA) to be disabled, i.e
unable to engage in competitive employ-
ment, generally, SSDI recipients have more
than ten years (40 quarters) of work history
whereas SSI recipients have much less.
Study variables which may explain this
are the significant differences between SS|
and SSDI populations in the years of educa-
tion and competitive employment, severity
of functional impairment/diagnosis and bar-
riers of government policy regarding the
economics of recovery. (Seebelow)

With a $900/Mo cap on earned income
for SSDI recipients, the economics of
recovery demonstrates the feasibility of
transitioning off disability to self-
sustaining taxpayer status following the
acquisition of sufficient marketable skills
to earn at least $14/hr. and the endurance
to work at least 35 hrs aweek.

As the chart indicates, SSI recipients,
in addition to being chalenged to over-
come their fewer years of schooling and
work experience and, their greater sever-
ity of symptoms, are faced with a net loss
of earnings even with the Medicaid buy-in
elimination of the spend down.

Analysis of the macro-economics of
recovery for SSI recipients reveals SSA’s
earnings penalties (after 1-2 years), is to
deduct one-half of the Consumers gross
income after eighty-five dollars, each
month. HUD’s Section 8 housing pro-
gram policy requires the consumer to pay
30¢ of each dollar earned.

Together, these two benefit programs
take 75¢ out of each dollar earned. Pay-
roll deductions, taxes, etc. and other ex-
penses associated with employment;
travel, medls, clothing, persona, etc. create
a barrier so formidable that persons on SS|
actually loose money when they try to work
their way off of Government benefits.

Implications

Insure all intake, supported employ-
ment, academic research, PRO’s, etc. in-
clude data on the various government
benefit programs;, SSI, SSDI, Section
8/Shelter Plus, Food Stamps, Medi-
caid/Medicare, Prescription Drug Benefit,
etc. and their earnings/work history. Run
these data using analysis of variance, mul-
tiple regression and mapping where possi-
ble. Mining Social Security’s lifetime
earnings tracking system data base (SSA-
7004) provides an excellent research
venue to verify these findings.

Be aware that combining the SSI,
SSDI (and Welfare) populations, whether
in research or recovery, averages out their
dynamics. Theincreased clarity in under-
standing their uniqueness has enabled us
to tailor our training, techniques, staff
assignments, expectations and timetables
to optimize our limited funds.

Legislation to remove significant eco-
nomic disincentives for SSI recipients is
till critical. The Medicaid Buy in, Pass
Plan, 1619b, Ticket-to-Work, etc. do not
address the enormity of thisissue.

Recommendations

From our data, business analysis and
experience we have formulated two re-
covery strategies for these populations.

SSDI Recipients:  Build upon their
education and employment experience,
update their work skills and provide ex-
tended supported employment, (funded
for longer than 90 days).

SSI Recipients: Design a recovery
program to address their fewer years of
education, work experience and skills, and
their more severe functional impairments.

In the US, of the 10 million people 18-
64 years with disabilities, reportedly most
(70%) would like to return to work. How-
ever, about seven million disabled people
on SS| cannot because of the cumulative
earnings penalties stipulated by the Social
Administration and the Housing and Ur-
ban Development Corp.

The Socia Security Administration
estimates that if ¥ of 1% of the seven
million persons on SSI return to competi-
tive employment, the contribution to the
Social Security Trust Fund would be
thirty-billion dollars.

Until legidation can be passed to
eliminate these barriers, waivers for a
model demonstration Back-to-Work pro-
gram which reduces/eliminates their earn-
ings penalties should be pursued. o

F—— THE ECONOMICS OF RECOVERY EARNED INCOME
GROSS ==
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THE MENTAL HEALTH LAWY ER

The Psychiatric Advance Directive

By DouglasK. Stern, Esqg.
Abrams, Fenster man, Fensterman, et al.

oday, the need to plan for the
unexpected is more important
than ever before. We buy insur-
ance, save for our children’'s
education, execute Wills and save money
for retirement all in an effort to ease our
family’s burden in a time of need. Indi-
viduals and families who struggle with
Bipolar illness learn very quickly that
treatment is alifelong commitment.

In 1991, Congress enacted the Patient
Self-Determination Act which requires all
states receiving Medicaid and Medicare
funds to inform individuals that they have
the right to execute advance directives
relating to their future healthcare deci-
sions. Generally, an advance directive is
a legal document that becomes effective
when an individual loses decision making
capacity. The advance directive can relate
to any hedlthcare related decision includ-
ing, where one will receive care, how care
will be administered and even end-of-life
decision-making. Additionally, a Health-
care Agent can be appointed to serve as a
healthcare decision-maker to ensure that
the author of the advance directive, the
“creator’s,” expressed preferences and
wishes are followed during times of men-
tal incapacity. When care and treatment
of a mental illness becomes an issue, the
following question has developed - since
psychiatric care is a subset of healthcare,
is there a legally competent method of
specifically addressing an individua’s
need to plan for future psychiatric care
and treatment?

The concept of the Psychiatric Ad-
vance Directive (PAD) is not specifically
defined by the Federa statute but is be-
lieved by many to be a natural progression
in the trend to allow individuals to planin
advance for their care and treatment. To
date, most states have developed their
own laws which create the process by
which individuals can execute advance
directives for general medical healthcare
decision making, but only a minority of
states recognizes the PAD.

New York's Public Health Law de-
fines the parameters for genera medical
advance directives within the state. There
is no gpecific reference or authority to
create a PAD or to incorporate specific
psychiatric instructions within a genera
medical advance directive. The courts, to
date, have been silent as to the validity of
the PAD or an advance directive with
psychiatric instructions, as an advance
planning tool. As a result, the advance
directive with psychiatric instruction or
the PAD’s validity in New York, from a
legal perspective, is till in question.
Nonetheless, the concept of the PAD or
including psychiatric instructions within a
general medical advance directive has
many significant functions and should not
necessarily be dismissed.

DouglasK. Stern, Esqg.

Why is the Psychiatric Advance Direc-
tive Useful? The PAD and other similar
documents help to empower an individual
to assess and take control of many ele-
ments of possible future psychiatric treat-
ment and allows for meaningful discourse
amongst treatment recipients, loved-ones
and healthcare providers. This exchange
can result in written instructions to treat-
ment providers of the creator’'s prefer-
ences and wishes regarding psychiatric
treatment when he/she becomes incapaci-
tated. The Healthcare agent, usualy a
relative or someone close to the creator,
can be a helpful source of information in
dealing with the complex and sometimes
difficult nature of acute or long-term psy-
chiatric treatment. The PAD has the po-
tential to create treatment efficiency by
notifying treatment providers of the suc-
cess or failure of certain medications,
treatments and programs previously ex-
perienced by the creator. Furthermore,
when loved-ones and treatment providers
are made aware of the creator’'s prefer-
ences and wishes they can better formu-
late a comprehensive treatment plan when
the creator becomes incapacitated and
needs psychiatric care and treatment.
Additionally, there is the potential to
minimize the need for crisis management
and police and/or judicial intervention.

According to the Bazelon Center for Mentd
Hedth Law, the following criteria should be
consdered and addressed when executing a
PAD or similar advance planning tool: *

o Designation of a Healthcare Agent.

e The authority granted to the Health-
care Agent.

o Preferences should there be a need
for a Court Appointed Guardian.

o Preferencefor atrestment facility— should
inpatient trestment be necessary.

« Programs as dternatives to inpatient
treatment.

« Preference for a treating psycholo-
gist/psychiatrist.

o Preferenceregarding ECT.

o  Preferences regarding emergency inter-
vention (restraint, seclusion, etc.).

e Consent for experimental studies.

¢ Who should be notified immediately
if hospitalized.

e Temporary custody of children while
hospitalized.

o Preference as to revocation of the
PAD during incapacity.

o Duration of PAD generdly, regard-
less of incapacity.

The key elements of the PAD are the
nomination of a healthcare agent, the au-
thority to be given to the healthcare agent
and a statement as to the revocation and/
or expiration of the PAD. Optiona ele-
ments, but of great importance, are all of
the categories dealing with stated prefer-
ences. The essence of the PAD is the
ability for the creator to convey hisher
preferences and wishes to the Healthcare
Agent. For example, statements as to
whether a particular medication is helpful

or harmful to the creator, whether one
inpatient program is preferred over an-
other or who the treating psychiatrist
should be, will guide the Healthcare
Agent in consenting to or arranging for
care and treatment.

Unfortunately, there are several unan-
swered questions that leave the future of
the PAD and similar devices in question.
These unresolved issues run the gambit of
legal, ethical and medical concerns. Pri-
marily, the controversy surrounds the ad-
ministration of medications, the use of
seclusion and restraint and the need for
involuntary hospitalization. It is unclear
as to whether the PAD or similar devices
can preempt existing laws that currently
govern in these areas. Because, the New
York State Legidature and the courts
have given us little guidance in this area,
proponents of the PAD will have to work
diligently to educate the public, healthcare
providers and our lawmakers to garner
support for the PAD to make it a gener-
ally acceptable advance planning tool. o

11t should be noted that these are not necessary criteria
but areas to be considered. Any individual executing a
PAD should insure that the PAD complies with the
formalities of their state's law regarding healthcare
directives and/or consult a professional.

220 E. 42nd Street - Suite 505
New York, New York 10017
(212) 279-9200

Carolyn Reinach Wolf, Esqg.
DouglasK. Sern, Esqg.

of

ABRAMS, FENSTERMAN, FENSTERMAN, EISMAN,
GREENBERG, FORMATO & EINIGER, LLP
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Open Access:
for the patients, for the people

All too often, people who depend on public That's why ELi Lilly and Company continues
assistance are denied access to newer, safer, to support open and unrestricted access to all
and more effective treatments for mental illness. available treatments for mental illness.

This inability to obtain the treatment they need

can trigger a pattern of deterioration — becoming Scientific advances have resulted in medications
unemployed, being hospitalized, imprisoned, that are effective in delaying relapse', provide
and often ending up homeless. This destructive more effective symptom control, have fewer
cycle is costly for taxpayers and devastating to the side effects, and offer longer-term treatment
families of people with mental illness. than in the past.

Give them access to the treatments they need, and give them
hope for taking their lives back.

1 Fenton WS, Blyler CR, Heinssen RK. Determinants of medication compliance in schizophrenia: empirical and
clinical findings. Schizophr Bull. 1997,234:637-651.

Answers That Matter.
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By Andrew Malekoff, LCSW, CASAC
Executive Director and CEO, North
Shore Child & Family Guidance Center

biid/

Andrew Malekoff, LCSW, CASAC

dolescents diagnosed with bi-

polar disorder and other seri-

ous emotional disturbances can

benefit from a well-planned

medication management group. However,

as with any group membership, if they

feel as though they are participating on an

involuntary basis they may not take best
advantage of such a group.

Involuntary group members are a sta-

ple for group workers who work with

adolescents. Typicaly, an outside sanc-
tioning force is their “motivation” for
attending a group. This might include the
threat of a court order, legal action, or less
ominous but equally compelling pressure
from parents or other adults in positions
of authority.

Resistance is manifest in a variety of
ways including denial of the problem (i.e.
regarding drug use), superficia compli-
ance, testing the limits, silence, external-
izing the problem (i.e. blaming others),
minimizing, and devaluation of the group
worker and or group.

Approaches to be aware of that are
considered unsuccessful with involuntary
group members include those that 1. focus
only on insight and don’t include problem
solving and pro-social dimensions, 2. in-
terventions without a clear purpose, 3. a
pessimistic view by the worker of the
group member’s capacity to change, 4. a
sole focus on the individual rather than
the family and social context as contribut-
ing factors, and 5. ambiguity about the
role of the worker as a social control
agent or helper.

Overcoming resistance among invol-
untary group members requires worker
authenticity and a sense of trust and safety
in the group. Group members need to be
clear about how the worker's authority
might be used with respect to understand-
ing the balance between help and social
control (e.g. being held accountable, as in
a drug program that administers urine
testing). Clarity of purpose and develop-
ing a clear and explicit contract makes a
difference, especialy when feedback from
group members is welcomed and important
issues such as confidentiality are discussed

openly. Fallowing isanillustration.

When involuntary group members feel
in control of their fate their motivation
increases. Although it was not their choice
to join the group, it can be their choice to
participate freely once there. Motivating
involuntary group members is a delicate
dance of locating the resistance, setting
manageable goals, demanding work, be-
ing sympathetic, using humor, holding
group members to imposed sanctions, and
building a culture of mutual aid that fos-
ters playfulness, a sense of safety, and
movement towards taking risks.

Andrew Malekoff, LCSW, CASAC is
executive director / CEO of North Shore
Child and Family Guidance Center in
Roslyn Heights, NY. He author of Group

group worker who was

about to begin an adolescent

“medication management”

group wondered, during a
group supervision meeting that | was
leading, how such a group could work,
“Everybody | talked to said the same
thing: ‘Medication management groups
don’t work. None of the kids ever want
to be there. They feel that all it's about
is monitoring compliance, you know
that their taking their meds.” After a
sigh he continued, “The resistance is
just too great. Their parents make them
come and even some of them seem am-
bivalent.” After an exploration of needs,
a group purpose started to come into
focus that lifted his confidence a bit.

Diagnosing Bipolar Disorder

Work with Adolescents: Principles and
Practice, now in its second edition and a
main selection of the Behavioral Science
Book Club and has been editor of the pro-
fessional journal, Socia Work with
Groups: a journa of clinical and commu-
nity practice, since 1990.

The North Shore Child and Family
Guidance Center is located at 480 Old
Westbury Road, Roslyn Heights, NY
11577. To phone call (516) 626-1971.
Andrew Malekoff, LCSW, CASAC is au-
thor of Group Work with Adolescents:
Principles and Practice. Now in its sec-
ond edition, the book was chosen as a
main selection by the Behavioral Science
Book Club. o

The tentative purpose included: 1. gain-
ing knowledge about medications and
their side effects through education, 2.
overcoming stigma, 3. developing sim-
ple language to explain their medication
and its function to questioning peers, 4.
learning to effectively mediate with the
school (i.e. to arrange for medication to
be taken, for example, without announc-
ing it to the “whole world” on the pub-
lic address system), and 5. developing
refusal skills to prevent them from us-
ing alcohol and other drugs. As the pur-
pose took shape and reflected some of the
needs and wants of the group members,
their resistance lessened. They recognized
that the group could be about more than,
“just making sure we take our medication.”

Tina Reich, PhD, Director
Nassau-Suffolk Mental Health Center

ipolar diagnosis has changed

since most of us have had our

training. Studies have shown

that it takes the average bipolar
patient 7 years to be accurately diagnosed.
The classic patient who presents in a
manic episode is easy to diagnose. How-
ever, most bipolar patients present when
in a depressive episode. Research has
indicated that depressive episodes in-
crease over the life span, and therefore,
we are more likely to see a bipolar patient
during a depressive episode. Also depres-
sive symptoms are more ego dystonic to

patients, and they will present for treat-
ment more at those times. Accurate diag-
nosis is crucial in terms of how a patient
is medicated. Bipolar patients, at best will
be partial responders to antidepressants,
and at worst, antidepressants may precipi-
tate manic episodes or more rapid cycling.

There are severa ways to improve the
accuracy of our diagnosis. The most im-
portant is to take a complete history. Are
there family members with a bipolar diag-
nosis? There is a strong genetic compo-
nent. First degree relatives may be ten
times more likely to share the diagnosis,
then the general population. Also it is
very important to take a detailed history
of the patient’s symptoms. You need to
look for the presence of other depressive

episodes. Also the occurrence of two
types of depression in the same patient
may signal the presence of a bipolar disor-
der. Patients may experience a depression
characterized by underactivation, apathy,
withdrawal, amotivation and also experi-
ence and an overactive depression, char-
acterized by irritability, anxiety, restless-
ness, and a racing, “jump out of your
skin” feeling.. In this regard it is impor-
tant to note that manic states often do not
include “highs’ or up moods. The patient
may present with a dysphoric agitated
state. The patient may describe mood in-
stability and lability. Also manic symp-
toms may be more ego syntonic to the pa
tient. They may not report to you shopping
sprees or periods of deeplessness and

“intense cregtivity.” A history of substance
abuse, gambling, instability in relationships
may aso indicate a bipolar diagnosis, if
combined with the affective ingtability.

Another suggestion is to have the pa-
tient fill out The Mood Disorder Ques-
tionnaire, a your first consultation. Stud-
ies have shown that patients often reveal
more to a self-report instrument than in a
clinical interview. The presence of at |least
7 “yes’ answers, coupled with “yes’ on
Question 2, plus “moderate” or “serious’
on Question 3, may be indicative of a
bipolar disorder diagnosis.

With a little more effort (and some
“detective work”) each one of us can be-
come experts in diagnosing this complex,
and often hidden disorder. o
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Preventing M edical Emergencies. Lithium Toxicity

By Colm James M cCarthy
Emergency Medical Technician

ithium was the first medication

made available to treat mania

Many physicians still regard it

as one of the most effective
medications in all of psychiatry. Lithium
is taken orally and the pills dissolve in the
Gl tract and are absorbed from there into
the blood. Since lithium is a sdlt, it is
eliminated from the body by the kidneys.
Lithium's half life in the body (the
amount of time to reduce the total amount
of lithium by 50%) ranges from 12-27
hours. In the elderly and those suffering
from kidney disease, the half life can be
considerably longer.

There is no “right” lithium dose for
everyone. Rather, a simple blood test is
required to monitor lithium's concentra-
tion in the blood. This alows doctors to
lithium doses are individually adjusted to
achieve an effective blood level. The
therapeutic serum level is between 0.7-1.4
milli-equivalents per liter (mEg/L). The
upper levels are often used to control
acute mania. Once the dose necessary to
achieve an effective level is found, blood
tests continue but less frequently, because
the toxic level common begins around 1.5
mEg/L or, sometimes, even lower. The
toxic level is very close or even overlaps
the therapeutic range. . Too much lithium
may cause toxicity but too little may lead

Colm James M cCarthy

to relapse into mania. Since there is a
very small difference between the amount
of lithium that can be hepful and the
amount that can be harmful (technically
caled a narrow therapeutic index), lith-
ium must be closely monitored. Never-
theless, every year in the United States
there are approximately 10,000 cases of
moderate to sever lithium toxicity, and
20% of these cases occur in children

younger than 19 years old. These cases of
toxicity may be the result of intentional or
accidental overdose or they may be the re-
sult of other factors that may contribute to
the development of elevated lithium levels.
What are the signs of lithium toxicity?

e  Shaking and trembling

« Nauseaand Vomiting

e Slurred speech

e Confusion

¢ Abdominal pain

o Diarhea

o Weakness, fatigue and |lethargy
o Unsteadiness on the feet

+ Uncoordinated movement of the
hands and arms

o Muscle twitching, and seizures
e Coma

The early signs of lithium toxicity are
diarrhea, vomiting, drowsiness, muscular
weakness, and lack of coordination. As
the toxicity worsens the more severe igsof
toxocoty are seen. These include failure
or irregular muscle action, giddiness, tin-
nitus (ringing in the ears), blurred vision,
and a large output of dilute urine. All of
these signs worsen as the amount of lith-
ium in the blood increases. Fortunately,
most cases of lithium toxicity have a very
good outcome, but up to 10% of individu-
as with severe toxicity will develop

chronic neurological problems.

What should you do if some may be
toxic? What will happen to them?

If you or aloved one has these symp-
toms of lithium toxicity, do not take any
more lithium unless you are told to do so
by your doctor, but do drink a few glasses
of water. Immediately go to a hospital,
even if you are not sure if you are really
toxic. . (Better safe than sorry). If some-
one can not drive you there call 911 and
have the police take you. Potentialy toxic
patients should not drive. Bring al medica
tion bottles (including al over the counter
medi cations bottles) to the hospital.

Once you have arrived at the hospital,
your blood test will be taken and the
medical staff will monitor your heart and
level of consciousness. Typically you will
receive |V fluids and in very severe cases,
rena dialysis. Patients with suspected
lithium toxicity are usually observed for
a least 24 hours to make sure they are
fine and most patients recover within this
time. However, in severe cases, clinical
improvement may take up to three weeks.

How to prevent lithium toxicity.
The best emergencies are those that do
not happen and prevention of lithium tox-
icity isrelatively easy.

see Emergencies on page 26

South Shore
Child Guidance Center

Mental Health Services
for Children & Their Families

Children’s Emergency Services

Chemical Dependency Treatment Services
for Children & Adolescents

17 West Merrick Road
Freeport, NY 11520

upstairs from Washington Mutual Bank

Phone: 516 868-3030
Fax: 516 868-3374

Email: clinic@southshorechildguid.org
Website: www.southshorechildguidance.org

North )
ShorelLl j

The Zucker

Hillsidle Hospital

North Shore-Long Island Jewish Health System

We ar e seeking patients who developed agranulocytosis
while being treated with clozapine (Clozaril, FazaClo)

 Patient isage 18 or over

 Patient was diagnosed with agranulocytosis (ANC<500mm3) or
granulocytopenia (ANC<1000mmg) during treatment with clozapine

« Patient was discontinued from clozapine treatment at time of
the occurrence of the agranulocytosis or granulocytopenia

« Patient is able to provide informed consent

Assisting usin thiseffort is easy.
Call usat 1-866-621-6898.

Sudy is sponsored by the
National Institute of Mental Health (NIMH)

Only one procedure;
patient will have a single blood sample drawn.

This study is being conducted by

Anil Malhotra, MD
The Zucker Hillside Hospital
Psychiatry Research Department
Glen Oaks, NY 11004

For more information:
email: ahoward@nshs.edu
or call (718) 470-8563




1 in 5 People
Will Experience a Mental Illness
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Mental 1llness doesn’t discriminate,
and neither should you.
(Give everyone in our community a chance,
with employment, with housing
and most of all, with respect.
You can make a difference.

Call today for your free guide
to understanding mental 1llness.

Call:

516-504-HELP  &##

www.mhanc.org e
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1 in 4 adults suffer from a Open Access.
diagnosable mental disorder Because different people
in any given year.' have different needs.

Open access is especially important in the treatment of Bristol-Myers Squibb supports open and unrestricted
mental disorders because the response to therapy can access to mental health medications. For people with
vary greatly from individual to individual and from one | mental illness, having access to newer and potentially
medication to the next. Restrictions in the form of prior more effective medications can be a crucial component
authorizations and preferred lists may have the unintended | of treatment.
consequences of jeopardizing patient health while failing

NA

to reduce Costs. Sy Bristol-Myers Squibb

SUPPORT OPEN ACCESS AND GIVE PROVIDERSTHE FREEDOM TO FIND THE MOST APPROPRIATE MEDICATION FOR EACH INDIVIDUAL.

1. National Institute of Mental Health. Available at: http:/fwww.nimh.nih.govhealthinformation/statisticsmenu.cfim. Accessed August 7, 2006.
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“Clinical Excellence in Mental Health Care - 24 Hours a Day, 7 Days a Week”

800 Cross River Road ¢ Katonah, NY 10536  1-914-763-8151 ¢ 1-800-528-6624 » www.fourwindshospital.com

The Development of Resiliency in Adolescence

By Barbara Greenberg, PhD
Four Winds Hospital
Program Director of Adolescent Unit

nne Frank clearly describes a
resilient mindset in her diary:
“l have lots of courage, | a-
ways feel so strong and as if |
can bear a great deal, | feel so free and so
young! | was glad when | first realized it,
because | don't think | shall easily bow
down before the blows that inevitably
come to everyone.” (Frank 1993, 260)

While this courageous young girl was
able to describe her ability to deal with
adversity, many adolescents also face
their struggles with hope and competence.
While amost all adolescents experience
this time period as tumultuous, nonethe-
less most grow into adulthood with the
ability to face struggles boldly. Adoles-
cents that are encouraged to navigate this
time with courage, often development a
set of strengths that they are able to tap
into for the rest of their lives.

Resilience is the ability to adapt suc-
cessfully to difficult or chalenging life
events. As parents, we are in the unique
position of teaching our children the
qualities that will assist them in bouncing
back from disappointments and thriving
even when faced with pressure and chal-
lenges. Our goal, of course, is to raise
children who will deal with problems
without acting in self-destructive ways.
The most effective way of teaching our
children to be resilient is to role-model
resilient attitudes and problem solving
styles. Clearly as Bandura, 1977, stated;
individuals are most likely to imitate
those behaviors that result in successful
outcomes. Thus, as parents we are in the
unenviable position of being the most
important role models for effective behav-
ior for our children.

Parents often wonder what these resil-
ient characteristics are. The answers are
not necessarily what one would expect.
Consider for example, modeling what
Siebert, 1966, describes as the ability to
respond flexibly in any situation. Thisis
the ability to act one way or another de-
pending on what the situation calls for.
So, it is important to model being sensi-
tive and unreactive, shy and bold; the

same holds true for all behaviors. Dem-
onstrating the use of all types of behaviors
teaches children to be flexible. Flexibility
leads to adaptability, which is the key
characteristic of anyone who is able to
meet the challenges of daily life in a
healthy, competent manner. Consider:
there are situations in which being serious
is more adaptive and others in which be-
ing silly can defuse a difficult atmosphere.
There are situations in which it is helpful
to appear involved and others in which it
is helpful to present as less interested.
When considering the qualities of those who
appear to get through the day effortlesdy
one often thinks of those who in adulthood
maintain the playfulness of children and the
wisdom attained in adulthood.

Keep in mind that you are more likely
to raise thinking, highly resilient children,
if you yourself model an ability to tap into
a varied repertoire of responses including
playful buoyancy, seriousness, and other
varied behaviors as they seem appropriate
for the situation at hand.

It ismy belief that al children are born
with the ability to be resilient. It is an
error to believe that one is either born
with resiliency or with a deficit in this
trait. Like any other skill, resiliency, the

ability to rise above adversity and to re-
cover and to function following setbacks,
can be taught.

In an effort to foster our children’s
ability to thrive and experience pleasures
in our less than perfect world, there are
many things that we as parents and practi-
tioners can do. First and foremost, the
child needs to know that you believe in
him/her. This also involves the ability to
tolerate your child's mistakes and some-
times mishandling of situations. You
must resist the urge to take over and han-
dle dl difficult situations for your child.
You want to give the child the message
that you believe in her and that you would
like to see her attempt to manage the
situation. Over time, the child will be-
come more proficient at dealing with the
subtleties inherent in complicated situa-
tions. If you consistently take over situa-
tions, the child is getting the message that
you don't believe in them and that they
are incompetent to handle situations.
Children and their parents must learn to
tolerate ambiguity and the lack of a quick
solution to most problems.

In therapy with adolescents, it is cru-
cia that therapists assess the child’'s
strengths and help the child build on

these. Typicaly, when adolescents are
brought to therapy; they feel inadequate
having been unable to negotiate peer and/
or familial problems. They often feel
overwhelmed by school and other issues.

The goa of therapy then should be to
help the adolescents understand and inter-
pret socia situations accurately. Many
distort situations and feel that others dis-
like them when this is actualy not the
case. Many aso fed terribly misunder-
stood by their parents. The goals in this
case is to teach the children how to com-
municate honestly and precisely with their
parents. Teaching adolescents how to
interpret situations accurately and how
to make them understood adds two sig-
nificant strengths to their repertoire of
positive skills. As they get more and
more practice using these skills they
will become more confident as they
gain a higher level of social understand-
ing and an improved ability to be under-
stood by others.

Additional strengths that adolescents
can learn in therapy are the ability to tol-
erate ambiguity, emotion and disappoint-
ment. Learning that these experiences are
common to al is often a surprise to the
adolescent who fedl that they are aone
with their feelings of unpleasant emo-
tions, lack of clarity, and disappointments.
In therapy, they can be taught to engage in
positive self-talk, despite having experi-
enced frustrations and unpleasant situa-
tions. Positive self-talk can lead to posi-
tive expectations and optimism. Opti-
mism, in turn leads to a tendency to both
try new and engage in new activities and
an overall sense of confidence and resil-
iency over time. The optimistic child is
less likely to retreat significantly follow-
ing a setback. This child is more inclined
to forge ahead and expect success.

As our adolescents learn new skills to
cope with the occurrences of daily life,
they are also learning how to deal with
adversity. As one feels confident in the
ability to handle everyday events, this
overall feeling of confidence will foster a
sense of resiliency. When the adolescent
begins to believe that she has a sense of
mastery over most situations; she will
recover more quickly from adversity with
the sense that she will return once again to
leading an effective, competent life. o

Four Winds Hospital isthe leading provider of Child and Adolescent Mental Health services

in the Northeast. In addition to Child and Adolescent Services, Four Winds also provides comprehensive
| npatient and Outpatient mental health services for Adults, including psychiatric and dual diagnosis treatment.
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FOUR WINDS HOSPITAL * FALL 2007

October 2007

GRAND ROUNDS
Friday, October 12 ¢ 9:30 - 11:00 am

Bullying Prevention:
Hidden Dangers,
Unseen Opportunities

Andrea Fallick, LCSW, CASAC, CPP

Assistant Director for School Based Programs,
Student Assistance Services; Certified Olweus
Bullying Prevention Trainer Assistant Director for
School Based Programs, Student Assistance Services; Certified Olweus
Bullying Prevention Trainer

This session on bullying will provide practical information and skills to
mental health professionals, school personnel, administrators, and others
who are concerned about the effects of bullying on children who bully,
targets of bullying, and bystanders. Drawing on research and theory this
workshop will help participants to:

¢ Examine the short and long term effects of bullying on children.

¢ Understand how to identify the wide range of bullying related behavior
and how one can intervene in the schools, private practices and in
other programs to help children who are the targets of bullying or who
bully others.

Fee: $15.00 payable to Four Winds Hospital
1.5 CME Credits Available

SPECIAL TRAINING
Thursday, October 18
9:30 am - 12:00 pm
Child Abuse Identification
and Reporting

Valerie Saltz, L.C.S.W,
Four Winds Hospital

New York State recognizes certain professionals to be specially equipped to
hold the important role of mandated reporter of child abuse or maltreat-
ment. These include Mental Health Counselors, Marriage and Family
Therapists, Creative Arts Therapists, Licensed Social Workers, Physicians,
Dentists, Psychologists, RN’s, School Administrators, Teachers, etc. A State
Education Department Certificate of Completion will be given at the end
of the class.

Fee: $45.00 payable to the Four Winds Foundation, a not-for-profit
organization

All of the Grand Rounds, Special Trainings and
Special Events will be held at the Four Winds Hospital
Conference Center unless otherwise noted.

Registration is Required for All Programs.
Please Call 1-800-546-1754 ext. 2413.
Register online at www.fourwindshospital.com

November 2007

GRAND ROUNDS
Friday, November 9, 2007 « 9:30 - 11:00 am

Post Traumatic Stress Disorder: How To
Help Our Veterans Recapture Their Lives

Larry Winters, BPS, LMHC

Senior Clinician, Four Winds Hospital, Katonah, NY;
Vietnam Veteran and Author, The Making and Un-Making of a Marine

There have been 250,000 troops deployed in Iraq since the beginning of
the war, making the number of veterans returning home to their lives ever
increasing. What is the fate of these men and women after they have
finished serving our country? How can we integrate these men and
women back into our culture? At the conclusion of this program
participants should be able to:

¢ Identify and describe the physical, psychic and spiritual pain
soldiers carry.

¢ Understand the significance of PTSD, addiction and other mental health
conditions as risk factors for veterans.

¢ Explore ways for our veterans to reintegrate into their worlds.
Fee: $15.00 payable to Four Winds Hospital
1.5 CME Credits Available

Book Sale Following Lecture

GRAND ROUNDS
Friday, November 30 ¢ 9:30 - 11:00 am

Confronting lliness and Disability:
Coping and Resiliency Strategies
for Older Adults

The Werner & Elaine Dannheisser Memorial Lecture Series

David Drassner, Ph.D.

Psychologist in Independent Practice, Rockland County, NY;
President, Rockland Resiliency Institute

Older adults often confront illness and disability challenges, which
precipitate or are concurrent with other stressors in the emotional, financial,
family, social and occupational domains. While themes of loss and decline
are often associated with such life events, these experiences can also be
transformative in eliciting coping, resilience, and for many, the perception
of “derived benefits” despite adversity. This program will enable
participants to:

¢ Explore the nature of “invisible disability.”

¢ Enhance their knowledge of the “posttraumatic growth paradigm” and
the positive transformative potential inherent in overtly adverse events.

¢ Enhance counseling and intervention strategies, which amplify
coping and resilience in older adults.

Fee: $20.00 payable to the Four Winds Foundation, a not-for-profit
organization
1.5 CME Credits Available

This lecture is made possible by a Grant from the Werner & Elaine Dannheisser
Testamentary Trust Fund.
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Community and Professional Education Programs

December 2007

SPECIAL EVENT
Friday, December 7 ¢ 9:30 - 11:30 am

West Side Story at 50:
The Mind and Music of
Leonard Bernstein

Richard Kogan, M.D.

Director of the Human Sexuality Program, Weill-Cornell Medical Center
and New York Presbyterian Hospital; Private Practice, New York City

Composer, conductor, educator, and pianist, Leonard Bernstein was one of
the most brilliantly gifted and charismatic figures in all of classical music.
And yet, in spite of his dazzling achievements--probably the greatest
conductor of his generation, the composer of West Side Story, Mass, The Age
of Anxiety, and other masterpieces, a television personality who opened the
world of classical music to millions--he himself was never fully satisfied
with his accomplishments. How did Bernstein's complex inner--and
outer--life affect his work as a composer? How do we hear this in his
music? In this lecture and concert, on the occasion of the 50th anniversary
of the Broadway premiere of West Side Story, Dr. Richard Kogan will
examine Bernstein’s genius, giving a psychiatrist’s perspective on
Bernstein’s often-conflicted personality. Illustrating his insights, he will
perform some of Bernstein’s greatest music. This program will enable
participants to:

¢ Understand some of the fundamental concepts about creativity.

¢ Recognize the psychological factors that influenced Bernstein's artistic
development.

Fee: $20.00 payable to Four Winds Hospital
2.0 CME Credits Available

Albert Einstein College of Medicine designates each
continuing medical education activity for a maximum of 2.0
category 1 credits towards the AMA Physician’s Recognition
Award. Each physician should claim only those credits that
he/she actually spent in the educational activity.

This activity has been planned and implemented in accordance with the
Essential Areas and Policies of the Accreditation Council for Continuing Medical
Education (ACCME) through the joint sponsorship of Albert Einstein College of
Medicine and Four Winds Hospital. Albert Einstein College of Medicine is acred-
ited by the ACCME to provide continuing medical education for physicians.

These programs will be of interest to: physicians, physician’s assistants,

psychologists, nurse practitioners, social workers, mental health providers, EAP’s,
education professionals, school counselors, RN’s and consumers.

HOSPITAL

OUR UNIQUE APPROACH
TO CHILD AND
ADOLESCENT TREATMENT

Children and adolescents are treated in distinct,
age-appropriate programs with the treatment milieu
focused on each age group’s developmental issues.

Programs include:

* 5-8 years old: provides a nurturing, therapeutic,
home-like environment

e 9-12 years old: focuses on developing social
skills and mastering impulse control

e 12-14 years old: provides a balanced nurturing
and structured environment, promoting healthy
communication

e 15-17 years old: focuses on empowering
adolescents through peer support and feedback

Each unit, led by a multidisciplinary clinical team,
mirrors a school setting that promotes shared
competencies and encourages bonding. Family/
caregivers are a primary focus within all age groups
and we encourage their active participation. Four
Winds’ on-grounds school works closely with the
home school district to assist the child/adolescent in
a smooth transition back to the classroom.

For further information
or to arrange a tour
of our campus please
contact Marketing at
1-800-546-1754
ext. 2413

24 Hours a Day,
7 Days a Week
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A Bravura Musical Performance and a Mental Health L ecture

Pilanist and Psychiatrist Dr. Richard Kogan Appear at Four Winds

By Eve Marx
Thisarticlewasoriginally
published in the Record Review

amans used music as medicine,

said Richard Kogan, M.D., refer-

ing to the unique connection

etween music and the mind. Dr.

Kogan speaks of what he knows. A sto-

ried psychiatrist and Director of the Hu-

man Sexuality Program at Weill-Cornell

Medical Center and New York Presbyte-

rian Hospital, the doctor is also an ac-

claimed concert pianist. On December 8"

he visited Four Winds Hospital in Cross

River to play for a packed house of thera

pists, doctors and psychiatric social workers

who came to hear him discuss the mind of

George Gershwin, one of the century's

greatest composers and a sufferer of impul-
sivity, inattentiveness and hyperactivity.

Alternately seated in front of a baby
grand piano or standing behind a podium,
Dr. Kogan explained that George
Gershwin's childhood could have “gone
off the rails if not for music.” The
Gershwin household was peripatetic to
say the least. Madcap socializers and petty
gamblers, the family moved 28 times be-
fore George turned 18. “The children raised
themsdves” Dr. Kogan sdd. “The parents
weretoo busy living their own lives”

Early on, George displayed behaviora
problems. Today he would have been
dosed with Ritdin. Ira, his older brother
took on the role of parent, arole he would
have throughout the two brothers' lives.
When George was quite young, he be-
came friends with a boy who played the
violin and George was able to persuade his
parents to pay for piano lessons. As soon as
he took up the instrument, many of his most
egregious behaviora problems disappeared.

George Gershwin’s ego was enormous.
At first it surpassed his talent. “He was
convinced of his own excellence even
before he was very proficient,” Dr. Kogan
said. Gershwin dropped out of school at
15 to become a song plugger on Tin Pan
Alley. It was the heyday of sheet music
and he was soon hired to annotate the
music of Irving Berlin. Early on, he
chafed at the notion of playing other peo-
ples songs, so thejob didn't last long.

While still in their teens, George and
Ira Gershwin hit the ground running as a
song writing team. Ira was a stabilizing
force in his brother’s mercurial life. They
got a big break when Paul Whiteman as-
sembled a panel on American music and
George composed “Rhapsody in Blue,” as
his contribution. One of Gershwin's great
gifts, Dr. Kogan said, was, “His remark-

able ability to construct music out of what
other people would perceive as noise.”

A gifted pianist in his own right, Dr.
Kogan held the audience in rapt attention
with selections from “An American in
Paris,” “Rhapsody in Blue,” and “Porgy
and Bess.” Many closed their eyes to bet-
ter absorbed the music and alow it to
wash over them. It was very healing just
to be there, listening. In between songs,
Dr. Kogan spoke of Gershwin being a
bundle of nervous energy and retold
Gershwin's famous remark regarding the
jerky, fast pace of much of his music.
“We live in an age of staccato not ri-
gatto,” Gershwin said.

Gershwin, the individual, he said, was
sometimes hard to take. “He bragged con-
stantly about his sexual prowess, never
giving up his bachelor status,” the psy-

chiatrist said. “He was rude and liked to
keep people waiting and he spoke about
himself in the third person.” And yet the
man was staggeringly compelling and
appealing and maintained an extraordinar-
ily close relationship with his family, even
if they were exhausting. “His father was
not too swift,” Dr. Kogan said.

George Gershwin experienced his first
spells of depression at the age of 35, for
which he sought psychiatric treatment. He
was in therapy five times a week for a
year before he decided it was interrupting
his creative processes. He moved to Hol-
lywood to score films, work he found
emotionally unfulfilling. By then the brain
tumor that eventually would kill him was
causing him to have headaches and ex-
perience memory loss. Composing right
up until the moment he checked into Ce-
dars Lebanon Hospital in Los Angeles, he
was deemed such an important patient
that no neurosurgeon felt qualified to op-
erate. Gershwin died rather quickly at the
age of 38, leaving behind an legacy of
music that continues to bring in royalties
to this day. His ego being too great to
have planned for his demise, Gershwin
died intestate, al his property passed to
his mother. He is interred at the West-
chester Hills Cemetery in Hastings-on-
Hudson. His music lives on, elevating
spirits and transporting audiences, not just
a Carnegie Hall, but in the conference
room of Four Winds.

For more information about the hospi-
tal’s Grand Round series which begins
again in the spring, contact the marketing
department at 1-800-546-1754, ext. 2413.
For copies of Dr. Kogan's new DVD,
“Musdc & the Mind,” a unique presentation
and performance featuring the life and works
of dasscd composas contect TouchStar
Productions at keb@touchgtarpro.com. o

¢ 30 minutes from White Plains
¢ 30 minutes from Stamford, CT
¢ 40 minutes from the Tappan Zee Bridge

¢ 40 minutes from the George Washington Bridge
¢ 50 minutes from midtown Manhattan

¢ 50 minutes from the Newburgh Beacon Bridge
¢ 60 minutes from New Haven, CT

Four Winds participates in most insurance plans, NY
Medicaid (under 21 and over 64), Managed Medicaid for all
ages, Medicare and the CT Behavioral Health Partnership

1We’'re Closer Than You Think... ;%tgggg

Easy Access to Inpatient and Partial Hospital Mental Health
Treatment Services for Children, Adolescents and Adults.

HOSPITAL

Please inquire about
transportation assistance.

Four Winds Hospital...
Just a phone call away!

For Information or to
Make a Rerferral

Call 1-800-546-1754

Ext. 2413
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St. Vincent’s Hospital Westchester and (3 by

The Westchester County Office of Hispanic Affairs 6'5 b

Present: 4 7?
4

The First Latino
Mental Health Summit

Cumbre Latina de Salud Mental
Thursday, October 18, 1:00 p.m. to 5:00 p.m.

St. Vincent's Hospital Westchester
275 North Street, Harrison, NY 10528

Topics will include:
e Emotional Impact of Immigration on Westchester’s Hispanic Families

o Effects of Substance Abuse on the Latino Family
e Resistance and Engagement Strategies: Accessing Agencies and Services

The conference will conclude with an interactive panel discussion of
available support services and how to access them on behalf of Latino and
immigrant families. The panel (in formation) will include representatives
from area private and public agencies.

There is no cost to attend this presentation, but pre-registration is required by
October 5. SPACE IS LIMITED.

Please register by email to tezekiel@svcmcny.org or call (914) 925-5051.

Westchester St. Vincent’s Hospital
g()\.(_.()m Westchester
Andrew J. Spano, Westchester County Executive 275 North Street_, Harrison_, NY 10528
County Board of Legislators www.svemc.org/westchester

OFFICE FOR HISPANIC AFFAIRS
NORTH AMERICAN FAMILY INSTITUTE, INC.
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NewYork-Presbyterian Psychiatry

NewYork-Presbyterian Psychiatry provides a full continuum of
expert diagnosis and treatment services for adults, adolescents,
children and the elderly with psychiatric, neuropsychiatric,

behavioral or emotional problems.
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NewYork-Presbyterian/Columbia -7~ NewYork:Reesbyterian!Westchester Division

Accomplished specialists in psychiatry, psychopharmacology,
clinical psychology and neurology work together to offer

the highest quality of care that includes the most scientific
advances and state-of-the-art treatment options. With proper
diagnosis and treatment, every mental health condition can

be effectively addressed.

The psychiatric services of NewYork-Presbyterian Hospital are

R eférr a l ranked among the nation’s best by U.S.New & World Report”

To make a referral or for further
information, please call:
Columbia Psychiatry (212) 305-6001

Weill Cornell Psychiatry (888) 694-5700 .
_| NewYork-Presbyterian

www.nyppsychiatry.org ] The University Hospital of Columbia and Cornell
Columbia Psychiatry Weill Cornell Psychiatry
NewYork-Presbyterian Hospitall NewYork-Presbyterian Hospitall New York State New York-Presbyterian Hospitall NewYork-Presbyterian Hospital/
Columbia University The Allen Pavilion Psychiatric Institute Weill Cornell Medical Center The Westchester Division
Medical Center 5141 Broadway 1051 Riverside Drive Payne Whitney Manhattan Payne Whitney Westchester
622 West 168th Streer New York, NY 10034 New York, NY 10032 525 East 68th Street 21 Bluomingdalc Road
New York, NY 10032 212-305-6001 212-543-5000 New York, NY 10021 White Plains, NY 10605
212-503-6001 888-694-5700 888-694-5700
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By Jorge R. Petit, MD
and Jody Silver

ike all mental illnesses, bipolar

disorder poses particular and

difficult challenges. The ex-

treme mood swings characteris-
tic of this disorder can lead to risky be-
havior, damaged relationships and careers
-- and even suicidal thoughts and attempts
if the disorder is not treated adequately or
inatimely fashion.

But we know that individuals with
bipolar disorder (an estimated 84,000
adult residents of New York City suffer
from the disorder over the course of one
year) can lead productive and fulfilling
lives. Recovery from bipolar disorder, as
with any mental illness, is more likely if
the disorder is treated effectively with
therapy, medication and peer support --
and if al stakeholders in the mental hy-
giene system are committed to recovery.

New York City's Department of Hedth
and Menta Hygiene (DOHMH) is commit-
ted to helping consumers work toward re-
covery from bipolar disorder and al other
forms of menta illness. Indeed, many pro-
grams at the Department’ s Division of Men-
tal Hygiene (DMH), including housing, peer
support and hedth and wellness initiatives,
help consumers do just that.

For individuals with bipolar disorder
who are homeless, getting off the street
and into housing is often a crucia first
step in recovery. DOHMH, along with

The Mental BHealth Pews

Jorge R. Petit, MD

other city agencies, is part of New Y ork/
New York Ill, a City-State partnership
that will transform the landscape of sup-
portive housing in the City by creating
9,000 new supportive housing units over
the next 10 years. The program will serve
those with a mental illness, as well as
populations never previoudy served by
government supportive housing programs
in New York City, such as those who

have both a mental illness and a substance
use disorder.

Clubhouses and other programs can
help those who are working toward recov-
ery by employing peers with persona
experience in the mental hygiene system
who serve as positive role models and
offer hope. DMH funds 37 clubhouses at
agencies throughout the City. These club-
houses offer informa gathering places
where consumers partner in their own
healing by sharing experiences and help-
ing one another navigate the social service
system, as well as providing needed em-
ployment, education and social supports.

DMH’s Office of Consumer Affairs
focuses on strengthening the role of con-
sumers in their own recovery. Last year,
the OCA launched the Recovery Pilot
Project, in which peer staff work in con-
tinuing day treatment programs to acceler-
ate consumers recovery. With support
from the OCA and local agencies, peer
facilitators worked at two day treatment
programs. We are currently evaluating the
program and plan to expand it. To further
demonstrate the benefits of employing
consumers, DMH isintroducing this fall a
transitional employment position within
the Division itself that will be filled by
two or three consumers working part time.
This experience will hopefully help the
consumers find permanent jobs.

Recovery from mental illness can also
improve physical health. Indeed, physical
health and mental health are inseparable.
Individuals in the public mental health

system can lose between 13 and 30 years
of potential life, according to an article in
the journal Preventing Chronic Disease
that evaluated public health data in eight
states. DOHMH is doing something about
it. This year, along with community part-
ners, the OCA is sponsoring a yearlong
series of workshops on health, wellness
and recovery. Specific workshops focus
on empowering consumers to take control
of their own health, learn stress-reduction
techniques and understand the side effects
of psychiatric medications.

In June, the Office of Consumer Af-
fairs, along with the New York State Of-
fice of Mental Health, the New York City
Health and Hospitals Corporation and a
host of other groups, also sponsored a
daylong conference on peer specialists
working within the NYC human service
arena at Hunter College in New York
City. Specific workshops at the confer-
ence focused on professional devel opment
and recovery.

The President’s New Freedom Com-
mission on Menta Health called for re-
covery to be the “common, recognized
outcome of mental health services’ in the
United States. Consumersin New Y ork City
and across the country, no matter what their
mental illness, deserve nothing less.

Dr. Petit is Associate Commissioner
for Mental Hygiene at the New York City
Department of Health and Mental Hy-
giene. Jody Slver is director of the Office
of Consumer Affairs at the Department’s
Division of Mental Hygiene. o

Bipolar Spectrum Disorder May Be Underrecognized and | mproperly Treated

By The National I nstitute
of Mental Health (NIMH)

new study supports earlier
estimates of the prevalence of
bipolar disorder in the U.S.
population, and suggests the
illness may be more accurately character-
ized as a spectrum disorder. It also finds
that many people with the illness are not
receiving appropriate treatment. The
study, published in the May 2007 issue of
Archives of General Psychiatry, analyzed
data from the National Comorbidity Sur-
vey Replication (NCSR), a nationwide
survey of mental disorders among 9,282
Americans ages 18 and older. The NCS-R
was funded by the National Institutes of
Health's National Institute of Mental
Health (NIMH).
NIMH researcher Kathleen Merikan-
gas, Ph.D. and colleagues identified
prevalence rates of three subtypes of bipo-

lar spectrum disorder among adults. Bipo-
lar | is considered the classic form of the
illness, in which a person experiences
recurrent episodes of mania and depres-
sion. People with bipolar |l experience a
milder form of mania called hypomania
that alternates with depressive episodes.
People with bipolar disorder not otherwise
specified (BD-NOS), sometimes called
subthreshold bipolar disorder, have manic
and depressive symptoms as well, but
they do not meet strict criteria for any
specific type of bipolar disorder noted in
the Diagnostic and Statistical Manual for
Mental Disorders (DSM-1V), the refer-
ence manua for psychiatric disorders.
Nonetheless, BD-NOS till can signifi-
cantly impair those who have it.

The results indicate that bipolar | and
bipolar 1l each occur in about 1 percent of
the population; BD-NOS occurs in about
2.4 percent of the population. The find-
ings support international studies suggest-
ing that, given its multi-dimensional na-

ture, bipolar disorder may be better char-
acterized as a spectrum disorder.

“Bipolar disorder can manifest itself in
severa different ways. But regardless of
type, the illness takes a huge toll,” said
NIMH Director Thomas R. Insel, M.D.
“The survey's findings reiterate the need
for a more refined understanding of bipo-
lar symptoms, so we can better target
treatment.”

Most respondents with bipolar disorder
reported receiving treatment. Nearly eve-
ryone who had bipolar | or 1l (89 to 95
percent) received some type of treatment,
while 69 percent of those with BD-NOS
were getting treatment. Those with bipo-
lar | or Il were more commonly treated by
psychiatric speciaists, while those with
BD-NOS were more commonly treated by
general medical professionals.

However, not everyone received treat-
ment considered optimal for bipolar disor-
der. Up to 97 percent of those who had
some type of bipolar illness said they had

coexisting psychiatric conditions, such as
anxiety, depression or substance abuse
disorders, and many were in treatment for
those conditions rather than bipolar disor-
der. The researchers found that many
were receiving medication treatment con-
sidered “inappropriate” for bipolar disor-
der, e.g., they were taking an antidepres-
sant or other psychotropic medication in
the absence of a mood stabilizing medica
tion such as lithium, valproate, or car-
bamazepine. Only about 40 percent were
receiving appropriate medication, consid-
ered a mood stabilizer, anticonvulsant or
antipsychotic medication.

“Such a high rate of inappropriate
medication use among people with bipolar
spectrum disorder is a concern,” said Dr.
Merikangas. “It is potentially dangerous
because use of an antidepressant without
the benefit of a mood stabilizer may actu-
ally worsen the condition.”

see Spectrum on page 34
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E-G-S helps individuals and
lies face the challenge of coping

vith mental illness or emotional
problems through a broad array
of treatment interventions and
techniques - all with one focus -
to assist people in their recovery
and help them reach their goals.

Change
Their
Lives

For more information call:

New York Cily

112.366.8038

Long Island

b31.691.334]

FEGS

HEALTH AND HUMAN SERVICES SYSTEM

F-E'G'S mental health programs are licensed by the New York State
Office of Mental Health and are accredited by CARF.

www.fegs.org

A Beneficiary of

UIAQFederation
of New York
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Researchers from page 8

All three investigators hold appointments
on the faculty of the New York Univer-
sity (NYU) School of Medicine. Dr.
Ginsberg is an assistant professor of psy-
chiatry and physiology and neuroscience;
Dr. Levy is an associate professor of psy-
chiatry and pharmacology; and Dr.
Mathews is an assistant professor of psy-
chiatry.

“An important criterion for these
awards was the likelihood that these stud-
ies would have a high impact on the field
of Alzheimer’s research in terms of un-
derstanding the underlying disease
mechanisms or leading the way to treat-
ment,” says Ralph Nixon, PhD, MD, Di-
rector of the CDR at NKI, and a professor
and vice-chair at the NY U Department of
Psychiatry.

“We are very fortunate to obtain this
support and recognition from the Alz-
heimer's Association,” said psychiatrist
Harold Koplewicz, MD, Director of NKI,
and chair of the NYU Department of
Child and Adolescent Psychiatry and the
founder and director of the NYU Child
Study Center. “These investigator-
initiated awards are highly competitive
and rarely do multiple awards go to in-
vestigators at a single institution. We are
fortunate to have these and other talented
scientists at NKI who are at the forefront
of dementia research.”

“All of the Alzheimer's Association’s
research efforts are aimed at some aspect
of improving the quality of life of people
with Alzheimer’s disease and their fami-
lies,” said Maria Carrillo, PhD, director
of medical and scientific relations for the
Alzheimer's Association. “In that spirit,
we're very pleased to fund these three
NKI scientists and their projects that seek
to discover innovative ways to detect,
treat and perhaps prevent Alzheimer's
disease.”

More than 5 million Americans now
have Alzheimer's. Although symptoms
can vary widely, the first problem many

people notice is forgetfulness severe
enough to affect their work, lifelong hob-
biesor social life.

About the NKI Center
for Dementia Research

The Center for Dementia Research
(CDR) is a consortium of independent
laboratories and research programs at the
Nathan Kline Institute. Directed by Ralph
A. Nixon, PhD, MD, the CDR comprises
over 15 principa investigators and 60
staff and is dedicated to studies on the
pathogenesis, diagnosis, and treatment of
Alzheimer’'s disease (AD) and other ma-
jor neurodegenerative diseases. Affiliated
with New York University School of
Medicine, NKI is one of two major insti-
tutes for psychiatric research supported in
part by the Office of Mental Health of the
State of New Y ork.

A maor emphasis of the CDR is
"trandlational" research, which isaimed at
understanding the molecular basis of Alz-
heimer's disease and other neurodegen-
erative states (e.g. Parkinson's disease
(PD), Huntington disease (HD), Amyo-
trophic Lateral Sclerosis (ALS), stroke,
etc.) in order to develop accurate animal
models, which are then used to devise
new strategies for early diagnosis (e.g.
neuroimaging, biomarker identification)
and treatment. The Center’s pre-clinical
research activities interface with the NKI1
Geriatric Research Program (directed by
Nunzio Pomara, MD) focusing on the
development of more effective pharma-
cological strategies for the treatment of
Alzheimer's disease and the identification
of neurobiological predictors of therapeu-
tic response.

The Nathan Kline Institute for Psychi-
atric Research is a facility of the New
York Sate Office of Mental Health. Affili-
ated with New York University School of
Medicine, NKI is known nationally and
internationally for its pioneering contri-
butions to psychiatric research. On the
web at www.rfmh.org/nki o

Emergencies from page 16

1. Have regular lithium level blood tests
as advised by your doctor. Your doctor
will adjust your dose based on these
blood tests. Remember, lithium levels are
always done in the morning and the medi-
cation is not taken before the blood test
that day, but immediately.

2. Drink plenty of fluids, at least 6 glasses
of water (or milk, fruit juice, soft drink)
each day. Be aware that caffeinated
drinks do not count towards this total,
since caffeine is a mild diuretic and
causes the body to lose water.

3. Do not become dehydrated because
the level of lithium in your blood will
increase. Hot sweaty weather, outdoor
work, strenuous exercise, and vomiting
most especially diarrhea all increase wa-
ter loss. It will be important to drink extra
water if these events occur.

4. Do not start a salt-reduced diet while
taking lithium. A low salt intake can in-
crease the level of lithium in the blood.
(Note aso that a high salt intake can
lower the level of lithium in the blood.)

5. Whenever your doctors give you new

medications, always ask them to check to
see if this will alter your lithium level.
Ask your doctor to send you for alithium
level if there is even a question that the
new medication may cause problems with
lithium Remember, too much lithium
may cause toxicity but too little may lead
to relapse into mania. Consider going for
an additiond blood test to make sure that
the level does not decrease, perhaps leading
to arelapse or increase leading to toxicity.

6. Be careful of over the counter medica-
tions. Almost all of the newer pain medi-
cations such as ibuprofen (Advil, Motrin,
et a.), naproxen (Aleve, Anaprox) and
others may raise lithium levels and lead
to toxicity. Speak with your doctor and
pharmacist before you use any of these
medications.

Remember, lithium is one of the most
effective medications in al of medicine.
Your awareness of lithium toxicity and
attention to the hints above will help you
and those you love get the most out of
this medication.

Colm James Mc Carthy is an emergency
medical technician dedicated to educating
people about ways to avoid medical emer-
gencies before they happen. o



Mental Bealth News - New Pork City Section: FFall 2007

Paae 27

1 IC

the mental health association
of new york city, Iinc.

Alleviating Bipolar Disorder with Family Help

By Giselle Stolper

Executive Director

The Mental Health Association
of New York City

he New York City Department

of Hedth and Mental Hygiene

(DOHMH) reports that close to

80,000 New Y orkers, ages 18 to
54, suffer from bipolar disorder, out of an
estimated 320,000 individuas in the same
age group who have psychiatric disorders.
The National Institute of Mental Health
(NIMH) indicates that nationwide, 1 per-
cent of children ages 14 to 18, and about
1.2 percent (2.3 million) of the population
age 18 and older, in any given year, have
bipolar disorder.

Bipolar disorder manifests itself in
extreme mood swings — from euphoria to
extreme depression. Bipolar disorder can
strike children, teenagers, adults and sen-
ior citizens.

Parent Resource Centers Provide
an Umbrella of Support for Families

Children who have parents or relatives
with bipolar disorder are more at risk to
develop theillness. A study by the Mayo
Foundation for Medical Education and
Research (MFMER) finds that a family
history of depression appears to exist in
80 to 90 percent of hipolar cases. All too
often, families do not recognize the early
signs as a treatable illness. Parents can
overlook the fact that they, too, may have
the symptoms of bipolar disorder or a
form of depression that stems from hered-
ity. In many cases, parents assume their
children’s mood swings are merely attrib-
utable to “growing pains,” particularly as
children approach adolescence.

Peer support is vitally important in
helping parents, caregivers and their chil-
dren find the help they need. However,
they may be tangled in a web of bureauc-
racy. That is where the Mental Health
Association of New York City (MHA of
NYC) can help. MHA of NYC Parent
Resource Centers in Manhattan, Queens
and the Bronx are staffed with parent ad-
vocates who have struggled with the prob-
lems of raising children with myriad emo-
tional challenges, bipolar disorder among
them. Parent Resource Center staff mem-
bers have undergone extensive training to
provide a variety of services — providing
information and referrals to other commu-
nity organizations, teaching parenting
skills, running support groups, and assum-
ing an advocacy role in helping families
who are faced with governmental agency
obstacles. The services provided by our
Parent Resource Centers are free with no

Giselle Stolper

waiting time. In addition, services are
provided in English or Spanish, and some
services are also available in Cantonese or
Mandarin.

The Vega family was referred to the
MHA of NYC Parent Resource Center in
Queens by the City’'s Advocate Office.
Mrs. Vega had been diagnosed with bipo-
lar disorder, and her child had been diag-
nosed with attention-deficit/hyperactivity
disorder at age 3 and bipolar disorder at
age 6. She was overwhelmed, angry and
frustrated by the difficulty she had faced
from the Board of Education and various
hospitals as she struggled to get the best
services in place for her child and herself.

As Mrs. Vega was uncertain about the
decision-making process concerning her
child’'s medication, school referrals and
proper evaluations, she requested support
and advocacy from our Parent Resource
Center. Our Queens advocate was able to
help Mrs. Vega prioritize her goas and
coach her in communicating productively
with the providers assigned to her so she
could convey her concerns and enlist their
help and support to get the services she
needed for her child. The advocate also
accompanied Mrs. Vega to her child's
annua Individualized Education Plan
(IEP) review, where she was able to com-
municate her concerns in a much more
positive manner. This proved to be em-
powering, in that her local school dis-
trict’s Committee of Specia Education
(CSE) agreed with her decisions.

Putting the Puzzle Together
to Find Resources and Help

Children normally go through behav-
ioral changes in their development toward

adulthood, and bipolar disorder may not
be the underlying cause. Family members
and friends are usually the first to notice
dramatic “spikes’ in an adult’s behavior.
It is critically important that they recog-
nize the possible signs of bipolar disorder
and encourage the person to seek profes-
sional help in the form of physician
screening, diagnosis, treatment, psycho-
therapy and appropriate medication. One
important aspect is to take a supportive
role and create an atmosphere of ongoing
and consistent help and concern. Delayed
diagnosis can be devastating — not only
to the person who shows symptoms of
bipolar disorder — but to his or her fam-
ily members, friends and co-workers.

MHA of NYC has also developed the
Coordinated Children's Services Initiative
(CCSl) for parents — an innovative
model of care for New York City families
of specia needs youngsters who are at
risk of being removed from the home into
hospitals or residential programs. CCSl is
a multi-agency effort that creates locally
coordinated systems of care. This model
helps youngsters return to school after
long absences and keeps families together
and children symptom free.

CCsSl promotes the core principle that
parents and/or caregivers should be equal
partners with health care professionals to
develop and carry out a thorough program
of coordinated care that addresses the
fragmented and inflexible nature of chil-
dren's services systems. The CCSI pro-
gram includes cooperative interagency
planning and integrated services, indi-
vidualized care planning and a strength-
based approach that emphasizes the em-
powerment of clients as full partners in
their service planning.

The CCSl model uses family network
conferences to bring together representa-
tives of al the agencies and community
resources involved in a child's treatment.
During a meeting with the family, these
representatives develop a coordinated care
plan to help keep the child at home or in
the community.

While there is no quick-fix solution for
bipolar disorder, early screening and diag-
nosis, followed by a regimen of medica
tion, psychotherapy, and self-care go a
long way toward alleviating and stabiliz-
ing the condition.

If you believe that you, or aloved one,
may have symptoms of bipolar disorder,
call 1-800-LIFENET for more informa-
tion about screening and referrals to treat-
ment. LifeNet is operated by the MHA of
NYC in partnership with the NYC De-
partment of Health and Mental Hygiene.

Cathy Moran, Director of Children &
Family Services for CCS contributed to
thisarticle. o

Look for the Warning Signsin Your
Children to Get Early Treatment

Children and teenagers with bipolar
disorder can be effectively treated.
Patient and family education is im-
portant, coupled with mood stabiliz-
ing medications and psychotherapy.
When mood swings are first noticed,
parents should observe and monitor
their child's behavior over an ex-
tended period of time. Should the
mood swings continue, an evaluation
by a child or adolescent psychiatrist
to identify bipolar disorder should be
done, followed by appropriate treat-
ment and medication.

Parents should keep a watchful eye
when they suspect unusual emational
and behavioral symptoms of “highs’
or mania in their children, and care-
fully monitor the pattern. Manic be-
havior includes:

o  Incressed energy and/or restlessness
o Lack of sleep

o Aggressive and defiant behavior

o Frequent temper tantrums

o Excessive and rapid talking/
easily distracted

o Declinein academic functioning

Conversely, parents may witness a
radical change in behavior within
days (or even hours) when their chil-
dren sink into a depressive state. Be
on the lookout for:

e Lossof appetite

o Lack of interest in school and
activities

o Extremefeelings of sadness and
hopel essness

o Inability to concentrate
o lIrrational fear and anxiety

o Decrease interest in maintaining
peer relationships
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Many Faces of Bipolar Disorder

By Richard J. Gersh, MD
Executive Deputy Chief Psychiatrist
Jewish Board of Family and
Children’s Services

arry is the life of the party.
He's fun, energetic, creative,
with a quick wit and charm.
He talks a mile a minute and
seems to be juggling severa projects at
once, without needing much time to stop
for sleep or even meals. People envy him,
but even close friends and family don’t
know about the periods when he with-
draws and doesn’'t function for days or
weeks at atime. He's not merely a super
achiever; Harry has bipolar disorder.

Sally has a history of depressive epi-
sodes over several years. She responds
well to antidepressants, and functions
very well when she is not depressed. She
is able to stop taking medication and con-
tinue to do well for months or years at a
time, before her next episode of depres-
sion. At times she feels so good, in fact,
that she treats herself to expensive items
and spur of the moment vacations. Her
psychiatrist feds Saly has recurrent depres-
sion, but she actually has bipolar disorder.

Bobby is having trouble in grade
school. He interrupts his friends, can't
stay with one task very long, has diffi-
culty completing assignments, and tends
to be moody and irritable. His teachers
think he may have attention deficit disor-
der, but Bobby has bipolar disorder.

Martha spent years in a state psychiat-
ric facility, having periods of extreme
agitation because she believed others were
jealous and continually trying to kill her.
At times she filled notebooks with her
delusional theories of re-ordering the
world. Other times she was isoldtive,
motionless, and silent. She has made sev-
eral suicide attempts. She was diagnosed
with schizophrenia and treated with first-
generation antipsychotics, which left her
sedated, with involuntary muscle move-
ments. Eventually a new doctor reas-
sessed her case, changed her antipsychotic
to lithium, and she was able to return
home and start working again. She didn’t

Richard J. Gersh, MD

have schizophrenia. Martha has bipolar
disorder.

It's not that bipolar disorder is hard to
diagnose, but it is easy to misdiagnose,
and easy to miss altogether. Classicaly it
is characterized by periods of depression
and periods of mania, with periods of nor-
mal mood and functioning in between.
Not everyone with bipolar disorder, how-
ever, presents with the familiar clear-cut
signs and symptoms. The good news is
that, when recognized correctly, very
good treatments are available, and out-
comes can be excellent.

The example of Harry is, perhaps, the
most challenging subject to treat properly,
or a al. During his manic episodes he
feels terrific, experiencing explosions of
creativity and energy, and his life can be
quite exciting and fun. These manic epi-
sodes are not so severe that he needs hos-
pitalization; he does not become overly
grandiose or delusional, and his wild be-
havior is interpreted by others as eccentric
and colorful. His depressive episodes are,
similarly, not so profound that he seeks
help, and easily dismissed as exhaustion
from weeks of working at a break-neck
pace. It would be very hard to convince
Harry that he has a biological disorder,

one that would benefit from treatment
with psychotherapy and medications.
Even if he did seek help — during a par-
ticularly bad depressive episode, for
example—and did accept treatment,
Harry might very possibly stop his
medication after a while. Many indi-
viduals with bipolar disorder miss the
euphoric highs of mania, which are nor-
malized on medication.

Sdly, on the other hand, knows she
has a problem and is comfortable accept-
ing treatment, when she and her doctor
believe she has simple recurrent depres-
sion — sometimes called unipolar depres-
sion to distinguish it from bipolar disor-
der. Taking an antidepressant is fairly
common among her friends these days.
However, this treatment does not ade-
quately prevent episodes of depression
from recurring, and she has these episodes
of mild manic symptoms, which we call
“hypomania,” that undermine her goals.
The proper diagnosis and treatment would
stabilize her life even more, but could be a
“bitter pill” to swallow. Taking medica-
tion for bipolar disorder may not be as
simple as taking an antidepressant from
time to time. What's more, for many, the
diagnosis of bipolar disorder seems so
much more serious and ominous than
regular depression or anxiety. Until she
learns more about it, Sally may initially
believe that having bipolar disorder means
sheisredly crazy.

Similarly, Bobby and his parents may
accept that something is wrong, because
his teachers recognize the signs that his
difficulties warrant specia attention.
ADHD has been the pediatric diagnosis
du jour for many years now. In fact, it is
only relatively recently that psychiatrists
have come to believe that bipolar disorder
can start in childhood. Previoudly it was
seen as a disorder of late adolescence and
early adulthood. ADHD and bipolar dis-
order can exist simultaneously, but the
treatments are very different, and treating
one without the other will be frustrating.
Some behaviors will improve, but other
problems will remain. If the wrong diag-
nosis is made, valuable time can be lost.
With proper treatment, Bobby can do

quite well, and realize his potential.

Severe bipolar disorder, especially
manic episodes with prominent psychotic
features, can easily be mistaken for
schizophrenia. Antipsychotics, prescribed
to treat schizophrenia, can actualy im-
prove bipolar disorder quite nicely, and
were the standard treatment before lithium
was introduced in the 1960's, followed by
other mood stabilizers. The older antipsy-
chotics, such as Thorazine and Haldol,
were likely to cause muscular side effects,
such as stiffness, tremors and involuntary
movements. Many clinicians believe pa
tients with bipolar disorder, in contrast to
patients with schizophrenia, are more
likely to develop these side effects from
the older antipsychotics, so it isimportant
to recognize the difference. Newer antip-
sychotics, such as Risperdal, Zyprexa and
Seroquel, have been shown to be effective
in treating aspects of bipolar disorder,
with less likelihood of producing these
side effects. Mood stabilizers, such as
lithium, Depakote, Lamictal and car-
bamazepine, are still considered important
options for treatment.

Medications, as good as they can be at
managing bipolar disorder, will not enter
the picture without proper diagnosis and
achieving an effective aliance between
patient and clinician. The key, accord-
ingly, is often time, patience, careful lis-
tening, and asking the right questions.
Then comes education, encouragement
and support. Thankfully, there is material
available to help patients learn about bi-
polar disorder: signs and symptoms to
look for, mood charts to monitor the ef-
fects of treatment, famous and successful
individuals sharing their own experiences
with the condition, behavioral recommen-
dations to help stabilize the condition, and
descriptions of the medications involved.

At the Jewish Board of Family and
Children’s Services, we have a compre-
hensive network of services for bipolar
disorder and other menta illness, includ-
ing day treatment programs, supportive
housing and outpatient mental health clin-
ics in al five boroughs. For more infor-
mation, please see our website at
www.jbfcs.org. o

DO YOU HAVE TROUBLE BEING
SOCIAL OR FINDING MOTIVATION?

OR KNOW SOMEONE WHO DOES?

ARE YOU LOOKING FORA
NON-MEDICATION TREATMENT?

Please contact the Clinic Coordinator at

(212) 543-5767

or by e-mail: BBClinic@columbia.edu.

New York Sate Psychiatric I nstitute/Columbia University
IS accepting volunteersinto an outpatient research study
to treat schizophrenia and schizophrenia-like symptoms.

Thisstudy uses magnetic stimulation, an investigational
treatment, to help with social isolation, low motivation,
and loss of interest.

Participants must be 18-55
and in active treatment with a psychiatrist.
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WHEN THE ROAD GETS DIFFICULT,
WE ARE HERE TO HELP.

Jewish Board of Family

=

\ and Children’s Services / / Y

At our 12 community counseling centers, caring e A e e

and highly trained mental health professionals

offer a wide range of services, including: Eﬁ?"x
elnam

The Harry Blumenfeld Counseling Center

m Individual, family, couple and group counseling (718) 882-5000

m Psychiatric assessments and crisis interventions W Riverdale
The J.W. Beatman Counseling Center

(718) 601-2280

MANHATTAN

; - H Manhattan North
JBFCS programs serve all ethnic and religious (212) 795-9888

groups. Confidentiality is carefully protected.

= Medication evaluation and management

B Manhattan West

‘o ix . The Alan and Kathryn Greenberg
Fees are based on a sliding scale. Medicaid, Counseling Center

Medicare and most managed care and private (212) 397-4250
insurance plans accepted. STATEN ISLAND

a beneficiary of M Staten Island
UlA()FederalionL The Morris L. Black Counseling Center
of New Yor (718) 761-9800

.

BROOKLYN
M Bay Ridge
(718) 238-6444

M Boro Park
(718) 435-5700

M Break-Free Adolescent Services
(718) 676-4280

M Mid-Brooklyn
The Rita J. & Stanley H. Kaplan Center
(718) 676-4210

M Southern Brooklyn
The Doris L. Rosenberg Counseling Center
(718) 339-5300

B Starrett City
(718) 642-8955

QUEENS

B Pride of Judea Community Services
(718) 423-6200



Page 30

Mental Bealth News - New Pork City Section: FFall 2007

We're Here When You Need Us

I R N

With a 20-year history in the mental health field and a team of skilled and dedicated staff,
we can tailor our services and housing options to meet the individual needs of your clients
who have mental iliness, mental retardation and/or developmental disabilities.

- We help over 7,000 disabled individuals annually
through our 75 different programs

+ We offer individual and group treatment for
children, teens, adults and families

- Our psychiatrists, licensed social workers and
clinical staff provide services that are culturally
sensitive in languages that meet individual
community needs

- Our services include evaluation, counseling,
consultation, case management, rehabilitation and
vocational treatment and assertive community
outreach

1986

Call us at
866-ICL-ACCESS
(866) 425-2223

ICL.

Improving Lives, Building Hope, Empowering People

- Our specialized housing options include MICA
residences, family reunification programs, a home
for teens and scattered site apartments

- Our mental health clinics offer evidence-based
treatment and best practice approaches

- Our healthcare clinic offers primary and specialty
medical and dental services to special needs
populations

- We have received national and state recognition
and a 2004-2007 accreditation awarded by CARF
for our community housing, therapeutic community
and outpatient treatment programs

2006

Visit our
website at
www.ICLinc.net
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MADISON EAST

The premiere program in New York
for meaningful recovery and treatment
in a private setting

Madison East—the only amenities unit of its kind
in New York City—Dbrings another level of care for
adults seeking meaningful recovery:

+ Expert, personal attention

+ Comprehensive psychological,
psychiatric, and chemical dependency
diagnostic evaluations

+ Personalized treatment plans

+ Consultations as needed with specialists in
neurology, brain-imaging, internal medicine,
and neuro-psychology

+ Individual, group, and family therapy
+ Relapse prevention

+ Stress reduction techniques

« Aftercare planning

...all in a setting of hotel-qulaity rooms,

private baths and gourmet meals.

For further information,
Please call 212-659-8714 or 646-942-3822.

Madison East

The Mount Sinai Medical Center

1425 Madison Avenue (corner of 98th Street)
New York, NY 10029




PAGE 32

MENTAL HEALTH NEWS ~ FALL 2007

A Place to Turn for Help

Children, Adult and Family
Mental Health and Wellness
Trauma Treatment and Domestic Violence
Advocacy and Public Policy
Public Education, Information and Referrals
Volunteering and Partnering

2269 Saw Mill River Road, Building 1A

“ﬁ " r,(»
e Mental Health #
Association of Westchester

Westchester County’s leading resource
for mental health services

www.mhawestchester.org

Elmsford, NY 10523
(914) 345 - 5900

Since 1975 .

Search for Change has been rebuilding lives
and strengthening communities for more than
30 years and continues to be a major force
that provides a safe haven for individuals
recovering from mental illness.

e Residential Services

o Career Support Services

e Private Case Management
24 Hour Staff Support

95 Church Street, Suite 200 « White Plains, New York 10601
(914) 428-5600 fax: (914) 428-5642 www.searchforchange.com

Mental Health Association
of Rockland County

I

improving lives and raising awareness

Mental health services for children, adults and families

706 Executive Blvd., Ste F, Valley Cottage, NY 10989
845-267-2172

www.mharockland.org

Psychotherapy from page 10

psychodynamic and cognitive psychothera-
pies—and the above psychotherapies al use
dements of supportive psychotherapy. In
psychodynamic and cognitive psychotherapies
there is a mgjor focus on personality and be-
havior change whereas in supportive psycho-
therapy the primary god is to help the patient
maintain or reestablish higher best possible
level of functioning given the limitations of the
patient's illness and/or life circumstances.
Patients who mogst benefit from this type of
psychothergpy are those with life-long ill-
nesses such as hipolar disorder, schizophrenia
and recurrent major depression. The therapist
works to maintain a redlity-based relationship
with the patient that is grounded in support,
concern and problem solving. The therapist
uses suggestions, reinforcement, advice, cog-
nitive restructuring, reassurance, limit setting
and redlity testing to help the patient achieve
and maintain higher highest level of psycho-
logica functioning.

Group Psychotherapy

All of the above types of psychotherapy can
be utilized both in an individual setting (the
patient and the therapist), in a group setting or
in treating couples or families. Group psycho-
therapy is an extremely powerful form of psy-
chotheragpy in which not only the therapist but
aso the other group members interact and the
individual patient can avail him or hersdf of
the feedback of the group to either reinforce
positive interactions or to chalenge maladap-
tive interpersona skills and coping mecha
nisms. Groups can be either long term or time
limited; be focused on a specific topic, eg.,
pain management or anxiety disorders, or have
members with a number of different problems
and diagnoses.

Picking the Right Psychotherapy
As discussed above, most forms of psycho-

therapy have criteria and work better for some
illnesses rather than others. However, the

Mind, Body and Spirit

Exceptional Care for the

HALIL-BROOKE

single most important criteria for finding the
“right psychotherapy” is finding the right psy-
chotherapist! The thergpeutic dliance is the
most basic component in any psychotherapy
and is respongble for the mgjority of success-
ful psychotherapy cases. That does not mean
that the patient and the therapist will aways be
in agreement about everything that occurs in
therapy, nor does it mean that the patient will
never get angry with higher therapist. The
thergpeutic dliance is developed when the
patient and therapist agree that they can work
together in psychotherapy with a shared com-
mon goa and a shared belief that working
together will bring a postive benefit to the
patient. In that regard, when psychotherapy is
considered, the prospective patient should try
to meet with severd potentia therapists to
increase the likelihood that he/she will be able
to find one that will optimize the potentia for
development of the critical therapeutic dli-
ance. It is dso important, of course, to know
what kind of thergpy the therapist expects to

utilize and whether that particular therapy is
onethat the patient will be comfortable with.

Once a therapeutic aliance has been devel -
oped the patient is responsible for helping the
therapist monitor the progress of the psycho-
therapy and, if the patient’s goas are not being
met, even with repeated discussions with the
therapist, then the possibility of finding an-
other therapist should be explored.

Conclusion

Psychotherapy is a podtive life dtering
experience. For patients who have difficulties
in coping with physica and menta illness or
with relationship problems, participating in
psychotherapy can lead to a much improved
and more satisfying life.

C. Deborah Cross, MD is President of the
New York Sate Psychiatric Association
(NYSPA), and is Associate Professor of Psychia-
try at New York Medical College, Westchester
Medical Center in Valhalla, New York. O

CHILDREN & ADOLESCENT
MENTAL HEALTH SERVICES AT HALL-BROOKE

Hall-Brooke Behavioral Health Services offers a continuum of care for the treatment
of children and teens with mental health and substance abuse disorders.

Comprehensive and developmentally appropriate inpatient treatment and outpatient
services are specifically designed to assist young people - and their families - who are

BEHAVIORAL HEALTH SERVICES
47 Long Lots Road, Westport, CT 06880

experiencing emotional, behavioral or developmental difficulties.

All programs and services for children and teens are highly structured, take place

in a supportive environment and are designed to encourage positive behavioral

growth and improve functioning.

For more information, visit us at www.hallbrooke.org

Call Toll Free 1-800-LIFE-NOW
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Even
Ditficult
Cases have
Solutions

—
—

Residential Treatment
for Adults 18 & Older

* Behavioral Disorders

* Depression

* Psychosis

* Aspergers

« ADD/ADHD

* Borderline Personality Disorder

o Affective Disorders

T

SLS Residential — .
1-88-8-CRE-4U 2505 Carmel Avenue, Suite 210 — l‘S S —
slsresidential.com | g aster NY 10509 IJ

RE'STTDWENRI——, |
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Medications from page 1

Furthermore, in mania and hypomania
patients typically feel good when they are
ill and it is hard to get anyone that feels
good to seek help, especidly if they will
feel “less good” &fter they are treated.
This all ends up being important because
the medications that are used to treat Uni-
polar depression can make with Bipolar 1, 2
or Mixed persons worse and al of these
people are typicaly showing up at the doc-
tor’ s office saying thet they are depressed.

Medications For Treating Depression

Depression can be treated with a vari-
ety of medications that are all lumped
together as antidepressants. This includes
medications from such different classes as
the tricyclics, the MOAIs , the SSRIs and
the SNRIs. The tricyclics are older medi-
cations such as Amitriptyline (Elavil) and
its metabolite nortriptyline as well as
imipramine (Tofranil) and its metabolite
desipramine. These medications have
more side effects than some of the newer
medications and their use has decreased
over the years.  The MAOIs include
medications such as tranylcypramine
(Parnate), phenelzine (Nardil) and severa
others. These medications require a spe-
cial diet so they are not often the first
choice drug for depression. The SSRIs
are the newer medications such as
fluoxetine (Prozac), sertraline (Zoloft),
paroxetine (Paxil) and others that are
quite well known. These are relatively
easy to use medications that have many
fewer side effects when compared to the
older medications. The SNRIs are similar
to the SSRIs but work at more places in
the brain. The SNRIs include medications
such as venlafaxine (Effexor) and du-
loxetine (Cymbalta).

Richard H. McCarthy, MD, CM, PhD

Unfortunately, Bipolar 1 patients,
when treated with antidepressant can
switch into a manic phase. Therefore
these patients are rarely treated with an
antidepressant medication aone, but usu-
aly also are treated with a mood stabi-
lizer. One antidepressant that isin aclass
of its own has been reported to be an ex-
ception to this tendency for antidepres-
sants to precipitate mania, bupropion
(Welbutrin). This medication is also used
to help people to quit smoking.

Mood Stabilizers.

Mood stabilizers are medications that
are used to stabilize mood, specifically
mania, that also prevent relapse of bipolar
disorder and do not promote switching
between mania and depression. The first

Spectrum from page 25

Merikangas and colleagues speculate
that as people seek treatment for anxiety,
depression or substance abuse disorders,
their doctors, especialy if they are not
mental health speciadists, may not be de-
tecting an underlying bipolar condition in
their patients.

“Because bipolar spectrum disorder
commonly coexists with other illnesses,
it is likely underrecognized, and there-
fore, undertreated. We need better
screening tools and procedures for iden-
tifying bipolar spectrum disorder, and
work with clinicians to help them better
spot these bipolar symptoms,” con-
cluded Dr. Merikangas. o

CEO from page 8

The Jewish Board of Family and Chil-
dren’'s Sarvices is one of the nation's premier
voluntary mentd hedth and socid service
agencies. Through a diverse network of more

than 185 community-based programs, res-
dential fadilities and day-trestment centers,
JBFCS annudly serves more than 65,000
New Yorkersof dl rdigious, ethnic and socio-
economic backgrounds in the city's five bor-
oughsand in Westchester. o

Dr. Kohn from page 9

Dr. Kohn applies a strong business
perspective to managing not-for-profit
agencies. Her formal management train-
ing took place a Columbia University
School of Business, where she graduated
from the Not-for-Profit Executive Manage-
ment Program. She went on to hold top
|eadership positions in nonprofit and mental
hedlth organizations in Westchester.

As Associate Executive Director at
Westchester Jewish Community Services
(WJCS) WJCS, Dr. Kohn led a$4 million
expansion of community-based treatment
for individuals with serious mental ill-
nesses. She has spearheaded diversity
initiatives at each of the agencies that she

has led and takes pride in having built
exceptional strong staff teams, a hallmark
of her leadership style.

“Dr. Hedlund positioned MHA wdl to
address the upcoming challenges that the
community faces” says MHA Board Presi-
dent Mary F. Foster. “Dr. Kohn is widely
respected as a clinician, administrator and
leader. MHA isin good hands as it moves
into anew era of change and growth.”

Dr. Kohn looks forward to all aspects
of leading MHA’s work. She is particu-
larly interested in expanding access to
services provided in the home and com-
munity as well as bolstering MHA’s pub-
lic education efforts. Under her leader-
ship, MHA will continue to provide ser-
vices to al, regardless of clients' income
level or insurance coverage. o

mood stabilizer and still the best is lith-
ium, a salt that is unusualy effective in
treating mania, decreasing the risk of sui-
cide, helping antidepressants and antipsy-
chotic medications work better and in-
creasing nerve sell growth in the brain. It
is an excellent medication but it has some
unpleasant side effects, and if used incor-
rectly can be toxic. Lithium toxicity is
easily recognizable and treatable, but is
very serious.  Since a large number of
other medications have been developed to
treat mania, lithium's use has decreases.
This is unfortunate because lithium is still
the gold standard against which all other
mood stabilizers are judged. Many psy-
chiatrists believe that al bipolar patients
deserve a lithium trial.  Other classes of
medications that have been shown to be
useful in bipolar disorder are the atypical
antipsychotics, many of the anti-seizure
drugs and some of the so called calcium
channel blockers. | mention thislast group
for completeness but their use is quiet
limited and somewhat technical so | will
not go into them further. The atypical
antipsychotics were primarily developed
to treat psychosis but they were aso
found to be helpful in bipolar disorder.
Those atypical antipsychotics that are
approved by the FDA for the treatment of

bipolar disorder include risperidone,
(Risperdal) olanzapine (Xyprexa),
quetiapine (Seroquel), ziprasidone

(Geodon), and aripiprazole (Abilify). An
olanzapine/ fluoxetine fixed combination
(Symbax) is approved to treat depressive
disorders associated with bipolar illness.
Quetiapine has a so been approved for the
treatment of depression in bipolar disor-
der. Finaly, anumber of medications that
are used to treat seizures are also mood
stabilizers.  This includes medications
such as carbamazepine (Tegretol) and an
extended version of carbamazepine

(Equestro), valproate in its many forms
( Depakote and Depakene). Another anti-
seizure medication, lamotrigine
( Lamictal) is unusual because it treats not
only affective instability but also depres-
sion and mixed manic states.

How To Choose.

If you have a Unipolar Depression and
not Bipolar 1, 2 or mixed any of the anti-
depressant is likely to be helpful. Thereis
no good evidence that any one of them is
better than any of the others. Some of
them have indications for treating anxiety,
or phobias and some do not, but, in gen-
eral, they are al quite good. Typicaly,
the side effect profile of the particular
medication (or what your insurance com-
pany will pay for) is what carries the day.
If you have Bipolar 1, 2 or Mixed and you
are depressed, make sure you talk to your
physician about taking a mood stabilizer
along with any antidepressant you might
choose. Those mood stabilizers that also
help with depression such as lamotrigine,
quetiapine or the olanzapine/fluoxetine
combination might be particularly good
choices. Likewise, if you have a psycho-
sis as well as mood instability than the
atypical antipsychotics might be particu-
larly helpful since they can treat both sets
problems. And finaly, if you just have
good old fashioned mania, the untreatable
illness of 30 year ago, any of these dozen
or so agents will be helpful. Thisisagood
problem to have, and you should talk to
your doctor to work out which of these
many agentsis most appropriate for you.

Richard H McCarthy, MD, CM, PhD isa
Research Psychiatrist and a member of the
Consult Service for New York Sate's Office
of Mental Health and, the opinions ex-
pressed in this article are his own. He also
hasa small private practice. o
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Commissioner from page 9

Award from the American College of
Mental Health Administration.

“We are very honored to have Dr. Ho-
gan as our speaker this year,” said Barry
B. Perlman, MD, Saint Joseph’s Director
of Psychiatry, who is also the immediate
past President of the New Y ork State Psy-
chiatric Association and currently Chair
of its Committee on Legidation aswell as
the Chairman of the New York State
Mental Health Services Council. “He has
a wealth of knowledge and experience
and will play acritical role in shaping the
future of mental health care in New Y ork
State. It was a very informative lecture
about the progress made in recent decades
by the mental health system and the chal-
lenges and opportunities that lie ahead.” Dr.
Hogan presented data distilled by hedth
economists Richard G. Frank and Sherry A.
Glied and presented in their book, “Better
But Not Well: Mental Hedlth Policy in the
United States since 1950". They identify
aress of progress in recent decades such as
increased access to care, more effective
care, less out of pocket costs borne by the

patient, better living conditions, more atten-
tion to patients rights among others while
a the same time elaborating on the distance
yet to be traveled in these domains. He then
spoke of his hope that during his tenure as
Commissioner advances would continue to
be made towards the goal of an improved
“person centered, family driven” system of
care. He focused his attention on then need
for the centrdity of the congtructs of
“Recovery, Resliency, and Transforma-
tion” in the mental health system.

Saint Joseph’sis aleading resource for
mental health services in Westchester.
The hospital offers inpatient care, as well
as an outpatient clinic, day treatment pro-
gram, supportive case management and
substance abuse programs. The lecture is
sponsored by Saint Joseph’s Department
of Psychiatry in honor of the late Dr. Ma-
niscalco who was Director of the Depart-
ment from 1970-1980.

The lecture was open to health care
professionals and members of the mental
health community. Aninformal reception
followed. For additional information,
please call Saint Joseph’s Department of
Psychiatry at (914) 378-7342. o
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WJCS

Waestchester jewish
Community Servdces

When you need help, Westchester Jewish Community Services is here for you

WJCS offers comprehensive mental health services

Out-patient Treatment for People of All Ages

Specialized services for individuals
with developmental disabilities

Intensive Community—based Services

for Children and Their Families
Learning Center for children and adults

Geriatric Care
Continuing Day Treatment
Mobile clinical services
Case management

Social Clubs
COMPEER
All services are offered on a non-sectarian basis

Call WJCS at (914) 761-0600

Putnam Family & Community Services, ~c.
isa
private, non-profit, multi-service agency providing
comprehensive mental health and chemical dependency services
to Putnam County and surrounding areas.

Mental Health Services Chemical Dependency

Services
»  Mental Health Clinic

SN G oordinzatediChilarenis » Chemical Dependency

Services Initiative Treatment
»  Children’s Case » Community Education and
Management Outreach
»  Specialized Mobile » School-Based Prevention
Mental Health Teams for
= Seniors Rehabilitation Services

=« Concurrent Chemical
| )ependem‘\_-‘

= HIV/AIDS

» Continuing Day Treatment

» Adult Case Management

Main Office: 1808 Route Six ® Carmel, NY 10512

website: www.PFCSinc.org
Tel.: 845-225-2700 e+ Fax: 845-225-3207

Mental Health Association
In Putnam County, Inc.

1620 Route 22
Brewster, NY 10509

™

Promoting a vision of recovery for individuals and
families coping with mental health issues

* Peer-Run Information and Referral Warmline
* Consumer-Drop-In-Center
* Peer Bridging Program
* Self-Help Groups
* Education and Support for Family Members
* Community Outreach and Education

all of our services are available free of charge..
call us at

(845) 278-7600

Human Development
Services of Westchester

Creating Community

e Human Development Services of Westchester serves adults and familieswho are
recovering from episodes of serious mental illness, and are preparing to live
independently. Some have had long periods of homelessness and come dir ectly
from the shelter system

e IntheResidential Program, our staff workswith each resident to select the
level of supportive housing and the specific rehabilitation services which will
assist the person.to improve hisor her self-careand life skills, with the goal of
returning to a mor e satisfying and independent lifestyle.

e ~TheHousing Services Program, available to low and moder ate income
individuals and familiesin Port Chester through the Neighbor hood
Preservation Company, includes tenant assistance, eviction prevention, home
owner ship counseling, landlord-tenant mediation and housing court assistance.

e HopeHouseisa place where persons recovering from mental illness can find
the support and resour ces they need to pursue their vocational and
educational goals. Located in Port Chester, the Clubhouseis open 365 days a
year and draws member s from throughout the region.

e In the Case Management Program, HDSW staff provides rehabilitation and
support servicesto per sonsrecovering from psychiatric illness so that they
may.maintain their stability in'the community:

HOPE HOUSE
100 Abendroth Avenue
Port Chester, NY 10573

(914) 939 - 2878

HDSW
930 M amar oneck Avenue
Mamaroneck, NY 10543

(914) 835 - 8906
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Bipolar Disorder from page 1

weight loss or gain; chronic pain or other
persistent bodily symptoms that are not
caused by physical illness or injury; and
thoughts of death or suicide, or suicide
attempts.

A depressive episode is diagnosed if
five or more of these symptoms last most
of the day, nearly every day, for a period
of 2 weeks or longer.

A mild to moderate level of mania is
called hypomania. Hypomania may feel
good to the person who experiences it and
may even be associated with good func-
tioning and enhanced productivity. Thus
even when family and friends learn to
recognize the mood swings as possible
bipolar disorder, the person may deny that
anything is wrong. Without proper treat-
ment, however, hypomania can become
severe mania in some people or can
switch into depression.

Sometimes, severe episodes of mania
or depression include symptoms of psy-
chosis (or psychotic symptoms). Common
psychotic symptoms are hallucinations
(hearing, seeing, or otherwise sensing the
presence of things not actually there) and
delusions (false, strongly held beliefs not
influenced by logical reasoning or ex-
plained by a person's usual cultural con-
cepts). Psychotic symptoms in bipolar
disorder tend to reflect the extreme mood
state at the time. For example, delusions
of grandiosity, such as believing one is
the President or has special powers or
wealth, may occur during mania; delu-
sions of guilt or worthlessness, such as
believing that one is ruined and penniless
or has committed some terrible crime,
may appear during depression. People
with bipolar disorder who have these
symptoms are sometimes incorrectly diag-
nosed as having schizophrenia, another
severe mental illness.

It may be helpful to think of the vari-
ous mood states in bipolar disorder as a
spectrum or continuous range. At one end
is severe depression, above which is mod-
erate depression and then mild low mood,
which many people call "the blues' when
it is short-lived but is termed "dysthymia"
when it is chronic. Then thereis normal or
balanced mood, above which comes hy-
pomania (mild to moderate mania), and
then severe mania.

In some people, however, symptoms of
mania and depression may occur together
in what is called a mixed bipolar state.
Symptoms of a mixed state often include
agitation, trouble deeping, significant
change in appetite, psychosis, and suicidal
thinking. A person may have a very sad,
hopeless mood while at the same time
feeling extremely energized.

Bipolar disorder may appear to be a
problem other than mental illness—for
instance, alcohol or drug abuse, poor
school or work performance, or strained
interpersonal relationships. Such prob-
lemsin fact may be signs of an underlying
mood disorder.

Diagnosis of Bipolar Disorder

Like other mental illnesses, bipolar
disorder cannot yet be identified physio-
logically—for example, through a blood
test or abrain scan. Therefore, a diagnosis
of bipolar disorder is made on the basis of
symptoms, course of illness, and, when
available, family history. The diagnostic
criteria for bipolar disorder are described

in the Diagnostic and Statistical Manual
for Mental Disorders, fourth edition
(DSM-1V).2

Descriptions by peoplewith bipolar

disorder give valuableinsightsinto

the various mood states associated
with theillness:

Depression: | doubt completely my
ability to do anything well. It seems
as though my mind has slowed down
and burned out to the point of being
virtually useless.... [I am] haunt[ed]
... with the total, the desperate hope-
lessness of it dl.... Others say, "It's
only temporary, it will pass, you will
get over it," but of course they have-
n't any idea of how | feel, athough
they are certain they do. If | can't
feel, move, think or care, then what
on earth is the point?

Hypomania: At first when I'm high,
it's tremendous... ideas are fast...
like shooting stars you follow until
brighter ones appear.... All shyness
disappears, the right words and ges-
tures are suddenly there... uninterest-
ing people, things become intensely
interesting. Sensuality is pervasive,
the desire to seduce and be seduced is
irresistible. Your marrow is infused
with unbelievable feelings of ease,
power, well-being, omnipotence,
euphoria... you can do anything...
but, somewhere this changes.

Mania: The fast ideas become too
fast and there are far too many...
overwhelming confusion replaces
clarity... you stop keeping up with
it—memory goes. Infectious humor
ceases to amuse. Your friends become
frightened. ... everything is now against
the grain... you are irritable, angry,
frightened, uncontrollable, and trapped.

Suicide

Some people with bipolar disorder
become suicidal. Anyone who is thinking
about committing suicide needs immedi-
ate attention, preferably from a mental
health professional or a physician. Any-
one who talks about suicide should be
taken serioudly. Risk for suicide appears
to be higher earlier in the course of the
illness. Therefore, recognizing bipolar
disorder early and learning how best to
manage it may decrease the risk of death
by suicide.

Signs and symptoms that may
accompany suicidal feelingsinclude:

o taking about feeling suicidal or
wanting to die

o feeling hopeless, that nothing will
ever change or get better

o feeling helpless, that nothing one
does makes any difference

« fedinglikeaburden to family and friends
o abusing alcohol or drugs

e putting affairsin order (e.g., organiz-

ing finances or giving away posses-
sionsto prepare for one's death)

« writing asuicide note

e putting oneself in harm's way, or in
situations where there is a danger of
being killed

If you arefeeling suicidal
or know someonewhoiis:

o cal a doctor, emergency room, or
911 right away to get immediate help

« make sure you, or the suicidal person,
are not left alone

« make sure that access is prevented to
large amounts of medication, weap-
ons, or other items that could be used
for self-harm

While some suicide attempts are care-
fully planned over time, others are impul-
sive acts that have not been well thought
out; thus, the final point in the box above
may be a valuable long-term strategy for
people with bipolar disorder. Either way,
it is important to understand that suicidal
feelings and actions are symptoms of an
illness that can be treated. With proper treat-
ment, suicidal feelings can be overcome.

What Isthe Course
of Bipolar Disorder?

Episodes of mania and depression typi-
cally recur across the life span. Between
episodes, most people with bipolar disor-
der are free of symptoms, but as many as
one-third of people have some residual
symptoms. A small percentage of people
experience chronic unremitting symptoms
despite treatment.3

The classic form of the illness, which
involves recurrent episodes of mania and
depression, is called bipolar | disorder.
Some people, however, never develop
severe mania but instead experience
milder episodes of hypomania that alter-
nate with depression; this form of the ill-
ness is called bipolar 1l disorder. When
four or more episodes of illness occur
within a 12-month period, a person is said
to have rapid-cycling bipolar disorder.
Some people experience multiple episodes
within asingle week, or even within asingle
day. Rapid cycling tends to develop later in
the course of illness and is more common
among women than among men.

People with bipolar disorder can lead
healthy and productive lives when the
illness is effectively treated (see below—
"How Is Bipolar Disorder Treated?").
Without treatment, however, the natural
course of bipolar disorder tends to
worsen. Over time a person may suffer
more frequent (more rapid-cycling) and
more severe manic and depressive epi-
sodes than those experienced when the
illness first appeared.4 But in most cases,
proper treatment can help reduce the fre-
quency and severity of episodes and can
help people with bipolar disorder maintain
good quality of life.

Can Children and Adolescents
Have Bipolar Disorder?

Both children and adolescents can de-
velop bipolar disorder. It is more likely to
affect the children of parents who have
theillness.

Unlike many adults with bipolar disor-
der, whose episodes tend to be more
clearly defined, children and young ado-
lescents with the illness often experience
very fast mood swings between depres-
sion and mania many times within a day.5
Children with mania are more likely to be
irritable and prone to destructive tantrums
than to be overly happy and elated. Mixed
symptoms also are common in youths
with bipolar disorder. Older adolescents
who develop the illness may have more
classic, adult-type episodes and symptoms.

Bipolar disorder in children and ado-
lescents can be hard to tell apart from
other problems that may occur in these
age groups. For example, while irritability
and aggressiveness can indicate bipolar
disorder, they aso can be symptoms of
attention deficit hyperactivity disorder,
conduct disorder, oppositional defiant
disorder, or other types of mental disor-
ders more common among adults such as
major depression or schizophrenia. Drug
abuse also may lead to such symptoms.

For any illness, however, effective
treatment depends on appropriate diagno-
sis. Children or adolescents with emo-
tional and behavioral symptoms should be
carefully evaluated by a mental health
professional. Any child or adolescent
who has suicidal feelings, talks about
suicide, or attempts suicide should be
taken seriously and should receive
immediate help from a mental health
specialist.

What Causes Bipolar Disorder ?

Scientists are learning about the possi-
ble causes of bipolar disorder through
several kinds of studies. Most scientists
now agree that there is no single cause for
bipolar disorder—rather, many factors act
together to produce the illness.

Because bipolar disorder tends to run
in families, researchers have been search-
ing for specific genes—the microscopic
"building blocks" of DNA inside al cells
that influence how the body and mind
work and grow—passed down through
generations that may increase a person's
chance of developing the illness. But
genes are not the whole story. Studies of
identical twins, who share &l the same
genes, indicate that both genes and other
factors play a role in bipolar disorder. If
bipolar disorder were caused entirely by
genes, then the identical twin of someone
with the illness would always develop the
illness, and research has shown that thisis
not the case. But if one twin has bipolar
disorder, the other twin is more likely to
develop the illness than is another sib-
ling.6

In addition, findings from gene re-
search suggest that bipolar disorder, like
other mental illnesses, does not occur
because of a single gene.7 It appears
likely that many different genes act to-
gether, and in combination with other
factors of the person or the person's envi-
ronment, to cause bipolar disorder. Find-
ing these genes, each of which contributes
only a small amount toward the vulner-
ability to bipolar disorder, has been ex-
tremely difficult. But scientists expect that
the advanced research tools now being used
will lead to these discoveries and to new and
better treatments for bipolar disorder.

Brain-imaging studies are helping sci-
entists learn what goes wrong in the brain

see Bipolar Disorder on page 37
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to produce bipolar disorder and other
mental illnesses.8,9 New brain-imaging
techniques allow researchers to take pic-
tures of the living brain at work, to exam-
ine its structure and activity, without the
need for surgery or other invasive proce-
dures. These techniques include magnetic
resonance imaging (MRI), positron emis-
sion tomography (PET), and functional
magnetic resonance imaging (fMRI).
There is evidence from imaging studies
that the brains of people with bipolar dis-
order may differ from the brains of
healthy individuals. As the differences are
more clearly identified and defined
through research, scientists will gain a
better understanding of the underlying
causes of the illness, and eventually may
be able to predict which types of treat-
ment will work most effectively.

How IsBipolar Disorder Treated?

Most people with bipolar disorder—
even those with the most severe forms—
can achieve substantial stabilization of
their mood swings and related symptoms
with proper treatment.10,11,12 Because
bipolar disorder is a recurrent illness,
long-term preventive treatment is strongly
recommended and almost aways indi-
cated. A drategy that combines medica
tion and psychosocia treatment is optimal
for managing the disorder over time.

In most cases, bipolar disorder is much
better controlled if treatment is continuous
than if it is on and off. But even when
there are no breaks in treatment, mood
changes can occur and should be reported
immediately to your doctor. The doctor
may be able to prevent a full-blown epi-
sode by making adjustments to the treat-
ment plan. Working closely with the doc-
tor and communicating openly about
treatment concerns and options can make
adifference in treatment effectiveness.

In addition, keeping a chart of daily
mood symptoms, treatments, sleep pat-
terns, and life events may help people
with bipolar disorder and their families to
better understand the illness. This chart
also can help the doctor track and treat the
illness most effectively.

M edications

Medications for bipolar disorder are
prescribed by psychiatrists—medical doc-
tors (M.D.) with expertise in the diagnosis
and treatment of mental disorders. While
primary care physicians who do not spe-
cialize in psychiatry also may prescribe
these medications, it is recommended that
people with bipolar disorder see a psy-
chiatrist for treatment.

Medications known as "mood stabiliz-
ers' usually are prescribed to help control
bipolar disorder.10 Several different types
of mood stabilizers are available. In gen-
eral, people with bipolar disorder continue
treatment with mood stabilizers for ex-
tended periods of time (years). Other
medications are added when necessary,
typicaly for shorter periods, to treat epi-
sodes of mania or depression that break
through despite the mood stabilizer.

e Lithium, the first mood-stabilizing
medication approved by the U.S.
Food and Drug Administration
(FDA) for treatment of mania, is of-
ten very effective in controlling ma-

nia and preventing the recurrence of
both manic and depressive episodes.

o Anticonvulsant medications, such as
valproate (Depakote®) or car-
bamazepine (Tegretol®), also can
have mood-stabilizing effects and
may be especially useful for difficult-
to-treat bipolar episodes. Valproate
was FDA-approved in 1995 for treat-
ment of mania.

« Newer anticonvulsant medications,
including lamotrigine (Lamictal®),
gabapentin (Neurontin®), and topi-
ramate (Topamax®), are being stud-
ied to determine how well they work
in stabilizing mood cycles.

o Anticonvulsant medications may be
combined with lithium, or with each
other, for maximum effect.

e Children and adolescents with bipolar
disorder generaly are treated with
lithium, but valproate and car-
bamazepine also are used. Research-
ers are evaluating the safety and effi-
cacy of these and other psychotropic
medications in children and adoles-
cents. There is some evidence that
valproate may lead to adverse hor-
mone changes in teenage girls and
polycystic ovary syndrome in women
who began taking the medication
before age 20.13 Therefore, young
female patients taking valproate
should be monitored carefully by a
physician.

« Women with bipolar disorder who
wish to conceive, or who become
pregnant, face specia challenges due
to the possible harmful effects of
existing mood stabilizing medications
on the developing fetus and the nurs-
ing infant.14 Therefore, the benefits
and risks of al available treatment op-
tions should be discussed with a clini-
cian killed in this area. New treatments
with reduced risks during pregnancy
and lactation are under study.

Treatment of Bipolar Depression

Research has shown that people with
bipolar disorder are at risk of switching
into mania or hypomania, or of develop-
ing rapid cycling, during treatment with
antidepressant medication.15 Therefore,
"mood-stabilizing" medications generally
are required, alone or in combination with
antidepressants, to protect people with
bipolar disorder from this switch. Lithium
and vaproate are the most commonly
used mood-stabilizing drugs today. How-
ever, research studies continue to evaluate
the potential mood-stabilizing effects of
newer medications.

o Atypical antipsychotic medications,
including clozapine (Clozaril®),
olanzapine (Zyprexa®), risperidone
(Risperdal®), quetiapine
(Seroquel®), and ziprasidone
(Geodon®), are being studied as pos-
sible treatments for bipolar disorder.
Evidence suggests clozapine may be
helpful as a mood stabilizer for peo-
ple who do not respond to lithium or
anticonvulsants.16 Other research has
supported the efficacy of olanzapine
for acute mania, an indication that
has recently received FDA ap-

proval.17 Olanzapine may also help
relieve psychotic depression.18
Aripiprazole (Abilify) is another
atypical antipsychotic medication
used to treat the symptoms of schizo-
phrenia and manic or mixed (manic
and depressive) episodes of bipolar |
disorder. Aripiprazole isin tablet and
liquid form. Aninjectable formis used
in the treatment of symptoms of agita-
tion in schizophrenia and manic or
mixed episodes of bipolar | disorder.

« If insomnia is a problem, a high-
potency benzodiazepine medication
such as clonazepam (Klonopin®) or
lorazepam (Ativan®) may be helpful
to promote better sleep. However,
snce these medications may be habit-
forming, they are best prescribed on a
short-term bads. Other types of sedative
medications, such as zolpidem
(Ambien®), are sometimes used instead.

« Changesto the treatment plan may be
needed at various times during the
course of bipolar disorder to manage
the illness most effectively. A psy-
chiatrist should guide any changes in
type or dose of medication.

o Be sure to tell the psychiatrist about
all other prescription drugs, over-the-
counter medications, or natural sup-
plements you may be taking. This is
important because certain medica
tions and supplements taken together
may cause adverse reactions.

« To reduce the chance of relapse or of
developing a new episode, it is im-
portant to stick to the treatment plan.
Talk to your doctor if you have any
concerns about the medications.

Thyroid Function

People with bipolar disorder often have
abnorma thyroid gland function.4 Because
too much or too little thyroid hormone alone
can lead to mood and energy changes, it is
important that thyroid levels are carefully
monitored by a physician.

People with rapid cycling tend to have
co-occurring thyroid problems and may
need to take thyroid pills in addition to
their medications for bipolar disorder.
Also, lithium treatment may cause low
thyroid levels in some people, resulting in
the need for thyroid supplementation.

M edication Side Effects

Before starting a new medication for
bipolar disorder, aways talk with your
psychiatrist and/or pharmacist about pos-
sible side effects. Depending on the medi-
cation, side effects may include weight
gain, nausea, tremor, reduced sexual drive
or performance, anxiety, hair loss, move-
ment problems, or dry mouth. Be sure to
tell the doctor about all side effects you
notice during treatment. He or she may be
able to change the dose or offer a different
medication to relieve them. Y our medica
tion should not be changed or stopped
without the psychiatrist's guidance.

Psychosocial Treatments

As an addition to medication, psycho-
social treatments—including certain
forms of psychotherapy (or "talk" ther-
apy)—are helpful in providing support,

education, and guidance to people with
bipolar disorder and their families. Stud-
ies have shown that psychosocial inter-
ventions can lead to increased mood sta-
bility, fewer hospitalizations, and im-
proved functioning in several areas.12 A
licensed psychologist, social worker, or
counselor typically provides these thera-
pies and often works together with the
psychiatrist to monitor a patient's pro-
gress. The number, frequency, and type of
sessions should be based on the treatment
needs of each person.

Psychosocial interventions commonly
used for bipolar disorder are cognitive
behavioral therapy, psychoeducation,
family therapy, and a newer technique,
interpersonal and social rhythm therapy.
NIMH researchers are studying how these
interventions compare to one another
when added to medication treatment for
bipolar disorder.

o Cognitive behaviora therapy helps
people with bipolar disorder learn to
change inappropriate or negative
thought patterns and behaviors asso-
ciated with theillness.

o Psychoeducation involves teaching
people with bipolar disorder about
the illness and its treatment, and how
to recognize signs of relapse so that
early intervention can be sought be-
fore a full-blown illness episode oc-
curs. Psychoeducation also may be
helpful for family members.

o Family therapy uses strategies to reduce
the level of distress within the family
that may either contribute to or result
from theill person's symptoms.

e Interpersona and social rhythm ther-
apy helps people with bipolar disor-
der both to improve interpersonal
relationships and to regularize their
daily routines. Regular daily routines
and sleep schedules may help protect
against manic episodes.

o Aswith medication, it is important to
follow the treatment plan for any
psychosocial intervention to achieve
the greatest benefit.

Other Treatments

e In situations where medication, psy-
chosocia treatment, and the combi-
nation of these interventions prove
ineffective, or work too sowly to
relieve severe symptoms such as psy-
chosis or suicidality, electroconvul-
sive therapy (ECT) may be consid-
ered. ECT may also be considered to
treat acute episodes when medical
conditions, including pregnancy,
make the use of medications too
risky. ECT is a highly effective treat-
ment for severe depressive, manic,
and/or mixed episodes. The possihil-
ity of long-lasting memory problems,
although a concern in the past, has
been significantly reduced with mod-
ern ECT techniques. However, the
potential benefits and risks of ECT,
and of available aternative interven-
tions, should be carefully reviewed
and discussed with individuals con-
sidering this treatment and, where
appropriate, with family or friends.19

see Bipolar Disorder on page 38
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e Herba or natural supplements, such
as St. John's wort (Hypericum perfo-
ratum), have not been well studied,
and little is known about their effects
on bipolar disorder. Because the FDA
does not regulate their production,
different brands of these supplements
can contain different amounts of ac-
tive ingredient. Before trying herbal
or natural supplements, it isimportant
to discuss them with your doctor.
There is evidence that St. John's wort
can reduce the effectiveness of cer-
tain medications.20 In addition, like
prescription antidepressants, St.
John's wort may cause a switch into
mania in some individuals with bipo-
lar disorder, especialy if no mood
stabilizer is being taken.21

« Omega-3 fatty acids found in fish ail
are being studied to determine their
usefulness, alone and when added to
conventional medications, for long-
term treatment of bipolar disorder.22

A Long-Term IlIness
That Can Be Effectively Treated

Even though episodes of mania and
depression naturally come and go, it
is important to understand that bipo-
lar disorder is a long-term illness that
currently has no cure. Staying on
treatment, even during well times,
can help keep the disease under con-
trol and reduce the chance of having
recurrent, worsening episodes.

Do Other IlInesses Co-occur
with Bipolar Disorder?

Alcohol and drug abuse are very com-
mon among people with bipolar disorder.
Research findings suggest that many fac-
tors may contribute to these substance
abuse problems, including self-medication
of symptoms, mood symptoms either
brought on or perpetuated by substance
abuse, and risk factors that may influence
the occurrence of both bipolar disorder
and substance use disorders.23 Treatment
for co-occurring substance abuse, when
present, is an important part of the overall
treatment plan.

Anxiety disorders, such as post-
traumatic stress disorder and obsessive-
compulsive disorder, also may be com-
mon in people with bipolar disorder.24,25
Co-occurring anxiety disorders may re-
spond to the treatments used for bipolar
disorder, or they may require separate
treatment. For more information on anxi-
ety disorders, contact NIMH (see below).

How Can Individuals and Families
Get Help for Bipolar Disorder?

Anyone with bipolar disorder should
be under the care of a psychiatrist skilled
in the diagnosis and treatment of this dis-
ease. Other mental health professionals,
such as psychologists, psychiatric social
workers, and psychiatric nurses, can assist
in providing the person and family with
additional approachesto treatment.

Help can be found at:

e University—or medica school—
affiliated programs

e Hospital departments of psychiatry
o Private psychiatric offices and clinics
o  Hedth mantenance organizations(HMOs)

e Offices of family physicians, inter-
nists, and pediatricians

o Public community menta hedth centers

People with bipolar disorder
may need help to get help

«  Often people with bipolar disorder do
not realize how impaired they are, or
they blame their problems on some
cause other than mental illness.

e A person with bipolar disorder may
need strong encouragement from
family and friends to seek treatment.
Family physicians can play an impor-
tant role in providing referral to a
mental health professional.

e Sometimes a family member or
friend may need to take the person
with bipolar disorder for proper men-
tal health evaluation and treatment.

e« A person who is in the midst of a
severe episode may need to be hospi-
talized for his or her own protection
and for much-needed treatment.
There may be times when the person
must be hospitalized against his or
her wishes.

« Ongoing encouragement and support
are needed after a person obtains
treatment, because it may take a
while to find the best treatment plan
for each individual.

e In some cases, individuals with bipo-
lar disorder may agree, when the dis-
order is under good control, to a pre-
ferred course of action in the event of
afuture manic or depressive relapse.

o Like other serious illnesses, bipolar
disorder is also hard on spouses, fam-
ily members, friends, and employers.

e Family members of someone with
bipolar disorder often have to cope
with the person's serious behavioral
problems, such as wild spending
sprees during mania or extreme with-
drawa from others during depres-
sion, and the lasting consequences of
these behaviors.

« Many people with bipolar disorder
benefit from joining support groups
such as those sponsored by the Na
tional Depressive and Manic Depres-
sive Association (NDMDA), the Na-
tional Alliance for the Mentaly Il
(NAMI), and the National Mental
Hedth Association (NMHA). Fami-
lies and friends can also benefit from
support groups offered by these or-
ganizations.

What About Clinical Studies
for Bipolar Disorder?

Some people with bipolar disorder
receive medication and/or psychosocial
therapy by volunteering to participate in
clinical studies (clinica trials). Clinical
studies involve the scientific investigation
of illness and treatment of illness in hu-

mans. Clinical studies in mental health
can yield information about the efficacy
of a medication or a combination of treat-
ments, the usefulness of a behavioral in-
tervention or type of psychotherapy, the
reliability of a diagnostic procedure, or
the success of a prevention method. Clini-
cal studies also guide scientistsin learning
how illness develops, progresses, lessens,
and affects both mind and body. Millions
of Americans diagnosed with mental ill-
ness lead healthy, productive lives be-
cause of information discovered through
clinical studies. These studies are not al-
ways right for everyone, however. It is
important for each individual to consider
carefully the possible risks and benefits of
a clinical study before making a decision
to participate.

In recent years, NIMH has introduced
a new generation of "real-world" clinical
studies. They are called "real-world" stud-
ies for several reasons. Unlike traditional
clinical trials, they offer multiple different
treatments and treatment combinations. In
addition, they aim to include large num-
bers of people with mental disorders liv-
ing in communities throughout the U.S.
and receiving treatment across a wide
variety of settings. Individuals with more
than one mental disorder, as well as those
with co-occurring physical illnesses, are
encouraged to consider participating in
these new studies. The main goal of the
real-world studies is to improve treatment
strategies and outcomes for al people
with these disorders. In addition to meas-
uring improvement in illness symptoms,
the studies will evaluate how treatments
influence other important, real-world is-
sues such as quality of life, ability to
work, and social functioning. They also
will assess the cost-effectiveness of differ-
ent treatments and factors that affect how
well people stay on their treatment plans.

The Systematic Treatment Enhance-
ment Program for Bipolar Disorder
(STEP-BD) is seeking participants for the
largest-ever, "real-world" study of treat-
ments for bipolar disorder. To learn more
about STEP-BD or other clinical studies,
see the Clinical Trials page on the NIMH
Web site www.nimh.nih.gov, visit the
National Library of Medicine's clinica
trials database www.clinicaltrials.gov, or
contact NIMH.

References

1. Kesser RC, Chiu WT, Demler O, Walters EE.
Prevalence, severity, and comorbidity of twelve-
month DSM-1V disorders in the National Comorbid-
ity Survey Replication (NCS-R). Archives of Gen-
eral Psychiatry, 2005 Jun;62(6):617-27.

2. American Psychiatric Association. Diagnostic and
Statistical Manual for Mental Disorders, fourth
edition (DSM-IV). Washington, DC: American
Psychiatric Press, 1994.

3. Hyman SE, Rudorfer MV. Depressive and bipolar
mood disorders. In: Dale DC, Federman DD, eds.
Scientific American®; Medicine. Vol. 3. New York:
Healtheon/WebMD Corp., 2000; Sect. 13, Subsect.
I, p. 1.

4. Goodwin FK, Jamison KR. Manic-depressive
illness. New Y ork: Oxford University Press, 1990.

5. Geller B, Luby J. Child and adolescent bipolar
disorder: areview of the past 10 years. Journa of the
American Academy of Child and Adolescent Psy-
chiatry, 1997; 36(9): 1168-76.

6. NIMH Genetics Workgroup. Genetics and mental
disorders. NIH Publication No. 98-4268. Rockville,
MD: National Institute of Mental Health, 1998.

7. Hyman SE. Introduction to the complex genetics
of mental disorders. Biological Psychiatry, 1999; 45
(5): 518-21.

8. Soares JC, Mann JJ. The anatomy of mood disor-

ders—review of structural neuroimaging studies.
Biological Psychiatry, 1997; 41(1): 86-106.

9. Soares JC, Mann JJ. The functional neuroanatomy
of mood disorders. Journal of Psychiatric Research,
1997; 31(4): 393-432.

10. Sachs GS, Printz DJ, Kahn DA, Carpenter D,
Docherty JP. The expert consensus guideline series:
medication treatment of bipolar disorder 2000. Post-
graduate Medicine, 2000; Spec No:1-104.

11. Sachs GS, Thase ME. Bipolar disorder therapeu-
tics: maintenance treatment. Biological Psychiatry,
2000; 48(6): 573-81.

12. Huxley NA, Parikh SV, Baldessarini RJ. Effec-
tiveness of psychosocial treatments in bipolar disor-
der: state of the evidence. Harvard Review of Psy-
chiatry, 2000; 8(3): 126-40.

13. Vainionpaa LK, Rattya J, Knip M, Tapanainen
JS, Pakarinen AJ, Lanning P, Tekay A, MyllylaVV,
Isojarvi JI. Vaproate-induced hyperandrogenism
during pubertal maturation in girls with epilepsy.
Annals of Neurology, 1999; 45(4): 444-50.

14. Llewellyn A, Stowe ZN, Strader JR Jr. The use
of lithium and management of women with bipolar
disorder during pregnancy and lactation. Journa of
Clinical Psychiatry, 1998; 59(Suppl 6): 57-64; dis-
cussion 65.

15. Thase ME, Sachs GS. Bipolar depression: phar-
macotherapy and related therapeutic strategies.
Biological Psychiatry, 2000; 48(6): 558-72.

16. Suppes T, Webb A, Paul B, Carmody T,
Kraemer H, Rush AJ. Clinical outcome in a random-
ized 1-year tria of clozapine versus treatment as
usual for patients with treatment-resistant illness and
a history of mania. American Journal of Psychiatry,
1999; 156(8): 1164-9.

17. Tohen M, Sanger TM, McElroy SL, Tollefson
GD, Chengappa KN, Daniel DG, Petty F, Centorrino
F, Wang R, Grundy SL, Greaney MG, Jacobs TG,
David SR, Toma V. Olanzapine versus placebo in
the treatment of acute mania. Olanzapine HGEH
Study Group. American Journal of Psychiatry, 1999;
156(5): 702-9.

18. Rothschild AJ, Bates KS, Boehringer KL, Syed
A. Olanzapine response in psychotic depression.
Journal of Clinical Psychiatry, 1999; 60(2): 116-8.

19. U.S. Department of Health and Human Services.
Mental health: a report of the Surgeon General.
Rockville, MD: U.S. Department of Health and
Human Services, Substance Abuse and Menta
Health Services Administration, Center for Mental
Health Services, National Institutes of Health, Na-
tional Institute of Mental Health, 1999.

20. Henney JE. Risk of drug interactions with St.
John's wort. From the Food and Drug Administra-
tion. Journal of the American Medical Association,
2000; 283(13): 1679.

21. Nierenberg AA, Burt T, Matthews J, Weiss AP.
Mania associated with St. John's wort. Biological
Psychiatry, 1999; 46(12): 1707-8.

22. Stall AL, Severus WE, Freeman MP, Rueter S,
Zboyan HA, Diamond E, Cress KK, Marangell LB.
Omega 3 fatty acids in bipolar disorder: a prelimi-
nary double-blind, placebo-controlled trial. Archives
of General Psychiatry, 1999; 56(5): 407-12.

23. Strakowski SM, DelBello MP. The co-
occurrence of bipolar and substance use disorders.
Clinical Psychology Review, 2000; 20(2): 191-206.

24. Mueser KT, Goodman LB, Trumbetta SL,
Rosenberg SD, Osher FC, Vidaver R, Auciello P,
Foy DW. Trauma and posttraumatic stress disorder
in severe mental illness. Journa of Consulting and
Clinical Psychology, 1998; 66(3): 493-9.

25. Strakowski SM, Sax KW, McElroy SL, Keck PE
Jr, Hawkins JM, West SA. Course of psychiatric and
substance abuse syndromes co-occurring with bipo-
lar disorder after a first psychiatric hospitalization.
Journal of Clinical Psychiatry, 1998; 59(9): 465-71.

Credits: This publication, written by Mdlissa Spear-
ing of NIMH, is arevision and update of an earlier
version by Mary Lynn Hendrix. Scientific informa-
tion and review were provided by NIMH Director
Steven E. Hyman, M.D., and NIMH staff members
Matthew V. Rudorfer, M.D., and Jane L. Pearson,
Ph.D. Editorial assistance was provided by Clarissa
K. Wittenberg, Margaret Strock, and LisaD. Alberts
of NIMH. NIH Publication No. 3679
Printed 2002 - Updated: 01/24/2007. O



MENTAL HEALTH NEWS ~ FALL 2007 PAGE 39

Subscribeto MHNews Advertisein MHNews

Business Card - 4 issues ($320)

Eighth Page (1 issue $300 - 4 issues® $900)
Quarter Page (1 issue $500 - 4 issues* $1,500)
Half Page (1 issue $750 - 4 issues* $2,250)
Full Page (1 issue $1,000 - 4 issues* $3,000)

Yes! | | want to receive each Quarterly issue by Mail

Consumer/Survivor/Ex-Patient ($20/year)

Student ($30/year) school/Program

Individual/Family ($40/year)

Inside Covers & Back Page (please call)

Group - 50 Copies Each Issue ($300/year)

Specia Multi-page Supplements (please call)

Order a Gift Subscription for A Friend - Give a Gift of Hope
all subscribers receive both of our award-winning publications at no additional cost

* 25% Savings - Book 3 Get 1 Freel!!

Corporate Sponsorship (please call)

Name & Title: Name & Title:
Address: Address:
Zip: Zip:
Phone: E-mail: Phone: E-mail:
Include your Check Payable to: Include your Check Payable to:
Mental Health News Education, Inc. Mental Health News Education, Inc.
cut out this coupon and mail it with your check to: cut out this coupon and mail it with your check to:
Mental Health News Mental Health News
16 Cascade Drive, Effort, PA 18330 16 Cascade Drive, Effort, PA 18330
Phone: (570) 629-5960 E-mail: mhnmail @aol.com Phone: (570) 629-5960 E-mail: mhnmail @aol.com

Promote Your Vital Programs and Services for the Mental Health Community
And Reach Our 120,000 Readers
Advertise in Both Mental Health News and Salud Mental and Save 38%

Deadline Calendar & Ad Size Specifications

Deadline Release Date Ad Sizes- In Inches
November 1, 2007 January 2008 (winter issue) Width Height
February 1, 2008 April 2008 (springissue) Full Page (1) 10.375 12.9

May 1, 2008 July 2008 (summer issue) r i cal
August 1, 2008 October 2008 (fall issue) Half Vertical (2) 5.088 12.9

Half Horizontal (3) 10.375 6.3
4 Quarter Vertical (4) 5.088 6.3
Quarter Horizontal (5) 10.375 3.05
5 Eighth Vertical (6) 5.088 3.05
Full Page Half Vertical Half Horizontal Quarter V& H EighthV & H

$1,000 $750 $750 $500 $300 Eighth Horizontal (7) 10.375 1.425




PAGE 40 MENTAL HEALTH NEWS ~ FALL 2007

recovery from mental ilinessis possible
but it takes a community of support

Mental Health News provides a vital link
to that community of support
and helps to open the door to recovery

learn how Mental Health News can help
provide mental health education to your
community...it’s easy and affordable

call ustoday at: (570) 629-5960
visit our website at www.mhnews.org

MEenTaL H






