




Bipolar disorder is characterized by a 
cycling from depression to mania, and 
back again over time (hence the reason 
it used to be called manic depression, 
because it includes both mania and 
depression).  One of the commonly 
asked questions we get here is, “How 
long does a typical bipolar episode 
last?”

The answer has traditionally been, 
“Well, it varies considerably from 
person to person.  Some may have 
rapid cycling bipolar disorder where 
that person can cycle back and forth 
between depression and mania in the 
course of a day or multiple times a 
week.  Others may be stuck in one 
mood or the other for weeks or months 
at a time.”

DBSA TAMPA BAY NEWSLETTER	 3	 MAY - AUGUST 2010	
	

New research (Solomon et. al., 
2010) published in The Archives of 
General Psychiatry sheds a little more 
empirical light onto this question.

In a study of 219 patients with bipolar 
I disorder (the more serious kind of 
bipolar disorder), researchers asked 
patients to fill our an evaluation 
every 6 months for five years.  The 
evaluation survey asked a number 
of questions to determine the length, 
type and severity of the person’s mood 
episodes.

	 They discovered that for patients 
with Bipolar I disorder, the median 
duration for any type of mood episode 
- either mania or depression - was 13 
weeks.

They also found that “more than 75% of 
the subjects recovered from their mood 
episodes within 1 year of onset.  The 
probability of recovery was significantly 
less for an episode with severe onset” 
and for those who had a greater number 
of years spent ill with a mood episode.

The researchers also discovered that 
manic episodes or mild depressive 
episodes were easier to recover from 
than severe depressive episodes for 
people with Bipolar I disorder in this 
study.  They also found that those who 
have a cycling episode - switching 
from depression to mania or vice-a-
versa without an intervening period of 
recovery - fared worse.

So there you have it.  The average length 
of time someone with Bipolar I disorder 
spends either depressed or manic is 
about 13 weeks.  Of course, as always, 
your mileage may vary and individual 
differences will mean that very few 
people will actually have this exact 
average.  But it’s a good rough yardstick 
in which to measure your own mood 
episode lengths.

How Long is Typical Bipolar Episode?
By JOHN M. GROHOL PSYD

Northdale 
Support Group 

Gets New Time/Location
The Northdale support group which 
has been meeting at the Northdale 
Community Center has moved to a 
new location and has new meeting 
times.  The meeting will now be at 
the Jimmie B. Keel Library which 
is at 2902 W. Bearss Avenue, Room 
1, in Tampa.  The frequency of the 
meeting has been reduced to twice 
monthly:  meetings will be held on 
the first and third Thursdays of every 
month.  The starting time of the meet-
ing will also be new.  The meeting will 
run from 6:30 PM until 7:45 PM.

Researchers from the University 
of Essex found that as little as five 
minutes of a “green activity” such as 
walking, gardening, cycling or farming 
can boost mood and self esteem.

“We believe that there would be a 
large potential benefit to individuals, 
society and to the costs of the health 
service if all groups of people were 
to self-medicate more with green 
exercise,” Barton said in a statement 
about the study, which was published 
in the journal Environmental Science 
& Technology.

Many studies have shown that outdoor 
exercise can reduce the risk of mental 
illness and improve a sense of well-
being, but Jules Pretty and Jo Barton, 
who led this study, said that until now 
no one knew how much time needed 
to be spent on green exercise for the 
benefits to show.

Barton and Pretty looked at data from 
1,252 people of different ages, genders 
and mental health status taken from 10 
existing studies in Britain.

They analyzed activities such as 
walking, gardening, cycling, fishing, 
boating, horse-riding and farming.

They found that the greatest health 
changes occurred in the young and 
the mentally ill, although people of all 
ages and social groups benefited.  The 
largest positive effect on self esteem 
came from a five-minute dose of 
“green exercise.”

All natural environments were 
beneficial, including parks in towns 
or cities, they said, but green areas 
with water appeared to have a more 
positive effect.

Boost Mood
With Green Activity

DBSA Tampa Bay 
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Dr.. Hardeep Singh was the featured 
guest of DBSA Tampa Bay at the 
March 30th lecture event held at 
the Jimmie Keel Library.  We were 
excited to have Dr.. Singh and he 
did a wonderful job speaking to 
the audience in an informative and 
entertaining style.

During his presentation Dr.. Singh 
fielded many questions from the 
audience and provided excellent and 
relative responses to those questions.  
During the event attendees enjoyed a 
spread of coffee and cookies.

Dr.. Singh first talked about relevant 
issues that he sees in his practice.  After 
he spoke a number of different issues 
were inquired about.  The following is 
a brief summary of just some of the 
information Dr.. Singh provided in 
response to the questions.

One problem with a diagnosis of 
bipolar disorder in a new patient is 
that, faced with the news that they 
are bipolar, they never return for 
additional consultations or therapy.  
Rather than dealing with the disorder 
they choose to deny it and go forward 
untreated.  Being able to tell a patient 
that they are bipolar and also getting 
them to continue their treatment can 
be a challenge professionals in the 
field.

Impatience is another factor which 
often impedes proper treatment.  
Patients often feel that the initial 
medication prescribed by the doctor 
should be the one that works for 
them.  They often do not understand 
that it may take a long period of 
time to actually develop a program 
of treatment that is most proper 
and effective for the patient.  It may 
take some effort to get the patient to 
understand that this is sometimes a 
lengthy and trying process. 

Often it is difficult to diagnose bipolar 
with people who are also alcoholics 
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and/or recreational drug users.  These 
forms of self medication often mask 
symptoms of bipolar disorder making 
it harder for the doctor to understand 
the existence of the patient’s mood 
disorder or the severity of it.  Dual 
diagnosis can be difficult and it has a 
high incidence among those who are 
bipolar.

During the event many more issues 
were introduced and discussed by 
Dr.. Singh.  He did a wonderful job 
and was very helpful and educational 
to all in attendance.  Thank you Dr.. 
Singh for taking the time from your 
busy schedule to be of service to the 
DBSA.

Dr. Hardeep Singh Highlights  
DBSA Lecture Event

Test for Genetic 
Risk of Bipolar

A genetic test for bipolar disorder 
is on the horizon say researchers 
from Indiana University School of 
Medicine.

The scientists published a “prototype” 
for laboratory testing in the online 
edition of the American Journal 
of Medical Genetics Part B:  
Neuropsychiatric Genetics.

“This is an important advance in the 
development of a prototype for lab 
tests for bipolar disorder, and can 
serve as a model for developing tests 
in other complex disorders,” said lead 
author Alexander B. Niculescu III, 
M.D., Ph.D.

Dr.. Niculescu and colleagues used 
two different populations from large 
scale genetic studies and compared 
those individuals’ genes to a small 
panel of 56 genes implicated in bipolar 
disorder by their work, to predict who 
has a predisposition to the disease.

“The coupling of a high score with 
certain environmental factors may 
be a predictor, not a certainty, that 
the individual will develop bipolar 
disorder” said Dr.. Niculescu, who 
also is a staff psychiatrist at the 
Indianapolis Roudebush VA Medical 
Center.

“Genes explain a small portion of the 
risk of developing the illness,” said 
Dr.. Niculescu.

“Unlike some genetic predisposition 
to diseases like Huntington’s or 
cystic fibrosis, the variances in genes 
that can predispose people to mood 
disorders are found in all of us.  What 
we are learning is that it may take a 
combination of factors - too many gene 
variances in the wrong environment 
and you are at higher risk.”

The predictive value of the genetic risk 
factors could be useful in screening 
before the disorder manifests itself 
clinically, and the implementation 
of interventions to lower stress, 
adjust regular sleep hours and other 
life style factors that could serve 
as an environmental deterrent for 
developing bipolar disorder.

Closer follow-up and earlier 
therapeutic intervention may be useful 
for individuals who are a higher risk.

Authors on the study include Sagar D. 
Patel, Dr.. Helen Le-Niculescu, Dr.. Daniel 
Koller, Stephen D. Green, Dr.. Debomoy 
K. Lahiri, Dr.. Francis J. McMahon and 
Dr.. John I. Nurnberger, Jr.

The research was funded by the 
Veterans Administration as well as the 
National Institute of Mental Health.

In a corresponding editorial in 
the American Journal of Medical 
Genetics, Dr.. Alexander B. Niculescu 
and Dr.. Helen Le-Niculescu advocate 
for a more efficient way to identify 
genes involved with mental disorders.
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Roger Craig was 38 when he died. His 
age and his weight doubled from the 
time he had his first psychotic break 
when still in high school. His illness 
was later diagnosed as bipolar disorder 
and he struggled with it until he died 
of a sudden cardiac attack one evening 
in 2007 in his parents’ home. But it 
was not his bipolar illness or suicide -- 
which we often consider the cause of 
death in people with a serious mental 
illness (SMI) -- that killed him. It was 
heart disease, the greatest killer of all 
(in the USA). Except it took his life 
a good 30 or more years earlier than 
someone who does not have SMI.

At 6’4” Roger could almost carry the 
additional 150 pounds he gained. That 
is, carry it on his large and formerly 
athletic frame. But his arteries, heart 
and lungs (which had trouble breathing 
at night, a condition called sleep apnea 
that is highly related to weight) could 
not stand the strain. His loss is like too 
many others who suffer SMI and die 
too young of the chronic diseases that 
afflict us all.

Alarming evidence has emerged in 
recent years, from studies of people 
treated in the public mental health care 
system, that adults with serious mental 
illness die on average 25 years earlier 
than the general population. For a 
decade or two before their demise they 
suffer from early onset diabetes, high 
blood pressure, heart and lung disease 
and cancer. Why? Their habits place 
them at great risk for these conditions. 
They eat poorly, are sedentary and 
don’t have a primary care doctor -- 
or if they do they don’t go and get 
preventive and ongoing physical 
healthcare. They smoke heavily, with 
more than three out of four being 
nicotine dependent (see my previous 
blog on this issue here). 
The psychiatric medications many 

Deadly Consequences: Why We Need to 
Integrate Health and Mental Health 

receive for their mental illnesses 
increase the likelihood of weight gain, 
diabetes and cardiovascular disease. 
Mental health professionals have 
discovered what the Craig family 
painfully learned: physical disability 
and early death add to the burden 
of mental illness for those affected 
and their families. The burden does 
not stop there since our health care 
system, already groaning from 
the weight of the consequences of 
American habit disorders, shoulders 
the extraordinary health costs of this 
high need population. 

What can be done? A lot.

We have to start early. Mental illness 
itself starts early, with half of all 
mental disorders appearing by age 14 
and three-quarters by 24 (these are the 
ages when the illnesses begin, though 
it is typically many years before the 
problem behaviors are understood, 
diagnosed and treated). 

We have to diagnose before we can 
treat. In 2006, the American Academy 
of Pediatrics (AAP) released a practice 
toolkit for doctors called Feelings 
Need Check Ups Too. Last year, 
AAP released a report defining what 
pediatric primary care physicians need 
to know about mental health care since 
most children with mental illness are 
seen in pediatric primary care, not in 
specialty mental health settings. Once 
diagnosed these children require early 
intervention with treatment programs 
that stress education and work as 
the goals of care, and skill-building 
to achieve those ends and prevent 
disability. This is the mental health 
side of the equation.

From the health side for youth, it is 
easier to prevent weight gain and 
nicotine dependence than it is to rid 
ourselves of these conditions after 

they have already damaged the body’s 
metabolism and polluted the lungs 
with carcinogens. Activity, nutrition 
and smoking prevention, thus, need 
to become essential elements of 
integrated medical and mental health 
care. Finally, we now know that 
in as few as 12 weeks that second 
generation antipsychotic medications 
(olanzapine in particular) can produce 
unhealthy changes in lipid levels and 
the functioning of insulin in young 
bodies putting them at risk for the 
chronic diseases that can erode the 
quality of their lives and kill them 
prematurely. All medications have 
benefits and risks; this is not a call for 
not using medications but a call for 
using them judiciously: psychiatric 
medication prescribing must follow 
principles of no more than one drug (if 
possible), at the minimally effective 
dose and only for as long as needed.

Adults with SMI typically lack what 
our health care system now aspires 
to achieve: a medical home. Their 
primary site for treatment of their 
principal medical condition, namely a 
mental illness, is a mental health clinic, 
where medical care, even medical 
attention to basics like smoking, blood 
pressure and weight, has traditionally 
been someone else’s business. Primary 
care settings that welcome people with 
SMI, and effectively engage them in 
smoking cessation, diet and exercise 
as well as proper care of any physical 
health condition are really hard to 
find. The answer, easy to say but very 
difficult to achieve, is the integration 
of health and mental health. What 
is needed are integrated health and 
mental health medical homes.

The critical principles of a medical 
home include: ready access to care, an 
ongoing relationship with a personal 
(primary care) physician, attention to 

continued on  page 6
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the whole person, a team approach to 
care, a commitment to measuring and 
improving quality, and coordinated 
and/or integrated care. In an effective 
medical home, the primary care 
physician coordinates the work of a 
team of clinicians. For most adults, and 
almost all youth, with mental illnesses 
like depression, ADHD, and anxiety 
disorders, their “point of care” is the 
primary care, or family, practitioner. 
But people with a SMI (illnesses like 
bipolar disorder, schizophrenia, and 
severe forms of anxiety disorders like 
PTSD and OCD) will need something 
different. Their primary attachment is a 
mental health clinic which, through its 
psychiatrists and other clinicians, will 
need to take on basic tasks of measuring 
health indicators, providing wellness 
and prevention services, coordinating 
care and working closely with primary 
care practitioners to ensure that patients 
get what they need. 

The New York State Office of Mental 
Health (of which I am medical director) 
early last year implemented health 
monitoring in all its 66 statewide 
outpatient clinics. Adults are monitored 
every three months for blood pressure, 
BMI and smoking -- and youth for 
BMI, smoking, activity and alcohol 
and drug use. We have developed 
wellness programs to offer solutions to 
individuals who make health a part of 
their recovery. 

Innovators exist who are integrating 
health and mental health. Some are 
doing so with the primary site being 
medical and some where the primary 
site is mental health: we need both. 
Maimonides Hospital in Brooklyn has 
co-located a primary care clinic with 
a state mental health outpatient clinic 
and has a Federal grant to develop 
a model and standards for mental 
health medical homes. Group Health 
of Puget Sound has been a leader in 
integrating primary care with mental 
health, especially in the diagnosis and 

treatment of depression. Intermountain 
Healthcare in Salt Lake City has what 
it calls Mental Health Integration 
where both health and mental health 
are provided in the same site, to the 
satisfaction of patients and providers. 
Six chronic disease demonstration 
projects are underway in New York 
State where partnerships between 
mental health and health providers 
(led by the former!) will work with 
individuals with serious mental illness 
and chronic physical disorders towards 
stabilizing their conditions, improving 
their health and diminishing their 
taxpayer burden since these recipients 
all are on Medicaid. 

But we are just getting started. Health 
reform will open paths for integration, 
and we would do well to search for and 
travel them. Imagine if Roger Craig 
had been treated differently from the 
time he was an adolescent. He might 
be alive today. While it is sadly too late 
for the Craig family, I know they would 
have some solace in knowing that 
integrating health and mental health 
will allow others to not suffer the same 
fate that he did.

This article first appeared in the Huffington 
Post and was written by Dr Lloyd Seder.

First Validated 
iPhone Medical 
Application for  
Depression and 

Anxiety
For users in distress and at risk of 
suicide, mym3 provides a direct, one-
button link to call a national suicide 
hotline.

Interactive applications of this sort, 
offering users validated medical 
assessment and feedback in real-
time, has the potential to greatly 
improve the dynamics of healthcare 
delivery for individuals who might 
otherwise suffer in silence. The value 
of this technology to college and 
military populations, among others, is 
considerable.

The mym3 app is available to iPhone 
(telephone and data) and iTouch (data 
only) users through the Apple iTunes 
applications store, where it is for sale 
for $2.99. M-3 Information contributes 
a portion of the proceeds to Mental 
Health America. Applications for 
the Droid and Blackberry operating 
systems are currently under review.

Deadly Consequences  
continued from page 5

Delayed Treatment Of Childhood-Onset 
Bipolar Disorder Results In Negative  
Outcome In Adults
In bipolar disorder, also called manic-depressive disorder, a person experiences 
mood changes that fluctuate between periods of abnormally high energy and 
extreme depression. Bipolar disorder is estimated to affect approximately 1-3% 
of adults, but also can affect children and adolescents. Untreated, this disorder 
is associated with greater risk of drug and alcohol addiction, of interpersonal 
relationship difficulties, of school and, later, work problems, of engaging in risky 
behaviors, and of suicide. 

A study published in the May issue of The Journal of Pediatrics shows that 
childhood-onset bipolar disorder is more common than believed and often goes 
unrecognized and untreated for long periods of time, leading to lower quality of 
life and greater difficulty in treatment. continued on  page 7
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2010 Membership Application

OUR MISSION
The Depression and Bipolar Support Alliance Tampa Bay’s mission is to provide education, self-help, 

fellowship and other direct services to people with Affective Disorders and to their relatives and friends.
This organization is a non-profit, 501(c)(3) organization operated by it’s members. DBSA Tampa Bay is 

affiliated with the national organization now called DBSA. Contributions are non-taxable as provided by law.

Delayed Treatment  
continued from page 6

480 adults in the United States who 
were diagnosed with bipolar disorder 
completed questionnaires and were 
interviewed about their courses of 
illness. These adults were studied at 
an average age of 42 and had been ill 
for an average time of more than 20 
years. Researchers from the National 
Institute of Mental Health of the 
National Institutes of Health and 
from other institutions determined the 
age of onset of manic or depressive 
symptoms and the age of first treatment 
in this group. 

The duration of time from onset 
of illness to first pharmacological 
treatment for depression or mania was 
available for 420 patients. For those 
who experienced the onset of bipolar 
disorder in childhood (under 13 years 
old), the average time before first 
treatment was more than 16 years. They 
experienced more days depressed, 
more days in which both mania and 
depression occurred within a 24-hour 
period (ultradian cycling), and greater 
number of manic and depressive 

episodes throughout their lives. The 
patients also had an increased risk of 
substance abuse, a greater lifetime risk 
of suicide attempts, higher prevalence 
of lifetime anxiety disorders, and 
greater resistance to treatment. 

22% to 28% of the adults studied 
experienced the onset of bipolar 
disorder prior to the age of 13. In the 
interval between onset of illness and 
initial treatment, patients are at risk 
of disability and comorbid conditions 
such as anxiety and substance abuse. 
Moreover, some children with bipolar 
disorder are diagnosed with ADHD 
or depression and receive treatment 
for long periods of time with only 
stimulants or antidepressants, rather 
than combination medications such 
as mood stabilizers or atypical 
antipsychotics, as recommended in 
most treatment guidelines for bipolar 
disorder. 

As stated by Dr. Russell Scheffer from 
the Medical College of Wisconsin 
in an editorial that accompanies the 

study, “The information contained in 
this report and additional mounting 
evidence suggest that early detection, 
diagnosis, and treatment are essential 
for determining effective treatment 
outcomes and, subsequently, quality 
of life for those affected with bipolar 
disorder.” Earlier recognition and 
treatment of bipolar disorder in 
children and adolescents could 
positively impact the course of illness. 

The study is reported in “The Poor 
Prognosis of Childhood Onset Bipolar 
Disorder” in The Journal of Pediatrics.

DBSA Tampa Bay does not 
endorse or recommend the use of 
any specific treatments or medications 
mentioned in this newsletter.  For 
advise about specific treatments or 
medications, individuals should 
consult their physicians and / or 
mental health professionals. 



Would you like to 
become a member of the

DBSA Tampa Bay?
Would you like to receive our newsletter?
Please refer to the application on page 7.

We also appreciate any donations which help 
to defray the cost of our services

                                               Thank You.

Would You Like
To Reach Us?

Call 813-878-2906
or you can also email us at:

info@dbsatampabay.org

National Suicide Hotline:
1 - 8 0 0 - S U I C I D E

Brandon (Tampa):
Monday 7:00 PM - 8:30 PM
Brandon Christian Church
910 Bryan Road (at Lumsden) 

Tampa  (Northdale):
First and Third Thursdays,
6:30 PM - 7:45 PM
Jimmie B. Keel Regional Library
Room Number 1
2902 W. Bearss Avenue

Town and Country Hospital:
Wednesday 7:00 PM - 8:30 PM
6001 Webb Road
Meeting in Cafeteria Private Room 1

USF Area (Tampa):
Tuesday 7:00 PM - 8:30 PM
USF Department of Psychiatry and Behavioral 
Medicine.
3515 East Fletcher Ave.
Directions: From Fletcher Ave, turn south at Mag-
nolia Drive. The Psychiatry Center is the first building 
on the left.

Project Return Community Center:
Friday 10:00 AM - 11:00 AM
304 W. Waters Ave., Tampa

St. Petersburg (West side):
Thursday at 7:00 PM - 8:30 PM
Pasadena Community Church
The Life Enrichment Center  Room 3A 
( Behind the Church ) 227 70th St. S.   
St. Petersburg:
Monday 7:00 PM - 8:30 PM
Lutheran Church of the Cross
4545 Chancellor St., NE
From 4th Street turn East on 62nd Ave N. Turn 
right on Bayou Grande Blvd. NE. Turn left on 
Shore Acres Blvd. NE. Turn right on Chancellor 
St. NE.

St. Petersburg Baptist Church
Tuesday 7:00 PM - 8:30 PM
1900 Gandy Blvd. N.
Rooms 9 and 10
- Regular Support Group
- Group for spouses and significant others only
Zephyrhills:
Monday 7:00 PM - 8:30 PM
Florida Hospital (formerly EPMC)
7050 Gall Blvd. (Use Hwy. 301)
Meeting is in the Speech Therapy Room near the 
Wellness Center.

Support Group Guidelines
*  We are here to support mental health and   
    your prescribed treatment. Family and  
    friends are welcome.
*  We maintain confidentiality: What is said 
    in group stays there.
*  As volunteer facilitators, we help guide 
    your discussions.  We share experiences, 
    wisdom, successes, and common problems.
*  We limit the discussions to depressive,  
    bipolar, and other effective disorders.
*  We are not mental health professionals. 
    We do not diagnose, advise or recommend 
    specific treatments or doctors.
*  Our participants respond with compassion, 
    not judgment.  Sharing is encouraged, how
    ever you are not required to. You may 
    remain silent if you wish.
*  We are support groups and not therapy 
    groups.  We are here to give and receive 
    support.

Depression and Bipolar Support Alliance Tampa Bay
SUPPORT GROUPS

Multiple Copies?

DBSA Tampa Bay members, affiliates 
and supporters may order multiple 

copies of our newsletter via 
Priority Mail for $24/year (3 issues). 
A packet holds about 25 newsletters

DBSA Tampa Bay
PO Box 340572
Tampa, FL 33694

DBSA Tampa Bay
Board of Directors 2010:
Professional Advisor:
Michael F. Sheehan, M.D.
Founder:
John C. Massolio, Jr.
Executive Board:
President:                           Neil Bush
1st Vice President:         Vicki Robey
2nd Vice President:           Mary Watkins
Treasurer:                       Carol Yaros
Secretary:               Janne Ketrow
Editor:               Rich Sessums       

Please be on time in consideration of others. 
Times and locations may change due to circumstances beyond our control


