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Who Will Serve ? 
The Challenge of The Mental Health Workforce 

By John A. Javis 
Director of Special Projects 
Mental Health Association  
of  Nassau County 
 
 

A  few months ago, while my son 
and I were in a fast food res-
taurant, he gave me a big hug 
and said, “Daddy, when I grow 

up I want your job.” When I asked my 
son, if he understood what I did for a liv-
ing, he replied, “You work for an agency 
that helps people have better lives.” 
     As a parent, I was certainly proud of 
my son in his desire to help others. Ser-
vice to others, and leadership, are values 
that I seek to instill in my children.  
     However, what will the mental health 
workforce look like in another ten to fif-
teen years, when my son is ready to begin 
working?  Will I want my son to follow in 
my footsteps? Will he be able to support 
himself (and a family) by working in the 
non-profit mental health field?  
     The current mental health workforce is 
in a state of terrible crisis. Employee turn-
over is high, staffing vacancies are 
lengthy, and staff salary and benefit pack-
ages are generally inadequate. Staff ab-
senteeism, lateness, inability to grasp key 
concepts, and poor work behavior, are 
issues that vex many program supervisors. 

     It seems that they don’t make many 
mental health workers in the mold of Dr. 
Larry Brody anymore. Dr. Larry Brody 
was one of my employees at the Mental 
Health Association of Nassau County.  
For over 60 years, he worked as an educa-
tor, a speaker, and a mental health advo-
cate. He worked for us until he was in his 
late eighties, and came to work the day 
before he died.  

The Mental Health Workforce Crisis 
Is Well Documented 

 
     The 2003 White House “New Freedom 
Commission” on Mental Health, chaired 
by the new NYS Office of Mental Health 
Commissioner Dr. Michael F. Hogan, 
acknowledged that, “serious workforce 
problems exist.” The Commission went 
on to say that it “heard constant testimony 

from consumers, families, advocates and 
public and private providers about the 
‘workforce crisis’ in mental health care.” 
The Commission recommended that “the 
mental health field needs a comprehensive 
strategic plan to improve workforce 
recruitment, retention, diversity and 
skills training.”  
     In New York State, a piece of legisla-
tion entitled the “Quality Workforce Act” 
(A4280 / S657) states that, “Current diffi-
culties in assuring adequate direct services 
recruitment, retention and competence are 
widely reported as the single largest bar-
rier to the growth and sustainability for 
quality community services for persons 
with developmental disabilities, mental 
illness and substance abuse.” 
     In 2006, the Campaign for Behavioral 
Health Transformation In New York State 
document, “Transforming New York’s 
Behavioral Health Care System: A Call to 
Action,” recommended that “staff is ade-
quately compensated to reduce turnover 
and vacancies.” 
     The 2005 Report by the Mental Hy-
giene Task Force to NYS Assemblyman 
Peter Rivera, “An Evaluation of the De-
livery of Mental Hygiene Services in New 
York State” recommended the establishment 
of “workforce enhancement initiatives,”  
 

see The Challenge on page 36 

By Shelly Nortz 
Deputy Executive Director for Policy 
Coalition for the Homeless  
 
  

T wo decades worth of effort have 
finally paid off with the adop-
tion of Timothy's Law in New 
York State. Over the years, vari-

ous coalitions of family members, con-
sumers, mental health professionals, and 
other advocates have pushed for a com-
prehensive mental health parity law - only 
to be met with seemingly insurmountable 
opposition from health plans and small 
business interests.  
     But tireless advocacy coupled with the 
compelling story of Timothy O'Clair for 
whom the law is named, along with the 

efforts of thousands of grass roots sup-
porters and expert lobbying finally won 
the day. Following a week of candlelight 
vigils outside the Governor's office, and 
thousands of calls and emails from across 
the state, the O'Clair family received the 
word they had been waiting to hear 
through four long years: Now that the 
legislation had won unanimous approval 
in both the Senate and Assembly, and 
notwithstanding continued opposition 
from some parties, the Governor had de-
cided to sign the bill.  
     On December 22, 2006 then-Governor 
George Pataki signed Timothy's Law and 
shared a few moments with Timothy's 
family placing a snowflake ornament 
bearing Timothy's school picture on the 
Christmas Tree in the Red Room of the 

Executive Chamber in Albany. Support-
ers, including parents of other children 
lost to mental illness and chemical de-
pendency, shared with the O'Clairs  that 
they thought that Timothy must be smil-
ing at the news. 
     Timothy's Law took effect January 1, 
2007 and applies to most insurance poli-
cies in New York on the day they are is-
sued, renewed, or modified - for most 
policies, the law is presently in effect.  
     Before the law was passed, health plans 
were permitted to discriminate against those 
with mental health needs by charging much 
higher co-payments and deductibles com-
pared with the fees they charge consumers 
for regular medical office visits.  
     Top health plans had in recent years 
begun to restrict coverage to "acute" men-

tal health conditions susceptible to short-
term treatment; excluded coverage for 
chronic mental illnesses; charged a $50 
per visit co-pay for the 4th through 20th 
outpatient mental health visits; and im-
posed 60-day (30 days per year) lifetime 
limits on inpatient psychiatric care.  
     Timothy's Law seeks to remedy these 
barriers to care.  It is named in memory of 
a 12 year-old boy from Rotterdam who 
hanged himself five years ago after being 
denied coverage for care he needed to 
deal with his mental illnesses. His family 
even relinquished custody of Timothy, 
and paid child support to the state, so that 
they could obtain Medicaid to cover his 
treatment costs.  He would have celebrated 
 

see Timothy’s Law on page 43 
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From The Publisher  
The Mental Health Workforce: Saving Those Who Save Us 

By Ira H. Minot, LMSW, Founder 
and Publisher, Mental Health News 
 
 

A n ambulance pulled up to an 
apartment building located on 
Eastchester Road in New Ro-
chelle, New York. This would 

not be that unusual except for the fact that 
the paramedics who rushed into the build-
ing with a stretcher, were not called to 
apartment 1E by the man who lived there 
alone. They were responding to an emer-
gency call placed by a quick-thinking 
psychotherapist from a prominent mental 
health agency in New Rochelle.   
     The man in the apartment was the 
therapists’ client, who had been absent 
from his daily attendance at the agency’s 
day treatment program. Due to his client’s 
absence, the psychotherapist telephoned 
his client (who had a history of depres-
sion) to see if he was all right.  The man’s 
speech was quite slurred, weak and disori-
ented, and the psychotherapist determined 
that he had taken a dangerous overdose of 
his medications. 
     When the paramedics entered the 
man’s apartment they found him lying on 
the bed—incoherent and semi-conscious. 
They took his vitals, put him on the 
stretcher, and rushed him over to the 
nearby hospital emergency room. Once 
medically stabilized, he was discharged to 
a leading local psychiatric hospital, for 
inpatient care.  
     This was to be a turning-point in the 
man’s devastating ten-year battle with 
depression. Having had two prior life-
threatening incidents such as this, the doc-
tors recommended that he remain in inpa-
tient care and undergo electro-convulsive 
therapy (ECT) in a last attempt to break 
the bonds of his long-term depression. 
     After a full course of ECT and inpa-
tient care, the man was finally discharged 
back to his apartment and outpatient pro-
gram he had attended back in New Ro-
chelle. The dark curtain of  his relentless 
depression slowly began to lift after a few 
weeks, and the man seemed to be on the 
road to recovery.  
     This is a true story. Fortunately, for the 
man, it has a happy ending. 
     He continued in treatment and taking 
medication—now realizing he might have 
to do so for the rest of his life. He found a 
new avocation, which would have more 
significance and meaning to his own life 
and mental health. 
     He set out to make a difference in the 
lives of people with mental illness who 
would travel the same difficult road that 
he had. He went on to meet and work with 
the people who he felt were saving the 
lives of people with mental illness, each 
and every day in communities across the 
county, state and nation. He desperately 
wanted to tell their story and to tell what 
he called, “the good news about our men-
tal health community.” 
     I can say this is a true story, because 
the man in the story is a personal friend of 
mine. The happy ending to the story is 
that he went on to become the founder 
and publisher of Mental Health News. 

     This issue of Mental Health News ex-
plores the challenge of the mental health 
workforce. This workforce includes profes-
sional and para-professional staff who pro-
vide direct services to people with mental 
illness and their families. “Professionals are 
individuals who have a master’s level or 
higher degree in psychology, social work, 
counseling, psychiatric nursing, or who 
are psychologists, psychiatrists or related 
professionals. Para-professionals are people 
who have a bachelor’s degree or less or 
who are not human service professionals. 
They have strong intuitive skills about 
people or relate well to others, possess 
good judgment, common sense, are good 
listeners and most often are indigenous to 
the community.” (CMHS, 2000) 
     If you are a recipient of mental health 
services, you are almost always in direct 
contact with psychiatrists, therapists, 
nurses and program coordinators.  How-
ever, there are many others who work 
behind the scenes who are also vital to the 
workings of the mental health community. 
They are the agency directors, program 
supervisors and others that work in an 
administrative capacity to manage the 
operations of mental health agencies. 
     While struggling with a mental illness, 
so many of us owe our lives to people we 
meet along the way. The doctors, thera-
pists, and nurses, play an enormous part. 
However, there are others in the work-
force who help in different ways that are 
not involved with prescribing medications 
or psychotherapy. For example, case-
workers play a vital role in monitoring 
issues related to health coverage, dis-
charge planning and follow-up care. Dur-
ing a long mental illness, you get to meet 
quite a few. Other members of the mental 
health workforce who play vital roles in 
helping people with mental illness are 
from agencies outside of the “clinical 
arena,” yet are important nonetheless. 
     During a difficult or prolonged mental 
illness, people quite often can loose many 
of the things they had going for them dur-
ing their pre-illness life. Things like a job 
or career, savings, a home, a family and 

extended relationships. When these things 
begin to slip away, it is very damaging to 
one’s self esteem, and can feed the fire of 
even deeper despair and hopelessness. It 
is at these times that agencies involved in 
areas such as housing, employment, fam-
ily support, peer counseling and consumer 
advocacy can play a vital role. 
     Housing agencies provide supported 
apartments (Section 8, and Shelter Plus) 
in many communities. However, in many 
states, there are long waiting lists and too 
few units available to house those in need. 
Some areas do not have these agencies at 
all. This is a very unfortunate situation. 
There is nothing more important to a per-
son’s recovery than for them to be able to 
live in a community in safety and with 
dignity. The workforce in the housing 
agency sector provide a life-line for peo-
ple with mental illness. They help to 
monitor how people are doing on a week 
to week basis. Consumer’s are usually 
required to participate in treatment or be 
in a vocational program while living in 
the agency’s housing units. Housing 
agency workers wear many hats including 
counseling, advocacy and referrals to 
other services in the community. 
     Once you are able to leave the hospital, 
you are usually placed (or continue) in an 
outpatient treatment program. However, 
most programs only occupy a part of your 
day. Many communities are fortunate to 
have “clubhouses” and (or) “drop-in cen-
ters.” In my community, there were both. 
Many of these are peer-run or peer-
supported. This means that they are 
staffed by people with mental illness who 
have received some training or have 
gained experience as para-professional 
counselors, advocates, and benefit entitle-
ment experts. There are even new pro-
grams that offer extensive training certifi-
cates in these areas and case-management  
skills, for consumers to move into higher 
levels of employment in mental health 
agencies. Drop-in centers and clubhouses 
provide a lot of caring, acceptance and 

encouragement to people with mental 
illness, in a non-clinical setting. To many 
consumers, this can be a welcome break 
from their daily clinical treatment pro-
gram. Some of the more structured peer-
centers offer courses in computers and 
other activities such as storefront con-
sumer-run businesses, that can help con-
sumers get back into meaningful employ-
ment. They are a place to go, to find 
meaningful friendships, camaraderie, and 
a renewed sense of self—a vital compo-
nent to the recovery process. 
     This issue of Mental Health News is 
devoted to bringing some of the chal-
lenges facing the mental health workforce 
into focus. Through the many articles 
presented in this issue, it is clear that steps 
need to be taken to fortify and support the 
workforce. Funding is critical to provid-
ing competitive salaries, benefits, and cost 
of living adjustments which serve to at-
tract and maintain this vital workforce. 
Many agencies are loosing good people 
because they are attracted to higher sala-
ries and a faster career track in other pro-
fessions. Funding shortfalls also put in-
service training programs, which keep 
staff up to date on the latest methods and 
guidelines, in jeopardy. 
     We want to hold all agencies and their 
staff to the highest ideals of practice and 
accountability. However, this becomes 
increasingly more difficult when federal 
and state funding sources provide bare-
bones budgets for agencies to implement 
patient services. Something has to give, 
and patient care ends up suffering. We 
must not let this continue, and must invest 
in the future of our workforce. We must 
strive to “save those who save us.” 
     We have a wonderful mental health 
community that stands ready to help you. 
I hope you continue to find inspiration 
within the pages of this publication. □ 
 

Good luck in your own recovery  
and NEVER give up trying . 

Wishing You a Wonderful Spring !! 

Ira H. Minot, LMSW 

Mental Health News 
Upcoming Themes and Deadline Dates  

Summer 2007 Issue 
“Child and Adolescent Mental Health” 

Deadline: May 1, 2007  
Fall 2007 Issue 

“Understanding and Treating Bipolar Disorder” 
Deadline: August 1, 2007  

Winter 2008 Issue 
“Understanding Family Mental Health Services” 

Deadline: November 1, 2007  
Spring 2008 Issue 

“Housing for People With Mental Illness” 
Deadline: February 1, 2008 
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Mental Health News 2006 Campaign Raises Vital Funds  
Many Thanks to All of Our Supporters 

Mental Health News Education, Inc., is the publisher of Mental Health News and Salud Mental. 
 

We are an award-winning, nonprofit organization with a vital mission: to provide essential mental health information,  
education, advocacy and resources to people with mental illness, their families and the broader mental health community. 

  
Our mission also includes providing bilingual (Spanish) and culturally sensitive  

mental health education, advocacy and resources to the Hispanic community. 
 

We wish to thank our many contributors listed above, whose support enables us to continue to strengthen our mission  
and broaden our geographic reach. We also want to thank our readers for their continued feedback, guidance and encouragement. 
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Hispanic Mental Health Professionals 
Present Advocacy Awards To 

Friedman and Carrasco 

By The Mental Health  
Association of Westchester 
  
 

T he Association of Hispanic 
Mental Heath Professionals 
(AHMHP) presented the Advo-
cacy Award to White Plains 

Resident Michael Friedman, LMSW, Di-
rector of the Center for Policy and Advo-
cacy of the Mental Health Associations of 
Westchester and New York City. 
     In presenting the award, Israel Garcia, 
MSSW, an AHMHP Board member and a 
staff member of the New York City De-
partment for the Aging, said, “Mr. Fried-
man has been extremely active in the 
community over the years, working with 
numerous advisory and advocacy groups 
at the local, state, and federal levels.  He 
is the author of the Geriatric Mental 
Health Act, which was signed into law 
this past summer of 2006 by former Gov-
ernor Pataki. Mr. Friedman was also 
named to Governor Spitzer transition 
team’s health policy committee.” 
     “Michael Friedman has been a tireless 
advocate for expansion and improvement 
of mental health services for all popula-
tions, including the most underserved,” 
said Carolyn Hedlund, Executive Director 
of the Mental Health Association of 
Westchester, “I applaud Michael’s ac-
complishments and the passion and com-
mitment he brings to this work.”   
     The awards ceremony was a part of 
the 2007 annual meeting of the 
(AHMHP), held at the Consulate General 
of Argentina.  The annual meeting is an 
opportunity for fellow members, commu-

nity leaders, health care providers, and 
other people committed with the mental 
health and well-being of the Latino com-
munity to meet, discuss and share their 
opinions and experiences. 
     The AHMHP’s 2007 Awards were 
presented to five other mental health lead-
ers who are fighting to shape the mental 
health system to better serve New York’s 
significant Latino population. Ms. Majose 
Carrasco was also presented with the 
Mental Health Advocacy Award, along 
with Mr. Friedman. 
     The mission of Mental Health Asso-
ciation (MHA) of Westchester is to pro-
mote mental health in Westchester 
County through advocacy, community 
 

see Awards on page 42 

Israel Garcia & Michael Friedman 

Dr. Michael F. Hogan  
Nominated Commissioner of the  

New York State Office of Mental Health 

Staff Writer 
Mental Health News 
 
 

N ew York State Governor Eliot 
Spitzer has nominated Mi-
chael F. Hogan, PhD, to be 
Commissioner of the New 

York State Office of Mental Health.    Dr. 
Hogan comes to New York from Ohio, 
where he has served as Director of the 
Ohio Department of Mental Health since 
March 1991.  He previously was director 
of  the Connecticut Department of Mental 
Health from 1987-1991.  
     Dr. Hogan chaired the President’s 
New Freedom Commission on Mental 
Health in 2002-2003. He also served from 
1994-1998 on the National Advisory 
Mental Health Council, and as President 
of the National Association of State Men-
tal Health Program Directors from 2003-
2005.  He has co-authored a book and 
several national reports, and written over 
50 journal articles or book chapters. 
     In 2002, Dr. Hogan received the Dis-
tinguished Service to State Government 
Award from the National Governors’ 
Association and the Distinguished Ser-
vice Award from The National Alliance 
for the Mentally Ill.  In 2006, he was re-
ceived a Special Leadership Award at the 
first national meeting of the Campaign for 
Mental Health Reform, and the SPAN 
USA Allies for Action Award from the 
Suicide Prevention Action Network.    
     A graduate of Cornell University, Dr. 
Hogan has also received an M.S. from the 
State University College at Brockport, 
and a Ph.D. from Syracuse University. 

      Dr. Peter C. Campanelli, President 
and CEO of the Institute for Community 
Living, and Chairman of the Board of 
Mental Health News, said, “We are de-
lighted to welcome Dr. Hogan to New 
York State. As one of the nation’s most 
respected and innovative mental health 
professionals, Dr. Hogan’s position as the 
head of the New York State Office of 
Mental Health, will certainly elevate our 
mental health community to the highest 
levels of service and national prominence. 
We look forward to following the pro-
gress of Commissioner Hogan in many 
future issues of Mental Health News.” □ 

Michael F. Hogan, PhD 

By John A. Morris, and Ann McManis 
The Annapolis Coalition 
 
  

T he Annapolis Coalition on the 
Behavioral Health Workforce 
has been engaged in a multi-
year effort to improve training, 

education, recruitment, and retention in 
the mental health and substance use disor-
ders fields.  That work is about to reach a 
watershed with the impending release of 
An Action Plan for Behavioral Health 
Workforce Development – A Framework 
for Discussion.  The report, prepared over 
the past two years by the Annapolis Coali-
tion under a contract with the Substance 
Abuse and Mental Health Services Ad-

ministration (SAMHSA), will be simulta-
neously posted on the SAMHSA 
(www.samhsa.gov) and Coalition 
(www.annapoliscoalition.org) websites in 
the coming weeks.  The report addresses 
issues of workforce development from a 
very broad perspective, including issues 
of recruitment and retention, pre-
employment preparation, and continuing 
education across the spectrum of preven-
tion and intervention in mental and/or 
substance use conditions. 
     The Coalition is not a newcomer to 
this issue, having been active in efforts to 
strengthen the workforce formally since 
2001.  To put the report in context, fol-
lowing is a brief summary of the work 
that led to the Action Plan. 

     Building Momentum. The Coalition’s 
formal work began when 65 individuals 
came together in Annapolis, Maryland, on 
September 10 and 11, 2001, to focus on 
growing concerns that the behavioral 
health workforce was in a state of crisis. 
Those gathered included providers, educa-
tors, persons in recovery, and family ad-
vocates with expertise in both mental 
health care and substance use disorders 
treatment.  These participants adopted a 
very broad definition of workforce that 
encompassed persons in recovery, family 
members, professionals, direct care staff 
without professional training, and other 
health and human services providers, such 
as teachers, emergency room personnel, 
and primary care providers.  This broad 

and inclusive definition of workforce has 
remained a hallmark of the Coalition’s 
work, and is reflected in the action plan. 
     The initial meeting in Annapolis was 
funded by the federal Agency for Health-
care Research and Quality, along with the 
Center for Mental Health Services, and  
was organized by representatives from 
two organizations: the Academic Behav-
ioral Health Consortium (ABHC) and the 
American College of Mental Health Ad-
ministration (ACMHA). With the support 
and encouragement from these latter two 
organizations, The Annapolis Coalition on 
the Behavioral Health Workforce was 
formed as a separate, not-for-profit entity.  
 

see Report on page 44 

Major Report on Behavioral Health Workforce Nears Release 
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NIH Director Welcomes Seven New Members to Advisory Committee 
By The National 
Institutes of Health (NIH) 
 
 

T he National Institutes of Health 
(NIH) has selected seven indi-
viduals to serve as members of 
the Advisory Committee to the 

Director (ACD).  Since 1966, the ACD 
has advised the NIH Director on policy 
and planning issues. 
     “These seven outstanding new mem-
bers to the NIH Advisory Committee to 
the Director join a dedicated team of es-
teemed advisors,” said NIH Director Elias 
A. Zerhouni, M.D. “The NIH relies on the 
willingness of these great minds and the 
efforts of other scientists and public mem-
bers who participate on advisory councils 
and peer-review committees.” 
     The ACD advises the NIH Director on 
policy matters important to the NIH mis-
sion of conducting and supporting bio-
medical and behavioral research, research 
training, and translating research results 
for the public. 
     The new members, who join 13 current 
members of the council, are Catherine D. 
DeAngelis, M.D., MPH, of Chicago, Illi-
nois; Karen A. Holbrook, Ph.D., of Colum-
bus, Ohio; Ralph I. Horwitz, M.D., of Stan-
ford, California; Mary-Claire King, Ph.D., 
of Seattle, Washington; Alan, I. Leshner, 
Ph.D., of Washington, District of Columbia; 
John C. Nelson, M.D., MPH, FACOG, 
FACPM, of Chicago, Illinois; and Barbara 
L. Wolfe, Ph.D., of Seattle, Washington. 

     CATHERINE D. DEANGELIS, M.D., 
MPH, is editor-in-chief of “JAMA”, the 
Journal of the American Medical Associa-
tion; editor-in-chief of Scientific Publica-
tions and Multimedia Applications; and 
Professor of Pediatrics at the Johns Hop-
kins University School of Medicine. She 
received her M.D. from the University of 
Pittsburgh's School of Medicine; her 

MPH from the Harvard Graduate School 
of Public Health (Health Services Ad-
ministration); and her pediatric specialty 
training at the Johns Hopkins Hospital. 
Dr. DeAngelis oversees “JAMA” as well 
as nine “Archives” publications and 
“JAMA” related Web site content. Dr. 
DeAngelis is a past council member of the 
National Academy of Science, Institute of 
Medicine, a Fellow of the American As-
sociation for the Advancement of Science, 
and has served as an officer of numerous 
national academic societies, including 
former chairman of the American Board 
of Pediatrics and chair of the Pediatric 
Accreditation Council for the Residency 
Review Committee of the American 
Council on Graduate Medical Education.   
     KAREN A. HOLBROOK, PH.D., is 
president of The Ohio State University, 
and professor of Physiology and Cell Bi-
ology and Medicine (Dermatology) in the 
College of Medicine. Dr. Holbrook earned 
B.S. and M.S. degrees in zoology at the 
University of Wisconsin-Madison and a 
Ph.D. in biological structure from the 
University of Washington School of 
Medicine. She came to Ohio State from 
the University of Georgia, where she 
served as senior vice president for aca-
demic affairs and provost, as well as pro-
fessor of cell biology and adjunct profes-
sor of anatomy and cell biology and medi-
cine at the Medical College of Georgia. 
Prior to these roles, she served at the Uni-
versity of Florida at Gainesville as vice 
president for research and dean of the 

Graduate School, as well as professor of 
anatomy and cell biology and medicine 
(dermatology). She spent the majority of 
her academic career as a professor of bio-
logical structure and medicine at the Uni-
versity of Washington School of Medi-
cine, where her research focused on hu-
man fetal skin development and genetic 
skin disease. 
     RALPH I. HORWITZ, M.D., is the 
Arthur Bloomfield Professor and chair of 
the Department of Medicine at Stanford 
University. Dr. Horwitz received his M.D. 
from the Pennsylvania State University 
College of Medicine; trained in internal 
medicine at McGill University and the 
Massachusetts General Hospital; and was 
a research fellow in the Robert Wood 
Johnson Clinical Scholars Program at 
Yale. He is internationally known for his 
pioneering research that helped to estab-
lish the field of clinical investigation and 
outcomes research; for his innovative 
programs in the education of physicians 
and the training of physician scientists; 
and his visionary renewal of the social 
contract linking the practice of medicine 
to the civic responsibility of the profes-
sion of medicine. He is an elected mem-
ber of the American Society of Clinical 
Investigation, the Institute of Medicine of 
the National Academy of Sciences, and 
the Association of American Physicians 
(AAP). He recently completed a term as 
president of the American Board of Internal  
 

see NIH Director on page 42 

Elias A. Zerhouni, MD 

By The National Institute  
of Mental Health (NIMH) 
 
 

I t may be in society's and employers' 
best interests to offer programs that 
actively seek out and treat depres-
sion in the workforce, suggests an 

analysis funded by the National Institutes 
of Health's (NIH) National Institute of 
Mental Health (NIMH). A simulation 
based on dozens of studies revealed that 
providing a minimal level of enhanced 
care for employees' depression* would 
result in a cumulative savings to employ-
ers of $2,898 per 1,000 workers over 5 
years. Even though the intervention would 
initially increase use of mental health ser-
vices, it ultimately would save employers 
money, by reducing absenteeism and em-
ployee turnover costs, according to Drs. 
Philip Wang and Ronald Kessler, of Har-
vard University, and colleagues, who re-
port on their findings in the December 
2006 “Archives of General Psychiatry.” 
     “Depression exacts economic costs 
totaling tens of billions of dollars annually 

in the United States, mostly from lost 
work productivity,” noted Wang. “Yet 
we're not making the most of available 
services and treatments. Our study calcu-
lates what employers’ return on their in-
vestment would be if they purchased en-
hanced depression treatment programs for 
their workers.” 
     The analysis simulated an enhanced 
intervention in which master's-level health 
professionals managed the care of a hypo-
thetical group of 40-year-old depressed 
workers diagnosed with depression.  In 
this scenario, after assessments had de-
tected the workers' depression, the care 
managers did further assessments and, 
when necessary, referred the workers for 
treatment in this scenario.  The research-
ers gauged the cost-effectiveness for soci-
ety and cost-benefit to employers, using 
data from existing trials and epidemiol-
ogical studies, including the National Co-
morbidity Survey Replication, a nationally 
representative household survey of 9,282 
U.S. adults, conducted in 2001-2003. 
     The hypothetical workers were as-
signed to either the enhanced care or 

“usual care” -- care-seeking and treatment 
patterns that would normally occur in the 
absence of care management. For both 
groups, treatment was defined in terms of 
visits to either a primary care physician or 
a psychiatrist who prescribed an antide-
pressant. Every three months, the hypotheti-
cal workers’ illness status could change, 
based on depression prevalence, remission 
and ongoing treatment rates, and the prob-
abilities of various outcomes, including in-
creased risk of death by suicide. 
     Using results of recent primary care 
effectiveness trials, the researchers esti-
mated how successful care managers 
might be in helping workers seek out and 
adhere to adequate treatment regimens. 
While the cost-benefit analysis from em-
ployers' perspectives weighed only mone-
tary factors, quality of life figured into the 
cost-effectiveness to society calculation. 
     Savings from reduced absenteeism and 
employee turnover and other benefits of 
the intervention began to exceed the costs 
of the program by the second year, yield-
ing a net savings of $4,633 per 1,000 
workers. These savings were somewhat 

reduced in years 3 through 5, based on 
conservative assumptions that benefits 
wane after care management ceases, while 
increased use of treatments continues. The 
intervention became more expensive than 
usual care (no workplace depression man-
agement) when there was greater use of 
psychiatrists (instead of primary care doc-
tors) or brand-name (instead of generic) 
drugs. It also ceased to be cost-saving if 
employees spent more than 4 hours of 
work time in treatment per 3-month cycle. 
Enhanced care had the most benefit in 
cases of higher-level employees who in-
fluenced the productivity of co-workers. 
     The intervention yielded gains when 
the simulated costs for care were consis-
tent with those charged in the real world, 
suggesting that providing such programs 
for workers “appears to be a good invest-
ment of society's resources,” say the re-
searchers. It will be important to see if the 
findings are replicated in effectiveness 
trials that directly assess the intervention's 
impact on work outcomes, they added. 
 

see Benefits on page 42 

Benefits to Employers Outweigh Enhanced Depression-Care Costs 
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Scientists Find New Genetic Clue to Alzheimer’s Disease 
By The National Institute  
on Aging (NIA) 
 
 

V ariations in a gene known as 
SORL1 may be a factor in the 
development of late onset Alz-
heimer's disease, an interna-

tional team of researchers has discovered. 
The genetic clue, which could lead to a 
better understanding of one cause of Alz-
heimer's, was reported in “Nature Genet-
ics,” and was supported in part by the 
National Institutes of Health (NIH).  
     The researchers suggest that faulty 
versions of the SORL1 gene contribute to 
formation of amyloid plaques, a hallmark 
sign of Alzheimer's in the brains of people 
with the disease. They identified 29 vari-
ants that mark relatively short segments of 
DNA where disease-causing changes 
could lie. The study did not, however, 
identify specific genetic changes that re-
sult in Alzheimer's. 
     Richard Mayeux, M.D., of Columbia 
University, Lindsay Farrer, Ph.D., of Bos-
ton University, and Peter St. George-
Hyslop, M.D., of the University of To-
ronto, led the study, which involved 14 
collaborating institutions in North Amer-
ica, Europe and Asia, and 6,000 individu-
als who donated blood for genetic typing. 
The work was funded by NIH's National 
Institute on Aging (NIA) and National 
Human Genome Research Institute 
(NHGRI), as well as by 18 other interna-
tional public and private organizations. 
     “We do not fully understand what 
causes Alzheimer's disease, but we know 
that genetic factors can play a role,” says 
NIA director Richard J. Hodes. M.D. 

“Scientists have previously identified 
three genes, variants of which can cause 
early onset Alzheimer's, and one that in-
creases risk for the late onset form. This 
discovery provides a completely new ge-
netic clue about the late onset forms of this 
very complex disease. We are eager to in-
vestigate the role of this gene further.” 
     Scientists think that in Alzheimer's 
disease, amyloid precursor protein, or 
APP, is processed into amyloid beta pro-
tein fragments that make up plaques in the 
brain. The researchers began their search 
for genetic influences amid a group of 
proteins that transport APP within cells, 
looking for small changes, or 

“misspellings,” in seven genes involved in 
moving APP within cells.  
     To start, the scientists combed two 
large data sets of genetic information 
from families in which more than one 
person has Alzheimer's disease. They 
were soon able to see that many of the 
families with Alzheimer's had variations 
in the SORL1 gene but not consistently in 
any of the other six genes.  
     They then expanded their search to 
genetic data sets from families of North-
ern European, Caribbean Hispanic, Cau-
casian, African American, and Israeli 
Arab heritage for changes in the SORL1 
gene. Again, they found same association 

between SORL1 variations and Alz-
heimer's disease. Searching additional 
data sets provided by Steven Younkin, 
M.D., Ph.D., of the Mayo Clinic further 
confirmed the association of SORL1 
variations and Alzheimer's. 
     “We are seeing the gene implicated in 
multiple data sets, across ethnic and racial 
groups,” says Farrer. He adds that the 
group was “encouraged and excited” by 
cell biology experiments that demonstrate 
SORL1's role in production of beta amy-
loid fragments.  
     Examining blood cells from people 
with and without Alzheimer's, the re-
searchers found less than half the level of 
SORL1 protein in people with Alz-
heimer's compared to people without the 
disease. In laboratory experiments, they 
found that altering the levels of SORL1 
changed the way APP was moved around 
in cells, with low levels of SORL1 result-
ing in increased production of amyloid 
beta fragments while high levels de-
creased production. However, the re-
searchers note, other genetic and non-
genetic factors are likely to affect SORL1 
production in people, and more research is 
needed to determine the how different ver-
sions of the SORL1 gene influence produc-
tion of the harmful protein fragments.  
     NIA and NHGRI support a number of 
studies looking at genetic factors that may 
be involved in Alzheimer's disease. For 
information on the NIA Alzheimer's Dis-
ease Genetics Study, which is currently 
recruiting volunteers from families with 
two or more siblings affected by late onset 
Alzheimer's disease, visit the study web 
site, www.ncrad.org, call 1-800-526-
2839, or email alzstudy@iupui.edu. □ 

 

Staff Writer 
Mental Health News 
 
 

C onsumer Connections, a pro-
gram of the Mental Health As-
sociation in New Jersey, has 
been awarded the 2006 Con-

sumer Innovation Programming Award by 
The Annapolis Coalition on the Behav-
ioral Health Workforce, a not-for-profit 
organization committed to improving the 
quality and relevance of workforce train-
ing and education in behavioral health and 
the effectiveness of recruitment and reten-
tion. As a result of being recognized, Con-
sumer Connections will be added to the 
Coalition’s Registry of Innovative Prac-
tices in Workforce Development, identify-
ing it as a national best practice. 
     The Annapolis Coalition initiative 
spans the treatment and prevention of 

mental health problems, substance use 
disorders, and co-occurring mental and 
addictive disorders.  Winners of their In-
novation Awards were evaluated on the 
degree to which the program successfully 
addresses an important element of behav-
ioral health workforce education, training, 
recruitment or retention, novelty of ap-
proach, transferability and effectiveness 
of the program.     
     Consumer Connections demonstrates 
that mental health consumers, with proper 
training, education and support, are able 
to work within the mental health system 
beyond “peer” specified roles, up to and 
including case-management. Since 1997, 
over 1,000 consumers have participated in 
the program with a remarkable 65% of 
participants becoming employed within 
NJ’s mental health system. Consumer 
Connections developed a 90 hour curricu-
lum, combined with a 2000 hour practi-

cum,  to create the Community Mental 
Health Associate certification (CMHA), 
which was specifically designed for men-
tal health consumers.  The CMHA is 
awarded by the Certification Board, a 
state recognized certification organization 
to recognize consumers with skills and 
knowledge equivalent to work at a para-
professional case management level and 
expand options for employers to use con-
sumers in the mental health workforce. 
     Consumer Connections is designed to 
meet the individual needs of consumers 
by providing internship programs and 
ongoing workshops to continually in-
crease skills beyond the initial training 
level.  Monthly Work and Wellness Fo-
rums provide mutual support for consum-
ers transitioning from the role of consum-
ers to the role of consumer providers.  It 
also provides technical assistance and 
consultation to mental health providers to 

deal with workplace issues and stigma 
surrounding consumer providers becom-
ing part of the workforce.   
     In addition to receiving the Annapolis 
Coalition Consumer Programming Inno-
vation Award, Consumer Connections has 
also previously been recognized by the 
National Mental Health Association as its 
Innovative Program of the Year, by Eli 
Lilly as an Advocacy Employment Rein-
tegration Program, the National Associa-
tion of County Behavioral Health Direc-
tors, the US Department of Labor, and 
most recently the Commonwealth Fund. 
     The Mental Health Association in New 
Jersey is a private non-profit organization serv-
ing NJ since 1948.  MHANJ strives for mental 
health for children and adults through advo-
cacy, education, training and services.  For 
further information about MHANJ or the Con-
sumer Connections program, call (973) 571-
4100 or visit www.mhanj.org.  □ 

Consumers Trained to Enter Mental Health Workforce 
In Award Winning Program of The Mental Health Association of New Jersey 
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By Carolyn Castelli, APRN, BC 
Nurse Retention Specialist and 
Linda Espinosa, MS, RN,  
Vice President of Patient Care Services 
Payne Whitney Westchester (PPW) 
 
 

A t a recent nursing symposium 
entitled Who Will Care for 
Me? one of the most compel-
ling statistics noted was that by 

2020, the U.S. will face a shortage of one 
million registered nurses1.  
     How is NewYork-Presbyterian Hospi-
tal’s Westchester Division, a behavioral 
health facility in suburban White Plains, 
NY, caring for mentally ill patients and their 
families in the face of this impending crisis? 
     Nursing leaders are responding to this 
dire issue by pursuing creative nurse re-
cruitment and retention strategies, seeking 
to improve the environment in which care 
is provided, and establishing a patient/
family-centric approach to treatment.  
  

About NewYork-Presbyterian,  
Westchester Division: Payne Whitney 

Westchester 
 
     The Westchester Division is one of 
five facilities comprising NewYork-
Presbyterian Hospital (NYPH). While 
behavioral health care is provided at the 
other sites, the Westchester Division’s 
program, known as Payne Whitney West-
chester (PWW), is one of the country’s 
oldest, largest and most renowned center 
for psychiatric care. Since 1894, the Hos-
pital has been committed to serving chil-
dren, adolescents, adults and the elderly 
with psychiatric, behavioral and emo-
tional issues.  
     Located in an idyllic setting on 214-
acres, PWW offers comprehensive outpa-
tient, day treatment, partial hospitalization 
and specialized inpatient programs.  In 
2006, there were 4,100 admissions to the 
inpatient unit (which has a total of 260 
beds) and 45,600 out-patient visits.    
     The nursing staff includes 140 full-
time and part-time registered nurses 
(RNs) as well as 36 “per diem” RNs.    
     With increased attention in the media 
on such nursing specialties as critical and 
emergency care, behavioral health care is 
sometimes overlooked.  As such, NYPH 
management has made it a priority to be 
responsive to nurses who choose this 
field, as well as support efforts in devel-
oping recruitment and retention strategies 
focused on lowering nurse vacancy and 
turnover rates. The initiatives discussed in 
this article are designed and implemented 
by our nurses who are committed to work-
ing with the hospital in addressing this 
critical issue. 
 

Recruitment Strategies 
 
     PWW is facing the challenge of the 
nursing shortage head-on with recruitment 
strategies that begin with competitive 
salaries and benefits, including a $10,000 
per year tuition reimbursement for staff 
matriculated in nursing programs at any 
level. Many recipients choose to work 
here as nurses when they graduate, although 

they are not obligated to do so through the 
tuition reimbursement program. 
     Senior-year nursing students can re-
ceive scholarships in return for a two-year 
commitment to work at the hospital.  A 
summer extern program for nursing stu-
dents provides an intensive 12-week ex-
perience in behavioral health with the 
hope that students will select  this spe-
cialty as their area of practice.   
     PWW offers a loan repayment program 
for qualified new graduate nurses as well as 
a nurse-refresher program for those inter-
ested in re-entering the profession. In addi-
tion, most recently, NYPH began interna-
tional recruitment of nurses from a country 
that does not have a nursing shortage. 
     The Nursing Recruitment and Reten-
tion Council sends nurses to local Middle 
and High Schools to speak to students 
about choosing nursing as a career.  Since 
Westchester County has a growing Latino 
population, this provides an opportunity to 
address the under-representation of Hispanic 
and other minorities in the profession.   
     PWW provides a clinical setting for 
nursing students from many local colleges 
and schools to come and learn.  Working 
with deans and college faculty, PWW 
nurses evaluate and enhance the experi-
ence with the goal of recruiting these stu-
dents to work in behavioral health imme-
diately upon graduation.      
     Flexible scheduling is another offering 
by the hospital as it adds nurse positions 
to the budget. One-half of our units have 
12-hour shifts, and other units are utilizing 
combinations of 8- and 12-hour shifts de-
pending on needs.  Increased staffing leads 
to improved scheduling, improved nurse-
patient ratios, and greater job satisfaction.  
 

Enhancing Environment 
for Patients and Staff 

 
     Enhancing the environment (also re-
ferred to as the “milieu”) in which pa-
tients receive care has been a major focus 
for PWW nurses.  Patients, their advo-
cates, and regulators want to see restraint 

and seclusion free settings. With input 
from clients, staff at PWW have em-
barked on a milieu improvement project 
that seeks to transform care models to 
reduce, if not eliminate, these practices. 
Staff listens and responds to patients via 
interviews and satisfaction surveys.  Be-
havioral programs provide effective struc-
ture and modeling. Cognitive behavior 
therapy programs give patients skills to 
change dysfunctional thoughts and de-
structive behaviors.  The Retreat (for ad-
diction recovery) and The Haven (for 
adults with various diagnoses) provide 
patients with added amenities, such as 
meals prepared by a gourmet chef.  How-
ever, all units are continually striving to 
improve their treatment environments. 
     Nurses today want a work environment 
where they can share leadership and have 
a voice in all aspects of practice. NYPH 
instituted a shared-governance-model 
approach to decision-making that was 
quickly implemented by nurses at PWW. 
The Nursing Research and Publications 
Council is sponsoring a nursing research 
study to determine if the scent of lavender 
can help people sleep during addiction 
recovery.  Insomnia is a nearly universal 
problem for people in recovery, so a non-
addicting, non-pharmacological interven-
tion that works to improve sleep would be 
an important advance.  This is one exam-
ple of how evidence-based practice is 
improving patient care.  
     Research has proved that collaboration of 
physicians and nurses improves patient out-
comes and job satisfaction. A nursing-
sponsored Physician of the Year Awards 
gives high profile to healthy professional 
relationships.  This is an opportunity for our 
nurses to nominate and recognize those phy-
sicians who excel in collegiality, collabora-
tion, and contributions to nursing practice. 
   

Patient-Family Focus 
 
     “Putting Patients First” is the core of 
NYPH’s mission. As 2007 began, PWW 
entered the fourth year of a very active 

and productive affiliation with the Plane-
tree organization. Planetree is a model of 
patient- centered care that focuses on 
healing and nurturing the body, mind and 
spirit, and providing for the patient’s and 
family’s needs.  Through organizational 
transformation, PWW used this model to 
create healing environments in which 
patients are active participants in their 
care.  PWW nurses have embraced this 
model in their treatment of patients and 
families, and this has clearly contributed 
to a steady increase in both patient and 
employee satisfaction. 
     As nurses educate patients and fami-
lies, treatment outcomes improve.  Nurses 
teach patients and their families based on 
evidenced-based information and re-
search. A patient, Joseph, recently shared 
that nurses who teach the weekly patient 
education seminars help him learn how to 
cope with his symptoms and remain stable 
with out-patient treatment services.  
  

Retention Efforts 
 
     From the moment of hire, PWW seeks 
to provide nurses with the support and 
skills they need to be successful.  In con-
junction with classroom and clinical ori-
entation, the Nurse Preceptor Program 
pairs each new nurse with a more experi-
enced Nurse Preceptor.   
     New graduates have a monthly support 
group to assist them during the first year 
of transition, since this is a vulnerable 
time of adjustment to the profession.  The 
Division of Nursing is committed to creat-
ing opportunities to be mentored and to 
mentor throughout the career of a nurse.  
While teaching and mentoring add to the 
workload, nurses report satisfaction in 
facilitating the professional growth of new 
nurses, and helping students and externs 
learn about treating those with mental 
illness.   
     The Nurse Retention Specialist also 
assists in facilitating various retention 
initiatives, including the Career Pathway 
Program.  This program allows for nurses 
to remain in direct patient care while en-
joying increased job responsibility, pro-
motional opportunity, and increased com-
pensation.   One of the Career Pathway 
nurses has been involved in lobbying ef-
forts to urge the NYS legislature to allo-
cate more funds for healthcare education. 
Our Health Education staff provides con-
tinuing education opportunities to assist 
nurses in their growing and changing 
roles. Nurses are encouraged to seek ad-
vanced nursing degrees and become na-
tionally certified as psychiatric-mental 
health nurses.  Many belong to national 
and international nursing organizations, 
publish articles, and seek to advocate for 
change in legislation to promote nursing 
as a profession and improve treatment for 
those with mental illness.  
     The Vice President of Patient Care 
Services meets with new nurses in focus 
groups several months after hire to hear 
their beginning work-related experiences. 
In addition, she provides regularly sched-
uled open-door sessions throughout the  
 

see Nursing Shortage on page 46 
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By Barry B. Perlman, MD 
Legislative Chair and 
Immediate Past President 
New York State Psychiatric Association 
 
 
     In the NYSPA Report in the Summer, 
2006 issue of Mental Health News, Dr. 
Perlman articulated NYSPA’s opposition 
to the proposed civil confinement of 
“sexually violent predators” in state men-
tal hospitals subsequent to their term of 
imprisonment. In this article he places 
that concern in the broader context of the 
political misuse of psychiatry. 
 
 

I t was disappointing to hear Governor 
Spitzer call for the enactment of a 
civil confinement statute for sexu-
ally violent felons in his first State of 

the State Address, just as Governor Pataki 
had done before him. When governments 
resort to the use of their mental health 
systems to solve what otherwise appear to 
be insoluble political or criminal prob-
lems, persons with mental illness and the 
professionals who serve them are dam-
aged. Psychiatrists recall with dismay the 
abuses of psychiatry which have occurred 
worldwide in recent decades. Most famil-
iar to us have been the misuse of the men-
tal health systems by the Soviet Union 
and China. Last year the government of 
Afghanistan made use of psychiatry to 
solve the dicey situation of a capital sen-
tence of a Muslim convert to Christianity. 
Ultimately, the apostate was spared but 
forced from his country. This result was 
realized only by his being declared men-
tally ill. Likewise, the United States has 
looked to its mental health system to 
dodge awkward political situations. On 
the basis of a 5 to 4 Supreme Court deci-
sion, Kansas v. Hendricks (1997), 17 
states passed laws which direct the civil 
confinement of persons convicted of hav-
ing committed a sexually violent offense 
at the conclusion of their prison term. 
New York State, our state, now wishes to 
pass a similar law. 
     Professional psychiatric organizations, 
such as the American Psychiatric Associa-
tion and NYSPA, view such legal 
“hijacking” of the mental health system as 
an assault on the integrity and scientific 
basis of their profession. Looking through 
the dark lens of the Cold War it was easier 
for Americans to be critical of the Soviet 
Union’s corruption of its psychiatric sys-
tem to suppress political dissent than it for 
us today to self-critically note the misuse 
of the system in our country where those 
being effected are societal pariahs. The 
1977 book, “Psychiatric Terror: How So-
viet Psychiatry Is Used to Suppress Dis-
sent”,  describes how the lack of strict 
medical criteria for the diagnosis of men-
tal illness enabled the state to create alter-
nate diagnostic schemes for the purpose 

justifying the commitment of political 
dissidents to special “hospitals” such as 
the infamous Serbsky Institute for Foren-
sic Psychiatry. During that period samiz-
dat  (underground) publications were the 
vehicle by which the abuses were made 
known. In one such publication the 
anonymous author says, “…the blame for 
these outrages lies not in the science but 
those who have seized power in science”. 
In another the psychiatrist Dr. Semyon 
Gluzman reminds the reader that, 
“Psychiatry is a branch of medicine and 
not of the penal law.” Each of these state-
ments is relevant to our concerns about 
the abusive use of civil confinement. The 
approach justified by the majority deci-
sion in Hendricks disingenuously asserts 
that the scheme is not meant as punish-
ment and that there is no requirement that 
the legislature use the term “mental ill-
ness” as “…we have traditionally left to 
legislators the task of defining terms of a 
medical nature that have legal signifi-
cance.” Thus in existing laws dealing with 
sexually violent predators and in the pro-
posed NYS bills the non scientific term 
“mental abnormality”, a legal construct, 
becomes the basis for commitment. The 
question then is whether by generating such 
terminology the legislature is defining a 
pseudo diagnostic scheme about which psy-
chiatrists can claim no special expertise. 
     A NY Times article on 3/17/06 re-
ported the suppression of political dissi-
dents in China by incarcerating them in 
“Ankang”, a special network of forensic 
psychiatric hospitals, often without trial. 
The referenced case was of a prominent 
dissident who spent 13 years in such an 
institution for his ”delusions of grandeur, 
litigation mania, and conspicuously en-
hanced pathological will.”  Human rights 

groups reported that 2 Dutch experts who 
examined the internee found that he did 
not have mental problems justifying his 
commitment. “Dangerous Minds: Political 
Psychiatry in China Today and Its Origin 
in the Mao Era”, published in 2002, de-
tails the misuse of psychiatry for purposes 
of political repression throughout modern 
Chinese history and, since mid-1999, the 
forcible confinement of Falun Gong mem-
bers in mental hospitals. They document 
official inclusion in Chinese psychiatric 
literature of the notion of ‘political dan-
gerousness’ and how it was incorporated 
into official diagnoses and made part of 
the concept of psychiatric dangerousness. 
     In the United States a renowned exam-
ple of the expedient political use of psy-
chiatry was  the commitment of the poet 
Ezra Pound to Saint Elizabeth’s Hospital. 
Pound had been indicted for treason, a 
potential capital offense, for his broad-
casts from Italy during World War II. For 
constitutional reasons a conviction 
seemed unlikely and for that reason prose-
cutors did not challenge Pound’s attor-
ney’s assertion that he was not mentally 
fit to stand trial. He was remanded to a 
psychiatric hospital. Thus did Pound 
avoid conviction and the government em-
barrassment. In similar vein, Attorney 

General Robert F. Kennedy attempted to 
make political use of psychiatry when he 
encouraged the civil commitment of Gen-
eral Edwin Walker, a WWII military hero 
and right wing segregationist, who was 
arrested for resisting and impeding federal 
marshals sent to assure the integration of 
the University of Mississippi by James 
Meredith in 1962. 
     While our country and state should not 
be facilely compared to other nations, 
many totalitarian, which have misused 
their psychiatric systems to silence politi-
cal dissidents, we are in danger addressing 
the criminal problem of sexually violent 
predators, which has become a political 
flashpoint, by wrongly resorting to a psy-
chiatric solution. While some, such as 
Justice Scalia assert that the purposes of 
medicine are not for the profession to 
decide but are rather “a matter for ‘public 
morality,’ the province of elected offi-
cials.”  We dissent and assert that beyond 
the legal boundaries which define our 
practices lie important ethical and historic 
traditions which serve to inform our work. 
Those latter elements lead us to decry mis-
uses of our profession, psychiatry, because it 
diminishes us and those for whom we care. 
Those defining elements are what differenti-
ate a profession from a trade. □ 

Barry B. Perlman, MD 
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By J. David Seay, Esquire 
Executive Director 
NAMI-New York State 
 
 

T he 2007 Legislative season has 
begun in Albany and what a 
new day it is! The Spitzer ad-
ministration has come into of-

fice with lightening speed pushing a re-
form agenda and an aggressive list of pol-
icy aspirations. Health care is both a big 
issue and a big target. 
     However in his first Executive Budget 
released on January 31st, mental health 
advocates were very pleased with the di-
rection he is taking in our field. Funding 
for 2,000 new beds of mental health hous-
ing, more money for research, increased 
funding for treatment of prisoners with 
mental illness as an alternative to the Spe-
cial Housing Units (SHUs), also known as 
“the hole” and “the box” – the 23-hour 
solitary confinement cells. He also put 
$100 million in the Department of Insur-
ance budget to fully implement the first 
year of Timothy’s Law for mental health 
parity in health insurance and health plans. 
He even funded a $2.7 reduction in the Fed-
eral block grant for mental health services.  
     And he hired Dr. Michael F. Hogan as 
Commissioner of the New York State 
Office of Mental Health. Dr. Hogan, for-
merly commissioner in Connecticut, Mas-
sachusetts and Ohio, and former Chair-
man of the President’s New Freedom 
Commission on Mental Illness, is widely 
recognized as about the best mental health 
commissioner in the country. He has a 
good and solid reputation as a transforma-
tional change agent and worked very 
closely with our colleagues in NAMI 
Ohio, including Gloria Walker, Terry 
Russell and Jim Mauro. NAMI-NYS an-
ticipates that kind of relationship with Dr. 
Hogan and we look forward to working 
with him as we continue to pursue our 
mission of improving the lives of all New 
Yorkers affected by the brain disorders 
known as mental illness. 
     All in all, things seem off to a very 
good start in Albany regarding the issues 
and concerns of NAMI-NYS and our col-
league mental health advocates. 
     As is my custom at this time of year, I 
will share in my NAMI Corner column 
the NAMI-NYS 2007 Agenda for Action. 
These are out top legislative and budget-
ary priorities for the year which we show-
case at our annual NAMI-NYS Legisla-
tive Conference and Lobby Day in Febru-
ary and use throughout the legislative 
session in our advocacy efforts. The 
theme of our agenda this year flows from 
remarks made by Governor Spitzer in his 
inaugural address about there being a 
fresh start in Albany and in New York 
government. Our theme is “A Fresh Start 
– A Fair Deal” and it applies with equal 
force to our four legislative priorities and 
our five budget priorities. 

 
Keep the Sexual Predators Out 

 
     Legislative proposals call for using the 
state psychiatric system for civil confine-
ment or “holding pens” for violent sexual 
predators coming out of prison. Hospitals 
are for treatment and recovery, not con-
finement and warehousing. The safety of 
New Yorkers with mental illness and 
those who care for them is at stake. Pre-
cious dollars would be drained from the 
mental health system and beds would be 
taken from the ill New Yorkers who need 
them. And the stigma of mental illness, 
already bad enough, would be exponen-
tially exacerbated. NAMI-NYS says 
“Keep the Sexual Predators Out!” 
     Legislators must not create an artificial 
mental disorder – “mental abnormality” -- 
to allow psychiatric hospitals to become 
holding pens for violent sexual predators. 
This would cause irreparable harm to 
mental health care in New York, would be 
prohibitively expensive and would not 
make New Yorkers any safer. Legislators 
should listen to the experts and create an 
effective, cost-effective and comprehen-
sive way to protect our communities from 
violent sexual predators. 
     NAMI-NYS calls for legislation that 
would place sexual predators in secure 
facilities away from patients with serious 
mental illnesses. Sexual predators are not 
patients. Fewer than 5% have a valid 
mental illness diagnosis. Persons with 
serious mental illness are already 20 times 
more likely than the general population to 
be a victim of sexual assault. 
     The law must guarantee that both dol-
lars and beds be segregated. Every dollar 
spent to house a sexual predator in the 
state psychiatric system is a dollar drained 
out of the OMH budget for persons with 
serious mental illness. Every bed filled 
with a sexual predator is a bed closed to a 
New Yorker with a serious mental illness 
in need of treatment. 

     The law must avoid guilt by associa-
tion. Longstanding efforts to reduce the 
stigma associated with mental illness will 
be turned back decades by equating sex-
ual predators with those who have a seri-
ous brain illness. 
     The American Psychiatric Association 
and the National Association of State 
Mental Health Program Directors oppose 
this use of the mental health system. 
 

Boot the SHU 
 
     A “Special Housing Unit” (SHU) is the 
punitive 23-hour solitary lock-down cell 
in prisons, also known as the “box.” It is 
used to punish “bad behavior,” even be-
havior caused by an inmate’s mental ill-
ness. It is a barbaric practice that should 
not be tolerated by any civilized society.  
NAMI-NYS says “Boot the SHU.” 
     Approximately 8,000 New York inmates 
-- 12% of the prison population -- suffer 
from serious and persistent mental illness 
and yet at any given time 25% of persons in 
SHUs suffer from serious mental illness. 
NAMI-NYS believes that the rate of in-
mates with mental illness in SHUs is 3 times 
that of the general prison population.  
     Inmates in SHUs spend months -- and 
often many years -- in solitary confine-
ment.  The psychological damage caused 
by this is well documented.  Inmates suf-
fering from psychiatric deterioration 
while in the box often become so ill that 
they engage in more “misconduct,” lead-
ing to further SHU confinement. And 
studies show that these persons engage in 
acts of self-mutilation and commit suicide 
three times as often as other inmates.   
     The American Psychiatric Association 
and the American Association of Commu-
nity Psychiatrists caution against the use 
of isolation cells for such inmates and say 
that isolation and enforced idleness leads 
to further deterioration and illness. Per-
sons with a serious mental illness in the 
state prison system need treatment, not 
punishment. 
     NAMI-NYS calls for passage of legis-
lation – once again -- which would effec-
tively boot the SHUs and require the De-
partment of Correctional Services and 
OMH to develop effective alternatives to 
solitary confinement. Both houses of the 
Legislature passed the bill last year and 
Governor Pataki vetoed it; NAMI-NYS 
urges Governor Spitzer to sign it. We 
were encouraged when Governor Spitzer 
put money in his budget that would ex-
pand mental health treatment services for 
prisoners with mental illness as an alter-
native to the SHU. Perhaps he will be able 
to achieve the same goals as the SHU bill 
even without legislation. 
 

Housing Waiting List 
 
     NAMI-NYS supports passage – once 
again – of the community mental health 
housing waiting list bill. In the absence of 

needs-based planning for mental health 
services, no one really knows how many 
units of housing (with support services) 
are needed in which communities. By 
requiring the state to maintain waiting 
lists for such housing community by com-
munity, a better understanding of the need 
for such housing can be obtained. 
     The law would require the NYS Office 
of Mental Health (OMH) to keep accurate 
and timely local waiting lists of people 
with serious mental illness who need 
housing and services. 
     No one will ever know the full extent 
of the need for community mental health 
housing (with services) without a waiting 
list or needs-based planning. 
     The NYS Office of Mental Retardation 
and Developmental Disabilities routinely 
maintains waiting lists for housing and 
services for people who need them and it 
works just fine. New Yorkers with mental 
illness deserve no less. 
     Last year the Senate and the Assembly 
passed a waiting list bill with bi-partisan 
support. Governor Pataki vetoed this bill. 
     This year, NAMI-NYS urges both 
houses of the Legislature to again pass the 
waiting list bill for community mental 
health housing with support services and 
for Governor Spitzer to sign it into law. 
 

Timothy’s Law 
 
     Now that it has been enacted, Timo-
thy’s Law must be fully implemented in a 
timely manner. The law must also be ex-
panded to provide full parity for everyone, 
including the employees of companies 
with fewer than 50 people. Parity must 
also be expanded to include the full range of 
services, including chemical dependency 
services, and all mental illness diagnoses. 
91% of New Yorkers want to see an end to 
discrimination in health insurance. 
     Timothy’s Law is a profound first step 
towards full parity and the ending of this 
discrimination. 
     But the HMOs and insurance compa-
nies are trying to stall implementation of 
the law and the law needs to be expanded 
and improved. 
     The law mandates parity only for large 
employers (with more than 50 employees) 
and then only for a short list of diagnoses. 
And for New Yorkers who work for small 
employers, the law only requires what 
most people already had – 30 days of in-
patient coverage and 20 outpatient visits 
per year. 
     And the law omitted chemical depend-
ency coverage – a glaring omission given 
that as many as 50% of persons with a 
mental illness also have a co-occurring 
substance abuse or chemical dependency 
diagnosis as well. 
     HMOs and insurance companies can 
be given time to adjust their policies and 
practices, but the coverage must be effective  
 

see NAMI Agenda on page 46 

J. David Seay, Esquire 
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POINT OF VIEPOINT OF VIEWW  

Save Money, Saves Lives 
By Michael B. Friedman, LMSW 

 

I n his first State of the State Message, 
Governor Spitzer said, “We will … 
invest in better management of high-
cost [Medicaid] cases involving pa-

tients with multiple chronic [physical and 
mental] illnesses—a relatively small num-
ber of cases that make up a disproportion-
ately high cost to the system.  … [This] 
will not just save money for patients 
and the state, but will lead to better 
overall care.” 
     I think, and hope, that this statement 
means that New York State is on the 
verge of a major change in mental health 
and health policy—that mental health will 
become a priority of the health system and 
that health will become a priority of the 
mental health system.  Perhaps, after 
many years of talk about integration of 
services, steps will be taken to end the 
current fragmentation of mental health 
and health services. 
 

Two discoveries made in the past few 
years are driving this change. 

 
     (1) Several studies make it clear that 
the nation’s health care expenditures are 
for disproportionately a small percentage 
of people.  E.g. in NYS it appears that 
about 70% of Medicaid spending is for 
about 10% of the state’s Medicaid recipi-
ents.  Who are the 10%?  A great many of 

them are people with serious and persis-
tent mental illness and/or substance abuse 
disorders in addition to chronic health 
conditions.1 

 
     (2) A recent research study indicates 
that people with serious mental illnesses 
die—on average—25 years younger 
than the general population.2  (Earlier 
studies put it at 10 years.  Horrible enough 
at that rate.) 
 
     Bottom line: people with mental and 
substance abuse disorders often have very 
high health care costs and people with 
serious mental illness are dying young 
because of poor health and poor health 
care.  Meaningful integration of health 
and mental health services is the only way 
to address these problems. 
     Those of us who work in health and 
mental health policy should not have been 
surprised by the recent discoveries.  It has 
been known for a very long time that de-
pression, for example, complicates car-
diac disease and drives up the costs of its 
treatment. And all of us who have worked 
with, had family, or been people with 
serious mental illness have known from 
terrible experiences that getting good 
health care is terribly difficult for this 
population.  In fact, in the mid-1970s 
when I was working in a psychiatric reha-
bilitation program, I briefly considered 
organizing a medical practice that special-
ized in serving people with serious mental 
illness.  I never followed up on the idea 
and instead did what almost all of us in 
the provider community did – i.e. focused 
on the development of very important ser-
vices – such as housing, outpatient treat-
ment, psychiatric rehabilitation, case man-
agement, family and peer support, etc.—that 
were being increasingly funded via the 
Community Support Program and Medi-
caid.  We built some remarkable service 
programs in the community – great pro-
grams, needed programs; but all along our 
clients, our family members, and our friends 
were dying virtually without notice. 
     Alarms were sounded along the way.  
For example in the late 80s and early 90s, 
Russell Massaro – then the Medical Di-
rector of OMH – talked frequently about 
research findings that indicated that 50% 
of the people with serious mental illness 
had serious, chronic health conditions, 
that only half of them had been diag-
nosed, and that fewer than half of the di-

agnosed cases got appropriate medical 
follow-up.  And it wasn’t just Dr. Massaro 
who pointed to problems of physical 
health.  The report of the study that sug-
gests life expectancy of people with seri-
ous mental illness is 25 years lower than 
the general population cites research go-
ing back to 1969. 
     I look back now with a sense of embar-
rassment that health has not been high on 
the mental health advocacy agenda.  Ob-
jectively I understand that we were all 
doing and advocating for important other 
services and that it often takes a shock 
like the report that people with serious 
mental illness have a dramatically low life 
expectancy to rouse our awareness of 
what should have been obvious.  I still 
feel we should have known. 
 

But we’re on it now.  
What should NYS do? 

 
1. Make health a priority for the mental 
health system and make mental health—
and people with serious mental illness 
and/or substance abuse disorders—a pri-
ority for the health system. 
 
2. Make sure that people with serious 
mental illness have “a medical home” 
providing good primary care.  And make 
sure that people receiving primary, spe-
cialty, home health, or emergency care get 
good mental health services when they 
need them. 
 
3. Support the development of health 
maintenance, self-management, and peer 
support initiatives in programs serving 
high-risk populations. 
 
4. Identity those with co-occurring severe, 
chronic physical, mental, and/or substance 
abuse disorders by name (using Medicaid 
claims data) and organize outreach pro-
grams to aggressively offer help. 
 
5. Using these outreach programs, provide 
a person to work with these high-risk indi-
viduals one-on-one and face-to-face to 
develop an individualized services plan 
and to facilitate access to needed services, 
including housing and community sup-
ports as well as clinical care. 
 
6. Institute a financing structure to support 
individualized services. 

     Suggestions 5-6 above are often called 
“managed care.”  I think this is a mistake, 
not only because the expression “managed 
care” complicates the politics of change, 
but also because managed care as prac-
ticed has evolved into a limited set of 
techniques.  We probably need to think 
outside that box.  In addition, the concept 
of managed care implicitly puts the re-
sponsibility for integrating health and 
mental health services outside the service 
providers.  In fact, it is the mental health 
and health professionals, working in part-
nership with service recipients, who need 
to do the integrating.  This will require 
them to think differently about their roles 
and responsibilities and to modify their 
practice accordingly. 
     Clearly, a great many details need to 
be worked through.  But Governor 
Spitzer’s attention to co-occurring dis-
orders gives reason to hope that New 
York State will act now to address the 
mental health needs of people with seri-
ous, chronic health conditions and to 
address the health needs of people with 
serious mental illness and/or substance 
abuse disorders.  The only alternative is 
continued, preventable high mental 
health/health care costs and an awful lot 
of unnecessary deaths. 
 
      Michael B. Friedman is the Director 
of the Center for Policy and Advocacy of 
The Mental Health Associations of NYC 
and Westchester.  The opinions expressed 
in this column are his own and do not 
necessarily reflect the positions of the 
MHAs.  Mr. Friedman can be reached at 
center@mhaofnyc.org. □ 
 

Footnotes: 
 
 (1) Wagner School of Public Service 
Center for Health and Public Service Re-
search.  “High Cost Medicaid Patients: An 
Analysis of New York City Medicaid 
High Cost Patients.” United Hospital 
Fund. 2004. 
 
 (2) Colton and Manderscheid. “Congruencies 
in Increased Mortality Rates, Years of 
Potential Life Lost, and Causes of Death 
Among Public Mental Health Clients in 
Eight States,” Preventing Chronic Dis-
ease: Public Health Research, Practice, 
and Policy, April 2006. 

Michael B. Friedman, LMSW 
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The Economics of Recovery: 
 How to Understand & Access Government Entitlements 

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

T he purpose of this column is to 
assist providers and consumers 
to be more effective when nego-
tiating with local government 

agencies for income, health care, housing, 
food, transportation, job training, employ-
ment and other social services. 
     The focus is on single adults (18-64 
years) with a mental and/or physical dis-
ability, substance abuse issues and the 
homeless.  The information is gleaned 
from government websites and local, state 
and federal government offices. 
     Tips for accessing benefits are based 
on assisting over nine hundred persons at 
the Center.  Our experience is supple-
mented by regular mystery shopper, pro-
vider and consumer surveys. 
 
Q.  What are Mystery Shopper Surveys? 
 
 A. The Mystery Shopper interviewing 
technique has been used for years by busi-
ness’ to monitor the effectiveness of their 
sales staff.  At the Center, consumers of-
ten interview their local government 
workers on benefit and  back-to-work 
issues.  We have found the technique is 
useful in identifying the gap between local 
workers’ knowledge and their agencies’ 
website. In the process, we sometimes un-
cover opportunities for system reform.  
 
● For example, while researching why 
Department of Social Service (DSS) 
workers in New York award different 
amounts of Food Stamps to persons with 
identical eligibility criteria. We learned 
that they often skip the twenty-six step 
application form and ball-park the amount 
of the award). 

● Mystery Shopper questions about wait 
times for Section8/Shelter Plus housing is 
6 months to 5 years; Cost: $1,100 for a 
one bedroom apt. We found that local shel-
ters’ charge the government $3,500/Mo and 
up per person, placing many people in the 
same room.  
 
● When researching access to health care, 
several Medicaid recipients volunteered 
they regularly call an ambulance to take 
them to the ER, even if it is not an emer-
gency (at about $2K per event).  
 
Q.  Several of my patients on disability 
are work ready.  How much would they 
have to earn to replace the value of 
their income, health, housing, food, etc. 
benefits?  
 
A. The average cost to replace these benefits is 
about $1,700/Mo or about $20,000/Yr.  The 
economics of recovery for single persons 

living alone receiving Social Security 
Disability Income (SSDI) and or Social 
Security Income (SSI) are that they will 
require sufficient marketable skills to earn 
at least $14/hr and the endurance to work 
thirty-five hours/week.  
 
Q.  One way to cut Medicaid costs is to 
help recipients return to competitive 
employment.  What are the savings to 
taxpayers for every consumer that re-
turns to self-sustaining work?  
 
A. The Social Security Administration 
(SSA) estimates if one half of one percent 
of the SSI/SSDI recipients returned to 
work, the contribution to the Trust Fund 
would be thirty billion dollars.  For every 
individual that returns to work, taxpayers 
save about $20,000 in government bene-
fits.  With a salary of 25K/Yr, their total 
contribution to the economy would be 
about $45,000/Yr or about $675,000 over 
their lifetime (15 years).  
 
Q.   How much can I earn before I’m cut off 
Welfare?  My Case Worker does not know.  
 
A.   According to the NYS Office for Tem-
porary Disability (OTDA) the overseer for 
all DSS Offices, there is no fixed income 
cap as there is for SSI/SSDI recipients.  
The maximum earned income cap is equal 
to the amount you receive from DSS (not 
including Food Stamps), plus a $90.00 
income disregard. 
     For example, in Westchester County, 
the maximum Temporary Assistance (TA) 
grant is $408/Mo ($137.10/Mo for Basic, 
Home Energy Allowance (HEA), and 
$271/Mo for shelter). Therefore, the 
maximum amount one can earn must be 
less than $498/Mo or, your benefits will 
be discontinued. (Freedom of Information 
law; 18 NYCRR 352.31 (a) (2) not avail-
able on the website) 

Q.  How much can a recipient on SSDI 
earn before their cutoff from SSAs’ 
income benefit?  (Generally, SSDI re-
cipients must have more than ten years 
paid employment) 
 
 A.  SSAs’ maximum earned income cut 
off point for 2007 is $900/Mo. Some de-
ductions apply. (SSAs’ Redbook). 
     This means a recipient could earn up to 
$900/Mo. and still keep their SSA bene-
fits.  For example, if a recipient returned 
to work part-time and earned $10/hr. and 
worked 10 hrs/week, they would have an 
income of about $400/Mo.  In addition, if 
they received the average SSDI benefit of 
$943/Mo. in NYS, their total income, 
earned and unearned, would be 
$1443/Mo. 
 
 Q.  And, how much can a recipient on 
SSI earn?  (Generally SSI recipients have 
much less than ten years paid employment) 
 
 A.  SSAs’ maximum earned income cut off 
point for 2007 is $1463/Mo. for recipients 
of SSI.  However, SSA deducts half of their 
gross income, after $85., so the recipient 
gets to keep half of what they make, ($774) 
before employment related expenses; taxes, 
transportation, meals, work clothing, and 
Section 8/Shelter Plus housing. 
     We have found unless the SSI recipient is 
receiving free room and board, they cannot 
work their way off SSI – even with the 
Medicaid buy-in, Pass Plan, 1619b, etc.  
(ssa.gov) SSA does not dispute the Econom-
ics of Recovery. Legislation is required. 
 
     Please send your questions to don-
fitch@freecenter.org. If your questions 
are used in the column you will receive 
a complimentary copy of Form-Link 
CD, a compilation of over seven-
hundred pages of Government Benefit 
application forms. □ 

Donald M. Fitch, MS 
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For New York’s Community Based  

Behavioral Health Providers  
The Coalition of Behavioral Health Agencies, Inc 
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Tel: (212) 742-1600        Fax: (212) 742-2080        www.coalitionny.org 

Strengthening the Mental Health Workforce: 
A Provider Commitment and A Systemic Need 

By Marc D. Kutner, MSW, MPA 
The Coalition 
of Behavioral Health Agencies 
 
 

A ny stakeholder within our 
mental health system, whether 
consumer, provider or policy 
maker would be hard-pressed 

to counter that the public-private collabo-
rative that comprises “the system” exists 
in a state of perpetual change. Many criti-
cal variables define the nature of the 
changes we are now encountering. Shift-
ing policy priorities, regulatory flux, the 
decreasing purchasing power of the men-
tal health care dollar, and differing view-
points on how dollars are best utilized 
programmatically are but a few. Yet, 
through it all, direct-service staff em-
ployed by community-based providers 
continue to represent a large proportion of 
the workforce tasked with delivering ser-
vices. Irrespective of the challenges, pro-
vider organizations remain committed to 
keeping pace with systemic change and 
often do so through continuous staff train-
ing and education.   
     To do what we need to do well, staff 
must be equipped with the relevant com-
petencies-knowledge, skills and attitudes - 
informed by the latest evidence-based 
practices. Although most direct-service 
staff possess formal academic training and 
various credentials appropriate to their 
roles, is that really sufficient?  Too often, 
academic training is fixed in time. Post-
graduation education and training also 
enjoys but a limited shelf-life in today’s 
system. In order to maintain currency, 
educational and training entities must 
maintain consistent relationships with 
providers to assure staff possess the skills 
necessary to remain effective. A. Kathryn 
Power, Director of SAMHSA’s Center for 
Mental Health Services has recognized 
this need and states in reference to the 
mental health workforce, “Human capital 
is our most valuable resource, and as 
such, we must invest in it wisely.”   
     New York State and City government 
alongside New York City’s community-
based providers have chosen to invest 

wisely as evidenced by their continued 
support for The Coalition of Behavioral 
Health Agencies. Through both our Cen-
ter for Rehabilitation and Recovery and 
Professional Learning Center, the Coali-
tion is responsive to the expressed staff 
development needs of member and non-
member behavioral health providers alike.  
Both Coalition programs provide year-
round trainings, seminars and technical 
assistance addressing salient clinical, 
regulatory and policy issues.   
     The Coalition’s Center for Rehabili-
tation and Recovery, largely funded by 
the New York State Office of Mental 
Health (OMH) promotes rehabilitation 
and recovery opportunities for mental 
health recipients throughout the five 
boroughs. The Center’s staff training 
efforts are currently focused on a num-
ber of key areas: increasing knowledge 
of benefits and entitlements, clinician 
use of the psychiatric rehabilitation ap-
proach, and developing core competen-
cies including an understanding of reha-
bilitation and recovery concepts and 
how to apply them toward helping cli-
ents attain self-directed goals.   
     Additionally, the Center’s special pro-
jects provide both training and technical 
assistance.  While training often repre-
sents the cornerstone of staff develop-

ment, the degree to which learning trans-
lates into practice can vary. To that end, 
as part of our special projects we provide 
the ongoing consultation needed for staff 
to successfully implement key learning 
principles and service delivery ap-
proaches.  Included among the Center’s 
current special projects are our Youth 
Initiative and the Peer Recovery Pilot, a 
collaboration with the New York City 
Department of Health and Mental Hy-
giene (DOHMH) and the Howie T. Harp 
Peer Advocacy Center.  
     The Center’s Youth Initiative is a re-
sponse to providers calling for evidence-
based practices designed to prepare and 
support youth with Serious Emotional 
Disturbances (SED) in their movement 
into living situations, community life 
functioning, educational opportunities, 
and employment.  Through trainings on 
the Transition to Independence Process 
(TIP) system developed by Dr. Hewitt 
Clark, University of South Flor-
ida/Tampa, the New York City youth pro-
vider community is now equipped with an  
evidence-based model that has been demon-
strated to improve outcomes for young peo-
ple in these four domains; selected organiza-
tions choosing to implement this model are 
receiving on-site technical assistance.   
     Also a part of our Youth Initiative and 
consistent with our focus on employment 
as a critical component of rehabilitation 
and recovery, the Center is providing 
training to agency staff on developing 
employability skills for SED youth. De-
veloping Employment Solutions for Seri-
ously Emotionally Disturbed Adolescents 
and Young Adults addresses job readi-
ness, job development and the use of mo-
tivational strategies when working with 
this population. 
     Essential to the development of higher 
quality programs that better serve con-
sumers is the increased use of peer staff in 
clinical settings. The Peer Recovery Pilot 
is intended to demonstrate the importance 
and feasibility of using peer staff to de-
liver and promote recovery-enhanced ser-
vices. There are three goals of this year-
long pilot project: to demonstrate the 
benefits of using trained peer staff to as-

sist consumers and clinicians in develop-
ing and delivering recovery-oriented con-
tinuing day treatment program (CDTP) 
services; to assess whether peer-facilitated 
individual recovery planning and delivery 
of services creates a more recovery-
oriented program, and to create sustain-
able conditions for peer recovery facilita-
tors to be used in CDTPs.  The project 
partners believe this pilot will promote 
recovery-oriented practices such as the 
utilization of recovery-oriented treatment 
plans. Further, this pilot will help to di-
minish illness-related stigma, strengthen 
awareness of the possibility of recovery 
among consumers and staff, and incorpo-
rate consumers in their wider communi-
ties in meaningful ways. 
     In addition to the Center for Rehabili-
tation and Recovery’s work, the Coali-
tion’s Professional Learning Center typi-
cally provides training and technical assis-
tance opportunities to the Coalition’s 
member organizations.  With an emphasis 
on assisting staff prepare for policy and 
regulatory changes with crucial implica-
tions for funding and client services, the 
Professional Learning Center currently 
offers training on issues including the 
Medicare Part D benefit, and an exciting 
four-part training series on Integrated 
Dual Disorder Treatment (IDDT). Past 
training topics include legal issues in be-
havioral healthcare, cultural competency, 
corporate compliance, HIPAA (Health 
Insurance Portability and Accountability 
Act) requirements, training for new and 
mid-level managers and Medicaid billing, 
coding and documentation.  
     Judging by the range and reach of the 
Coalition’s training and technical assis-
tance work, provider staff must navigate 
an intricate network of systems, regula-
tion, policies and service delivery meth-
ods each and every day.  Through ongo-
ing reinvestment in staff, we can help 
assure that the mental health workforce 
will remain committed to delivering the 
kind of services recipients deserve and 
providers can be proud of.   
     For more information about the Coali-
tion of Behavioral Agencies, Please visit 
our website, www.coalitionny.org  □ 

Marc D. Kutner, MSW, MPA 
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T his past December, over 160 
Nassau County Health and Hu-
man Service workers, mental 
health providers, mental health 

consumers, family members, law enforce-
ment, media, and elected officials at-
tended “Operation Hope:  Tools, Tech-
niques, and Transformation for Recovery 
in Mental Health,” an informational and 
inspirational conference co-sponsored by 
Nassau County Executive Tom Suozzi, 
the Nassau County Department of Mental 
Health, Chemical Dependency, and De-
velopmental Disabilities Services, the 
New York Association of Psychiatric Re-
habilitation Services (NYAPRS), and the 
Mental Health Association (MHA) of 
Nassau County. 
     The entire day centered on the juxtapo-
sition of the mental health system of the 
last century, that focused on an uncom-
promising negative view of individuals 
with mental illness as infirm, unable, and 
increasingly impaired over time, and the 
promise of a recovery-oriented mental 
health system focused on personhood, 
human potential and strengths. 
     The day began with John Javis, co-
chair of the conference, giving an expla-
nation of the symbolism of the Mental 
Health Association’s Bell as a reminder of 
our history and our commitment to a bet-
ter future for individuals diagnosed with 
mental illnesses.  Fifty years ago, MHA 
issued a call to institutions across the 
country for their discarded chains and 
shackles. On April 13, 1956, the McShane 
Bell Foundry in Baltimore, MD, melted 
down these bindings and recast them into 
a 300 pound bell as a symbol of hope for 
the future. This Bell is also, however, a 
powerful reminder that there remain in-
visible chains of misunderstanding and 
discrimination that continue to bind peo-
ple with mental illnesses. 
     Mr. Javis brought the analogy closer to 
home by reminding the audience that it 
was not that long ago that people were 
locked in institutions, like Pilgrim Psychi-
atric Center, for 40 or 50 years of their 
lives (or more). Today self-determination, 

community integration and recovery are 
supported by local, state and federal de-
cree (including, but not limited to, the 
President’s New Freedom Commission on 
Mental Health, the Veterans’ Administra-
tion Action Agenda, the Surgeon General’s 
Report on Mental Health, the National 
Council on Disability Report and the New 
York State Office of Mental Health). 
     The conference itself offered three 
keynote addresses by national-acclaimed 
speakers, and six thematic workshops 
dealing with issues such as: 
 
• An overview of mental illness and 

recovery principles 
 
• The mental health needs of children, 

young adults, and seniors 
 
• Combating the stigma of mental illness 
 
• An overview of the Nassau County 

Mental Health System 
 
• Mental health in a multi-cultural context 
 
• Community living and employment 

opportunities for those with psychiat-
ric illnesses. 

 
     In addition, there was a unique plenary 
session designed to answer specific audi-
ence questions about how to respond to 
difficult situations within programs or 

health and human services in a respectful 
and recovery-oriented way. 
     Each keynote address brought it’s own 
distinct information and inspiration.  Dan 
Fisher, M.D., board certified psychiatrist, 
Executive Director of the National Em-
powerment Center, and 1 of the 22 mem-
bers of President Bush’s New Freedom 
Commission on Mental Health, spoke of 
his personal experiences of dealing with 
schizophrenia, the treatment he experi-
enced, his ultimate recovery and subse-
quent commitment to the belief that 
“recovery” can actually be the common 
ground uniting providers, families and 
consumers.  His detailed journey and 
career affirms the belief that true human 
contact (professional, peer, friend, and 
family) and belief in recovery has the 
power to reach the person inside the 
illness. 
     Harvey Rosenthal, Executive Director 
of the New York Association for Psychi-
atric Rehabilitation Services (NYAPRS), 
a coalition of mental health consumers 
and providers, based in Albany returned 
to his Long Island roots to share his ex-
periences of a depression so severe and 
encompassing that it resulted in hospitali-
zation at age 19.  He continued to share 
how he turned his ensuing journey of re-
covery and life experiences, first, toward 
a career as a mental health provider and, 
ultimately, to serve at the helm of 
NYAPRS, an advocacy organization truly  

dedicated to improving services and social 
conditions for people with psychiatric 
disabilities/diagnoses by supporting the 
fundamental belief in the capacity for 
recovery, healing, and independence for 
all individuals. 
     At lunch, Nassau County Legislators 
Jeffrey Toback and David Denenberg not 
only “broke bread” with conference par-
ticipants and presenters, but also ex-
pressed strong support for the best of in-
novative and recovery-oriented mental 
health services in Nassau County and 
shared the welcomed news that Nassau 
County will again allocate $1.3 million in 
local funds to enhance mental health ser-
vices for 2007. 
     There was probably no moment 
throughout the day that HOPE was more 
palpable than in the final keynote presen-
tation of the day by Jacki McKinney, co-
founder of the National People of Color 
Consumer/Survivor Network.  The audi-
ence seemed mesmerized by her story, 
first brought to tears and then to their feet 
when she told her story of triumph over 
trauma, abuse, addiction, homelessness, 
and the psychiatric system.  Again, the 
critical need of human acceptance was 
emphasized as the very foundation of re-
covery.  Ms. McKinney recounted that on 
the very day that she believed that her 
death was imminent, the simple, humanis-
tic act of an individual reaching out to her 
and her acceptance that someone could 
believe in her (in all her “raging and rav-
aged glory”) slowly led to her ultimately 
believing in herself and turning her life 
around.  Her life is now dedicated to shar-
ing her powerful story of “hopelessness” 
turned into resilience with the potent for-
mula of kindness, caring, compassion, and 
persistence. 
     There was a time, probably not so long 
ago, that this conference could not have 
taken place in Nassau County.  It is only 
due to the combined effort of mental 
health and other service providers, gov-
ernment officials, consumers, and family 
members, that made this conference pos-
sible.  Above and beyond a mental health 
system that was based on perceived defi-
cits, low expectations, control, and coer-
cion, mental health and other social ser-
vices were the target of deadly budget cuts. 
 

see Hope Works on page 36 
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By Andrew Malekoff, LCSW, CASAC 
Executive Director & CEO 
North Shore Child & Family Guidance 
Center, Roslyn Heights, New York 

 
 

T oday’s children’s mental health 
workforce requires certain uni-
versal capabilities that are es-
sential for competent and princi-

pled practice. These longstanding funda-
mentals include respecting diversity, prac-
ticing ethically, challenging inequality, 
addressing the causes and consequences 
of stigma, providing consumer centered 
care, identifying people’s needs and 
strengths and maintaining a commitment 
to personal development and learning.  
     A competency that should stand on the 
top of the list in this era of shrinking gov-
ernment support (the growing gap be-
tween costs and revenues and the need for 
joint ventures among service providers 
and stakeholders), is promoting and sup-
porting a culture of healthy partnership 
and collaboration among systems. This 
necessitates recruiting, cultivating, and 
supporting a workforce that has the flexi-
bility to be both fluid and grounded. We 
need children’s mental health profession-
als who understand that they must be 
much more than therapists. They must also 
be educators, counselors, advocates and 
especially mediators that help children and 
the systems (family, community, school) 
that they often become alienated from to 
rediscover their stake in one another. 
     Psychiatrist Robert Lifton’s concept of 
the “protean self,” characterized by fluid-
ity and many-sidedness, is one that seems 
ideally suited for today’s children’s men-
tal health workforce. At North Shore 
Child and Family Guidance Center, work 
with children and youth is always pro-
vided in the context of the family and the 
community. We do not accept children 
being deposited and picked up for “tune-
up” or repair, as an automobile might be 
dropped off at a service station. Our staff 
members are often active participants in 
joint ventures with various systems, in-
cluding education, juvenile justice, youth 
development, and child care. They are 
advised early on, that a joint venture is the 
programmatic equivalent of intermarriage. 

When we join with other systems we un-
derstand that each partner has their own 
unique culture, worldview, values, poli-
cies, regulations and ways of doing 
things. It is critical for today’s workforce 
to have this knowledge and to develop the 
skill to work effectively across systems 
and across disciplines. 
     Children and adolescents suffering 
from serious emotional disturbances may 
be accustomed to experiencing unhealthy 
interaction. Therefore, it is the duty of 
today’s workforce to have the knowledge 
and practice skill to model healthy com-
munication across systems, to discover 
common ground with family and commu-
nity partners, and to avoid “splitting” be-
havior that pits one partner or system 
against another. A good knowledge and 
skill base in evidence-based protocols to 
address discrete diagnostic categories, 
will do us little good if we are not atten-
tive to and skillful in optimizing healthy 
communication and collaboration across 
systems. In other words, our workforce 
must be prepared to tend to the context, 
not just the label or diagnosis, and be vigi-
lant about not contributing to the replica-
tion of dysfunctional patterns of commu-
nication among helping partners. 

     How do we help today’s workforce 
promote and support a culture of healthy 
partnership and collaboration among sys-
tems? By forming carefully composed and 
purposeful interdisciplinary teams, we can 
prevent systemic dysfunction and opti-
mize collaborative potential. Among our 
many joint ventures at North Shore Child 
and Family Guidance Center is a school-
based mental health partnership with Nas-
sau B.O.C.E.S. Department of Special 
Education. The program is known as the 
Intensive Support Program (ISP); provid-
ing service to all 56 school districts in 
Nassau County. The program, now in its 
eleventh year, provides on-site services 
for close to 150 students ages 5 to 22 that 
are identified as having serious emotional 
disturbances. Psychiatric social workers, 
psychiatrists and vocational rehabilitation 
workers work collaboratively with educa-
tors, pupil personnel staff and administra-
tors. The development of interdisciplinary 
teams has been critical to the success of 
the program. The following, is an example 
of how the purpose of one such team has 
been conceptualized to maximize partner-
ship and collaboration. A team purpose is 
essential and provides the working group 
with a sense of direction and mission to 
guide the important work ahead. 
 

ISP Middle School 
Interdisciplinary Team Purpose  

     Achieve and maintain open communi-
cation among all program staff.  This aim 
includes modeling healthy communication 
for ISP students, preventing the team from 
developing dysfunctional communication 
patterns (such as griping, splitting and 
scapegoating), and demonstrating that 
differences can be addressed in a produc-
tive way. 
 
     Enhance team problem-solving related to 
students and their environments.  This aim 
includes a thoughtful process of identifying 
problems, exploring them in depth, consid-
ering alternative solutions and obstacles, 
deciding on solutions, implementing deci-
sions and evaluating results. The key is to 
avoid jumping from problem identification 
to problem solution.  
     Increase staff sensitivity to the meaning 
of transitions for ISP students and develop 

program features to address students’ needs 
and increase predictability. This aim in-
cludes considering the impact of transitions 
on students with serious emotional distur-
bances. The transitions include those that 
occur at the beginning and end of each day, 
when students move from activity to activ-
ity, and those before and after holiday and 
summer breaks. Staff members develop 
procedures, practices and program elements 
to ease transitions and build a more predict-
able environment. 
 
     Build and maintain healthy working 
alliances with parents of ISP students, 
caregivers and relevant others.  This aim 
serves as a constant reminder that multi-
ple stakeholders must be part of the ser-
vice user team. 
 
     A team’s purpose can always be modi-
fied as the work of the team proceeds and 
new needs emerge and are articulated. 
Both standing and ad hoc teams need to 
have clear purposes in order to establish 
common ground regarding aims and to 
optimize collaboration. 
     We must be sure that the people who 
use mental health services are viewed as 
partners in care rather than as passive 
recipients. It is up to us to develop a 
workforce that has the ability to commu-
nicate effectively with all the stakeholders 
involved in a child’s mental health care. 
We need workers that are flexible and 
have a good understanding of their role 
and the role of others within a multidisci-
plinary setting. Our workforce must effec-
tively communicate across disciplinary, 
professional and organizational bounda-
ries. Flexibility is a key to adjusting sensi-
tively to the changing tides in building 
and maintaining productive working rela-
tionships with all partners that have a 
stake in kids – consumers, family mem-
bers and colleagues from various systems 
and disciplines. 
 
     The North Shore Child and Family 
Guidance Center is located at 480 Old 
Westbury Road, Roslyn Heights, NY 
11577.  Andrew Malekoff, LCSW, CASAC 
is editor of the quarterly professional 
journal, Social Work with Groups: A 
Journal of Community and Clinical Prac-
tice (The Haworth Press), since 1990. □ 

Preparing Today’s Workforce for Being Good Cross System Partners 

Andrew Malekoff, LCSW, CASAC 
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Tough Problems? Rough Times?  

Difficult Relationships?  
Peninsula Counseling Center Can Help!  

• One of Nassau County’s oldest and largest licensed 
       non-profit mental health agencies 
 
• Friendly, caring, confidential and non-judgmental 
       environment since 1913 
 
• Individual, group and family counseling for children, 
       adolescents. adults and seniors 
 
• High-quality individualized services are custom designed 
      for your special needs 
 
• Six convenient nearby locations are open days,  
       nights & Saturdays 
 
• Medicaid, Medicare and most insurance accepted 
 
• Modest fee for uninsured people with limited finances  

 
Take the First Step Towards  

a Better and Happier Life 
 
 
   
 

Call 516-569-6600Today! 
 

124 Franklin Place, Woodmere, New York 11598  
Member Agency of the Five Towns Community Chest  

and the United Way of Long Island 

Life Matters 
We Can Help! 

 

Dedicated to protecting and strengthening  
Long Island’s individuals, families, and communities. 

  If you need… 
 
    ●    Senior services to remain independent  
    ●    Family mediation for parents and teens  
    ●    Case management and counseling for at-risk families  
    ●    Advocacy for residents of nursing, adult and assisted living facilities  
    ●    Respite care for children with severe emotional disabilities 
 
    ●    Spousal abuse group education  
    ●    Behavioral health treatment 

Accreditation attests that Family and Children’s Association 
meets the highest national standards and is delivering the 
best quality services to the community it serves. 

Call us - we can help! 
 

100 East Old Country Road 
Mineola, NY 11501  

(516) 746-0350  
www.familyandchildrens.org 

South Shore  
Child Guidance Center 

   
Mental Health Services  

for Children & Their Families 
 

Children’s Emergency Services 
 

Chemical Dependency Treatment Services  
for Children & Adolescents 

   
17 West Merrick Road 

Freeport, NY 11520  
upstairs from Washington Mutual Bank 

  
Phone: 516 868-3030 

Fax: 516 868-3374 
  

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

The Law Firm of  
Reinach Wolf, Rothman, and Stern, LLP 

 
Devoted to the Practice  
of Mental Health Law 

 
The Law Firm of Reinach, Wolf, Rothman, and Stern LLP, represents more 
than twenty major medical centers, as well as community hospitals, nurs-
ing homes and outpatient clinics, in the New York metropolitan area in 
the field of mental health litigation, consultation, advocacy, and related 
disciplines. 
 
In addition, our team of attorneys, with more than forty years combined ex-
perience, offers legal representation to families and individuals affected by 
mental illness.  We provide a broad range of legal services and counsel on 
such matters as: mental health case management and continuity of care; dis-
charge planning; Assisted Outpatient Treatment (Kendra’s Law); Mental 
Health Warrants; Hospital Treatment over Objection and  Retentions; Pa-
tients’ Rights and Guardianships. 
 
Our firm regularly contributes to a number of publications concerned with 
Mental Health and related Health Care issues and participates in seminars 
and presentations to professional organizations and community groups.   
 

60 Cutter Mill Road - Suite 407 
Great Neck, New York 11021 

(516) 829-3838 
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Four Winds Hospital is the leading provider of Child and Adolescent Mental Health services 
in the Northeast.  In addition to Child and Adolescent Services, Four Winds also provides comprehensive 

Inpatient and Outpatient mental health services for Adults, including psychiatric and dual diagnosis treatment. 
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What Are They Thinking? 
Identifying, Understanding, and Responding to High Risk Adolescent Behaviors 

By Jennifer A. Powell-Lunder, PsyD 
Program Director, Child Partial 
Hospitalization Program 
Four Winds Hospital 
 
 

W e live in a society in which 
thrill seeking behaviors are 
glorified. The inconceiv-
able is portrayed on reality 

TV as not only plausible, but desirable. 
Why has the world become such a com-
plicated place? What can we do to find 
the balance between protecting our chil-
dren and allowing them to live and learn 
about the world around them? 
     One high-risk behavior that has re-
ceived much media attention over the past 
few years-the choking game has actually 
been “played” by children of all ages for 
generations. Because it has seemingly 
reached epidemic proportions-and has 
been attributed to so many “accidental” 
deaths of children primarily aged between 
9-16, it has become a “hot topic.” 
     The “Choking Game,” is also known by 
a host of other names including: “Hawaiian 
High,” “Passout Game,” “Space Monkey,” 
“Black Out,” “Flatliner,” “Funky Chicken,” 
“Suffocation Roulette,” and “Tingling,” 
among many others. Common signs in-
clude: bloodshot eyes, frequent, severe 
headaches, inexplicable marks on the neck, 
locked doors, belts, ropes, and leashes in 
unusual places with knots, marks on bed-
posts, closets, and/or shower rods, etc, 
and disorientation after spending time 
alone. Of course not all of these signs may 
be present (Stop The Choking Game As-
sociation, Inc., 2006). 
     The Choking Game should not be con-
fused with another dangerous phenome-
non predominately associated with ado-
lescent males: auto-erotic asphyxia or 
AeA. This is the practice of inducing 
cerebral anoxia in order to heighten sex-
ual satisfaction usually during masturba-
tion. It is surmised that a portion of ado-
lescent male suicides by asphyxiation 
(e.g. hanging) are probably cases of acci-
dental death due to AeA. Death is proba-
bly caused because the practitioner be-
comes so weak and disoriented that he can 
not pull out the knot or stand up and 
therefore, passes out and dies. (Deadly 
Games Children Play, 2006). 

     Does www equal danger? While re-
cent research seems to indicate that there 
are certainly many new risks present to 
children with the evolution of the infor-
mation highway, there is also research 
which clearly supports that by instituting 
some minor preventative steps, it doesn’t 
have to be. 
     A 2006 study conducted by Cox Com-
munication in partnership with the National 
Center for Missing & Exploited Children® 
(John Walsh of America’s Most Wanted’s 
organization) surveyed 1160 adolescents 
ages 13-17. Some highlights of the study 
include the following: 14% of teens sur-
veyed reported face-to-face meetings with a 
person they had known through the internet, 
45% had been asked personal information 
by someone they did not know, 1 in 5 teens 
surveyed believed it was safe to share personal 
information on a live journal or networking 
site and 37% reported they were “not very 
concerned” or “not at all concerned” about 
someone using their posted personal informa-
tion in ways they wouldn’t want. 
     Perhaps the most important finding to 
come out of the study also offers a solution. 
Teens of parents and guardians who had 
talked to them “a lot” about online safety, 
were less likely to have an instant messag-
ing (IM) name or pictures on the internet, in 
comparison to kids who reported they had 

not discussed internet safety with parents or 
guardians. Additionally, these teens were 
more likely to ignore messages from unfa-
miliar people, refuse to reply or chat, block 
unknown senders, and report these situa-
tions to trusted adults. 
     In addition to the internet dangers dis-
cussed above, other internet threats in-
clude cyber bullies (who may or may not 
be known to the victim),  the  conse-
quences  of downloading viruses and the 
threats posed by hackers, financial and 
legal consequences associated with mak-
ing internet purchases of both legal and 
illegal goods and services (e.g. drugs, 
gambling), and legal consequences associ-
ated with accessing inappropriate or ille-
gal websites routinely monitored by the 
authorities. In addition, teens are often 
unaware of consequences resulting from 
inappropriate internet conduct such as 
sending threatening e-mails. 
     A discussion of high-risk adolescent 
behaviors would not be complete without 
addressing the issue of substance abuse. 
There has been a recent seemingly new 
focus on the “natural” or “organic” sub-
stances. Of particular note is the rise in 
Salvia use. Known as “Magic Mint”, “Ska 
Maria Pastoria,” or “Sally D,” it is classi-
fied as a powerful hallucinogen which 
researchers claim is probably the most 

“potent naturally occurring” drug of its 
kind. While it can be smoked or chewed, 
more often it is brewed into a tea (Navy 
Personnel Command Drug Detection and 
Deterrence Branch, 2004). Because it is 
considered an herb there is concern that 
teens have the false sense that it can not 
be harmful. Although no research cur-
rently links Salvia directly to overdose, 
there is a burgeoning body of testimony 
suggesting that because the effects of the 
drug promote a feeling of detachment 
from the environment, as opposed to the 
euphoria typically associated with opiates, 
it can encourage suicide (Dorell, 2006). 
     PCP laced marijuana is a danger that also 
merits mention. The reaction of affected 
adolescents is often one of incredulousness 
(once some clarity has been achieved days, 
sometimes weeks later) along with an ad-
mission that, although there was intentional 
marijuana use, there was no knowledge that 
it was laced with PCP. 
     When we talk about high-risk behaviors, 
our first goal is prevention. This can be ac-
complished by educating children and ado-
lescents about the risks their behaviors may 
pose. Study after study confirms that per-
ceived risk is a strong deterrent. Parents and 
guardians are cautioned to know with whom 
their adolescents are with, the places they 
are going, and the things they are doing. 
Parents and guardians should inform their 
children that they will be checking up on 
them on a random basis. Boundaries and 
rules must be discussed and instituted. Par-
ents and guardians should be encouraged to 
develop a safety plan with their adolescents 
in the event that the adolescent finds 
him/herself in an unwanted high-risk situation. 
     When preventative measures have 
been unsuccessful, intervention becomes 
necessary. Some general rules for inter-
vention include the following: parents and 
guardians are cautioned to ask questions 
when their child is in a good space (e.g. 
sober). They should remain calm when 
addressing the issues. Parents and guardi-
ans should ask assuming questions not 
questions which could elicit simple “yes” 
or “no” responses. For example: “so 
where did you first meet face to face,” 
instead of “Did you meet face to face.” 
Parents and guardians are cautioned to  
 

see High Risk on page 26  
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High Risk from page 23 
 
offer support without being judgmental. 
They should acknowledge the situation as 
high risk and one which has to be ad-
dressed appropriately. Parents and guardi-
ans need to develop a plan with the ado-
lescent which affords him/her the oppor-
tunity to slowly and safely win back trust. 
Rules and consequences should be formu-
lated with the adolescent. It is empower-
ing for adolescents to be part of the deci-
sion making process. Such participation 
encourages acceptance of the rules and 
consequences instead of rejection. Finally, 
parents and guardians need to be able to 
offer a “clean slate with history.” This 
means that high-risk situations are not 
necessarily forgotten, but a reminder is 
not offered on a regular basis, giving the 
adolescent the sense that they can never 
“live it down.” 
     It is important for parents and guardi-
ans to be aware that there are support ser-

vices available through community re-
sources such as the local office of mental 
health and through the juvenile justice 
system when necessary. 
     Adolescence is an exciting, confusing 
and sometimes ambiguous time.  Techno-
logic innovations continue to make the 
world both a simpler yet more compli-
cated environment to negotiate. Through 
education, support and guidance we can 
ensure that today’s youth make a smooth 
transition into adulthood. 
 

Helpful Websites: 
 

www.stop-the-choking-game.com 
www.deadlygameschildrenplay.com 

www.netsmartz.org 
www.internetchildsafety.net 

www.safekids.com 
www.samhsa.gov 

www.teendrugabuse.us 
www.strugglingteens.com 

www.nami.org 

Websites & software designed  
to monitor internet use: 

 
www.chatchecker.com 
www.cybersitter.com 
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By Eve Marx  
 
 

M ike grew up one of 13 chil-
dren in an environment that 
only 35 years later did he rec-
ognize as “chaotic.” “I grew up 

thinking that I was the only one in my family 
who was bothered by the confusion and 
the noise,” he said, smiling sweetly at an 
audience of physicians, psychotherapists 
and clinical social workers assembled in 
the conference center at the hospital, Four 
Winds. “At a family reunion my brother 
told me that our household had always 
been frenetic and that he had been both-
ered by it as well. It was the first time I 
understood that the chaos wasn’t just in 
my head.”  
     During a program entitled, “In Our 
Own Voice: Living with Mental Illness,” 
Mike, along with a woman named Nancy, 
spoke of their personal experiences with 
mental illness, or as Nancy called it, her 
“mental challenge.” The program, made 
possible by NAMI Westchester, a self-
help, support and advocacy organization 
dedicated to improving the lives of people 
living with brain disorders known as men-
tal illness, was offered through the Grand 
Rounds series at Four Winds.  
     The program differed drastically from 
other programs usually given at Four 
Winds in that it was led not by a clinician 
or a psychiatrist, but by two late middle 
aged individuals who have had a lifetime 
dealing with mental illness. Because of 
their candid stories describing their ex-

periences, the program was enlightening 
and profoundly moving. The purpose of 
the program is to enlighten consumers, 
family members, health providers, law 
enforcement officials and civic and faith 
communities to understand mental illness, 
and the stigma of living with it from the 
very people who have been there.  
     The presentation covered issues fre-
quently faced by those who live with the 
illness. There was a short film that fo-
cused on dark days, acceptance, treat-
ment, coping strategies and successes as 
well as hopes and dreams. It is said that 
5.4% of American adults have a serious 
mental illness, and that 9 to 13% of chil-
dren aged 9-17 suffer as well. Every per-
son, no matter their age, ethnicity, educa-
tion or social status, is at risk.  
     Mike, a soft spoken, earnest man in his 
early 50’s described his darkest days as 
the ones when he first was hospitalized, 
an event which occurred during his col-
lege sophomore year. “In high school I 
knew something was wrong,” he said, 
“But that was in the 70’s and there were a 
lot of substances for me to abuse to cover 
up my feelings.” When he realized that he 
had begun to deeply dissociate, he went 
home and broke down to his father, who 
took him to a hospital and left him. “I felt 
abandoned,” Mike said. He regretted that 
the old electroshock therapy once used 
resulted in memory loss, but said he held 
no grudge against the institutions or the 
doctors who once treated him because, 
“The tools and drugs they had at the time 
were crude and clumsy.” His face briefly 

clouded over at his recollection of 
Thorazine. Mike was able to return to 
college where he received his degree in 
philosophy. College, he said, was good 
for him, in part because nobody knew of 
his illness, and that the hard work itself 
helped. “Having to produce all those pa-
pers took my mind off myself.”   
     Mike spoke in a positive manner about 
living in a half way house, and praised the 
concept of community residences. Living 
with others who shared his disease gave 
him hope, as well as the realization that 
all he had to do to succeed was, “See the 
doctor, take my medications and show up 
for work.” Acceptance – by others as well 
as his acceptance about himself, he said is 
the key ingredient to getting well. “I’m 
not okay and it’s okay,” he riffed.   
     Nancy, a vibrant 60 year old who 
looked closer to 40, said she became 
aware something was very wrong in her 
early 30’s when she was living in the city 
and having her first success as a singer. 
She vividly described the feelings of anxi-
ety, fear and paranoia that overtook her, 
eventually leading her to remove all her 
clothes and walk stark naked into a hospi-
tal. But she called her breakdown a 
“breakthrough,” because it was the first 
step to getting better.  
     Nancy, who holds several academic 
degrees and teaches yoga said health care 
providers have called her “treatment resis-
tant,” because she asks a lot of questions. 
She said it took many years to find a doc-
tor who would work with her and not con-
trol her. At present she is on a small 

amount of medication. “If there is a 
stigma about mental illness,,” she said, 
“the instability itself is not the stigma. It’s 
the stigma about the way mentally ill pa-
tients are treated.”  
     Nancy told the audience about her 
strategies and coping mechanisms which 
include eating well, exercising, meditating 
and making music. She tries to have fun, 
and said that, “Advocating for your own 
care is important.” 
     Mike said, “I’m dealing with life 
pretty well and trying to stay happy.” For 
him, balance is achieved by “being in a 12 
step program, opening myself up to art, 
learning the tools of life, getting out of the 
house, keeping busy and showing up. And 
keeping an open mind.”  Both Mike and 
Nancy agreed that participating in pro-
grams like “In Our Own Voices,” has 
been beneficial and that they enjoy know-
ing they are educating people.  
     “I don’t have big dreams,” Nancy said. 
“I live a simple life.” Mental illness, Mike 
said, “Is not a death sentence. We’re peo-
ple, not monsters.” “We have good days, 
we have bad days,” Nancy said. “Just like 
everybody else.” 
     For more information about NAMI, 
contact Executive Director Gloria Her-
nandez or Program Administrator Milly 
Murphy at 914 592-5458. Or visit their 
website at www.namiwestchester.org  
Four Winds Hospital is located at 800 
Cross River Road, Katonah, N.Y. The 
phone is 914 763-8151. This article origi-
nally ran in the Record Review, on No-
vember 24, 2006. □ 

An Inspiring Program on Mental Illness Takes Place at Four Winds 
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By  Rick Sostchen 
Executive Director 
Baltic Street AEH 
  
 

T he shortage of adequately 
trained personnel to provide 
services for substance abuse and 
mental health programs that 

serve the community has become a seri-
ous problem. This issue has become a 
crisis of major concern within the field. 
Many local, state, and federal agencies are 
striving to create strategies to solve the 
urgent problem. 
  

The Answer Right In Front of Us 
  
     If America’s history has a single con-
stant, it is this: the desire and need her 
people have to seek useful, productive 
work. No group has been exempt from 
this yearning, no matter what obstacles 
have stood in their way. Witness the civil 
rights movement of the 60’s. Witness the 
effort by today’s men and women coping 
with mental illness to find employment in 
a society replete with nay-sayers, negative 
statistics, and non believers: an effort that 

Baltic Street AEH (advocacy, employ-
ment, and housing) determined to aid and 
support by every means possible.  
     Baltic Street is not only one of the 
largest peer agencies in New York State 
but also the nation. Its 100 plus personnel 
provide a range of services from empow-
erment/advocacy to housing, self-help, 
and supported employment. A close look 
at this agency begins to answer the ques-
tion: who will serve? Staffed by well-
trained peer personnel—who have fought 
back against negative images and barriers 
to employment for people with mental 
illness, homelessness, substance abuse 
and forensic issues—Baltic Street offer a 
direction for the future. 
     Baltic Street provides Advocacy, 
Bridger, Housing and Employment Ser-
vices, which totaled 19,500 service visits 
in 2006. Since its inception, the Agency 
has grown from one program in Brooklyn 
to 11 programs in four Boroughs and from 
one staff member to 88 current staff mem-
bers and 15 trainees. The Advocacy, 
Bridger, Geriatric Advocacy, Self Help, 
Assisted Competitive Employment, Af-
firmative Business and Supported Hous-
ing programs totaled 2316 new admis-

sions this year. The Agency has been dedi-
cated to expanding the skill set and maxi-
mizing the management skills of staff with-
out sacrificing the high quality and quantity 

of service delivered by the staff. 
     The past decades have brought new 
advances and understandings to the field 
of mental health. New medications, evi-
dence based practices and the beginning 
of acceptance that recovery for those di-
agnosed with mental illness is possible—
and does happen everyday—are among 
those culture changing advances. 
     The recovery movement has begun to 
shape not only the kinds of services that 
are offered to those diagnosed with a 
mental illness, but also has begun to shape 
the means by which those services are 
delivered. Peer services are available in 
many states but are often limited to what 
would be considered ancillary services, 
with peers having a secondary role, at 
best, in providing those services. Baltic 
Street however provides a vision of how 
much more is possible. 
     Baltic Street employs peers, men and 
women who are themselves users of men-
tal health services, to provide the range of 
services noted above. Beyond that, Baltic 
Street’s mission is to ensure that peers can 
work successfully in a range of  human-service  
 

see Peer Employment on page 34 

Baltic Street AEH 
A Model for Peer Employment into the Mental Health Workforce 

Rick Sostchen 
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By Lloyd I. Sederer, MD 
Executive Deputy Commissioner 
for Mental Hygiene 
New York City Department 
of Health and Mental Hygiene 
 
 
 

N ew York State’s mental health 
workforce is one of the largest 
and most diverse in the world, 
with thousands of well-trained 

people working to help the hundreds of 
thousands of New Yorkers with psychiat-
ric disabilities live fuller lives. But this 
remarkable group of women and men face 
a variety of challenges: consumers with 
multiple and complex disorders, salaries 
that often do not keep pace with inflation, 
and varied insurance payment rules and 
government regulations that limit their 
ability to provide services. These chal-
lenges are especially acute in New York 
City, both because of the sheer size of its 
population and because of the needs gen-
erated by the most multicultural metropo-
lis in the country.  
     The most pressing needs occur at the 
ends of the age spectrum, where speciali-
zation is most necessary. 

     One in every five people aged 55 or older 
experiences a mental disorder such as de-
pression, anxiety, schizophrenia or demen-
tia, but seniors are among the least likely to 

seek help for mental health issues. With the 
number of Americans over 65 expected to 
double by 2030, the unique needs of older 
adults with mental illness will need to be 
met by a large workforce trained in the spe-
cifics of geriatrics and with the cultural 
competence needed for this City. 
     Likewise, at the other end of the age 
spectrum, there are not enough mental 
health workers to meet the needs of our 
children. Recent studies suggest that 
about 20% of U.S. children need mental 
health care, yet more than 80% of those in 
need care go untreated. Bills under discus-
sion in Congress would offer student loan 
forgiveness for mental health profession-
als who agree to work with children; un-
fortunately, those bills have not pro-
gressed very far. 
     In New York City, DOHMH is work-
ing to solve these problems. 
     Since 1990, the Department has oper-
ated a Mental Hygiene Training Program/
One Year Residence. The program offers 
a master’s degree in social work at Hunter 
College to employees of community-
based agencies who are in contract with 
DOHMH. Participants must be committed 
to working with underserved populations, 
including minorities as well as older 

adults and children. They must be New 
York State residents and must have a 
bachelor’s degree and two years of ex-
perience in social work. Those accepted 
into the program attend seminars and re-
ceive intensive advising and mentoring, 
supported by scholarships. In return, they 
commit to working at least two years in 
their home agencies after receiving their 
degrees. So far, 352 people have received 
their MSWs through this program. 
     New York City DOHMH is also a 
member of New York State’s Conference 
of Local Mental Hygiene Directors. 
Through its Solutions to End Psychiatric 
Shortages (STEPS) program, the confer-
ence works to raise awareness about the 
shortage of child psychiatrists, identify 
and reduce regulatory barriers, explore the 
utilization of mental health specialties 
beyond child psychiatrists (e.g., nurse 
practitioners, behavioral pediatricians), 
establish and expand financial incentives 
for child psychiatrists, and disseminate 
best-practices findings. 
     We have made a good start, but there is 
much more to be done. New York City’s 
diverse population deserves the nation’s best 
mental health care, provided by the nation’s 
best trained mental health workers. □ 

Meeting New York’s Mental Health Workforce Needs 

Lloyd I. Sederer, MD 



Dedication Derived from Personal Experience 
Keeps the Mental Health Field Thriving 

By Giselle Stolper 
Executive Director 
The Mental Health Association 
of New York City 
 
 

W hen Brian Lombrowski was 
13 he was lost in a world of 
his own. Feeling isolated 
from friends and his par-

ents, he set a series of trash fires at his 
middle school. He was subsequently hos-
pitalized for nearly a year and then placed 
in day treatment for another six months, 
diagnosed with an array of mental ill-
nesses. For several months he was consid-
ered “high risk” and was not allowed to 
leave the building where he lived and 
went to treatment. In time, Brian recov-
ered and came home to live with his fam-
ily. Though he returned to high school as 
a sophomore and nearly picked up where 
he left off, it was those 18 months that 
defined the course his life would take.  
     Today, Brian manages a growing 
caseload of families as a care coordinator 
in Staten Island for the Mental Health Asso-
ciation of New York City’s Coordinated 
Children’s Services Initiative (CCSI), a pro-
gram that works with the families of chil-
dren with severe emotional disorders. CCSI 
employs the Family Network model of 
care coordination to bring together all of a 
child’s service providers in the areas of 
mental health, child welfare, juvenile jus-
tice and education, to design and imple-
ment a comprehensive, individualized 
plan for the child that promotes consistent 
care across services. 
     With a master’s degree in public 
policy from the University of Chicago, 
after work Brian provides pro bono pol-
icy advice to the Alliance for the Safe, 
Therapeutic and Appropriate Use of Resi-
dential Treatment, an advocacy group for 
children. He also serves as an advisor to 
the Out-of-State Placement Committee, an 
inter-agency group under the auspices of 
the Council on Children and Families, 
which helps manage the logistics of bring-
ing home children who have mental illness 
or developmental disabilities, and who 
have been placed in facilities outside 
New York.  

     As Brian explains, “The experience of 
being hospitalized left me with a sense of 
emptiness. I realized I could only resolve 
it by finding others who had been in simi-
lar circumstances, or who still were in 
those circumstances. When I was in col-
lege I joined every mental health-related 
group I could find. I needed something, 
anything, that gave me a sense of belong-
ing. My experience had become a part of 
my identity and I was afraid to share it with 
others because of the stigma. I took a sum-
mer job as a peer advocate at the hospital 
where I had stayed, and worked with kids 
who had been in my position. By my senior 
year of college I knew I wanted to advocate 
for the rights of youth with mental illness.” 
     So many of us are drawn to the mental 
health field as a result of a first-hand ex-
perience with mental illness. We strug-
gled with illness ourselves, or our lives 
were changed or shaped by a loved one 
who lived with its challenges and who 
coped, recovered, or succumbed. For chil-
dren and families, advocates who have been 
down the road themselves or with their chil-
dren are a source of comfort, information 
and support when a child is newly diag-
nosed with an emotional disorder. 

Parent Advocates Help Families 
Follow in Their Footsteps 

 
     Lorraine Jacobs, supervisor of the 
MHA of NYC Parent Resource Center in 
Elmhurst, Queens, raised five children of 
her own. Then she and her husband as-
sumed responsibility for his sister’s five 
children, who had originally been turned 
over to foster care due to his sister’s over-
whelming drug addiction. The younger 
two, a boy and girl, were born addicted to 
crack. When the youngest daughter turned 
18 months old, her unexplained tantrums 
made it impossible for her to stay in day-
care. Lorraine’s challenges were com-
pounded when her husband died a year 
later. When her daughter turned 4 years 
old she was diagnosed with attention defi-
cit hyperactivity disorder. That is when 
Lorraine learned how pervasive and in-
sidious both an emotional disorder, and its 
accompanying stigma, can be. 
     “The doctors saw a sweet, smiling 
child when I took her for evaluations,” 
explains Lorraine. “They didn’t believe 
there was anything wrong with her, even 
when I told them about her outbursts and 
difficult behavior. They thought I was the 
problem. And our family members told 
me I spoiled her, that she was just a bad 
kid. In a way the stigma got even worse 
after she was finally diagnosed. Then she 
became ‘the girl down the street with the 
mental illness.’” 
     Lorraine had gained experience in so-
cial services over the years. After many 
years on welfare, she took a job as a re-
ceptionist at a vocational foundation. Af-
ter her husband’s death, when her older 
children were in their teens and the young 
ones were still at home, she returned to 
school to earn a bachelor’s degree in hu-
man services and then worked as a coun-
selor for young mothers. As her daughter 
grew older and was ultimately diagnosed 
with bipolar disorder, Lorraine believed it 
was her job to build her daughter’s self-
esteem. Now that her daughter has 
reached her teens and the worst is behind 
them, Lorraine realized she could be a 
positive force for other parents. 
     The MHA of NYC Parent Resource 
Centers, located in Manhattan, the Bronx 

and Queens, equip parents with the tools, 
knowledge and support to become their 
children’s best advocate and case man-
ager. The Centers are staffed by parents 
who have children with emotional disor-
ders and are trained to help others in the 
same situation. 
     Now, as a parent advocate, Lorraine 
talks about her role. “Sometimes it’s 
teaching parents how to talk with clini-
cians so they can ask the right questions. 
Sometimes it’s just explaining all the 
forms they make you sign for the evalua-
tions and treatment.” The most rewarding 
part for Lorraine is how she recognizes 
herself in the families who rely on her. 
“When I tell our clients what I’ve been 
through with my child, I can see the relief 
in their eyes. They know I understand, 
and they trust me to help them do what’s 
best for their own children.” 
     Certainly the mental health field al-
ways has a need for trained professionals 
to diagnose, treat and help enhance the 
quality of life for those who have a mental 
illness. Yet the field thrives thanks to the 
dedication of families and individuals 
who have chosen to share with others the 
wisdom and knowledge that they acquired 
in their personal journeys from illness to 
better emotional health. 
     As Brian concluded, “When people ask 
me now why I do this kind of work, I tell 
them it’s because of what happened to me 
when I was young.” 
 
     MHA of NYC services can strengthen 
families while giving children the help 
and support they need. For more informa-
tion about the Coordinated Children’s 
Services Initiative, call 212-964-5253, 
x769. For more information about the 
MHA of NYC Parent Resource Centers, 
call our offices in Manhattan (212-964-
5253), the Bronx (718-220-0456) or 
Queens (718-264-4599). If you have ques-
tions about your child, or would like to 
learn more about available services for 
children and families citywide, contact 
LifeNet, the 24/7 confidential multilingual 
mental health hotline operated by the 
MHA of NYC. For English, call 1-800-
LIFENET; for Spanish, 1-877-AYUDESE; 
and for Chinese, call 1-877-990-8585. □ 

Giselle Stolper 

The Mental Health Association of New York City  
If you are in crisis or want to contact us regarding a personal issue, please call 1-800-LIFENET (1-800-543-3638) 

Our mental health professionals at 1-800-LIFENET are available 24 hours a day, 7 days a week. 
 

For assistance in Spanish call 1-877-AYUDESE (1-877-298-3373)  
For assistance in Asian languages call Asian LifeNet at 1-877-990-8585 
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Concerns and Cures 
For Compassion Fatigue 

Ellen Stoller, ATR-BC, LCAT 
Assistant VP Community Services, 
Training and Consumer Affairs 
F.E.G.S. Health & Human Services System 
 
 

O ne of the rewards for doing our 
jobs well is that we are invisi-
ble. We help people who have 
serious and persistent mental 

illness live their lives outside of hospitals, 
outside of jails and prison and out of the 
news. Of course some still end up there. 
But no one reads about the vast number 
of people with mental illness who work, 
who live in supported housing in the 
community, who go to clinics, club-
houses, psychiatric rehabilitation ser-
vices, and supported employment pro-
grams and in fact do much, much more.  
     What is the price we pay for being 
invisible? “Compassion fatigue”, the 
nicer, more professional term for burnout, 
is an occupational hazard for mental 
health professionals who work in the 
aforementioned environments. Yes, our 
jobs are “rewarding.” We feel good about 
what we do.  But how are we viewed by 
society? How are we treated in the larger 
“workplace”?   How do we withstand the 
stories we hear from our clients? 
     Like sponges we soak up the trau-
matic, often horrific, sad and compli-
cated stories of the clients we serve. We 
provide treatment, hope, choices, and 
training.  How well do our workplaces 
take care of us? How well do we take 
care of ourselves?  
     I am no stranger to compassion fa-
tigue. After Sept 11, 2001 I found myself 
managing an ever changing and growing 
disaster relief effort for New Yorkers who 
were affected emotionally, financially, 
and spiritually by the attack. My worries 
included grant writing, contract compli-
ance, quality program development and 
the training and care of a staff of almost 
50 people who counseled, case managed, 
and otherwise saw to the well being of 
thousands of New Yorkers. I know com-
passion fatigue well. I saw it in my staff 
and I diagnosed it in myself. It has been 
curious to me that in disaster work com-
passion fatigue is a well-recognized and 
documented phenomena. Why isn’t it 
equally recognized or talked about in the 
less dramatic, less sexy work of providing 
for thousands and thousands of people 
with mental illness?  
     Compassion fatigue is when you are 
unable to  care anymore. You may find 
yourself unusually irritable. One cli-
ent’s story begins to sound like every 
other client’s story. You can become 
angry with yourself, your co-workers, 
and your family. You may eat too 
much, drink too much. You tell people 
you are “stressed out.”   We get burnout 
when the rewards we get from our job, 
intellectual, social, emotional, spiritual 
or financial no longer balance the ef-
fort. What do we who serve in adminis-
trative, advising or consulting positions 

do to help combat staff burnout? We 
have meetings (with food makes it 
“team building”), trainings, discussions, 
and official “team building” activities. 
What else can we do? 
 

We Are Who We Serve  
 
     Those of us in this field can suffer the 
stigma of mental illness along with our 
clients. Historically, psychiatric hospitals 
were built on the edge of town, out of 
sight, out of mind. Our clients now live in 
communities, but out of sight and out of 
mind is still the message.  
     When teachers and nurses raised their 
collective voices to ask for more respect 
in the form of higher pay, society was 
pressed by the public  to ante up. The 
same will not necessarily be so for mental 
health professionals.  Many feel you are 
whom you serve. Nurses serve all of us. 
Teachers serve our children. People with 
mental illness, in this society, are served 
by an invisible workforce, better when 
not seen and not heard.  
     I truly believe that this is one of the 
challenges of the mental health work-
force now and in years to come. We ask 
more and more of mental health profes-
sionals. We need to be paid more, too. 
We are in the shadows along with our 
clients. Part of combating compassion 
fatigue is taking care of yourself. You 
can’t take care of others unless you are 
cared for. In stress reduction workshops 
we talk about eating better, sleeping 
better and exercising. Those things are 
necessary but we need to consider ad-
vocating for ourselves too.  
     September 11, 2001 had a “leveling” 
effect in mental health. Suddenly there 
was recognition from all over that many 
people were suffering and many could 
be helped with brief mental health in-
terventions. If people had an acute 
stress reaction, or even PTSD, treat-
ment could be made available, and was, 
for thousands of people. But it should 
not take disaster to make people value 
mental health services and the people 
who are trained to provide them.  
     I offer three proposals.  First, commu-
nity mental health organizations become 
better equipped to provide their staff with 
regular sessions that address compassion 
fatigue and “care for care-givers.”   
     Second, the stigma associated with 
serving the mentally ill should be ac-
knowledged and confronted along with 
the battle to remove the stigma of mental 
illness, itself. 
     Finally, the community-based work-
force needs to be supported in competi-
tive wages, comparable to those provided 
to hospital workers and other healthcare 
specialties. 
     By paying attention to these workforce 
issues we can strengthen our professional 
community, continue to attract committed 
and qualified people to the field and im-
prove recovery outcomes for the mental 
health consumers we serve. □ 
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Lisa V. Blitz, PhD, LCSW 

By Lisa V. Blitz, PhD, LCSW, Director 
Genesis Domestic Violence Shelter and  
Rick Greenberg, PhD, LCSW, Director 
Martha K. Selig Educational Institute 
JBFCS 
 
  

T raining. We hear the word every 
day—on-the-job t raining, 
weight training, fitness training, 
you name it and you probably 

can find a training program to match. At 
JBFCS, it’s a word we take seriously, and 
it’s at the core of the work we do to serve 
our clients. Since the 1940’s a training 
department has been part of JBFCS. In 
1973, our training program was chartered 
by the New York State Board of Regents, 
and in 1978 it was renamed the Martha K. 
Selig Educational Institute to honor the 
woman who championed the cause of 
training. The Institute combines the latest 
theories in mental health care and human 
services intervention with hands-on ex-
perience to train hundreds of JBFCS em-
ployees each year. 
     The educational aspect of JBFCS is 
key to helping attract mental health practi-
tioners who offer a broad range of ser-
vices to our clients. These include staff 
involved in direct care, case management, 
and counseling.  Since its start, the Insti-
tute has offered courses to social work 
staff with undergraduate or graduate de-
grees. In 1999, a training program began 
for JBFCS child care workers in residen-
tial and day treatment programs.  Staff 
members in these programs typically 
have a high school education, associates 
degree or a few years of college. This 
training helped enhance and support 
child care staff. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Adult Milieu Services  
Training Program  

 
       Our work with child care workers 
inspired us to expand to other direct care 
staff. In 2003, the Adult Milieu Services 
Training Program was launched.  This 
training was designed for direct care 
workers in programs for adults with seri-
ous mental illness and clients in domestic 
violence shelters. These workers also 
have high school diplomas or a few years 
of college.  We designed the training to 
provide continuing education for staff 
who often worked some of the toughest 
shifts, such as overnights, weekends, and 
holidays, when access to the support and 
insights of the regular team of staff was 
more limited. 
 

     The training  is a two-year program that 
staff attend 10 weeks per year. Each weekly 
class is three hours long.  Though staff are paid 
for training time, because of their shifts they 
may have to work overtime to attend the ses-
sions or otherwise adjust their schedules.  
There are three training modules, with the first 
year focusing on team work, conflict resolu-
tion, and mental health issues. The second year 
offers four modules that address cultural 
competency and social justice, collaboration 
and partnership, and effective communica-
tion. The second year also offers a wide 
range of elective classes that focus on some 
of the unique issues staff face in their work.  
Elective classes include:  
 
• mentally ill and clinically addicted 

(MICA) clients  
• clients who were in prison  
• safety in off-site visits  
• supporting clients’ parenting skills  
• leadership skills  
• spirituality in assessment and treatment  
•  self care  
• professional development  
 
     Classes are taught by senior staff at 
JBFCS, which has the additional benefit of 
introducing direct care staff to senior people 
throughout the agency and encouraging 
mentoring relationships. 
     One aspect that makes this training pro-
gram unique is that it builds the conceptual 
framework for the clinical and case manage-
ment services provided by the agency. The 
direct care worker is encouraged to under-
stand his or her role in the larger picture as 
part of the clinical team.  In the past, courses 
focused on skills development, which 
though very important, did not provide the 
philosophy or context behind a technique. 
The Adult Services Training program inte-
grates skills development with theory. 
     Attending the training program is now an 
expected part of the job. All direct care 
workers in programs for adults with mental 
illness or with clients in domestic violence 
shelters who have worked with our agency 
for the past two years have completed the 
program.  We have received excellent re-
views from staff who say they like the pro-

gram and have learned a lot from the train-
ing.  The training also helps us send the 
message that we value the work that they 
are doing and view them as professionals. 
     Another important part of the training 
program, which also reflects an ongoing 
initiative throughout JBFCS, is advancing 
the agency’s anti-racism work. This work is 
part of a new book, Racism and Racial Iden-
tity: Reflections on Urban Practice in Men-
tal Health and Social Services, published by 
Haworth Press and co-edited by Lisa Blitz 
and Mary Pender Greene, JBFCS Chief of 
Social Work, with contributions from 
JBFCS staff. The traditional internal training 
programs were designed for employees with 
degrees responsible for clinical services who 
historically were white, while the direct care 
workers were mostly people of color. Our 
Adult Milieu Services Training Program 
helped address this racial divide. 
     JBFCS has had a diversity task force 
since the early 1990’s with a focus on multi-
culturalism, cultural competence and a con-
cern for fairness and equality. In 2003, as 
part of our visiting scholars program in the 
Martha K. Selig Educational Institute, 
Anderson J. Franklin, PhD, and Nancy 
Boyd-Franklin, PhD, became our Saul Z. 
Cohen Chairs in Child and Family Mental 
Health and remained as Chairs until 2005. 
They began to move our anti-racism work 
forward by helping us look at institutional-
ized racism, and to understand power and 
access to resources as well as our own racial 
and cultural identity. Their focus was also 
combined with the agency’s own work with 
the People’s Institute of Survival and Be-
yond. Currently, we are fortunate to have 
Kenneth V. Hardy, PhD, as the Cohen Chair 
and David Billings, DMin, of the People’s 
Institute, as the Pauline Falk Chair in Commu-
nity Education and Research, who are helping 
us to continue our anti-racism efforts. 
     The anti-racism work is integrated into the 
curriculum of all Martha K. Selig Educational 
Institute courses including the Adult Milieu 
Services Training Program.  In the teamwork 
courses that Lisa has taught in the Adult Mi-
lieu Services Program, we have found that 
race comes up frequently.  Race is discussed in 
every class whether it’s five minutes or an 
hour-and-a-half.  When we talk about team-
work, milieu issues, and roles and boundaries, 
if we’re not talking about race then we are not 
having an effective conversation.  
     Another example of how race is incorpo-
rated into the training is in the mental health 
issues module.  We focus on understanding 
how cultural differences may show up 
through symptoms, as well as how people 
think about mental health services, their 
cultural assumptions and what they are fa-
miliar with.   
     Ultimately, because racism is so perva-
sive throughout our society, doing good 
work with clients means understanding ra-
cism and its impact and working to change 
it. The training we offer works toward that. 
But it is not only a focus on clients, which is 
crucial, but also a focus on relationships 
between staff members and system struc-
tures within our organization. We are com-
mitted to being an agency that attracts 
skilled and effective mental health practitio-
ners to the field, offering the tools needed to 
serve our clients, and creating a workplace 
that values all of its employees. □ 

The Training Magnet: Attracting Staff for Mental Health Services 

Rick Greenberg, PhD, LCSW 

JBFCS is Seeking  
Administrative Supervisor - Manhattan North MBCS 

 
Full time Administrative Supervisor required for our  

Outpatient Mental Health Clinic in Washington Heights to provide  
direct care, administrative oversight and clinical supervision. 

The Administrative Supervisor will also maintain a small clinical caseload. 
LCSW, fluency in written and spoken Spanish; computer  
proficiency, extensive clinical and supervisory experience  

and familiarity with Latino cultures required 
 

 Social Work Supervisor - Manhattan North MBCS 
 

Full time Bilingual Social Work Supervisor required to provide  
culturally sensitive psychotherapy to children and adults in  
individual, family couple and group modalities in this large  

out-patient clinic in the Washington Heights area of Manhattan.  
The position involves supervising line staff and a case manager  

as well as sharing in the administrative tasks and carrying a  
clinical caseload. LCSW required plus prior supervisory  
experience and Spanish fluency.  The supervisor will be  
required to work a minimum of two evenings per week. 

 
 Benefits include excellent benefits package, opportunity for upward mobility, 

team approach, welcoming environment and job stability.  
 

Resumes should be submitted to  
hrrecruit@jbfcs.org or fax to 212-956-0526 
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Is Your Community In Need Of A 
Ready-To-Go, Affordable, Bilingual & Bicultural 

Mental Health Education Program? 

Join Our Community Education Program 
 

And Deliver Our Award-Winning Publications 
To Your Network Of Mental Health Agencies 

 
This Will Allow You To Provide 

A Regular Source of Mental Health Education 
To Thousands Of Individuals and Families 

 
Call Us Today For Details: 

 
(570) 629-5960 
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We All Experience Difficulties... 

and Needing Help is Not a Sign of Weakness 
 

Send a Gift Subscription to Mental Health News 

To Someone in Need that You Care About 
 

See Page 47 for a Subscription Mail-in Form  

or Give Us a Call at: (570) 629-5960 

 

BALTIC STREET AEH, INC. 
ADVOCACY EMPLOYMENT HOUSING 

 

 250 BALTIC STREET, BROOKLYN, NY 11201 
TEL: (718) 855-5929   FAX: (718) 222-1116  

WWW.BALTICSTREET.ORG 
 

 SERVICES for CONSUMERS by CONSUMERS  
formerly Baltic Street Mental Health Board 

Peer Employment from page 27 
 
 
industries. Training in all things pertinent 
to this task is provided, including manage-
ment, clinical, and educational, often by 
national experts in the field. Staff members 
have moved on to work in integrated (non-
peer) settings and a variety of human ser-
vice settings. 
     Who better to provide the nurturing 
dedication coupled with administrative 
attention to detail required of service pro-
viders than someone who has experienced 
the anxiety and rigors of the system first-
hand? The bond established between a peer 
provider and a mental health client is mu-
tually beneficial. Both are empowered 
while working toward a common 
goal.  Peers are willing, able and success-
ful at providing services and many can 
answer the questions that if posed to a gov-
ernment agency worker might meet with a 
question mark. The cumulative experi-
ences of those who have previously trav-
eled the road to recovery provide a rich 
knowledge base and nurturing haven. Men-

tal health recipients realize that there is 
hope for their future and they don’t have to 
feel stigmatized or isolated in the bureau-
cratic, and often impersonal, mental health 
world. 
     Baltic Street’s employment programs 
provide preparation, placement and contin-
ued job coaching for men and women cop-
ing with a diagnosis of mental illness who 
then feel prepared to enter the work force. 
Baltic Street’s netWorkplus I and II pro-
vide employment support for as long as the 
client needs it, with peer employment spe-
cialists providing vocational counseling 
and goal setting, skills assessment, com-
puter skills training, volunteer opportuni-
ties, paid internships and on the job train-
ing. Baltic Bazaar Thrift, an affirmative 
business provides training and competitive 
work experience. Employment specialists 
establish links with a wide variety of com-
munity businesses, non-profit organizations 
and public agencies. 
     The employment programs of Baltic 
Street have already demonstrated the effec-
tiveness of a collaborative process - one that 
includes peer support. They exemplify the 

need to continue promoting, encouraging, 
and providing opportunities for “more peers 
to work as paid employees and mentors in 
the system.” The combination of professional 
and peer support has proven to be the best 
strategy for helping our clients become part 
of the workforce. 
     We need to continue developing sup-
port teams that incorporate the expertise of 
several disciplines including:  clinical, 
rehabilitation, employment and peer. The 
recovery movement has begun to shape the 
kinds of services that are offered to those 
diagnosed with a mental illness, as well as 
shaping the kinds of people who are 
needed to deliver those services.   
     Baltic Street understands that the funda-
mental components and core values of 
recovery speak to the need for more effec-
tive individualized service planning.  In 
this regard, it becomes clear that the call to 
serve is best answered by people who have 
an innate understanding and empathy for 
men and women diagnosed with a mental 
illness. Who better to serve than those who 
have repeatedly demonstrated an inordi-
nate amount of resourcefulness, borne out 

of experience and necessity?  And who 
better to be utilized than a group of indi-
viduals who seek and receive ongoing ex-
periences, education and training that leads 
to an increased understanding of the people 
they serve, as well as a broadened under-
standing of themselves? 
     For the past ten years, Baltic Street has 
demonstrated that service provision dedi-
cated to a person’s recovery is possible and 
that anything short of this is unaccept-
able.  This is not a theoretical model but 
one that has been implemented and is bear-
ing fruit.  It is a program that provides a 
template enjoining us to continue to mine 
the vast richness of training, education, and 
experience in this nation, embodied by 
those who have “been there, done that” and 
found it good. 
     If we are to continue to support the use of 
supported employment services as a primary 
strategy for community integration we will 
have to expand and build upon collaborative 
employment strategies that include peer sup-
port in its formula.  Nothing succeeds like 
success and this is a formula that has proven 
itself very successful indeed. □ 

Robert M. Lichtman, PhD, DAPA, CASAC  
New York State Licensed Mental Health Counselor & Clinical Member American Association for Marriage & Family Counseling   

 Relationship and Family Counseling   ~    Susan Krieger, MA, Associate Counselor 
 

 Evening and Weekend Hours. By appointment only. 559 Gramatan Avenue, Suite 202, Fleetwood, NY 10552  

(914) 960-9943 
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INFOPSYCHLINE 
A  SERVICE  OF  THE  PSYCHIATRIC  SOCIETY  OF  WESTCHESTER   

914-967-6810 
 

This is an information and referral service 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 

333 WESTCHESTER AVENUE - SUITE LN-01  •  WHITE PLAINS, NEW YORK 10604 

The Challenge from page 1 
 
as well as funding for “consumer / peer coun-
selor training programs.” 
 

The Mental Health Workforce 
In The 1990’s 

 
     My anecdotal experience confirms the 
above. In 1994, I began working in the 
mental health field as a Job Coach in a 
clubhouse program. I was paid about 
$21,000 a year. Shortly thereafter, I became 
the Clubhouse Coordinator. My staff was 
entirely comprised of those who had re-
cently obtained their college degrees. Many 
of the staff were also going to school in the 
evening to pursue Masters Degrees in Social 
Work or Rehab Counseling.  
     They all had a basic knowledge of psy-
chology, and so they easily absorbed new 
information on mental health and recovery, 
that they may not have learned from their 
textbooks. They could write well, and they 
performed goal planning and charting re-
sponsibilities to standard. They were will-
ing, and able, to do “hands on” work along-
side clubhouse members, like mopping the 
floor or job coaching at a beach front food 
stand, in one-hundred degree heat.  
     The staff would stay about 3 – 4 years, 
and then move on to a higher position 
within the human services field. When I 
ran help wanted ads for a replacement, I 
would easily get over 100 resumes. 
     At the same time, there was a great 
excitement in community mental health. 
With the downsizing of the state hospital 
system, and the start of Community Rein-
vestment, hundreds of new jobs in mental 
health were created. In New York City 
alone, a dozen new clubhouse programs 
were funded. New and innovative pro-
grams were developed in order to meet 
the needs of the consumers being dis-
charged into the community.  
 

The Mental Health Workforce 
In the 2000’s 

 
     A decade later, many entry level 
mental health positions still pay in the 
low twenty thousand dollar range. Be-
cause of low salaries, programs struggle 
to recruit, and retain staff. I once had a 
job applicant tell me that he could make 
more money by being a janitor in his 
local church, than he could by working 
in the mental health field.  
     Two years ago my Transitional Em-
ployment Staff experienced a 100% turn-
over. One employee left to accept a com-

parable position with the state, but one 
that offered a higher salary and better 
benefit package. Another employee, a 
mental health peer counselor, left for a 
higher paying job outside of the mental 
health field. A third employee left, citing 
the stress, and difficulty of the work. 
     Additionally, many mental health profes-
sionals need to work additional hours for 
their agency, or take second jobs outside of 
the mental health field, in order to pay their 
bills. Working extra hours takes away from 
the time that the employee would normally 
spend with their family. 
     While many in the current mental health 
workforce are well intentioned, they are 
often not as qualified, when compared to a 
decade ago. Many entry level workers today 
do not have a Bachelor’s degree; they in-
stead may have an Associate’s Degree, or a 
high school diploma.  
     Some apply for work in mental health, 
after leaving other careers, and so they 
come without even a basic knowledge of 
mental health. They require a tremendous 
amount of training. Compounding the 
problem, is the fact that training monies in 
program budgets tends to be very limited, 
or even non-existent. 
     At the same time, the work of mental 
health has become more complicated. 
New issues like Assisted Outpatient 
Treatment, Medicare Part D, the Medicaid 
Buy-In, and the Ticket to Work have de-
veloped. We are also seeing consumers 
with increasingly complex needs such as: 
co-morbid health conditions, forensics, 
dual-diagnoses, geriatric issues, as well as 
linguistic and cultural needs. 
     Rehab and recovery programs are not 
the only programs that are challenged to 
hire and retain qualified workers. Residen-
tial services – a cornerstone for stability – 
are woefully underpaid and inadequately 
staffed by a funding model designed over 20 
years ago and never updated. 
 

Negative Impact on Mental Health 
Consumers Receiving Services 

 
     The mental health workforce crisis has 
a deleterious impact on the delivery of 
quality services. A vital component of 
mental health rehabilitation and recovery 
is a healthy relationship between the con-
sumer, and his / her staff worker.  Club-
house programs foster this relationship 
while members and staff perform tasks 
side by side on behalf of the clubhouse 
community, or at a job site. 
     When mental health programs have va-
cant positions, staff members take on larger 

caseloads. This results in the consumer re-
ceiving less individual time and attention. 
     The high turnover in mental health 
programs is also problematic. Some con-
sumers report having three different thera-
pists, or case managers, in one year; this 
disrupts the development of a trusting 
relationship. Consumers are also discour-
aged by having to constantly re-tell diffi-
cult life stories, “all over again” every 
time they get a new worker. Some report 
that this constant repeating of painful 
events brings about a “re-traumatization”. 
     Staff shortages are also a barrier to 
accessing services. Some individuals 
seeking to access clinical services may 
have to wait several months, before being 
seen for an initial appointment. 
 

The Increasing Role of Consumers 
In the Mental Health Workforce 

 
     The increasing use of consumers in the 
mental health workforce has been a wel-
come change. A decade ago, I did not 
have any consumers on my staff; today 
they comprise 70% of my staff members. 
     The consumer-staff handle much of the 
hands-on responsibilities in the clubhouse 
in regards to basic vocational and educa-
tional skills. They also serve as inspira-
tional role models, by sharing their recov-
ery stories and techniques with the mem-
bers. Their presence has allowed staff 
time to be used much more efficiently. 
 

Solutions to the Workforce Crisis 
 
     Last year, mental health advocates 
came to Albany to request a “10% Rate 
Adjustment” for state funded mental 
health programs such as Clubhouses, Sup-
ported Employment, and Peer Support. 
They made the case that most of these 
programs have been in existence for a 
decade or more, and had not had any kind 
of a rate increase. In that same period of 
time, the cost of items like fuel, utilities, 
food, gasoline, and program supplies in-
creased over 30%.  
     Programs reported that they have been 
forced to: cut hours and services, and 
eliminate staff positions in order to re-
main solvent. 
     In 2006, a three year, CPI rate adjusted 
COLA, for a broad array of community 
services, was approved. While we are 
grateful for any kind of funding increase, 
the mental health field still needs addi-
tional funds to improve its workforce. 
     The following are ways of addressing 
the mental health workforce crisis: 

(1) Make the CPI-rate adjusted COLA 
permanent.  
(2) New York State should pass the 
“Quality Workforce Act” (A04280, S657) 
This legislation allocates additional funds 
for staff education, training, and benefits 
enhancements for workers in the not-for-
profit mental health, developmental dis-
abilities, and substance abuse agencies. 
 

Mental health agencies could utilize 
training funds in the following areas:  

• Psychiatric Rehabilitation  
• Multi-Cultural / Diversity 
 
• Healthcare Education (Understanding 

the impact of co-morbid chronic health 
conditions such as diabetes and hyper-
tension on mental health consumers.)  

• Geriatric mental health issues  
• Goal planning and documentation  
• To facilitate the training of mental 

health peers in the workforce   
(3) Mental health workers should have 
health insurance parity with workers in 
the OMRDD system. Employees of devel-
opmental disabilities agencies receive a 
reimbursement for their out of pocket 
healthcare expenses under a new initiative 
called “Healthcare Enhancement II”. The 
reimbursement totals a few hundred dol-
lars each year per employee.  
(4)  To examine scholarship opportunities / 
loan forgiveness programs to encourage 
new workers to enter the mental health field.  
     We were pleased to see that the new 
NYS Office of Mental Health Commis-
sioner Michael Hogan, in the state mental 
health plan he developed for Ohio 
(November 2006), entitled, “A New Day, 
Wellness for All,” highlighted workforce 
issues. Goal 5 -12 stated a need to, 
“Develop strategies to address the serious 
workforce issues that affect the ability to 
attract and retain skilled professionals 
(both clinical and administrative). This 
includes an aging workforce, competitive 
pay, regulations, training, and higher edu-
cation programs.”  As I have outlined, the 
workforce issues that exist in Ohio, also 
exist today in New York. 
     If we come up with sensible strategies 
to attract good workers to the mental 
health field, to pay them adequately, and 
provide them with proper benefits, then 
my son’s desire to follow in his father’s 
footsteps, and help people have better 
lives, can become a happy reality. □ 

Hope Works from page 19 
 
Providers and consumers had to protest to 
fight for funds that were necessary and 
rightfully theirs. 
     Today, things are different in Nassau 
County.  In 2006, Nassau County Execu-
tive Thomas Suozzi and the Nassau 
County Legislature allocated an addi-
tional $1.3 million of county funds to 
restore cuts and INCREASE mental 
health services.  Although some of that 
$1.3 million was supposed to be “one-
time only” funds, today, these monies 
were restored for 2007 to support HOPE 
and the vision of recovery.  Today, peo-
ple needing human services can access 
them through a model program called 
“No Wrong Door,” where all the agencies 
are under one roof.  The building and 

services are designed to treat people with 
respect and people’s needs can be met in 
an efficient manner (and one that also 
yields a savings for taxpayers).  And fi-
nally, today, we have Commissioner Ar-
lene Sanchez, who is showing vision and 
leadership in her commitment to educate 
mental health and other social service 
providers, not from a “sickness” and 
“patient” perspective, but by using a 
strength-based, recovery-oriented model 
that brings HOPE and the opportunity of 
recovery to every individual in all mental 
health services throughout the county. 
     The day ended with the dissemination of 
framed HOPE plaques (courtesy of Steve 
Miccio, Executive Director of PEOPLe, 
Inc.) to all participating programs in Nassau  
 

see Hope Works on page 42 
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By Kristen Fortuna, MC, LHMC 
Outreach Coordinator 
The Hudson Valley Interest Group 
 
 

A ccording to the New York 
State Department of Labor, 
employment in community and 
social service occupations 

throughout the state will increase 14% by 
2014.  It is projected that within the next 7 
years, the annual number of job openings 
expected in the related occupations due to 
growth (2,350) plus replacement need 
(3,230) will equal 5,580.   Who will meet 
the challenge of the growing mental 
health workforce?  The ensuing will dis-
cuss the relatively new establishment of 
mental health counseling as a profession 
in New York State and explain why men-
tal health counselors make qualified pro-
fessionals to serve in the mental health 
workforce. 
     Mental Health Counseling is a distinct 
profession with national standards for 
education, training and clinical practice. 
Currently, forty-eight states, as well the 
District of Columbia and Guam license or 
certify mental health counselors for prac-
tice.  It was not until December 2002 that 
New York signed a law that established 
the profession of Mental Health Counsel-
ing throughout the state.  Article 163 of 
the Education Law posted by the NY State 
Department of Education Office of the Pro-
fessions defines the practice of the profes-
sion of mental health counseling as: 
 
• the evaluation, assessment, ameliora-

tion, treatment, modification, or ad-
justment to a disability, problem, or 
disorder of behavior, character, de-

velopment, emotion, personality or 
relationships by the use of verbal or 
behavioral methods with individuals, 
couples, families or groups in private 
practice, group, or organized settings; and 

 
• the use of assessment instruments and 

mental health counseling and psycho-
therapy to identify, evaluate and treat 
dysfunctions and disorders for pur-
poses of providing appropriate mental 
health counseling services. 

 
     As of today, approximately 3,640 men-
tal health counselors have been licensed 
to practice in NY.  Licensure require-

ments for mental health counselors are 
equivalent to those for clinical social 
workers and marriage and family thera-
pists - two other disciplines that require a 
master's degree for independent status. In 
order to become licensed in New York, one 
must meet the following state requirements: 
 
• Complete a minimum a 48-credit 

hour Masters (as of 2010 the mini-
mum will be a 60 credit masters) in 
SED-approved counseling program 
with specified content areas including 
assessment, psychopathology, coun-
seling theory and practice, group dy-
namics.  As well as complete a mini-
mum of 600 clock hours of a super-
vised internship; 

 
• Perform 6,000 clock hours of super-

vised experience in a SED-approved 
setting.  The experience must be su-
pervised by a licensed mental health 
professional, including: LMHC, 
LCSW, psychologist, psychiatrist, 
physician’s assistant, psychiatric 
nurse practitioner, marriage and fam-
ily therapist, creative arts therapist or 
psychoanalyst; 

 
•  Pass a National Clinical Mental 

Health Counselor Exam administered 
by the National Board for Certified 
Counselors (which may only be taken 
after 3,000 supervised clock hours 
have been completed); 

 
• Complete Child Abuse Reporting 

Training. 
 
     The Department has already registered 
14 graduate degree programs as leading to 
licensure in the state on the basis of 48-

semester hours and another 35 programs 
are registered as license qualifying for 
mental health counseling on the basis of 
60-semester hours.  This number is likely 
to expand as applicants from different 
programs seek licensure and the profes-
sion gains in popularity. 
     Licensed Mental Health Counselors 
(LMHCs) may practice in a variety of 
settings, including independent practice, 
community agencies, managed behav-
ioral health care organizations, inte-
grated delivery systems, hospitals, em-
ployee assistance programs and sub-
stance abuse treatment centers.  More 
than 90% of the nation’s managed care 
organizations either employ or contract 
with licensed mental health counselors.  
In New York, LMHCs are steadily be-
ing recognized and accepted as quali-
fied providers by insurance companies 
such as Value Options and Oxford.   
     The American Mental Health Coun-
selors Association (AMHCA) is the 
professional membership organization 
that represents the profession.   New 
York Mental Health Counselors Asso-
ciation (NYMHCA) is the state chapter 
of the American Mental Health Coun-
selors Association.  NYMHCA worked 
diligently to help bring about licensure 
and assumes the continuing role to pro-
tect and enhance the rights of counsel-
ors to practice in the profession.  If you 
would like more information on the pro-
fession of mental health counseling or 
on either of these associations, please 
visit their respective websites at: AM-
HCA.org and NYMHCA.org. 
 
     The Hudson Valley Interest Group 
(HVIG), is a pre-chapter of NYMHCA. □ 

LMHCs: Qualified to Serve in the Mental Health Workforce 

Kristen Fortuna, MC, LHMC 

By Pat Rehmer Silveira,  
Barbara Bugella, Manuel Paris, Jr.,  
and Michael A. Hoge 
 
 

O ver the last several years, Con-
necticut has been involved in a 
major effort to promote and 
implement a recovery oriented 

system of behavioral health care. A sig-
nificant opportunity to move this agenda 
forward occurred when the state was 
awarded a federal, five-year Mental 
Health Transformation State Incentive 
Grant (T-SIG) from the Substance Abuse 
and Mental Health Services Administra-
tion (SAMHSA). In implementing this 
grant, Governor Jodi Rell charged 14 state 
agencies and the judicial branch with re-
sponsibility to collaborate with diverse 
community groups and private organiza-
tions to ensure a more seamless array of 
effective and accessible services and re-
covery supports. The ultimate goal is to 
prevent mental illness and promote resil-
ience and recovery across the lifespan.  
     In keeping with the requirements of 
this grant, the state developed a Com-
prehensive Mental Health Plan address-
ing each of the six goals identified in 
the report issued by the President’s New 

Freedom Commission. Unique to Con-
necticut’s approach, however, was the 
decision to place a major emphasis on 
workforce development in its planning 
and implementation efforts as a seventh 
goal area. 
     Commissioner Thomas Kirk of the 
state’s Department of Mental Health and 
Addiction Services viewed workforce 
development as an essential ingredient of 
reform in this transformation initiative. 
The behavioral health workforce prob-
lems in Connecticut are similar to those 
facing most state, regional, and local sys-
tems across the country. Provider organi-
zations report major difficulties in recruit-
ing and retaining qualified employees, 
particularly in the private, non-profit sec-
tor. It is extremely difficult to recruit a 
culturally and linguistically diverse work-
force and to improve the cultural compe-
tency of the existing workforce. There is a 
critical shortage of personnel trained and 
skilled in caring for selected populations, 
such as children, youth, young adults, and 
older adults. Also, there is considerable 
evidence that pre-service and continuing 
education systems have had difficulty 
keeping pace with the rapid changes in 
healthcare delivery and, too often, do not 
use effective educational strategies. 

     There is a specific concern that resilience 
and recovery-oriented approaches to care 
and shared decision-making approaches that 
actively involve the recipients of services 
are not adequately taught in educational 
programs. Direct care staff members often 
receive little training, supervision, or sup-
port. Further, individuals most often seek 
help for mental health problems outside of 
the nation’s formal behavioral health sys-
tems of care, from persons such as teachers, 
primary care providers, and emergency 
room personnel. Yet, substantive training 
about mental health disorders, treatment, 
and recovery is seldom offered to these 
caregivers.   
     In an effort to address such problems, the 
managers of Connecticut’s Transformation 
Grant established a Workforce Transforma-
tion Workgroup to guide the planning and 
implementation effort and engaged a team 
from the Yale University Department of 
Psychiatry to staff the process. The thirty 
members of the Workforce Transformation 
Workgroup included persons in recovery, 
family members, advocates, state agencies, 
private non-profit providers, educators, re-
searchers, and workforce experts. Input into 
the planning process was generated through 
a review of previous state agency reports on 
workforce problems; information and rec-

ommendations provided by workgroup 
members; a planning retreat on workforce 
challenges in caring for children, youth, and 
families; and a special session focused on 
the interface between the higher education 
and behavioral health systems within the 
state. In addition, members of the Work-
force Transformation Workgroup conducted 
over 40 focus groups across the state on 
workforce needs, resources, and recommen-
dations, engaging a diverse group of stake-
holders in this dialogue. As part of this proc-
ess, a consumer was hired to organize and 
conduct a special series of focus groups with 
persons in recovery in order to ensure their 
full input. 
     This process generated a set of recom-
mendations, which, along with proposals 
from other workgroups, were reviewed 
and ranked by a statewide Transformation 
Oversight Committee. Ultimately, a broad 
recommendation to expand and enhance 
mental health training was selected for 
implementation planning and budgeting, 
which is a task now underway. The plan-
ning is focused on five strategies. The 
first is to establish the Connecticut Behav-
ioral Health Workforce Collaborative as a 
permanent body charged with planning,  
 

see Connecticut on page 42 
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Addictions Workforce: Crisis and Response 
By Barry T. Hawkins, PhD, CASAC 
Director of Chemical Dependency 
Services, Orange County Department 
of Mental Health 
 
 

B ack in the spring of 1981 I sat 
in a tiny room in Manhattan, 
across from three large gentle-
men who were quizzing me as 

part of the written and oral exams re-
quired to qualify as an addiction coun-
selor.  I had to make an extemporaneous 
presentation on a case that had been 
handed to me moments before.  I was 
required to both describe a treatment plan 
for the person described and answer prob-
ing questions by the examiners.  At that 
time, the process was rumored to be one 
of the most demanding of any credential-
ing process.  Some friends thought I was 
crazy to go through such a process for 
something that wasn’t even a license to 
practice independently.  The New York 
State Credential was then called the Cre-
dentialed Alcoholism Counselor (CAC), 
and was in its infancy.  Over time, a sepa-
rate substance abuse credential was 
added, and eventually both merged into 
one Credentialed Alcoholism and Sub-
stance Abuse Counselor (CASAC).  
Thankfully, the examination process also 
changed to one more applicant friendly.  
In those early years, thousands of appli-
cants were either “grandparented,” or sat 
for the exams.  It was hard to recruit 
enough test examiners and proctors to 
staff the packed rooms of would-be coun-
selors.  A large portion of the addictions 
workforce used this credential as verifica-
tion of their knowledge and skills in deliv-
ering quality services.  The human ser-
vices community and the State addiction 
agencies agreed about the need to develop 
this portion of the workforce.  The current 
agency, the Office of Alcoholism and 
Substance Abuse Services (OASAS), 
which represents the merger of prior sepa-
rate entities for alcoholism and substance 
abuse issues, remains aware of the central 
role of the line worker. 
 
     “The addictions workforce exists for two 
primary reasons: to save lives and offer 
those in need with the opportunity to find a 
better way of life.  The addictions profes-
sional offers a steady hand and a source of 
support, compassion and direction.” 

Director, Bureau of Workforce  
Development, OASAS 

 
     However, since the time I entered the 
discipline accompanied by a throng of 
enthusiastic co-workers, various factors 
have altered the picture.  Qualified addic-
tion workers have been leaving the work-
force in far greater numbers than those 
entering the field. Between 1996 and 
2002, there was a continuous decline in 
the number of credentialed counselors 
(CASACs) in New York State. From 
9,272 in 1996 the number of CASACs 
declined to 6,049 in 2002, a loss of over 
one-third the total. In addition many of 

these CASACs are persons not working in 
direct treatment services, or in some 
cases, not even working in the field.  A 
related factor is an aging workforce, as 
the average age of CASACs in New York 
is currently 53 years of age. The situation 
in New York is consistent with the na-
tional picture, as described by the Center 
for Substance Abuse Treatment (CSAT) 
in its 2000 report, Changing The Conver-
sation.  One factor is that insurance cre-
dentialing requirements often make the 
possession of a license necessary for re-
imbursement, so those who are able, may 
seek advanced education and licenses, or 
leave the addictions field entirely. 
     Responding to this dilemma, the New 
York State Office of Alcoholism and Sub-
stance Abuse Services in partnership with 
Alcoholism and Substance Abuse Provid-
ers of New York State, Inc. (ASAP) and 
the Institute for Professional Development 
in the Addictions (IPDA), began an initia-
tive in 2001 that resulted in a document 
and call-to-action titled, The Addictions 
Profession: A Workforce in Crisis.  Based 
on the input of eleven focus groups with 
125 participants, the report outlined some 
of the major issues and needs, as well as 
recommended action to ensure “a quali-
fied and competent workforce will con-
tinue to support our service delivery sys-
tem in the years ahead.” 
 
     “We’ve never known more about how 
to help people, but never been so short-
handed on resources to keep the people 
we need here to help them.” 

A Focus Group participant 
 
     One of the first responses to the find-
ings was formation of a Task Force on 
Workforce Development , involving the 
original partners as well as representatives 
of the Conference of Local Mental Hy-
giene Directors and volunteer participants 

from the community. Working together 
with the newly established Bureau of 
Workforce Development at OASAS, the 
Steering Committee has been working 
since that time to analyze and follow-up 
on recommendations distilled from the 
hundreds generated in the focus groups.  
The final 19 recommendations fell into 
five categories: Compensation, Adminis-
trative Relief, Marketing, Credential-
ing/Licensure, and Organizational Cul-
ture/Best Practices.  Workgroups were 
formed by the Task Force to address each 
of these areas.  Examples include: 
 
• Compensation: A salary and benefit 

enhancement package should be de-
veloped to make AOD (Alcohol and 
Other Drug) staff salaries and benefit 
packages more competitive. 

 
• Administrative Relief: In an effort to 

reduce/minimize the paperwork bur-
den on clinical staff, OASAS should 
examine administrative and reporting 
requirements and re-examine how 
Units of Service are defined. 

 
• Credentialing/Licensure: OASAS should 

streamline and simplify the credentialing 
process. 

 
• Organizational Culture/Best Prac-

tices: Best practices would include 
provision of strong, continuous clini-
cal supervision and the expansion of 
training opportunities. 

 
     At the same time as the Task Force 
explored these issues, OASAS began re-
sponding to the recommendations through 
such actions as a re-engineering of the 
Credentialing process and providing for 
expanded training opportunities. 
 
     “We cannot solve every problem, but we 
can certainly explore strategies and raise 
awareness of the issues to be tackled.” 

A Task Force member 
 

     After a year of work, the Task Force 
became the “Steering Committee” on 
Workforce Development and published a 
report, Combating the Crisis: A one year 
update to the 2002 Report, which de-
scribed progress by the Task Force and 
OASAS.  In the report, many of the origi-
nal recommendations had led to sugges-
tions of strategies and tactics.  In some 
cases, such as the re-working of the cre-
dentialing process, actual progress has 
been made that seems to be producing 
measurable change.  In other areas, rec-
ommendations required identification of 
new funds, revision of Mental Hygiene 
Law or State Regulation, or action of ex-
ternal organizations to succeed. 
     Four years later, progress has been 
uneven.  In the area of compensation, 
there have been two cost-of-living adjust-
ments that provided a modicum of relief 
to addiction providers, but certainly not 
equivalent to the losses of a negative in-
flation cycle.  OASAS officials state their 

efforts are continuing in this area, though 
it is a difficult to find additional resources 
in times of fiscal austerity. Line-staff con-
tinue to be compensated at a rate that is 
not very competitive.  In addition to 
CASACs, Chemical Dependency Pro-
grams employ a variety of Qualified 
Health Professionals (“QHP”s), who often 
have the opportunity to work in other 
fields at a higher rate. 
 
      “There is consensus that until com-
pensation improves, it will be difficult to 
have significant change in the forces buf-
feting the workforce.”  

A Task Force member 
 
     Major initiatives have been accomplished 
in the area of Marketing. The IPDA and 
OASAS have generated attractive print and 
media products, although the long-term 
success of these recruitment efforts will not 
be measurable for some time. 
     Efforts to update the credentialing 
process appear to be having a positive 
effect, including the creation of a CASAC 
– Trainee certification that allows an ap-
plicant to work in the field and count to-
ward a program’s required percentage of 
QHPs, while working to satisfy all of the 
requirements to sit for the CASAC exami-
nation and become fully credentialed. The 
declining number of credentialed workers 
seems to have leveled off, with around 
6000 still credentialed at the end of 2006.  
More encouraging, is the fact that there 
are over 3300 CASAC Trainees, workers 
who are “in the pipe-line” towards be-
coming fully credentialed. Currently, over 
500 applicants a year take the oral exami-
nation, the final step in credentialing. 
     As a new administration assumes 
power in Albany, the OASAS Bureau of 
Workforce Development continues to be 
dedicated to addressing these issues. 
 
     “…in 2007, OASAS’ commitment to the 
addictions workforce will remain strong, as 
well as its pledge that the services provided 
to those suffering from addiction and its 
effects on the family and society-at-large 
will be of the highest quality.” 

Director of Bureau of Workforce 
Development, OASAS 

 
     Recently, as a member of the Credentials 
Board I was given the opportunity to take an 
on-line version of the CASAC written 
exam. To my relief, I had no problem pass-
ing, but I’m glad they didn’t ask me to try 
the current oral exam.  Once was enough!  
Since then, I have gotten additional degrees 
and a State Ed. License, but I am still proud 
of that CASAC. 
     Barry Hawkins is Director of Chemi-
cal Dependency Services with the Orange 
County Department of Mental Health.  He 
has served on OASAS’ Workforce Devel-
opment Task Force since its inception, as 
well as several sub-committees. He is a 
member of the CASAC Credentials Board 
and the Chemical Dependence Committee 
of the Conference of Local Mental Hy-
giene Directors. □ 

Barry T. Hawkins, PhD, CASAC 
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By Glenn Slaby 
A Consumer in Recovery 
 
 

W e depend greatly on those 
who want to devote their 
professional career to our 
disabilities. Society throws 

us enough curves.  There are many injus-
tices in this world and humanity may not 
have the will power or the ability to face 
and correct them, but in our society we 
are lucky to have avoided many of them. 
With mental illness, however, there are 
obstacles that need to be overcome. A key 
component to well being is the relation-
ship between the patient and their team of 
professionals. Proper coordination with 
this care is essential, but the future, is as 
usual too uncertain.   
     To view how the future may deal with 
us, the consumer, and the future possible 
shortage of professional care in our com-
munity facilities, we should take a long, 
hard look at our current care and avail-
ability. As one who receives care from a 
non-profit facility, I admire and appreci-
ate the responsibilities taken by our pro-
fessionals and the respect that is recipro-
cated. As a former accountant, I also un-
derstand some of the basic trials and fi-
nancial stress that these organizations 
face. Both, us consumers and the institu-
tions providing care, face many hardships 
with the current political and monetary 
outlook very unclear. Sometimes the con-
sumer may view these health care facili-
ties as adversaries, but we are on the same 

side with the same goals – finding a pur-
poseful, useful and respectful life for 
those suffering from mental illness. 
     To view the future treatment for the 
mentally ill, some questions must be 
asked, such as: 
 
· How will new developments and 
changes in medications, consumer popula-
tion, stigma and treatments affect the de-
livery of care? 
 
· Will facilities be flexible enough to 
adapt quickly to these new unseen situa-
tions and opportunities in an appropriate 
time frame? 
 
·  How will consumers’ care be affected in 
the long and short term? 
 
·  Will the universities offer more courses, 
expand their curriculum, and encourage 
students to the discipline of treating us, 
the mentally ill? 
 
·  Will the practice of medicine in these 
community hospitals be able to maintain 
these caregivers with enough challenges 
and rewards for them to continue practic-
ing there, or be tempted to leave for the 
rewards of private practice? 
 
·  Finally, to which primary motive will 
insurance, governmental and political 
institutions adhere to: the profit motive or 
the well being of the caregivers and the 
consumers? 
 
·  And will there be enough incentives and 
encouragement legislatively, for our well 

being and for our caregivers, in our cul-
ture and capitalist society? 
     As with this nation’s overall healthcare 
and financial problem(s) and/or crisis, we 
see how our caregivers appear to be at the 
limits of proper treatment. There are times 
and situations we all face in which the 
caregivers cannot open their limited 
schedules. The constraints facing these 
healthcare professionals appear to leave 
little room for growth and flexibility. Is it 
a reflection of society’s values, trends and 
regulatory constraints or a lack of concern 
by the general population? 
     Corporate medicine has a place in 
dealing with the many types of diseases 
affecting humanity, but is it functioning at 
its optimum? How does the corporate 
world mirror what is best for the con-
sumer?  There are benefits to large com-
munity facilities: such as the delivery of 
quality long term care, providing proper 
diverse services for the present and flexi-
ble planning for the future, etc. There is a 
delicate balance between these and main-
taining an on going viable operation. 
     I see our facilities struggling to provide 
and maintain services. From the physical 
upkeep of the units to treatment, there is a 
daily struggle, a balancing act, between 
operating as a business and performing as 
a service. They must provide appropriate 
care with enough financial payback/
insurance reimbursement within a strict 
legislative framework, and maintaining a 
professional staff from doctors to mainte-
nance and security. Where one link fails, 

the systems/institution fails and one of us 
may take a backwards step. We consum-
ers must maintain the correct attitude, be 
responsible and respectful. We all have 
failed or will. Somewhere some time. But 
our responsibility is to do our best and lis-
ten, discuss and follow directions. 
     There is one thing we, the consumer 
and the caregivers can all have in com-
mon – faith. It is the key to hope. My cur-
rent facility is a religious based one and 
that adds a lot of comfort to my situation 
and I assume, to others, as well.  Being 
able to sit quietly in the chapel for a few 
moments offers a great advantage. Here, 
there can be hope beyond human under-
standing/contemplation. Here strength can 
be accumulated, (but not always), where 
one can express both gratitude and fears. 
Faith is the key to hope. Hope is the key 
to living a life of purpose and fulfillment. 
     We all must struggle with imperfec-
tions and disabilities; hopefully society, 
our neighbors and friends can partake and 
join us as we proceed forward in this life. 
There are injustices in life; unfortunately 
some can result in tragedy. As each gen-
eration faces its challenges, those with 
mental illness face their future with addi-
tional stress and much trepidation. The 
sad part apart this is that some of these 
problems can be corrected with a bit of 
foresight. I see the future with some re-
strained hope. 
    Glenn Slaby, a former accountant, is cur-
rently in outpatient treatment. He writes and 
works part-time as a library clerk. □ 

The Future of Our Mental Health Care: A Consumer’s Point of View 

Staff Writer 
Mental Health News 
 
 

A  comprehensive Geriatric Psy-
chiatry Service for older adults 
experiencing acute psychiatric 
disorders is now available at 

Hall-Brooke Behavioral Health Services, 
47 Long Lots Road, Westport.   
     “Physical illness, psychological and 
social stresses of getting older, loss of a 
loved one, loneliness, the inability to 
take care of oneself and family and 
other life transitions can have a signifi-
cant impact on the mental health and 
wellbeing of an older adult,” says Tho-
mas E. Smith, MD, Medical Director at 
Hall-Brooke.  “We are proud to offer a 
service that will provide the best quality 
of care to aging adults with mental 
health and substance abuse issues, alle-
viate symptoms and improve their qual-
ity of life.” 
     The Geriatric Mental Health Founda-
tion reports that 15 out of every 100 
adults over age 65 in the United States 
experiences depression and that approxi-

mately 2 million individuals ages 65 and 
older in a given year have a diagnosable 

depressive illness. Depression also affects 
upwards of 50% of nursing home resi-
dents and suicide rates are the highest 
among the elderly. According to the 
American Foundation for Suicide Pre-
vention, white men over 50 make up 
less than a quarter of the population, 
however are responsible for almost 40% 
of all suicides.   
     “Hall-Brooke’s program can benefit 
older adults with depression, mood disor-
ders, anxiety, disorientation, substance 
abuse or difficulty coping with transitions 
and losses,” states Dr. Smith. 
     According to the US Census projec-
tions, 14% of the residents in the state of 
Connecticut are persons ages 65 and 
older. In 2020, the number will increase to 
almost 18%.  The Connecticut General 
Assembly also reports that the number of 
people ages 65 or older in the state of 
Connecticut grew by about 30% from 
1980 to 2005.   
     Hall-Brooke’s Geriatric Psychiatry 
Service consists of a comprehensive 
evaluation to determine the psychiatric 
needs of the patient and an inpatient 
unit staffed by experienced psychia-

trists, nurses, psychologists, social 
workers and other mental health profes-
sionals.  Each patient receives an indi-
vidual and multi-disciplinary treatment 
plan including a psychiatric diagnosis, 
psychopharmacologic assessment, indi-
vidual and group psychotherapy and 
rehabilitation services.   In addition, 
patients have access to a full range of 
medical consultants at St. Vincent’s 
Medical Center in Bridgeport.    
     “Aging adults may be ashamed to 
talk to their family about a mental 
health or substance abuse issue,” says 
Dr. Smith.  “It is important to speak to a 
loved one about seeking treatment if 
they are experiencing depression, severe 
memory loss, loss of interest in appear-
ance or self-care, increased social with-
drawal, suicidal thoughts or behaviors, 
sleep disturbances and extreme fluctua-
tions in weight.” 
     Hall-Brooke is a wholly-owned sub-
sidiary of St. Vincent’s Health Services 
of Bridgeport and is affiliated with the 
Department of Psychiatry of Columbia 
University’s College of Physicians and 
Surgeons. □ 

Thomas E. Smith, MD 

 

Hall-Brooke  
Offers Psychiatric Services 

For Older Adults with Mental Health and Substance Abuse Issues 
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Depression and Bipolar Support Alliance (DBSA) 
Rockland County Support Group 

 
People living with depression or bipolar disorder have a new place  

to find hope, help and support. DBSA support groups are not run by professionals,  
but offer peer-to-peer support, an important component of recovery. 

 
The 2nd and 4th Tuesday of every month: 6:30 pm – 8:30 pm 

Mental Health Association of Rockland County   
706 Executive Blvd., Valley Cottage, New York 

 
Questions/Directions Contact:  

Leslie: (845) 638-2576  DBSA.rockland@yahoo.com  
there is no fee for attending 

Staff Writer 
Mental Health News 
 
 

T he Westchester Independent 
Living Center (WILC) is a com-
munity based, consumer driven 
resource organization whose 

mission is to enhance life’s opportunities 
for people with disabilities by providing 
supports that empower them to explore 
choices and work toward their goals. 
WILC is part of a national network of 
centers that provide non-residential and 
non-medical services. Its programs and 
services are provided free of charge to 
any individual with a disability and to his 
or her family members. 
     The philosophy of the Independent 
Living Centers is that each person should 
have the opportunity to be as self-
determined and as self- sufficient as pos-
sible. Independent Living does not re-
place traditional service providers. We 
work in a complimentary fashion, pro-
moting better access and utilization of 
services and building self-esteem and 
self-actualization for every consumer 
we serve. 
     WILC offers many different programs 
and services some of those are; Benefits 
and Entitlements advisement, Community 
Outreach, and Information and Referral. 
 

Partners For Success Project 
Vocational Readiness 

 
     Initiated in the spring of 2006, the 
Partners For Success Program has proven 
to be one success to the challenges that 
that face mental health consumers in the 
workforce.  Partners For Success (PFS) is 
a Vocational Rehabilitation (VR), Readi-
ness Training Program designed by West-
chester Independent Living Center 
(WILC).  The program is based on 3 key 
tenets: 
 
• Personal Awareness 
 
• Personal Responsibility, and 
 
• Personal Empowerment 
 
     The PFS program consists of 2 parts. 
Part A consists of classroom training that 
is mandatory for every participant.  Part B 
consists of One-to-One Peer mentoring 
and Follow-Up Services and is for partici-
pants who would benefit from further 
instruction/support.  Part B reinforces the 
lessons learned in Part A and also pro-
vides support, information, methods of 
dealing with obstacles, and/or referrals to 
other agencies/programs that will facili-
tate the participant’s VR readiness. 
     Mental Health consumers face a multi-
tude of challenges to obtaining and main-
taining employment and/or employment 
training (preconceived beliefs that the 
mental health consumer is limited in ex-
perience; unaccountable, irresponsible, 
not stable, will never “fit” in, etc.). Con-
sistently and constantly being held to a 
higher standard of irrational behaviors/
responses such as, they must never be 
without fault; must always be perfect, 

never get angry, upset, or emotional, 
and never make an error, especially in 
judgment. 
     Partner For Success offers a different 
way for Mental Health consumers in un-
derstanding and moving towards inclu-
siveness, information sharing, personal 
awareness, personal responsibility and 
personal empowerment!  Partners For 
Success helps validate one’s strengths, 
reassess their challenges, take responsi-
bility for themselves; their choices, 
their actions, their inactions, and their 
reactions. 
     “The Partners For Success is not about 
getting people jobs, or resume writing, or 
any of the multitude of assistance that’s 
already out there.  Partners For Success is 
about creating positive, effective atti-
tudes, effective communication; recogniz-
ing and defining empowerment for your-
self; Partners For Success is about under-
standing and validating that you are good 
at whatever you do and it’s their loss 
(employers) if they don’t hire you! Part-
ners For Success is about accountability, 
responsibility.”   
 

The Mental Health Advocacy Project 
 
     The Mental Health Advocacy Project 
is one of our premier programs. This pro-
gram is geared toward supporting indi-
viduals labeled with a mental illness, in-
cluding those with psychiatric and emo-
tional disabilities. The program helps 
individuals make life choices, increases 
opportunities, and provides advocacy and 
benefits counseling through our Mental 
Health Peer Advocate. A focus on sys-
tems advocacy encourages change within 
a traditionally non-consumer oriented 
service system. The Mental Health Sys-
tems Advocate works on a grassroots 
level to educate and organize consumers 
around legislative issues affecting their 
futures. 
     All of our services are FREE of 
charge. For more information please con-
tact us at Voice (914) 682-3926 (TTY (914) 
0926) or go online at www.wilc.org □ 

Westchester Independent Living Center 
Provides Vital Services to Consumers 

 

Since 1975 

Search for Change has been rebuilding lives  
and strengthening communities for more than 

30 years and continues to be a major force 
that provides a safe haven for individuals 

recovering from mental illness. 

• Residential Services 
• Career Support Services 
• Private Case Management 
• 24 Hour Staff Support 

95 Church Street, Suite 200  ●  White Plains, New York 10601  
(914) 428-5600    fax: (914) 428-5642 

www.searchforchange.com 
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NIH Director from page 8 
 
Medicine and member of the Council of 
the AAP. 
     MARY-CLAIRE KING, PH.D., is the 
American Cancer Society Professor in the 
Departments of Medicine and Genome 
Sciences at the University of Washington. 
Dr. King was an undergraduate mathe-
matics major at Carleton College. She 
completed her Ph.D. in genetics at the 
University of California, Berkeley, dem-
onstrating in her dissertation that human 
and chimpanzees are 99 percent identical 
in protein and DNA sequences. She was a 
postdoctoral fellow at the University of 
California, San Francisco and a faculty 
member at University of California, 
Berkeley prior to joining the University 
of Washington. Her current research fo-
cuses on the genetics of complex human 
traits, particularly inherited predisposition 
to breast and ovarian cancer.   
     ALAN I. LESHNER, PH.D., is chief 
executive officer of the American Asso-
ciation for the Advancement of Science 
(AAAS) and executive publisher of its 
journal, “Science.”  Previously, Dr. Lesh-
ner had been Director of the National 
Institute on Drug Abuse at the National 
Institutes of Health (NIH), and Deputy 
Director and Acting Director of the Na-
tional Institute of Mental Health. Before 
that, he held a variety of senior positions 
at the National Science Foundation. Dr. 
Leshner began his career at Bucknell Uni-
versity, where he was Professor of Psy-
chology. He received an A.B. in Psychol-
ogy from Franklin and Marshall College 
and M.S. and Ph.D. in Physiological Psy-
chology from Rutgers University. Dr. 
Leshner is an elected member of the Insti-
tute of Medicine of the National Acad-
emies of Science; and a fellow of AAAS, 
the National Academy of Public Admini-
stration, and the American Academy of 
Arts and Sciences. In 2004, he was ap-
pointed by President George W. Bush to 
the National Science Board. 
     JOHN C. NELSON, M.D., MPH, is a 
board certified obstetrician and gynecolo-
gist from Salt Lake City, Utah. A gradu-
ate of Utah State University and the Uni-
versity of Utah, Dr. Nelson has been in 
active clinical practice since 1975. He has 
served as deputy director of the Utah De-
partment of Health and was president of 
the Salt Lake County Medical Society, 
the Utah Medical Association, and served 
as the 159th president of the American 
Medical Association. He is a fellow of the 
American College of Obstetricians and 
Gynecologists as well as the American 
College of Preventive Medicine and is 
currently serving as medical director for 

HealthInsight, the Quality Improvement 
Organization (QIO) for Utah and Nevada. 
He has served on numerous federal com-
mittees, most recently the Medicaid Advi-
sory Commission. He has long been con-
cerned with access to health care cover-
age for all Americans, the elimination of 
racial and ethnic disparities in health care, 
prevention of disease, and quality im-
provement in health care delivery. 
     BARBARA L. WOLFE, PH.D., is 
Professor of Economics, Population 
Health Sciences, and Public Affairs and 
Faculty Affiliate at the Institute for Re-
search on Poverty at the University of 
Wisconsin-Madison, where she also is 
currently serving as Director of the La 
Follette School of Public Affairs. Dr. 
Wolfe did her undergraduate work at Cor-
nell University and her doctoral work in 
economics at the University of Pennsyl-
vania. Her research focuses broadly on 
poverty and health issues. Current pro-
jects examine the effect of expansions in 
public health insurance on health care 
coverage and labor force outcomes; the 
role of income on health using a natural 
experiment; whether housing voucher 
programs lead to higher earnings, higher 
quality child care, and less reliance on 
other public assistance programs; the ade-
quacy of resources when individuals re-
tire and during their first decade of retire-
ment; and the increasing selectivity of 
high quality universities. She is a member 
of the Institute of Medicine 
www.iom.edu/ and vice chair of the Na-
tional Academy of Sciences/Institute of 
Medicine Board on Children, Youth and 
Families.  
     Additional information is available at 
www.nih.gov/about/director/acd/index.htm. 
     The Office of the Director, the central 
office at NIH, is responsible for setting 
policy for NIH, which includes 27 Insti-
tutes and Centers. This involves planning, 
managing, and coordinating the programs 
and activities of all NIH components. The 
Office of the Director also includes pro-
gram offices which are responsible for 
stimulating specific areas of research 
throughout NIH. Additional information 
is available at www.nih.gov/icd/od/. 
     The National Institutes of Health 
(NIH) – “The Nation's Medical Research 
Agency” -- includes 27 Institutes and 
Centers and is a component of the U.S. 
Department of Health and Human Ser-
vices. It is the primary federal agency for 
conducting and supporting basic, clinical 
and translational medical research, and it 
investigates the causes, treatments, and 
cures for both common and rare diseases. 
For more information about NIH and its 
programs, visit www.nih.gov. □ 

visit: www.mhnews.org 

Benefits from page 8 
 
     Also participating in the study were 
Amanda Patrick, Dr. Jerry Avorn, Brig-
ham and Women's Hospital; Dr. 
Francisca Azocar, Joyce McCulloch, 
United Behavioral Health; Dr. Evette 
Ludman, Dr. Gregory Simon, Group 
Health Cooperative. The research was 

also supported by the Robert Wood John-
son Foundation. 
     The National Institute of Mental 
Health (NIMH) mission is to reduce the 
burden of mental and behavioral disor-
ders through research on mind, brain, 
and behavior. More information is 
available at the NIMH website, 
www.nimh.nih.gov. □ 

Connecticut from page 37 
 
coordinating, and implementing interven-
tions to strengthen the workforce, with a 
specific charge to link behavioral health 
and education systems within the state. 
This is in keeping with the infrastructure 
emphasis in this federal grant. A second 
strategy is to increase the number and 
percentage of persons in recovery, youth, 
and family members who are employed at 
all levels of the workforce. Developing a 
workforce skilled in caring for children, 
youth, and families by identifying core 
competencies for this work and imple-
menting competency-based curricula con-
stitute a third critical area of focus.  A 
fourth strategy is to strengthen the work-
force for adults by improving recovery-
oriented, culturally informed, and gender 
responsive training on mental illness and 
co-occurring disorders for direct care, 
pre-professional staff in the behavioral 
health system and for other health and 
human service personnel who are not part 
of the specialty behavioral health work-
force. The final cross-cutting strategy is 
to increase the use of web-based training 
for consumers, youth, and family mem-
bers and all sectors of the workforce. 
     There is broad consensus in Connecti-
cut that strengthening the workforce is 

essential if efforts to transform the state’s 
system of mental health care are to suc-
ceed. The workforce is the principal vehi-
cle through which access to care is pro-
vided and effectiveness of care is assured. 
The vast majority of the state’s behavioral 
health expenditures are, in fact, expendi-
tures on human resources. A concerted 
and coordinated effort is required to as-
sure effective recruitment, retention, and 
training of those who care for persons 
with mental health problems and ill-
nesses.  This transformation initiative has 
provided Connecticut an opportunity to 
intensify its efforts on this urgent agenda.  
     Pat Rehmer Silveira, RN, MSN, is 
Chairperson, Connecticut T-SIG and 
Deputy Commissioner, CT Department of 
Mental Health and Addiction Services.  
Barbara Bugella, RN, MSN, MBA, is As-
sistant to the Chairperson, Connecticut T-
SIG, CT Department of Mental Health 
and Addiction Services. Manuel Paris, 
Jr., Psy.D., is Assistant Professor of Psy-
chology (in Psychiatry), Yale University 
School of Medicine. Michael A. Hoge, 
Ph.D., is Professor of Psychology (in 
Psychiatry), Yale University School of 
Medicine Convener, Workforce Transfor-
mation Workgroup, Connecticut T-SIG. 
For further information, contact Michael 
Hoge at michael.hoge@yale.edu. □ 

Awards from page 7 
 
education, and direct services. MHA serves 
all regardless of ability to pay full fee. 
     The Mental Health Association of 
New York City (MHA of NYC) is a 
leading mental health advocacy, public 
education and direct services organiza-
tion serving the metropolitan area. The 
MHA of NYC also operates 1-800-
LIFENET, New York’s official mental 
health crisis, information and referral 
hotline, which responds to more than 
90,000 calls annually from New York-

ers seeking mental health services for 
themselves or a loved one.  
     The A.H.M.H.P. is a not-for-profit 
organization founded in 1983 by a mul-
tidisciplinary group of Hispanic mental 
health professionals to address serious 
gaps in the mental health delivery sys-
tems affecting the Hispanic Community. 
Its members include nurses, psychiatrists, 
psychologists, social workers and other 
mental health professionals of Hispanic 
backgrounds as well as non-Hispanic 
mental health professionals interested in 
Hispanic issues. □ 

Hope Works from page 36 
 
County to display proudly as a commitment 
to recovery and to reinforce what is possi-
ble…with HOPE.  And as I started in open-
ing remarks of the Conference, “we have all 
the players here today that can make a dif-
ference.”  A giant step of recognition was 
taken that day in December.  But the work 
of change – of the training and implementa-
tion of recovery principles – is our chal-
lenge in 2007…and beyond. 
 
     Photo: Dan Fisher, Executive Direc-
tor, National Empowerment Center, Steve 
Greenfield, Executive Director of Mental 
Health Association of Nassau County, 

Harvey Rosenthal, Executive Director 
New York Association of Psychiatric Re-
habilitation Services, Jacki McKinney, 
co-founder of National People of Color 
Consumer/Survivor Network, John Javis, 
Co-Chair, Director of Special Projects, 
Mental Health Association of Nassau 
County, Barbara Tedesco, Co-Chair, 
Director Consumer Link, Mental Health 
Association of Nassau County, Sharon 
Mullon, Commissioner, Department of 
Senior Citizen Affairs, Arlene Sanchez, 
Commission, Mental Health, Chemical 
Abuse, and Developmental Disabilities 
Services, Jeffrey Toback, Nassau County 
Legislator, David Denenberg, Nassau 
County Legislator. □ 
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Timothy’s Law from page 1 
 
his 18th birthday and graduated high school 
last year. 
     At the end of June, 2006  the NYS 
Assembly and Senate reached a last-
minute compromise on Timothy's Law. 
The Senate returned to Albany and unani-
mously approved it in September, and it 
won unanimous passage when the Assem-
bly brought the legislation to the floor in 
December. Lawmakers stood in ovation to 
recognize the vigilance of Timothy's fa-
ther, Tom O'Clair, who had spoken with 
many of them personally, with both poise 
and passion. He often shared that he felt he 
is doing Timothy's work, that he is his late 
son's hands in the fight to end insurance 
discrimination against those who need men-
tal health care and addiction treatment.  
     It has been my great privilege to work 
with Tom and all of the Timothy's Law 
advocates these last few years. Everyone 
including the sponsors, co-sponsors and 
legislative leaders made Timothy's Law a 
reality. Senators Tom Libous, Joe Bruno, 
Tom Duane, Tom Morahan, and David 
Paterson (now Lieutenant Governor) and 
Assemblymembers Paul Tonko, Sheldon 
Silver, Pete Grannis, Peter Rivera, and 
Jim Tedisco, and all of their colleagues 
have our eternal gratitude for staying with 
us all the way, even when the going got a 
little rough and tumble. 
 

Background 
 
     For the last four years more than 350 
organizations comprising the Timothy’s 
Law Campaign (TLC) have worked 
closely with Timothy's family, other par-
ents, and mental health as well as addic-
tion treatment advocates for a broad 
"parity" law for New York. Thirty-nine 
other states had parity laws, and advocates 
here have pushed various bills over the 
last 20 years, without success. Before 
January 1st, New York health plans were 
merely required to offer a mental health 
option to employers along with 60 days of 
outpatient care for chemical dependency. 
     Opposition from the business commu-
nity as well as the very powerful health 
plans had long stalled the effort in the 
State Senate. Attempts at compromise 
were soundly rejected by both houses as 
too weak or too much.  
     Most arguments against parity are rooted 
in myths about its potential impact upon 
small employers - that their premiums 
would rise to such a degree that many would 
drop health insurance altogether.  
     However, parity laws in other states 
have not proved burdensome - not a single 
state has repealed this mandate.  Studies 
show that the real result is lower out-of-
pocket costs for consumers, and even sav-
ings under the most comprehensive laws. 
Businesses elsewhere have not dropped 
coverage or switched to self-insured status 
to avoid the requirement. 
     Several years ago a Pricewaterhouse-
Coopers actuarial analysis for New York 
estimated that comprehensive insurance 
parity would cost $1.26 more per member 
per month to provide unlimited mental 
health and addiction treatment coverage 
for all employers not exempt under fed-
eral law (ERISA).  
     It became clear that only a well-
orchestrated campaign with a very strong 
grass roots element and expert lobbying 
could hope to win the day on this issue. 
And that is what TLC did in 2006. Along 

with coalition partners and Timothy's fa-
ther, Tom O'Clair, local groups sponsored 
crucial grass roots activities that took 
place in Suffolk, Nassau, Westchester, 
Rockland, Utica, Binghamton, Water-
town, and in several Capital District com-
munities including Albany, Saratoga, and 
Hudson. Local legislatures passed resolu-
tions calling upon the Senate and Assem-
bly to enact Timothy's Law.  
     The culmination of this campaign 
came over the last two weeks of the Leg-
islative Session in Albany.  
     In the end a worthy compromise was 
struck with the help of expert lobbying by 
Artie Malkin (Malkin & Ross), represent-
ing Coalition for the Homeless, and Rich-
ard Gallo (Gallo Associates) representing 
the NYS Psychiatric Association, as well 
as constant grass roots pressure in the 
halls of the capitol, on the phones, in e-
mail campaigns, on editorial pages, and in 
lawmakers' districts where marches, ral-
lies, vigils, and even lawn signs helped 
bring the message home.  
 

The Timothy’s Law Agreement 
 
 The agreement specifies a two-tiered 
mental health benefit structure that can 
best be understood as two mandates for 
large employers and a subsidized mandate 
paired with a "subscriber option" for the 
same coverage for groups with 50 or 
fewer employees. 
 

Basic Mental Health Mandate 
 
     The first mandate, applicable for all 
employers that offer health insurance in-
cluding inpatient care and  not exempt 
under federal law (self-insured plans) or 
state law (Healthy New York, Child 
Health Plus, Family Health Plus) requires 
employers offering comprehensive health 
coverage to provide broad based mental 
health coverage including at least 20 out-
patient visits and 30 inpatient days per 
year, with co-payments and deductibles 
comparable to those used for physical 
ailments (financial parity). Exclusions may 
be no more restrictive than the state's parity-
based coverage for civil servants (and law-
makers), the Empire Plan. Exclusion of 
chronic mental illnesses would thereby be 
prohibited, and the vast majority of diagno-
ses found in the Diagnostic and Statistical 
Manual of the American Psychiatric Asso-
ciation would be included, provided the care 
is medically necessary. 
 

Chemical Dependency 
 
     Regrettably, the hard-fought effort to 
include a specific requirement for addic-
tion treatment failed. Under current law 
there is a 60 visit per year mandated out-
patient treatment benefit for chemical 
dependency, often a 5-day detoxification 
benefit included in the major medical cov-
erage, plus optional coverage for 7 days 
of detoxification, and 30 days of rehabili-
tation, but these are not expressly man-
dated under Timothy's Law. 
 

Hold Harmless for Small Employers 
 
     Importantly, the law requires the su-
perintendent of insurance to "develop a 
methodology to fully cover the cost" of 
the base benefit mandate for employers 
with fifty or fewer employees. The price 
tag for this state subsidy has been esti-
mated to be $100 million per year and that 

sum is included in the Executive Budget 
proposal for 2007-2008. Notably, this 
subsidy (expected to be about $3.85 per 
member per month for 2 million subscrib-
ers employed by 450,000 small employ-
ers) will benefit both small employers and 
the health plans, for which it ends up be-
ing an indirect subsidy. The cost would 
would be offset by improved productivity 
and reduced absenteeism as well as tax-
payer savings to Medicaid and other pub-
lic funding for mental health care. Con-
sumer and state spending account for 80 
percent of mental health care in New 
York, with only 20 being covered by pri-
vate insurance. This balance will shift as 
Timothy's law takes effect.  
 

Mandated Parity Benefit 
with Small Employer Option 

 
     Above and beyond this base benefit is 
a parity benefit. The parity benefit also 
includes "financial parity," and is required 
for all non-exempt employers with more 
than 50 employees. This same coverage is 
optional for small employers. It provides 
unlimited mental health coverage of medi-
cally necessary care for children and 
adults with diagnoses in the following 
groups: schizophrenia/psychotic disor-
ders, major depression, bipolar disorder, 
delusional disorders, panic disorder, ob-
sessive compulsive disorders, anorexia, 
and bulimia.  
     An early analysis shows that scores of 
individual diagnostic codes, including 
some disorders that are substance-
induced, satisfy the definition of biologi-
cally based mental illnesses. 
     This requirement also provides broader 
unlimited coverage for children under age 
18 who have serious emotional distur-
bances and are diagnosed with attention 
deficit disorders, disruptive behavior dis-
orders, or pervasive development disor-
ders, where there are serious suicidal 
symptoms; significant psychotic symp-
toms; behavior that places the child at risk 
of causing personal injury or significant 
property damage; or behavior that places 
the child at substantial risk of removal 
from the household.  
     The children's list includes all of the 
following: Asperger's Disorder, Autistic 
Disorder, Childhood Disintegrative Disor-
der, Rett's Disorder, Pervasive Develop-
mental Disorder, Atypical Autism, Atten-
tion-Deficit/Hyperactivity Disorder, Con-

duct Disorder, Oppositional Defiant Dis-
order, and Disruptive Behavior Disorder. 
     Notable among the many diagnoses 
covered in the base but not included in the 
parity mandate are Post Traumatic Stress 
Disorder, many cognitive impairments, a 
variety of anxiety and personality disor-
ders, eating and sleep disorders, as well as 
many addiction-related disorders. As has 
been the trend in other states with limited 
parity laws, we anticipate that those who 
cannot obtain sufficient care because of 
limits in the base benefit, and a diagnosis 
that is not included in the parity benefit, 
will join with the Timothy's Law Cam-
paign in the  future to seek a full parity 
law for New Yorkers. 
 

What is Next? 
 
     The outcome of this campaign is obvi-
ously bittersweet for those who sought a 
full parity law covering all diagnoses and 
addictions. It is so terribly disappointing 
to know there are those who have been 
counting on winning a strong law to ad-
dress their own needs or those of their loved 
ones, who are now left without that which 
they need. Even so, this outcome provides a 
solid foundation offering strong mental 
health benefits from which the law can be 
strengthened going forward.   
     As TLC works for full coverage for all 
employees and all mental health condi-
tions, including addictions, it is gratifying 
to know that this crucial initial step will 
help millions of New Yorkers.  
     The task for the near term will be to 
get the word out about Timothy's Law and 
make sure that people make use of their 
benefits - rationing care should become a 
thing of the past. We want to make sure 
small employers receive their subsidies 
and that many will use this financial assis-
tance to help them purchase the subscriber 
option for the full parity benefit. We will 
press for legislation providing parity 
within the state-subsidized Family and 
Child Health Plus health benefits pro-
grams, thereby adding parity for over a 
million more people. And we will work 
with the NYS Insurance Department and 
Office of Mental Health to ensure that 
they conduct  the study required by the 
law so that when it is time to renew it in 
2009, everyone will have ample informa-
tion to help inform our anticipated push 
for a full parity law covering all employers 
and employees with comprehensive mental 
health and addiction treatment benefits for 
all diagnoses for children and adults. 
     The Timothy's Law Campaign is led 
by key statewide organizations including 
Alcohol and Substance Abuse Providers 
of New York State; American Foundation 
for Suicide Prevention; Coalition for the 
Homeless; Families Together in New 
York State; Long Island Recovery Advo-
cates; Medical Society of the State of 
New York; Mental Health Association in 
New York State; National Alliance on 
Mental Illness of New York State; Na-
tional Association of Social Workers – 
NYS Chapter; New York Association of 
Psychiatric Rehabilitation Services; New 
York State Coalition for Children's Men-
tal Health Services; New York State Coun-
cil for Community Behavioral Healthcare; 
New York State Psychiatric Association; 
New York State Psychological Association; 
New York State Rehabilitation Association; 
and the Schuyler Center for Analysis and 
 

see Timothy’s Law on page 44 

Shelly Nortz 
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Mental Health News 
Upcoming Themes and Deadline Dates 

 
Summer 2007 Issue  

“Child and Adolescent Mental Health”  
Deadline: May 1, 2007 

 
Fall 2007 Issue  

“Understanding and Treating Bipolar Disorder”  
Deadline: August 1, 2007 

 
Winter 2008 Issue  

“Understanding Family Mental Health Services”  
Deadline: November 1, 2007 

 
Spring 2008 Issue   

“Housing for People With Mental Illness”  
Deadline: February 1, 2008 

Report from page 7 
 
The Coalition is focused on strengthening 
the behavioral health workforce through 
policy development with federal and state 
agencies and though the provision of 
technical assistance to all types of behav-
ioral health organizations. 
     Enriching the Knowledge Base. Build-
ing on the momentum of the initial meet-
ing, a second phase of work for the Coali-
tion focused on dissemination of the rec-
ommendations from the first Annapolis 
Conference and continued efforts to raise 
awareness nationally about the workforce 
crisis.  This phase saw the publication of 
two special issues of the journal Admini-
stration and Policy in Mental Health (Vol. 
29, Nos. 4&5; May, 2002; Vol. 32, No. 2; 
November, 2004). The Coalition gave 
testimony before the President’s New 
Freedom Commission and provided back-
ground information workforce issues for 
the final report. 
     The Coalition recognized that one of 
the greatest areas of consensus among 
workforce experts was the need to place 
increased emphasis on competency devel-
opment and assessment.  To move this 
agenda forward, the Coalition convened a 
national summit on competencies in An-
napolis in May, 2004. Experts from busi-
ness and 13 sectors of behavioral health 
reported on the status of competency de-
velopment in their workforce sector.  A 
summary of these reports and recommen-
dations to guide future work on competen-
cies were published as a third special issue 
of Administration and Policy in Mental 
Health in May 2005 (Vol. 32, No. 5-6). 
     As the momentum in attention to 
workforce issues grew, the Coalition was 
pleased when the Institute of Medicine 
(IOM) convened a Committee on Cross-
ing the Quality Chasm, Adaptation to 
Mental Health and Addictive Disorders. 
This seemed a perfect venue for the Coa-
lition’s efforts, and so in order to promote 
attention to workforce issues in this proc-
ess, the Annapolis Coalition organized a 
panel of mental health and substance use 
disorder workforce experts, persons in 
recovery, and family advocates that de-
veloped recommendations for considera-
tion by the IOM Committee.  Two senior 
members of the Annapolis Coalition 
(Michael Hoge, Ph.D, and John Morris, 
M.S.W.) along with Eric Goplerud, 
Ph.D., an expert in substance use disor-
ders workforce issues, were commis-
sioned by the Center for Mental Health 
Services  to draft a detailed background 
paper for the IOM Committee.  Chapter 
seven of the IOM’s Improving the Qual-
ity of Health Care for Mental and Sub-
stance-Use Conditions, is devoted to 
workforce issues. 
     An Action Plan with National Scope. 
The work entered its most ambitious 
phase during 2005-06.  With support 
from the SAMHSA, the Annapolis Coali-
tion managed the development of a na-
tional action plan on behavioral health 

workforce development. The New Free-
dom Commission report called for the de-
velopment of such a plan, and both the Cen-
ter Substance Abuse Treatment (CSAT) and 
the Center for Substance Abuse Prevention 
(CSAP) had organized efforts to examine 
and address workforce issues relevant to 
their scope of interest.  The current work 
builds upon that strong foundation.   
     In creating the plan, the Coalition used 
a variety of planning vehicles to gather 
input, analyze existing workforce plans 
and recommendations, and craft compre-
hensive recommendations that would be 
broadly applicable to all sectors of the 
field.  Senior workforce experts convened 
expert panels or advisory groups around a 
dozen topics such as: substance use disor-
ders treatment; substance abuse preven-
tion; children, youth, and families; adults 
in recovery from mental illness; cultural 
competency, rural healthcare, and work-
force financing. Experts also examined 
the impact of technology on the work-
force and the role of accreditation organi-
zations in workforce development.  
     Final recommendations and the con-
tent of the plan were shaped by the Na-
tional Steering Committee of the Annapo-
lis Coalition, a group of some of the fore-
most experts in the nation on workforce 
issues in particular content areas. A first 
draft of the plan was delivered to SAM-
HSA in 2006 and reviewed by approxi-
mately 200 stakeholders at a SAMHSA-
sponsored meeting held in Washington, 
D.C. in July, 2006.   
     The draft plan is centered around seven 
strategic goals that emphasize three primary 
themes: (1) broadening the concept of 
“workforce” to include persons in recovery, 
youth, families, and community coalitions; 
(2) strengthening the workforce though 
systematic recruitment and retention efforts, 
more relevant and effective training, and 
sustained leadership development; and (3) 
improving the structures that support the 
workforce, such as information technology 
and financing.  The goals emerged from the 
rigorous process of listening to and sifting 
among the wide array of recommendations 
that emerged from the planning process. 
     An Action-Oriented Future. In addi-
tion to the seven goals, the report includes 
detailed implementation tables that are 
specific to different sectors of the behav-
ioral health field.  The goal is to drive 
targeted action by stakeholders to move 
the field forward dramatically.  The Coa-
lition envisions this as only the beginning 
of a process in which the field is reinvigo-
rated to take on the challenges of creating 
the workforce of the future. □ 
 
     John A. Morris, MSW., (jmorris@tacinc.org ) 
is Professor and Director of Health Policy 
Studies in the Department of Neuropsychiatry 
& Behavioral Sciences, University of South Caro-
lina School of Medicine, Director of the TAC, Inc., 
Human Services Practice, and Executive Director 
of the Annapolis Coalition. Ann McManis, MA,  
(director@annapoliscoalition.org) is the Di-
rector of Operations for the Annapolis Coalition.     

Timothy’s Law from page 43 
 
Advocacy. TLC was supported with the 
active advocacy of the NYS Catholic 
Conference as well as dedicated sponsors, 
co-sponsors, and legislative staffers.  
     Shelly Nortz is Deputy Executive 
Director for Policy with Coalition for 

the Homeless where she has worked on 
public policy issues since 1987. Coali-
tion for the Homeless is based in Man-
hattan and serves 3,500 homeless New 
Yorkers with hot meals, emergency 
help, job training, housing, and more 
each day. You can learn more at 
www.coalitionforthehomeless.org □ 
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Out-patient Treatment for People of All Ages  

Specialized services for individuals  
with developmental disabilities  

Intensive Community–based Services 
for Children and Their Families 
Learning Center for children and adults  

Geriatric Care 
Continuing Day Treatment 

Mobile clinical services 
Case management  

Social Clubs 
COMPEER 

All services are offered on a non-sectarian basis 

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

  
Call  WJCS  at  (914) 761-0600 

 
WJCS offers comprehensive mental health services 

 

Human Development 
Services of Westchester 

Creating Community 
 
• Human Development Services of Westchester serves adults and families who are 

recovering from episodes of serious mental illness, and are preparing to live 
independently. Some have had long periods of homelessness and come directly 
from the shelter system 

 
• In the 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 goal of 
returning to a more satisfying and independent lifestyle. 

 
• The Housing Services Program, available to low and moderate income  
        individuals and families in Port Chester through the Neighborhood  
       Preservation Company, includes tenant assistance, eviction prevention, home   
       ownership counseling, landlord-tenant mediation and housing court assistance. 
 
• 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 members from throughout the region. 
 
• In the Case Management Program, HDSW staff provides rehabilitation and 
        support services to persons recovering from psychiatric illness so that they 
       may maintain their stability in the community. 

HDSW 
930 Mamaroneck Avenue 
Mamaroneck, NY 10543 

(914) 835 - 8906 

HOPE HOUSE 
100 Abendroth Avenue 

Port Chester, NY  10573 
(914) 939 - 2878 

 
 

 
Mental Health Association 

in Putnam County, Inc.  
1620 Route 22 

Brewster, NY 10509 
  

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

 
●  Peer-Run Information and Referral Warmline 

●      Consumer-Drop-In-Center 
●     Peer Bridging Program 

●     Self-Help Groups 
●    Education and Support for Family Members 

●    Community Outreach and Education 
 

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

 

(845) 278-7600 

PAGE  45 MENTAL HEALTH NEWS ~ SPRING 2007 



NAMI Agenda from page 14 
 
as of January 1, 2007. They can find a 
way to make retrospective payments. 
     NAMI-NYS was pleased to see that 
Governor Spitzer fully funded the first 
year’s implementation of Timothy’s Law as 
it was passed by putting $100 million in the 
budget of the Department of Insurance. 
 

Housing 
 
     Last year’s New York/New York III 
agreement was a good first step to resolv-
ing the longstanding critical housing 
shortage for citizens living with mental 
illness in New York City. In ten years, it 
is expected to provide 5,000 units of the at 
least 35,000 additional units needed to 
make stable, safe, decent, affordable and 
permanent supportive housing available to 
persons with psychiatric disabilities in 
New York State. 
     NAMI-NYS and all of the mental 
health advocates were very pleased to see 
that Governor Spitzer put funding in his 
budget for 2,000 new beds of mental 
health housing and fully funded those in 
the pipeline from prior years. This is a 
tremendous step in the right direction and 
we commend him and thank him for it. 
     What is now desperately needed is a 
viable, long-term program to provide at 
least 35,000 more units, and to support 
and improve the housing that already ex-
ists, on Long Island and upstate as well as 
in New York City. The state should be 
developing at least 3,500 additional units 
a year. Presently, state-assisted housing is 
available to only 13.7% of those New 
Yorkers with a serious mental illness. 
     NAMI-NYS supports the Campaign 
for Mental Health Housing’s call for $100 
million in the Executive Budget this year 
to begin a multi-year commitment to 
building 35,000 additional units of hous-
ing (with support services) for New York-
ers with serious mental illness. A broad 
range of housing models is needed for 
New Yorkers with serious mental illness. 
     Funding is also needed this year for 
improvements to adult homes that house 
persons with psychiatric disabilities, in-
cluding $5 million for nonprofit agency 
case management services and $3 million 
for legal advocacy.       
     The Office of Mental Health’s Single 
Point of Entry process does not assign any 
priority to adult children who are living at 
home with their aging parents. According 
to an OMH study requested by the State 
Senate, the mortality rate of family mem-
bers who provide housing to their psychi-
atrically disabled loved ones is up to 
1,200 per year. The state needs to do its 
share when the family members can no 
longer do theirs. 
 

Medicare and Medicaid 
 
     For hundreds of thousands of New York-
ers with serious mental illnesses, Medicaid 
is the lifeline for access to life-saving, re-
covery-fostering treatment, medication, 
housing and support services. And Medicare 
has become the provider of drug benefits for 
this vulnerable population. 
     The 2006 advent of the Medicare Part 
D prescription drug “benefit,” under 
which primary drug coverage for “Dual 
Eligible” New Yorkers shifted from 
Medicaid to Medicare, added yet another 
safety net role to the program through its 
“Wraparound” drug benefit. On January 

1, 2007 that benefit was reduced to just 
four classes of medications (including antipsy-
chotic medications). Because persons with 
mental illness often take multiple medications, 
NAMI-NYS calls for re-instatement of this 
comprehensive wrap-around. 
     In its efforts to rein in the costs of this 
vital program, New York State must en-
sure that cost-containment not lead to 
“care containment;” that the health and 
safety of our most vulnerable citizens not 
be placed at the mercy of HMOs; that 
prescribing decisions be made by physi-
cians and their patients, not bureaucrats in 
Albany or Washington, and that 
“nominal” drug co-payments not place an 
undue burden on the disabled and destitute. 
     NAMI-NYS calls for increased effi-
ciencies in the Medicaid program through 
long-term care reform and reducing or 
eliminating rampant fraud and abuse. The 
savings from these efficiencies should be 
used to expand coverage and better man-
age and improve the health care of New 
Yorkers. 
     True reform must begin with creating a 
system of care that is coordinated, acces-
sible and based on evidence-based prac-
tices such as the disease management ap-
proach successfully utilized by other 
states to serve high-need, at-risk popula-
tions, improving lives and saving money 
without scrimping on care. 
     Governor Spitzer’s budget preserved 
the physicians’ final say on medications 
for their Medicaid patients under the 
state’s Medicaid Preferred Drug List and 
he also preserved the “carve-out” for anti-
psychotic medications. However he did 
remove the carve-out for anti-depressant 
medications and we would like to see that 
preserved, as well.  
 

Research 
 
     NAMI-NYS advocates for research 
into the causes and treatment of mental 
illness. Of the ten leading causes of dis-
ability worldwide, five are psychiatric 
disorders; unipolar depression was the # 1 
cause of missed work for the entire world 
population; followed by alcohol use, bipo-
lar disorder, schizophrenia, and obsessive-
compulsive disorder. Brain research is 
key to treating and eradicating these no-
fault neurobiological illnesses. 
     Efforts to slowly starve mental health 
research must cease and we have reason 
to believe they will. The world-class Na-
than Kline and Psychiatric Institutes 
MUST be kept intact, fully-staffed and 
working toward new treatments, such as a 
much-needed third generation of anti-
psychotic medications.  
     First of all, NAMI-NYS was very 
pleased to see that Governor Spitzer put 
$1.5 million in the budget for research 
positions at the two research Institutes, 
Psychiatric Institute and Nathan Kline. 
This is a most positive sign. 
     OMH’s Psychiatric Institute is pioneer-
ing new research into developmental psy-
chobiology, autism, early symptoms of 
schizophrenia, seasonal affective disorder, 
and Magnetic Seizure Therapy to treat 
unresponsive depression. It has initiated 
two programs that bring expert psychiatric 
consultation to rural New York State 
communities via live teleconferencing, 
and empirically-based research results to 
clinicians throughout the country via its 
Center for the Advancement of Children’s 
Mental Health. PI boasts Nobel Laureate 
Eric Kandel among its staff. 

     OMH’s Nathan Kline Institute is focus-
ing on two of the most significant public 
mental health problems: schizophrenia and 
Alzheimer’s disease. The research is aimed 
at improving treatments and service deliv-
ery, finding ways to prevent and ameliorate 
these diseases, and offering recovery and 
hope for patients and their families. 
     NKI brings in $15 million and PI $90 mil-
lion annually in outside research funding. It 
would be penny wise and pound foolish to 
reduce these invaluable institutions that are, in 
fact, money-makers for New York. 
     For several years the State has left re-
search positions vacant and later eliminated 
them at these institutes. Tell your legislator 
to fully fund the OMH research budget. 
Research is our hope for the future. 
 

Community & Safety Net Services 
 
     NAMI-NYS advocates for shoring up 
the community services funded by the 
Office of Mental Health that represent the 
safety net for many New Yorkers with 
serious mental illness.  
     Many of these services cannot be 
switched over to Medicaid under the Per-
sonalized Recovery-Oriented Services 
(PROS) program and are at risk of being 
lost. These include such essential commu-
nity support services as vocational, case 
management, self-help, transportation and 
some housing services. 
     According to the 2003 OMH Patient 
Characteristics Study, only 22 percent of 
the individuals identified as having seri-
ous mental illness received the most es-
sential community support services, such 
as vocational, case management, self-help 
and housing services. That percentage has 
probably gone down through the funding 
cuts and attrition that has happened since then. 
     The number of the state’s Assertive 
Community Treatment (ACT) teams and 
Intensive Case Management must be ex-
panded. Too many people are at risk when 
they could be recovering with their help. 
Innovative and supported employment 
opportunities must be available to help the 
large number of individuals with mental 
illnesses who want to work. Services that 
will help families to better help their ill 
loved ones – such as Family Education -- 
are also greatly needed. ACT and Family 
Education. All are evidence-based prac-
tices that work. More is needed! 
 

Integration of Physical 
and Mental Health Care  

 
     Diabetes is striking people with serious 
mental illnesses in large numbers. Studies 
show that persons with schizophrenia are up 
to four times more likely to develop diabetes 
than the general population—and they are 
less likely to be diagnosed and treated. Un-
treated diabetes has devastating conse-
quences: heart attacks and strokes, blind-
ness, kidney failure, and amputations. 
     Investing in diabetes prevention and 
management programs for people with 
mental illnesses makes sense. Studies 
show that psychiatric patients are as inter-
ested in their physical health and as moti-
vated as the rest of the population in 
maintaining it.  
     Integration of physical and mental 
health care requires: universal diabetes 
screening; treatment of psychiatric pa-
tients with diabetes, heart disease, and 
metabolic disorders with the same stan-
dards as the general population; Medicaid 
funding of preventive care for psychiatric 

patients at risk of diabetes, heart disease 
and obesity; diabetes self-management 
education; trained staff to help patients 
lower their risks; cross-training of health 
and mental health professionals; peer-
counseling programs; psychiatrist leader-
ship of patient-centered wellness pro-
grams, and creation of wellness clinics in 
mental health centers. 
     A recent study of Medicaid utilization 
patterns in New York City showed that 75 
percent of patients visited multiple pro-
vider systems and averaged 3.2 provider 
organizations a year. Of patients with 
schizophrenia: 68.3 percent had a chronic 
disease, 43.1 percent had multiple chronic 
diseases, averaged 2.5 psychiatric hospi-
talizations per year, averaged 2 non-
psychiatric hospitalizations per year, aver-
aged 3.3 ER visits per year not resulting 
in hospitalization. 
     As you can see, we have full agenda 
and a busy legislative season. But we be-
gin in a way that we have not in many 
years. Yes we are still angry; yes we are 
still frustrated; but now we have hope! □ 

Nursing Shortage from page 10 
 
year for all employees.  On-going encounters 
as well as exit interviews are conducted by 
the Retention Specialist to learn how the hos-
pital can work better to retain nurses. 
     Nurse Appreciation Week provides a 
celebratory opportunity to share evidence-
based projects with the entire hospital com-
munity.  Additional events that week in-
clude a nursing Grand Rounds speaker and 
Excellence in Nursing Awards Ceremony.   
     A nurse from each inpatient unit gives 
input to the Nurse Recruitment and Reten-
tion Council to support and develop re-
cruitment strategies, and to improve reten-
tion efforts.  Family and Psychiatric Nurse 
Practitioners and Clinical Nurse Special-
ists, working primarily in the out-patient 
areas, have a monthly meeting to address 
issues specific to their advanced practice roles 
and enhance skills and job satisfaction. 
     Patient Care Directors attend national 
conferences that educate them on even 
more positive ways to support and super-
vise staff.  The VP of Patient Care Services 
makes personal contact with any staff 
member who goes the extra mile with a 
patient or staff member, or has a personal 
or family crisis.  In addition, the hospital has 
many venues to award and formally recog-
nize those who excel in service excellence. 
     At PWW, behavioral health nurses ad-
vance patient care and nursing practice 
initiatives.  They seize opportunities for 
change amidst the current challenges.  To 
address the nursing shortage, PWW, like 
other facilities and programs, must con-
tinue to develop effective recruitment and 
retention strategies, enhance the treatment 
environment, and maintain the focus on 
patients and their families. When these 
elements are in place a hospital can flourish 
even with the shortage looming.  
 
     If you wish to contact us, please visit our 
website at www.nyp.org/nursing. □ 
 
     Both Carolyn Castelli, APRN, BC and  
Linda Espinosa, MS, RN, were recruited 
and have been successfully retained by 
PWW for the past thirty years.     
 
Reference: (1) Vance, DeLuca, Keepnews, 
Castelli, Who Will Care for Me? Nursing 
Spectrum, NY/NJ, November 20, 2006.  
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recovery from mental illness is possible 
but it takes a community of support 

 
Mental Health News provides a vital link 

to that community of support 
and helps to open the door to recovery 

 
learn how Mental Health News can help 
provide mental health education to your 

community...it’s easy and affordable 
 

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

 

PAGE  48 MENTAL HEALTH NEWS ~ SPRING 2007 




