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Reducing potential for harm
I enjoyed the review of assessing harm 

to self and others by Drs. Charles Scott 

and Phillip J. Resnick (“Assessing po-

tential for harm: Would your patient 

injure himself or others?” Current 

Psychiatry, July 2009, p. 24-33). All 

too often mental health profession-

als rely on “gut instinct” and neglect 

evidence-based strategies when as-

sessing for dangerousness. Generally, 

I believe this to be an issue of compla-

cency rather than willful neglect or 

lack of training. 

 I would like to add a few points 

that I believe are key to conducting a 

proper assessment of suicide risk. First, 

schedule and document a fi rm follow-

up appointment with the patient after 

evaluation. Second, I believe religious 

and spiritual beliefs function as a pro-

tective factor for many individuals, 

although this varies from person to 

person. And last, inquiring about the 

patient’s immediate future orientation 

(eg, “What are your plans for tomor-

row?”) is crucial when conducting a 

comprehensive risk assessment.  
Bret A. Moore, PsyD, ABPP

Poplar, MT

No need to soften criteria
I am concerned about the article on 

“soft bipolarity” and easing the diag-

nostic criteria for bipolar disorder (BP) 

II (“Soft bipolarity: How to recognize 

and treat bipolar II disorder,” Current 

Psychiatry, July 2009, p. 40-48). 

 I’ve found no issue as vexing as 

that of dealing with the “soft” end of 

the so-called “bipolar spectrum.” At 

that end of the spectrum, it can be very 

diffi cult to determine whether my 

patient’s symptoms are most properly 

attributed to 1 or more of several other 

DSM-IV conditions, most notably at-

tention-defi cit/hyperactivity disorder 

(ADHD), posttraumatic stress disor-

der (PTSD), and borderline personality 

disorder. Including overactivity would 

sweep in a multitude of patients with 

other diagnoses, most notably ADHD. 

A number of psychiatric conditions 

can cause at least 1 night of not sleep-

ing. Softening the diagnostic criteria for 

hypomania to include only 1 night of 

sleeplessness would capture a number 

of patients who do not have BP. 

 In my clinical practice, I routinely 

encounter patients who I believe have 

been misdiagnosed with BP II or BP not 

otherwise specifi ed by clinicians who 

are using “soft” criteria such as those 

promoted by Dr. Daniel J. Smith. These 

patients often have been exposed to a 

number of psychiatric medications that 

have caused adverse effects and have 

not lead to signifi cant benefi ts. Instead 

of using “soft” criteria for BP, I adhere 

to the “hard criteria” for BP II and other 

conditions in the DSM-IV when mak-

ing diagnoses, and I utilize evidence-

based treatments for these conditions. 

Supporting my skepticism is the fact 
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that patients who would meet soft BP 

II criteria often experience excellent 

responses to treatments for conditions 

such as PTSD or ADHD, and ultimate-

ly never require treatment for BP. 

 I believe there is real potential for 

harm to our patients in softening cur-

rent criteria: 

• Overdiagnosis of bipolar disor-

der in my experience leads to under-

diagnosis and undertreatment of other 

psychiatric conditions.

• Diagnosis naturally leads to treat-

ment, often with drugs that do not have 

good data supporting their use for BP 

II, as Dr. Smith states in his article. 

• Medications for bipolar disorder 

are among the most toxic medications 

used in psychiatry, with serious side 

effects, including renal failure, weight 

gain, Stevens-Johnson syndrome, and 

hypercholesterolemia. 

 Exposing more patients to these 

treatments without clear evidence 

that softening the diagnostic criteria 

identifi es those with true bipolar dis-

order is a frightening prospect.
Joseph Lasek, MD

Associate medical director
University of Vermont College of Medicine

Burlington, VT

Antipsychotics and bones
Antipsychotics were not mentioned 

in Drs. Sarah K. Rivelli and Andrew J. 

Muzyk's list of psychiatric medications 

that could increase the risk of osteopo-

rosis (“Protect patients’ bones when 

prescribing,” Medicine in Brief, Cur-

rent Psychiatry, June 2009, p. 23-25). 

Data show that hyperprolactinemia 

associated with antipsychotics can in-

crease osteoporosis risk.1

 Antipsychotics often are given on 

a long-term basis, which creates con-
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cern for all patients taking these medications, especially 

because obtaining prolactin levels typically is not the stan-

dard of care. For medical professionals, linking hyperpro-

lactinemia with osteoporosis may seem like common sense, 

as is linking hyperprolactinemia with antipsychotics, but 

we rarely correlate antipsychotics with osteoporosis. We 

should make that connection in consideration of the long-

term health effects antipsychotics have on our patients. 
James Cho, MD

Forensic psychiatry fellow
University of Cincinnati

Cincinnati, OH
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 Drs. Rivelli and Muzyk respond
We agree with Dr. Cho about the need to be aware of deleterious 
eff ects of antipsychotics on bone density. Hyperprolactinemia 
from antipsychotics results from antagonism of D2 receptors 
on pituitary lactotroph cells. Blockade prevents dopamine 
stimulation, which normally inhibits prolactin release. Stimula-
tion of serotonin-2A (5-HT2A) receptors on pituitary lactotroph 
cells also contributes to prolactin release. Second-generation 
antipsychotics (SGAs) strongly inhibit 5-HT2A receptors in the 
tuberoinfundibular pathway, which means these agents may 
have a lower risk of hyperprolactinemia compared with fi rst-
generation antipsychotics (FGAs). Osteoporosis is caused by 
prolonged dysregulation of the HPA axis and hypogonadism.1

 Other factors—including a schizophrenia diagnosis, 
sedentary lifestyle, smoking, substance abuse, and malnutri-
tion—also may contribute to osteoporosis.2 This condition 
may be highly prevalent and underdiagnosed in male schizo-
phrenics.3 We would consider patients on chronic antipsychotic 
therapy—particularly those receiving higher doses or FGAs—
at higher risk of osteoporosis.

Sarah K. Rivelli, MD
Associate program director, internal medicine-psychiatry residency

Andrew J. Muzyk, PharmD
Clinical pharmacist

Duke University Medical Center
Durham, NC
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Mr. E is a handsome, intelligent 25-year-old man with 
a narcissistic personality and chronic depression. He often 
is suicidal, sometimes after seemingly minor insults to his 
vanity. Antidepressants and supportive psychotherapy have 
not helped his chronic despair. Mr. E and his family criticize 
the psychiatrist as being incompetent. The psychiatrist 
dislikes the patient and begins to dread seeing him. 
What would you recommend the psychiatrist do next? 

■■    Refer the patient to a cognitive-behavioral therapist

■■    Refer the patient to an insight-oriented therapist

■■      Prescribe lithium for antidepressant augmentation 
and suicide prophylaxis

■■    Take the case into supervision

■■      Spend more time fi nding Mr. E’s likeable qualities

instant
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Ms. K, age 20, presents with a 4-month history of feeling severely Ms. K, age 20, presents with a 4-month history of feeling severely 
depressed and irritable with racing thoughts, excessive daytime depressed and irritable with racing thoughts, excessive daytime 
fatigue, overeating, weight gain, and hypersomnia. She describes fatigue, overeating, weight gain, and hypersomnia. She describes 
3 previous episodes starting at age 14 when she would suddenly 3 previous episodes starting at age 14 when she would suddenly 
become euphoric, overactive, and “full of plans and ideas.”  These become euphoric, overactive, and “full of plans and ideas.”  These 
episodes lasted less than 2 days and did not cause any functional episodes lasted less than 2 days and did not cause any functional 
impairment. Her mother has bipolar disorder. impairment. Her mother has bipolar disorder. What approach What approach 
would you take? would you take? 
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25%    Treat her with a combination 
of an antidepressant and a 
mood stabilizer 

5%   Avoid medications for 
now and treat Ms. K with 
cognitive-behavioral therapy 

9%  Start an antidepressant such as 
a selective serotonin reuptake 
inhibitor and carefully monitor 
for emerging mania symptoms 

61%  Administer a mood stabilizer 
such as lithium, lamotrigine, 
or quetiapine 

At least 25% and possibly up to 50% of patients with recurrent 

major depressive disorder (MDD) have features of mild hypo-

mania (the “soft end” of the bipolar spectrum1) and might be 

better conceptualized as suffering from a broadly defi ned bipolar 

(BP) II disorder.2 The challenge is to differentiate MDD from BP II 

so that we make treatment decisions—such as antidepressants vs 

mood stabilizers—shown to improve the long-term course of pa-

tients’ depressive symptoms.

 Diagnosis of BP II often is not straightforward and unfortu-

nately may be delayed several years after patients fi rst present for 

evaluation. To help clinicians make correct diagnostic decisions, 

this article:

•  describes diagnostic criteria outside of DSM-IV-TR that can as-

sist in identifying BP II disorder

•  identifi es subgroups of recurrently depressed patients whose 

primary disorder is more likely to be bipolar than unipolar

•  provides a screening tool validated for identifying “soft” bipo-

larity

•  offers a pragmatic clinical perspective on the treatment of BP II 

disorder.

How common is BP II disorder?
As with all psychiatric diagnoses, the prevalence of BP II disorder 

is a function of the diagnostic criteria used to defi ne it.3 BP II—1 or 

more depressive episodes with at least 1 hypomanic episode—af-

fects 1% to 2% of the population, based on DSM-IV-TR criteria for 

hypomania (Box 1, page 42). However, the DSM defi nition of BP II 
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More realistic 
criteria for hypomania
point to bipolarity in 
apparently unipolar 
depression
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Smith DJ. CURRENT PSYCHIATRY. 
2009;8(7):40-48 (Evidence-Based Review).
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