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epressive disorders, which

include major depressive

disorder (unipolar depres-

sion), dysthymic disorder
(chronic, mild depression), and bipolar
disorder (manic-depression), can have
far reaching effects on the functioning
and adjustment of young people. Among
both children and adolescents, depres-
sive disorders confer an increased risk
for illness and interpersonal and psycho-
socia difficulties that persist long after
the depressive episode is resolved; in
adolescents, there is also an increased
risk for substance abuse and suicida
behavior. Unfortunately, these disorders
often go unrecognized by families and

physicians dike. Signs of depressive
disorders in young people often are
viewed as normal mood swings typical
of a particular developmental stage. In
addition, health care professionals may
be reluctant to prematurely "label" a
young person with a mental illness diag-
nosis. Yet, early diagnosis and treatment
of depressive disorders are critica to
healthy emotional, social, and behavioral
development.

Although the scientific literature on
treatment of children and adolescents
with depression is far less extensive than
that concerning adults, a number of stud-
ies—mostly conducted in the last four to
five years—have confirmed the short-
term efficacy and safety of treatments
for depression in youth. Larger treatment
trials are needed to determine which

Olympic Gold Medalist
Helps Alert Teens About The Dangers Of Depression

treatments work best for which young-
sters; and studies are also needed, how-
ever, on how to best incorporate these
treatments into primary care practice.

Given the challenging nature of the
problem, it is usually advisable to in-
volve a child psychiatrist or psychologist
in the evaluation, diagnosis, and treat-
ment of a child or adolescent in whom
depression is suspected.

This fact sheet, prepared by the Na
tional Ingtitute of Menta Health
(NIMH), the lead Federal agency for
research on mental disorders, summa-
rizes some of the latest scientific find-
ings on child and adolescent depression
and lists resources where physicians can
obtain more information.

see NIMH on page 34

Mental Health Association
of Nassau County, New York

he epidemic of teen depression
is of deep concern to the Men-
tal Health Association of Nas-
sau County. This disorder does
not discriminate and its impact can be
felt in every school throughout New
York. Research demonstrates that a sig-
nificant way to combat depression is
through information and awareness. In
response to this urgent need, the
MHA has developed a classroom video
and teaching guide entitted Real Hur-
dies: Helping Young People Understand
Depression. This educational effort was
developed to help young people identify
depression in themselves and to help
them understand that this illness may be
severely interfering with their lives.

Also Inside This|ssue

Of Mental Health News

Derrick Adkins

Real Hurdles tells the story of Der-
rick Adkins, 1996 Olympic Gold Medal-
ist in the 400-meter hurdles, who experi-
enced a serious episode of clinical de-
pression which threatened his life. Mr.
Adkins' personal adversity sends a clear
message...it is crucial to recognize and
seek help for depression. The video,
which is accompanied by a teaching
guide, is designed for middle and high
school students for use by health teach-
ers, coaches, guidance counselors, social
workers and psychologists.

Three million American teenagers
suffer from major depression. They go
through the day-to-day of their young
lives feeling sad, anxious, phobic or
fearful. Some come across as defiant,
while others appear compulsive,
irritable, unable to concentrate or make
friends. Twenty percent of these young

people have seriously considered sui-
cide, and yet fewer than one in five teens
who need treatment getsit.

Thousands of teens in New York
State have been counted in a national
survey. Many never get the help they
need because they have never been for-
mally identified or lack the sdf-
awareness to reach out for help.

Real Hurdles will be placed in every
school district in Nassau County free
of charge through a grant from the
United Way of Long Island. In addition,
the MHA of Nassau County will be con-
ducting teacher-training events to assist
teachers and other educational profes-
sionals use the materials effectively. It
is hoped, with additional funding, that
the agency will be able to secure a

see Gold Medalist on page 28
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SLS Health

Residential Treatment

for People with Serious
Behavioral Health Disorders

It might help them

Rebuilding a life destroyed by addiction can be an a difficult process,
yet there is hope.

ERP is that hope. A new therapy, based on established theory, can help your
client take control of their life.

ERP Therapy changes your clients behavior by teaching them how to take
confrol of their cravings! Its that simple!

An ERP Kit has all the tools you need for effective ERP treatment.

Buy an ERP Therapy Kit today, so you can provide your client with
a better tomorrow.

For your ERP Therapy Kit and training call 1-888-8-CARE-4-U or visit our
website at www killthecraving.com. Training dates available in May, June,
September, and October of this year.

The SLS Brand of Residential
Treatment is Effective for

* Psychotic Disorders

* Personality Disorders

¢ Dual Focused Addiction Disorders
* Anxiety Disorders

¢ Mood Disorders

¢ Diagnostically Complex Cases

exposure ERP‘
D] Now You Can

response

e Give Them More.

Visit our website:
www.killthecraving.com

We have good mind to help you*"

1-888-8-CARE-4U

a product of 5LS Health

SIGMUND

Behavioral Health
Software You
Prescribe

Sigmund is behavioral health
software that does treatment and
business the way you do. How?
Through Dynamic Configuration®,

Dynamic-Configuration” creates a
Sigmund that has the look, feel, and
serformance features® you prescribe.
lr’uur Sigmund reflects your clients,
your services, your prnlcssinnul
terminology, your billing practices,
and your treatment moc ;lfirics, And
you pay for only the features you want,
so that single, and multi-user systems
can fit \\'cﬁ within your budget.

To learn more and to dynamically-
configure your Sigmund call one of our
software counselors at 1-800-448-6975.

Don't Wait

SLS Wellness

Sigmund®

. Behavioral Health Software You Prescribe.” . ; i . L ? ‘_ - : / - : [ ] Psychoﬂlel’apy [ Addicﬁons Colmse]jng
#Choose options from a wide variety 1YL k| s saas) .
r)_,f‘_f}'dn;r'f' ('J'IH."J’II{J'.\'.' Accounting & i !‘\ ALV E 4 - ,'//// : . AN L ADI_m ’I‘herapy L MOOd Dlsorders

Billing, Clinical Treatment Record,

Clinical Progress & Outcomes
Measurement, Referral Management,

Staffing, Outpatient & Inpatient e 2 . \:. . ] call us: 1.845.279.461 7

Scheduling and much more.

1-888-8-CARE-4U www.slshealth.com
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Financing service providers today for
stronger communities tomorrow.

3 CHASE
-l

THE RIGHT RELATIONSHIP IS EVERYTHING?

Chase pro]ect The JPMorgan Chase Community Whether you are breaking ground,
. . Development Group is committed improving an existing property or
flnancmg fOl' to providing flexible financing purchasing your leased space,
community-based solutions for your project. Our we deliver the expertise you need
. experience ranges from special —from the beginning of the
services needs and transitional housing project until long after you begin
to AIDS day care facilities, providing services.

community-based child care and

. Call 1-888-CHASE-11 or visit
other human services.

jpmorganchase.com/cdg

© 2003 J.P. Morgan Chase & Co. JPMorgan Chase Bank. Member FDIC.




PAGE 4

MENTAL HEALTH NEWS ~ FALL 2003

Mental Health News Advisory

Council

Hon. Tom Abinanti
Westchester County Legislature - 12th District

Sigurd H. Ackerman, M.D., President & Medical Director
Silver Hill Hospital

Nadia Allen, Executive Director
Mental Health Association in Orange County

Richard Altesman, M.D., Representative
American Psychiatric Association National Assembly

Gene Aronowitz, Ph.D.
Management Consultant

Peter C. Ashenden, Executive Director
Mental Health Empowerment Project

Hon. Chris Ashman, M.S., Commissioner
Orange County Department of Community Mental Health

Alan D. Barry, Ph.D., Administrative Director,
Department of Psychiatry, Norwalk Hospital

Jeannine Baart, M.S.
Mental Health Education Consultant

Alfred Bergman, Chief Executive Officer
Supervised Lifestyles

Sheldon Blitstein, C.S.W.
NY United Hospital - Behaviora Health Services

James Bopp, Executive Director
Rockland and Middletown Psychiatric Centers

Linda Breton, C.S.W., Assistant Executive Director
Westchester Jewish Community Services

David Brizer, M.D., Chairman, Department of Psychiatry
Norwalk Hospital

David S. Brownell, Commissioner
Onondaga County Department of Menta Health

Jacqueline Brownstein, Executive Director
Mental Health Association in Dutchess County

John F. Butler, Manager of Community Affairs
Verizon - New York

Alison Carrall, C.S.\W., Director of Day Treatment
Putnam Family & Community Services

Amy Chalfy, C.S.\W., Bronx District Director
JASA

Steven K. Coe, Executive Director
Community Access

George M. Colabella, President
Colabella& Associates

Robert S. and Susan W. Cole
Cole Communications

Marianne Coughlin, Administrator
New Y ork-Presbyterian Hospital Westchester Division

Anthony A. Cupaiuolo, Director
Michaelian Institute - PACE University

Joseph Deltito, M.D., Clinical Professor of Psychiatry and
Behaviora Science, New York Medical College

Anthony B. DeLuca, ACSW, Commissioner
Tompkins County Mental Health Services

Frank DeSiervo, ACSW, Division Chief, MH Services
Dutchess County Department of Mental Hygiene

Steve Dougherty, Executive Director
Laurel House

Toni Downs, Executive Director
Westchester Residential Opportunities

Douglas Drew, Consumer Link Advocate
Mental Health Association of Nassau County

Denneth J. Dudek, Executive Director
Fountain House

Mary Grace Ferone, Esqg.
Westchester - Putnam Legal Services

Barbara Finkelstein, Esq., Executive Director
Westchester - Putnam Legal Services

Rena Finkelstein, President
NAMI-FAMILY A of Rockland County

Donald M. Fitch, MS., Executive Director
The Center For Career Freedom

Pam Forde, Director
Putnam Family Support and Advocacy, Inc.

Michael B. Friedman, C.S.W.
Public Policy Consultant

Steven J. Friedman
Mental Health & Public Policy Analyst

Alfred A. Fusco, Executive Director
Mental Health Association in Onondaga County

Kenneth M. Glatt, Ph.D., Commissioner
Dutchess County Department of Mental Hygiene

Joseph A. Glazer, President & CEO
Mental Health Association In New York State

JB. Goss, R.Ph., Ph.D.
J.B. Goss & Company

Arnold Gould, Co-President
NAMI Queens/Nassau

Flemming Graae, M.D., Chief, Child & Adolescent
Psychiatry, Westchester Medical Center

Steven Greenfield, Executive Director
Mental Health Association of Nassau County

Ralph A. Gregory, President & CPO
United Way Of Westchester & Putnam

Mary Guardino, Founder & Executive Director
Freedom From Fear

Mark D. Gustin, M.B.A., MPS, Senior Associate Director
Kings County Hospital Center

Mary Hanrahan, Government Relations Specialist
New York Presbyterian Hospital

Dean B. Harlam, M.D., Associate Medical Director
Saint Vincent's Behavioral Health Center - Westchester

Carolyn S. Hedlund, Ph.D., Executive Director
Mental Health Association of Westchester

Rhona Hetsrony, Executive Director
North Shore L1J Health System - Zucker Hillside Hospital

Richard S. Hobish, Esq., Executive Director
Pro Bono Partnership

Marsha Hurst, Ph.D., Director, Health Advocacy Program
Sarah Lawrence College

Doug Hovey, Executive Director
Independent Living Center of Orange County

Beth Jenkins, Executive Director
Mental Health Association in Tompkins County

Tom Jewell, Ph.D.
Family Institute for Education Practice and Research

Sabrina L. Johnson, B.A., Recipient Affairs Liaison
Westchester County Department of Community Mental Health

Rami P. Kaminski, M.D., Medical Director of Operations
New Y ork State Office of Mental Health

John M. Kane, M.D., Chief of Psychiatry
Hillside Hospital

Ron Kavanaugh, Executive Director
Search For Change

James J. Killoran, Executive Director
Habitat For Humanity - Westchester

Samuel C. Klagsbrun, M.D., Executive Medical Director
Four Winds Hospitals

Marge Klein, Executive Director
The Guidance Center

Lee-Ann Klein, M.S., R.D., Nutritionist
Albert Einstein College of Medicine

Easy Klein, Media Coordinator
NAMI - New York Metro Division

AndreaKocsis, C.S.W., Executive Director
Human Development Services of Westchester

Joshua Koerner, Executive Director
Choice

Lois Kroplick, M.D., Founder & Chairwoman
Mental Health Coalition of Rockland County

Rabbi Simon Lauber, Executive Director
Bikur Cholim of Rockland County

Joseph Lazar, Director, NYC Field Office
New Y ork State Office of Mental Health

Andrew P. Levin, M.D., Medical Director
Westchester Jewish Community Services

Constance Lieber, President, Board of Directors
NARSAD

Robert Litwak, C.S.W., Assistant Executive Director
Mental Health Association of Westchester

Hon. NitaM. Lowey
U.S. Congress - 18th District

Frank A. Marquit, CEO - President
National Artistsfor Mental Hedlth, Inc.

Randall Marshall, M.D., Associate Professor of Clinical
Psychiatry, New York State Psychiatric Institute

Hon. Naomi C. Matusow
New York State Assembly - 89th District

Richard H. McCarthy, Ph.D., M.D., C.M.
Comprehensive NeuroScience

Steven Miccio, Executive Director
PEOPLe

David H. Minot, Ithaca College, Chairman
Mental Health News - University Advocacy Division

Grant E. Mitchell, M.D., Director, Mental Health Services
The Mount Vernon Hospital

Margaret E. Moran, CSW, VP, Administrative Services
Behavioral Health Services - St. Vincent's Catholic Medical Centers

Meryl Nadel, D.S.W., Chairwoman
lona College - School of Social Work

Sarah Newitter, Executive Director
NAMI of Westchester, Inc.

Evelyn J. Nieves, Ph.D., Executive Director
Fordham-Tremont Community Mental Health Center

Terri M. Nieves, MS.Ed, M.S., Director of Counseling Services
Mercy College

Megan Nowell, Director
Mental Health Association of Putnam County

Karen A. Oates, D.SW., President & CEO
Mental Health Association of Rockland County

Hon. Suzi Oppenheimer
New York State Senate - 36th District

Matthew O’ Shaughnessy, Senior Vice President
WVOX & WRTN Radio

Ellen L. Pendegar, M.S,, RN, C.S,, CEO
Mental Health Association In Ulster County

Barry B. Perlman, M.D., Chief of Psychiatry
St. Joseph’s Hospital - Yonkers

Susan Perr, M.A., Mental Health Advocacy Coordinator
WILC - Mental Health Advocacy Project

Cynthia R. Pfeffer, M.D., Professor of Psychiatry
Weill Cornell Medica College of Cornell University

Hon. Michael J. Piazza, Jr., Commissioner
Putnam County Department of Mental Health

Premkumar Peter, M.D., Medical Director
Putnam Hospital Center - Mental Health Services

James R. Regan, Ph.D., Chief Executive Officer
Hudson River Psychiatric Center

Starr R. Rexdale, M.D., Medical Director
The Guidance Center

Lisa Rattenni, Vice President, Behavioral Health Services
Westchester Medical Center

John Rock, Consumer Liaison
Hudson River Psychiatric Center

Evelyn Roberts, Executive Director
NAMI - New York City Metro

Harvey Rosenthal, Executive Director
NYAPRS

L. Mark Russakoff, M.D., Director of Psychiatry
Phelps Memorial Hospital Center

Joseph F. Ryan, Ph.D., Dean
PACE University School of Public Administration

Thomas E. Sanders, C.S.W., President & CEO
Family Service of Westchester

Phillip Saperia, Executive Director
Codlition of Voluntary Mental Health Agencies

Jennifer Schaffer, Ph.D., Commissioner
Westchester County Department of Community Mental Health

Jack C. Schoenholtz, M.D., L.F.A.P.A., Medical Director
Rye Hospital Center

Judy L. Scheel, Ph.D., Director
Center for Eating Disorder Recovery

Edythe S. Schwartz, A.C.S.W., Executive Director
Putnam Family & Community Services

J. David Seay J. D., Executive Director
NAMI - New York State

Janet Z. Segal, C.S.W., Chief Operating Officer
Four Winds Hospital

Kren K. Shriver, M.P.H., M.D., Clinical Director
Hudson River Psychiatric Center

Michael Silverberg, President
NAMI - New York State

Alan B. Siskind, Ph.D., Executive Vice President & CEO
Jewish Board of Family and Children’s Services

Steven H. Smith, Psy.D., Consulting Psychologist
Grace Church Community Center

Jeffery Smith, M.D.
Private Practice - Scarsdale, NY

Andrew Solomon, Contributing Writer, Magazine
The New York Times

Hon. Nicholas A. Spano
New York State Senate - 35th District

Hon. Andrew J. Spano
Westchester County Executive

Giselle Stolper, Executive Director
Mental Health Association of New York City

Harris B. Stratyner, Ph.D., C.A.SAA.C., Director
NYPH & UHC Chemica Dependency Program

Jeannie Straussman, Director, Central NY Field Office
New Y ork State Office of Mental Health

Timothy B. Sullivan, M.D., Clinical Director
Saint Vincent's Behavioral Health Center - Westchester

Janet Susin, Co-President
NAMI Queens/Nassau

Richard P. Swierat, Executive Director
Westchester ARC

MariaL. Tiamson, M.D., President
Psychiatric Society of Westchester

Alan Trager, Executive Director & CEO
Westchester Jewish Community Services

Anthony F. Villamena, M.D., Chief of Psychiatry
Lawrence Hospital Center

Jonas Waizer, Ph.D., Chief Operating Officer
FEGS - Behavioral & Health Related Services

Joyce Wale, Assistant Vice President - Behavioral Health
New York City Health & Hospitals Corporation

Maralee Walsh, Ph.D., Program Director-Behavioral Health Center
Westchester Medical Center

Mary Ann Walsh-Tozer, Commissioner
Rockland County Department of Mental Health

Michael Wein, CSW-R, CASAC, Administrator
NY United Hospital - Behavioral Health Services

Peter Y ee, Assistant Executive Director
Hamilton-Madison House

Neil Zolkind, M.D., Clinical Director
Westchester Medical Center - Behavioral Health Center

committee in formation

Mental Health News
Wishes to Express | ts Sincere
Gratitude And Appreciation
To The Members Of Our
Advisory Council And To The
Organizations and Supporters Who
Make This Publication Possible



MENTAL HEALTH NEWS ~ FALL 2003

PAGE 5

Table of Contents

Publisher’s Desk

© Our Children - Our Future
[ Editorial to The Publisher

NewsDesk

8 Stone Appointed Deputy Director of SAMHSA
8 Half With Serious Mental 1liness are Treated
9 Commission Report Kudos - Will Things Change?
9 Gene Doubles Risk of Depression
10 NAMI Claims House Subcommittee is Out of Step
11 New York’s Medicaid Buy-in Holds Promise

|n the News at Mental Health News

14 Dr. Siskind Elected Chairman of the Board

14 Sen. Oppenheimer Funds Multimedia Project
14 Publisher Floats Vision for Sea-worthy Idea
15 Mental Health Leaders Join Board of Directors
15 Kaplan Family Foundation Awards Grant

15 Westchester and Orange County Award Grants

Columns

19 A Voice of Sanity

20 The NAMI Corner

21 Point of View

22 Working With Medications

23 The NARSAD Report

24 The NYAPRS Advocacy Watch
25 The NYSPA Report

Articles of Interest

16
18
26
29
33
43

Mobile Training Team Bridges Digital Divide
Filmmaker Reclaims Her Past in New Documentary
Center Study Reveals Differences in Recipients
Four Winds Hospital’s Fall Supplement

L essons About Mental 1liness Promote Tolerance
Unique Partnership Creates Supportive Housing

Child and Adolescent Depression

1 Depression in Children and Adolescents from NIMH
1 Olympic Gold Medalist Alerts Teens of Depression
11 Helping Parents Understand Childhood Depression
11 Adolescent Depression: Alternatives Help Teens
12 1sAdolescent Depression Affecting Your Teenager
13 Clearing the Clouds on Adolescent Substance Abuse
13 Westchester Launches Depression Ed Campaign
16 Columbia TeenScreen Moves Into National Arena
18 WJCS Program for Gay and Leshian Teens
33 A New Approach for Pregnant and Troubled Teens
34 |CL Trauma Team Focuses on Adolescent Loss
36 FEGS“Passages’ Program Offers Teens Hope
37 JBFCS on Adolescent Treatment Challenges
38 Mount Sinai Doc’s Give Perspective on Adolescents
38 Partnership With Children Helps Teens Take Steps
40 <. Vincent's Westchester Fills Day Treatment Gap
42 MHA of NYC Giving Teens a Chance at Success
44 Hall-Brooke Gives us Tools to Prevent Teen Suicide
50 New Learning Center Treats Depressed Adolescents

Thanks To Our Advertising Sponsors

SLS Hedlth, J.P. Morgan Chase and Company , MHA of Westchester
New Y ork-Presbyterian Psychiatry, CHOICE of New Rochelle, NARSAD
New Y ork State Psychiatric Association, MHA of Nassau County
Four Winds Hospita, Institute for Community Living, FEGS
Jewish Board of Family and Children’s Services
Saint Vincent Catholic Medical Centers—Behavioral Health
MHA of New Y ork City, Hall-Brooke Behavioral Health Services
Norwalk Hospital—Department of Psychiatry, Silver Hill Hospital
Family Service of Westchester, The Guidance Center, Weill Medical College
MHA of Rockland County, Putnam Family Support and Advocacy
Westchester Residential Opportunities, Search for Change
Human Development Services of Westchester, MHA in Putham County
NAMI of Westchester & Rockland, The Psychiatric Society of Westchester,
The Center for Career Freedom, Center for Eating Disorder Recovery
Putnam Family & Community Services, Westchester Jewish Community Services
Westchester Medical Center—Behavioral Health Center



PAGE 6

MENTAL HEALTH NEWS ~ FALL 2003

The Publisher’s Desk

Our Children - Our Future
]

A
Bush Commission Report
Needs Fundilmg,To Make It Work
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By IraH. Minot, Founder &
Publisher Mental Health News

n this issue of Mental Health News,
we take a brief look at depression
in children and adolescents. We
knew from the beginning that we
would be unable to thoroughly cover
even a fraction of the many correlating
illnesses and diagnoses that relate to this
broad area of concern in our children.

The President’s New Freedom Com-
mission has made its final report, and we
must commend this effort on the breadth
and quality of its recommendations as
they relate to children and adults. Advo-
cates for an improved mental health sys-
tem in Americaare not limited to legisla-
tive leaders, treatment professionals and
service providers. Family members and
patients (consumers), as well, have testi-
fied that the system has failed to provide
the availability, accessibility, quality and
guantity of care needed.

With the final report of the New Free-
dom Commission, President Bush has
yet more evidence to call for the funds
necessary to make improvements to the
mental health system in the United
States. In doing so, he knows that our
children are our future, as reflected in
his own words relating to co-occurring
disorders:

"... a 14-year-old boy who started ex-
perimenting with drugs to ease his se-
vere depression. This former honor stu-
dent became a drug addict. He dropped
out of school, was incarcerated six times
in 16 years. Only two years ago, when
he was 30 years old, did the doctors fi-
nally diagnose his condition as bipolar
disorder, and he began a successful pro-
gram.."

George W. Bush

Here are some excerpts from the
President’s New Freedom Commission’s
Report which relate to children:

If Untreated, Childhood Disorders
Can Lead to a Downward Spiral

Early childhood is acritical period for
the onset of emotional and behavioral
impairments. In 1997, the latest data
available, nearly 120,000 preschoolers
under the age of six -- or 1 out of 200 --
received mental health services. Each

year, young children are expelled from
preschools and childcare facilities for
severely disruptive behaviors and emo-
tional disorders.

Since children develop rapidly, deliv-
ering mental health services and supports
early and swiftly is necessary to avoid
permanent consequences and to ensure
that children are ready for school.
Emerging neuroscience highlights the
ability of environmental factors to shape
brain development and related behavior.
Consequently, early detection, assess
ment, and links with treatment and sup-
ports can prevent mental health problems
from worsening.

Without intervention, child and ado-
lescent disorders frequently continue
into adulthood. For example, research
shows that when children with co-
existing depression and conduct disor-
ders become adults, they tend to use
more health care services and have
higher headth care costs than other
adults. If the system does not appropri-
ately screen and treat them early, these
childhood disorders may persist and lead
to a downward spiral of school failure,
poor employment opportunities, and
poverty in adulthood. No other illness
damage so many children so seriously.

Early detection, assessment, and links
with treatment and supports can prevent
mental health problems from worsening.

Schools Can Help Address
Mental Health Problems

Currently, no agency or system is
clearly responsible or accountable for
young people with serious emotional
disturbances. They are invariably in-
volved with more than one specialized
service system, including mental health,
special education, child welfare, juvenile
justice, substance abuse, and health.

The mission of public schools is to
educate all students. However, children
with serious emotional disturbances have
the highest rate of school failure. Fifty
percent of these students drop out of
high school, compared to 30% of all
students with disabilities. Schools are
where children spend most of each day.
While schools are primarily concerned
with education, mental health is essential
to learning as well as to social and emo-
tional development. Because of this im-
portant interplay between emotional
health and school success, schools must
be partners in the mental health care of
our children.

Schools are in a key position to iden-
tify mental health problems early and to
provide a link to appropriate services.
Every day more than 52 million students
attend over 114,000 schools in the U.S.
When combined with the six million
adults working at those schools, almost
one-fifth of the population passes
through the nation's schools each day.
Clearly, strong school mental health pro-
grams can attend to the health and be-
havioral concerns of students, reduce
unnecessary pain and  suffering, and
help ensure academic achievement.

IraMinot

Peoplewith Co-occurring Disorders
Arelnadequately Served

Seven to ten million people in the
United States have at least one mental
disorder in addition to an alcohol or drug
abuse disorder. Too often, these indi-
viduas are treated for only one of the
two disorders...if they are treated at all.

A substantial number of children and
adolescents also have co-occurring men-
tal illness and substance use disorders. If
one co-occurring disorder remains un-
treated, both usually get worse. Addi-
tional complications often arise, includ-
ing the risk for other medical problems,
unemployment, homelessness, incarcera-
tion, suicide, and separation from fami-
lies and friends.

Studies show that few providers or
systems which treat mental illnesses or
substance use disorders adequately ad-
dress the problem of co-occurring disor-
ders. Only 19% of people who have co-
occurring serious mental illnesses and
substance dependence disorders are
treated for both disorders, 29% are not
treated for either problem. For people
with less serious mental illnesses and
substance dependence problems, the
pattern of under-treatment is even worse.
Most (71%) receive no treatment; only
4% receive treatment for both disorders.
The same pattern of under-treatment
holds for youth with co-occurring disor-
ders.

MH Praoblems Are Not Adequately
Addressed in Primary Care Settings

Of dl the children they see, primary
care physicians identify about 19%with
behavioral and emotional problems.
While these providers frequently refer
children for menta hedth treatment,
significant barriers exist to referral, in-
cluding lack of available specidists, in-
surance restrictions, appointment delays,
and stigma. In one study, 59% of youth
who were referred to specialty mental
health care never made it to the special-
ist.

Finaly, it is noteworthy that thereisa

paralel problem in speciaty mental
health care. Specialty mental health
providers often have difficulty providing
adequate medical careto consumers with
co-existing mental and physical ill-
nesses. Given that individuas with seri-
ous mental illnesses, such as schizophre-
nia, have high levels of non-psychiatric
medical illnesses and excess medica
mortality, this is also a troubling situa-
tion.

Mental Health News joins with the
many organizations who support the
President’ s efforts to tackle the problems
evident in our menta health system. We
all agrees that without funding we will
continue to see communities fail to offer
and deliver the kind of mental hedth
services needed to support the crisis of
mental illness in America. Here are the
sentiments of just two leaders of organi-
zations involved in children’s mental
health issues that sum up the situation.

"The Federation of Families for Chil-
dren's Mental Health remains committed
to insuring children with mental health
needs and their families can count on
immediate access to quality services and
supports that are community based. It
our desire that the President's New Free-
dom Commission's report reflect the
current status of children's mental health.
We look for a commitment from this
administration to take action and support
policy changes with necessary increased
funding in order to change the way this
nation serves its children with mental
health needs and their families."

Barbara Huff, Executive Director
Federation of Families for Children's
Mental Health. (703) 684-7710

"The 1999 Surgeon General's Report
on Mental Health described the science
underlying the identification, assess-
ment, and treatment of mental disorders,
including the disorders of childhood.
"The 20,000 family members of CHADD
(Children and Adults with Attention-
Deficit Hyperactivity Disorder) hope
that the President's Commission Report
will result in financing and management
strategies that deliver the science to all
individuals with mental disorders and
their families.”

E. Clarke Ross, CEO
CHADD (301) 306-7070

Mental Health News will continue to
speak out and report on issues vita to
improving access to mental health infor-
mation, education, advocacy and re-
sources. We urge you to become in-
volved in these efforts in your commu-
nity. We are all stakeholders because
mental health issues effect us all.

Mental Health News appreciates your
continued support and enthusiasm for
our mission and encourages your partici-
pation to keep us abreast of your inter-
ests and concerns.

Have A Great Fall Season!
IraH. Minot, CSW



MENTAL HEALTH NEWS ~ FALL 2003

PAGE 7

Editorial to The Publisher

Child and Adolescent Depression:
Phar macological Enigma

An Editorial
By Joseph A. Deltito, M .D.

At

Joseph A. Deltito, M .D.

hirty years ago it was domi-
nantly held in the Psychiatric
Profession that children and
adolescents did not suffer from
Major Depressive Disorder. This notion
has been robustly repudiated by studies
of epidemiology, psychopathology, and
pharmacology which demonstrate it to
be an illness in childhood, apparently
continuous with adults' presentations.
Families with adults, who obviousy
suffer from a Major Depressive Disorder
show much higher levels of depression
in children as compared to matched con-
trols with no familial adult depression.

It has been estimated that 4.5 % of
children ages 6-18 will demonstrate an
episode of major depression and that 7%
of these children will make suicide at-
tempts. Compared to other childhood
diseases Depression is among those with
the highest levels of morbidity and mor-
tality.

We know that many children go undi-
agnosed or misdiagnosed who suffer
from depression (aka Unipolar Depres-
sion). This is undoubtedly due to numer-
ous factors. Perhaps, most importantly,
Unipolar Depression becomes confused

with other psychiatric disorders, which
in their early phases share more overlap-
ping symptoms than they would in adults
who have suffered from these illnesses
for longer periods of time.

There are many psychiatric disorders
that show their "age of onset" in the
childhood or adolescent years. A list of
some of the most common would in-
clude Unipolar Depression, Bipolar Dis-
order, Obsessive-Compulsive Disorder,
Socia Phobia, and Schizophrenia. In the
initial months of the presentations of
these disorders, there may be a notice-
able lack of the more dramatic and char-
acteristic symptoms which more clearly
delineate and define these illnesses in
adulthood. Well before the schizo-
phrenic shows frank hallucinations, the
OCD patients shows eccentric and irra
tional behaviors, or the Bipolar patient
shows marked grandiosity and elevated
moods, they may al show a rather simi-
lar picture of social withdrawal, lack of
interest in their usual pleasurable activi-
ties and irritability. It is only with time
that these saplings of disorders grow into
the mighty trees of illnesses whose taxo-
nomic characterization is obvious when
under educated inspection. In my experi-
ence, many of the conditions called de-
pression in childhood will reveal them-
selves in time to be other disorders with
different natural histories and responses
to specific treatments.

A two-year old Bluefin Tuna
(approximate weight 250 Ib.) is easily
distinguished from a two-year old An-
chovy (approximate weight .5 ounces),
yet one might be surprised how difficult
it is to distinguish a two-day old An-
chovy from a two-day old Bluefin Tuna
when both weigh as much as a feather on
a hummingbird's wing.

The same is true of psychiatric disor-
ders in their infancy; they are challeng-
ing to distinguish among themselves
during their early stages of development.
I will return to this argument when dis-
cussing research on treatments for child-
hood depression.

Other reasons why childhood Depres-
sion is oftentimes misdiagnosed or un-
derdiagnosed may have to do with in-
creasing numbers of children getting
initially evaluated when exhibiting signs
of depression by non-medicaly trained
mental health practitioners. Many are
hesitant to make major psychiatric diag-
noses preferring psycho-social models
of abnormal childhood behaviors, even
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when these models do not logically ap-
ply. In the age of Managed Care and
HMOs fewer, not more, children are
being initially evaluated by medical ex-
perts in childhood psychiatric disorders.
Such systems more often employ practi-
tioners with less rigorous training and
experience. Fearing "stigma," these prac-
titioners often times illogically fear chil-
dren being "labeled" with psychiatric
illnesses. To mislabel a child with a psy-
chiatric diagnoses is a tragedy, but to
properly label (diagnose) a child with a
severe psychiatric disorder is the first
step towards effective treatment and,
hopefully, a life freed from the negative
and oftentimes tormenting effects of
chronic mental illness.

The “gold-standard” for treatment
for Unipolar Depression in adults is most
often a combination of Pharmacotherapy
(antidepressants) with adjunctive psy-
chotherapy of a cognitive-behavioral or
interpersonal variety. Of course thereisa
large array of agents and techniques
which may be particularly useful in cer-
tain subsets of depression; these would
include electroconvulsive therapy, light
therapy, and other forms of psychother-

Whereas there exists a large and con-
vincing body of data from controlled
(that is comparing a medicine to placebo
under rigorous scientific conditions)
clinical trials (experiments) supporting
the effectiveness of standard antidepres-
sants in depressed adults, there is sur-
prisingly little data from such systematic
research conducted on children and ado-
lescents. Being a consultant to many of
the major pharmaceutical companies, as
well as a reviewer for many of the psy-
chiatric journals, | am prepared to say
that many clinical trials aimed at demon-
strating a robust effect of an antidepres-
sant in this age group have failed to gen-
erate overwhelming evidence of effi-
cacy. Within scientific psychopharma-
cological circles, this is a well-known
fact; there exists many unpublished stud-
ies showing no significant antidepressant
effect in this age group. The reason why
this may be remains an enigma open to
scientific scrutiny, debate and disagree-
ment.

It is my opinion that the main reason
this is so has not to do with the inade-
quacies of antidepressant medica-
tions, but has to do with the inadequa-
cies in the diagnoses of subjects who
find themselves included in such studies.

| firmly believe that many of the chil-
dren who superficially meet research
criteriafor entry into these studies do not
truly have Unipolar Depression. | be-
lieve many of them have the initia, pro-
dromal or not fully developed features of
OCD, Socia Phobia, Panic Disorder,
Bipolar Disorder, Attention Deficit Dis-
order, Schizophrenia and other disorders
which may not respond to antidepres-
sants in the dosages intended to treat
Unipolar Depression. In addition some
of these conditions may actually worsen
or show the emergence of noxious side
effects when treated with antidepres-
sants, most notably in the case of Bipolar
Disorder. As these cases are erroneously
included in the pool of research subjects
for Unipolar Depression in childhood at
a higher rate than would occur in studies
of adults, we develop a picture which at
first glance seem to indicate that antide-
pressants do not work as well in children
as they do in adults. In al likelihood the
response rate would be similar once the
selection errors based on misdiagnoses
are corrected.

Let me state clearly that there does
exist strong data from controlled clinical
trials of depressed children and adoles-
cents showing efficacy for Fluoxetine,
Paroxetine, Citalopram, Sertraline and
Nefazadone. | do believe that the con-
fines of Unipolar depression are continu-
ous between adults and children and that
pharmacological agents shown to be
helpful in adults are reasonable choices
when judicioudly used in children. The
main reason for a paucity of datain their
support lies in the difficulty in making a
correct diagnoses of Unipolar depres-
sion in children distinguishing it from
other psychiatric conditions in their de-
veloping phases. As an advocate for peo-
ple with mental illness, | urge all parents
to demand sophisticated and well trained
individuals be employed by their health
care networks when diagnosing their
children.

Obviously, further study in this im-
portant arena is crucial and necessary.

Joseph A. Ddltito, M.D. is a Clinical
Professor of Psychiatry at New York
Medical College and has an office prac-
tice for psychopharmacological consul-
tations and forensic psychiatry in Green-
wich, Connecticut. Dr. Deltito serves on
the Clinical Advisory Board of Mental
Health News.
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James L. Stone Leaves NYS-OMH

Appointed Deputy Administrator of SAMHSA

SAMHSA
E-news

bstance Abuse and Menta

Health Services Administration

SAMHSA) Administrator

harles G. Curie today an-

nounced that James L. Stone has been

appointed deputy administrator of SAM-
HSA.

SAMHSA, a component of the U.S.
Department of Health and Human Ser-
vices, is dedicated to providing preven-
tion and treatment services
that build resilience and facilitate recov-
ery from substance abuse and
mental illness.

Prior to joining SAMHSA, Stone was
Commissioner of the New York State
Office of Mental Health. There he su-
pervised the New York State public
mental health system, which includes 27
psychiatric centers serving over
6,000 inpatients and 20,000 outpa-
tients. As Commissioner of Menta
Health he worked with local government
to assure effective services and proper
regulation and licensure of over 2,500
programs across the state.

"James Stone will further our vision
of a headthier U.S. by addressing the
mental illnesses and substance abuse that
disable millions of Americans,"
Health and Human Services (HHS) Sec-
retary Tommy G. Thompson

said. Those who suffer from mental
illness or substance abuse deserve to be
treated with the same compassion and
medical attention as those who suffer
physical ailments. James Stone's stellar
record in New York shows we have
the right man for the job."

SAMHSA Administrator Charles G.
Curie said, "l am truly excited to have
James Stone on SAMHSA's executive
team. His proven leadership and
extensive experience in strategic plan-
ning for mental heath services; his
ability to encourage collaboration among
advocacy groups, provider groups and
government agencies; his experience in
addressing co-occurring substance abuse
and mental disorders; and his manage-
ment expertise will propel SAMHSA
into a new era of responsiveness and
efficiency.”

Stone positioned New York State as a
leader in addressing co-occurring
mental health and substance abuse disor-
ders, a major priority of SAMHSA
under Curie. He authored the concept of
service coordination by severity
of disorders and location of care whichis
the standard in the field for determining
the level of treatment for those with co-
occurring substance abuse and mental
disorders. He oversaw development of
an assessment instrument to aid clini-
cians in diagnosing co-occurring sub-
stance abuse and mental heath disor-

i
James L. Stone

ders, and was instrumental in creating
collaboration between mental health
authorities and the New Y ork Office of
Alcoholism and Substance Abuse. This
cooperation led to the funding of 12
specialists in co-occurring disorders as-
signed to local county mental
health offices to facilitate collaboration
among substance abuse and mental
health professionals.

Under Stone, state mental hospitals
were al fully accredited, and he

achieved the only statewide correctional
mental health system to be fully
accredited. He also successfully reduced
restraint and seclusion of
mentally ill patients by 65 percent. Heis
a supporter of performance indicators
and evidence-based-practices, as well of
developing data to support service en-
hancement.

During the crisis of 9/11/01, he
worked with SAMHSA and City of New
York officials to establish a command
center to provide mental health and
substance abuse services to those &f-
fected. He also created Project
Liberty to focus on services to special
populations and a media campaign
to address the general public.

He holds aB.A. and an M.SW. from
Syracuse University and is a recipient
of the "Distinguished Alumnus Award"
of the Syracuse University School of
Social Work. He has also been pub-
lished in severa behavioral health
journals.

SAMHSA, a public hedth agency
within the U.S. Department of Health
and Human Services, is the lead federal
agency for improving the quality and
availability of substance abuse preven-
tion, addiction treatment and mental
health services in the United States. Visit
our website at www.samhsa.gov.

Study Reveals Fewer Than Half

With Serious Mental Illness Are Receiving Treatment

CMHS Consumer Affairs
E-News

ewer than half of adults with a
serious mental illness received
treatment or counseling during
the past year, according to the
2001 National Household Survey on
Drug Abuse. Serious mental illness is
defined as having a diagnosabl e disorder
that meets the criteria of the fourth edi-
tion of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V).
The findings were announced by Sub-
stance Abuse and Mental Health Ser-
vices Administration (SAMHSA) Ad-
ministrator Charles Curie, saying: "Too
many Americans are unaware that men-
tal illness can be treated and that recov-
ery is possible." Curie said. "Fewer than
half of the 15 million adults with serious
mental illness in the United States are
receiving treatment. The data show ra-

cial disparities and educational differ-
ences as well. The conseguences of un-
treated mental illness can be shattering,
leading to unnecessary disability, home-
lessness, unemployment, incarceration
and even suicide."

Whites were more likely than African
Americans or Hispanics to have received
treatment or counseling during the past
year, according to the Household Sur-
vey. There were 51.4 percent of whites
who received treatment or counseling
compared to 38.4 percent of African
Americans and 27 percent of Hispan-
ics. College graduates were more likely
than those with lower levels of education
to have received treatment or counseling.

The data indicate that younger adults,
aged 18-25, received less counseling or
treatment than 26-49 year olds. The
persons receiving the most treatment or
counseling in the past year were age 50
or above. Only 32.7 percent of adults

age 18-25 with serious mental illness
received treatment or counseling, com-
pared to 50 percent for 26-49 year olds,
and 53.3 percent of those age 50 or
older.

Curie added, "There are many rea-
sons why people do not seek help for
mental health problems. This is one of
the many issues the President's New
Freedom Commission on Mental Health
is expected to address in its fina re-
port ."

To tackle the problems in mental
health treatment, SAMHSA is helping to
build community-based systems of care
for children with serious emotiona dis-
turbances and their families. SAM-
HSA's Community Mental Health Ser-
vices Block Grant Program provides
funds to states to provide comprehensive
community mental health services to
adults with serious mental illness and
children with serious emotional distur-

bances. SAMHSA's PATH Program is
bringing an estimated 147,000 homeless
people into treatment for mental disor-
ders and substance abuse, as well as pro-
viding referrals for housing.

SAMHSA is also working on a na
tional project to promote the widespread
adoption of six evidence-based practices
to improve treatment by giving practitio-
ners the tools they need to generate posi-
tive outcomes for adults with serious
mental illness.

The Household Survey is conducted
annually by SAMHSA. In 2001 ap-
proximately 70,000 people aged 12 and
older participated in the survey. For the
first time in 2001, the Household Survey
included questions for adults that meas-
ure serious mental illness. Survey par-
ticipants aged 18 and older were asked
guestions used to assess serious mental
illness during the year prior to the survey
interview.
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Kudos For Freedom Commission Final Report

But Without Funding System Remains On Critical List

Bazelon Center, NAMI,
NASMHPD, NMHA Call on Bush
and Congressto Take Action

he President's New Freedom

Commission on Mental Health

today released its long-awaited

report, including recommenda-
tions to improve America's broken
mental health system. Together the
Bazelon Center for Mental Health Law,
NAMI, National Association of State
Mental Hedth Program Directors and
National Menta Heath Association
commend the Commission for its
work. Our organizations call on Presi-
dent Bush and Congress to now take the
bold steps needed to realize the Commis-
sion's recommendations and make men-
tal health anational priority.

"Mental health advocates today call
on the nation's leaders to capitalize on
this historic opportunity to address the
growing crisis in public mental health
systems," said Robert Bernstein, execu-
tive director of Bazelon Center for Men-
tal Health Law. "Policymakers have a
choice - they can put this report on a
shelf and continue the past policies of
hopelessness, or they can act on its rec-
ommendations and make recovery-
focused services a priority for millions
of Americans with unmet menta
health needs."

In its interim report, the Commission

found America's mental health system to
be "in shambles,” resulting in millions of
people with mental illnesses not receiv-
ing the care they need. The fina report
calls for transforming fragmented public
mental health services into a system fo-
cused on early intervention and recov-
ery. Such a system would provide people
with mental health needs the treatment
and supports necessary to live, work,
learn and participate fully in their com-
munities.

Research shows that people with - or
at risk of - mental health disorders need
access to arange of advanced treatments,
early interventions and supports that are
both culturally appropriate and con-
sumer- and family-centered. Without
broad access to such services and sup-
ports, people with mental illnesses can
face school failure, unemployment, sub-
stance abuse, homel essness, arrest, incar-
ceration, increased reliance on emer-
gency facilities, and suicide.

"We cannot wait another day, another
year or another decade for real progress,”
said Richard Birkel, Ph.D., nationa ex-
ecutive director of NAMI. "We do not
want another Presidential Commission,
Surgeon General's report, state audit or
newspaper expose telling us what we
already know too well. Let today be the
turning point. Let today begin the trans-
formation of a broken system of care to
one that provides recovery-oriented,

community-based treatment and services
that we know will work."

In April 2002, the president estab-
lished the Commission to help eiminate
inequalities in mental health care. The
Commission was to conduct a compre-
hensive study of mental health delivery
systems and recommend policies that - if
implemented by federal, state and local
governments - would improve the mental
health system and, in turn, improve the
services that millions of adults and chil-
dren with mental health problems need.

"The stakes are too high for us to
continue with business as usua," sad
Robert Glover, executive director of the
National Association of State Mental
Health Planning Directors. "Our organi-
zations are joining together to demon-
strate the urgency of need, to underscore
the promise of effective services for mil-
lions of Americans with mental illness,
and to work with federal officias to
make those services available to al who
need them."

The Campaign for Mental Health
Reform was founded by the Bazelon
Center, NAMI, NASMHPD and NMHA
to serve as a focus for federal policy
advocacy for the mental health commu-
nity. Twelve other mental health advo-
cacy organizations have joined the Cam-
paign as partners. The Campaign's goal
is to work directly with federa policy-
makers to make access, quality and re-

Gene More Than Doubles

covery in menta health services the hall-
mark of our nation's mental health sys-
tem.

"The Commission's report is a pre-
scription meant to fix a mental health
'system' that is on the verge of plunging
from crisis to catastrophe,”" said Michael
Faenza, president and CEO of the Na-
tional Menta Hedth Association. "It
offers a great chance for advocates, con-
sumers and family members to work
with federal leadership towards funda-
mental change. But without commit-
ment, action and funding this report is
worth no more than the paper it is writ-
tenon."

The Bazelon Center for Mentd
Health Law is the leading nationa legal
advocate for people with mental illnesses
or mental retardation. Through prece-
dent-setting litigation and in the public
policy arena, the Bazelon Center works
to advance and preserve the rights of
people with mental illnesses and devel-
opmental disabilities. For more informa-
tion, visit www.bazelon.org.

As The Nation's Voice on Menta
Illness, NAMI leads a national grass-
roots effort to transform America's men-
tal heath care system, combat stigma,
support research, and attain adequate
health insurance, housing, rehabilitation,
jobs and family support for millions of

see Kudos on page 51

Depression Following Life Stresses

National Institute of Mental Health
Washington, D.C.

mong people who suffered

multiple stressful life events

over 5 years, 43 percent with

one version of a gene devel-
oped depression, compared to only 17
percent with another version of the gene,
say researchers funded, in part, by the
National Institute of Menta Health
(NIMH). Those with the "short,” or
stress-sensitive version of the serotonin
transporter gene were also at higher risk
for depression if they had been abused as
children. Y et no matter how many stress-
ful life events they endured, people with
the "long" or protective version experi-
enced no more depression than people
who were totally spared from stressful
life events. The short variant appears to
confer vulnerability to stresses, such as
loss of ajob, breaking up with a partner,

death of aloved one, or a prolonged ill-
ness, report Drs. Avshalom Caspi and
Terrie Moffitt, University of Wisconsin
and King's College London, and col-
leagues, in the July 18, 2003 Science.

The serotonin transporter gene codes
for the protein in neurons, brain cells
that recycle the chemical messenger after
it's been secreted into the synapse, the
gulf between cells. Since the most
widely prescribed class of antidepres-
sants act by blocking this transporter
protein, the gene has been a prime sus-
pect in mood and anxiety disorders. Yet,
its link to depression eluded detection in
eight previous studies.

"We found the connection only be-
cause we looked at the study members
stress history," noted Moffitt. She sug-
gested that measuring such pivotal envi-
ronmental events — which can include
infections and toxins as well as psycho-
socia traumas — might be the key to

unlocking the secrets of psychiatric ge-
netics.

Although the short gene variant ap-
pears to predict who will become de-
pressed following life stress about as
well as a test for bone mineral density
predicts who will get a fractured hip
after afall, it's not yet ready for use as a
diagnostic test, Moffitt cautioned. If con-
firmed, it may eventually be used in con-
junction with other, yet-to-be-discovered
genes that predispose for depression in a
"gene array” test that could help to iden-
tify candidates for preventive interven-
tions. Discovering how the "long" vari-
ant exerts its apparent protective effect
may also lead to new treatments, added
Moffitt.

Everyone inherits two copies of the
serotonin transporter gene, one from
each parent. The two versions are cre-
ated by a dlight variation in the sequence
of DNA in aregion of the gene that acts

like a dimmer switch, controlling the
level of the gene's turning on and off.
This normal genetic variation, or poly-
morphism, leads to transporters that
function somewhat differently. The short
variant makes less protein, resulting in
increased levels of serotonin in the syn-
apse and prolonged binding of the neuro-
transmitter to receptors on connecting
neurons. Its transporter protein may thus
be less efficient at stopping unwanted
messages, Moffitt suggests.

Moffitt and colleagues followed 847
Caucasian New Zealanders, born in the
early 1970s, from birth into adulthood.
Reflecting the approximate mix of the
two gene variants in Caucasian popula
tions, 17 percent carried two copies of
the stress-sensitive short version, 31 per-
cent two copies of the protective long
version, and 51 percent one copy of each
version.

see Gene on page 51
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NAMI Testimony Claims House Subcommittee

Out of Step On Children’s Mental Health

NAMI
E-News

Statement of Darcy Gruttadaro, Director,
NAMI Child & Adolescent Action Center

he May 6th hearing by the

Committee on Education & the

Workforce Subcommittee on

Education Reform in the House
of Representatives on "Protecting Chil-
dren: The Use of Medication in our Na-
tion's Schools." represents yet another
exercise that will generate sensational
headlines and alarm parents, while ob-
scuring the true nature of a public health
crisis- in a way that trivializes mental
illnesses in children and the need for
early identification and treatment.

This is the third House hearing on the
topic, skewed against science, against
treatment, and against principles of part-
nership in communities.

On September 29, 2000, the oversight
subcommittee of the House Committee
on Education & the Workforce held a
hearing on the alleged "overmedication”

of children with ADHD. On September
26, 2002, the full House Government
Reform Committee held a hearing on the
same topic. Today, it is the Subcommit-
tee on Education Reform. Here we go
again.

Unfortunately, all these hearings are
focusing on largely anecdotal and unsub-
stantiated claims that our nation's chil-
dren are being overmedicated with psy-
chotropic medications - when well docu-
mented reports and studies show that the
overwhelming majority of children with
mental illnesses are never identified and
fail to receive treatment.

That is the concern of the U.S. Sur-
geon General. It dso is the concern of
President Bush, who last year declared:
"Millions of Americans, millions, are
impaired at work, at school, or at home
by episodes of mental illness. Many are
disabled by severe and persistent mental
problems. These illnesses affect indi-
viduals, they affect their families, and
they affect our country."

President Bush also declared:
"Remarkable treatments exist. Y et many
people - too many people - remain un-

treated. Some end up addicted to drugs
or alcohol. Some end up on the streets,
homeless. Others end up in our jails, our
prisons, our juvenile detention facilities.
Our country must make a commitment:
Americans with menta illness deserve
our understanding, and they deserve ex-
cellent care. Political leaders, health care
professionals, and all Americans must
understand and send this message: men-
tal disability is not a scanda - it is an
illness. And like physical illness, it is
treatable, especially when the treatment
comes early."”

Unfortunately, the Subcommittee
seems not to have heard the President's
message nor to have reviewed well-
documented reports that show the tragic
consequences of the nation's failure to
identify and treat children with mental
illnesses. Suicide remains the 3rd lead-
ing cause of death for our nation's 10-24
year old children and young adults and
research identified in the U.S. Surgeon
General’ s report shows that up to 90% of
those young people have a diagnosable
mental illness.

If the Subcommittee wishes to protect

children — it should focus on the unmet
needs of children with mental illnesses
and their families and the real crisis that
currently exists in this country. Congress
should heed the call of the U.S. Surgeon
General to address the need for the early
identification of mental illnesses in chil-
dren and intervention with appropriate
treatment.  Partnerships should be fos-
tered at the federal, state and local levels
between the education system and other
child serving agencies and families to
ensure intervention and treatment for
early onset mental illnesses.

The Subcommittee should reject leg-
islation that would restrict school profes-
sionals from communicating with fami-
lies about legitimate mental health con-
cerns and recognize that lack of commu-
nication inevitably hurts children and
families. The importance of open com-
munication between school professionals
and families about the health and well-
being of children, and if necessary, the
freedom to recommend comprehensive
medical evaluation cannot be overstated.

see Testimony on page 40

New York’s New Medicaid Buy-in Program

Holds Promise For Many

By Sharon Carpinello, R.N., Ph.D.
Acting Commissioner, New York State
Office of Mental Health

he New York State Office of

Mental Health is going through

an exciting period of progress

on the quality front as it retools
itself to become more centered around
recovery. The last three years have been
a period of significant change: the rou-
tine clinical landscape is becoming more
person-centered and recovery-focused;
self-help and empowerment tools are
becoming increasingly more important
elements; and now with New York
State’s July 1, 2003 implementation of
its Medicaid Buy-in program, New
Yorkers with psychiatric disabilities
have greater opportunities for employ-
ment than ever before in the history of
the State.

The Buy-in program, signed into law
last year by Governor Pataki, enables
individuals to return to work and retain
their needed Medicaid coverage. Thanks
to the Governor, this program will make
it possible for many people with psychi-
atric disabilities to return to work while
keeping the supports necessary to be

Sharon Carpinello

successful. By empowering them to
maximize their own personal potential,
the program allows for greater independ-
ence by enabling people to achieve
meaningful employment and to know the
personal satisfaction that accompanies a
job well done.

The new Buy-in program is also an

example of New York State removing
disincentives to employment, as outlined
in the goals of the recently released final
report of the President’s New Freedom
Commission on Mental Health.

Employment is ranked number one
among goals expressed by recipients of
mental health services, but the fear of
losing needed Medicaid coverage has
been one of the barriers keeping indi-
viduals with disabilities from working to
their full potential. In fact, the loss of
Medicaid has often been a stronger de-
terrent to work and independence than
the loss of cash benefits.

We know that disparities impose a
greater disability burden for minority
populations, and care is being taken to
address the cultural norms and values of
the individuals receiving education and
training specific to the Medicaid Buy-in.

The new program also enables work-
ing individuals with psychiatric disabili-
tiesto buy into Medicaid in order to con-
tinue treatment. In the past, individuals
who returned to work either were not
offered or could not afford insurance
coverage or medical care that was neces-
sary to help them maintain their ability
to work and avoid decompensation. The
new Buy-in program is truly empower-

ing because in many cases Medicaid
provides for the necessary medical sup-
ports that enable an individual to work
and to continue working. These supports
can include medication, home health
care, and medical equipment.

Previous work incentives were some-
what complex and confusing, and the
new Buy-in program bypasses much of
that. Basically, New York’s Medicaid
Buy-in program establishes that if an
individual is working and hasn't yet
reached an established income cap, they
can purchase their Medicaid coverage.
More specifically, the program extends
Medicaid coverage to working individu-
als with disabilities who have net in-
comes at or below 250 percent of the
Federal poverty level. After exclusions
are factored in, an individual could be
eligible for the program with annua in-
come as high as $46,170. If required,
premiums are based on a percentage of
earned and unearned income.

Most individuals who are interested
can apply for the Medicaid Buy-in pro-
gram at their local Department of Social
Services;, however, if an individual re-
sides in a State-operated community

see Buy-in on page 51
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Helping Parents

Understand Childhood Depression

By Flemming Graae, M .D., Chief
Child and Adolescent Psychiatry
Westchester Medical Center

hen we think of depres-

sion, we don't usualy

think of children or ado-

lescents, except in the
sense that they experience moodiness,
sadness, or upset as part of growing up.
Adolescents, especially, seem to have
emotional ups-and-downs, and, while we
worry about them, we accept some of
this, or try to cope with it when things
seem excessive.  And we may remem-
ber our own adolescence when we
thought we could do or experience any-
thing and had intense feelings about
things we disagreed with or were upset
by. We might even recall periods when
we felt overwhelmed, withdrawn, or
angry, and had trouble in our relation-
ships or in school. When we see thisin
our children, we may feel it's something
they'll just get over, that it's just hor-
mones raging or that they have to “grow
up” and deal with life in a more respon-
sible way. So, how was this “real” de-
pression? Well, some of it was, and we
now recognize that children and adoles-
cents can be depressed to a degree, and
for along enough period of time, that we
would cal it a “clinical” depression,
something that has more significant im-
pact over time and that can seriously and
negatively affect development and suc-
cess in life, and that it's not a usual life

| (g
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adversity that is normal or will necessar-
ily make us better for having struggled
withit.

Anyone would certainly understand
that children or adolescents who have
suffered serious trauma or losses early in
life would be more likely to experience
depression, and that is true; and some
may be inherently at risk for depression,
such as that seen passed down in fami-
lies, which would increase the risk for
childhood depression, especially when
coupled with instability or trauma early
in life.  However, it is only in recent
years we have appreciated the extent of
depression in children and adolescents,

in part because we know more about
how it is both similar and different from
adult depression, how prevalent it is, and
how to treat it.

Current estimates are, at minimum,
that between 2-3% of children will ex-
perience a depression and that more than
8% of adolescents will. The belief is
that the earlier it occurs and the longer it
persists, the more negative effect it will
have on development and for future
problems. And when other serious
problems are present with depression,
such as learning problems, and other
psychiatric disorders, such as Attention
Deficit Disorder, Oppositional Defiant
Disorder, Conduct Disorder, or an anxi-
ety disorder, then the accumulated im-
pact in the present and future can be that
much greater. Sometimes, the depres-
sive symptoms can aso be part of an-
other mood disorder called Bipolar Dis-
order, which has more marked mood
instability, irritability, or even periods of
excessively bright or happy moods, or it
can be superimposed on a chronic low
grade depression called Dysthymic Dis-
order. By impact, we mean functional
impairment, such as school or academic
problems, difficulties in peer relations or
getting into trouble with authorities or
becoming involved in drugs and other
self-injurious behavior...even suicidal
behavior.

In many ways, childhood depression
is similar to adult depression, but it is
often expressed in developmentally dif-
ferent ways because of relative physical,

Adolescent Depression:

emotional, and cognitive immaturity and
how children show, rather than say, what
they're feeling and thinking. Like de-
pressed adults, children can be sad, with-
drawn, or lose interest in their usua ac-
tivities; and they may have low energy
or fatigue, more irritability, and they
may have difficulty sleeping (too much,
too little, interrupted) or aren't eating
properly (losing or gaining excessive
weight).  Children may express more
physical complaints, such as headaches,
stomach or muscle aches, and nausea
than adults.  Younger children may
sometimes also say things that reflect
how unhappy they are; such as that they
wish they were dead or that no one loved
them or no one wanted to be their friend
or that people were aways mean to
them. And sometimes children and ado-
lescents can say things that indicate they
feel inadequate, unworthy, or hopeless
about being able to do things right.
Like adults, children may increasingly
struggle with their work, such as concen-
trating in class or on school work or re-
fusing to go to school, and with relation-
ships (fighting, arguing, and being more
sensitive and reactive to actual or per-
ceived social difficulties). At home
they may have more tantrums, irritabil-
ity, impulsive or reckless behavior, and
oppositional behavior than adults might
show, yet also have separation anxiety,
such as unwillingness to sleep aone, or
separate from a parent to go to school or

see Helping Parents on page 52

Helping Young People Find and Alternative

By Mindy R. Appel, ACSW, LMFT
Juni Bowes, NCC, LMFT

he suicide rate for adolescents

has increased more than 200%

over the last decade. Recent

studies have shown that greater
than 20% of adolescents in the genera
population have emotional problems and
one-third of adolescents attending psy-
chiatric clinics suffer from depression.
(Maurice Blackman, MB, FRCPC, The
Canadian Journal of ME, May 1995)
Depression was considered to be the
major psychiatric illness of the 20" cen-
tury, affecting nearly 8,000,000 people
in North Americaaone. Depressed peo-
ple are 20 times more likely to die from
accidents or from suicide than are people
with any other psychiatric disorder.
Since the onset of major depression
(including bipolar disorder) often occurs
during teen years, early recognition of
these conditions is the best defense in
ensuring a long and healthy life for teen-
agers affected by such disorders.

One of the biggest problems is that
depression in teenagers is often misdiag-
nosed, leading to serious difficulties in
school, at work, and with personal ad-
justment and relationships. These diffi-
culties often continue into adulthood if
not treated. One of the major reasons for
the misdiagnosing of the problem is that
adolescence, in and of itself, is a time of
major emotional upheaval, mood
changes, gloomy feelings, histrionic
(dramatic) behavior, and heightened
sengitivity. The real challenge is sepa-
rating out what is normal adolescent
development from behavior that is po-
tentially self-destructive.

Diagnosis, therefore, must rely not
only on observation but on reliable con-
versations with parents, teachers, and
people in the community . It isimportant
to establish each adolescent’s pre-crisis
personality, and take into account recent
stressors or traumas which have occurred
preceding the current clinical state. Sig-
nificant stresses include school issues,
peer relationships, parent or family argu-
ments, divorce, physical or sexua abuse

and alcohol or substance abuse. It is
important to note that though some
stressors may seem insignificant to the
adults, they may be of great significance
to the teen. Of ultimate importance,
however, is establishing a climate of
trust in which the adolescent will truth-
fully discuss hig/her feelings with some-
one who is essentially an adult stranger.
How successful you are in accomplish-
ing this task will often determine the
level of effectiveness of therapeutic in-
tervention.

Depression in adolescence is dightly
different from adult depression and may
be recognized by certain unique charac-
teristics. It is important to note, how-
ever, that these same characteristics
represent perfectly normal adolescent
behavior aswell. Pervasive sadness in
adults may be manifested in adolescents
by wearing black clothing, writing po-
etry with morbid themes, drawing pic-
tures with graphic representations
(daggers, dripping blood, gravesites,
etc.), or being preoccupied with violent
music. Sleep disturbance in adolescents

may result in watching television all
night, talking on the phone al night,
difficulty getting up for school, and fal-
ling asleep in class. Teenagersin middle
and high school often begin to skip
classes and exhibit a marked drop in
grades due to loss of concentration and
distraction. Adolescents who were gen-
eraly “picky eaters’ may go that extra
step and become anorexic or bulimic.
The key to diagnosis is in recognizing
radical changes in behavior over a rela
tively short period of time. One of the
reasons that adolescent depression is so
hard to diagnose is because it can mas-
querade as many things. behavior or
conduct disorder, substance or acohol
abuse, or family confrontations and re-
bellion which seem totally unrelated to
depression.

According to David Capuzzi (Suicide
Prevention in the Schools: Guidelines
for Middle and High School Settings),
there are as many as eleven possible
behaviors which are symptomatic of

see Alternative on page 54
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Adolescent Depression:

Is It Affecting Your Teenager?

By Wade Ander son, Ph.D.
Clinic Director, Northern Westchester
Guidance Clinic of the Mental Health
Association of Westchester

utting classes, difficulty keep-
ing up with academic de-
mands, moodiness, irritability,
frequently crossing over your
parental limits, difficulty making deci-
sions, poor concentration, dropping out
of sports activities or hobbies: Does this
sound anything like your adolescent? If
your answer is “yes’ or even “sort of,”
your adolescent may have a depressive
disorder. Surprisingly, it is not that un-
usua for adolescents in the United States
at this point in our history to experience
a form of clinical depression. The inci-
dence of adolescent depression has dra-
matically increased over the last 15-20
years. A number of recent epidemiologi-
cal studies have reported that as many as
one in twelve adolescents suffer enough
symptoms of depression to meet criteria
for one of the multiple clinical syn-
dromes of depression. NIMH research
supports that up to 4.9 percent of adoles-
cents have Major Depression Disorder.

Adolescent Depression:
Not Easy to Handle or Identify

Adolescent depression, like childhood
depression is determined by the same
array of symptoms as adult depression.
However, the actual presenting picture
of an adolescent with a depressive disor-
der may be difficult to recognize or diag-
nose. It is frequently mistaken for the
“typical” adolescent roller-coaster ride:
ups, downs, high & low activity levels
and destructive persona choices. What
comes to mind when one thinks of
“major depression” often includes: sad
mood, low energy, difficulty getting out
of bed, flat, emotionless expression, in-
difference to once pleasurable activities,
apathy, crying spells, slowness in gen-
eral, and thoughts of death or even sui-
cide. Some depressed adolescents pre-
sent with this kind of picture, but far
more frequently teens present with de-
pressions that are far more dramatic,
energetic and volatile. Adolescents are
developmentally not well equipped to
handle or verbally express highly dis-
tressed internal states. Typicaly teens
express distress with considerable irrita-
bility, impulsivity, and acting out in de-
structive ways, like experimentation with
substances and sexual promiscuity. De-
structive behaviors are often a diversion
away from confronting extremely diffi-
cult emotions.

Recent brain research has shown that
up until 21 or 22 years of age, adolescent
brains are still completing development
in the primary brain areas responsible for
executing planned courses of action,
understanding cause-effect relationships
and controlling impulses. These are the
very areas that go awry with the de-
pressed adolescent.  Our high-paced,

illicit-information-packed, stress-and-
pressure-filled society might be increas-
ingly overwhelming the biology of our
teenagers and young adults. Other fac-
tors associated with teenage depression
include stress, substance use, lack of
communication with parental figures,
and isolation from peers.

Indications for Professional Help

How do you know if the things that
made you say “yes’ or even “sort of”
above about your own adolescent are
serious enough to seek help from a men-
tal health practitioner? If any two of the
following have been prominent, consis-
tent and persistent over a two-week pe-
riod, then a professional consultation
should be considered: 1) Increased aca
demic struggles, 2) reduced performance
with extracurricular demands, 3) signifi-
cant conflicts in family expectations and/
or peer relationships, 4) reduced self-
care and/or hygiene, 5) disturbed sleep-
ing or eating, and 6) hizarre, inexplicable
behavior. Certainly, if you are aware
that your adolescent is experiencing
thoughts of suicide or obsessive thoughts
of death, then an immediate consultation
with a mental health provider is impera-
tive.

The danger of teen suicide is aarm-
ingly real: Suicide has risen to the third
leading cause of death among adoles-
cents and the second leading cause for
college-age adolescents.  Recent re-
search indicates that as many as 7% of
adolescents who develop a Major De-
pressive Disorder may kill themselvesin
their early adulthood. There is some
good news, however: recent literature
suggests that in many cases, prior to a
teen suicide attempt, warning signs were
given. Up to 80% of teens who at-
tempted suicide, also gave clear warning
signsthat include:

Direct or indirect suicide threats
Obsessive thoughts of death
Irrational actions, bizarre in nature
Severe drop in school performance
Creative expressions involving
themes of death in writings, draw-
ings, poems

e Overwhelming feelings of quilt,
shame or rejection

Pay attention to warning signs—get
professional advice immediately—this
help may save your son or daughter’s
life!

What to Expect When First Meeting a
Mental Health Professional

A Certified Social Worker, Licensed
Psychologist or Board Certified Psychia-
trist al are credentialed by the State of
New York, trained to competently con-
duct afull clinical evaluation for adoles-
cent depression. The assessment would
very likely include clinical interviews
with the adolescent, parents, or other
important figures in the adolescent’ s life,

and possible later contact with key
school personnel. The trained mental
health professional will use the informa:
tion gathered from these detailed inter-
views to first assess for the level of risk
to safety, and then determine what level
of intervention or care is required at that
pointintime.

If the risk of suicide is a significant
concern based on the assessment, very
likely, that professional will recommend
an immediate examination at an emer-
gency room. At the ER, a trained psy-
chiatrist will determine if the safety risk
merits inpatient stabilization. If suicide
risk is not high, then one of various out-
patient levels of care will likely be rec-
ommended. The following list is an ex-
ample of increasing levels of outpatient
care recommended for a depressed ado-
lescent: 1) once weekly Cognitive-
Behavioral Therapy (CBT) or Interper-
sonal Therapy (IPT) without medication
therapy, 2) twice weekly CBT or IPT
with monthly psychiatric follow-up, 3)
five-day per week Partial Hospitalization
with close medication management.
Thus, depending on the nature, fre-
quency and intensity of the depressive
symptoms, an appropriate level of care
can be offered.

Luckily, Westchester County has an
abundance of mental health service
agencies and hospitals ready to help you
and your family. Any adolescent, who
exhibits any possible presenting face of
depression can be helped to recover with
the assistance of one of our loca facili-
ties. MHA of Westchester provides out-
patient treatment for adolescents and
their families through our New York
State Licensed clinics; The Northern
Westchester Counseling Center located
in Mount Kisco (914) 666-4646 and the
Sterling Center with offices in White
Plains and Elmsford (914) 345-5900
ext.240. For more information about
depression and a list of mental health
providers in Westchester County, the
following resources will be helpful.

MHA Of Westchester, Information and
Referral Service — 914- 345-5900 ext.
240

MHA Of Westchester, Mental Health
Website — www.mhawestchester.org

National Institute of Mental Health
(NIMH), - Office of Communications
and Public Liaison, 301-443-4513,
www.nimh.nih.gov

e Child Adolescent and Adult
Counseling

e Individual, Family and
Group Therapy

Domestic Violence Services

e Senior Counseling and Support

MHA

he Mental Health
Association of Westchester

A Place To Turn For Help

Information and Referral

Mental Health Issues
Availability and Locations of Services Nationwide
Educational, Financial, Legal, Social, and Other Support Services

MHA Services

Educational Outreach
Vocational Services
Volunteer Opportunities
Consumer Advocacy
Housing Alternatives
Rehabilitation Services

914-345-5900

Visit Our Website At

www.mhawestchester.org
2269 Saw Mill River Road, Bldg. 1-A, Elmsford, NY
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Adolescent Substance Use:

A Clear Approach to a Cloudy Issue

HarrisB. Stratyner, Ph.D., CASAC
Director, The Retreat at Westchester
New Y ork-Presbyterian Hospital

[low me to begin by stating |

am a licensed psychologist

specializing in the field of

addiction, but | am aso the
parent of an adolescent.

Adolescence, that complicated period
when an individua is neither child nor
adult! It can start as early as ten or per-
haps if parents are lucky age 12, and last
until 18 or even extend to 20 or beyond,
but that is for another article.

Some of you may be picking up a
dlightly humorous tone, and while humor
can serve as awonderful defense mecha-
nism for parents dealing with adoles-
cents, when you find the words
“adolescent” and “substance use” in the
same sentence, it is no laughing matter!

Researchers discuss various bench-
marks of adolescence which range from
moving away from the family, placing
more importance on peers, a desire to
chart new territory, just to name a few.
If these changes weren’'t enough, they
are set against the backdrop of burgeon-
ing puberty—a time when parent’s chil-
dren begin to become capable of repro-
ducing children of their own.

Charting new territory often involves
“experimenting” with alcohol and other
drugs. Reviewing the literature on ado-
lescent substance use can be confusing—
some studies imply that there is a decline
in use, while others clearly show an in-
crease. This body of literature is compli-
cated by which substances one is talking
about (e.g., acohol, marijuana, cocaine,
heroin, ecstasy, mushrooms, etc.), as
well as demographics (e.g., age, gender,
socioeconomic status, etc.). Addition-
ally one must consider variables such as
family history of addiction.

There is a recent body of evidence
that has shown that the adolescent brain
continues to go through developmental

Dr. HarrisB. Stratyner

stages throughout adolescence—what
does this mean? One way to interpret
this research is that acohol and other
drugs may be metabolized differently by
adolescents, at different stages of adoles-
cence. According to some studies, ado-
lescents may have an ability to be less
sengitive to the effects of acohol and
other drugs (e.g., with regard to sedative
effects), which would allow them to con-
sume larger amounts of substances,
which in turn could produce greater
amounts of damage to their developing
brains.

Suddenly, one begins to question
whether it is simply okay to see adoles-
cence asatimewhen it is permissible for
“experimentation” with acohol and
other drugs. Both as a psychologist spe-
ciaizing in the field of addiction, as well
as a parent of an adolescent, | certainly
would not want to see adolescents, in-
cluding my child, risk damaging their
brains, which leads me to a zero toler-
ance stance—but here's where it gets
cloudy. If a doctor, counselor or parent
is trying to prevent their adolescent from

using drugs and alcohol, and they have a
zero tolerance perspective, how do they
engage the adolescent in a dialogue?

The clear approach is concealed in
the question and comes down to the
word “dialogue.” Mental health profes-
sionals have known for many, many
years how important it is to communi-
cate with adolescents. Indeed, in a re-
cent study it was shown that one of the
most important elements in determining
an adolescent’s success in getting into a
prestigious university had to do with the
simple process of the family eating din-
ner together. One does not have to give
their imprimatur to their adolescent(s)
that it is okay to “experiment” with alco-
hol and drugs in order for their adoles-
cent to listen to them. Parents can make
it clear to their children that it is not ac-
ceptable to experiment with drugs and
acohol in order to have a“norma” ado-
lescence; however, they must aso let
their adolescents know that they are
there for them no matter what occurs.

Some of you may be saying what an
obvious approach, but yet parents con-
stantly fall into a trap of trying to show
their adolescents that they are “hip” and
“cool” (words at least from my genera-
tion). | for one, believe that it is espe-
cially important during adolescence
(when both the mind and body are going
through radical changes), for parents to
set boundaries and make it clear that
they are not their teenagers “buddy or
friend,” but their parent. It has been my
experience that adolescents actually ap-
preciate boundaries, but it is the way the
boundaries are discussed that keeps them
engaged with their parents.

In my work with adults with co-
occurring disorders, | utilize an approach
of “carefrontation.” Simply defined,
carefrontation treats an addicted men-
taly ill individua without shaming or
blaming them, but instead, treating them
with respect and dignity while holding
them responsible for dealing with their
disorders. Shouldn’t parents treat their

adolescents the same way? |If an adoles-
cent is going through a tough develop-
mental period, when they are not only
being “attacked” from within by ther
developing mind and body, but are aso
having to struggle with peer pressure,
parents must be understanding and show
what Rogers termed  “unconditional
positive regard.” This does not mean
that parents simply say it is okay to use
drugs and alcohol—it is not! However,
while setting firm boundaries that drug
and alcohol use will not be tolerated as
the “standard,” the adolescent till
knows that they can come to their par-
ents and seek guidance and advice from
an authority figure that is there for them.

Treating adolescents by establishing
clear boundaries and yet being available
to them is hard work. It requires time,
effort, and perhaps, most importantly,
leading by example. | know, if you have
read this far, you are saying to yourself,
what if my child sees me engaging in the
consumption of an acoholic beverage,
for example? The first thing | would say
is you are an adult and, although hope-
fully your mind is open to new informa-
tion, it is not still undergoing a develop-
mental process. As an adult, if you are
21 or older and do not have a problem
with alcohol you have the legal right to
consume it. Don't get caught up in the
“but you do it Dad,” or “you do it Mom”
game! However, if you are engaging in
illegal activities and your adolescent is
aware of these behaviors, you are simply
not doing your job as a parent. Cer-
tainly, an individual who smokes mari-
juana cannot turn to their adolescent, and
with a clear conscience say, “but | am an
adult,” when they are breaking the law (|
am not here to debate whether or not
marijuana should be legalized). So, as
parents we need to be clear, firm, but
approachable.

In conclusion the most important
thing you can do to help your adolescent

see Cloudy | ssue on page 46

Westchester County Launches

Public Education Campaign to Help Fight Depression

Mary DeVivo, C.SW.
Coordinator of Community Education

estchester County
launched a public educa
tion campaign in May of
this year to help residents
learn more about depression. The
County Executive, Andy Spano, wanted
to reach out to individuals suffering from
depression to provide information and
help. He said, “It is important to recog-
nize that depression is an illness just like
diabetes, asthma, or heart disease--it can

be treated.” This year alone, approxi-
mately 16,000 children and adolescents
ages 10-18 will be affected in West-
chester County.

Depression in adolescents can be dif-
ficult for parents to recognize since teens
may act “moody” at times and are not
aways willing to share their feelings.
They themselves may not be aware of
their own symptoms of depression and
may think they are just unmotivated, sad,
angry, not good enough or lazy.

Depression in adolescents is increas-
ing at an aarming rate according to the
National Mental Health Association and

is a serious problem that should be
treated promptly.

The Department of Community Men-
tal Hedlth, as part of its public education
campaign, has established a specia
phone line to give out information and
make referrals to treatment providers, if
needed.

Parents, teens and caregivers con-
cerned about themselves, a friend or
loved one should call the Depression
Support Network at (914) 995-5236
(English speaking) or (914) 231-2925
(Spanish speaking).

In addition to our phone line, we have

aso established a new website at
www.westchestergov.com/mental health.
This site contains information about de-
pression (with a separate link to address
signs and symptoms unique to depres-
sion in adolescents) as well as informa-
tion on how to encourage someone to get
help.

We have established a free Speaker’s
Bureau available to schools, recreation
centers, religious groups, organizations
and businesses. If you are interested in
having someone speak to your group,
call 914.995.5236. Speakers are also
available for Spanish speaking groups.
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In The News...at the Office of Mental Health News

Dr. Alan Siskind
Elected Chairman of the Board of Directors

Staff Writer
Mental Health News

ental Health News is
pleased to announce that
Alan B. Siskind, Ph.D.,
has been elected Chairman
of the Board of Directors of Menta
Health News Education, Inc., the parent
organization to Mental Health News.

According to Ira Minot, Menta
Health News Founder and President,
“Dr. Siskind has been a mentor and an
inspiration to me from the very early
beginnings of Mental Health News. His
experience, knowledge and compassion
for the mental health community is un-
surpassed. Under his leadership, and
with the support of our wonderful new
Board of Directors, Mental Health News
has matured into a growing, non-profit
organization that has a promising future
and a solid direction.”

Dr. Siskind has had an extensive and
distinguished career in social work and
mental health as a clinica practitioner,
administrator, teacher and author. Heis
Executive Vice President and CEO of
the Jewish Board of Family and Chil-
dren's Services, the nation’s premier
voluntary mental health and family ser-
vice agency, which serves over 65,000
clients annually in 185 programsin New
York’s five boroughs and in West-
chester.

Dr. Siskind is called upon frequently
as an expert on family issues and the
treatment of adolescents and young
adults. He has served on numerous hu-
man services advocacy groups and spe-
cial commissions.

Dr. Siskind is the Chair of the Hu-
man Services Council of New York and
Past President of The Coalition of Vol-

Dr. Alan Siskind

untary Mental Health Agencies. He is,
and has been, on the board of numerous
mental health and social service organi-
zations, including the Child Welfare
League of Americas AAPSC Child
Mental Health Division Advisory Board
and the Council of Family and Child
Caring Agencies. He is an adjunct Pro-
fessor at Columbia University School of
Social Work and the Smith College
School of Social Work. He has been
named a Distinguished Practitioner by
the National Academies of Practice.

Dr. Siskind received a B.A. from
Boston University, an M.S. from Co-
lumbia University School of Social
Work, a Ph.D. in Socia Work from
Smith College, and a post-Doctoral cer-
tificate in Community Mental Health
from Harvard Medical School’s Labora-
tory of Community Psychiatry.

NYS Senator Suzi Oppenheimer Funds
Mental Health News Multimedia Project

Staff Writer
Mental Health News

ew York State Senator Suzi

Oppenheimer, 37th Senato-

rial District, has notified

Mental Health News that it
has been awarded a Legidlative Initiative
Grant. The fundswill be used for amul-
timedia project.

The funding will alow Mental
Health News to design and create infor-
mative educational presentations on
mental illness, mental health education
and advocacy in a format that the or-
ganization can bring to conferences,
meetings, and special events. Funds will
enable the newspaper to acquire a multi-
media projector, laptop and supporting
software needed for this purpose.

According to Oppenheimer, “Mental
Health News plays an important role in
the community life of Westchester, and |
support this organization’s vital mission
of bringing mental health education to
countless individuals and families in
need of information, resources and
hope.”

Janet Segal, Vice Chairman of the
Board of Mental Health News Educa-
tion, Inc., stated: “ Senator Oppenheimer
has always been a staunch advocate and
supporter of mental health causes
throughout the State of New York. On
behalf of our entire Board of Directors, |
wish to ex-press our deepest gratitude
to her for helping us acquire the fund-
ing needed to bring mental health educa-
tion directly to the community through
this multimedia project.”

Board Treasurer, Donald M. Fitch,
commented: “Mental Health News be-
gan as a “paste-up” newspaper, and has
evolved into a digital format over the

Senator Suzi Oppenheimer

past severa years—giving our graphics
much greater clarity. Thanks to Senator
Oppenheimer’s support, we will now be
able to make the leap from digita print
media into the latest digital multimedia
formats which incorporate audio, video
and graphic arts—for visually exciting
multimedia presentations.”

Your ideas for multimedia projects
on the subject of menta health informa-
tion, education, resources and advocacy
are now being collected, and you may
mail your suggestions to Mental Health
News, 65 Waller Avenue, White Plains,
New York, 10605.

Graphic Artists interested in volun-
teering their skills to help design multi-
media projects related to mental health
education are invited to cal Mental
Health News, at (914) 948-6699 or send
us an E-mail at mhnmail @aol.com.

Mental Health News Publisher Floats Vision for Harbor of Hope Program:
Unique Opportunity for Consumers to Gain Self-Reliance and Test Potential on the Water

Staff Writer
Mental Health News

onsider this. Many people

with mental illness spend

much of their week working

on their recovery. With the
help of community and hospital-based
clinical services, drop-in centers and
vocational programs, consumers are en-
couraged to regain their place in society.
These vital steppingstones are at the
heart of mental health services, which
provide clinical oversight, therapeutic
insight, and group interaction—designed
to break the damaging cycles of mental
illness.

Outside of this week-to-week routine,
however, there are few opportunities for
people with mental illness which are
outside of the clinical milieu—certainly
not one that combines fresh air, builds
self-reliance, and taps the potential of
people with mental illness to succeed at
something they would have thought too
difficult to attempt, piloting a cabin
cruiser or tacking a sailboat out of
Mamaroneck Harbor on the waters of
New York’'s Long Island Sound.

It's called Harbor of Hope, a concept
being floated by Menta Heath News
Founder and President, Ira Minot, who
hopes to interest others with the idea of
combining boating and mental health.

“1 grew up near Mamaroneck Harbor
and have always been drawn to the se-
renity of being on the water. Prior to my
own battle with depression, | had always
loved sailing and found it to be an espe-
cially challenging activity—one that
tested my potential and gave me a fedl-
ing of self-reliance. | want to share that
experience with fellow consumers to
give them a chance to succeed at some-
thing they would never consider or
might not have the opportunity to try. |
believe that we all have untapped poten-
tial that can surface by way of a unique
event or by someone's belief in their
ability to succeed.”

With his vision for Harbor of Hope,

and his own funds, Minot is restoring a
vintage cabin cruiser and a small sail-
boat. He plans to test the waters for
funding and ideas to promote Harbor of
Hope from individua donors and the
corporate community.

“My ultimate dream for Harbor of
Hope is to some day obtain a loop simi-
lar to the Hudson River Clearwater. The
Harbor of Hope, however, would be
used to promote mental health education
and understanding towards people with
mental illness.”

Readers who like the idea or who
have funding suggestions are urged to
contact Minot at the office of Menta
Health News at (914) 948-6699.
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In The News...at the Office of Mental Health News

Mental Health Leaders Join
Mental Health News Board of Directors

Some of the Board: MargeKlein, Alan Trager, Alan Siskind,
Donald Fitch, Janet Segal and Michael Friedman

Staff Writer
Mental Health News

me of the mental health com-

munity’s leading decision

akers from the New York

etropolitan area have joined

together to form the first Board of Direc-

tors of the Westchester based Mental

Health News, a publication founded in

1999 by Ira Minot of Harrison, New

York, asurvivor of aten-year battle with
depression.

Mental Health News, a quarterly
newspaper devoted to providing vita
information, education and resources
about mental illness, has become an
award winning publication which is dis-
tributed to thousands of individuals and
families throughout the tri-state region.
Unique in its format and content, Mental
Health News has served to unite service
providers, advocates, legidators, as well
as the corporate and civic community to
support the challenges and hardship of
everyday people with mental illness—a
segment of our community which is
often stigmatized, feared, and misunder-
stood.

The newspaper’s new Board of Di-
rectors include: Dr. David Brizer, Chair-
man of Psychiatry, Norwalk Hospital;
Donald Fitch, Executive Director, Cen-
ter for Career Freedom; Michael Fried-
man, Public Policy Consultant; Mary
Hanrahan, Director of Treatment Ser-
vices, NY Presbyterian Hospital - Payne
Whitney Division; Dr. Carolyn Hedlund,
Executive Director, Mental Health Asso-
ciation of Westchester; Richard Hobish,
Executive Director, ProBono Partner-
ship; Marge Klein, Executive Director,
The Guidance Center; Andrea Kocsis,
Executive Director, Human Develop-
ment Services of Westchester; Margaret
Moran, Vice President of Administrative
Services — Behavioral Hedlth Services,
St. Vincent Catholic Medical Centers;

Lisa Rattenni, Vice President of Behav-
ioral Health Services, Westchester
Medical Center; Janet Segal, Chief Op-
erating Officer, Four Winds Hospital,
Dr. Alan Siskind, Executive Vice Presi-
dent and CEO, Jewish Board of Family
and Children’s Services; Alan Trager,
Executive Director and CEO, West-
chester Jewish Community Services,
and Dr. Jonas Waizer, Chief Operating
Officer, FEGS — Behaviora and Health
Related Services.

According to Mental Health News
Board Chairman, Dr. Alan Siskind, “We
are al delighted to join together to help
advance the vital educational mission of
Mental Health News, and we will be
focusing our efforts to build a bright
future for this organization so that com-
munities throughout the tri-state region
can benefit by its message of hope and
understanding for individuals and fami-
lies whose lives have been disrupted by
mental illness.”

The newspaper has recently acquired
a smal office in White Plains and is
participating in a development project
designed by the Management Assistance
Program at the United Way of New
York City. According to Ira Minot,
Mental Health News Executive Director,
“Thanks to the Unite Way's Manage-
ment Assistance Project, Mental Health
News will be able to reach out to many
funding sources that will be interested in
our mission of bringing vital mental
health education to the community. This
project is a vital first step for our fu-
ture.”

Mental Health News is available free
of charge at many menta health organi-
zations in the region, and each quar-
terly issueis available to read at no cost
online at www.mhnews.org.

For more information about becom-
ing a delivery site or to participate in an
upcoming issue, contact Mental Health
News at (914) 948-6699.

Kaplan Family Foundation
Awards Grant to Mental Health News

Staff Writer
Mental Health News

he Rita J. and Stanley H. Kap-

lan Family Foundation has

awarded a grant to Mental

Health News in support of its
mission to provide mental health educa-
tion to individuals and families through-
out the New Y ork City region.

Dr. Alan Siskind, Mental Health
News Board Chairman announced the
grant stating: “The Rita J. and Stanley
H. Kaplan Family Foundation has a-
ways been at the forefront of supporting
the arts, medicine, hedth care, socia
service/social justice, and Jewish stud-
ies. Their generosity is equally felt by
myself and the entire Board of Mental
Health News.”

Rita J. Kaplan is a graduate of the
University of Wisconsin, Summa Cum
Laude, received her Graduate Degree in
Social Work at Columbia University and
advanced training in family therapy at

the Ackerman Institute. Her dedication
to human service spans severa decades,
and her service on boards of many or-
ganizations attests to her belief and
abilities to help others.

According to Mrs. Kaplan, “Mental
Health News was launched by the cour-
age and
vision of a
survivor
of mental
illness
who was
deter -
mined to
help oth-
es who
struggle
find their
way out of
the dark-
ness. We bedlieve this is a most worthy
project and that the mental hedth of
every community will be better served
by this organization’s endeavors.”

Mental Health News Receives Grants
From Westchester & Orange County DCMH

Staff Writer
Mental Health News

ental Heath News has

recently received the sup-

port of two County De-

partments of Mental
Health, in the form of annual grants,
through the New York State Office of
Mental Health.

The Westchester Department of
Community Mental Health in White
Plains, New York and the Orange
County Department of Mental Health in
Goshen, New York have earmarked an-
nual funds which will support the efforts
of Mental Health News in its mental
health education mission.

According to Alan Siskind, Mental
Health News Board Chairman, “We are
extremely grateful to Jennifer Schaffer,

Commissioner of Westchester County’s
Department of Community Mental
Health, and to Chris Ashman, Commis-
sioner of the Orange County Department
of Mental Health, for their involvement
and support of the newspaper’s efforts to
bring hope and vital mental health edu-
cation to the region.”

Both Schaffer and Ashman have ex-
pressed that their support reflects a de-
sire to enhance the ability of all mem-
bers of the community to have news,
information and education about mental
health. By supporting Mental Health
News, the two County Departments have
made a valuable contribution to provid-
ing a free and readily available guide to
mental health services in the region to
individuals and families whose lives are
affected by mental illness.

and Commissioner Chris Ashman of Orange County
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Mobile Training Team

Columbia TeenScreen
Moves Into National Arena

Bridges Digital Divide

Staff Writer
Mental Health News

he Center for Career Freedom

is reaching out to its neighbor-

ing community agencies to

bridge the digital divide by
providing an opportunity for the disad-
vantaged and disabled to advance their
education and acquire work skills to
become employed at self-sustaining lev-
els.

The program, which began in Janu-
ary, has provided computer resource
rooms at the Grace Church Community
Center’s Open Arms Program for home-
less men in White Plains and at NYS
Office For Menta Heath, Rockland
Psychiatric Center, Mt. Vernon Service
Center outpatient program.

“The response has been excellent,”
said Sharon Freeman-Cady, Deputy Di-
rector of the Mt. Vernon Service Center.
“They are excited to have this opportu-
nity to develop valuable work skills, and
we aready have awaiting list.” In addi-
tion to scheduled training sessions, the
computer resource room is available for
client use 30 hours per week.

The program is operated by the Mo-
bile Training Team from the Center for
Career Freedom in White Plains. The
Center Team installs and maintains the
computer hardware and software, sup-
plies Microsoft certified NY S Education
Dept. registered trainers, and provides
ongoing technical support. The equip-
ment can be purchased or leased by the
contracting agency. Classes offered in
computer basics, keyboarding, Internet
access, GED preparation, ESL, and Mi-
crosoft Office applications, Word,
PowerPoint, Outlook and Excel, Access
and community resources, games and
more.

As word of this unique program be-
gan to circulate in Westchester, other
community agencies contacted the Cen-
ter for Career Freedom to inquire about
setting up training at their sites. “We're
pleased to be able to offer educational
and jobs skill classes to our neighboring

community agencies at very affordable
prices on an “as needed” basis and to
provide competitive employment to our
graduates’ said Donald Fitch, Executive
Director. The Center for Career Free-
dom uses its government and corporate
grants and in-kind donations to off-set
the program costs.

The Mobile Training Program is an
extension of the four years the Center
has worked with persons with chronic
psychiatric disabilities. In the past 12
months, the Center has trained more
than 150 students, and has helped over
75 individuals find employment and
transition from government disability to
self-sufficiency.

A student completing the Center's
training course is certified as a Micro-
soft Office User Specialist, a rating rec-
ognized and accepted internationally.
Each student, however, takes a different
path to achieving that goal with training
tailored to the individual’s skill level
and learning speed. Pre-tests are rou-
tinely given to familiarize students with
the testing format and to aleviate the
stress associated with the testing proc-
ess. Some less challenged students be-
come certified within six months; other
students may take as long as two years.

In addition to being a Microsoft Cer-
tified Training Provider, the Center for
Career Freedom is a New York State
Registered Business School, a Depart-
ment of Social Services One-Stop Train-
ing Center, a Socia Security Ticket-to-
Work Employment Network and VESID
job placement provider. The staff of the
Center operates from a unique perspec-
tive on psychiatric rehabilitation since
all personnel are themselves survivors of
mental illness. Founded five years ago,
the Center also serves as a Westchester
County Department of Mental Health
Drop-in Center and provides case man-
agement to more than 350 persons
monthly including assistance with hous-
ing, food, clothing and transportation.
For more information the E-Mail ad-
dress is donfitch@freecenter.org.

6th Annual Art of Healing Conference:

Using Creative Empowerment Tools
For Recovery and Growth

October 9-10 2003

Poughkeepsie Grand Hotel
Poughkeepsie, New York

To Register Please Call: (518)-479-1625
Online Registration: www.namh,org
E-mail Registration: namh@namh.org

Staff Writer
Mental Health News

ith the goal of making

mental health check-ups

for teenagers in the

United States as routine
as vision and hearing tests, the Division
of Child and Adolescent Psychiatry at
Columbia University College of Physi-
cians & Surgeons has launched a cam-
paign to implement the Columbia Teen-
Screen Program nationwide. TeenScreen
offers evaluation and treatment for
youngsters contemplating suicide or
suffering from other mental illnesses and
has been successfully established in
schools in the New York City area and
in 66 communities in 27 states over the
past two years.

“Suicide is the third-leading cause of
death among young people aged 15 to
19,” says Ledlie McGuire, Director of
the TeenScreen Program. The program
sponsored a recent poll surveying paren-
tal attitudes toward, and knowledge
about, teenage depression and suicide.
The poll found that 80 % of parents with
children aged 18 or younger are con-
cerned about depression and suicide
among teenagers in general aswell asin
their own children. They are also con-
cerned that their children might be
harmed physically or psychologically by
another depressed or suicidal teen. A
majority of parents sampled think
schools must play an important role in
identifying students at risk and would
consent to having their own child
screened or tested. They also believe
that funding depression and suicide pre-
vention programs is as important as
funding drug prevention programs.

Early Intervention Essential

The wide parental acceptance of
screening and increased media attention
to acts of violence in the schools are
important factors driving the current
campaign to establish Columbia Teen-
Screen on a national basis.

“It is time to challenge the American
public to squarely confront the right of
every youngster to a mental health
check-up,” says Laurie Flynn, National
Director for implementation of the Teen-
Screen Program at the Carmel Hill Cen-
ter for Early Diagnosis and Treatment, a
privately funded public health advocacy
center within the Columbia Division of
Child and Adolescent Psychiatry. Flynn
believes the knowledge gained over the
past two years from implementing the
program provides a solid basis for devis-
ing strategies to engage those at the
highest levels of educational policy
making.

The Center will work with school
districts, national educational policy
organizations, legidlators at the state and
federal level, and the media to raise
awareness and gain support for the pro-
gram. “Poor grades, experimentation
with substance abuse or behavioral diffi-
culties in the classroom may be attribut-

able to a clinical depression or severe
anxiety that could be treated,” says
Flynn. “If these problems are identified
early, we can improve not only these
children’s lives but the future of society
asawhole.”

The Origins of TeenScreen

The Columbia TeenScreen Program
was developed from the research of
David Shaffer, MD, Director of Child
and Adolescent Psychiatry at Columbia
and Director of Pediatric Psychiatry at
NewY ork-Presbyterian Hospital. In
1992, dissatisfied with the outcomes of
traditional suicide prevention programs,
Shaffer evolved a simple but effective
diagnostic tool that could identify youth
at risk for suicide and ensure that they
received treatment.

The school-based screening process
that resulted has two phases: First, stu-
dents complete a brief questionnaire that
assesses for psychiatric symptoms.
Those who screen positive continue to
the second phase, a computerized diag-
nostic interview that can diagnose a full
spectrum of mental disorders. Young-
sters identified as having suicidal
thoughts or who meet criteria for a dis-
order are evaluated further in an inter-
view with a mental health professional.
After discussion with the student and
parents, areferral may be made for addi-
tional evaluation or treatment. The tech-
nology for the program and training in
its use are offered free of charge by Co-
lumbia to schools that have staff avail-
able to administer it.

Enhancing a Teen-ager’s Outlook

One young woman's experience il-
lustrates the difference early mental
health intervention can make. Hilda, a
student who was tested by TeenScreen
in 1998 as a Bronx high school sopho-
more, participated reluctantly when the
program was first offered at her school.
Although she was unhappy, had few
friends and was troubled with suicidal
thoughts, she was uncomfortable about
revealing her private feelings during the
screening.  However, with encourage-
ment from the TeenScreen team, Hilda
completed the process and was referred
for a year of counseling. During that
year, she developed confidence in her
therapist, with whom she devised practi-
ca ways to deal with her problems.
Most important, she gained a more
hopeful perspective on life.

“l don't think | would till be aive
today if | hadn’'t gone through with the
program,” Hilda said recently. She con-
tinues to stay in close touch with the
staff at TeenScreen. Currently a sopho-
more in college and planning to become
a psychologist, Hilda would encourage
every high school student to take advan-
tage of the program.

For further information about the
Columbia TeenScreen Program, cal
toll-free (866) 833-6727; e-mail teen-
screen@childpsych.columbia.edu; or
visit the web at www.teenscreen.org.
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New York-Prebyterian Psychiatry

The Westchester Division

Columbia Psychiatry

e

Columbia Psychiatry (212) 305-6001

Weill Cornell Psychiatry (888) 694-5700
www.nyppsychiatry.org

Affiliate

Columbia Weill Cornell Psychiatry of NewYork-Presbyterian Hospital provides a full
continuum of expert diagnosis and treatment services for adults, adolescents and

children with psychiatric, behavioral and emotional problems.

Accomplished specialists in psychiatry, psychopharmacology, clinical psychology and
neurology work together to provide the highest quality of care, incorporating the
most recent clinical and scientific advances.With proper diagnosis and treatment,

every mental health condition can be effectively addressed.

The psychiatric services of NewYork-Presbyterian Hospital are ranked among the

nation’s best by U.S. News & World Report®.

To make a referral or for further information, please call:

_I NewYork-Presbyterian
=] The University Hospitals of Columbia and Cornell

Weill Cornell Psychiatry

Columbia Presbyterian
Medical Center

622 West 168th Street
New York, NY 10032
212-305-6001

The Allen Pavilion
5141 Broadway

New York, NY 10034
212-305-6001

New York State Psychiatric
Institute

1051 Riverside Drive

New York, NY 10032
212-543-5000

The Payne Whitney Clinic
525 East 68th Street

New York, NY 10021
888-694-5700

The Westchester Division
21 Bloomingdale Road
White Plains, NY 10605
888-694-5700
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Depression in Gay and Lesbian Teens Addressed At

Westchester Jewish Community Services Center Lane Program

By Sara Braun, Program Director
WJCS, Center Lane Program

cial isolation is the antithesis

of healthy adolescent develop-

ent. It is not normal for teen-

agers to spend time alone, to be
disconnected from peer groups and to be
uninvolved in romantic relationships.
However, the redity is that society’s
stigma against gays and leshians can
thwart normal, healthy adolescent devel-
opment and lead to serious depression.
Homophobia—the irrational fear or ha
tred of homosexuality—and Heterosex-
ism—pervasive societal messages that
heterosexuality is superior or the
norm—contribute to interna conflicts
for adolescents who, by nature of their
developmental stage of life, are more
vulnerable to socia pressures. If the
increased sexual and romantic feelings
that occur in adolescence are homosex-
ual in nature, they compete with an in-
tense need to be socially accepted. The
challenge of adolescence is to develop
an integrated, unique sense of on€'s
identity within a social context. For
younger adolescents, “fitting in” with
friends is the most important thing. As
adolescence progresses, it becomes in-
creasingly important to feel that one is
unique - individuated from parents and

somewhat different from friends, but
still loved and approved by dl. If a
young person’s family, community or
school is particularly homophobic—or
even unaware of the presence and needs
of gay youth—then their options for a
successful integration of identity can be
compromised.

Imagine this; “Eric S” attended a
very homogenous high school in West-
chester. Diversity of any kind was not
well tolerated at his school by students
or by faculty. There were no “out” gay
or leshian students that Eric knew of,
and no “out” gay or lesbhian teachers.
Kids in the school openly taunted the
one teacher who was rumored to be gay.
Homosexuality was not mentioned in the
academic curricula; there was no men-
tion of famous gay and lesbian people in
history; no discussion of the Gay Civil
Rights movement. The only reference to
homosexuality that Eric could recall was
in the context of a discussion about
AIDS in his health class. In addition,
Eric was a starting player on a major
varsity sports team at his school and
heard anti-gay language from his team-
mates on a daily basis. (GLSEN esti-
mates that the average student hears the
word FAGGOT over 25 times each day
at school). At times, Eric himself used
anti-gay slurs with his teammates so that

they wouldn't suspect that he was gay.

But Eric was gay. His same-sex
crushes and desires were growing
stronger al the time in proportion to his
resentment of these feelings. The chal-
lenges facing Eric were many. How
would he maintain a positive sense of
self in a homophobic environment as it
became clearer to him that he was gay?
Who, if anyone, could he trust with his
feelings? Could the people who he grew
up with still be his friends if they didn’t
know one of the most important things
about him? Would he get physicaly
hurt if people found out about him?
And, if he could somehow manage to
feel safe and somewhat good about him-
self, who would he date?

The development of depression under
these conditions can be rapid and debili-
tating. Because adolescence is spent
intensively in the “here-and-now,” many
teenagers lack the perspective that life
could be better in the future. Many stud-
ies have shown that gay and leshian
teenagers are at significantly higher risk
of attempting suicide than are their het-
erosexual peers.

Center Lane, a Program of West-
chester Jewish Community Services,
was created amost eight years ago to
address the social and mental health
needs of gay, leshian, bisexual, and

guestioning (glbq) youth in Westchester
County. The services provided by Cen-
ter Lane can offer rapid relief to gay and
lesbian teens who suffer from depression
caused by feeling isolated and
“different.” Weekly support groups offer
adolescents a chance to share common
struggles about coming out to family,
questions about sexual identity, school
pressures and dating. Social activities
offer these youth an opportunity to have
fun and fit in with a group of peers.
Individual counseling and advocacy are
tailored to the needs of clients and their
families.

Because it is important to address the
societal causes of isolation and rejection
of gay and leshian youth, Center Lane
has an educational component with the
goa of raising awareness in the commu-
nity about the needs of gay and leshian
people. The program employs a Com-
munity Educator, who goes to schoals,
social services agencies, and parent
groups, offering tailored workshops on
gay and leshian issues. Center Lane also
co-sponsors Healing the Hurt, an annua
full day conference that explores ways to
create more accepting communities,
schools, and social services for gay, les-
bian, bisexual, and transgender youth.

see Center Lane on page 40

Noted Filmmaker Reclaims Her Past

In Documentary About State Hospital Stay During The 1960’s

By Alan Menikoff, MSW, MBA
Mental Health Cosultant

efore deinstutionalization was
a phrase in the mental heath
field, before civil rights legis-
lation offered legal protection
to the less powerful (youth, minorities,
etc., thousands of Americans were de-
tained under the name of “psychiatric
care.” We now refer to this as
“warehousing,” but in the 1950's and
into much of the 60's, tens of thousands
of young and not so young men and
women were forced into such a hospi-
talization...often in state psychiatric hos-
pitals. (In the 1950's, in New York State
alone, the average daily census of the
state inpatient facilities numbered
90,000+; it is now well below 15,000.)

There have been first-person written
accounts of such coerced—and often
unnecessary—hospitalizations. But few
if any, histories are told in the first per-
son, or on film by an accomplished film-
maker. Lucy Winer is preparing just
such an account.

Lucy Winer is a noted documentary
filmmaker who was diagnosed with
schizophrenia as a teenager in the 1960's,
committed to a state psychiatric hospital
- Kings Park, now closed - and moved
about to severa other ingtitutions. Sheis
now in the process of revisiting Kings

Park, making a film about her recollec-
tions and those of key persons who were,
or are currently involved - such as her
admitting physician, attendants, other
patients, local poaliticians, townspeople,
and others - who were part of the fabric
of the experience.

Lucy's saga began after attempting
suicide in 1967 at age 17. What fol-
lowed was a two-and-a-half year period
of incarceration. Misdiagnosed as a
chronic schizophrenic, Lucy has not
shown any symptoms consistent with

Filmmaker Lucy Winer at Building 21 wher e she was once hospitalized

o 4

such a diagnosis in the intervening years
. She was committed to a series of insti-
tutions culminating with a harrowing
stay on the violent ward at Kings Park.
This was at atime when state and county
asylums were organized as warehouses,
rather than treatment facilities, for the
acutely and chronicaly ill.

In this harsh setting Lucy met Phyllis,
the only other young patient on the ward.
They became fast friends, then fell in
love, only to be forcibly separated and
humiliated when their relationship was

discovered. Two and a half years later,
when she was finaly released, Lucy put
away this painful chapter of her life, not
able to look back. It wasnt until she
turned fifty, with decades of a life out-
side to bolster her confidence, that Lucy
decided, in her words, “...to face my
past and reconcile with the troubled
teenager | left behind. Why exactly had |
attempted to end my life, and why were
the consequences so extreme? When so
many others were defeated by the sys
tem, by what means did | manage, after
so long in incarceration, to reenter the
world and ultimately lead a productive
life. ‘Kings Park’ follows my struggle.”

In an effort to reclaim her past or
perhaps understand that remote period,
Lucy gained access to the grounds and
buildings of the now abandoned state
hospital and the psychiatric records of
her stay there.

But this film goes beyond one
woman’s struggle to understand a very
difficult period of her life. What emerges
isasocial statement aswell.

On camera and off, Lucy captures the
spirit, frustration and attitudes of former
staff and patients. They all contribute to
a (re) creation of individuals experi-
ences of this hidden and often unspoken
world.

see Filmmaker on page 40
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A Voice of Sanity

A Column by Joshua Koerner

Consumer Advocate and Executive Director,
CHOICE, New Rochelle, New York

The Truth
About Compliance

et's play Who Said It?

“Wouldn't life be easy if all

patients followed prescriptions

to the letter? What stops a
patient from complying? Why won't
they listen to sage advice?’

Weas it Dr. E. Fuller Torrey, Amer-
ica's leading advocate for forced treat-
ment? The president of NAMI? My
mother? Actudly, it's a quote from an
article in Progress in Transplantation,
the journal of the North American Trans-
plant Coordinators Organization.

Noncompliance is a serious problem
for people who receive other people’s
organs; immunosuppressant and antiviral
medications need to be maintained
throughout the course of the patient’s
life, and yet medication compliance has
a tendency to worsen over time. This
will inevitably lead to organ rejection,
and, if another organ cannot be found,
death. Yet even this redlity is not
enough to ensure compliance.

Let's look at a completely different
area of medicine. According to the Jour-
nal of Clinical Hypertension: “Despite
the fact that we have in excess of one
hundred drugs for the treatment of hy-
pertension and that billons of dollars (12
billion in the United States alone) are
spent on the treatment of hypertension
annually, blood pressure control is
achieved in less than one quarter of hy-
pertensive patients. There are multiple
reasons for these poor blood pressure
control rates, but one of the most impor-
tant remains patient compliance.”

The title of yet a third article says it
al: “Barriers to Colorecta Cancer
Screening: Part 1 — Patient Noncompli-
ance.”

Noncompliance is a factor throughout
al medical specidlties, not just mental
health. Indeed, the impact is enormous,
according to the American Journal of
Health-System Pharmacy: “Medication
nonadherence poses a major threat to the
health and well-being of the US popula
tion and is financialy very costly. It is
estimated that nonadherence to pre-
scribed  medications  causes  nearly
125,000 deaths per year. Ten percent of
hospitals and 23% of al nursing-home
admissions are linked to nonadherence.
A third of al prescriptions are never
filled, and over haf of prescriptions that
are filled are associated with incorrect
administration.”

That's a third of all prescriptions un-
filled, half of all prescriptions used in-
correctly, not just those for psychotropic
meds. One of the great canards of men-
tal hedth treatment is that mental pa-
tients don't take medications properly
because they are mentaly ill. That's
demonstrably false; if they don't take
medications properly it's because they're
no different from transplant patients,
hypertension patients, cancer patients or
any other kind of patient.

That's a very, very significant reality
because mental patients are treated dif-
ferently from other kinds of patients.
There are no laws mandating the treat-
ment of high blood pressure, no
Kendra's Laws that compel people to
submit to colorectal cancer screening.
Noncompliance for those patients is po-
tentially deadly, and yet we alow them
to resist treatment. This is not so with
people diagnosed with mental illness.

The very word “noncompliance” is
stigmatizing. Again, from the American
Journal of Health-System Pharmacy:
“Although ‘adherence’ is generally rec-
ognized in the medical community,
‘compliance’ has more frequently been
used. Patient compliance is not synony-

mous with adherence. Compliance may
suggest a passive approach to health care
on the part of the patient. This paternal-
istic view of the patient may not encour-
age the patient to take an active role in
his or her health care and may limit the
responsibility the health care practitioner
accepts for aless than optimal outcome.”

That's certainly true of many mental
health practitioners, in spades. Repeat-
edly we are given the message that we
need to listen to them, they know best,
and if we don't, they’'ll chase after us
with Assertive Community Treatment
teams, take us to court, have us commit-
ted to locked inpatient units or placed
under supervision in the community.

What's wrong with that approach?
Even if mental patients aren’t different
from other patients, every one of these
articles makes the case that nonadher-
ence is dangerous, damaging, potentially
life threatening. Aren’'t we mentally ill
the lucky ones because our system cares
enough to compel usto comply?

Not exactly. To understand why, it's
necessary to understand why so many
people, with so many illnesses, don't do
what their doctors tell them to. Again,
from Progress in Transplantation:
“Strong evidence exists showing that
resistances are also a healthy part of the
person’s attempt to cope with life cir-
cumstances—even when the resistance
pattern is maladaptive. These resis-
tances protect the patient from experi-
encing cognitive and emotional reactions
(unconsciously) deemed to be more
threatening than the situation in which
he or she dready is.”

That means that it’s difficult to be a
patient of any kind: difficult to be sick,
difficult to have someone else’'s heart
beating inside your chest, or face the
possibility of cancer. It is that much
more difficult to have an illness toward
which there is widespread cultural fear

“whack

“Lunatic,”
job,” “nut job,” “mental case,” “head
case,” “basket case;” the list of epithets

and approbation.

goes on and on. What sane person
wouldn’'t resist the idea of belonging to
society’s lowest caste?

Now then: if noncompliance is an
effort at self-protection, what's the worst
way to respond? That’'s right: coercion,
the number one response of the mental
health system.

In the case study described in the
journal article, a heart transplant recipi-
ent actually started smoking! And why?
The study states: “All too often, well-
intentioned efforts to help patients re-
solve their noncompliance prematurely
override their protective defenses and
thrust them into greater perceived jeop-
ardy. In response to this new and un-
wanted assault, patients will resort to
oppositional action — an even more en-
trenched noncompliance.”

What's the solution? In article after
article, “patient involvement in their
treatment” is highlighted. Whether it's
called “shared decision making” or
“providing an environment of coopera-
tion,” the research is clear: power and
conflict only leads to resistance.

How ironic that power, conflict,
force, coercion, and involuntary treat-
ment lie at the heart of the mental health
system. Let's put aside for amoment the
sheer unfairness of it, the lack of due
process, and the fact that people with
mental illness are treated differently
from all other patients because the facile
response to that argument is, “Wdll, if it
saves one life, it's worth it.” It doesn’t
save lives, not in the long run. It drives
people away from help, and makes them
more likely to resist treatment in the
future. Coercion causes noncompliance.
We have the proof.

My next column: A Better Way!

/CHOICE

ADVOCACY AND CASE MANAGEMENT SERVICES

420 North Avenue, New Rochelle, NY 10801

(914) 576-0173

please visit our website www.choicenr.org

Peer Advocacy
Peer Case Management
Peer Homeless Outreach
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PAGE 20

MENTAL HEALTH NEWS ~ FALL 2003

NAMI

Corner

Providing support to families and friends of individuals with mental illness
and working to improve the quality of life for individuals with mental illness.
Helpline: 1 800-950-3228 (NY Only) - www.naminys.org - Families Helping Families

By J. David Seay, J.D.
Executive Director
NAMI-NYS

M
J. David Seay, J.D.

ew York State Office of

Mental Health Commissioner

James L. Stone has left for

Washington, D.C., to be Dep-
uty Director of the Substance Abuse and
Mental Health Services Administration.
He has been a good friend to NAMI in
his many years at OMH and we wish
him well in this important position. An-
other NAMI friend, Sharon Carpinello,
was appointed Acting Commissioner,
and we are pleased to see that OMH re-
mains in professional and competent
hands; we also wish her well and express
our support.

This past legidlative session in Al-
bany was one for the record books. With
multi-billion dollar deficits, dueling ex-
ecutive and legidative budgets, vetoes
and overrides, it has been quite a year.

NAMI leaders began early to lead the
fight for mental health care on many
fronts. “Fight for research,” “fight for
housing,” “fight for a plan,” “and fight
for parity” were our battle cries. The
proposed budget would have seriousy
damaged New York’'s mental health re-
search capacity, shuttering the Nathan
Kline Ingtitute for Psychiatric Research
(NK1) in Rockland County and cutting
deep into the Psychiatric Ingtitute in
Manhattan. The need for more supported
housing continues, even in the face of
Clifford Levy's Pulitzer Prize-winning
New York Times series on the adult
home scandal and psychiatric hospital
closures being proposed even without a
long-term plan. And New Y orkers, both
adults and children, continue to suffer
under inadequate insurance coverage for
mental illnesses that are highly and ef-
fectively treatable. Other policy issues of
concern to NAMI included efforts to
save Medicaid dollars by restricting ac-
cess to medications and a movement to
outlaw the use of “specia housing units’
in state prisons, the 23-hour solitary con-
finement cells known as the “box” or
“hole” for persons with mental illness.
When the smoke cleared, NKI and
the cuts to Pl were saved and hospital
closures halted. A small budget hike was
won for 1,000 new housing units, com-
ing from the work of the State’s adults
homes work group. There were some
successes in the planning area, too. Due
to the eagle-eye of Founding President
Muriel Shepherd, at the last minute lan-
guage was re-inserted into the reinvest-
ment part of the budget bill that would
continue county mental health subcom-
mittees — which include consumer and
family members — as part of the planning
process. And the Mental Health Services
Council, an advisory body to OMH, held
hearings on this year’s “ Statewide Com-
prehensive Plan for Mental Health Ser-
vices,” required by section 5.07 of the
Mental Hygiene Law. NAMI-NY'S sup-

ports thorough, fair and balanced long
term planning for mental health housing,
programs and services, and looks to
OMH for leadership.

And the fight for mental health parity
through TLC—Timothy's Law Cam-
paign—nhas gained momentum. With the
arrival on the scene this year of the cou-
rageous couple from Rotterdam, Tom
and Donna O’ Clair, parents of Timothy,
whose young life was sadly lost to sui-
cide and inadequate health insurance, the
parity movement has grown by |leaps and
bounds. The newly crowned Miss New
York State, Jessica Lynch, has aso
joined forces with TLC pressing her
campaign platform on teen depression.
All New Yorkers are now looking to
Senate Mgjority Leader Joseph Bruno to
do the right thing and let the Senate vote
on the bill when the Legislature returns.

Other news is that Michael Hogan,
Chair of President Bush’s New Freedom
Commission on Menta Health, will give
the keynote address at our Annual Meet-
ing and Educational Conference, “The
Mental Health System of Tomorrow:
Making the Future Better than Today,”
September 19-21, 2003, at the Clarion
Riverside Hotel in Rochester. The Com-
mission just issued its report, “Achieving
the Promises Transforming Menta
Health Care in America,” and Dr. Hogan
will comment on it with reaction to it
from the President and others. A number
of scholarships (including registration
and hotel) will be offered to NAMI-NY S
family and consumer members on a lot-
tery basis, and free bus transportation
will be offered to downstate residents,
with pick-up locations on Long Island,
New Y ork City and Rockland County.

The events start with “Mental [lIness
& Criminal Justice: Making the System
Work Better,” on Friday, September
19th. Discussion panels on mental health
courts and jail diversion programs and
on Project LINK in Rochester, which
brings together service agencies to meet

the needs of persons with mental illness
facing the crimina justice system, will
be featured. There will also be a session
on dual diagnosis recovery programs.

Saturday the NAMI-NYS Annua
Business Meeting and a plenary session
with special guests will take place. OMH
officials will provide a presentation on
the new Medicaid-funded “Personalized
Recovery-Oriented Services’ or PROS.
Luncheon speaker will be Dr. Steven B.
Schwarzkopf, Clinical Director of the
Rochester Psychiatric Center, on “The
Consumer Gets the Facts: Accurate
Measures of Symptoms, Cognition,
Awareness of Iliness and Brain Electri-
cal Activity Enhance Treatment at Roch-
ester Psychiatric Center.”

Workshop topics include: schizophre-
nia, depression, bi-polar, cognitive dys-
function, housing options, family in-
volvement, legislative advocacy, legal
issues, child and adolescent issues,
school curricula on menta illness and
consumers experiences on the road to
recovery.

Sunday closes with a medical session
featuring, “ldentifying Biological Pre-
dictors of Anti-Psychotic Drug Re-
sponse,” “Newer and (Hopefully) Better
Medications: The Present and Future of
Effective Psychopharmacology” and the
ever-popular, “Ask the Doctor.” For
more information call (800) 950-FACT.

NAMI-NYS proudly continues and
expands our Family-to-Family and Peer-
to-Peer Training Programs, pursues ad-
vocacy and outreach through our Crimi-
nal Justice Program, and begins a new
project to help smaller affiliates incorpo-
rate and obtain tax-exempt status. In all
this NAMI-NY S is blessed with a strong
grassroots movement, including our
dedicated Board of Directors and other
volunteers, 58 affiliate organizations and
5,000 members across New York, all
working to improve the lives of all
whose lives are affected by mental ill-
ness. Thisisour calling; our mission.

Make A Difference
In Your Community With
A Low-Cost Solution
To Providing Mental Health Education

Call Mental Health News

(914) 948-6699




MENTAL HEALTH NEWS ~ FALL 2003

PAGE 21

POINT OF VIEW

POINT OF VIEW

By Michael B. Friedman, CSW

Michael B. Friedman

Advocate NOW
For Mental Health Funding
For Next Year in New York State

ow is the time to begin to

advocate for a decent budget

for mental health in 2004-5.

That may seem strange since

the current year's budget passed just a

couple of months ago. But state depart-

ments are currently working on budget

proposals for next year that potentially

will have a vast impact on people with

mental illnesses. They will submit their

proposals to the Governor and the Divi-

sion of the Budget in early Fall, and the

Governor will submit his budget request
tothe NYS Legidlature in mid-January.

What are the key issues for next year?

No cutsfor community
mental health services

Since New York State still faces sub-
stantial economic challenges, the Gover-
nor will probably take the position that
state spending cannot grow, indeed that
there will have to be some cuts. We
need to fight against cuts to community
mental health services, and in doing so
we should insist on two general princi-
ples.

e First, we need to be clear that lack
of funding to enable community

mental health services to keep pace
with inflation is a cut. If the cost of
living goes up—and it will—and
funding for mental health services
does not increase accordingly, men-
tal health services will have to be
cut. For heath care, the state ad-
ministration presents failure to keep
pace with inflation as a cut. It does
not use the same analytic approach
for mental hedth services. We
should provide the correct analysis,
and we should advocate for enough
mental health funding to maintain
current services.

e  Second, not al funding for commu-
nity mental health services is in the
budget of The Office of Mental
Health. For example, last year cuts
to psychiatric services provided by
genera hospitals were contained in
the budget of the Department of
Health, and some cuts to services
for children with serious emotional
disturbance were in the Department
of Education budget. Community
mental health advocates should fight
for adequate funding for the entire
community mental health system
including: community mental health
agencies, outpatient and community
support services provided by general
and state hospitals, inpatient ser-
vices provided by general hospitals,
and other mental health programs
supported by various state agencies.

Reinvestment, reduced census,
and hospital closures

With the exception of the infusion of
funding that the Governor provided
when Kendra's Law was passed, during
the past decade, the growth of mental
health services and some funding in-
creases for current programs have de-
pended on reinvestment of savings from
reductions in state hospital beds or state
hospital closures.

It is important to continue to fight for
the principle of reinvestment. But we
also need to be cautious about the impact
of reductionsin the state hospital system.
Last year the Legidature rejected the
Governor's proposal to close more state
hospitals largely because his proposal
did not include a clear plan about how
aternative services would be provided,
what the fate of state workers would be,
and how local communities would be

helped to deal with the economic impact
of the closures.

We should support full funding of
Reinvestment in the coming year, but we
should aso insist that the administration
engage in a meaningful public planning
process prior to closing more state psy-
chiatric centers.

Housing

Residentia programs are at the core
of NYS's system of helping people with
serious mental illnesses and children
with serious emotional disturbances to
live in the community. Unfortunately,
funding for existing programs has fallen
well behind inflation over the past dec-
ade. Thishas resulted in rapid staff turn-
over, high staff vacancy rates, and poten-
tially hazardous conditions. It is critical
to provide increased funding to stabilize
existing programs.

In addition there are substantial un-
met housing needs. Homelessness is at
its highest level in history in New York
City. Last year's revelations about the
scandalous conditions in some adult
homes have made it clear that at least
6000 units of community-based housing
should be substituted for inappropriate
living arrangements in adult homes.
People leaving state and local hospitals
need adequate housing in the commu-
nity. And the children’s mental health
system has an inadequate supply of resi-
dential alternatives to institutional care.
Both capital and operating funds are
needed to expand residential opportuni-
tiesin New York State.

Children’s Mental Health

The need for expansion and reorgani-
zation of mental health services for seri-
ously emotionally disturbed children and
adolescents has been documented repeat-
edly over the past twenty-five years.
There has been limited growth of com-
munity-based mental health services for
this population, but not at the pace
planned by the state ten years ago. The
coming year's budget should provide for
further growth of traditional mental
health services for children and adoles-
cents and at a more rapid pace.

Adult Homes

Adult homereformin NYSisimpera
tive. In addition to the housing develop-
ment noted above, there needs to be sub-

stantial improvements regarding mental
health and medical services, medication
management, oversight and enforcement,
assistance moving to the mainstream
community, funds to meet persona
needs, etc. The coming year's budget
should address these issues.

Substituting M edicaid
for State Aid

In recent years, the State has held
funding for mental health services con-
stant by substituting Medicaid funding
for state aid to localities. This approach
has been beneficial, but this year two
key issues need to be confronted.

e First, OMH has proposed a new
form of licensure called “Persona
Recovery Oriented Services”
(PROS). It has aroused controversy
regarding impact on service deliv-
ery. Will there be enough money?
Will good programs be forced to
drop effective, non-medical models?
Answers are not yet available; there-
fore, the state should be cautious
about predicating a budget on
PROS.

e Second, the federal government is
pushing for a major change in Medi-
caid, which would limit future fed-
eral financial support. Is it wise to
continue to expand reliance on
Medicaid at thistime?

It may seem foolish to call for in-
creases in spending on mental health
services and to question the expanded
use of Medicaid as a device to preserve
services at atime when New York State
is experiencing vast financial problems.
How can advocates ask for more when
overall cutting appears likely?

There are two responses. The next
budget will be an election year budget,
and €election years are generally more
generous the non-election years. More
importantly, given the instability of the
current mental health system and vast
continuing unmet needs, how can we ask
for less?

Michael Friedman is the Public Pol-
icy Consultant for the Mental Health
Association of NYC and the Mental
Health Association of Westchester. The
opinions expressed in the article are his
own and do not necessarily reflect the
views of the MHAs.

Send a Message of Hope to Someone in Need
With a Subscription to Mental Health News. See Page 59
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WORKING WITH

CEDICATIONS

How Do Doctors Choose Medications?
Part 3. The Place Where Treatment Takes Place

By Richard H. McCarthy
M.D.,C.M., Ph.D.
Compr ehansive Neur oScience

Dr. Richard H. McCarthy

n previous columns, | have tried to
address some of the many factors
which influence a physician’s
choice of medication for a given
patient. Thus far we have discussed is-
sues related to the patient and the prob-
lem that the patient has. Obviously, who
the person is and what the problems and
symptoms are have a major influence on
medication choice. In the last column we
discussed issues related to the pill itself.
Some of the specific pharmacological
properties of a drug will have a direct
influence on medication selection. Drugs
which have a rapid onset, or stay in the
body for a short period of time are useful
for some problems but useless for others.
There are still other factors that impinge
upon the choice of a medication, such as
the treatment setting. It should not be a
surprise that the choices of medication
that are made will have something to do
with where the medication will be given.
People can recelve medications in
either the inpatient or outpatient setting.
People who are on an inpatient unit are
generaly there because they cannot be
anywhere else and receive treatment.
This can be because they are in a very
severe phase of their illness and are un-
able to adequately teke care of them-
selves. Alternatively, safety can be a ma-
jor concern. Sometimes, there is the real
possibility that a patient’s judgment is so
impaired by his illness that he may be-
come aggressive towards others or even
suicidal. These violence and severity
level issues tell us something about who
gets admitted to inpatient units; it says
little about how long they stay there. In
New York, as in the rest of the country,
the operating hypothesis is that the fastest
treatment is also the best treatment. A
primary goal when people are so severely
ill is to establish control over the illness
and the violence and to help that person

return to the community. As a result,
physicians usually use medications which
are very rapid in their onset and often in
doses that would be considered to be
quite high outside of the hospital. Since
hospitals are relatively well staffed, pa-
tients can be closely observed when they
are on such intense medication treat-
ments.  Since most psychiatric medica-
tions take a long time to work, there is
also atendency for physicians to use sev-
erad medications simultaneously. There
is rarely a good clinical rationae for
withholding treatment and needlessly
prolonging patient suffering as we wait
for the medications to become effective.
Moreover, it is imperative that sufficient
control of the violence and illness be ob-
tained rapidly to prevent harm to the pa-
tient and those around him. The medica-
tions that are useful in establishing such
control may have little to no utility in
helping the patient recover from his ill-
ness. In the inpatient setting, the patient
is expected to be passive and accepting of
medication as it is prescribed. On the
inpatient unit, the patient’s preferences
about medication selection are important
but not decisive. Those patients who
resist or refuse will either find themselves
discharged or in court. While everyone
prefers to avoid it, it is possible for the
physician to obtain a court order for man-
dated medication. Virtually all hospitali-
zations are shorter than the time it takes
for psychiatric medications to work. Asa
result, almost every patient will be dis-
charged only partially recovered, and
often, on a good deal more medication
than may be needed to simply control the
illness.

In the outpatient sector, patients are
generaly less ill. They can be less ill
because they could be leaving the hospi-
tal, partially recovered; or they could be
deteriorating from a higher level of func-
tion, i.e., they are getting sick; or they can
be chronically ill and involved in the
process of recovery. Treatment usualy
takes place at a much slower pace. A
primary goal of outpatient treatment is to
prevent deterioration and relapse, and the
easiest way to have a patient relapse is to
make frequent and major medication
changes.

The patient, the family, and the treat-
ing physician tend to want the patient to
remain at the highest level of function in
the least restrictive setting as possible.
There are four such outpatient settings
where treatment can take place. They
are; partia hospitals, continuing day
treatment programs, clinics, and assertive
community treatment programs.

Patients who need to be seen on a
daily basis during the week but do not
need to sleep in the same place where
they receive treatment can attend day
programs. There are two kinds of such
programs, and they are differentiated
from one another based on the patient’s
phase of illness. People who are actively
relapsing, but still safe and cooperative

and people who are recovering from a
recent hospitalization often go to partial
hospitals. In general, the people who
attend such programs are among the more
ill of the outpatient sector, but are lessiill
than inpatients. The expectation is that
patients in a partial hospital are acutely ill
but are quite likely to rapidly return to
their normal behavior. Medications tend
to be used a bit more aggressively here to
foster thisreturn. Patients are expected to
cooperate with treatment and to work
hard to stay safe and get better.

Continuing day treatment programs
work with a different clientele than par-
tial hospitals and have a somewhat differ-
ent treatment goal. Patients who attend
continuing day treatment programs are
chronically ill. For many years, it was
thought that chronically ill individuas
never recovered. This is fase. Almost
all patients recover to some degree. Un-
fortunately, they recover very slowly and
sometimes not completely. In fact,
chronically ill patients have a much
slower rate of recovery in al phases of
their illnesses, even when they become
acutely ill. In continuing day treatment
programs medication changes are made
very slowly, if at all. Rather than use a
pill for every problem, these programs try
to teach these people new skills. Theaim
of treatment is to help people move for-
ward with their lives.

Clinics are for patients who do not
need to be seen on a daily basis or are so
uncomfortable with groups that they can
not attend either a partial or continuing
day treatment program. Usually, clinics
are for people who are among the least ill
in the outpatient sector. Often clinic pa-
tients are sufficiently recovered so that
they are able to manage their own self
care and the ordinary stressors of their
lives. Many patients who have returned
to work or school attend clinics because
they are simply too busy to participate in
any other more frequent level of care.
Patients are typically seen once a week by
their treating physician. As patients re-
cover, they are usually seen less fre-
quently.

All of the aforementioned outpatient
forms of treatment rely on the patient
showing up for the appointment. Either
the patient does so on his own or some-
one must bring him in. For many years
people could not get care because they
could not or would not go near a hospital
or any other treatment facility. Today,
such people are best served by assertive
community outreach teams. The teams
take treatment to the place where the pa-
tient is. These outreach programs have
been quite rare in the past, but are becom-
ing increasingly more common. Asser-
tive community treatment teams are also
used for people who simply can not com-
ply with the demands of day treatment
programs or clinics. Not all people can
conform to the scheduling requirements
of outpatient treatment systems. It is
surprising, but not unusual, to find that a

person who has not been able to get out
of bed by noon is given a clinic intake
appointment on the other side of town at
8 am. When the patient does not show
up, heisdischarged and said to have been
non-compliant with treatment. Curiously,
these patients are often among the most
ill patients in psychiatry. Often they are
moreill than people who are in hospital!

The values that drive treatment also
change based on the venue. Inpatients
are less involved in their treatment deci-
sions than outpatients. Everything is
moving faster; many and large doses of
medications are being used simultane-
oudly for amultiplicity of problems. Dra-
matic changes in medication can take
place rapidly on the inpatient unit be-
cause the patient can be closely moni-
tored around the clock for significant
adverse effects. In general, patients are
discharged from the hospital well before
the time it takes for a medication to be
fully effective. Physicians respond to this
delayed recovery by using higher doses
and multiple medications. Even though
this is common practice, there is not a
good deal of information to suggest that it
is helpful. Certainly, raising the dose of
medication is not usually associated with
faster or even better recovery. In the out-
patient sector, things are done more
slowly and typically people are removing
some of the medications that a person
was started on during their last hospitali-
zation. On the other hand, those patients
that have not been hospitalized in some
time often seem to end up on additional
medications. These are slowly added on
to the treatment in an attempt to address
problems that have emerged over time.
This is a debatable practice because there
is a tendency to use medication for prob-
lems that can not be solved with medica-
tion or may not be very helpful for. For
example, not every episode of sadness is
depression and normal sadness should not
be treated with a pill.  As outpatients,
people are expected to accurately monitor
and report not just their symptoms but
also their side effects. As such, patients
are much more active in trestment and
their preferences can, and should, carry
more influence than in the inpatient set-
ting. Put otherwise, as an inpatient, one
is a passive recipient of services, and as
an outpatient one should be an active
collaborator in the recovery process.

An oddity of psychiatry is that the
most services and the most money tend to
be where the fewest patients are. Put
otherwise, inpatient settings are terribly
expensive, and staff heavy, but most pa-
tients are not there. Even when the pa-
tients are there, they are not there for
long. Psychiatry isthe only field in medi-
cine where those who are the sickest actu-
ally have the least amount of services
made available to them. In the next col-
umn | will discuss how some of these
inequities in treatment funding influence
medication selection, patient care and,
ultimately, recovery.
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the NARSAD report

The National Alliance for Research on Schizophrenia and Depression

By Constance Lieber, President
NARSAD

Constance Lieber

Adolescent Depression

ccurring earlier in life than in
past decades, depression in
adolescents is common, re-
current and associated with
significant mortality. Often, depressive
disorders in adolescents go unrecognized
by families and physicians because the
symptoms are viewed as normal mood
swings typical of the teenage develop-
mental stage. This can have tragic conse-
guences as mood disorders can affect the
functioning and adjustment of teenagers,
leading to an increased risk for substance
abuse and suicidal behavior.
During the period from 1952 - 1996,
there was a tripling of suicide rates

among adolescents and young adults—
with a 14 percent increase in suicide
among adolescents aged 15 to 19. In
1999, suicide alone accounted for 12
percent of all deaths for people in the 10
- 24 age range. These disturbing statis-
tics have prompted the U.S. Surgeon
General to recognize suicide as a serious
public health problem and develop a
National Strategy for Suicide Prevention.

Suicidal thoughts are surprisingly
common in high school students as re-
ported in the Youth Risk Behavior Sur-
veillance study:

e 19.3 percent of studentsin grade 9 —
12 in the U.S. reported suicidal idea-
tion (thoughts of wanting to Kkill
oneself);

e 8.3 percent reported at least one
suicide attempt;

e 26 percent enacted at least one
medically serious suicide attempt
within the year of survey.

Many of the adolescents who attempt
or commit suicide have depressive disor-
ders. Developing and testing various
interventions to prevent suicide in ado-
lescents has been the focus of many
studies. Research has shown that early
diagnosis and treatment, accurate evalua-
tion of suicidal thinking and limiting
young people’'s access to lethal agents
(including firearms and medications)
may be the key to suicide prevention.
The greatest difficulty lies in identifying

and predicting which adolescents will
actually commit suicide.

Adolescent Major Depression

Recognizing depression in teens is
more difficult than in adults because
adolescents express their symptoms dif-
ferently. A teen with depression is more
likely to exhibit decreased interest in
formerly pleasurable activities and irrita-
bility rather than low energy, sadness
and increased dleep as is typicaly seen
in adults.

Emerging treatment studies indicate
that adolescents with depression respond
differently than do adults. Depressed
adolescents do not show evidence of
hypercortisolemia (excessive production
of cortisol) as is frequently reported in
adults. Also, most depressed adol escents
fail to respond to tricyclic antidepres-
sants (TCA). Since there are differences
in the mechanism of action of selective
serotonin reuptake inhibitors (SSRIS)
and TCA medications, researchers hope
this may provide valuable insights into
the underlying neurobiology of early-
onset depression.

Treatment of Depression

Treatment often combines short-term
psychotherapy, medication, and targeted
interventions involving the home or
school environment. As initia treatment
for mild to moderate depression, psycho-
therapy teaches adolescents and their
families to cope with interpersona con-

NARSAD
RESEARCH

National Alliance for Research on Schizophrenia and Depression

flict and the social, familial, academic
and occupational problems that are asso-
ciated with depression. One study found
cognitive-behavioral therapy (CBT) to
have a 65 percent remission rate in ado-
lescents with depression and a more
rapid response rate than either supportive
or family therapy. CBT is based on the
premise that depressed patients have
cognitive distortions in their views of
themselves, the world and the future.
Approximately 15-20 CBT sessions are
required—at first weekly, but as the
symptoms abate, monthly. Continuing
psychotherapy is important even after
the symptoms have remitted because it
can help teens to better understand how
their thoughts and behaviors can contrib-
uteto arelapse.

Medication as a first-line course of
trestment should be reserved for those
adolescents:

e with severe symptoms that would
prevent effective psychotherapy;

e unwilling or unable to undergo psy-
chotherapy;

e who are psychotic;

e who have chronic or recurrent epi-
sodes.

Severa studies have found SSRIs to
be safe and effective for the short-term
treatment of severe and persistent de-
pression in adolescents—specificaly,

see NARSAD on page 58

A Unique Partnership of Scientists and Volunteers To Conquer Mental |lIness

NARSAD isthe leading donor -supported organization funding brain and behavior resear ch worldwide.
Since 1987, NARSAD has funded 1,695 resear chers at 212 universitiesand medical resear ch centersin

20 countries.

Three NARSAD-funded scientists are Nobel Prize Winners.

Grantsareawarded by our 75-member all-volunteer Scientific Council which includesthree Nobel Prize
Winners, four former directorsaswell asthe president director of the NIMH.

Contributionsto support NARSAD’s programs go 100% to Research.
All administrative costs are paid by two family foundations. NARSAD receives no gover nment funding.

*** A free symposium on Basic Science, Affective Disorders and Schizophrenia will take place on October 17 - 18 at Le Parker Meridien Hotel in NYC.
Our Annual Gala Dinner, with prizes awarded for research, will be on October 17. For information and/or reservationsfor both events, please call NARSAD. ***

1-800-829-8289

60 Cutter Mill Road, Suite 404
Great Neck, NY 11021

www.narsad.org
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= NYAPRS ADVOCACY WATCH

By Harvey Rosenthal

Executive Director, NYAPRS

New York Association

of Psychiatric Rehabilitation Services

Harvey Rosenthal

Some Reflectionson This Year's Statewide
Budget and L egislative Advocacy

espite another legidative session
marked by great rancor and grid-
lock, the NYAPRS mental health
advocacy community had another
successful year. Capping several years of
efforts in many instances, we were able to
advance most of the budget and legislative
goals established by almost a thousand of our
members at 10 locd fall forums across New
York State and highlighted at an April 15
Legislative Day that drew over 700 members
to Albany.
The following is a brief review of our
priorities and the outcomes of our advocacy
on their behalf:

BUDGET PRIORITIES

e |mplementation of a Cost of Living,
Medicad Fee Hike for Community
Mental Health Agencies. despite fears
that state budget troubles would take
down one of last year's victories, the
NYS Office of Menta Health made
good in January on the 2.5% COLA and
10% Medicaid fee hike for community
mental health agencies.

e Restoration of Community Reinvest-
ment: responding to appeas by our
members and friends in New York's
mental health advocacy community,
state legislators overrode the Governor's
objections and restored the landmark
program effective April of this year.
However, since the Governor had
clamed the savings from the scant
amount of state hospital bed downsizing
this year for budget relief and since

legidlators blocked any facility closures,
there' Il be no new Reinvestment funding
available until (hopefully) next year.

e Implementation of Medicad Buy-In
Work Incentives Program: after a 3
month delay, the Buy-In's long antici-
pated start began in July! Call our Train-
ing Collective's Stephanie Mitchell at
518-436-0008 to schedule an informa-
tiona session on the Buy-In in your
area.

e Expansion of and Increases for Mental
Hedth Housing: While there was no
funding to add new beds or enhance the
rates for existing housing, we did, as a
prominent member of the NYS Coali-
tion for Adult Home Reform, negotiate a
commitment for 2,000 new beds to
come on line in 2006-7 and did get the
Assembly to pass a bill requiring OMH
to publicly establishing a housing wait-
ing list.

e Adult Home Reform Service Initietive:
After the Governor proposed an $8 mil-
lion initiative, the legidature took back
$4 million to restore an Incentives fund
for Adult Home operators (called
‘QUIP") and then added $2 million on
top of that. Combined with $500,000
pledged by the Governor in April 2002,
that left $2.5 million for new case man-
agement and peer support services, resi-
dent needs assessments and the like.

e  SS| COLA Protection

e Anocther victory to cherish, a victory
rejecting the Governor’s plans to make
savings by lowering the state's share of
the SSI COLA that was essentialy won
the day our members joined with our
friends in the AIDS/HIV and physical
disability community to ring the Legis-
lature's budget hearing with protestors!

e Maintain Open Access to Medicad
Drugs

e Intense discussions by negotiators for
the Governor, Assembly and Senate did
not yield an agreement on the establish-
ment of a prior authorization program
that would restrict access to some Medi-
caid drugs while ostensibly lowering the
cost of those put on a ‘preferred drug
list.” Specia protections for our com-
munity were offered by all parties. The
Governor proposed to exempt 6 atypica
anti-psychotic drugs (Seroquel, Abillify,
Risperdal, Zyprexa, Clozaril, Geodon)
and al anti-depressants from these re-
strictions. Assemblyman  Gottfried
pushed to exempt entire groups, includ-
ing New Yorkers with psychiatric dis-
abilities, from the program while As-
sembly Mental Heath Chair Peter
Rivera opposed the whole concept of
Medicaid drug restrictions.

e Under a prior authorization program,
doctors would have to call to get ap-
proval for their patients to fill Medicaid
prescriptions for drugs not included on
the preferred drug list, which would be

established by a speciad ‘P&T' commit-
tee. Beforethe clock ran out on negotia-
tions, the 3 sides had apparently agreed
to make such committee meetings public
and to add 3 consumer representatives.

LEGISLATIVE PRIORITIES

Electroshock Reporting Legisation
Approved by the Legislature

The Legislature approved a reconciled
version of legislation requiring
“facilities which administer electrocon-
vulsive therapy to report to the Office of
Menta Health on a quarterly basis on
the use of such therapy” and requiring
OMH to submit an annual report to the
Governor and Legislature.  Slightly
differing Assembly and Senate bills
were reconciled following discussions
between sponsors and Mental Hedth
Community Chairs Assemblyman Peter
Rivera and Senator Thomas Libous,
amidst strong advocacy by NYAPRS
members.

Timothy's Law Stalled in Senate; Advo-
cates Have Kept Vow to Work All Sum-
mer

The extraordinary campaign aimed at
ending decades of mental health insur-
ance discrimination produced approved
legidlation in the Assembly and, despite
an unprecedented 35 Senate Republican
majority sponsors, a staemate in the
Senate.

The good news: the bill has never
gained this much support in the Senate,
leaving it on the ‘A’ list of measures
that Senate Magjority Leader Bruno has
committed to negotiate in the future.
Look for the inspiring O’ Clair family to
work with tenacious advocates all sum-
mer long to press the Senate to negotiate
a bill with the Assembly, to be consid-
ered when the Legidature is expected to
return this September 16th.

Adult Home Reform Legidation: 3 hills,
No 3-way Discussions

Both the Governor and Assembly had
submitted legislative proposals that
would boost pendties and bar referrals
to negligent adult homes, raise
‘character and competence’ standards
for operators, enhance medication super-
vision practices, require appropriate
cooling and heating standards and a
variety of other reform measures.

The Assembly proposal (and freestand-
ing bills sponsored by Assemblyman
Rivera) also included the establishment
of an OMH Housing Waiting list (ahigh
priority for NYAPRS members) and a
legal right for residents to seek court
action replacing negligent operators.
Towards session’s end, the Senate ma-
jority issued its own proposal, closaly
resembling the Governor’s hill.

All of this apparently for naught, since,

there was no 3-way discussions on the
measures.

e Albany will have much to answer for
here, with disgracefully little being done
to address the adult home scanda pro-
filed a year ago by a Pulitzer Prize-
winning Times investigation.

e  SHU-Diversion for State Prison Inmates
with Psychiatric Disabilities

e A group of lega rights, prisoner and
mental  health advocates (including
NYAPRS and NAMI) have pressed for
legislative action to address the alarming
use of and rising suicide rate in inhu-
mane solitary ‘Special Housing Units
for prisoners with psychiatric disabili-
ties. Assembly Corrections Committee
Chairman Jeff Aubrey has responded by
introducing A. 8849.

e The bill won't be considered this year
by either house, but will lead to a series
of fall hearings by the Assembly that
should focus public attention on this
deplorable tragedy and lead, hopefully,
to legislative remedies next year.

e  Specia thanks to our Public Policy Co-
Chairs Venture House's Ray Schwartz
and Community Access Lauren Bholai-
Pareti for their overall leadership and
special efforts on adult home (along
with Immediate Past President Jody
Silver of Community Access), to West-
chester Independent Living Center's
Susan Perr and the Mental Health Asso-
ciation in Essex County's Bill Sullivan
for their persistence on ECT advocacy,
to Lauren again for her leadership on
prison reform, to our redoubtable |obby-
ist Kevin Cleary for his guidance and
pluck and to al of our regiona coordi-
nators for getting out 700 on April 15
and keeping those calls coming in all
session!

NYAPRS 2003
Budget/L egislative Scorecard

Budget

Community Reinvestment Restoration:
Approved; Housing Enhancements, Expan-
sion: $65 million for 2,000 new beds to come
online starting in ‘06; Adult Home Service:
$2 million case management and peer sup-
port services, SSI COLA Restoration: Pro-
tected; Open Accessto Medicaid Drugs: No
agreement; Trended PROS Rates: To be re-
sumed next year; COLA and Medicaid Fee
Hike: Implemented in January; Medicaid
Buy-In Work Incentives Program: Imple-
mented in July

Legislation

Electroshock Reporting Bill: Approved;
Adult Home Reform: Passed Assembly -- no
deal for now; OMH Housing Waiting List,
Receiver Bills: Passed Assembly; Timothy's
Law: Passed Assembly -- Possible deal later
this year?; Prison Solitary Confinement
Diversion For Inmates w/ Psychiatric Dis-
abilities: Introduced in the Assembly with
Hearingsto Follow in Fall.

‘Recovery & Rightsfor All: Every Single One’

NYAPRS - 21st Annual Conference

September 17-19, 2003

Nevele Grande Hotdl, Ellenville, New York

(Free Copies of Mental Health News will be Provided To All Participants)




MENTAL HEALTH NEWS ~ FALL 2003

PAGE 25

The NYSPA ReportA‘

By Barry Perlman, M.D., President
New York State Psychiatric Association

Barry Perlman, M .D.

y now all New Y orkers know

that the recently concluded

session of the New York State

Legidlature was a particularly
contentious and difficult one. While the
legidature restored billions of dollars for
healthcare, including mental health, cer-
tain areas failed to gain necessary resto-
rations with serious potential conse-
guences for persons with serious mental
illness.

For the first time in the long struggle
for mental health insurance Parity in
New York State, both houses of the leg-
isature introduced identical bills. The
eponymous hill, caled "Timothy's
Law," was named after Timothy
O'Claire, a youngster whose life sadly
ended in suicide. The bill passed the
Assembly by an overwhelming majority
and was supported in the Senate by 33 of
37 Republican Senators. As such, NYS
clearly moved a step closer to realizing a
"parity" mental health benefit for al
citizens of our state.

Unfortunately, on another front NYS
took a regressive step away from equal
insurance coverage for persons with
mental illness. As a result, access to pri-
vate psychiatric care for persons insured
by Medicare and Medicaid, that is the
elderly poor or seriously disabled, is
imperiled. Individuals covered by such
"cross over" insurance are referred to as
"dual eligible."

These are the facts. Until this year,
when dual eligible persons covered by
Medicare and Medicaid received medi-
cal carein NYS for a physical or mental
iliness, their treating physician would be
compensated at a rate alowed by Medi-

care with a portion of the payment com-
ing from Medicaid. It worked in the
following way. If the doctor was treating
aphysical illness, Medicare paid 80% of
the fee and Medicaid paid the remaining
20%. If the physician were a psychiatrist
treating a mental illness on an outpatient
basis, Medicare paid 50% of the fee and
Medicaid paid the remaining 50%. In
both cases the treating doctor received
the entire rate allowed by Medicare from
the combination of insurances. As such,
New York Statels Medicaid program
enabled parity reimbursement for care of
mental illness despite the discriminatory
payment policy of the Medicare system.

Here is what occurred during this
yearls legidative session. The Governor,
faced with an enormous shortfall, pro-
posed a budget calling for the end of
Medicaid payments to doctors treating
dual eligible persons. The result, had this
proposal passed, would have been a 20%
decrease in payments for those treating
persons with physical illnesses but a
50% reduction for those treating mental
illnesses. In the ensuing struggle the
legislature made a 20% restoration to the
Medicaid part of the crossover payment.
As a result, those treating general medi-
cal diagnoses will receive 80% of the fee
from Medicare and 20% of 20% or 4%
from Medicaid with a resulting 16%
reduction in fee. Psychiatrists treating
mental illness will receive 50% of the
alowed fee from Medicare and 20% of
50% or 10% from Medicaid resulting in
a40 % reduction.

The question then raised is who is
impacted and what are the likely conse-
quences of this ill-advised budgetary
decision? First, it should be noted that
approximately 15,000 persons age 64
and younger are dual eligibles treated by
privately practicing psychiatrists. This
group includes many in the community
falling within the category of seriously
and persistently mentally ill and sub-
sumes many residing in adult homes.
The other impacted group of dua dligi-
ble persons receiving psychiatric care are
the more than 35,000 aged 65 and older.
While many of these individuas reside
in the community, a substantial number
reside in nursing homes. Overall dua
eligible individuals received over
350,000 psychiatric contacts annually.

As a result of the budget passed,
many psychiatrists face a 40% reduction
in the already discounted Medicare fee
they receive and may feel forced to dis-
charge dual €ligible persons from their
practices. The decision will be a difficult
one confronting the psychiatrist with a
tension between a sense of duty to those
they serve and a punitive pay cut. How
many of us could or would continue at
our present work if confronted with a
40% pay cut? | dare say, not many! It
would have taken just a small additional
restoration of state funding of Medicaid
to avoid this situation and thus preserve
the parity long enjoyed in NY S between
payment for physical and menta ill-

nesses under the cross over arrangement.
Doctors deciding that they must dis-
charge dual €ligible persons should ef-
fect such discharges in a legal and ethi-
cal manner.

As aresult of these cuts, dual eligible
persons requiring private psychiatric
care may be denied access, and others
currently receiving care may be dis
charged from such care. Consequently,
many serioudly ill persons may not be
able to obtain necessary psychotropic
medications such as antipsychotics or
antidepressants, without which relapse
becomes a near certainty. Those dis
charged or unable to gain access may
turn to the licensed mental health clinics
for care but will find access difficult as
the demands on them exceeds capacity
in many areas of the state. Failing to find
treatment through clinics, individuals
may be expected to turn to already over-
burdened emergency rooms. Either way,
the cost to Medicaid will substantialy
exceed the amounts paid when the per-
sons were treated in private practices and
is certain to be less well coordinated.
Sadly, if persons are unable to receive
timely treatment and medication, they

may well experience clinical relapse
requiring costly inpatient hospitalization.

It is clear that the path chosen in the
budget adopted by the legislature is sure
to be costly in both human and monetary
terms.

Those with an interest in the way our
state concerns itself with issues related
to the treatment of the elderly, the poor
and those with serious mental illness
should immediately contact their legisla-
tors, legidative leaders and the Governor
seeking restoration of the funds cut from
Medicaid for care of dual eligible per-
sons. Only through budgetary restora-
tions will equality between the payment
for treatment of physica and mental
illness be reinstated for persons insured
under Medicare and Medicaid and, thus,
equality of access to the health and men-
tal health systems. This fight must be
viewed as an important part of the larger
fight to secure parity for mental illnessin
al health insurance plans covering New
York State citizens.

Readers wishing to contact NYSPA
may write to: New York State Psychiat-
ric Association, 100 Quentin Roosevelt
Blvd., Garden City, NY, 11530.

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 I1Iness

Advancing the Principle that
all Personswith Mental |llness 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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Center Study Reveals Differences

Between SSI and SSDI Recipients

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

Developing Evidence-Based Practices
For Vocational Rehabilitation Programs

SUMMARY

n analysis of over five-hundred intake application

forms by persons with psychiatric disabilities to

the Center for Career Freedom together with their

computer skills training records and employment
outcomes suggests persons who receive Socia Security Dis-
ability Income (SSDI) are four times as likely to return to
competitive employment as persons who receive Social Se-
curity Income (SSI) or Public Assistance (PA).

Implications include a need for more precise definition of
research variables, alignment of vocationa training program
practices with the consumer’'s abilities, and government
policy reform regarding the economics of recovery.

BACKGROUND

While our mission is the rehabilitation and recovery of
persons with severe and persistent mental illness leading to
competitive employment, we're aware that most jobs, like
most disabilities, are not alike.

As consumer/survivors with a long and varied work his-
tory ourselves, we knew from experience we had to have
sufficient, demonstrable skills to get beyond a high turnover,
minimum wage entry-level job to a satisfying economically
viable career. The economics of recovery dictated giving up
$600-$800/mo. in Government disability, $500-$700/mo. in
rent subsidy, $120 in food stamps and $200 for prescription
drugs if you were on SSI/Medicaid. The cost to replace
these benefits for our students averaged over $1,400/mo.
(about $17,000/yr.) We estimated our graduates would have
to acquire sufficient skills to gross $12/hr., full time. Twice
the minimum wage.

Job market research and labor statistics for Westchester
County showed employers would pay this rate for persons
proficient in MS Word, Excel, PowerPoint plus 45 wpm in
keyboard skills. Proficiency in QuickBooks and medical
billing (ICD-9) would pay more.

In order to achieve this goa we chose to become aNYS
Dept. of Education Business School and Microsoft Office
Applications Specialist Authorized Testing Center as an
integral part of our Drop-in Center.

One of the prerequisites to survival in business is infor-
mation. You're constantly refining your business as your
knowledge of your consumer’s needs, competition, eco-
nomic trends, compliance, etc. grows. Our applicant/
student/employee outcome tracking system was never an
option and began with our first Drop-in.

METHODOLOGY

Five hundred seventeen intake application forms col-
lected over afour year period were first tabulated by type of
government assistance program. The incidence (%) at the
Center and government program summaries appear bel ow.

GOVERNMENT
PROGRAM

SUMMARY ELIGIBILITY/BENEFITS/EARNINGS RETENTION
FOR CENTER POPULATION

881 (30%) Medically disabled persons who generally have much less than 10 years
work history. Typical monthly benefits include: Cash income ($639),
Food stamps ($120), Medicaid (includes presenption drugs) and Section
&/Shelter Plus rent subsidy (70%). Current government policy allows
recipient to keep the first $85/Mo. plus % of all carnings over $85/mo.,
up to $1,350/Mo.

S5DI: (30%) Medically disabled persons who generally have more than 10 years of
work history. Typical benefits include: Cash income ($778), (avg. @
the Center,), no Food Stamps, Medicare (does not include meds),
Section 8/Shelter Plus rent subsidy (70%). Government policy allows
recipient to keep up to $800/Mo.

SS1 & SSDI: (16%) See above

Public Assistance: (6%) Needy but not medically disabled e.g able bodied homeless, Usual
benefits include: cash income ($140), food stamps ($120), Medicaid and
shelter/housing allowance.

None/Applied: (18%) Not enrolled in any benefit program or application pending.

The five groups were first tabulated by some fifty charac-
teristics contained in the Center’s application form.

Second, attendance and Microsoft certification records
were examined for those students who regularly attended the
Center over the four year period. (198 of the 517)

Third, employment outcome records; Microsoft certifica-
tion by program, hours, title, and earnings were examined
for al known employed members/graduates. (56)

Findly, al available data for the fifty-six; application
forms, training records and employment outcomes were
examined. Anaysis of the data includes comparisons be-
tween the five assistance program groups and across the
three populations; “applicants,” “students’ and “employees.”
Statisticaly significant differences are noted. Note: For
detailed tables go to www.freecenter.org/research.

A chart: “Monthly income of SSI and SSDI, recipients at
the Center for Career Freedom” was prepared to provide a
pictoriad summary of the economic history and recovery
patterns of SSDI and SS| recipients before and after joining
the Center.

The aggregate lifetime earnings, tax contribution, sav-
ings, training expense and return on investment for the fifty-
six Center graduates/employees was also cal cul ated.

FINDINGS

The summary characteristics of al 517 applicants are
presented below. All data are self-reported. The “diagnosis’
was verified and refined according to information supplied
by the care-giver and prescribed medication.

Demographics; age ( 41 yrs. mean), gender (52% female),
ethnicity (76% Caucasian, 15% African American, 4% His-
panic), education (61% some college or more), cash income
($564/mo. avg.) and food stamps (26%), currently working
pt (22%).

Diagnosis;

Depressive/Anxiety Disorder(40%)

Bi-Polar Disorder (25%)

Schizophrenia (22%)

Schizoaffective Disorder (21%)

Borderline Personality Disorder(12%)

Co-occurring disorders; MICA, MRDD, TBI, etc.
(10%)

o All others (12%)

Other Characteristics:

e  Psychiatric hospitalization (50% ever, 29% past 2
years) and history of alcohol/substance abuse (32%).

e  Employment history (78% have not worked in past 2
years or more) last job title; clerica (25%), retail
(17%), maintenance (10%), food service (8%)

e  Driver'slicense (53%), computer at home (39%), reg-
istered to vote (56%).

SSDI VS, 851 RECIPIENTS

Among all applicants at the Center, recipients of SSDI and 551 were found to be sigmificantly

different * on eight variables:

Difference
S5DI s81 vs, SSDI1
Avg. Monthly Cash Income $778 $565 ($213)
Some College or More 66% 47% (19)
Depression/Anxiety Disorder 35% 23% (12)
Bi-Polar Disorder 28% 15% (13)
Drivers License 63% 50% (13)
Registered to Vote 61% 48% (13)
Clerical Positions (Last) 33% 21% (12)
Retail Positions (Last) 10%% 21% 11

*+/-10 Points; 95% Level

PUBLIC ASSISTANCE VS. TOTAL SAMPLE

Compared to all applicants, statistically significant characteristics of persons on public assistance

at the Center include:

Public Difference
Total Assistance vs, Total

Avg, Monthly Cash Income $564 $138 (5426)
Food Stamps* 26% 82% (56)
History of Alcohol/Substance Abuse 2% 66% 34

Depressive/ Anxiety Disorder 40% 69% 29

Schizoaffective 21% 2% (19)
Computer Ownership 39% 21% (18)
African-American 15% 32% 17

Schizophrenia 22% 7% (15)
Drivers License 53% 3% (14)
Some College or More 61% 48% (13)
Registered to Vote 56% 43% (13)
Borderline Personality Disorder 12% - (12)
Not Worked in Past 2 Years 78% 90% 12

*Not All Eligible

GRADUATES/EMPLOYED VS, TOTAL SAMPLE

Fifty-six students successfully completed the Microsoft Certification Program and returned to
competitive employment. Compared to the total sample, this group was found to have a
significantly different proportion of people on seven of the study variables:
MS Certified/  Difference

Total Emploved vs. Total
S5DI Recipients 46% 84% 38
551 Recipients 46 22 (24)
Public Assistance Recipients 6 - (6)
Some College or More 6l 78 17
Computer at Home 39 s6% 17
Schizophrenia 22 11 (11)
Bi-Polar Disorder 25 35 10

*this is an inflated incidence due to a performance incentive offered by the Center; a refurbished
Pentium computer for Microsoft certified students who retain emplovment for 6 months.

Compared to SSI recipients who are Microsoft certified
employees, SSDI recipient Microsoft certified employees
tended to:

e Have a work history of higher earning rates and more
senior job titles.

e  Weremore sdf-reliant and proactive in their job search

e  Sought positions in small business with less structure
and more responsibility

e Required lessjob coaching and fewer job supports

SSDI graduates were significantly different from SSI gradu-
ates on two important dimensions:

e They earned twice as much as our SSI graduates
(18,000 vs. 9,080).

o  They completed the MS certifications in half the time (1
Yr. Vs, 2 yrs.).

The chart summarizes a sample of our students/graduates
monthly income for SSDI and SSI recipients at various
stagesin their lives:

e Ariseinincome beforethe onset of their illness.

e  For SSDI recipients only, a decline in income following
the onset.

e  Stabilization following initiation of SSI and/or SSDI
benefits.

e 1-2 yearstraining at the Center.

e And arise in actua and projected income for those
graduating and entering competitive employment.

Plotting our population’s economic behavior over time,
then, overlaying key events in their lives to explain them,
unlocked the dynamics of our disability in a new way. Our
level of emotional functioning could be viewed as related to
our level of earnings. Age and income are more objective
standards, easily recalled and verifiable. The dynamics are
typical of the Center’s population and represent the majority
of recipients.

A dramatic difference between the two groups is the sig-
nificantly greater income across al life stages and events of
the SSDI recipients. While the SSDI recipient’s in-
come rose quickly in their 20’s, it rapidly declined in
their 30’s following the onset of illness. The initiation
of their SSDI benefits halted the free fall and clearly
provided a safety net and economic stabilization. (We
also knew from our intake assessment Satisfaction
Survey that most of these recipients reported satisfac-
tion with their psychiatrist, medications, therapist and
housing.)

MONTHLY MONTHLY INCOME OF SSI AND SSDI RECIPIENTS
INCOME AT THE CENTER FOR CAREER FREEDOM
ACTUAL ==
$2,000 + Onset of lliness
Graduated & o
Entered Competitive )
5501 Employment .t‘.
$1,500 + RECIPIENTS I
"= $800,/Mo.
Eamings Cap
$1,000 +
¥ $400/Mo.
Net Zero Gain Point
5500 +
© 2003 Center for Career Freedom
+ t t
AGE IN YEARS 20 30 40 50 60 70

see Center Study on the next page
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Center Study from the previous page

For most SSI recipients, their income actually improved
with the initiation of SSI benefits. According to this data,
initiation of benefits occurred almost ten years before SSDI
recipients—perhaps due to the earlier onset of illness with
greater functional impairments.

At about fifty years of age, students graduate and enter
competitive employment. The economics of recovery for
SSDI recipients allow for a transition or work hardening
phase of part-time employment. Their earnings can approach
up to $800/mo. and they can still receive their disability
checks. At the Center, the average of 778 would yield atotal
maximum income of about $1560/mo.; $12/hr for about 30
hrs. of work/week. A few dollars over the $1,400/mo. self-
sufficiency goal.

On the other hand, the certified SSI recipients are faced
with a daunting, if not impossible hurdle. The sharp reduc-
tions in benefits; even with the Medicaid buy-in, resultsin a
net zero gain point of $400/mo. Put ancther way, an SSI
recipient grossing $400/mo. takes home nothing. All their
incremental income are eaten up by earnings penalties stipu-
lated by each of the four government programs.

The SSI recipient profile generated by the data and pow-
erfully illustrated by the chart paints a grim picture. The
earlier illness onset and more severe impairment appears to
result in less years of education, less years competitive em-
ployment and less lifetime earnings.

What is not plotted on this chart are the overwhelming
majority who have chosen not to pursue MS certification
and/or competitive employment, at this time. (They would
have been represented by aflat line).

STUDENT DATA

Prior to our SSI/SSDI research, we learned through ex-
perience, conferences and analysis of intake assessment and
staff notes that we were challenged by three student tracks:
1) over 2 yearsto obtain certification 2) 1-2 years 3) under 1
year. Key characteristics of each group are:

Group 1

Fragile SPMI

Hospitalized <1 year (ECT)
Methadone (MICA)

Sober (MICA) < 1 year

Mild MR/DD

Moderate cognitive dysfunction
Moderate |earning disabilities
Poor/No work History

Group 2

Moderately stabilized, may need housing,
medications adjusted

Moderate work history

Poor ego strength

High School/ some college

Mild learning disabilities

Group 3
e  Stahilized: Meds, $, Housing, Transportation,
etc.
e 10+ years work history; types, computer at
home
e Some college or graduated

We have found Group 1 requires intensive one on one
instruction, Group 2; a mix of both teaching methods and
Group 3; small classes.

RETURN ON INVESTMENT

Simply put, ROI asks the question “What am | getting for
my money?’ Increasingly, the current administration is
asking this question about the socia services it funds. In
some instances more information about the quantity and
quality of services delivered is sought e.g. PROS Medicaid
Outpatient Program. In other cases its aready been decided
it would be more efficient to outsource the service e.g. Maxi-
mus; Ticket to Work, One Stop, etc.

With the Federal tax cut, NYS budget shortfal, zero in-
crement in Federd funds (President’s Commission Report)
and an estimated one-third reduction in government person-
nel due to retirement in the next five years, increases in the
efficient delivery of Social Services e.g. agency consolida-
tion, computerized outcome tracking, per capita cost data,
etc. will become the norm.

The average per capita cost for training a student through
several Microsoft Certifications and job placement at the
Center is about $9,000. This compares favorably to the 12-
15K /person/job spent by local federally funded vocational/
employment programs.

Our average MS graduate’s gross annua first year/
earnings is about $17,000. That's a return on investment of

over 200% the first yr. The numbers get very big, very fast
when we calculate the contribution of all 56 graduates/
employees:

e  Annua Gross Income: 972,144
e TaxesPaid: 155,500
e  SSDI/SSI Savings: 512,304
e  Totd contribution; year 1: 1,639,948
e Lesstotal Expense: 504,000
e Net Annual Gain 1,135,948

Over an average work-life of 24 years, the total earnings
of these 56 people without any raises, cola, etc, is about
23,000,000! The SSDI and SS| savings together add an-
other 10,000,000 for atotal contribution of 33,000,000!

If we were forced to shut our doors tomorrow, we would
feel we have fulfilled our mission.

CONCLUSIONS:

The study goal was to identify and profile those charac-
teristics associated with the various populations contained
within the Center’s recovery spectrum. We felt if we could
identify the significant variables, we would then be in a bet-
ter position to create and test program refinements in order
to improve the Center’s success rate.

At first glance, our four year tracking study of five hun-
dred persons with a fifty variable multivariate analysis re-
vealed the somewhat obvious conclusion that past perform-
ance and future success were correlated. The data revealed
the SSI, SSDI & Public Assistance “handles’ were the tip of
the iceberg; a number of other variables were correlated with
these three government assistance programs codes.

Further examination showed because SSDI recipients
have been engaged in competitive employment for at least
ten years; they have the experience, proven work skills, in-
terpersona skills, a full resume with references and a
driver'slicense. They knew how to dress, how to interview
and what’s appropriate office behavior. For the majority of
SSDI recipients their track record of achievement began
before employment; with their attendance or graduation from
college. They come to the Center to update their keyboard
skills and Microsoft certification; Word, PowerPoint, Excel,
etc., for career counseling and job placement assistance.
They're on a fast track and our role is their vocationa
“stepping stone”.

The tougher challenge we quantified was how to refine
the training program, career counsdling, job placement and
supported employment for SSI recipients.

SUMMARY OF FINDINGS

e Microsoft Certified SSDI recipients are four times as
likely to return to self-sustaining competitive employ-
ment, as SSI Microsoft Certified recipients.

e  Study variables which may explain this are significant
differences in the years of education and competitive
employment, severity of functiona impairment/
diagnosis and barriers of government policy regarding
€CoNnomic recovery.

e Analysis of the economics of recovery for SSDI recipi-
ents demonstrated the feasibility of transitioning off
disability to self-sustaining taxpayer status following
the acquisition of sufficient marketable skills to earn at
least $12 hr. and the endurance to work at least 29 hr./
wk.

eSSl recipients, in addition to being challenged to over-
come their fewer years of schooling and work experi-
ence and, their severity of symptoms, are faced with a
net zero gain of gross earnings a the $400/mo. level,
even with the Medicaid buy-in elimination of the spend
down.

e  The overal contribution to the economy and return on
investment of the Center's Microsoft Office Specialist
and employment program is exceptional .

e  Charting income over time and overlaying key life
events to explain the variations offers new insights into
the dynamics of our disability and recovery.

IMPLICATIONS

e Insure al intake, client tracking, supported employ-
ment, academic research, etc. include data on the vari-
ous government benefit programs; SSI, SSDI, Section
8/Shelter Plus, Food Stamps Medicaid/Medicare, etc.
and earnings/work history. (Re) run these data using
analysis of variance, multiple regressions and mapping
where possible. (Mining Socia Security's lifetime
earnings tracking system data base presents an excellent
research opportunity).

e  Beawarethat combining the SSI and SSDI populations,
whether in research or recovery, averages out their dy-

namics. The increased clarity in understanding their
uniqueness has enabled us to tailor our training, tech-
niques, staff assignments, expectations and timetables
to optimize our limited funds.

e Legidlation to remove significant economic disincen-
tives for SSI recipients is dtill critical. The Medicaid
buy in, Pass Plan, 1619b, Ticket to Work, etc. do not
address the enormity of thisissue.

e Include some of the business persons who create $6-12/
hr. jobs on the committees that plan and administer
vocational programs to provide real world criteria and
training needs.

e  Encourage the university based research centers that are
funded to research our population to expand the scope
of their studies to include perspectives and professors
from their adjoining Economics and MBA departments.
Multi-disciplined studies could include socia program
economics, bridging caregiver and employer value sys-
tems, the effectiveness of various performance incen-
tives commonly used in business e.g. cash bonuses, etc.

e Create a Federa task force comprised of the policy
people from the major benefits legidative programs;
SSA, HUD, DSS, Medicaid, etc. With the goal of pro-
ducing an integrated, consumer based viable economic
plan for persons on SSI who hope to transition to com-
petitive employment.

e Develop, test and distribute a simple spreadsheet which
summarizes the impact on benefits for various earnings
scenarios for the majority of SSI and SSDI recipients,
to aid in their (caregivers) understanding of the eco-
nomic opportunities and chalenges associated with
their recovery.

About The Author

Donald Fitch, M.S,, is the Founder & Executive
Director of The Center for Career Freedom, White
Plains, New Y ork. Fitch, 64, earned a B.A. in Psychol-
ogy from NYU’s College of Arts and Science and a
Masters in Counseling from L.I.U. His internship was
with St. Vincent's Hospital. A survivor of mental ill-
ness, Fitch founded the Center in 1998 after fifteen
years in administration, fundraising, consultation and
direct care in the non-profit sector. Populations served
included persons with mental and physical disabilities,
substance abusers, children in foster care, the elderly,
persons with HIV/AIDS and others. He aso spent
fifteen years in business as a marketing consultant,
head of his own importing company, a marketing man-
ager at the Pepsi Cola Company in Purchase, New
York and as their marketing consultant. Heisa Viet-
nam era Veteran, a father of three sons and a grandfa-
ther of four granddaughters.
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Gold Medalist from page 1

national distributor for this important
initiative.

“Many schools have operated for
decades without fostering depression
awareness in young people," said Steven
Greenfield, Executive Director of the
MHA of Nassau County. "Our agency is
committed to addressing the very real
dangers of ignoring teen depression,” he
added.

We wish to thank Mental Health
News for featuring our Real Hurdles
program in this issue on depression in
children and adolescents.

To obtain a copy of Real Hurdles
please contact Denise Kreitzman at (516)
489-2322, ext. 113 or send in the Real
Hurdles Order Form that follows a per-
sonal interview we conducted with Der-
ick which we are sure you will enjoy
reading.

DERRICK GETSPERSONAL:
AN INTERVIEW WITH OLYMPIAN
DERRICK ADKINS

QUESTION: How old were you when
you first experienced your depression?

ANSWER: | know now that | had
some of the signs and symptoms of
depression that go back as far as my
youth, but | didn't start recognizing
it as depression until | was about 24.

QUESTION: What were you feeling?

ANSWER: It started with very mild
feelings of sadness and grew into
irritability and anger. | couldn't deep
and | had no desre to ea or
sociadlize. These symptoms persisted
with such an intensity that | was
experiencing crying spells for no percep-
tible reason. Eventualy, it seemed as if
every waking moment | was in emo-
tional pain. It was a very morbid state
and that's why | started contemplating
suicide...l just wanted to end the pain.

QUESTION: Did you speak to anyone
about getting help?

ANSWER: | didn't decide to seek help
until | was desperate. Initially,
| felt like my mood would just lighten up
and | would get better automatically, but
it didn't happen that way. | had to go for
help before | started to get better.

QUESTION: How did your depression
impact your track and field?

ANSWER: My performance on the
track suffered a little bit, but not as
much as you would expect. | till did
very well during those years. | was
ranked as number one in the world in my
event, but there were days when |
just couldn't run at the level | was sup-
posed to be running.

QUESTION: When were your worst
times?

ANSWER: My depression was the
worst from 1994-1996. Ironically, those
are the years that | did the best in track

and field. | would take out a
lot of frustration on the track. Actualy,
running made me feel better, so
| would put all my energy and focus into
my practices and events. This
helped me through, but what | redly
needed to do was admit that | needed
professional help.

QUESTION: What was your reaction
when you were diagnosed with clinical
depression?

ANSWER: | felt relief when | heard
that what | was experiencing was
depression and that | could recover with
a combination of counseling,
medication and nutritional changes.

QUESTION: How did you handle your
recovery program prior to and during
the Olympics?

ANSWER: That was the most compli-
cated part of my recovery. It was
April of '96 that | started taking
meds. The Olympic trials were sched-
uled for June. The medications made me
feel great mentally and emotionally, but
physically, they made metired. | wasin
a quandary - choose my Olympic
dream or choose mental health. | de-
cided to stop the meds. | regained my
endurance and strength , but inside | was
very, very depressed. | remember trying
to smile for the cameras, trying to enjoy
everything and takeit all in.

QUESTION: How did you feel when
you won the Gold Medal ?

ANSWER: The day | won and that
evening were great, | was on cloud nine.
But that only lasted a couple of
days. Then my mood started sinking and
| kind of like crashed and had what |
now know was a maor depressive
episode.

QUESTION: What happened next?

ANSWER: | decided to go back on the
medication even though | understood
that it could hurt my track career. My
state of mind and my stability were
just more important.

QUESTION: Tell me about your life
now?

ANSWER: Things are great for me
now. My track career is not the same,
but it's a lot more important to me to
have my health than to run fast. |
have come to terms with my
choices and my outlook for the future is
very positive. | continue to compete and
| am studying for the ministry.

QUESTION: What would tell someone
to do if said they are experiencing
something similar to what you felt?

ANSWER: | would tell them that there
is help is out there. And just because
there's a stigma associated with mental
illnesses, you should not hold back from
seeking help or feel any shame about
your illness.

QUESTION: What do you want people
to know?
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Long Island Teens Discuss Real Hurdles Between Class

ANSWER: I've accomplished some
great thingsin my lifetime and | am very
proud of myself. | openly acknowledge
that | had depression and | still do have
depression, but it is not the end of the
world. Professional help was the turning

point in my life. It totally turned my life
around and now there is a lot
of joy and hope where there once was
only pain. So that's what | want
people to know...that most people who
suffer from depression do recover. | did.

Date:

ORDER FORM

REAL HURDLES

VIDEO CASSETIE & TEACHING GUIDE

PRODUCED BY THE MENTAL HEALTH ASSOCIATION OF Nassau COUNTY

YOur PURCHASE ORDER NUMBER

QUANTITY DESCRIPTION Unit PRICE ToraL
REAL HURDLES - VIDEO CASSETTE & TEACHING GUIDE $89.95
Puus SHIPPING AND HANDLING 10.00
TOTAL (EACH) $99.95 $
SHIP TO:
ADDRESS:
Crry; STATE: ZIP;
DayTiME PHONE No: ( ) EVENING PHONE NO: ( )

[ PLEASE MAKE CHECK PAYABLE TO:

[ CHarRGE MY ORDER TO: O wvisa

NAME ON CARD (PLease PrINT):

[ MASTERCARD

MenTaL HEALTH AssociaTion oF NAssau CoOunty

[ American Express

CARD NUMBER:

ExPIRATION DAaTE:

SIGNATURE:

PHONE: 516.489.2322

MENTAL HEALTH ASSQCIATION OF NASSAU COUNTY, INC.,
186 CLNTON STREET
Hempsteap, NY 11550

Fax: 516.489.2784

WWW.MHANC .ORG
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By Gary Silverstein, CSWR, and Brian
Gerety, CSW of The Therapy Center,
Mt. Kisco and Brewster, New York

I Years of Growth, Healing and
978 -1998

Gary Silverstein and Brian Gerety

avigating the stormy seas

of adolescence is argua-

bly the most formidable

emotional, psychological
and physical task of a lifetime. To
undertake this journey as an adopted
adolescent, means traveling with ad-
ditiona trauma and stress worthy of
some consideration.

There exists no psychological
theory adequate enough to explore
the impact of separation of mother
and infant at birth, on both the
mother and the infant. Many theo-
rists have described the essential na
ture of the mother-infant bond im-
pacting the psychological growth of
the child. Freud, for instance, de-
scribed the importance of the mother
as a source of drive satisfaction for
the infant. Object relations theorists
such as D. W. Winnicott, R. D. Fair-
bairn, and Margaret Mahler empha-
sized the role of the mother as an
object to which the infant must be

“Celebrating 25 Years

fused, or merged for some time in
order to develop a core sense of self
as they gradually separate throughout
childhood and adolescence. These
theorists agree with John Bowlby,
credited with developing the
“attachment theory” and with Rene
Spitz, who observed “anaclitic de-
pression” in infants, that the mother
is essential from the start of life, and
that the infant reacts to the loss of the
mother with true mourning.

In an attempt to understand the
experience of the adopted child,
Nancy Newton Verrier, author of
“The Primal Wound” believes that it
isimpossible to sever the tie between
infant and biological mother and re-
place her with another caregiver, no
matter how warm and caring, with-
out psychological consequences for
the child and the mother. Although
most adopted children form attach-
ments to their adopted mothers, this
represents an emotional dependence,
which is crucid to survival and not
necessarily a profound bond. Some
of the manifestations of separating
the child from the birth mother (a
prima wound) include a sense of
loss, basic mistrust, anxiety, depres-
sion, emotional/behavioral problems
and relationship difficulties.

Research with adopted children
indicates that they are to be found on
a continuum relative to this trauma;
from the severely pathological to the
well adjusted with the vast majority
of adoptees near the adjusted end of
the scale. Virtually all adoptees are
located on this continuum as they
struggle with issues of self-esteem,
abandonment, identity and anger.

Anecdotally, however, most men-
tal hedlth practitioners are aware that
a disproportionate number of
adoptees are represented in both in-

Of Caring, Healing and Clinical Excellence”

800 Cross River Road « Katonah, New York 10536 « 914-763-8151 « www.fourwindshospital.com

patient and outpatient treatment set-
tings usualy at or around the time of
adolescence.

The primary themes facing the
adolescent adoptee are abandonment
and loss. The response to these
themes can trandate to problems
with intimacy, feelings of rejection
and shame, need for control, identity
confusion, lack of trust and, of
course, anger. Anger which may
have been suppressed throughout
childhood due to conscious and un-
conscious messages conveyed by
parents, (e.g., You are our ‘miracle
child’, or ‘chosen child) often
emerges in adolescence in the form
of acting out. Winnicott identified
acting out as a reaction to perceived
losses in the early mother-child rela-
tionship and a positive sign that the
adolescent is simultaneously crying
out for attention and expressing an
authentic and vital aspect of their
true selves.

As the adopted adolescent strug-
gles with feeling different, they must
also contend with feelings of power-
lessness in the face of family denial
regarding the significance of the
adoption, and a societal constraint
against having access to their past in
the form of records which are sealed.
These adolescents feel they have
been cheated of a right to a past and
that they have been manipulated into
believing that their lives began at the
moment of their adoption. Accord-
ing to Betty Lifton, author of
“Journey of the Adopted Self,” typi-
cal forms of acting out may include
lying and stealing. Adoptees report
feeling as though they have been lied
to and some retaliate in kind. Steal-
ing is an activity some adoptees feel
is justified as they feel they have
been ‘stolen’ from their birth mother

and that the system has ripped them
off. Winnicott saw stealing as not
the acquisition of an object, per se,
but a symbolic attempt to seek the
mother over whom the adopted ado-
lescent has rights. Running away
may be seen as a symbolic search for
one's true family or the pursuit of a
fantasy of finding the birth mother.
Some use food as a way of psycho-
logically nurturing themselves or
stuffing feelings of anger. Drugs and
acohol are sought in an effort to
neutralize inner turmoil presented by
emerging feelings of rage. Associat-
ing with a drug using or drinking
crowd may be seen as an attempt to
create a family of one’'s own choos-
ing for the adoptee.

A smal but nonetheless signifi-
cant number of adoptees seek suicide
as the ultimate form of expressing
their desperation and sense of being
unlovable. Suicidologist Edwin
Schneidman identified the pre-
disposing conditions of feelings of
abandonment, helplessness and
hopelessness in suicidal people while
Bowlby concluded that parental loss
IS a major contributor to predicting
suicidal behavior.

A major developmenta task of
adolescence is identity formation.
According to Brodzinsky, Schechter
and Henig, authors of “Being
Adopted: The Lifelong Search for
Self,” adopted adolescents are no
different from others in the patterns
associated with identity formation
except when they explore the ques-
tion, “Who am 1?", which has two
parts, “Who am 1?7’ and “Who am |
in relation to my adoption?’. Erik
Erickson described the formation of
an identity during adolescence as a

see Adolescents on page 32

Four Winds Hospital istheleading provider of Child and Adolescent

Mental Health servicesin the Northeast.

| n 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 and Foundation

OCTOBER

Community Service
Thursday, October 9, 2003
1:00—-4:00 pm

National Depression Screening Day
Free Depression Screening for Children, Adolescents and Adults

Take advantage of this free program designed to educate the public
about depression. The screening process will include a written “self-
test,” a consultation with a mental health professional, and an educational
presentation (screening is modified for children).

To schedule afree and confidential appointment,
please call 1-800-546-1754 ext. 2413.

Grand Rounds
Friday, October 10, 2003
9:30- 11:00 am

“The Body Speaks. Eating Problems, Self Mutilation,
Body Modifications and Other Self Harm”

Sharon Klayman Farber, Ph.D.
Private Practice, Hastings-on-Hudson and the Founder of Westchester
Eating Disorders Consultation Services

When patients speak through their bodies, you should know the lan-
guage to understand how these symptoms speak for those whose voice
has been silenced through trauma. Self- mutilation and eating disorders
will be used as prototypes for understanding a spectrum of self-harm be-
haviors. Using case material, Dr. Farber will present a paradigm to illus-
trate how addictive attachments to pain and suffering develop as well as
the stormy transference/counter-transference issues that often emerge.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $10.00 payableto Four Winds Hospital (reservations required)

Grand Rounds
Friday, October 17, 2003
9:30- 11:00 am

“Predicting Violence in Adolescents’

Selwyn Juter, MD
Assistant Professor of Psychiatry, NY Medical College, Vahalla, and
Private Practice, Mt. Kisco, NY

Can violence be predicted? Listen to Dr. Juter, adolescent and forensic
psychiatrist as he discusses the risk factors used to evauate
‘dangerousness’ and potential youth violence. The limitations of predict-
ing future violence, management options, and the inherent responsibili-
ties of clinicians, school authorities and community agencies involved in
these cases will be reviewed.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $10.00 payable to Four Winds Hospital (reservations required)

Save the Date!
Nursing Career Day

Wednesday, October 22, 2003
4:00—7:00 pm

Experience Four Winds firsthand during thisinformal event.
Join ateam that uses a multidisciplinary approach to treatment.
Y our voice will make adifference.

Refreshments, Tours,
And an Opportunity to Meet with Nursing L eadership!

Competitive Salaries/Benefits
RSVP by October 15th at 1-800-546-1754 ext. 2413

Four Winds Hospital — Celebrating 25 years
of Caring, Healing and Clinical Excellence.

Special Training
Thursday, October 23, 2003
2:30-4:00 pm

Child Abuse I dentification and Reporting
Vaerie Saltz, C.S.W., Four Winds Hospital

New York State recognizes certain professionals to be specialy
equipped to hold the important role of mandated reporter of child abuse
or maltreatment. These include any child care worker, school officias,
doctors, nurses, dentists, podiatrists, EMT’s, etc. A State Education De-
partment certificate of completion will be given at the end of the class.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $45.00 payable to the Four Winds Foundation — a not-for-profit
organization (reservations required)

Special Event
Friday, October 24, 2003
6:00—-8:00 pm

“The Art of Children With Special Emotional Needs’

The success of art therapy, a component of the comprehensive inpatient
care at Four Windsis easiest to see. Please join specia guest Debra and
Stone Phillips and HBO Film Maker Eames Y ates at the Opening Night
Reception of The Art of Children from Four Winds Hospital.

Sponsored by: The Four Winds Foundation, a not-for-profit organization

Location: Northern Westchester Center for the Arts
272 North Bedford Road
Mount Kisco, New Y ork 10549
www.nwcaonline.org for directions

Free of Charge* All are Welcome
Calendar Continued on Next Page
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Educational Events Calendar: Fall 2003

NOVEMBER
Grand Rounds

Friday, November 7, 2003
9:30- 11:00 am

“Domestic ViolenceisNot a Family Thing:
30 Years of Advocacy and Everything's Changed”

Charlotte A. Watson
Executive Director, New Y ork State Office for the Prevention
of Domestic Violence

Over the years the hallmarks of domestic violence have emerged as
victim safety and offender accountability, with a shift away from why the
battered woman stays to why her partner batters her. This presentation
will take alook at how our understanding of domestic violence has
evolved, with particular consideration given toward the menta health
professiona’ s role in addressing issues of domestic violence in treat-
ment.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $10.00 payable to Four Winds Hospital (reservations required)

Grand Rounds
Friday, November 14, 2003
9:30- 11:00 am

“Cross Cultural Perspectives with Abused Children”

Ofelia Rodriquez-Srednicki, Ph.D., Professor, Montclair State University
and Private Practice, Upper Montclair, NJ

Thistalk will assist clinicians in identifying and addressing the cultural
factors involved in the assessment and treatment of abused Latino chil-
dren. The issues of maltreatment, neglect, discipline and sexual abuse
will be addressed using a cultural “lens’ with particular attention paid to
perceptions within the Latino community.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $20.00 payable to the Four Winds Foundation, a not-for-profit or-
ganization. (reservations required)

DECEMBER

Friday, December 5, 2003
9:30-11:00 am

“Harm Reduction and Addiction: Misconceptions and The Truth”

Harris B. Stratyner, Ph.D.

Director of Addiction Recovery Services and “ The Retreat at West-
chester”, New Y ork Presbyterian Hospital; Assistant Professor of Psy-
chology in Psychiatry, Weill Medica College of Cornell University

Any form of addiction treatment, by definition, is harm reduction. Dr.
Stratyner will give the audience a clearer understanding of the distinction
between harm reduction and moderation management and the particular
importance of harm reduction in the treatment of individuals with co-
occurring disorders.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10509

Fee: $10.00 payable to Four Winds Hospital (reservations required)

Grand Rounds
Friday, December 12, 2003
9:30- 11:00 am

“Psychological Testing: What is|t... When To Use It...How To Use It”

David Pogge, Ph.D.

Director of Psychology, Four Winds Hospital; Senior Clinical Lecturer,
Fairleigh Dickinson University and Visiting Assistant Professor of Psy-
chology and Psychiatry, Albert Einstein College of Medicine

What is psychologica testing? What is it used for? When is it indi-
cated? How many tests are there and what do they tell us? These and
other questions will be answered by Dr. Pogge in this informative lec-
ture. Parents, educators, physicians, and mental health professionals will
learn how psychological testing can contribute to educational planning,
mental health treatment, and a better understanding of the individua be-
ing tested.

Location: Four Winds Hospital Conference Center
800 Cross River Road
Katonah, New Y ork 10536

Fee: $10.00 payable to Four Winds Hospital (reservations required)

“Celebrating 25 Years Of
Caring, Healing and Clinical Excellence”
800 Cross River Road, Katonah, New York 10536

www.fourwindshospital.com

914-763-8151
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Adolescents from page 29

necessary crisis in which an adoles-
cent, through trial and error, seeks to
develop a usable sdf with character-
istics that uniquely fit the individua.
It is a time during which one's val-
ues, beliefs, gender identification,
career choices and personal expecta-
tions become more crystallized. Po-
tential pitfalls exist for adopted ado-
lescents who experience uncertainty
about what it means to be adopted
due to parents not being forthcoming
or open, and records containing in-
formation about their origins not be-
ing available. For these individuals
the authors suggest that a “family
romance” fantasy persists in which
birth parents are imbued with dl
positive attributes while the adoptive
parents are viewed negatively. Other
teens may deny that their adoption
means much to them and they too
easily accept their parent’s attitudes
without investigating for themselves.
They may experience curiosity about
their origins as a form of being dis-
loyal to their adoptive parents who
have given them so much.

Some adopted teens remain in a
state of what Erickson termed
“identity diffusion” in which they
flounder with no clear direction and
unredistic fantasies about where
they have been, where they are go-
ing, what they believe in, and who
they are. In addition to the norma-
tive crisis adolescents experience
regarding identity, adopted teens
struggle with a pervasive sense of
what the authors describe as
“genealogical bewilderment,” where
they fed cut off from their heritage,
religious background, culture and
race. These teens struggle with a
sense of having lost not only their
birth parents, but also a part of them-
selves. When overwhelmed by this
crisis some adopted teens regress to
an earlier, more concrete cognitive
style in which their worlds and their
selves, seem to be divided into black
and white, good and bad.

There are many adoptees whom
Erikson would describe as “identity
achievers’ hailing from families who
promote discussion of adoption and
who assist their adoptive sons and
daughters in resolving how being

adopted does or does not fit into a
cohesive attitude about themselves.

It is worth commenting about the
world of relationships which be-
comes more significant during ado-
lescence and how being adopted may
complicate matters. From early on
an association between love and
abandonment is established in an
adopted child such that love can
equa abandonment. The conflict for
the child exists such that the adoptive
mother is the one to whom the child
most wants to connect yet the person
with whom it seems most dangerous.
A characteristic ambivalence is a
theme that may obstruct the devel op-
ment of intimate relationships for the
adopted adolescent. The dictum that
one cannot be chosen (adopted) by
one parent unless they are first re-
jected by another is imbedded in
thelir consciousness which makes
relationships especially risky for
them. In relationships, adopted ado-
lescents may withdraw and isolate.
They may test for possible rejection
or seek an abusive relationship out of
desperation or because they fedl they
deserve it. Lack of trust in the per-

manence of relationships may result
in destroying a potentialy good rela-
tionship when a need to control oth-
ers in the face of anticipated rejec-
tion is compensatory in function.

Perhaps the word which best de-
scribes the adolescent adoptee’s atti-
tude regarding relationships is tenta-
tive. Their attitude toward the world
around them, cautious. Adoption
remains a beautiful gift for both par-
ent and child. Knowledge and un-
derstanding of the issues involved
with this process are vital to its suc-
cess.

Gary Slverstein, COAR is the
Executive Director of The Therapy
Center in Mount Kisco and Brewster,
New York. Along with his partner
and Executive Clinical Director,
Brian Gerety, CSW, The Therapy
Center, a private multidisciplinary
mental/behavioral health practice for
children, adolescents, adults and
families provides a broad range of
services in two locations, Mount
Kisco, and Brewster, New York.
Gary and Brian can be reached at
914-242-0725.
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TheArt of Children

With Special Emotional Needs
October 24th - 6:00 - 8:00 pm

The success of art therapy, a component of the
Comprehensive inpatient care at Four Windsis easiest to see.

Please Join Special Guests
Debra and Stone Phillips
And HBO Film M aker

Eames Yates

at the
opening night reception of

TheArt of Children from Four Winds Hospital

L ocation: Northern Westchester Center for the Arts
272 North Bedford Road - M ount Kisco, New York
visit www.nwcaonline.org for directions

* A not-for-profit organization
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Save the Datel

Nursing Career Day
Wednesday, October 22nd
4:00 - 7:00 pm

Experience Four Windsfirsthand
during thisinformal event.

Join ateam that uses
a multidisciplinary approach to treatment.
Your voice will make a difference!

Refreshments, Tours, and an Opportunity
to Meet with Nursing L eader ship

Competitive Salaries/Benefits

RSVP by October 15th
By calling 1-800-546-1754 ext. 2413

Four Winds Hospital

Celebrating 25 Years
of Caring, Healing and Clinical Excellence
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Lessons About Mental Illness Promote Tolerance

By Janet Susin, Project Director &
Co-Author, “Breaking the Silence”

magine a class where students talk
about mental illness with the same
openness and sensitivity as heart
disease or cancer. Or picture a
classroom where someone calls a class-
mate a “psycho” and is immediately
taken to task by studentsin the class.

To those of us who have experienced
the pain of seeing our children shunned
by their classmates or, worse yet, ridi-
culed and taunted, this seems like a fairy
tale. But itisn't. These are actual reports
of changes in behavior from real schools
that have used “Breaking the Silence:
Teaching the Next Generation About
Mental Iliness’ (BTS)in their classes.

This attractive, easy-to-use educa
tional package for three grade levels—
upper elementary, middle school, and
high school—uses stories to humanize
serious mental illness and teach that
these illnesses are no-fault brain disor-
ders. Students also examine the role the
media plays in perpetuating stigma
through its portrayals of people who are
mentally ill as either evil or someone to
be ridiculed.

Striking posters included in the pack-
age, which teach the warning signs of
mental illness or in the case of the mid-
dle school package, a popular anti-
stigma game called “The Brain Game,”
reinforce the information and messages

taught. A “Brains Can Get Sick Too”
poster, which features a cartoon charac-
ter, has also proved particularly popular.
In addition, each educational package
includes learning activities with cross-
curricular ties, annotated bibliographies,
web sites, and resource organizations
that students can use to delve into the
topic in greater depth.

These materials were created by the
National Alliance for the Mentaly Il
(NAMI) Queens/Nassau Education
Committee with the generous support of
NAMI and NAMI-NYS. NAMI affiliates
around the country as well as Menta
Health Associations, hospitals, and men-
tal health agencies continue to promote
their use and report that teachers consis-
tently rate them very effective or effec-
tive in dispelling myths and stereotypes
and educating students about mental
illness. To date we have received orders
from forty-three states as well as outside
the US, including Japan, Australia, and
the Virgin Islands.

New Editions of “Breaking the Silence”
Expected in the Fall

A new edition of both elementary and
high school plans, which will be avail-
able in the fall, will feature the story of
Miss New York State, Jessica Lynch,
who overcame her struggle with depres-
sion as a child and adolescent and went
on to become this year's Miss America
contestant for New York State. Her ex-

Janet Susin

perience is the classic story of adramatic
change in behavior which went unrecog-
nized as childhood depression. Also
typica were the years of inadequate
treatment and hospitalization before Jes-
sica was finally on the road to recovery.
Her commitment to teaching the warning
signs of mental illness so that others will
not have to experience the pain she has
gone through make her an idea role
model for young people.

Also featured in the new elementary
edition will be a cartoon character pup-
pet, Billy the Brain. Adapted from the
popular image of our “Brains Can Get
Sick Too"” poster, Billy will be available

both as a sick and well brain and will
come with instructions for how they can
both be turned into hand puppets. Role--
play scenarios will be included which
provide students an opportunity to use
Sick Billy to act out symptoms of mental
illness and get advice from hiswell brain
counter part about how to recover. Sick
Billy can also get advice from Well Billy
about how to deal with the stigmatizing
behavior of his classmates.

The high school plans will also be
updated. In addition to including Jes-
sica’'s adolescent experience with de-
pression and eating disorders, the plans
will include true stories of recovery by
people with bipolar disorder and schizo-
phrenia. Up-to-date brain science will
round out this more mature look at men-
tal illness and will complement other
recent additions to the high school plans,
which aso include a discussion ques-
tionnaire entitled “ Are These the Normal
Ups and Downs of Adolescence or Men-
tal Illness?” and “Schizophreniaz The
Most Misunderstood Mental 11Iness.”

Innovative Ways to Promote
“Breaking the Silence”

Visitors to the 30 Friendly's restau-
rants on Long Island during May and
June were greeted by attractive sky blue
and white canisters asking customers to
join Friendly’'sin supporting Breaking

see Breaking the Silence on page 52

Pregnant and Troubled Teens: A New Approach

By Deirdre Barrett, Psy.D. and
Stephan Quentzel, J.D., M .D.
Beth Israel Medical Center

ne in ten adolescents in the

United States suffers from a

mental health disorder serious

enough to cause some signifi-
cant level of impairment. In any given
year, only one in five of these individu-
als will receive needed treatment. Often,
it is the adolescent from a minority or
low-income family who will not seek out
or receive psychiatric care. This same
population is aso disproportionately
affected by teenage pregnancy, which
can be a magor crisis for the pregnant
young woman, her family, and the child.
Frequent reactions include anger, quilt,
fear, anxiety, confusion, denial and de-

pression.

Providing effective mental health
services to help young women and men
function better in the context of preg-
nancy and parenting is vital. Young
mothers require special understanding,
medical care, emotional care, and educa-
tion and especially about nutrition, sub-
stance abuse, medical complications of
pregnancy, and parenting. Aftercare for
young mothers is also important, as post-
partum blues and depression are com-
mon in this population. Because young
parents are often uncertain about their
roles and may be frustrated by the con-
stant demands of child rearing, babies
born to teenagers are at greater risk for
neglect and abuse.

For all of these reasons, in January of
2003, Beth Israel Medica Center
(BIMC), in New York City, launched an

initiative aimed at addressing the com-
plex medical, social and psychiatric
needs of pregnant adolescents and post-
adolescents. The initiative, funded by the
Klingenstein Third Generation Founda-
tion, is designed to serve a largely poor,
minority population of girls and young
women presenting a BIMC seeking
pregnancy related medical care. This
initiative is the most recent outgrowth of
BIMC's Primary Care Psychiatry Pro-
gram, begun in 1997, and designed to
increase diagnosis and treatment of psy-
chiatric disorders in the many outpatient
medical settings of the hospital’s large
multi-specialty ambulatory care center.
In addition to functioning as a consulta-
tion service, the program emphasizes the
development of psychiatric skills in the
resident physicians and faculty doctors
in internal  medicine, obstetrics-

gynecology, family practice, and pain
medicine and palliative care.

Adolescent Program Description

The adolescent program participants
primarily are pregnant girls'young
women and new mothers between the
ages of 13 and 23 and their male part-
ners. Most are referred from within the
OB-GYN Department following a psy-
chosocial screening by a social worker.
Other referral sources include the BIMC
Outpatient Mental Health Clinic, the
Pediatrics Department and the General
Medicine Clinic. Outside referrals are
increasing over time as the program be-
comes established in the community.

The treatment approach is compre-
hensive, with an emphasis on one-stop

see Troubled Teens on page 39
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ICL Trauma Team’s Assessment Principles

Help us Understand Many Forms of Adolescent Loss

Larissa E. Golloub, CSW
Director, Children and Family
Services Trauma Team,
Institute For Community Living

his segment is designed to in-

crease the awareness of profes-

sionals, caretakers, and other

concerned adults regarding the
many forms of adolescent loss. With
adolescents, one often forgets that loss,
bereavement, and trauma may be reac-
tions related to circumstances, for exam-
ple, other than the death of a parent or
other than sexual abuse.

Please review the categories below in
order to better understand the events that
may cause our adolescents to experience
loss. As you are reading this list, think
of the adolescents with whom you work
or for whom you care. How many of the
items or events listed below are present
in the adolescent’s life of whom you are
thinking? Can you identify more than
one form of loss for that particular indi-
vidual?

The Many Forms
of Adolescent L oss

e Death of a parent or other loved
one: violent vs. non-violent death,
sudden death, coping with termi-
nally ill loved one.

e Family separation: placement out
of the home, divorce, immigration,
incarceration, caretaker is a sub-
stance abuser, caretaker has a men-
tal illness, caretaker has a physical
illness/disability.

e Loss of innocence: sexual abuse,
physical abuse, domestic violence,
emotional neglect, caretaker is a
substance abuser, caretaker has a
mental illness.

e Lossof home and safety: immigra-
tion, residential relocation, home-
lessness, economic Crisis, commu-
nity disasters and crises.

It is important to be aware of the dif-

ferent types of loss in which the adoles-
cent may encounter. During the initia
phase of treatment and assessment, it
may be difficult to decipher which, if
any, of the above losses have affected
the adolescent in question. The diffi-
culty of assessing for loss and trauma
may be due to the mental health care
provider's lack of training/experience
regarding loss and trauma, or most likely
to the adolescent’s and/or caretaker's
ambivalence in sharing this information.
The adolescent, as well as the caretaker,
is laden with feelings of shame, fear,
guilt, and in some cases may even be
unaware that a trauma or loss has oc-
curred. These feelings and/or inability to
identify the precipitating events in on€'s
life promote a barrier, preventing effec-
tive communication with the mental
health professional.

The Many Guises
of Adolescent Ber eavement

e Aggressive and Oppositional Be-
havior: physical altercations, tor-
turing animals, destruction of prop-
erty, argumentativeness, identifica-
tion with the aggressor, defies au-
thority figures, trouble with the law,
truancy.

e Depression: withdrawal, moodi-
ness, seep difficulties, eating diffi-
culties, substance/alcohol abuse,
procrastination, socialization diffi-
culties, lethargy, difficulty concen-
trating, difficulty with memory, tear-
fulness, overly sensitive to criticism,
feelings of hopelessness/fatalism,
psychomotor retardation, physical
ailments/complaints, risk-taking
behavior, and self-injurious behav-
ior.

e Anxiety: withdrawal, hyperactivity,

aggression, moodiness, difficulty
sleeping, difficulty eating, sub-

stance/alcohol abuse, overcompen-
sation, OCD traits, body image
problems, insecurity for the future/
fatalism, difficulty concentrating,
difficulty with memory, hypervigi-

lance, exaggerated startle response.,
physical illnesscomplaints, risk
taking & self-injurious behavior.

For severely traumatized individuals,
there are specific categories for assess-
ment. The adolescent may still present
any one of the above symptoms or be-
haviors, but the following additional
descriptions are useful towards under-
standing when an adolescent needs in-
creased intervention.

e Acute Stress Disorder: experi-
enced event which individual per-
ceived as having been life threaten-
ing, recurrent images of the event.,
avoidance of things related to the
event, increased anxiety/arousal,
response to the event was intense.

e Posttraumatic Stress Disorder:
experienced event which individual
perceived as having been life threat-
ening, recurrent images of the event,
avoidance of things related to the
event, increased anxiety/arousal,
response to the event was intense,
feeling asif re-living the event.

Many variables can influence the
adolescent and his/her coping skills dur-
ing a time of loss. Keep the following
variables in mind when you are working
with a grieving adolescent. During an
assessment, use these variables to under-
stand the adolescent’s struggle and how
to be supportive.

e Strengths and Vulnerabilities:
abrupt vs. anticipated loss, violent
vs. non-violent loss, prior trauma/
loss, age of prior traumalloss, reac-
tion to past loss/coping style, suc-
cessful recovery of prior traumal
loss, family & socia supports, com-
petencies/mastery of developmental
tasks, hopes for the future, tempera-
ment, family dynamics, cultural
variations, economic factors,
neighborhood, developmental phase.

It is important to assess the adoles-
cent’s strengths and vulnerabilities and

to see the child as a whole—rather, to
understand the adolescent in the context
of cultural background, culture specific
to the individual’s family, social sup-
ports, past history, and physical living
conditions.

As adolescence is a time of turbu-
lence, it is aso important to take into
consideration the current developmental
stage of the adolescent, and hisher ex-
perience in prior stages of adolescence.
Adolescents are especialy vulnerable to
the experience of loss and trauma due to
their tender age, inexperience, bodily
changes, and the lack of control over
their surroundings. Their general vul-
nerability can best be understood by the
knowledge of developmental stages and
tasks that they must master.

Developmental Stages
of Adolescents. (P. Blos, 1962)

e Early Stage of Adolescence (ages
11 - 14): child begins to separate
from the parent, peer group is high
priority, puberty/changed body im+
age.

e Middle Stage of Adolescence (ages
14-17): continued withdrawal/
separation from parents, emotional
ambivalence, intensified emotion,
romantic interests become focus,
moodiness/self-absorption, search
for meaning and direction, defends
against depression/aggression/
anxiety, intense need to attach to
peers, increased awareness of emo-
tional and sexual self, cognitive
skills are increasingly realistic, ob-
jective, and analytical.

e Late Stage of Adolescence (ages
18- 21): emotional stability, behav-
ioral stability, positive feelings and
relationship with parents.

If you know of an adolescent who has
experienced any of the aforementioned
events, please give Larissa Golloub at
(718) 290-8100. Our Children and Fam-
ily Services' trauma team stands ready to
assist parents, caretakers, professional,
and others.

NIMH from page 1
Scope of the Problem

A number of epidemiologica studies have
reported that up to 2.5 percent of children and
up to 8.3 percent of adolescents in the U.S.
suffer from depression4 An NIMH-
sponsored study of 9- to 17-year-olds esti-
mates that the prevalence of any depression is
more than 6 percent in a 6-month period,
with 4.9 percent having major depression. In
addition, research indicates that depression
onset is occurring earlier in life today than in
past decades. A recently published longitudi-
nal prospective study found that early-onset
depression often persists, recurs, and contin-
ues into adulthood, and indicates that depres-
sion in youth may also predict more severe
illness in adult life. Depression in young
people often co-occurs with other mental

disorders, most commonly anxiety, disruptive
behavior, or substance abuse disorders, and
with physical illnesses, such as diabetes.

Suicide. Depression in children and ado-
lescents is associated with an increased risk
of suicidd behaviors. This risk may rise,
particularly among adolescent boys, if the
depression is accompanied by conduct disor-
der and alcohol or other substance abuse. In
1997, suicide was the third leading cause of
death in 10- to 24-year-olds. NIMH-
supported researchers found that among ado-
lescents who develop major depressive disor-
der, as many as 7 percent may commit sui-
cide in the young adult years. Consequently,
it is important for doctors and parents to take
all threats of suicide seriously.

NIMH researchers are developing and
testing various interventions to prevent sui-
cide in children and adolescents. Early diag-
nosis and treatment, accurate evaluation of

suicidal thinking, and limiting young peopl€'s
access to letha agents—including firearms
and medications—may hold the greatest sui-
cide prevention value.

Clinical Characteristics

The diagnostic criteria and key defining
features of major depressive disorder in chil-
dren and adolescents are the same as they are
for adults. However, recognition and diagno-
sis of the disorder may be more difficult in
youth for several reasons. The way symptoms
are expressed varies with the developmental
stage of the youngster. In addition, children
and young adolescents with depression may
have difficulty in properly identifying and
describing their internal emotional or mood
states. For example, instead of communicat-
ing how bad they feel, they may act out and
be irritable toward others, which may be

interpreted simply as misbehavior or disobe-
dience. Research has found that parents are
even less likely to identify major depression
in their adolescents than are the adolescents
themselves.

Symptoms of Mgjor Depressive
Disorder Common to Adults,
Children, and Adolescents

Persistent sad or irritable mood

Loss of interest in activities once en-

joyed

e Significant change in appetite or body
weight

e Difficulty sleeping or oversleeping

e  Psychomotor agitation or retardation

e Lossof energy

see NIMH on page 54
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Institute for Community Living, Inc

Vocational Opportunities
and
Employment Center (VOEC)

“Building Bridges to Employment”

. Want a job making more than minimum wage?
. We can help you find a job
- We offer skills training and job support
. We offer rapid placement

We will help you find a job that you want!

Please contact:

Paula Tarrant Rivers, Program Director (718) 272-6046, ext. 193
Kimberly Thomas, Intake Coordinator (718) 272-6046, ext. 184
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M he F-E-G-S Passages Program

e Dlng offers teens and their families
hope for the future. This young
Their
Lives

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

adult psychiatric rehabilitation program
offers counseling and a strength-based
treatment approach that helps teens
develop skills to succeed at school,
work and with social relationships.

Call Us - We are Here for You

118.321.1600 e0. 20

Far Rockaway Behavioral Health Services
1600 Central Ave., Far Rockaway, NY 11691

FEGS

HEALTH AND HUMAN SERVICES SYSTEM

A Beneficiary of
UJA-Federation of New York
A United Way Agency of New
York City/Long Island

www.fegs.org

Treatment at Work

For Teenage Depression

By Zvi Yadin, Ph.D., and
Carol Jobson, CSW-R, CASAC

dolescence is a tumultuous
and confusing period when
teens strive for independence
but hesitate to let go of the
security of their parents/caretakers.
These struggles can cause many unde-
tected problems, including dehilitating
teenage depression. At the F.E.G.S
Counseling and “PASSAGES,” Young
Adult Rehabilitation Center (IPRT) in
Far Rockaway, we help teensand their
caretakers/parents understand that recov-
ery is possible from serious and pro-
longed depression. Our caring rehabilita-
tion professionals have the unique skills
to help reduce the symptoms and pro-
mote a return to mainstream activities.

Our program serves young adults 15-
19 years old who are emotionally chal-
lenged and have a strong desire to make
a change in their lives. It follows a
strength-based, skill-building philoso-
phy, in which staff works with kids to
develop a more positive interactive so-
cia style. Skill attainment helps im-
prove self-image, decreases depression,
and helps kids have positive inter-
changes with other teens and adults.
Behaviors such as sharing, helping,
planning, problem solving, giving and
getting compliments are universally con-
sidered socially desired behaviors.
These behaviors are commonly referred
to as socia skills. In our program, we
promote appropriate behavior through
modeling, practice, and role-playing.
The program’s structure is designed to
improve self-control. Teens use com-
puters for skill building, resource devel-
opment and to share their findings with
other “PASSAGES’ program members.
Gradually, desirable behavior replaces
undesirable behavior.

At 16 years old, a client we will call
Linda, was referred to “PASSAGES.”
Linda's attractiveness was overshad-
owed by her obesity and her disheveled
appearance. She was socially isolated,
unfocussed and unsure of herself. Her
mother, who was also suffering from
bouts of depression, was not always able
to give her the support and nurturing she
needed. Her relationship with her father
was strained due to his alcohol abuse.
Although a bright and capable student,
she dropped out of high school in the
10th grade. In attending the program,
she became connected to adults and be-
gan to make friends. She used painting
and creative writing as vehicles to ex-
press her thoughts and feelings.

Through participation in the program,
she improved her self-care, developed
positive relationships, resolved her fears
about venturing out of the Rockaways,
and became assertive and self-confident.
She achieved her High School General
Equivalency Diploma (GED) and went
on to attend the Art Ingtitute of NYC
where she pursued a certificate in Pastry
Arts. Having completed that program,

she is how working on a degree in Res-
taurant Management. For Linda,
“PASSAGES’ became her extended
family. Sixteen months after completing
the program, she maintains contact with
us and keeps us apprised of her achieve-
ments. She expresses that her long-term
goal isto open her own business.

Linda is one example of how uncon-
ditional acceptance in both programs
helped to build self-confidence and fur-
ther reduce depression. When teens
begin the program, they often say they
feel different from others, they have
been ridiculed, ganged up on and re-
jected by peers and family who show a
lack of interest and caring. When our
teens discover that they can “fit in,”
their self-esteem markedly improves,
they are more joyful and they are ableto
move toward more self-fulfilling activi-
ties and subsequent self-sufficiency.

We should al be able to recognize
the signs of depression: Disturbed sleep
patterns, excessive worry, anxiety, in-
ability to complete normal daily rou-
tines, irritability, short-temperedness,
many physical complaints, lack of appe-
tite, or over-eating, isolation and in-
creased dependence on family.

In some cases, youngsters think about
death or become suicidal. These young-
sters need to be closely monitored by
both clinician and psychiatrist and may
need to be on medication for a period of
time. Most depressed youngsters are
hard pressed to feel good about any-
thing, even if they do well in school,
sports or have good interpersonal rela
tionships.

Learning issues. Teens treated in
“PASSAGES’ often have a secondary
problem involving a variety of learning
disabilities (LD), which can compound
their ability to have a normal social life.
Such complications might even contrib-
ute to depression; it can also cause poor
academic performance and truancy.
Degspite early identification and educa-
tional remedial plans, youngsters who
are emotionally challenged seem to need
a one-on-one approach delivered in a
behavioral heath environment. Parents,
more often than not, deny and/or try to
manage symptoms and behaviors at
home avoiding professional counseling
services until years later. Teenagers
with LD are seen as less popular and
often times labeled as socia outcasts.
When they enroll in our program, they
begin to find solace in a peer group that
accepts them as they are. In many cases,
youngsters with LD tend to be more
easily frustrated than students without a
learning problem. They can become
aggressive at times, which further pro-
motes rejection by peers at school and
are at high risk for emotional distur-
bances. Research indicates that the less
an adolescent is involved in learning
activities, the greater the chance they
will take part in delinquent behavior.

see Passages on page 55
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Adolescent Depression: Treatment Challenges

Jewish Board of Family
and Children’s Services (JBFCS)

he signs of adolescent depres-

sion are often those commonly

associated with adult depres-

sion. Why then can they be so
difficult to detect? Because adolescents
are aready going through significant
phases of change, many of the signs of
depression may be confused with normal
adolescent behavior. For example, ado-
lescents may not be doing their assigned
homework, grades are dropping or they
are truant at school; they are angry or
irritable. These appear to many as
“normal” signs of adolescent struggles.
but may in fact be signs of a more seri-
ous problem called depression.

The computer phenomenon adds to
the difficulty of diagnosing depression.
Computers make it easier for many teens
to isolate themselves by appearing to
have a semblance of a life on line
through chat rooms and e-mail. These
often result in late nights and difficulty
getting up in the morning. One of the
first signs of depression for adults is
insomnia. In adolescents, this is often
seen as harmless behavior instead of a
symptom of depression.

The Lessons of 9/11
A great deal has been learned of late

about adolescent depression, particularly
in the aftermath of 9/11 and the focus on

understanding its impact on children.
Many children were attending school
around Ground Zero. As a result of ex-
tensive training of both school personnel
and parents, there has been greater atten-
tion paid to adolescent depression. Thus,
schools and parents are doing a better
job of recognizing and responding to
signs of emotional problems in teens. A
continuing distressed economic and po-
litical environment has increased the
number of adolescents struggling with
depression.

The Jewish Board of Family and
Children’s Services has played a signifi-
cant role in the 9/11 mental health re-
sponse, particularly as it relates to chil-
dren and teens. Training and consulta-
tion by its Center for Trauma Program
Innovation has been made available
throughout the New York City and be-
yond. JBFCS Youth Counsdling
League provides support services at
three high schools near Ground Zero in
addition to the some 15 other Manhattan
high schools where it has an ongoing,
on-site mental health support program.

Through generous federal support,
JBFCS is conducting extensive surveys
to assess the impact of 9/11 on children.
Results are already indicating continuing
and significant symptoms of distress in
high school studentsin New Y ork City.
Thanks to the concern and involvement
of parents, they too have become more
aware of this issue and are quicker to
recognize the signs of depression.

Historic Tradition of Helping Teens

Throughout BBFCS' 112-year history,
mental health and socia services for
children and teens has been a central part
of the agency’ s mission. Founded almost
100 years ago, its Hawthorne Cedar
Knolls School continues to be one of the
nation’s leading treatment facilities for
teens. In addition to HCKS and four
other residentia treatment programs and
YCL's high school-based services,
JBFCS has extensive community-based
programs addressing the problems of
teens. These include children’s day treat-
ment programs which integrate therapeu-
tic treatment with a specially-designed
education program and neighborhood-
based counseling centers. The agency’'s
Brooklyn Adolescent Program offers a
diverse range of services, including a
modified day treatment program for
dually diagnosed teens, an on-site school
and counseling service for teens and
their parents. Services have recently ex-
panded to address the need for adoles-
cent services in the Orthodox Jewish
community.

For many years, Brooklyn Adolescent
Services (Thomas Askin Youth Pro-
grams) has responded to the special
needs of émigré teens through its Rus-
sian Adolescent Program. In genera,
these teens are believed to have been
more prone to depression. In addition to
the expected struggles with adolescent
development issues, life is even more
difficult for émigré teens adjusting to a

new culture and language. They are
often homesick and are struggling in
school and with their families.

Treatment Approaches for Teens

JBFCS experts believe that effective
trestment approaches to adolescent de-
pression depends on the severity of the
impairment and the duration of time of
the condition. Treatment often combines
psychotherapeutic  intervention  with
medication. Groups are seen as an effec-
tive treatment modality for teens, a struc-
ture they are familiar with. YCL’s sum-
mer program, “Teens on the Town” of-
fers teens the chance to sociadize and
workers are able to monitor how the
youthsinteract in groups.

To reinforce the tools for responding
to teen problems, JBFCS frequently
makes presentations to teachers, counsel-
ors and parent groups. They will address
a specific topic schools have identified
as important or they bring to the atten-
tion of schools issues they believe to be
critical to teens.

Many teens referred to JBFCS are
defiant, excessively truant and aggres-
sive and are referred because of poor
attendance at school or failing grades.
Many struggle with attention deficit dis-
order or hyperactivity. More and more
are identified as sad, withdrawn and de-
pressed. In assessment session, clini-
cians may learn of suicide attempts or

see Challenges on page 40
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Adolescent Depression: A Developmental,

Multimodal and Biopsychosocial Perspective

By Abraham S. Bartell, M.D., MBA
and Zvi S. Weisstuch, M .D.
Mount Sinai Medical Center

dolescent depression is one
of the most common ill-
nesses seen by family physi-
cians, pediatricians, and psy-
chiatrists with a cumulative incidence of
25% during the teen years. The symp-
toms of depression can be expressed in a
wide range of behaviors and often mani-
fest differently in adolescents and adults.
To understand adolescent depression one
must first understand “adolescence.”
How do we define and understand or
conceptualize adolescents. Adolescence
is most simply defined chronologically;
and athough the age definition varies,
the most commonly accepted range is 12
to 21 years plus or minus one year. To
conceptualize adolescence, one must
consider normal adolescent develop-
ment. There are five major spheres of
development in adolescents which need
to be considered; these are 1) biological /
physiologic 2) cognitive 3) emotional 4)
socia and 5) moral development.
Biological and physical development
of an individual is influenced by that
person’s genetic endowment and in-
cludes physical growth in height and
weight, neurologic development and
endocrinologic (sexual) development.

Cognitive development in adolescents
is complex but may be ssmply described
by appreciating the transition from con-
crete to abstract thought process. Ado-
lescents are now able to better abstract
and are less concrete in the way they
think. The adolescent is able to manipu-
late ideas and concepts and integrate
new experiences to his armamentum in
dealing with the world and those around
him/her. They make great efforts to un-
derstand the world around them, under-
stand themselves, and understand how
the two integrate.

Emotiona development manifests as
emotions being more intensely dis-
played. This emotional development
results in the emergence of more sophis-
ticated and effective defense mecha-
nisms.

Social development during adoles-
cence is complex as well and reflects the
impact of all the spheres of development.
During adolescence sexuality and sexual
interests, urges, curiosities, and impulses
increase dramatically. The role and im-
portance of peer influences increase sub-
stantially. The strive for independence
and individual identity is a crucial ele-
ment in the adolescent life. The chal-
lenges of social and emotional develop-
ment result in the evolution of a new
value system. Morality is developing
exponentially during this time period and

is greatly influenced by several factors
including peers, parental teaching, fam-
ily and cultural influences and socia
norms and ethics.

When this delicate and complicated
developmental process is disrupted or
developmental milestones are not appro-
priately achieved, arrest or intruded upon
by major life stressors that psychopa-
thology may present in the adolescents
life. Depressiveillness is an al too com-
mon result. The symptoms of depression
can be expressed in a wide range of be-
haviors and often manifest differently in
adolescents then adults. Compared with
depressed adults, adolescents with de-
pression are predictably atypical. They
experience less melancholia and describe
more anxiety, phobias, somatic com-
plaints, irritability, and behavioral prob-
lems than depressed adults. Adolescents
are more likely to act out their feelings
with negative and risk-taking behaviors.
These behaviors may include but are by
no means limited to unprotected sex,
substance use and/or experimentation,
and thrill-seeking behavior such as
speeding in acar.

To recognize concerning symptoms,
accurately diagnose and treat depression
in adolescents; the clinician must be
aware of the adolescent’s devel opmental
issues. When depressive features are
dicited or suspected, a multimodal/

biopsychosocia approach should be ap-
plied to further assess the individual and
establish a treatment plan. Engagement
is crucia to the evaluation process. The
evaluation process should be discussed
with the adolescent to form a therapeutic
aliance and to anticipate and address
any concerns regarding confidentiality.
The multimodal approach consists of
gathering as much data as possible about
the adolescent’s world and support sys-
tems. This approach can be viewed as a
“bull’s eye” with the adolescent in the
center and the surrounding circles of the
bull’s eye representing their support sys-
tems. Each of the support systems
should then be explored and close atten-
tion paid to the individual components.
The process begins with the adolescent’s
immediate family comprising the inner
most ring working outward identifying
and examining each support system in
theindividua’slife. An effort should be
made to obtain the information from
multiple reporters in each setting and/or
system of the adolescent’s life and multi-
ple modalities of assessment may helpin
conducting a thorough and inclusive
evaluation. The various modalities may
include clinical interviews, structured
interviews, self-report instruments and
administered instruments.

see Per spective on page 52

Helping Teens Through Life Steps

By Brenda Taylor and Maria Esposito
Partnership With Children

ith bright eyes and a

warm smile, Keith holds

the door for you and asks

how you are today.
While he appears to be a handsome and
charming fifteen-year old, it might sur-
prise you to learn that he has struggled
with low self-esteem and has had a his-
tory of truancy, fighting, and crimina
activity. When Keith and his family
moved to New York from the West In-
dies, Keith felt different from the kids he
met here and wanted desperately to fit
in. Hisfeelings of exclusion and frustra-
tion, however, ultimately led to misbe-
havior. His mother tried everything,
ultimately calling upon outside assis-
tance. Keith is now getting the help he
needs through a community-based non-
profit counseling agency called Partner-
ship With Children (PWC). At PWC's
Brooklyn offices, Keith meets weekly
with a counselor and participates in a
peer group. His school attendance has
improved, he no longer fights and stays
out al night, and in counseling, he is
beginning to understand himself and

appreciate his differences.

Keith is not unlike many other teens.
The desire to fit in and at the same time
develop on€’'s own identity and inde-
pendence is a hallmark feature of adoles-
cence. This creates the “control versus
autonomy” predicament for parents,
leaving them feeling unappreciated and
exasperated and teens feeling misunder-
stood and stifled. For better or worse,
this family experience is normal. How-
ever, there are dituations, such as
Keith's, when additional help is needed
to facilitate the child's development and
passage to adulthood.

That is where PWC's Life Steps pro-
gram comes in. Life Steps is a preven-
tive counseling program for at-risk chil-
dren and adolescents. It is staffed by
bicultural masters-level socia workers
who assist clients with issues such as
peer and family relationships, chronic
illness, bereavement, alcohol and sub-
stance abuse, teen pregnancy, domestic
violence, and the transition to work.
Life Steps provides a place to explore
values and goals, learn new skills, build
new relationships, and have fun, all
while utilizing individual strengths crea-
tively.

While Life Steps' counselors see chil-

dren of all ages, they have had the op-
portunity over the last 17 years to work
intensively with teenagers and learn the
various ways in which depression, as
well as other disorders, can afflict them.
A universal theme of adolescence isloss.
As they begin to separate from their par-
ents, teens experience a loss of child-
hood. The often self-imposed separation
between them and their parents (to en-
able a closer affiliation with peers) cre-
ates a loss of connectedness that adoles-
cents actually want and need. When you
add the loss of a parent or other role
model to this normative loss, the result
can be traumatic. Their shame and em-
barrassment about wanting to stay con-
nected may lead to difficulty for teenag-
ers in expressing themselves positively.
Boys, usually encouraged to separate
from their mothers at earlier ages than
girls, may attempt to deny their sad feel-
ings (which some may equate with
weakness) and to externalize a more
socially-accepted emotion—anger.
Whether or not loss is the root of a
teenager’s depression, anger can be one
of depression’s loudest calling cards.
While the generally understood symp-
toms of depression are physical, emo-
tional, and/or psychological withdrawal

from daily activities, it is becoming in-
creasingly recognized that particularly in
boys, aggression and hyperactivity are
also signs of depression. Fighting at
home and at school, failing in school,
and rejecting household rules are some
ways that depression masquerades as
anger. Teenagers who act out in this
way are often further isolated at a time
when what they really want is connec-
tion and acceptance. Clearly, however,
engaging a child who is experiencing
this can be a challenge for parents.

Again, this is where Life Steps steps
in. Counselors understand that while
teens may not want—or be able—to talk
with their parents, they need the support
of a trusted adult. By facilitating the
natural separation and individuation that
takes place during adolescence, counsel-
ors assist teenagers in developing the
independence they so desperately desire
while also building the skills to identify
and communicate their emotions. Indi-
vidual counseling is enhanced by a
teen’s involvement in group activities at
Life Steps. Group treatment allows the
counselor to see first-hand how the ado-
lescent relates to the outside

see Life Steps on page 50



Mental Pealth Petws - Pew Pork City Section: Fall 2003

Paae 39

Troubled Teens from page 33

shopping. The treatment model incorpo-
rates a developmental perspective that
integrates an assessment of individual
maturation level with specific environ-
mental influence to ensure that the
uniqueness of adolescent psychology is
recognized. Once individuals are identi-
fied as requiring services, a team com-
posed of psychiatrists, psychologists,
social workers, obstetricians, midwives,
nurses, nutritionists, internists, family
physicians, perinatologists, and/or physi-
cians-in-training develop a treatment
plan. Care plans may include psychiatric
medications, psycho-educational pro-
gramming, time-limited supportive ses-
sions, extensive psychotherapies, crisis
management, and social work services.

Many program participants come
from highly dysfunctional families, with
poor parental role models, inconsistent
nurturing, and limited opportunities to
develop strong relationship skills. In
order to build positive relationship ex-
perience, many participants attend ther-
apy groups specifically designed to mest
their needs. In group they can develop
improved dynamics for interacting with
peers and authority figures. All groups
incorporate psycho-educational and ex-
periential material to facilitate learning
about and practicing successful methods
for functioning well in pregnancy and
motherhood, especially when they're
coupled with anxiety, depression and
other stresses.

Group therapy options include: a psy-
chotherapy group for pregnant women
ages 13 to 23 who suffer from psychiat-
ric illness;, a psycho-educational group
for all pregnant teens and young moth-
ers; a post-partum group to address the
psychological aftermath of giving birth
and coping with motherhood; and a psy-
chotherapy group for new fathers. So-
cial workers help resolve housing, finan-
cial and legal problems as well. When
interventions that BIMC does not offer
are required, such as visiting nurse home
care, parent training, mother-child pro-
grams, and preventive care services, the
team orchestrates appropriate referrals to
community organizations with which the
Primary Care Psychiatry Program has
nurtured closeties.

In addition to emphasizing building
positive relationships, the program pro-
vides a nurturing environment to meet
the special needs of this often difficult to
engage population: integration and con-
tinuity of care—all services are coordi-
nated through the team and provided at
one location; persistent follow-up to
reduce missed visits, and certificates of
recognition and other rewards for com-
pleting treatment.

Ongoing training of medica staff is
viewed as a key component of the Pri-
mary Care Psychiatry Program in gen-
eral and of its adolescent division in par-
ticular. Potential members of the adoles-
cent team receive comprehensive train-
ing to improve the identification and
treatment of common psychiatric disor-
ders among adolescents. Particular em-
phasis is placed on learning to assess for
a history of trauma and substance abuse
while also recognizing and treating de-
pression and anxiety during and after
pregnancy. Medical staff is taught spe-

cific methods for addressing the chal-
lenging personality styles adolescent
patients may offer. Care providers learn
to avoid the common pitfalls of labeling
such patients too hastily as anti-social or
otherwise personality disordered and of
failing to engage the vulnerable and
needy person hiding beneath the too of-
ten alienating exterior.

The Primary Care Psychiatry Pro-
gram and its adolescent division at
BIMC works. The young women tell us
repeatedly that in response to participat-
ing in the program their general func-
tioning has improved, their happiness
has increased, and their mothering roles
come more easily. Of added benefit,
their male partners grow closer and their
family units feel more intact.

Case Study

Mariela is a 19-year-old Latina born
and raised in New York City. Thisisher
second pregnancy. Like all new Medi-
caid obstetrics patients at BIMC, Mariela
meets with a social worker during her
first visit. In that meeting, Mariela re-
ports a history of episodic major depres-
sion. It appeared first in childhood and
worsened during her first pregnancy.
Following the birth of her son, who is
now one year old, Mariela felt over-
whelmed and presented at the BIMC
emergency room complaining of suicidal
thoughts. She was hospitalized for two
weeks on an inpatient psychiatric unit.
Following discharge, Mariela avoided
outpatient follow-up and discontinued
her medication.

Mariela and Juan, the father of both
babies, met in high school and have been
together for four years. While they
would prefer to live together, due to fi-
nancial limitations they live separately
with their respective families. Both
families are highly dysfunctional and
fragmented and neither adolescent re-
ceives much emotiona or financial sup-
port. Juan has managed to work steadily
in a factory but has not been able to save
much money. Mariela describes her
relationship with him as good in the past
but increasingly problematic due to his
unwillingness to help out with the first
baby and his growing inattention to her.
She reports that he visits too infrequently
and seems “changed”. She hopes her
current pregnancy will bring them closer
together but it appears to be having the
opposite effect.

During her session with the social
worker, Mariela reports that her symp-
toms of depression have returned, in-
cluding thoughts of suicide. She worries
about caring properly for her young son
as well as dealing with the pregnancy.
To respond to the immediate crisis, the
primary care psychiatrist is called and
joins the interview. In consultation with
her obstetrician, Mariela is placed on
medication proven safe for use during
pregnancy. Mariela is aso referred to
individual therapy with a psychothera-
pist and to an on-site psychotherapy
group for psychologicaly challenged
pregnant young women. To address the
conflicts in her relationship with Juan,
they meet several times with her socia
worker, who aso helps Mariela access a
complement of needed social services.

In the beginning, Mariela' s participa
tion in individua and group therapy is

sporadic. To engage her further, she is
outreached regularly and her medication
compliance is closely monitored. Phone
sessions are offered when attendance
proves impossible.  Arrangements to
assist with baby and home care are pur-
sued by the social worker to ensure addi-
tional support once the baby is born.
Juan is encouraged to participate in the
fathers' group to gain support and learn
to perform better as a parent.

One month ago, Mariela gave birth to
a healthy baby girl. She continues her
medication, which has eased her depres-
sion and improved her parenting of her
son and her newborn. She continues in
individual therapy and just joined the

post-partum group for new mothers.
She is receiving extensive social ser-
vices, including home visits by a preven-
tive service counselor who attempts to
educate her further on mothering and
childcare. Her relationship with Juan is
better as a result of his participation in
the fathers group as well as her im-
proved mood. While Mariela is cur-
rently doing well, her treatment team
monitors her to ensure that any downturn
is addressed quickly and effectively.
She smiles more these days.

For more information about these
programs at Beth Israel Medical Center,
please contact Dr. Sephan Quentzel, at
(212) 844-8602.

Winds
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Health Treatment for Children,
Adolescents and Adults.
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The Crisis of Suicidein America
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Eating Disorders. The Conflict Within

Summer 2004 Issue: July 1st Deadline
Understanding and Treating Sleep Disorders

Testimony from page 10

Heed also the recommendation of the
New Freedom Commission on Mental
Health appointed by President Bush.
The mental health service system must
consider new ways to deliver care to
children "in a place long overlooked, our
Nation's schools." [Interim Report of
President's New Freedom Commission
on Mental Heath, November 2002].
Legislation like H.R. 1170 — now part of
the House bill to reauthorize IDEA
(H.R. 1350)- undermine that tenet.

Decisions about appropriate medica-
tion for a child with a mental illness

rests exclusively with parents and medi-
cal professionals—where partnership
also is required. Medication is not the
only option for families and should be
considered in conjunction with a range
of treatment options. NAMI hears from
thousands of families across the country
about their inability to get treatment and
services for their child with a mental
illness. That is the real crisis. NAMI
asks that the Subcommittee support
President Bush, the Surgeon General,
and millions of American families in
addressing this very real concern in-
stead.

Center Lane from page 18

Although not a cure-all for teenagers
with severe mental health diagnoses, the
affects of the positive socialization ser-
vices that Center Lane offers are often
rapid and clearly visible. Most teens
that come to Center Lane make friends,
become more involved in social activi-
ties, and show signs of improved mood

almost immediately.

For more information about Center
Lane, please contact Sara Braun, Pro-
gram Director at (914) 948-1042. For
information about attending the Healing
the Hurt conference, call Mary Jane
Karger, Co-Chair of GLSEN (Gay, Les
bian, Straight Education Network) of the
Hudson Valley at (914) 962-7888.

Challenges from page 37

incidents of self-mutilation. Often these
youths have never told anyone else
about these experiences or they may
have told a parent but no further steps
had been taken.

Arnold Markowitz, Director of
Brooklyn Adolescent Services (BAP)
and chair of the agency’s Adolescent
Services Leadership Group, believes that
the best way to deal with adolescent
depression is through “talking and do-
ing”. The “talking” includes individual
and family therapy and the “doing” in-
cludes the use of groups, psycho-
educational discussions and providing
safe social activities. At the Brooklyn
Rita J. and Stanley H. Kaplan Center,
teens use a drop-in activities room to
play pool or other games. The room is
staffed by socia workers and graduate
students who are available for support.
They offer summer programs as well as
on-site programs at community centers.
Medication management as well as drug
and/or alcohol treatment are available at
the Brooklyn center. Teens of al cul-
tures participate in group discussions
and recreationa activities, which pro-

motes greater tolerance among often
conflicting groups.

Residential Treatment Services

Teens struggling with depression are
a significant part of the population at
JBFCS' residential treatment facilitiesin
Westchester. Depression is part of a
larger picture for residents at Linden
Hill and Goldsmith Center. Residents
there have complex situations with a
range of diagnoses that include PTSD,
bipolar disorder and psychotic disor-
der. Depression is addressed through
therapy a wide range of psychotropic
medications and with therapeutic inter-
ventions directly related to the precipi-
tant of the depression. The depression
might be related to a recent loss or to
long-standing abandonment issues.

Much has been learned in recent
years about adolescent depression, par-
ticularly since the events of September
11th, 2001. JBFCS will continue to
launch new and innovative training, con-
sultation and direct service efforts which
may lead to new interventions and treat-
ment approaches to effectively address
the challenges of adolescent depression.

S. Vincent’s Westchester
Connections Program

Fills Adolescent
Day Treatment Gap

Staff Writer
Mental Health News

Vincent's Hospital West-

chester in Harrison offers a

ort-term adolescent day treat-

ment program that can serve

both as an aternative to inpatient treat-

ment and as a step-down program fol-
lowing an inpatient stay.

The Connections Program serves
adolescents in a safe and structured en-
vironment. Program participants receive
individual, group and family therapy
from a multi-disciplinary treatment
team, as well as tutoring from state-
certified teachers. Children who attend
the program suffer from a range of men-
tal illnesses, including depression, op-
positional disorders, and bipolar disor-
der.

“We adapt our groups to the needs of
the adolescents in the program,” said
therapist Shirley Quinnell-Friedlander,
CSW. Groups include psychotherapy,
expressive therapy, diagnosis and medi-
cation education. The treatment team
focuses on helping the adolescents un-

derstand the factors that trigger their
symptoms and how to cope with them.
Therapists work closely with families to
help them to understand their child’'s
illness and how to support their child's
recovery.

“ldentifying and maintaining a sup-
port system for every adolescent is an
important part of preventing a rehospi-
talization,” said Quinnell-Friedlander.
Connections maintains close contact
with the child’s support circle. In addi-
tion to helping the student keep up with
their class work, program staff work
with teachers and counseling staff to
make the adolescent’s transition back to
school as smooth as possible. Following
their stay in Connections, a child will
return to the care of his or her private
therapist, or he or she may be referred
for outpatient services at St. Vincent's or
another agency. Connections staff also
will provide advice to parents in seeking
special education services at their child's
home school if appropriate.

For information about Connections,
please contact the . Vincent's West-
chester Evaluation and Referral Service
at (914) 925-5320.

Filmmaker from page 18

To give a historical perspective the
film takes us to the graveyard for the
hospital with headstones dating to the
late 1800s. (Headstones with no names,
only numbers!) What emerges is a com-
plex and vivid picture of this institution
and the social structure that was so stul-
tifying and an accounting of the lives of
select Kings Park patients after their
leaving the four walls of this state facil-
ity.

Lucy's summary is reveding. “My
relief at learning of the institution’s clos-
ing (in 1996), quickly gives way to out-
rage as | slowly unravel the shocking
history of patient displacement and lit-
eral abandonment that has affected hun-
dreds of thousands of people in need.
What begins as a personal journey rap-
idly becomes a broader social inquiry
into the realities of mental health care in
Americatoday.”

With the help of co-producer Karen
Eaton, consulting producers Deborah
Hoffmann and Frances Reid, the enor-
mous contributions in time and agony of
interviewed former patients and staff,
and a mosaic of funding contributors,
Ms. Winer expects to complete produc-
tion of this 90 minute film by the end of
the year, with release of the final prod-
uct sometime in 2004.

Anyone interested in the history of
our flawed mental health system - con-
sumers, families, mental health provid-
ers, elected officias, policy analysts and
yes, tax payers - should plan to view
“Kings Park”. Its persona journey and
social analysis, on film, make this pro-
ject unique and highly compelling

A note to readers: Lucy isvery inter-
ested in putting on film the stories of
other patients and staff who were at
Kings Park, especially during the 1960's
and 70's. If you have a story to contrib-
ute, whether you wish to be filmed or
not, Lucy Winer would like to hear from
you. She can be reached at wild-
light2@aol .com.

About the author: Alan Menikoff,
began his career with South Beach Psy-
chiatric Center, a facility of the NYS
Office of Mental Health. For ten years
he was Executive Director of a West-
chester County psychiatric rehabilita-
tion agency (Search for Change),
founded a commercial psychiatric home
care company (USBHC), and in Novem-
ber 2002 retired having completed 15
months as Deputy Director of The New
York Work Exchange. His publications
include a comprehensive review of the
costs — direct and indirect - associated
with schizophrenia, co-authored with
Kenneth Terkelsen, MD.
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The world can
be a scary place

...especially today.

If you or someone you love is feeling overwhelmed by fear or sadness, make the call that can
help. Saint Vincent Catholic Medical Centers offers a full continuum of mental health and

chemical dependency services from individual counseling to inpatient care and residential services.

We have specialized programs for persons with serious mental illness and for individuals with
developmental disabilities. Bilingual, bicultural treatment services are available in Spanish. And we

treat all ages, from children to mature adults.

Find out why more area residents choose St. Vincent’s. Get help today.

Call 888-689-1684

24 hours, seven days a week

Saint Vincent
Catholic Medical Centers

Behavioral Health Services

Comprehensive
caring

WWW,SVCITC.Org
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m h a mental health association of new york city

MHA of NYC Programs Give

Adolescents with Depression Another Chance at Success

Mental Health Association
of New York City

aty A.’s depression was

diagnosed eight years ago,

when she was 12 years

old. “My brother had just
died of AIDS and two other brothers had
been killed in gang violence. | just
started isolating. Beginning at 14 | didn’t
want to go to school anymore. | was
afraid to leave my mother because | was
afraid I'd lose her too. My parents didn’t
know what was wrong with me.” By the
time Matty turned 16 yrs., her depression
was so pronounced she quit high school
and refused to leave the house for two
years. It seemed her life was over before
it had even begun.

Depression in teenagers can be com-
pounded by many “phase of life” com-
plications. Adolescence is difficult
enough as kids struggle with rapid-fire
physical changes, peer pressure and
schoolwork, all the while fighting to
separate from their parents and define
themselves as independent individuals.
Gone undiagnosed and untreated, de-
pression in adolescents can hinder the
development of the important skills nec-
essary to grow and mature, to go to
school, and ultimately, to achieve the
independence and sense of well-being
they need to succeed as young adults.

In addition, the stigma associated
with depression can prevent students, or
their parents who may suspect there's a
problem, from confronting the problem
and seeking help. Even the teenagers
themselves who might know there's
something “wrong,” can find it hard to
reach out for help as they struggle to
declare themselves separate from their
parents and other authority figures. At its
most serious, untreated depression can
lead to hospitalization or worse, suicide.

The Menta Heath Association of
New York City operates C.O.P.E.
(Community Outreach and Public Edu-
cation), a program to screen for depres-
sion among high school students, ena
bling early detection, intervention and
treatment. The MHA of NYC aso main-
tains the Adolescent Skills Center in the
Bronx, which gives adolescents who are
not succeeding in high school a second
chance to learn a vocation, develop so-
cial skills, and prepare for the high
school equivalency exam (GED). These
programs can give adolescents the tools
they need to get their lives back on track.

Do Ask, Do Tell: C.O.P.E. and
Early Detection of Depression

As with any progressive illness, early
detection and treatment can help ward
off more debilitating symptoms down
the road. That's why The MHA of
NYC's C.O.P.E. program focuses on
early identification of depression. It can
be difficult for parents and educators to
tell the difference between “normal”
teenage moodiness and depression.
C.O.P.E. works to engage students, their
parents, and their educators to make the
distinction. They want to empower the
caregivers to make decisions as to what
is best for the teens.

C.O.P.E. uses interactive sessions,
videos and screening tools to identify
adolescents at risk for depression and
suicidal behavior. Founded two years
ago, C.O.P.E. program coordinators have
visited high schools, parent meetings and
after-school programs citywide, with the
programs tailored to the individual needs
of the groups. They educate their audi-
ences about the symptoms of depression
to help identify students at risk. For in-
stance, extreme acting out with drugs or
sex, or poor academic performance, can
also be symptomatic of depression.

During the sessions we find that not
only are participants willing to listen,
many open up about their lives and ex-
periences, or about people they know
who might be depressed. The open dis-
cussion helps mitigate the stigma of feel-
ing “different.” After these sessions stu-
dents often tell us, “We never get to talk
about this stuff!”

The discussion sessions have enabled
some students to alert us to their true
emotional state. In severa instances we
have had students recount experiences
that clearly put them in a high-risk cate-
gory and they’ve sought help on the
spot. The sessions also underscore the
importance of peer support. Six months
after a presentation at one school we
heard of a boy who alerted his teacher of
another student who was exhibiting clear
symptoms of depression, which the boy
recognized from the video we had shown
earlier. They later learned that student
had attempted suicide the previous year.

The screening tool offers a more in-
depth view of the student’s state of
mind, and reminds us how prevalent
adolescent depression is. For every hun-
dred students, we will discover between
three and seven who state that they have
thought seriously about killing them-
selves in the past four weeks, and/or who
say they have tried to kill themselves in
the past year.

Many more students indicate that
they are experiencing a cluster of other
symptoms which indicate they are likely

to be depressed. For those students in the
highest-risk category, the school will
contact the parents to help secure appro-
priate treatment. In one school, the
screening tool identified a straight-A
model student as a high risk for suicide,
much to the shock of her teachers, par-
ents and friends. After being treated in
the hospital and receiving ongoing treat-
ment, the principal reflected, “your pro-
gram most likely saved the girl’ s life.”

Adolescent Skills Center
Offersan Alternate Route to Success

While an educational program like
C.O.P.E. works within schools and com-
munities to identify students at risk for
depression, what about kids like Matty
who have dropped out of the system?
The MHA of NYC's Adolescent Skills
Center works with young people, ages
16 through 21, whose ongoing struggles
with mental illness have caused them to
leave school.

Matty's experience with school is not
unusual for teens with mental illness. “I
was going from school to school, and |
couldn’t finish anywhere. | wasn't deter-
mined to do it; | went just because it was
an escape from my parents. It wasn’t
until | reached 18 or 19 that | knew |
wanted to do it for myself.”

Located in the Bronx, the Center of-
fers literacy classes, GED preparation
and vocational training for up to 45 stu-
dents. They attend classes between 12
and 18 months, from 9 to 5 Mondays
through Fridays. Each class includes no
more than 12 students.

Many of the adolescents who sign up
for the Center face multiple stressors on
a daily basis. Life in a tough neighbor-
hood, often coupled with a challenging
family situation, could wear anyone
down over time. As aresult, we find that
most students need as much help accli-
mating to the structure of an academic
environment as they do acquiring read-
ing and writing skills.

As Matty recounts, “I was the type of
kid who would wake up one day and
want to go to school, and the next day |
wouldn’'t want to go. So the director
would cal me to tell me to come to
school. Staff members were really sup-
portive and | found other kids were go-
ing through the same things | was going
through.”

Students are assessed not only on
their academic work, but on how well
they interact with teachers and class-
mates. In doing so we help students har-
ness frustration and anger, and modify
self-destructive behaviors they may have

used in the past, to help them manage
more successfully in the “real world.”
Our staff looks for progress helping the
student to build self-esteem and to cope
with their mental illness everyday.

Vocationa training includes courses
in computer literacy and computer re-
pair, both vauable skills in today's
workplace. We aso offer training in
professional skills — how to create a suc-
cessful resume, and how to conduct a job
search including reading want ads and
using the Internet. Since its founding in
1999, nearly 200 students have been
through the program, including Matty.
Several have moved on to higher educa
tion, and to competitive work environ-
ments. In addition, the program offers
paid placements within the business
community, suited to the student’s
strengths. Recently WABC's News at
Seven ran a segment on the Adolescent
Skills Center, featuring several of our
students and the changes the program
has madein their lives.

Matty's experience provides an ex-
ample for her peers, and an inspiration to
therest of us. In June, she and her family
visited Washington DC to accept the
Meda of Excellence, awarded by the
Nationa Mental Health Association.
This honor is given to one student a year
whose ongoing recovery and subsequent
success serves as a role model for others
to follow.

Today Matty is proud of her accom-
plishments. “I’'m going to go to college
in September, and | feel really good—
I’'m excited that | made it. | thought I'd
never get there because of the depres-
sion. It showed me that good support
would get you where you want to go.
I’'m surprised and happy to have the sup-
port I’ ve had.”

C.O.P.E. sessions are available to
schools, and after-school and other com-
munity programs in the five New York
boroughs. The Adolescent Skills Center
is for students in the Bronx who have
documented mental illnesses. If you
would like more information on either of
these programs, and how you, or some-
one you know, can take advantage of
them, please contact the MHA of NYC
at 212-614-6300.

Thanks to Rachelle Kammer, Direc-
tor of the C.O.P.E. program, and to An-
thony Diaz, Director of the Adolescent
ills Center, for their contributions to
thisarticle.
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Unique Partnership Creates Supportive Housing

For Homeless Individuals With History of Mental Illness

Staff Writer
Mental Health News

utual Housing Association

of South Western CT., Inc

(MHA) and Laurel House,

Inc. (LH) recently received

a grant award of $454,000 from HUD to
provide permanent, safe, affordable
housing with comprehensive support
services for homeless individuas dis-
abled by serious mental illness. The
grant will provide $345,000 in capital
funds to purchase land and the rehabili-
tation of two landmark buildings in
Stamford. The project will create four
two-bedroom apartments and four one-
bedroom and provide housing for twelve
homeless individuals with histories of
mental illness. The grant provides an
additional $109,000 for support services.
Each unit will have a private bedroom
and share the kitchen and living room.
Case management and social support

services will be provided or coordinated
by Laurel House, Inc. in conjunction
with other mainstream social, vocational,
educational support servicesin the Stam-
ford area. Support personnel will be
based within the housing complex and
will betailored to the individual needs of
each tenant. The focus of services will
be to connect tenants with appropriate
community resources and foster inde-
pendence and self-sufficiency.

HUD funds will be used to leverage
additional support from private and pub-
lic sources, including the Stamford Com-
munity Development Block Grants and
HOME Development funds, and an as-
sortment of private foundations includ-
ing the Fairfield County Foundation and
the Melville Charitable Trust.

Highlights of Program Activity:
The program addresses a community

need determined a priority by this com-
munity through the region’s continuum
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of care analysis for permanent supported
Housing for homeless individuals with a
history of serious mental illness.

The program joins the resources of
two non-profit organizations each with
considerable experience in housing de-
velopment and ongoing provision of
support services.

This project would provide appropri-
ate social and property management ser-
vices in an integrated and coordinated
program model.

This project would greatly enhance
access by homeless individuals to exist-
ing social, vocational, educational re-
sources with proven effectiveness.

The program addresses the problem
of stable housing on several program-
matic levels by providing logistical sup-
port and direct consumer involvement in
a ‘peer to peer” format that utilizes their
unique capabilities for helping others
while allowing them to develop their
own leadership capacities in the process.

The program provides important con-
sumer provided socia support through
the Warm Line and Double Recovery
effort to a vulnerable population on *“ off-
hours’, i.e. evening, weekends and holi-
days, when most other support services
are typically unavailable.

Because we use mainstream services,
there are no direct costs to the individ-
ual, al services are provided as part of
the program to which we refer the client.
A personal lack of funds or lack of insur-
ance will therefore not be an obstacle to
the person receiving assistance, and we
will take the client to the appropriate
office to receive Medicaid our Medicare
and we will stay with them until they are
enrolled.

The proposed project will serve low-
income individuals who are homeless
and disabled by mental health disor-
ders—in many cases chronically home-
less and disabled—who may aso be
dually diagnosed. While not a specific
digibility requirement, it is expected that
many of the adults served will be multi-
diagnosed to include needs related to
HIV/AIDS, physica disabilities, domes-
tic violence histories, educational/job
skill deficits, and other special needs.

Laurel House and Mutual Housing
have concentrated their efforts on creat-
ing affordable housing because housing
costs in lower Fairfield, and in particular
the Stamford area, prohibit low-income
individuals from full participation in the
housing market. Exorbitant rental costs
aso make apartment maintenance a

problem as well. In the Stamford area, a
steady erosion of low-income housing
stock has increased demand and placed
rental costs, even with the benefit of
Section Eight rental subsidies, beyond
the reach of most disabled individuals.

In addition to affordability of hous-
ing, homeless individuals have various
service needs that assist them with men-
tal health and to develop daily living and
interpersonal  skills. Support must be
comprehensive, integrated, flexible, indi-
vidually determined and aimed at the
development of appropriate skills and
higher levels of self-reliance. Previous
housing failures and deficits in coping
skills put these individuals "at-risk" for
repeated housing loss if necessary skills
are not acquired or improved. The indi-
viduals assisted through this project will
need to meet HUD criteria for homeless-
ness, that is, a person sleeping in the
street or a place not meant for human
habitation or in an emergency shelter,
transitional or supportive housing pro-
gram (having originally come from the
street or a shelter). And the person must
also lack the resources and support net-
works needed to obtain housing. Out-
reach efforts to bring eligible candidates
into the project will include community-
wide announcement and referrals to the
housing may come from any community
agency or organization, from the indi-
viduals themselves, or other advocates.
Eligibility will be determined through a
review process involving Laurel House,
Mutual Housing, consumers and other
invested providers.

Partners in extending outreach to
eligible candidates include the Pacific
House Shelter, Salvation Army, Dubois
Mental Health Centre — Crisis and Case
management programs, Stamford Mental
Hedth Centre, Stamford Housing Au-
thority, Stamford Dept. of Social Ser-
vices, Bureau of Rehabilitation Services,
The Workplace, Jewish Family Services,
Catholic Family Services, Mental Health
Association, local public schools and
other service centres where homeless
individuals may be known. Laurel House
(as a subcontractor to Mutual Housing
Association) will collaborate Mutual
Housing and other area shel-
terdtransitional facilities to distribute a
notice of housing availability to the Con-
tinuum at large.

This is the second supported housing
project undertaken by Laurel House.

see Partnership on page 58
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Hall-Brooke Names New Unit Chief

Hall-Brooke
Behavioral Health Services

aren Jean Hotchkiss, M.D.,

has joined Hall-Brooke Be-

havioral Heath Center, 47

Long Lots Road, Westport,
as Unit Chief, Child/Adolescent Ambu-
latory Service.

“Dr. Hotchkiss brings a wide range of

experience and a reputation as an out-
standing clinician and teacher to our
team,” says Hall-Brooke Medical Direc-
tor Thomas A. Smith, M.D.,
“She has developed psychiatric services
for children and adolescentsin her previ-
ous positions at the Sheppard Pratt Insti-
tute in Batimore and the New York
Presbyterian Hospital-Cornell Medical
Collegein New York City.”

Karen Hotchkiss, M.D.

Since 1999, Dr. Hotchkiss served as
Unit Chief for the Adolescent Inpatient
Service a the Westchester Division of
New York Presbyterian Hospital. Dur-
ing this same period, she was Assistant
Professor of Psychiatry at Weill Medical
College of Cornell University.

Previoudly, she was Staff Adult and
Child Psychiatrist at the William Beau-
mont Army Medical Center, El Paso,
Texas, and Medical Director of the Chil-
dren’'s Day Hospital of Sheppard Pratt
Hospital, Baltimore, Md.

She served as Resident in Psychiatry
at the University of Maryland's Institute
of Psychiatry and Human Behavior,
1991-1993, and as Post Doctoral Re-
search Fellow at the Johns Hopkins Hos-
pital, Neonatology Department, 1990-
1991. From 1989-1990, she was Resi-
dent in Pediatrics at Georgetown Univer-

sity Medical Center.

Dr. Hotchkiss has published two pe-
diatric research papers relating to cere-
bral responses of newborns to maternal
alcohol intoxication. She was Principal
Investigator in aresearch project relating
to post-traumatic symptoms in Roschach
Diagnostic Tests.

She graduated Magna Cum Laude
from Fordham University in 1983 and
received her Medica Doctor degree
from the University of Colorado in 1989.
She was certified by the American Board
of Psychiatry and Neurology in 1996.

A wholly owned subsidiary of St.
Vincent's Health Services of Bridgeport,
Connecticut, Hall-Brooke is affiliated
with New York Presbyterian Healthcare
System and with Columbia University’s
College of Physicians and Surgeons,
Department of Psychiatry.

Hall-Brooke
Behavioral Health Services

t's difficult to believe, but prior to
the 1980s there was a prevailing
disbelief in the existence of psychi-
atric illness among children and
adolescents, says Dr. Karen Hotchkiss,
Unit Chief, Child/Adolescent Ambula-
tory Service of Hall-Brooke Behavioral
Health Servicesin Westport, Conn.

The good news, she reports, is that
since the publication of the Third Edition
of the “Diagnostic and Statistical Manual
of Mental Disorders,” which established
operational criteria for child and adoles-
cent mental illness, effective diagnostic
instruments have been developed. Dr.
Hotchkiss believes that the present state
of refinement of diagnostic tools has led
to an increase in awareness and diagno-
sis of adolescent depressive disorders. It
is the result of better diagnosis and treat-
ment of depressed youth that hasled to a
decrease in the percentage of attempted
suicides among the teen population.

Diagnosis of adolescent mental
illness will always remain a challenge,
Dr. Hotchkiss notes, because as any
parent knows, most teens have periods of
irritable, moody, angry, and unpredict-
able behavior. Such adolescent turmoil
is developmentally adaptive. So differ-
entiating between this developmental
phase and true psychiatric illness de-
pends on severity and length of symp-
toms. Parents, school personnel and
mental health professionals have to keep
close watch and create a kind of score-
card, tallying up various aberrant behav-
iors, unusua physical symptoms, school
problems, and negative personal envi-
ronments, while noting the lengths of
time involved.

Here is an inclusive list of indicators
which can signa “danger,” if persistent

or recurring or appearing in multiples.

1. Distressing and impairing mood
symptoms
e Tearfulness, inappropriate
anger reactions, or rages set
off by minor provocations
e Abnorma moodiness, de-
pression, sadness, irritabil-
ity which lasts more than a
few days
e Unexpected mood swings

2. School problems.

e Academic
ment
Poor school attendance
School failure
Decreasing levels of inter-
ests

e Difficulty concentrating/
staying focused

e Decreasing energy and
motivation

e Abandonment of hope of
academic achievement or
success

e Refusa to attend school
(Chronic truancy is often
caused by clinical

e depression.)

underachieve-

3. Family Conflict

e Irritability leading to fre-
quent conflictive interac-
tion

e Dangerous and unaccept-
able activities ( In an effort
to cope with sadness and
depression, the adolescent
may experiment with illicit
substance abuse, engage in
sexual activity, avoid
school assignments and
overinvest time with peers.
These behaviors add to
family conflict.)

4. Substance Abuse

e Mood symptoms (These
can occur before, aong
with, or after periods of
substance abuse.)

e Drug/dcohol use (Often
this is an effort to alleviate
growing sadness, and de-
pression.)

5. Somatic symptoms

The Primary physician or school
nurse may be the first to evaluate physi-
cal complaints which can signal depres-
sive disorders.

e Headache, chronic fatigue,
gastro-intestinal problems
e Muscular-skeletal aches

and pains

e Sleep and appetite distur-
bances

e Failure to meet expected
growth levels

6. Suicida Crisis

It is not uncommon for the initial
presentation bringing the adolescent into
contact with mental health professionals
to beasuicidal crisis.

e Suicideideation
e  Sdf-injurious behavior
e Actual suicide attempt

The tragic incident of teen suicide is
often shrouded in disbelief. “How could
this happen,” family and friends ask. “It
happens, “ Dr. Hotchkiss advises,
“because adolescents often hide their
symptoms and the adult world around
them, either doesn’t recognize the symp-
toms, or makes excuses for abnormal
behavior.

“There should be greater emphasis on
collateral sources of information. Par-
ents, relatives, teachers, counselors, pri-
mary physicians, school nurses, all need
to work as a team, watching an adoles-
cent's behavior and monitoring his or

her records,” she explains.

A major depressive episode can occur
at any age, with risk increasing each
year. Peak incidence is in late adoles-
cence. Over 20 percent of the population
will have at least one depressive episode
during their lifetimes. Children who ex-
perience pre-puberty depression have
higher risks of recurrent episodes and
may face additional problems with anti-
social behavior and substance abuse.

Suicide among adolescents is a na-
tional concern, Dr. Hotchkiss warns.  In
2000, 3877 young people took their own
lives, making suicide among young
adults ages 15 to 24 the third leading
cause of their deaths. Appallingly, there
were 295 deaths among those ages five
to 14, she reports.

The Youth Risk Behavioral Surveil-
lance Survey reports a high prevalence
of suicidal behavior among the nation’s
high school students. In a survey of al-
most 16,000 students 14 to 17 years,
19.3 percent reported suicide ideation
and 2.6 percent had made potentially
lethal suicide attempts.

At the time of their deaths, 90 percent
of teen suicides suffered from psychiat-
ric illness, especialy clinical depression
or bipolar illness. Substance abuse can
also contribute to suicida feelings.
Other risk factors include: previous sui-
cide ideation, previous actual attempts,
violent behaviors, ready access to weap-
ons (handguns), and a tendency for im-
pulsive action.

Teens contemplating suicide, Dr.
Hotchkiss explains, often feel hopeless,
have poor self esteem and are highly
critical of themselves. Suicide attempts
sometimes follow recent stressful events,
such as academic failure or punishment,
a disrupted relationship, humiliation,
such as bullying by peers for various
reasons, including homosexuality.
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In June 2001, Hall-Brooke Behavioral Health Services opened a new 58,000 square foot, residential style treatment center
on its beautiful 24-acre main campus in Connecticut

HAIL1-BROOKE

BEHAVIORAL HEALTH SERVICES

Exceptional Care for Mind, Body, and Sprit.

Main Campus The Center at Bridgeport
47 Long Lots Road 4083 Main Street
Westport, Connecticut 06880 Bridgeport, Connecticut 06606
(203) 227-1251 or Toll Free 1-800-543-3669 (203) 365-8400

Hall-Brooke has provided comprehensive behavioral health and chemical dependency programs for 104 years.
It offers a full range of inpatient and outpatient treatment programs for children, adolescents and adults.
It has the only inpatient facility for children in the region. The Hall-Brooke School for day students is also located on the campus.

eaber: . DI Amie Columbia University
v St.VlIlCCIlt S ”“‘*E“‘ S C EN S ION College of Physicians and Surgeons
Health Services %"‘m 55’? HEALTH Department of Psychiatry
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Commissioner Thomas A. Kirk

Welcomed By Mental Health News
Fairfield County Committee

Keystone House
Awarded Three-Year
CARF Accreditation

Staff Writer
Mental Health News

eral members of the Mental

Health News Fairfield County

ommittee met recently with

r. Thomas A. Kirk, Commis-

sioner of the Connecticut Department of

Mental Health and Addiction Services
based in the State Capitol of Hartford.

The informal breakfast meeting was
hosted by Hall Brooke Hospital located
in Westport, Connecticut. At the break-
fast, members of the Fairfield County
Committee were given an opportunity to
introduce Commissioner Kirk to Mental
Health News and its effort to bring the
newspaper’'s mission of mental health
education to Fairfield County.

In attendance to welcome Commis-
sioner Kirk (pictured below) were Barry
Kerner, MD, Chief of Adult Psychiatry
at Silver Hill Hospital in New Canaan,
Connecticut; Alexander J. Berardi,
LCSW, Executive Director of KEY-
STONE in Norwalk Connecticut; An-
drea Kocsis, CSW, Executive Director
of Human Development Services of
Westchester in Mamaroneck, New Y ork;
Stephen P. Fahey, President & CEO of
Hall-Brooke Behaviora Heath Ser-
vices, Thomas E. Smith, MD, Medical
Director of Hall-Brooke Behaviora

Health Services, David Brizer, MD,
Chairman of the Norwalk Hospital Dept.
of Psychiatry, and Chairman and Medi-
cal Editor of Mental Health News's Fair-
field County Committee; James M. Pis-
ciotta, ACSW, Chief Executive Officer
of the Southwest Connecticut Mental
Health System based in Bridgeport Con-
necticut; Charles Morgan, MD, Chair-
man of the Bridgeport Hospital Depart-
ment of Psychiatry; and Alan D. Barry,
PhD, Administrative Director of the
Norwalk Hospital Dept of Psychiatry.

According to Fairfield County Chair-
man, David Brizer, MD: “We were de-
lighted to have this opportunity to meet
with Commissioner Kirk and to express
our hope to expand our effortsin provid-
ing Mental Health News to more indi-
viduals and families affected by mental
illness in Connecticut. We invited Com-
missioner Kirk to have a column in our
Fairfield County section of the newspa-
per to bring the state's mental health
issues and challenges directly to our
readership.”

The Commissioner responded to the
meeting with equal enthusiasm and ex-
pressed his belief in the mission of the
project and belief that Mental Health
News will help provide direction and
hope to many in the state. His columnis
planned for the upcoming Winter issue.

Barry Kerner, MD, Alex Berardi, Andrea Kocsis, Dr. Thomas Kirk,
Stephen Fahey, Thomas Smith, MD, David Brizer, MD, Jim Pisciotta,
CharlesMorgan, MD, and Dr. Alan Barry

-

Andrea Kocsisand David Brizer, MD

James Pisciotta and CharlesMorgan, MD

Staff Writer
Mental Health News

milestone in Keystone

House's 30-year history was

reached this past April when

the agency was awarded a
three-year accreditation from CARF.
CAREF, the Rehabilitation Accreditation
Commission, is an international non-
profit accrediting body whose mission is
to promote the quality, value and opti-
mal outcomes of services provided by an
organization.

“Keystone's CARF Accreditation is
the culmination of many years of agency
development. It was heartening to see
the staff pull together and spend consid-
erable time addressing the many last
minute details before the survey to
achieve the ultimate outcome from
CARF--a three-year accreditation,” said
Alex Berardi, Keystone's Executive
Director. Berardi has been with Key-
stone for 12 years and guided the staff
and agency through the arduous prepara-
tion.

Keystone House, a rehabilitation ser-
vice provider for adults with severe and
persistent mental illness and other dis-
abilities, is located in Norwalk, Con-
necticut and serves over 250 clients in
Fairfield County. Keystone House is
well-known on the local and state levels
for its efforts to decrease homelessness
and place individuals with disabilities
into jobs. Keystone services promote
individual choice and satisfaction as
well as independent living and commu-
nity integration.

Serving mid-Fairfield County, Key-
stone has extensive collaborations and
partnerships throughout the state of Con-
necticut. “Community stakeholders and
clients can be assured when they see the
Keystone House name, that we are an
accredited organization, have gone
through a detailed evaluation, and are
committed to quality and accountability
in every area,” said Kara Shomberger,
Keystone's Development Officer.

Preparing for the accreditation survey
was a lengthly process that spanned ap-
proximately two years. The written poli-
cies and meeting minutes of the agency
were just one aspect of the accreditation
process. The CARF survey team aso
examined Keystone House's programs,
its administrative practices, ethics, out-
comes management, and client and
stakeholder satisfaction.

Thais Gordon, Program Director of
Keystone Employment Options, com-
mented that there were a lot of chal-
lenges. “My main challenge, though,
was making sure that much of what we
were doing, and had been doing was put
in writing, which was often a painstak-
ing process. But the upside of dl this
work was that we put ourselves through
a true self-assessment within the agency
and really evaluated ourselves. The
clients also gave us feedback and were
involved throughout the whole process,”
said Gordon, who has been with agency
for 12 years.

What are the growing organization's
goals now having gone through a CARF
survey, a notable feat? Keystone House
has made maintaining their accreditation
a strategic goal for themselves and will
continue looking for ways to fine-tune
their services to ensure continuous qual-
ity improvement. Most importantly,
Keystone staff will continue serving
individuals with psychiatric disabilities
in hopes of giving them a better quality
of life.

“The most important aspect of all of
this, however, are the comments that
Keystone House stakeholders made to
the CARF surveyors including clients,
staff, employers and family members.
We were told in the exit conference and
the report from CARF that we are to be
commended for the positive stakeholder
satisfaction with Keystone House. To
me, this is what the accreditation was all
about, validating the hard work that the
staff at Keystone do every day,” Berardi
concluded.

Cloudy I ssue from page 13

in his or her struggle not to use sub-
stances is to keep the conversation go-
ing—be aware of what is going on in
your adolescent’s life. | aways tell par-
ents to ask their adolescents questions
(e.g., “Where are you going?’ “What
time will you be home?’ “I want the
phone number of your friend's house
where the party is being held so | can
talk with their parents.” etc.). Your ado-
lescent may resent these questions, but if
they become the rule rather than the
exception, they will quickly grow used
to them, especialy if they are asked with
love and respect. It is always important,
regardless of your adolescent’s reaction,
to let them know how much you love

them and that you do understand the
difficulties that they are experiencing as
they develop into men and women. This
may be seen as a “Leave it to Beaver”
approach, but the reality is that it works.
Don't let your adolescent’s initial reac-
tion to your firm but fair parenting skills
deter you—deep down, your adolescent
will respect what you are doing regard-
less of the “show” they may put on.

Harris B. Stratyner, Ph.D., CASAC,
is an Assistant Professor of Psychiatry
in Psychology, Weill Medical College of
Cornell University and Director of Ad-
diction Recovery Services of “ The Re-
treat at Westchester,” on the campus of
New York-Presbyterian Hospital in
White Plains, New York.
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Norwalk Hospital News

Staff Writer
Mental Health News

Norwalk Hospital Social Worker
Receives Prestigious Award

Carolyn A. Taylor, MSW, LCSW, of
Norwalk, a certified clinical socia
worker in the Norwalk Hospital Depart-
ment of Psychiatry, is the recipient of
the prestigious Public Service Award
from the Office of the Secretary of the
State in Connecticut.

In presenting the award, Susan By-
siewicz, Secretary of the State, said, “As
a dedicated volunteer who has served
your community, you are an example of
what makes our towns and cities work.
Your commitment to your community
and your willingness to serve your fel-
low citizens is what makes Connecticut
such awonderful placeto live.”

Taylor is a therapist in the Depart-
ment of Psychiatry at Norwalk Hospital
as well as the Sono Behavioral Health
Center in South Norwalk, affiliated with
the hospital. She facilitates group ther-
apy programs at the hospital including a
new outpatient women's group. In addi-
tion to her responsibilities in assisting
and counseling patients with depression,
anxiety and personality disorders, sheis
very involved in community service
work. She is an active member of the
Department of Children and Families
Regional Advisory Council. She is an
advocate for her patients and is admired
by her co-workers for her dedication and
commitment to the community.

Prior to joining Norwalk Hospital in
1999, she was Director of the Intensive
Family Preservation Program and Clini-
cal Director of Hal Neighborhood
House in Bridgeport. She has extensive
experience as a social worker and case
manager, having also held previous po-
sitions a St. Vincent's Hospital in
Bridgeport and Montefiore Medical
Center in the Bronx, New Y ork.

Taylor holds a Bachelor of Science
Degree in Allied Health Administration
from SUNY, New York, and a Masters
in Social Work Degree from New Y ork
University. She holds a certificate from
Columbia University for providing field
instruction and also has earned a certifi-
cate for providing pre-and post-
HIV/AIDS counseling.

Silvermine Guild Arts Center Gallery
Presents Art to Norwalk Hospital

Norwalk, CT, June 8, 2003, The Nor-
walk Hospital Department of Psychiatry
has a new artistic touch. Thanks to the
generosity of the Silvermine Guild Arts
Center Galleries in New Canaan, a col-
lection of original and beautifully unique
artwork is now on display, including
paintings from Mayo Sorgman, a re-
nowned local artist. The collection can
be viewed along the corridors of the first
floor in the Community Pavilion. The
collection is on permanent loan to the
department.

"We are most appreciative to be the
recipient of these creative works that
will be enjoyed by our patients, visitors
and staff," said David A. Brizer, MD,
Chairman of the Department of Psychia-
try at Norwalk Hospital.

The art of Mayo Sorgman, a native of
Stamford, is represented in museums
and private collections throughout the
country. He was the recipient of the
prestigious Emily Lowe Award in New
York and is listed in "Who's Who in
American Art" and "Who's Who in
American Literature." For many years,
he was the Director of Art for the Stam-
ford Public Schools and is past-director
of the Stamford Art Association. His
paintings have been described as poetic,
reflecting the passions of the expression-
ist movement.

The Silvermine Guild Arts Center
Galleries, making this possible, was
incorporated as a non-profit organization
in 1922 to provide a formalized support
of art, which "speaks to, for and through
us" Their objective is "to cultivate,
promote and encourage growth through
the arts, to showcase and serve artists
and to foster arts education and appre-
ciation opportunities for the greater
community."

"We are delighted to be able to share
the artwork which brightens the space at
Norwalk Hospital," said Helen Klisser
During, Gallery Director of Silvermine.
As a unigue and specia offering, Nor-
walk Hospital makes art and music
therapeutic programs available for pa
tients. Creative arts have been proven to
help promote healing by providing an
outlet to express feelings, thoughts and
ideas. In addition, expression through art
can help promote self-awareness and
aleviate stress. "It means a great dea to
us to be able to enrich the lives of others
through expressive art,” said Cynthia
Clair, Executive Director of the Silver-
mine Guild Arts Center Galleries. "This
wonderful collection brings a fresh new
atmosphere to the entire department,”
said Dr. Brizer.

The Westport Clinic Offers
Adolescent Young Men’s Group

The Westport Clinic, which is affili-
ated with Norwalk Hospital, offers an
“Adolescent Young Men's Therapy
Group” on Wednesdays from 4 - 5 p.m.

This program is for male high school
students between the ages of 14 to 18 to
discuss topics of problem solving, rela-
tionships, family conflict, self-esteem,
substance abuse, peer pressure and fu-
ture plans.

The facilitator is Jeffrey A. Tauscher,
LCSW, ACSW, a psychotherapist ex-
perienced in working with adolescents
and their families. Mr. Tauscher pro-
vides psychotherapy, addiction counsel-
ing, critical incident and stress debrief-
ing groups.

The Westport Clinic is located at 319
Post Road East in Westport. For more
information, call (203) 227-3529.

THE DEPARTMENT OF PSYCHIATRY
AT NORWALK HOSPITAL

Mind & Body

The right care is right here.

For a healthy mind and body, Norwalk Hospital’s
Department of Psychiatry offers expert staff and
premier facilities backed by the full resources of

Norwalk Hospital. We treat the entire person.

Services include medical evaluations and
medication management, individual & group
therapy, family counseling, addiction treatment,

for children, adolescents, adults and the elderly.

Norwalk
Hospital

203-852-2988
203-227-3529

Norwalk Location
Westport Location

GET ON A HEALTHCLICK @ WWW.NORWALKHOSP.ORG
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Silver Hill Hospital Names

New President and Medical Director

Staff Writer
Mental Health News

igurd H. Ackerman, M.D.
has been named President
d Medica Director of Sil-
er Hill Hospital in New
Canaan, Connecticut. In announcing
the appointment, Steve Stillerman,
Board Chairman of the nationally
recognized psychiatric hospital,
noted Dr. Ackerman’s distinguished
career in the practice of psychiatry.
“Dr. Ackerman brings to the Silver
Hill community, to staff, patients and
families, the breadth and depth of 25
years of outstanding leadership in
clinical care, teaching, research and
program development,” Mr. Stiller-
man said. Dr. Ackerman replaces
Dr. Richard Frances who led the hos-
pital as Medical Director and Presi-
dent for the past six years. Dr. Fran-
ces remains on the medical staff as
Senior Medical Consultant and Di-
rector of Public and Professional
Education.

Formerly Chief Executive Officer
and President of St. Luke's-
Roosevelt Hospital Center in New
York City, Dr. Ackerman also served
as Chairman of the hospital’ s Depart-
ment of Psychiatry. He is a Profes-
sor of Clinical Psychiatry, Columbia
University College of Physicians &
Surgeons and has held academic ti-
tles in psychiatry at Cornell Univer-
sity Medical College and Albert Ein-
stein College of Medicine.

In discussing his new position,
Dr. Ackerman stressed the hospital’s
strengths and areas that he would
like to develop. “Silver Hill,” he
said, “is known for outstanding treat-
ment of substance abuse and other
psychiatric disorders and substance
use disorders which very fre-
guently—more than haf the time—
occur together and are called dua
disorders. This puts the Hospita in
the unusua in unique position of
having the expertise to treat a very
broad spectrum of dualy diagnosed
patients. We see an increasing need
for this treatment in the medical
community, and we are going to em-
phasize it more and more.

“Secondly, for al disorders, from
schizophrenia to substance depend-
ence, we plan to grow towards a fo-
cus on keeping patients out of the
hospital, not just treating those who
need hospitalization. Relapse pre-
vention is amajor and most effective
part of substance abuse treatment.
Providing a more comprehensive and
extensive role in relapse prevention
for other psychiatric disorders may

Richard J. Frances, M .D. greets Sigurd H. Ackerman, M.D.
newly named President and Medical Director of Silver Hill Hospital

encompass expanded work with cli-
nicians, families and community
groups, added residences and more
outpatient services to help patients
stay well.” We aso want to extend
the scope of our work in helping pa-
tients and their families with the
process of recovering from an epi-
sode of illness. Upon discharge from
the hospital, many patients continue
to need help with the steps necessary
to regain afull life. To achieve this,
we plan to offer more transitional
support to patients, their families and
their therapists in the community.”
Dr. Ackerman concluded, “I'm
very excited about being here.
Throughout its 72-year history Silver
Hill has been, and still is, on the cut-
ting edge of psychiatric care. The
physical setting is extraordinarily
phenomenally beautiful, and that
counts itself is helpful to the recov-
ery or our patients. The setting itself
promotes recovery. The experienced
staff is very dedicated and conscious
of their responsibilities towards pa-
tients and families. The Board of
Directors is an active, involved
group, truly committed to the better-
ment of the Hospital. All of thisto-
gether makes for afirst-rate facility.”
An honors graduate of Harvard
College, Dr. Ackerman received his
medical degree from Tufts Univer-
sity School of Medicine. He trained
in psychiatry at Montefiore Medica
Center, Albert Einstein College of
Medicine, where for 10 years his
full-time research on the effects of
early maternal separation was feder-
aly funded by National Institutes of
Mental Health (NIMH) Research

Scientist Development Awards Type
I, and a National Institutes of Health
(NIH) research project awards. Be-
fore joining St. Luke s-Roosevelt
Hospital as Executive Vice President

and Medical Director, Dr. Ackerman
led a clinical research unit for affec-
tive disorders and was the Associate
Director for Clinica Affairs and Re-
search at the Eating Disorders Insti-
tute of New York Hospital, Cornell
University Medica Center, West-
chester Division.

Dr. Ackerman is a fellow of the
American Psychiatric Association
and a member of numerous other
scientific societies. A reviewer for
professional journals, he has pub-
lished widely on his specific research
topics and clinical practice interests
which include psychopharmacology,
depression, eating disorders, sleep
disorders and the treatment of dua
diagnosiis.

Dr. Ackerman and his wife
Cecelia McCarton, MD, a develop-
mental pediatrician, have five chil-
dren and reside in Stamford, Con-
necticut.

Established in 1931, Silver Hill
Hospital is a private, not-for-profit
facility with a full range of mental
health programs, including inpatient,
partial hospital, intensive outpatient
and transitional care.

The Fall Event At

Silver Hill Hospital
What's New in the Treatment of Schizophrenia & Psychosis

Oligodendrocytes in Schizophrenia

University of Maryland School of Medicine

Silver Hill

.—-‘.
Hospiral

Thursday, October 9, 2003
8:30am t0 3:30 pm
Introduction by Richard Frances, MD, Director of Public & Professional Education, Silver Hill Hospital
Martin S. Willick, MD, Training and Supervising Analyst, The New York Institute

The Role of Psychotherapy in the ?reatmenl of People with Schizophrenia and Their Families

Robert Cancro, MD, Chairman, Department of Psychiatry, New York University Medical Center
Developing Insights into the Understanding and Management of Schizophrenia

Kenneth L. Davis, MD, President and CEO, Mount Sinai Medical Center

John A. Talbott, MD, Professor of Psychiatry, University of Maryland School of Medicine
The Chronic Mentally lll: Problems, Promises and Perspectives: Past, Present and Future

Anthony F. Lehman, MD, MSPH, Professor and Chair, Department of Psychiatry,
The Pointillism of Evidence Based Practice for Schizophrenia

For Information, Please Call: 1-800-899-4455 Ext. 2609

Approved For up to 5 Continuing Medical Education Credits

Co-Sponsored by Silver Hill Hospital, New York University Department of Psychiatry
& the American Academy of Addiction Psychiatry

Supported through an educational grant from The Martin D. Gutmacher Family, AstraZeneca
and Janssen Pharmaceutica Inc.

(800) 899-4455 TDD: (203) 966-6515 Fax: (203) 966-1075

Silver Hill Hospital 208 Valley Road New Canaan, CT 06840
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ADOLESCENTS STRUGGLE
WITH MANY CHALLENGES
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[t can be difficult for an adolescent to function in a healthy way, especially when
abusing alcohol or drugs and/or dealing with an untreated mental disorder.

Here at Silver Hill we understand the difficulties adolescents experience and
offer a comprehensive approach to helping youth re-direct their lives.

Talk to Us, We Can Help.

INPATIENT CARE e INTENSIVE OUTPATIENT & OUTPATIENT CARE
FAMILY EDUCATION & THERAPY ¢ TUTORIAL PROGRAM

Silver Hill
'-‘
Hospital

208 Valley Road, New Canaan, Connecticut 06840
(800) 899-4455 e TDD: (203) 966-6515 ® www.silverhillhospital.com

The choice for psychiatric and addiction treatment, specializing in the treatment of dual diagnosis.
Accredited by JCAHO

e SERVING THE COMMUNITY FOR 72 YEARS e
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Treating Adolescents Who Suffer From Depression

By Darren J. McGregor, LMFT, DAPA
The New Learning Therapy Center

his article is on recognizing
and treating depression in ado-
lescents with suggestions how
caregivers can help. In brief,
recognizing depression during this time
is difficult because such behaviors are
often part of the natural growth process.
Depressive features become of clinical
concern when negative emotions and
behaviors are more intense and longer in
duration. Please note that any indication
or suspicion of suicide is always to be
taken seriously and professional help is
strongly suggested. Additiona attention
isto be paid if suicidal ideation and past
attempts are part of the family history
and/or the media has recently publicized
a teen suicide. Behaviors that tradition-
aly indicate suicidal intentions are dis-
engaging from previously valued activi-
ties, giving away prize possessions, end-
ing friendships, and increasing isolation.
Adolescent Devel opment

To better understand depression in
adolescents, an understanding of the
developmental process is helpful. Devel-
opment can begin as early as age ten or
eleven and end sometime in the early
twenties. It may be better defined as a
meaturational process with puberty mark-
ing its onset and ending in adulthood.
During this time, complex and rapid
changes occur in physical, emotional and
psychosocial development that many
adults commonly refer to as “growing
pains.” Keep in mind that these pains
are physically and emctionally real.
Adolescents feel an array of pains and
pangs during growth spurts, weight gains
and losses, and hormonal changes. Ado-
lescent development is often compared
to the growth rate seen during infancy.

In addition to internal changes, there
are numerous external factors that influ-
ence feelings and behaviors. Firdt, the
rate of change among peers varies at a
time when identifying with a particular
group is of great importance to them.
Adjusting to this change may result in
depression. Both boys and girls are at
risk of having a poor self-image. Being

teased about accelerated or delayed de-
velopment of sex characteristics coupled
with low self-esteem may produce symp-
toms in need of clinical attention. Sec-
ond, how caregivers react to their “adult
in training” significantly impacts teenage
behavior.  Self-confidence and self-
esteem plummet whenever the focus of
conflict revolves around the adolescent.
Finally, and most challenging to control,
are changes in acceptable behaviors as
set by society. The general public,
greatly influenced by the media, often
misconstrues acceptable behavior. Ex-
aggerated attitudes, dress, and interac-
tions designed for entertainment are
adopted as “normal” behavior. Adoles-
cents observe behaviors of family,
friends and others for clues on how to
model their own behavior. This fluid
pattern of acceptable behavior makes it
difficult to determine what is normal.

Assessment

Clinicians generally refer to the Diag-
nostic and Statistical Manual of Mental
Disorders, (DSM) for assessment pur-
poses. The latest edition, DSM-IV-TR
defines an adult depressive episode as
feeling depressed and/or sad nearly
every day, for most of the day, for a pe-
riod of no less than two weeks. Addi-
tional symptoms necessary to meet the
criteriainclude losing interest in pleasur-
able activities, fatigue, feeling worthless,
poor concentration, and recurrent
thoughts of death including suicidal
ideation, among others. A key factor of
depression is outlined in criterion “C”
noting, “the symptoms cause clinically
significant distress or impairment in so-
cial, occupational, or other important
areas of functioning” (1994). Two
modifications are made for children and
adolescents: a report of irritable mood
and a failure to meet expected weight
gains are sufficient to indicate depres-
sion.

More frequently diagnosed disorders
for adolescents include Attention Deficit,
Oppositional Defiant, substance abuse,
anorexia, bulimia nervosa, dysthymia,
and adjustment disorders. Other disor-
ders contributing to feelings of depres-
sion include learning disabilities, low
self-esteem, and bereavement. The men-

tal hedth practitioner will be able to
differentiate between a major depressive
episode and depression as a symptom of
any aforementioned disorders.

Warning signs for caregivers to look
for include dramatic departures from
positive behaviors, failing grades, in-
volvement in criminal activity, and illicit
substance use.

Treatment

Individual, family, and group thera-
pies are standard treatment methods for
most mental health disorders. Other
methods, such as, “survival camps’ need
careful screening for treatment methods
and the ratio of licensed clinical staff
members and non-professionals. Person-
dly, | have found group therapy and
medication to be most effective.

Medication therapy, managed by a
psychiatrist, and group therapy affects
both internal and external change. Indi-
vidual therapy may require several ses-
sions simply to gain the trust of the pa-
tient assuring him or her that you are not
merely an agent of his or her caregivers.
In family therapy, the initial work for the
therapist is to educate the family about
their role in perpetuating the problem.
Many caregivers present their teenager
as the problem and disown any contrib-
uting factors. | have known severa
families to terminate treatment soon after
the caregivers were confronted with hav-
ing to change.

It is certainly not my intention to di-
minish either treatment method. | have
successfully treated adolescents in both
individual and family therapy settings
and strongly recommend family therapy
after, or in conjunction with, group ther-
apy. The benefit of both therapies is the
opportunity to bond with the adolescent.
The therapist/adolescent relationship
strengthens during group process and
allows him or her to trust the therapist
and the treatment method in family ses-
sions.

The patient often views group therapy
as a non-threatening environment. It
allows the adolescent the opportunity to
be both observer and participant among
peers who share similar issues. Accord-
ing to the American Group Psychother-
apy Association in New York

(www.agpa.org, 2003), “group therapy
creates more change than any other ther-
apy used in treating adolescents.”

The primary purpose of group work is
to provide a forum for [members] to
support each other in pro-social behav-
iors, to confront maladaptive behavior
patterns, and to mobilize the power of
the peer group in a productive manner.
Peers are expected to both give and re-
ceive feedback from the other team
members.

Caregivers

Adolescents cope with developmental
changes by displaying wide and rapidly
changing mood swings. Understandably
difficult to tolerate at times, caregivers
need to understand and support their
child(ren) during this experience. Lis
tening, staying involved, and giving
praise (even when it appears unwanted)
is your primary treatment plan. What
you can expect from your child are
physical changes that appear to occur
overnight, bouts of irritation, sadness,
and confusion, as well as sleeping all the
time, a need to be right, and a push for
autonomy. To adults, it often appears as
arapid, short-lived, intense outburst with
little justification and without interven-
tion. Remember it is of clinical concern
when the teenager's “moodiness’ is
more intense and lasts longer than two
weeks.

What do you do if you believe your
child is depressed? Do not hesitate to
talk with your child’s teachers, counsel-
ors, coach, etc. Keep in mind that de-
pression is a treatable disorder and not a
sign of weakness or laziness. In addition
to psychotherapy, an appointment with
the pediatrician is recommended to rule
out medical causes for the symptoms.
Hypothyroidism, pregnancy, among oth-
ers may produce symptoms of depres-
sion. In addition, your child should be
evaluated for substance abuse, especially
if there has been a past issue with drug
use and/or afamily history of use. Alco-
hol and marijuana are known contribut-
ing factors to depressive symptoms. An
evaluation with a psychiatrist is indi-
cated if the symptoms continue to cause
significant distress.

Life Steps from page 50

world. Countless situations arise during
group sessions that require socialization
skills, conflict resolution and anger man-
agement skills and leadership develop-
ment. One of Life Steps’ most success-
ful group programs has been Adventure-
Based Counseling (ABC). Recognizing
that play has transformative power, ABC
challenges teens to go outside their com-
fort zones where growth can occur.
ABC has brought inner-city youth to the
mountains that lie just outside New Y ork
City and as far as Colorado—to places
where they can build community, cama-

raderie, and trust among each other.

Life Steps also counsels families,
because the child is part of a unit—a
system in which each member affects the
others. Fostering open communication,
counselors help members to relate more
positively to one another, more clearly
state their expectations of each other,
and build on their family strengths. An-
other component of parent support is
empowering parents to assert themselves
with both their children (through limit-
setting) and with professionals. Advo-
cating for their children with educational
and health professionals can seem over-
whelming. Life Steps assists parents in

building comfort during these interac-
tions through role play and talk therapy.
These are some of the ways that a
program such as Life Steps can be a
timely and relevant resource to families
and adolescents. Whether you think
your child may be depressed, experienc-
ing another type of mood or mental dis-
order, or having a hard time for other
reasons, it is wise to consider profes-
sional help. In choosing a counselor,
while parents should have confidence in
the professiona’s abilities, it is just as
important for your child to make a con-
nection with that person. It is aso help-
ful to recognize that change takes time

and requires patience. The staff of Life
Steps also suggests that parents stay en-
gaged and connected, practice positive
reinforcement, redefine your parental
role, if necessary, to exercise appropriate
authority, and use rewards and conse-
gquences to provide the structure kids
want and need. Above al, remember
that if your attempts to improve a situa-
tion are not achieving desired results, it
may be time to seek professional help.
For more information about Life
Seps, contact Brenda Taylor at (718)
875-9030. To learn more about Parner-
ship With Children, please visit them at
www.partner shipwithchildrennyc.org
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Gene from page 9

Based on clues from studies in mice,
monkeys and functional brain imaging
in humans, the researchers hypothesized
that the short variant predisposed for
depression via a "gene-by-environment
interaction." They charted study partici-
pants' stressful life events—
employment, financial, housing, health
and relationship woes—from ages 21-
26. These included debt problems,
homelessness, a disabling injury, and
being an abuse victim. Thirty percent
had none, 25 percent one, 20 percent
two, 11 percent three, and 15 percent
four or more such stressful life experi-
ences. When evaluated at age 26, 17
percent of the participants had a diagno-
sis of major depression in the past year
and three percent had either attempted or
thought about suicide.

Although carriers of the short variant
who experienced four or more life
stresses represented only 10 percent of
the study participants, they accounted
for nearly one quarter of the 133 cases
of depression. Among those with four or
more life stresses, 33 percent with either
one or two copies of the short variant —
and 43 percent of those with two copies
of the short variant — developed depres-
sion, compared to 17 percent of those
with two copies of the long variant.

The stressful life events led to onset
of new depression among people with
one or two copies of the short gene vari-
ant who didn't have depression before
the events happened. The events failed
to predict a diagnosis of new depression
among those with two copies of the long
variant. Among those who had experi-
enced multiple stressful events, 11 per-
cent with the short variant thought about
or attempted suicide, compared to 4 per-
cent with two copies of the long variant.
These self-reports were corroborated by
reports from participants' loved ones.

The researchers suggest that effects
of genes in complex disorders like psy-
chiatric illnesses are most likely to be
uncovered when such life stresses are
measured, since a gene's effects may
only be expressed, or turned on, in peo-
ple exposed to the requisite environ-
mental risks.

Among people who had inherited two
copies of the stress-sensitive short ver-
sion of the serotonin transporter gene, 43
percent developed depression following
four stressful life events in their early
twenties, compared to 17 percent among
people with two copies of the stress-
protective long version. About 17 per-
cent of the 847 subjects carried two cop-
ies of the short version, 31 percent two
copies of the long version, and 51 per-
cent one copy of each version.

Buy-in from page 10

residence, family care home, or Residen-
tia Care Center for Adults, the applica-
tion is processed through the OMH Pa
tients Resources Office.

As part of the Department of Health’s
outreach efforts related to the new pro-
gram, fifteen agencies are actively pro-
viding training and education to indi-
viduals with disabilities, about New
York’s Medicaid Buy-in Program for the
Working Disabled. Of those 15 agen-
cies, four are providing extensive out-
reach to individuals with psychiatric
disabilities. In a persona conversation,
Harvey Rosenthal, Executive Director of
NYAPRS, told me that the NYAPRS
Training Collective has aready con-
ducted 20 training sessions, and plans to
offer over a hundred more such trainings
this year. Further, the Mental Health
Empowerment Project will be featuring
special trainings on the Buy-in this fall
at each of its regional conferences.

Individuals with specific questions,
or who need advocacy services specific
to the Medicaid Buy-in program can
contact any of the four providers listed
below:

e New York Association of Psychiat-
ric Rehabilitation Services, 1 Co-
lumbia Place, Albany NY 12207,
(518) 436-0008

e Menta Heath Empowerment Pro-
ject, 261 Central Avenue, Albany
NY 12206, (518) 434-1393, or toll
free (800) 643-7462

e Hands Across Long Island, P.O.
Box 1179, Central Idip, NY 11722,
(631) 234-1925

e People, Inc., P.O. Box 5010, Pough-
keepsie, NY 12602, (845) 452-2728

John Allen, Director of OMH Direc-
tor of Recipient Affairs, is aso available
to assist anyone who would like more
information about the program.

The new Medicaid Buy-in program
dovetails well with other OMH initia-
tives currently underway. For example,
Assertive  Community Treatment, of
ACT, is being implemented Statewide,
and is being used as a platform for the
delivery of comprehensive and flexible
treatment, support and rehabilitation
services. Treatment plans are individu-
alized to address the needs and goals of
the recipient, and the new Buy-in pro-
gram may be an appropriate step in help-
ing a person to achieve his or her voca-
tional objectives.

People with mental illness have the
same life goals as anyone else, and re-
warding and satisfying work experiences
can be an important part of a satisfying,
fulfilling life. New York’s new Medi-
caid Buy-in program is an important
addition to the network of programs and
services designed to support people with
psychiatric disabilities as they work to-
ward recovery.

Sharon Carpinello has been named
Acting Commissioner of the Office of
Mental Health. She has more than 25
years of healthcare and research experi-
ence and has been with OMH since
1989, most recently as Executive Deputy
Commissioner.

Kudos from page 9

Americans living with mental illnesses.
For more information, www.nami.org.

The National Association of State
Mental Health Program Directors
(NASMHPD) serves the interests of the
directors and commissioners of 55 state
and territorial government mental health
agencies. NASMHPD and the state
agencies it represents seek to create ef-
fective, culturally-sensitive services that
promote recovery and active participa-
tion in community life for those they
serve.  For more information, visit
www.nhasmhpd.org.

The National Mental Health Associa-
tion is the country's oldest and largest
nonprofit organization addressing all
aspects of mental health and mental ill-
ness. NMHA works to improve the
mental health of all Americans through
advocacy, education, research and ser-
vicee. For more information, visit
www.nmha.org.

Other Campaign for Mental Health
Reform partners made the following
statements in response to the release of
the Commission's report.

"The American Psychiatric Associa-
tion (APA) commends the President and
the Commission for their strong efforts
to improve our nation's mental health
delivery system. APA urges President
Bush and Congress to provide real solu-
tions to fix the current fragmented men-
tal hedlth delivery system, pass mental
health parity legislation, and provide
adequate funding in the public health
system," said Marcia K. Goin, M.D.,
APA President. (703) 907-7300

"The Commission's final report con-
stitutes a major step on the road to recov-
ery for our nation's mental hedth sys
tem," stated Norman Anderson, Ph.D.,
chief executive officer of the American
Psychological Association. "The chal-
lenge now before us is to develop and
finance a continuum of culturally appro-
priate mental health and family support
services, ranging from prevention to
acute and chronic care, across the life-
span." (202) 336-5500

"The 1999 Surgeon General's Report
on Mental Health described the science
underlying the identification, assessment,
and treatment of mental disorders, in-
cluding the disorders of childhood. 'The
20,000 family members of CHADD
(Children and Adults with Attention-
Deficit Hyperactivity Disorder) hopes
that the President's Commission Report
will result in financing and management
strategies which delivers the science to
all individuals with mental disorders and
their families,” according to CHADD
CEOQ, E. Clarke Ross (301) 306-7070

"Bipolar disorder is an illness signifi-
cantly predisposed to substance or alco-
hol abuse. DBSA commends the Com-
mission for recognizing the seriousness
of the under diagnosis of mental illness
and co-occurring disorders,” said Lydia
Lewis, president of the Depression and
Bipolar Support Alliance. "The lack of
accurate diagnosis in our mental health
system is a gaping hole that must be
filled." (312) 642-0049

"The Federation of Families for Chil-
dren's Mental Health remains committed
to insuring children with mental health
needs and their families can count on

immediate access to quality services and
supports that are community based. Itis
our desire that the President's New Free-
dom Commission's report reflect the
current status of children's mental health.
We look for a commitment from this
administration to take action and support
policy changes with necessary increased
funding in order to change the way this
nation serves its children with mental
health needs and their families," said
Barbara Huff, Executive Director, Fed-
eration of Families for Children's Mental
Health. (703) 684-7710

"The report of the President's New
Freedom Commission on Mental
Health takes a major step forward by
first recognizing the shambles of our
current system and, second, by empha-
sizing the importance of building a men-
tal health system based upon the recov-
ery of every person with a menta ill-
ness," stated IAPSRS President Anita
Pernell-Arnold. (410) 789-7054

"The National Association of County
Behavioral Health Directors joins other
national mental health organizations in
commending the Commission's just re-
leased report and intends to work with all
to ensure that the report spurs action to
improve services for people with mental
illnesses." Thomas E. Bryant, MD, JD,
executive director, NACBHD, 202-234-
7543

"With the timing and release of the
final report, we are confident that the
President is dedicated to crowning his
Administration's significant list of ac-
complishments with the priority of men-
tal health servicesto all." said Charles G.
Ray, president and CEO, Nationa Coun-
cil for Community Behavioral Health-
care. (301) 984-6200

"The Commission report offers a
great opportunity for consumers to con-
tinue to lead on in infusing the light of
recovery, hope, self-determination, love,
and empowerment into the menta
health system," said Daniel Fisher, MD,
PhD, executive director of the National
Empowerment Center. (978) 685-1518

"As someone who has been diagnosed
with a mental illness, | think it's about
time the serious problems we have in
getting decent services are recognized at
this level. | congratulate the President's
Commission on its excellent work," said
Joseph A. Rogers, executive director,
National Mental Health Consumers' Self-
Help Clearinghouse. (215) 751-1810

"We applaud the Commission's call to
improve and expand menta health care,
enabling many to overcome their pain
and choose life," said Jerry Weyrauch,
founder, Suicide Prevention Action Net-
work USA. (202) 294-8132

"It appears the President's New Free-
dom Commission has taken into account
the Surgeon General's Report and emerg-
ing research by acknowledging opportu-
nities to implement and support con-
sumer-operated programs, such as drop-
in centers, peer specialist training, out-
reach, businesses, employment, housing,
and crisis services, etc. Consumers,
staff, and the mental health system all
benefit through meaningful work, suc-
cessful role-modeling, and a potentially
more sensitive service system," said
Lary Belcher, CEO of WVMHCA
CONTAC. (304) 345-7312



PAGE 52

MENTAL HEALTH NEWS ~ FALL 2003

Helping Parents from page 11

out of the home. Adolescents may dem-
onstrate more high risk behavior, such as
substance abuse, which worsens depres-
sion, and suicidal behavior, which is even
more likely in the presence of drug intoxi-
cation with intense emotions and impaired
judgment. And because children are de-
pendant on adults, and are emotionally
vulnerable to instability in their caretakers,
especidly if it is persistent, or if it is ne-
glectful or abusive, children’'s depression
will reflect the family’ s difficulties.
Somewhat arbitrarily, but also to make
the point about persistent depression being
“true’ depression, as opposed to normal
mood reactions and upsets, current criteria
for childhood depression require at least
two weeks of a minimum number of
symptoms, and demonstrated interference
in daily activities and usua functioning.
Usudly, by the time children are brought
for treatment, however, more time has
gone by, often months, sometimes because
people have tried to manage it on their
own, or not clearly recognized it, or not
considered that help from outside the fam-
ily was appropriate or available to them.
Sometimes, what seemed a normal depres-
sive reaction, say, the loss of a parent to
death or a parent leaving the home, will
continue past a reasonable time and not
resolve, and then families will seek outside
help.  Sadly, only a minority of children
and adolescents with clinical depression
actually do get professiona help.
Hopefully, you have not given up by
this point in the article, because there is

hope. Early recognition and treatment can
make a significant, even profound differ-
ence, in outcome for a child or adolescent
with depression. We now have tools to do
this, even if not enough children are
brought for treatment, or there are not yet
enough clinicians to treat them. New psy-
chotherapy techniques can be very effec-
tive, including more traditional psycho-
dynamic psychotherapy, and newer ap-
proaches that are variations of what is
called cognitive behavioral treatment, such
as Interpersona Therapy or Dialectica
Behavior Therapy, which actively engage
patients in developing skills in day-to-day
problem-solving that directly address mal-
adaptive coping in thinking, feeling, and
behavior. In particular, treatment of chil-
dren should also involve working with
their parents, even their siblings. Helping
parents help their children is often a key
part of successful treatment.

When the impact of depression is se-
vere or life-threatening, antidepressant
medication will usualy be necessary,
aong with psychotherapy.  Although a
variety of different antidepressants can
help with adult depression, and some of
these may be helpful for childhood depres-
sion, there is only one class of antidepres-
sants, the Specific Serotonin Re-Uptake
Inhibitors (SSRI), that has shown consis-
tent effectiveness with a minimum of side
effects for childhood depression.  Six of
the SSRIs are often used in the U.S,, in-
cluding fluoxetine (Prozac), citalopram
(Celexa), escitdopram (Lexapro), fluvox-
amine (Luvox), sertraine (Zoloft), and
paroxetine (Paxil). Athough not al are

approved by the FDA for childhood de-
pression, they all work, though not every-
one has the same response on different
SSRIs or the same type or degree of side
effects, when they occur, which they some-
times can. Some of the more common
side effects, which do not typically occur
and are usualy mild when they do occur,
and often fade as people adjust to the
medication, include jitteriness, agitation,
decreased libido, difficulty sleeping, in-
crease in impulsivity, Gl upset, and fa
tigue. Recent concerns expressed in jour-
nas and the media about paroxetine not
being effective for childhood depression
and causing increased risk for suicida
behavior in children has not been con-
firmed, as the data to support this concern
requires additional validation. Neverthe-
less, caution should be exercised in using
any antidepressant, and alternatives to par-
oxetine are good ones to consider until
more information is available.

When other psychiatric disorders are
present with depression, other antidepres-
sants may be appropriate, or medications
for different purposes can be appropriate to
use in conjunction with antidepressants.
Sometimes, in situations where severe
depression does not respond to antidepres-
sant or adjunctive medication therapy,
electroconvulsive therapy (ECT) is appro-
priate. Certain substances that have been
reported helpful in adult depression, such
as St. Johns Wort and SamE (S-adenosyl
methionine), may be helpful for childhood
depression, but supportive data is lacking
for children, and they should not be first
choice as antidepressants.

Childhood depression usually responds
to therapy, in some or a great degree, and
there is a period of months, usually, when
therapy is continued. Psychotherapy can
be tapered over time, perhaps stopped, or
done as needed, while medication usually
should be continued longer, usualy
months beyond the intensive psychother-
apy phase, often through a school year, to
ensure consolidation, sometimes longer.
While having a depression puts a child at
increased risk for another episode, it is not
a given; and strengths within a child and
within the family, timely opportunities,
other supports through school and friends,
and experiences of success and growth, can
contribute to minimizing that risk.

Flemming Graae, M.D., is the Chief of
Child and Adolescent Psychiatry at West-
chester Medical Center, and is an Associ-
ate Professor of Psychiatry and Pediatrics
at New York Medical College Behavioral
Health Center in Valhalla, New York. In
addition to his clinical, research and
teaching responsibilities, Dr. Graae has
been responsible for the development and
Medical Directorship of many new innova-
tive and successful ambulatory programs
at Welll Medical College of Cornell Uni-
versity - New York Presbyterian Hospital,
including: attention deficit disorders, ob-
sessive-compulsive and anxiety disorders
service and adolescent and family pro-
grams. In his first year at Westchester
Medical Center, Dr. Graae has begun to
develop new programs .

Breaking the Silence from page 33

the Silence about Mental Illness. Almost
$2,000 in contributions were made to the
“Breaking the Silence” education project
through the drive. It will be followed this
fall by free distribution of lessons plans to
al schools (grades 4-12)with a Friendly’'s
within the boundaries of their school dis-
trict. This unique business/non-profit part-
nership was spearheaded by Joe Vitrano,
owner of the Long Island Friendly’s fran-
chise, and is believed to be the first of its
kind for mental illness education.

This year the BTS Education Project
has aso pioneered introducing future edu-
cators to “Breaking the Silence”. Lorraine
Kaplan, who heads our Education and
Training Committee, has spoken with great
success to future health teachers and edu-
cators at loca colleges including Adelphi
University, Molloy College and Dowling
College. The enthusiastic reception our
educational message has received encour-

ages us to believe that educating about
mental illness is truly an idea whose time
has come. We invite you to start a
“Breaking the Silence” project in your own
community. NAMI-Westchester has spon-
sored an ongoing BTS education project
since 2000. Education Director (title?),
Jean Schneider, says (quote from Jean).
Do it independently or partner with provid-
ers and agencies in your community. Lo-
cally BTS has partnered successfully both
with the Mental Hedth Association of
Nassau County and North Shore/Long
Idand Jewish Hospitd’s Menta Hedth
School Alliance in bringing BTS to the
schools aong with teacher and steff train-
ing. “Breaking the Silence” is available
for upper elementary, middle school and
high schoal, and costs $12.50 for each
grade level or $35 for al three, plus post-
age and handling. Copies can be ordered
through NAMI Queens/Nassau, (516) 326-
0797 or btlessonplans@aol.com, or at our
website www.btslessonplans.org

Breaking the Silence
in Westchester County: News

Since November 2000 when Nami-
Westchester hired Jean Schneider M.S.W.
as Director of Educational Outreach to
promote the Breaking the Silence pro-
gram, al school districts in West-
chester County have been contacted via
letters to district superintendents and high
school and middle school principals.
Health educators were reached by phone
and persona meetings were arranged in
which the BTS leson plan packets were
discussed as a way to teach students the
facts about mental illness as part of the
health education curriculum.

In July, 2001,Mr. Steven Fried-
man, who was then Commissioner of the
Department of Community Mental

Health personaly wrote to al West-
chester school superintendents recom-
mending that the Breaking the Si-

lence lesson plans be used every school.

Teacher response has been extremely
positive.l would like to share comments
written by an experienced health education
teacher in the Edgemont school district:"
Breaking the Silence teaching program
increases students overall awareness of
mental illness.First of all,mental illness is
out there and there are so may people suf-
fering from various types of mental illness.
The BTS lesson plans dispel the myths
often propagated by television, the media
and old wives tales, increasing fears that
kids have about mental illness without
having much accurate information. The
program increases their comfort level in
discussing mental illness and teaches that
there are many effective treatments avail-
able. We have areally bright student popu-
lation and they have had an opportunity to
understand some of the symptoms of men-
tal illness and with increased familiarity
become more comfortable with this very
important issue."

Per spective from page 38

Once the information is gathered the
clinician must then decide how to utilize
those involved in the adolescent’ s world to
further help and offer appropriate support
to the adolescent during the depressive
episode and afterwards as well to maintain
remission. Essentially a well-executed
multimodal assessment leads to a multimo-
dal intervention. The interventions that
should be considered include individual,
group, and family therapies, a school based

intervention and, when necessary, psycho-
tropic medication. The decision of what or
how much to include in the treatment plan
will likely vary and depends on the sever-
ity of the symptoms and the resulting de-
gree of impairment or dysfunction. The
trestment recommendations need to be
determined on a case-by-case basis.
Depression jeopardizes adolescents in
many ways. Adolescents that experience
depression are at a higher risk for de-
creased school performance, impaired rela
tionships, and adulthood depression and

are more vulnerable to suicide. It isim-
perative for al clinicians that work with
adolescents to screen for and diagnose
depression appropriately. A developmen-
tally sensitive, biopsychosocial approach
should be implemented with regard to both
evaluation and treatment in order maxi-
mize its efficacy and to assure that adoles-
cents reach their full potential. Early and
aggressive intervention will improve re-
sponse and long-term prognosis and likely
have significant lifelong impact.

Abraham S Bartdl, MD, MBA is an

Assistant Professor of Psychiatry & Pedi-
atrics at the Mount Snai School of Medi-
cine and the Director of Clinical Services
for the Division of Child and Adolescent
Psychiatry and the Mount Sinai Medical
Center.

Dr Zvi S Weisstuch is a Clinical In-
structor of Psychiatry & Pediatrics at the
Mount Sinai School of Medicine and an
Attending Psychiatrist in the inpatient
Child & Adolescent unit at the Mount Snai
Medical Center
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Family Service

of

Westchester

Strengthening Individuals, Families and Children
Since 1954

Adoption & Children’s Services
Big Brothers & Big Sisters
Youth Services
Family Mental Health
ADAPT - A Different Approach For Parents & Teens
Camp Viva & Project Care
Home Based Services
Senior Personnel Employment Council
My Second Home ~ Adult Day Program
EAP & Elder Care ~ Corporate Programs

www.fsw.org

One Summit Avenue * White Plains * New York

914-948-8004

Mental Health Association
of Rockland County

E

-—w
“Working For The Community’s Mental Health”

845-639-7400

20 Squadron Boulevard . New City . NY
visit us at: www.mharockland.org

PUTNAM FAMILY SUPPORT
AND ADVOCACY, INC.

Call 845-225-8995 for family-to-family support,
information, and referrals to help kids
at risk, in crisis, and/or with special needs.

73 Gleneida Avenue, Carmel, NY 10512
A NY State not-for-profit corporation. Contributions are tax deductible.

The Guidance Center Offers Unique
Vocational Training Opportunity

ARTWORKS isa socially-responsible retail store located in

Mamaroneck, managed and staffed by adults with special needs, selling fine
crafts and art by people with special needs.

ARTWORKS is currently seeking individuals with disabilities in-
terested in obtaining vocational fraining in graphic arts, computerized de-
sign, and sales and management skills, as well as artists with special needs
who wish to sell their art and crafts on consignment.
Contact Cristina Boardman for details.
Sponsored by Verizon

Eeaive. —

Wednesdays, Fridays,
Saturdays & Sundays:
12 PM—5 PM
Thursdays: 2 PM—7 PM

628 Mamaroneck Ave.
Mamaroneck, NY
(914) 632-7600 x 220
cboardman@tgcny.org

The Guidance Center is a health and human services organization that provides
services to individuals with disabilities.. Artworks is a Guidance Center vocational program.

This Detects

Smoke AT
We Detect — —
Smokescreens S

Housing discrimination
Isn’t always obvious.

These are the kinds of
smokescreens you might run into:

“Sorry, we 've changed our minds
about selling.”
“We just rented that apartment.”

“It doesn’t look like you qualify
for the loan.”

EQUAL HOUSING
DOPPORTUNITY

Fair Housing
is the Law!

WESTCHESTER
RESIDENTIAL
OPPORTUNITIES

470 Mamaroneck Ave., Suite 410
White Plains, NY 10605
T: 914-428-4507 ext. 306
F: 914-428-9455
WWW.WROINC.ORG
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Alternative from page 11

adolescents who are depressed enough to
be suicidal. They are asfollows:

e Lack of concern about personal wel-
fare including experimentation with
medication, accepting dares from
friends, reckless driving, and self mu-
tilation (carving intials, etc. into the
skin);

e Changesin social patterns including
radica changes in cooperation at
home, changes in long-term friend-
ships, dropping out of activities, be-
coming argumentative at school and at
work, “hanging out” with a group of
kids who are involved in illegal or
immoral activities,

e Declinein school achievement result-
ing from preoccupation with suicidal
thoughts as a result of depression,
failure to do any homework, etc.

e Difficulty in concentrating resulting
in less and less ability to focus on
logical problem solving and reason-
ing, and, as confusion escalates, more
and more fixation on suicide as being
the only viable alternative;

e Altered eating and deeping patterns
— any dramatic change in eating more
or eating less, or deeping more or
deeping less, offers strong evidence
that something may be wrong and
needs to be addressed;

e Attempts to put personal affairs in
order or to make amends (occurring
when the adolescent has made the
final decision on a suicide plan) is
recognized by an adolescent begin-
ning to apologize for hurtful actions,

reestablishing old friendships, and/or
giving away prized possessions;

e Use or abuse of alcohol or drugs
resulting in decreased ability to cope,
lessening of impulse control, and de-
creased ability to communicate accu-
rately;

e Unusual interest in how others are
feeling resulting in inordinate interest
in the pain of others which tends to
mask their own pain;

e Preoccupation with death and vio-
lence themes manifested by obsessive
interest in reading books or poetry
about death, violence or suicide, writ-
ing stories about death, dying and
loss, drawing or sketching destructive
or violent pictures, watching movies
that portray self-destruction or vio-
lence towards others;

e Sudden improvement after a period
of depression appearing to indicate
resolution of the problem, but actually
many times indicative of a concrete
plan for suicide resulting in a feigned
happiness and contentment because
the decision is made, and will be car-
ried out in the near future; and

e Sudden or increased promiscuity
resulting in increased sexua activity
to lessen feelings of isolation and re-
focus attention away from suicida
ideation.

Many adolescents will not be able to
talk openly about their problems or give
definite verba hints that they are consider-
ing suicide. But there are always verbal
cues which can be a window to self-
destructive intentions.  Comments can
range from a direct statement such as“I’'m

going to kill myself”, to more subtle state-
ments such as “I'm tired of all this, | just
want it to end,” or “She'll be sorry for the
way she has treated me,” or “You won't
have to worry about me anymore...” etc.
The most important thing any adult can do
when an adolescent says something that
could be interpreted in a number of differ-
ent ways, is to ask what the person means.
Never assume that things are okay, and
never minimize the feelings expressed.
Often an adolescent who is not particularly
communicative or expressive, will say
something in hopes that someone will pick
it up and provide assistance.

There are two main avenues in treat-
ment: psychotherapy and medication.
Sometimes both may be required concur-
rently. For mild depression in teenagers,
supportive psychotherapy with active lis-
tening and advice and encouragement and
referral to community agencies for acohol
and substance abuse is indicated. Formal
family therapy may also be required to dea
with specific problems and issues.  For
more serious or longer term depression,
medication is indicated and may well be
life-saving. It isimportant that the medica-
tion be given for at least four to six weeks,
and that dosages be monitored carefully for
best results.

It is widely believed that 90% of al
adolescents suffering from depression,
who successfully complete suicide, gave
some kind of cues to people around them
before their attempt. If we each become
attuned to listen carefully to teenagers, and
to pay attention to the hints they drop, as
well as to any changes in behavior, we
may well save a life. One of these lives is
depicted below in her own words.

Kim's Story

Adolescent suicide is a redlly sad thing
to hear about. Having a precious life taken

from you is traumatic. My name is Kim-
berly, and | have had to deal with adoles-
cent suicide from two different starting
points. Hereismy story.

| was 14 years old and in the 8" grade
when my brother of 16 committed suicide.
He was a bright kid with a lot of potential.
Clinton knew so much about everything,
and was learning the fine line of Chinese.
There were no signs before it happened.
Keeping to himself was normal, so it didn’t
phase me or my parents. On April 2, 2000,
my brother decided he was going to take
his life and shot himself in the head with
one of our father's guns. He thought it to
be a way out — a permanent solution to a
temporary problem. Too bad it was not a
solution.

For along time, | made myself believe
that | had dealt with the pain, but | hadn't.
Two years later, when | was 16 years old, |
made my first suicide attempt. | couldn’t
deal with living without my brother any-
more. I'd like to share a personal poem
that was written two months before | be-
came avictim of suicide.

These are my innermost feelings that |
didn’'t even acknowledge. | ended up at a
psychiatric hospital for aweek and a half.

Suicide does not solve anything. | have
had to go through a lot because of my at-
tempt. Nothing istoo bad that you have to
take your life. A quote that someone once
told me was. “Everything's okay in the
end. If it'snot okay, it’s not the end.” Stay
strong and don’t ever give up on yourself
or other people. If you need someone to
talk to, find someone you can trust. Don't
be afraid to open up. Do something you
enjoy doing until your mind is off of suici-
dal thoughts.

If your friend is contemplating suicide
and you know about it, do something to
help.

Don’'t stay quiet. Let someone know.

Y ou could save someone’slife.

NIMH from page 34

e Fedlings of worthlessness or inappro-
priate guilt

e Difficulty concentrating

e Recurrent thoughts of death or suicide

Five or more of these symptoms must per-
sist for 2 or more weeks before a diagnosis
of major depression isindicated.

Signs That May Be Associated with
Depression in Children and Adolescents

e  Frequent vague, non-specific physical
complaints such as headaches, muscle
aches, stomachaches or tiredness

e Frequent absences from school or
poor performance in school

e Tak of or efforts to run away from
home

e  OQuthursts of shouting, complaining,
unexplained irritability, or crying

e Being bored

e Lack of interest in playing with
friends

e Alcohol or substance abuse

e Social isolation, poor communication

e  Fear of death

e Extreme sensitivity to rejection or
failure

e Increased irritability, anger, or hostil-
ity

e  Reckless behavior

e Difficulty with relationships

While the recovery rate from a single
episode of magjor depression in children
and adolescents is quite high, episodes are
likely to recur. In addition, youth with

dysthymic disorder are at risk for develop-
ing major depression. Prompt identifica-
tion and treatment of depression can re-
duce its duration and severity and associ-
ated functional impairment.

Screening

There are severa tools that are useful
for screening children and adolescents for
possible depression. They include the
Children's Depression Inventory (CDI) for
ages 7 to 17; and, for adolescents, the
Beck Depression Inventory (BDI) and the
Center for Epidemiologic Studies Depres-
sion (CES-D) Scale. When a youngster
screens positive on any of these instru-
ments, a comprehensive diagnostic evalua-
tion by a mental hedth professional is
warranted. The evauation should include
interviews with the youth, parents, and
when possible, other informants such as
teachers and socia services personnel.

Risk Factors

In childhood, boys and girls appear to
be at equal risk for depressive disorders;
but during adolescence, girls are twice as
likely as boys to devel op depression. Chil-
dren who develop major depression are
more likely to have a family history of the
disorder, often a parent who experienced
depression at an early age, than patients
with adolescent- or adult-onset depression.
Adolescents with depresson are aso
likely to have a family history of depres-
sion, though the correlation is not as high
asitisfor children.

Other risk factorsinclude:

Stress

Cigarette smoking

A loss of aparent or loved one
Break-up of aromantic relationship
Attentional, conduct or learning dis-
orders

Chronic illnesses, such as diabetes
Abuse or neglect

e  Other trauma, including natural disas-
ters

Treatment

Treatment for depressive disorders in
children and adolescents often involves
short-term psychotherapy, medication, or
the combination, and targeted interven-
tions involving the home or school envi-
ronment. There remains, however, a press-
ing need for additional research on the
effectiveness of psychosocia and pharma-
cological treatments for depression in
youth. While data from adults indicate the
need for maintenance treatment after epi-
sode recovery in order to prevent recur-
rences, the value of such treatment in chil-
dren and adolescents has yet to be deter-
mined through research.

Psychotherapy. Recent research shows
that certain types of short-term psycho-
therapy, particularly cognitive-behavioral
therapy (CBT), can help relieve depression
in children and adolescents. CBT is based
on the premise that people with depression
have cognitive distortions in their views of
themselves, the world, and the future.
CBT, designed to be a time-limited ther-
apy, focuses on changing these distortions.

An NIMH-supported study that compared
different types of psychotherapy for major
depression in adolescents found that CBT
led to remission in nearly 65 percent of
cases, a higher rate than either supportive
therapy or family therapy. CBT also re-
sulted in amore rapid treatment response.

Another specific psychotherapy, inter-
persona therapy (IPT), focuses on work-
ing through disturbed persona relation-
ships that may contribute to depression.
IPT has not been well investigated in
youth with depression; however, one con-
trolled study found that IPT led to greater
improvement than clinical contact alone.

Continuing psychotherapy for severa
months after remission of symptoms may
help patients and families consolidate the
skills learned during the acute phase of
depression, cope with the after-effects of
the depression, effectively address envi-
ronmental stressors, and understand how
the young person's thoughts and behaviors
could contribute to a relapse.

Medication. Research clearly demon-
strates that antidepressant medications,
especially when combined with psycho-
therapy, can be very effective treatments
for depressive disorders in adults. Using
medication to treat mental illness in chil-
dren and adolescents, however, has caused
controversy. Many doctors have been un-
derstandably reluctant to treat young peo-
ple with psychotropic medications be-
cause, until fairly recently, little evidence
was available about the safety and efficacy
of these drugsin youth.

see NIMH on page 55
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Researcher Wins NIH Award...without even applying

Nathan Kline Institute
For Psychiatric Research

aniel C. Javitt, M.D., Ph.D,, a

research psychiatrist at the Na-

than Kline Institute for Psychi-

atric Research (NKI), usualy
works diligently over the course of many
months to piece together an application for
the highly competitive federal grant funds
that help support his pioneering work. Dr.
Javitt isone of areatively small number of
young researchers who have devoted their
careers to unraveling the mysteries of
schizophrenia. But like the recipients of
the better-known McArthur  "genius'
awards, Dr. Javitt received an unexpected
surprise one morning.

Dr. Javitt, 45, learned recently that he
was selected as one of 64 new recipients of
MERIT (Method to Extend Research in
Time) awards made though the Nationd

Institute of Mental Health. He is the only
researcher to receive a MERIT award in
the area of clinical neuroscience this year
and is among a group of only five indi-
viduals nationally to receive an award in
the area of psychiatry (the only onein New
York State).

MERIT awardees are selected on the
basis of outstanding individua achieve-
ment and unsolicited recognition by scien-
tific peers, but the selection of the NKI
researcher also reaffirms the Nation Kline
Ingtitute as one of the nation's premier
institutions for state-of-the-art psychiatric
research for individuas affected by neuro-
biological brain disorders.

Based on his competence and produc-
tivity in research, this unusual award will
provide long-term support to Dr. Javitt to
continue and extend his prior efforts to
study the neurobiological bases of behav-
ioral disorders. One of the specia bless-

ings the award confers is that it will allow
the scientist to devote more time to his
work rather than to the tedious process of
writing new grant applications.

Much of Dr. Javitt's work has focused
on examining how glutamate imbalances,
acting on brain NMDA receptors, are in-
volved in schizophrenia. The NKI psychia-
trist's publication reporting this finding
was the second most cited paper in the area
of schizophrenia during the decade of the
90's and has been named a citation classic.
Javitt is also studying the effects of glycine
and D-serine as treatments for the negative
symptoms of schizophrenia.

"These are thefirst treatments that show
promise of addressing the 'negative symp-
toms' of schizophrenia, which may include
lack of motivation, blunted emotions, and
the inability to experience pleasure," com-
ments Robert Cancro, M.D., Director of
NKI. "Finding ways to address these nega-

tive symptoms is as important as treating
the psychotic features of the illness. Nega-
tive symptoms can have a profound affect
on an individua's ability to interact with
others, become and remain gainfully em-
ployed, and live independently in the com-
munity."

Dr. Javitt is Director of the NKI Pro-
gram in Cognitive Neuroscience and
Schizophrenia, and a professor of psychia
try at the New York University School of
Medicine. He currently receives funding
for his work from the National Institute of
Mental Health, the Nationa Institute on
Drug Abuse, the New Y ork State Office of
Mental Hedalth, the Burroughs Wellcome
Fund, and the Stanley Research and Ritter
Foundations. He has previously received
Young and Independent Investigator
Awards from the National Alliance for
Research on Schizophrenia and Depres-
sion.

NIMH from page 54

In the last few years, however, researchers
have been able to conduct randomized, pla-
cebo-controlled studies with children and
adolescents. Some of the newer antidepres-
sant medications, specificaly the selective
serotonin reuptake inhibitors (SSRIs), have
been shown to be safe and efficacious for the
short-term treatment of severe and persistent
depression in young people, athough large
scale studies in clinical populations are still
needed. So far, there are two controlled stud-
ies showing efficacy of fluoxetine and par-
oxetine, respectively. It is important to note
that available studies do not support the effi-
cacy of tricyclic antidepressants (TCAS) for
depression in youth.

Medication as a first-line course of treat-
ment should be considered for children and
adol escents with severe symptoms that would
prevent effective psychotherapy, those who
are unable to undergo psychotherapy, those
with psychosis, and those with chronic or
recurrent episodes. Following remission of
symptoms, continuation treatment with medi-
cation and/or psychotherapy for at least sev-
eral months may be recommended by the
psychiatrist, given the high risk of relapse
and recurrence of depression. Discontinua-
tion of medications, as appropriate, should be
done gradually over 6 weeks or longer.

NIMH has initiated a large-scale, con-

trolled clinical trid at 10 sites across the U.S.
to compare the long-term effectiveness of
fluoxetine, CBT, and the combination of
these interventions for treatment of depres-
sion in adolescents. More information about
thistrial, called the Treatment of Adolescents
with Depression Study (TADS), and others
can be found through the Clinical Trials page

of the NIMH web site at
http://www.nimh.nih.gov/studies/index.cfm.
Talking With Parents

It is very important for parents to under-
stand their child's depression and the treat-
ments that may be prescribed. Physicians can
help by talking with parents about their ques-
tions or concerns, reinforcing that depression
in youth is not uncommon, and reassuring
them that appropriate treatment with psycho-
therapy, medication, or the combination can
lead to improved functioning at school, with
peers, and at home with family. In addition,
referring the youth and family to a mental
health professional and to the information
resources listed at the back of this publication
can help to enhance recovery.

Other Types of Depression
in Children and Adolescents

Bipolar Disorder

Although rare in young children, bipolar
disorder—also known as manic-depressive
illness—can appear in both children and

Passages from page 36

At our program we assess each youngster
to determine his/her ability “to learn” and
ingtitute a cognitive remediation program
tailored to the youngster’s needs. Successin
learning improves with improved cognition.
Concentration, following directions, com-
pleting tasks and staying focused on the out-
come improves aong with self-confidence
and self-esteem.

Abuse and Neglect. Other factors affect-
ing the teens' emotiona stability are: a high
incidence of substance abuse, physical and
sexual abuse, teens living in single parent
households with little supervision, and a high
percentage living in adoptive or kinship ar-
rangements, often due to the death of a par-
ent or because they have been physicaly
abandoned. Of the participants enrolled in
“PASSAGES,” 82% were exposed at some
point in their lives to the trauma of violence
or sexual abuse, 35% live with a caretaker

other than a parent, and 18% have experi-
enced the loss of a parent due to AIDS, vio-
lence or substance abuse.

These problems can contribute to socia
alienation. Teens in an effort to get needed
attention and acknowledgement may get
involved in gangs or engage in promiscuous
sexua behavior. The “PASSAGES’ pro-
gram helps them to see that counselors and
peers are interested in their issues, listen to
them when they need to tak, and that to-
gether they can solve problems. Participa
tion in the program allows them to focus on
emotional intimacy and bonding.
“PASSAGES’ and support from the Coun-
seling Center helps our participants reduce
their contacts with destructive peers in the
community. They begin to see the value of
setting goals for the future and eventually
they start to explore career options. Reha-
bilitation combined with treatment works,
and hopereplaces depression and despair.

adolescents. Bipolar disorder, which involves
unusua shifts in mood, energy, and function-
ing, may begin with either manic, depressive,
or mixed manic and depressive symptoms. It
ismore likely to affect the children of parents
who have the disorder. Twenty to 40 percent
of adolescents with major depression develop
bipolar disorder within 5 years after depres-
sion onset.

Existing evidence indicates that bipolar
disorder beginning in childhood or early
adolescence may be a different, possibly
more severe form of the illness than older
adolescent- and adult-onset bipolar disorder.
When the illness begins before or soon after
puberty, it is often characterized by a con-
tinuous, rapid-cycling, irritable, and mixed
symptom state that may co-occur with dis-
ruptive behavior disorders, particularly atten-
tion deficit hyperactivity disorder (ADHD) or
conduct disorder (CD), or may have features
of these disorders as initia symptoms. In
contrast, later adolescent- or adult-onset bi-
polar disorder tends to begin suddenly, often
with a classic manic episode, and to have a
more episodic pattern with relatively stable
periods between episodes. There is aso less
co-occurring ADHD or CD among those with
later onset illness.

Bipolar Disorder: Manic Symptoms

e Severe changes in mood—either ex-
tremely irritable or overly silly and

elated
e Overly-inflated self-esteem; grandiosity
e Increased energy

e Decreased need for deegp—able to go
with very little or no deep for days
without tiring

e Increased talking—talks too much, too
fast; changes topics too quickly; cannot
be interrupted

e Distractibility—attention moves con-
stantly from one thing to the next

e Hypersexuality—increased sexual
thoughts, feelings, or behaviors; use of
explicit sexud language

e Increased goal-directed activity or
physical agitation

e Disregard of risk—excessive involve-
ment in risky behaviors or activities

A child or adolescent who appears to be
depressed and exhibits ADHD-like symp-
toms that are very severe, with excessive
temper outbursts and mood changes, should
be evaluated by a psychiatrist or psychologist
with experience in bipolar disorder, particu-
larly if there is afamily history of the illness.
This evaluation is especialy important since
psychostimulant medications, often pre-
scribed for ADHD, may worsen manic

see NIMH on page 57

SEVERE DEPRESSION
WITH IRRATIONAL THOUGHTS

Physicians at the Weill Medical College
of Cornell University are investigating treatments
for patients who have severe depression with
irrational thoughts. If you, or someone
close to you, are suffering from these symptoms
and would be interested in learning more about
our research, please telephone

Michelle Gabriele, MSW (914)997-8681
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Human Devel opment
Services of Westchester

Creating Community

e Human Development Services of Westchester serves adults and families who are
recovering from episodes of serious mental illness, and are preparing to live in-
dependently. Some have had long periods of homelessness and come directly
from the shelter system

e Inthe Residential Program, our staff works with each resident to select the level
of supportive housing and the specific rehabilitation services which will assist
the person to improve his or her self-care and life skills, with the goa of return-
ing to a more satisfying and independent lifestyle.

e TheHousing Services Program, available to low and moderate income individu-
als and families in Post Chester through the Neighborhood Preservation Com-
pany, includes tenant assistance, eviction prevention, home ownership counsel-
ing, landlord-tenant mediation and housing court assistance.

e Hope House is a place where persons recovering from mental illness can find the
support and resources they need to pursue their vocational and educational goals.
Located in Port Chester, the Clubhouse is open 365 days a year and draws mem-
bers from throughout the region.

Human Development
Services of Westchester H Ope H ouse
930 Mamar oneck Avenue 100 Abendroth Avenue

Mamaroneck, NY 10543

(914) 835 - 8906

Port Chester, NY 10573

(914) 939 - 2878

Mental Health Association

In Putnam County, Inc.
1620 Route 22

_'m 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
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“Serving families through

advocacy, education and support” <
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You are not alone!

NAMI of Westchester, Inc.
101 Executive Blvd.
Elmsford, NY 10523
(914) 592-5458

NAMI-FAMILYA of Rockland, Inc.
P.O. Box 208

Spring Valley, NY 10977

(845) 356-2358
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Job Opening
Desktop Publishing
(Knowledge M S Publisher, etc.)

Mental Health News - White Plains, NY

Fax Resume: (914) 948-6677
E-mail Resume: mhnmail @aol.com

“Search for Change has been rebuilding lives for more than
25 years and continues to be amajor force that provides a
safe haven for individuals recovering from mental illness.”

. Residential Services

« Career Support Services

. Private Case Management
« 24 Hour Staff Support

“Rebuilding lives

and strengthening

communities since
1975.”

95 Church St., Suite 200
White Plains, NY 10601
(914) 428-5600 fax: (914) 428-5642
Or visit us on the web at www.searchforchange.com

INFOPSYCHLINE,

A SERVICE OF THE PSYCHIATRIC SOCIETY OF WESTCHESTER

914-96/7-6810

This is an information ‘andireferraliservice sponsored by the Westchester
District Branch of the. American Psychiatric Association.

Psychiatrists of this organization are dedicated to providing treatment for
mental disorders and advocating for equal health care for mental
and physical conditions.

If you need information about psychiatry or assistance in finding
a psychiatric physician - please call us.

THE PSYCHIATRIC SOCIETY OF WESTCHESTER
555 THEODORE FREMD AVENUE » SUITE B-100 « RYE « NEW YORK
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symptoms. There is also limited evidence
suggesting that some of the symptoms of
ADHD may be a forerunner of full-blown
mania.

The essentia treatment for bipolar disor-
der in adults involves the use of appropriate
doses of mood stabilizing medications, typi-
caly lithium and/or valproate, which are
often very effective for controlling mania
and preventing recurrences of manic and
depressive episodes. Treatment of children
and adolescents diagnosed with bipolar dis-
order is based mainly on experience with
adults, since as yet there is very limited data
on the safety and efficacy of mood stabiliz-
ing medications in youth. Researchers cur-
rently are evaluating both pharmacological
and psychosocial interventions for bipolar
disorder in young people.

Bipolar Disorder: A Warning About
Antidepressants and Psychostimulants

Using antidepressant medication to
treat depression in a person who has bipo-
lar disorder may induce manic symptoms
if it is taken without a mood stabilizer,
such as lithium or valproate. In addition,
using psychostimulant medications to
treat ADHD or ADHD-like symptomsin a
child or adolescent with bipolar disorder
may worsen manic symptoms. While it
can be hard to determine which young
patients will become manic, there is a
greater likelihood among children and
adolescents who have a family history of
bipolar disorder. If manic symptoms de-
velop or markedly worsen during antide-
pressant or stimulant use, a child psychia-
trist should be consulted, and treatment

for bipolar disorder should be considered.
Physicians should be aware of the signs
and symptoms of mania so that they can
educate families on how to recognize these
and report them immediately.

Valproate Use

According to studies conducted in Finland
in patients with epilepsy, valproate may in-
crease testosterone levels in teenage girls and
produce polycystic ovary syndrome in
women who began taking the medication
before age 20.39 Increased testosterone can
lead to polycystic ovary syndrome with ir-
regular or absent menses, obesity, and abnor-
mal growth of hair. Therefore, young female
patients prescribed valproate should be
monitored carefully.

Dysthymic disorder (or dysthymia)

This less severe yet typically more
chronic form of depression is diagnosed
when depressed mood persists for at least
one year in children or adolescents and is
accompanied by at least two other symptoms
of major depression. Dysthymia s associated
with an increased risk for developing major
depressive disorder, bipolar disorder, and
substance abuse. Treatment of dysthmia may
prevent the deterioration to more severe ill-
ness. If dysthymia is suspected in a young
patient, referral to a mental health specialist
is indicated for a comprehensive diagnostic
evaluation and appropriate treatment.

This Article: Depression in Children and
Adolescents - A Fact Sheet for Physiciansis
by The National Institute of Mental Health
Publication No. 00-4744, September 2000,
for a list of references can be found at their
website, www.nimh.nih.gov
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WICS

Westchester Jewish
Community Services

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
& 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

MUY,
PUTNAM

ca sl

Opportunities to Heal Grow and Recover

Putnam Family & Community Services is:

Accessible
Open Mon-Thurs 8am-9pm
Fri. 8am-6pm - Sat 9am-5pm

Welcoming
Offering professional treatment

in a healing environment

Affordable
PFCS does not deny treatment to
anyone because of inability to pay

Caring
Our services treat
each person as awhole

Comprehensive

Prevention, treatment, rehabilitation and self help including:
Mental health and chemical dependency counseling for all ages
Psychiatric evaluations and medication management
Crisis Intervention
Recovery and rehabilitation through Continuing Day Treatment
Advocacy and linkage through Case Management

1808 Route Six Carmel, New York

(845) 225-2700

We’re Also on the Web: www.edrecoverycenter.org

Since 1993, CEDaR has been providing expert care in the
treatment of Eating Disorders and other self-harm behaviors. We
are a team of highly qualified and dedicated professionals who
are trained to treat the many causes of Eating Disorders. Treating
Eating Disorders is serious work. There is no one reason why
someone develops an Eating Disorder.

Trust professionals who specialize.

Vs
Center (faﬁ féb‘/)g/ Disorder /ewwe/y, FC

1075 Central Park Ave/Suite 412, Scarsdale - 914-472-4019
67 South Bedford Road, Mt. Kisco * 914-244-1904
99 Main Street, Nyack » 845-348-7660

) She Conter for Carcer Sucodom
for

NYS Dept of Education Licensed Business School
DSS One-Stop Workforce Training Provider

SSA Ticket-to-Work Employment Network
DCMH Drop-in Center/Case Mgmt./Advocacy
Microsoft Certified Office User Training Center
VESID ‘Employment Network” Partner

914-288-9763

www.Freecenter.org
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fluoxetine (Prozac) and paroxetine
(Paxil). Except for lower initial doses,
the administration of SSRIs in adoles-
centsis similar to that for adult patients
with a recommended duration of at
least four weeks. In the absence of ado-
lescent relapse studies and considering
the adult literature, teens with two or
three episodes of major depression are
recommended to receive maintenance
treatment for at least 1 — 3 years. Teen-
agers with a diagnosis of both depres-
sion and anxiety can be acutely agi-
tated, requiring an anti-anxiety medica-
tion, such as diazepam (Valium) or
aprazolam (Xanax), rather than waiting
the several weeks needed for an SSRI
to relieve symptoms.

There is a pressing need for addi-
tional research on the effectiveness of
psychosocial and pharmacological
treatments for depression in youth. Un-

der the FDA Modernization Act (1997),
manufacturers of selected medications
already approved for use in adults, but
also prescribed to youths, will need to
provide studies in the pediatric popula-
tion. Because of these regulations, sev-
eral trials of other SSRIs and norepi-
nephrine serotonin reuptake inhibitors
(NSRIs) are ongoing. Recruitment of
subjects for clinical trials and the lack
of an adequate research infrastructure
limit the pace of new research in this
area. Both industry-sponsored and fed-
erally funded research has been ham-
pered by recruitment difficulties. This
is not because of a lack of adolescents
with depression, rather it may reflect
differences in access to care, with many
patients being treated by primary care
physicians or not at all.

This article is an excerpt from
“ Adolescent Depressive Disorders,”
originally published in the NARSAD
Research Newsletter, Vol. 13, Issue 3,
Fall 2001.

stomach aches or tiredness

Being bored

Alcohol or substance abuse

NARSAD FACT SHEET

Depressive Symptoms in Adolescence

e Vague, non-specific physical complaints such as headaches, muscle aches,
Absences from school or poor performance in school

Talk of, or efforts to run away from home

Outbursts of shouting, complaining, unexplained irritability or crying

Lack of interest in playing with friends

MinoTech Engineering

Providing Technical & General Management Consulting Services

We Provide The Following Services:

Scientific & Technical Development « Product & Process
Development « Manufacturing Engineering & Process
Improvement « Intellectual Property Management ¢
Technology Transfer & Commercial Development ¢ Business
Process Optimization

You Will Achieve Results You Can Measure:

New & Improved Products ¢ Enhanced Sales ¢ Business
Growth & Expansion ¢ Cost Reduction « Enhanced Competitive
Position « Streamlined Operations ¢ Patent Protection ¢ Licensing
» Competitive Knowledge « Expanded Markets ¢ Joint Venture
Development ¢ Partnerships ¢ Profit Enhancement « Improved
Financial Control « Improved Personnel Management
» Compete Successfully

We Target The Following Industries:

Life Sciences * Glass & Ceramics ¢ Optics/Telecommunications
* Process Technology & Advanced Materials
* Energy ¢ Manufacturing

Contact Us At:

(978) 474-8034 (978) 475-4047 fax
e-mail: customerservice@minotechconsulting.com
www.minotechconsulting.com

Saocial isolation, poor communication
Fear of death

Extreme sensitivity to rejection or failure
Increased irritability, anger or hostility

Reckless behavior
Difficulty with relationships

Poor self-efficacy (helplessness)

Recklessness
Impulsivity

Increased energy

without tiring

not be interrupted

plicit sexual language

Adolescent Depressive Disorders are Common and Potentially Fatal

Major depression affects approximately 4 - 8 percent of adolescents.
Within 5 years of the onset of major depression, 70 percent of depressed
youths will experience a recurrence.

e Depression in young people often co-occurs with other mental disorders, most
often anxiety, disruptive behavior or substance-abuse disorders.

e Longitudinal follow-up studies estimate that 20 - 25 percent of depressed ado-
lescents will develop a substance-abuse disorder.

e Asmany as5 - 10 percent of adolescents will complete suicide within 15
years of their initial episode of major depression.

e Although adolescent depression is twice as common in girls as boys, in post-
puberty (ages 15-19), the male suicide rateis 5 times that of the female rate.

Common Characteristics Among Adolescents Who Commit Suicide

Pessimism about the future, manifested as hopel essness

Poor self-esteem, expressed as worthlessness

Manic Symptomsin Adolescence

Severe changes in mood — either extremely irritable or overly silly and elated
Overly-inflated self-esteem; grandiosity

Decreased need for sleep — able to go with very little or no sleep for days
e Increased talking — talks too much, too fast; changes topics too quickly; can-

Distractibility — attention moves constantly from one thing to the next
Hypersexuality — increased sexual thoughts, feelings or behaviors; use of ex-

Increased goal -directed activity or physical agitation
Disregard of risk — excessive involvement in risky behaviors or activities

Partnership from page 43

The first was initiated in 2000,
shortly after Laurel House completed the
congtruction of its new clubhouse facil-
ity in Stamford, when Laurel House
completed construction on six new hous-
ing units with bond funds from the state
of Connecticut and private funding
through the Housing Development Fund
of South Western Connecticut. The units
provided support services to fifteen
homeless individuals with service dol-
lars provided by the Dept. of Mental
Health and Addiction Services PILOTS
program, United Way and the Fairfield
County Foundation. The new HUD
project will increase the number of indi-
viduals served through Laurel House
supported housing to fifty six people
overdl, aimost al of whom have been
homeless at some point in their past.

Laurel House has been providing
comprehensive support services, includ-
ing emergency shelter, food and support
services to homeless and at-risk indi-
viduals and families since 1984. The
organization operates a variety of “Wrap
Around” support services such as a Food
Cooperative, Financial services for
banking needs, a Thrift Store for furni-
ture and household goods, an evening
Drop-in type Social Program, an eve-
ning Warm line and a double Recovery
Program that assists people who are
dually diagnosed with mental illness and
substance abuse to attend AA and NA
meeting during evening and weekend
hours. Since 1984, Laurel House has

provided maobile outreach services to
individuals in the community who re-
quire continuing support to maintain
their housing. This program was devel-
oped from years of experience with
members who were at risk of hospitali-
sation or behaviours that would jeopard-
ize their housing stability.

The Mutual Housing Association of
South-western CT (MHA) isanationally
recognized housing developer founded
in 1990 with offices in Bridgeport and
Stamford CT. The mission of the MHA
is to develop, finance, own, lease and
manage safe, quality permanently af-
fordable housing for low income and
moderate-income househol ds throughout
Fairfield County. MHA seeks to create a
continuum of housing opportunities for
al sectors of the community and serve
as an ongoing producer of affordable
housing throughout the South-western
region to meet present and future hous-
ing needs.

MHA has extensive experience de-
veloping affordable housing throughout
Fairfield County and is an active partici-
pant in the Connecticut Coalition To
End Homelessness and the Partnership
for Stronger Communities. MHA has
coordinated its activities with state and
local housing authorities and since its
founding MHA has become a regional
organization throughout Fairfield
County with existing housing and new
developments underway that represents
over $38 million of investment in
neighbourhood revitalization
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CALLUS TO
PUT IT ALL
TOGETHER.

Anxiety - Sress - Mood Swings
Changesin Relationships - Lack of Energy
Eating Disorders - Hopelessness - Irritability
Substance Abuse - Sleeplessness - Problemsat Work

If you’re suffering from emotional stress or have any of the above
symptoms prompted by a medical problem, we can help. From toddlers to
seniors, the Behavioral Health Center at Westchester is uniquely qualified

with a comprehensive range of behavioral health services. If you need
counseling, therapy or medication, help is just a phone call away.

To put it all together, ssmply call 914-493-7088

Bl

Behavioral Health Center

70 Years of Caring in Times of Crisis

WESTCHESTER MEDICAL CENTER

WORLD-CLASS MEDICINE THAT'S NOT A WORLD AWAY.

Valhalla, New York 10595 = (914) 493-7000 = Fax (914) 493-7607 = www.wcmc.com






