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I n this article we will address the 
discharge planning process. Affect-
ing a proper discharge plan is an 
important continuation of the care 

rendered during the inpatient psychiatric 
hospitalization. This observation is espe-
cially true as the length of inpatient stays 
has become briefer. What an individual 
can expect upon leaving the hospital is a 
direct consequence of the insurance cov-
erage they have. Persons having commer-
cial insurance, in general, have a more 
limited range of post discharge options 
than those insured by Medicaid and/ or 
Medicare. It is also largely the case that 
persons suffering with the most serious 
and complex mental illnesses are most 
often covered by Medicaid and/ or Medi-
care. Persons lacking insurance represent 
a third group when considering aftercare 
options. These latter 2 groups are often 
treated by the public mental health sys-
tem. This article will address the aftercare 
possibilities for those whose care is re-
ceived through the public sector. 
     The services indicated for a soon to be 
discharged consumer insured under Medi-
caid and/ or Medicare are a clinical matter, 

while which services they can actually 
access on a timely basis are matters of ge-
ography and availability. New York State 
has made great strides in creating an array 
of post-discharge levels of care to which 
individuals can be referred. Ours is a state 
of vastly differing environments from the 
densely urban regions such as New York 
City, to suburban regions exemplified by 

such counties as Westchester or Nassau to 
the rural regions in its Western and North-
ern reaches. We in Westchester County are 
fortunate that our county has among the 
broadest array of programs at each care 
level recognized by the NYS Office of 
Mental Health. Other counties may not 
have all levels of care and may not have 
enough capacity of any given type of pro-

gram. Appropriate housing remains an 
obstacle across all parts of our state. 
     Clinically relevant issues to be dis-
cussed by patients and/ or their families 
with the staff of the units on which they 
are being treated include whether the con-
sumer would fare best being treated at a 
clinic, continuing day treatment program 
or partial hospital program after dis-
charge, and whether case management 
services of any of several levels of inten-
sity are indicated. The possibility of seek-
ing court-ordered treatment through As-
sisted Outpatient Treatment (AOT) under 
Kendra’s Law may also be considered. It 
is also useful to ask about whether the 
consumer would benefit from longer act-
ing injectible antipsychotic medications. 
In brief, aftercare planning is a process of 
cobbling together a plan most suitable for 
the individual from the several relevant 
categories of care available.  
     The psychiatrist, social worker, and/ or 
discharge planner should have a clear 
perspective of what the clinical precipi-
tants were leading to the need for admis-
sion. For example, many who work in the 
field of inpatient psychiatry are aware that 
when patients stop taking their psychoactive  
medications they become vulnerable to  
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I  wish to briefly describe what is on 
the horizon for the Adult Mental 
Health system in our state. The New 
York State public mental health sys-

tem is among the most well funded in the 
country, yet outcomes are of concern. In 
the middle are people who struggle with 
mental illness and want to lead peaceful 
and fulfilling lives. I do not believe any-
one familiar with this mental health sys-
tem is satisfied with the results of our 
collective efforts. 
     The positive news is we are beginning 
to come together to transform these re-
sources into a more responsive, account-
able, recovery-focused system of care. A 
restructuring process has begun with 
broad stakeholder involvement. Phase one 
of this is clinic reform. The goals here are 

to improve access to clinic services by 
reforming the approach to funding, and 
improve quality by providing incentives 
for positive outcomes, by refocusing over-
sight towards good clinical practice and 
by providing technical assistance to im-
prove clinical competencies. Initial efforts 
in this area include wellness self manage-
ment, where over 100 agencies are en-
gaged in learning collaborative’s, and a 
web-based curriculum for training in inte-
grated dual disorder (MH/SA) treatment 
will begin this year. 
     Phase two of reform will focus on the 
more specialized and intensive services 
available for people living with serious 
and persistent mental illness. The goals 
here are to assist people to succeed in life 
(work, housing, school, friends, wellness). 
The approach will be more integrated, 
accountable care with all services coordi-
nated from a single plan; more mobile 
services that meet people in their houses 
and community, responsive to resolving 

crises; close coordination with physical 
health care; and a strong emphasis on 
employment and education. 
     In December 2008, the Office of Men-
tal Health (OMH) received a Substance 
Abuse and Mental Health Services Ad-
ministration (SAMHSA) grant to research 
and design recovery centers which could 
be consumer operated, or have strong 
consumer involvement in service provi-
sion. Recovery centers, working in col-
laboration with treatment staff, will have 
the charge to assist and inspire people to 
move forward with recovery goals. 
     In many areas of the State, psychiatric 
centers are a major resource. The OMH 
psychiatric center directors have begun 
work to make these facilities more re-
sponsive to the needs of the broader men-
tal health system. People who no longer 
need to be in the hospital are starting lives 
in the community. Access to many of 
these facilities has improved. In the com-
ing year, OMH field office and facility 

directors will begin work with counties 
and other mental health providers to plan 
how the psychiatric centers can help fill 
service gaps in ambulatory care, collabo-
rate as a system partner, and serve as a 
valuable resource to achieve the transfor-
mation we all seek. 
     Housing, too, is going through a 
change. More OMH resources are going 
toward integrated housing projects and we 
are partnering with providers to design 
more flexible, individual housing support 
services. Housing services will be a re-
source for broader system transformation. 
In these times of tight budgets it is en-
couraging that the mental health commu-
nity in New York is coming together to 
redesign how we use our resources to  
move toward a more responsive, recovery 
focused system of care. 
     This article was reprinted with permis-
sion and appears in the new OMH News, 
located at: www.omh.state.ny.us/omhweb/
resources/newsltr/2009/jan.html. 
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By Ira H. Minot, LMSW 
Founder and Executive Director 
Mental Health News 
 
 

I  am very pleased that we are ad-
dressing the topic Providing Essen-
tial Care and Services Following 
Psychiatric Hospitalization in this 

issue of Mental Health News. I want to 
thank the many people and organizations 
who helped make this issue possible.    
     According to the National Alliance on 
Mental Illness (NAMI), mental illnesses 
are medical conditions that disrupt a per-
son’s thinking, feeling, mood, ability to 
relate to others, and daily functioning. 
Serious mental illnesses include major 
depression, schizophrenia, bipolar disor-
der, obsessive compulsive disorder 
(OCD), post traumatic stress disorder 
(PTSD) and borderline personality disor-
der.  In addition to medication treatment, 
psychosocial treatment such as cognitive 
behavioral therapy, interpersonal therapy, 
peer support groups and other community 
services can also be components of a 
treatment plan and assist with recovery. 
The availability of transportation, diet, 
exercise, sleep, friends, and meaningful 
paid or volunteer activities contribute to 
overall health, wellness and a meaningful 
path to recovery. The good news about 
mental illness is that recovery is possible. 
As a survivor of a prolonged and serious 
mental illness myself, I would like to share 
with you some of the things that I learned 
during my ten-year journey to recovery. 
 

A Very Thin Line 
 
     One thing I realized when I first be-
came ill with depression, was how thin 
the line between normal and abnormal 
mental wellbeing could be.  It was a line I 
fell off of so suddenly and without warn-
ing.  My first suspicion that there was 
something wrong was an unexplained 
feeling of fear, and anxiety, which I 
brushed off as a quirky feeling or a pass-
ing mood. When these troubling feelings 
persisted and began to interfere with my 
daily routine, I really didn’t know what to 
do, so I made an appointment with a psy-
chiatrist I found in the phone book and 
was given some medication and told to 
return in several weeks. In my case, things 
spiraled quickly out of control in a matter 
of days because the medication I was 
given was not what I needed. This is not 
that uncommon in severe cases of depres-
sion which I didn’t realize I had.  Had I 
known, my best choice should have been 
to get a referral to a more skilled psychia-
trist that was an expert in diagnosis and 
psychopharmacology. As my mood wors-
ened, I was having trouble just hanging 
on, so I had to be admitted to a nearby 
hospital’s psychiatric unit. 
 

Making the Most 
of Your Hospitalization 

 
     If you are now in the hospital or are 
about to be admitted, there a few things I 
learned from the several experiences  I 

had as an inpatient, that might help you.  
First of all you must understand that treat-
ment for mental illness is not an exact 
science, but rather a combination of the 
right medication(s), psychotherapy, and 
outpatient care.  Although you would like 
your ordeal to be over in a week or two, it 
just doesn’t always work that way.  For 
example, many medications your doctor 
prescribes may take several weeks to 
work, so be patient. Your job is to com-
municate as honestly as you can to your 
doctor and treatment team as to how you 
feel on a day-to-day basis.  As your symp-
toms may interfere with your thinking and 
daily routine, it may be helpful to have a 
simple spiral notebook where you can 
keep daily notes on what medications you 
are on, how you are feeling, and any ques-
tions you might have. Then you can re-
view these notes with your doctor and 
other members of your treatment team. 
     When you are admitted to the hospital, 
become familiar with your treatment 
team. The team usually includes your 
psychiatrist, psychologist, social worker, 
nurses and other unit staff.  List your team 
members names in your notebook so you 
can remember who they are and what 
each person is helping you with, includ-
ing: medications, individual, group and 
family therapy, medical insurance and 
entitlement benefits (SSI, SSD, and Medi-
caid for example), and discharge plan-
ning.  Each day in the hospital is struc-
tured so that patients have a daily sched-
ule of activities.  Often you will have free 
time during the day, and if you are able, 
use this time to read an inspirational book 
or information about your illness that your 
doctor might recommend.  It will be time 
better spent than sitting in front of the TV 
in the day-room. Do the best you can 
every day and push yourself to participate 
in the daily routine on the unit even if you 
are so depressed you don’t feel like get-
ting out of bed. The enemy of recovery is 
“ruminating” or persistently focusing on 
your problems over and over again in 
your head. Activity (moving forward) is 
the key, and part of the healing and recov-

ery process. Think of it as learning how to 
walk for the first time all over again.  
Start with your left foot then your right 
foot, and so on.  If you keep working at it, 
soon you will be moving right along. 
 

A Sensible Discharge Plan 
 
     As soon as you are admitted to the 
hospital you and your team are theoreti-
cally working toward your eventual dis-
charged back into the community.  Find 
out who you will be working with to plan 
how you will return to the community.  If 
you are fortunate to have the support of 
your family and employer, you may be 
returning to your home and when ready 
have a job to return to as well.  For some, 
however (including myself), you are not 
so fortunate and have to find your own 
way.  This can be a very scary prospect in 
addition to having to cope with your ill-
ness.  If you do not have a family, home, 
or job to return to, your task is much more 
difficult.  Proper planning in this situation 
is critical so that enough of a support net-
work is set in place to help you cope with 
the many issues involved with life back in 
the community. You will need all the ba-
sics including housing and government 
assistance to help you pay for food, trans-
portation and health care, and all the other 
basic expenses necessary to survive back 
in the community while working on your 
recovery. In most cases, you will need to 
continue in treatment in either a private or 
an outpatient clinic setting.  For those 
needing a more structured daily outpatient 
treatment plan, referral to a continuing 
day-treatment program (CDT) is what is 
required.  The CDT program may provide 
the daily structure that you need to con-
tinue working on your recovery. 
 

Returning to Your Community 
With Hope and Pride  

 
     Enduring and surviving a psychiatric 
episode or relapse is nothing to be 
ashamed of.  You must understand that, 
and I can’t stress it more.  Having a psy-
chiatric illness is a medical condition that 
scientific research has shown to be caused 
by chemical imbalances in the brain at the 
synaptic level.  
     Unfortunately, stigma towards people 
with mental illness is outside the realm of 
science yet still does exist and can really 
hurt.  Be it from family, friends or em-
ployers, stigma is caused when the people 
around you do not fully understand what 
you are going through and why. Even 
people you love may say things to you 
like: “Why don’t you just snap out of it?” 
or “There’s nothing wrong with you.” 
Since mental illness is invisible on the 
surface, most people can not comprehend 
that something is really wrong with you.  
If your arm was in a cast or you were in a 
wheelchair, these visible abnormalities 
would enable people to be more under-
standing than when someone’s psycho-
logical wellbeing is broken. The key here, 
is to expect stigma and move ahead in 
your recovery in spite of it.  Don’t let it 
bring you down and do not expend any 

unnecessary emotional energy defending 
against it. You will need all your energy 
to get better. If there are people in your 
life that want to ridicule you or make you 
feel bad or responsible for your condition, 
you must tell them to stop! If that doesn’t 
work, try to avoid these people at all cost.  
I’ve been there and I can tell you that it 
took time for me to accept my illness and 
allow myself to heal. I was then able to 
tell understanding people about my ex-
perience which seemed to open many 
doors for me.  It was then, that I decided 
for my own continued mental health that 
there would be no room in my life for any 
toxic or negative people. Telling my story 
to understanding people was very thera-
peutic for me and it increased my self 
confidence.  My shame disappeared and I 
found that most of the people I spoke with 
understood what I had gone through, and 
often shared their own personal experi-
ence with mental illness, or a similar ex-
perience that a member of their own fam-
ily had gone through. 
 

Be Proactive in Your Recovery 
 
     If you are fortunate to live in a metro-
politan area, there is a good chance that 
there are other beneficial programs or 
services that you can hook up with in ad-
dition to your outpatient therapy or CDT 
program.  If you have access to a com-
puter, go to NAMI’s website at 
www.nami.org, and Mental Health Amer-
ica’s (formally the Mental Health Associa-
tion) website at www.nmha.org.  Both na-
tional associations have useful informa-
tion on their sites, and you can find the 
location of your local community chapter, 
which may offer other therapeutic pro-
grams. There may also be “consumer-run” 
programs such as clubhouses and drop-in 
centers in your community where you can 
meet and learn from others who are also 
working on their recovery.  Beware of 
poorly run CDT’s or consumer programs 
where you are not challenged to work on 
useful recovery activities every day.  If 
everyone is either going outside to smoke 
every five minutes or loafing on couches 
napping or watching TV — find another 
program fast!!  If you have lost your job, 
find a supportive employment program 
that can help you regain the confidence 
and skills you will need to find your way 
back to meaningful employment. If you 
have a choice, you deserve to be in the 
best programs available in your commu-
nity so remember you have a right to shop 
around. 
     I wish there had been a newspaper like 
Mental Health News at the time of my 
illness twenty years ago.  There wasn’t, 
and so I started this newspaper.  It took 
years for me to fully recover, but during 
that time I discovered that there are many 
wonderful people in the community that 
care about you and are there to help—
many of whom you will read about in 
every issue of Mental Health News. 
     Mental health is about all of us. Good 
luck in your recovery, and never give up.  
 

Have a wonderful spring season. 

From the Publisher  
Some Essentials on Surviving a Mental Illness During and Following Hospitalization 

Ira H. Minot, LMSW 
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By Pablo Sadler MD 
Yves J Ades PhD 
and Robert Goldblatt LCSW 
 
 

P ost discharge services start the 
day a person is admitted to an 
inpatient unit. Usually, when 
people stay for a few days in the 

hospital, staff focuses mainly on medica-
tion issues. Many studies of people suffer-
ing from severe mental illnesses show an 
association between non-adherence to 
medication and higher rates of hospitali-
zations. When individuals stop taking 
their medications as prescribed, their 
chances of being readmitted to a hospital 
increase dramatically. There are many 
reasons that individuals stop taking medi-
cations.  For some people, medications do 
not provide as much help as one would 
hope for.  Others have difficulty tolerating 
the side effects of medications that have 
been tried.  Some people do not take 
medications for personal reasons or be-
cause of stigma attached to using psycho-
tropic medication and to mental illness. 
Non-adherence to medication often occurs 
along with individuals’ disengagement 
from mental health service providers.  
Ultimately, re-admission to a hospital 
might be required. Yet the common theme 
for every person who is admitted to the 
hospital is that no one wants to be there.      

     Mental health professionals generally 
agree to use the biopsychosocial model as 
a way to explain psychiatric disorders. We 
acknowledge the influence of biological 
factors that make people vulnerable to 
psychiatric illness; that is why we offer 
medications to help people suffering from 
psychiatric problems. The psychological 
part of this model involves the effects that 
social and environmental factors have on 
a person’s state of mind. It describes the 
changes in the person’s behavior and in-
teractions with the outside world. The 
social aspect refers to the way the envi-
ronment, (shelter, relationships, work, 
education, etc.) affects an individual. 
     When a person is hospitalized one or 
more of these factors have changed in a 
negative way. Therefore, it would make 
sense to explore in depth the three parts of 
the bio-psychosocial model. However, 
more often than not, the issue that takes 
the largest amount of human and financial 
resources is the biological (medications) 
one. The reasons for the medication-
centered approach are complex and be-
yond the scope of this article. However, 
the emphasis on medication has signifi-
cant ramifications for the consumer’s dis-
charge plans. Although the culminating 
event that triggers a crisis could be the 
consumer’s ceasing to take medication, 
underlying causes of the crisis are often 
not clear, and therefore might not be ade-

quately addressed.  A significant result of 
not addressing psychosocial needs as ag-
gressively as the biological ones is a 
breakdown in the communication between 
providers and consumers. Paradoxically, 
because of this deterioration in communi-
cation, even the medical interventions are 
less likely to succeed. 
     With the obvious exception of shelter, 
the most important component in a dis-
charge plan is having access to medications 
and a follow up appointment with a psy-
chiatrist. As established earlier, chances are 
that adjusting medications by itself is not 
going to make a difference for the person 
that was just hospitalized for a crisis.  
     What could be done differently? Many 
times the goal of hospitalization is to get 
the person “clinically stable”.  Instead, the 
system should be centered on recovery.  
Hospital staff should focus on an individ-
ual’s needs beyond medications. We sug-
gest that in addition to safety, the goal of 
hospitalization should be to help the per-
son regain control of their life. For some-
one to benefit most from a hospitalization 
and follow up care there should be a focus 
on goals from the beginning of the admis-
sion process. For this to occur, outpatient 
programs need to supply information to 
the hospital team beyond medication and 
recent progress notes. A individual’s 
treatment goals should be communicated 
to the inpatient team so that all interven-

tions proposed at the hospital are in har-
mony with their life goals. 
     For those people hospitalized without 
community based services in place prior 
to admission, it is essential for staff to 
identify, together with the patient, what 
interventions will make a difference in 
their future. Staff should refrain from es-
tablishing goals for an individual.  Fur-
thermore, symptom centered goals should 
not be a part of a treatment plan. In those 
situations when people only speak about 
their symptoms, they should be asked 
what areas of their life they would like to 
focus on.  
     At that point medication takes its 
rightful place in the overall picture of 
recovery, as one more tool to regain con-
trol of the person’s life. Once the dis-
charge plan is centered on the person and 
not on the symptoms, other treatment 
options and rehabilitation interventions 
can emerge as first tier needs.  As a indi-
vidual identifies their needs, they should 
be educated about the different services 
available in their community, such as 
clubhouses, case management, advocacy 
and employment programs.  
     In the hours and days that immediately 
precede the traumatic trip to the psychiat-
ric emergency room, a person’s experi-
ence is usually one of chaos and terror,  
 

see Recovery on page 27 

Recovery Can Begin On The Inpatient Psychiatric Hospital Unit 

By Barbara Faron, LMSW, CPRP 
CEO, Federation of Organizations 
  
 

E nduring a hospitalization as a 
result of a mental illness can be a 
traumatic experience not only for 
the patient, but for the family, as 

well. This is true whether it is a first hospi-
tal stay or one of many. In an effort to as-
sist caregivers in their roles, Federation of 
Organizations, in conjunction with NAMI, 
offers the Family-to-Family education pro-
gram in Suffolk County. This 12-week 
program, which is free for family mem-
bers, partners and friends of individuals 
with mental illness, is structured to help 
caregivers understand and support indi-
viduals with serious mental illness while 
maintaining their own well-being. 
     The course is taught by trained NAMI 
family member volunteers who know 
what it is like to have a loved one strug-
gling with a brain disorder. Subjects cov-
ered include how to take care of oneself in 
order to be able to take care of a loved 
one; medications; crisis management; 
empathy and understanding; available 
resources; and more. Having the informa-
tion provided by people who have already 
lived through the same experience pro-
vides attendees with a different perspec-
tive than if the classes were taught solely 
by professionals. The ability to share ex-
periences and solutions with others who 
have been in the same position – without 
fear of being judged – is a key element in 

the success of the group. Often, when a 
member tells the group about something 
that occurred, it is met with a response of 
“That happened to me, too,” followed by 
a discussion of how each family handled 
the situation, what worked, what didn’t 
work, etc. Ellen Tollefsen, NAMI mem-
ber and group facilitator, noting the all-
encompassing nature of the course, said, 
“I feel this course gives people everything 

they need to improve their lives and the 
lives of their family members.” 
     Because of the nature of the psychiat-
ric hospitalization of a family member, 
notably that it is often against the will of 
the patient, or the patient may be in denial 
regarding his or her mental illness, the 
course includes such subjects as HIPAA 
laws and how important it is to have the 
patient sign a release form. If the patient 
is unwilling to do so, Tollefsen notes that 
it is important to speak with the doctor 
and either write a letter or speak with the 
patient’s social worker regarding symp-
toms and what behavior was observed 
prior to hospitalization. The empathy por-
tion of the course touches upon the period 
of time after the family member’s hospi-
talization, explaining that the hospitaliza-
tion can be both mentally and physically 
devastating, and that caregivers must al-
low their family member to “just be” for a 
period of time, rather than trying to en-
courage him or her to “snap out of it.” 
Being as prepared as possible for this oc-
currence enables the family to better en-
dure the varying dynamics of a member’s 
psychiatric hospitalization. 
     For many attendees, the experience 
with the Family-to-Family group is the 
first time that they have had the opportu-
nity to be with other family members of 
people who have been diagnosed with a 
mental illness. The fear of the stigma as-
sociated with society’s views of mental 
illness is nonexistent within this group; 
rather, it is replaced with support and un-

derstanding. Often, when a family mem-
ber is diagnosed with a mental illness, the 
resulting feelings for family members are 
anger, confusion and a lack of hope. Be-
cause of the resources provided by this 
group, these same people now know 
where to turn for information and support, 
which alleviates many of these negative 
feelings. In addition, being able to learn at 
least some of what to expect from people 
who have “been there” can help the fam-
ily to better prepare and cope, thereby 
helping to improve their mental health 
during a family member’s hospitalization 
and in the future. 
     Many attendees also join Federation of 
Organizations’ family support group in 
order to maintain ongoing contact and 
support. This group, which meets the sec-
ond Tuesday of each month, is less struc-
tured, and geared entirely toward support, 
rather than formal instruction. Attendees 
come to the group to share feelings and 
stories about things that may be going on at 
home, and are assisted in their coping by 
the other members who share resources 
and experiences. Federation’s family sup-
port group is facilitated by Tracy Falkner, 
LMSW, CPRP, Federation’s Director of 
Community Services and a facilitator of 
the Family-to-Family group. 
     For further information regarding the 
Family-to-Family group, please contact 
Deborah Mayo at 631-675-6831; for in-
formation regarding the family support 
group, please contact Tracy Falkner at 
631-447-6460 x2124. 

Family Support is Key When a Member is Hospitalized 

Barbara Faron, LMSW, CPRP 
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POINT OF VIEPOINT OF VIEWW  

Mental Health Policy in a Time of Economic Crisis 
By Michael B. Friedman, LMSW 
 
 

D o we need to shift mental 
health policy in this time of 
economic crisis?  I think we 
do.  I think we need to worry 

about the impact of economic decline on 
people with serious, long-term mental 
illness, and I think we need to build con-
cern about the emotional well-being of the 
American people into the economic res-
cue plans now underway. 
     For the past 50 years we have pursued 
an incremental community mental health 
policy in the United States and in New 
York State.  We have established the 
expectation that people with serious, 
long-term mental illnesses will live 
freely in the community, and we have 
gradually been making it possible for 
more and more people to lead secure and 
satisfying lives by incrementally increas-
ing the services and supports that are 
available to them.  Life is better for 
some, perhaps even many; but we have a 
very long way to go to meet the needs of 
people with serious mental illness.  We 
need more supportive housing.  We need 
more services oriented towards rehabili-
tation and recovery.  We need more inte-
grated mental health and substance abuse 
services.  We need to increase the quality 
as well as the quantity of outpatient treat-
ment.  We need to assure that inpatient 
care is available and of high quality 
when people need it and that outpatient 
and community-based alternatives are 
available for those who are in hospitals 
because there are too few decent alterna-
tives.  We need far more attention to 
meeting the physical health needs of peo-
ple with serious mental illness, who die 
much younger than the general popula-
tion in large part because of poor health 
and poor health care.  Over the years we 
have chipped away at these needs—some 
years more than others, but the basic 
expectation has been that each year we 
address more of the unmet needs. 
     Now we are confronted with an eco-
nomic crisis unlike anything we have ex-
perienced in 80 years.  Fortunately in this, 
the first year of the crisis, funding cuts for 
mental health services in New York are to 
projected, rather than to current, spending.  
That is, improvements promised in prior 
years have been put on hold, hopefully 
only temporarily.  New housing for people 

with serious mental illness will be delayed, 
despite the fact that stable housing is the 
single most important precondition of re-
covery.  Cost of living adjustments that do 
not come close to making up for the ero-
sion of base funding that took place during 
the 1990s and early in the current decade 
have also been put on hold despite the fact 
that the mental health workforce has been 
strained in the extreme because of low 
wages and poor benefits. 
     All this is not good, but it is probably 
tolerable—for a year.  What will happen 
next year and the year after and the year 
after that if the economy does not recover 
rapidly?  We know what has happened in 
the past.  Depressions in the 19th and 20th 
centuries contributed mightily to the 
dreadful conditions that came to exist in 
state asylums and hospitals in the years 
after the Civil War and again in the 1930s.  
We need to be on guard, it seems to me, 
that this does not happen to our hospitals 
again, that the squeeze to get through a 
tough year does not become tolerance for 
terrible care and treatment in either state 
or general hospitals. 
     We also need to be on guard now 
against vast decay of outpatient and com-
munity-based services.  These services are 
not adequate now.  There are too many 
people with serious mental illness on the 
streets, in jails and prisons, in squalid 
housing, in institutions such as adult 
homes and nursing homes where care is 

uneven—to put it delicately.  What hap-
pens if the economic crisis persists?  We 
need to worry about this.  We need to 
have a fallback plan that is built on a 
premise other than a rapid return to incre-
mental improvement year after year.  We 
need to contemplate the possibility that 
our state and our nation are entering a 
period in which life will get worse for all 
of us, and, if history is any guide, worse 
still for people with serious mental illness. 
     This brings me to my second thought 
about mental health policy in a time of 
economic crisis.  What is the impact of the 
crisis on the emotional well-being of aver-
age Americans?  My guess is that all of us 
have reacted with considerable emotional 
turmoil.  Losing a job, a home, a pension, a 
sense of security about the future—these 
take their emotional toll.  Should we expect 
our government—our public mental health 
system—to respond to this in some way or 
is it just a private matter? 
     This is debatable to be sure, but in the 
aftermath of the terrorist acts of 
9/11/2001, our nation and our state 
mounted a considerable effort to help peo-
ple to manage emotionally.  I think we 
should consider a similar response to the 
economic crisis. 
     I understand that the two events are not 
identical.  Disasters or acts of terrorism 
happen and are over.  Reactions unfold in 
fairly predictable stages, and over time 
most people are able to regain lives that 
were disrupted by the disaster, even when 
they have lost someone whom they loved, 
even when their sources of livelihood 
have been ended, and even when their 
homes have been destroyed.  This eco-
nomic crisis is not an event of that kind.  
It does not happen and end in a brief pe-
riod that is followed by a period of recov-
ery.  This economic crisis has already 
gone on for months, and it may go on for 
years.  Job losses, foreclosures, retire-
ments no longer possible—all will con-
tinue to happen for a totally unpredictable 
period of time.  I cringe to think of it. 
     What can the public mental health sys-
tem do?  First, it can acknowledge that the 
economic crisis does contribute to emo-
tional turmoil that can be quite destructive 
to individuals, families, productivity at 
work, and more.  Second, it can bring 
together the best thinkers about mental 
health systems in much the same way that 
President Obama has brought together the 
best economic minds in the country.  

Third, it can devise a responsible policy 
built on what we know about helping peo-
ple deal psychologically with crises based 
in real, uncontrollable events. 
     Frankly, I am not sure what policy 
would emerge from such a process.  But 
I’d guess that, like the response to disas-
ters, it would emphasize providing emo-
tional support in the context of people 
trying to hang on to their houses, get jobs, 
and devise retirement plans based on what 
they have left.  It would emphasize educa-
tion about what we can do to manage our 
emotions ourselves.  It would emphasize 
the value of joining with others in our 
communities to face new realities to-
gether.  It would emphasize suicide pre-
vention.  And it would include helping 
those people who would benefit from 
treatment to get access to it, without ex-
pecting that there will be a huge increase 
in need for formal treatment. 
     I am just speculating, of course.  But 
don’t you think it would be useful to get 
good thinkers together to develop a men-
tal health policy and a plan related to 
those of us who are taking big economic 
hits with hard consequences for us and 
our families? 
     I hope, of course, that this would all 
prove to be a waste of time, that the eco-
nomic recovery is more rapid than a plan-
ning process would be.  I hope that we 
will get back to what we regard as normal 
in the United States and the rest of the 
industrialized world.  But I am now clear 
that we have no right to assume the best.  
And it only makes sense to me to prepare 
ourselves for the worst and to prepare too 
for how we as a society will protect peo-
ple with serious, long-term mental ill-
nesses if the economy does not bounce 
back soon.  Economic recovery plans 
without regard for the most vulnerable 
among us are just not good enough in a 
nation that wants to reclaim moral, as well 
as economic, leadership in the world. 
 
     Michael Friedman is The Director of 
The Center for Policy, Advocacy, and 
Education of the Mental Health Associa-
tion of New York City.  He is also Adjunct 
Associate Professor at Columbia Univer-
sity’s schools of social work and of public 
health.  The opinions expressed in this 
essay are his own and do not necessarily 
represent the views of the organizations 
for which he works.  Mr. Friedman can be 
reached at center@mhaofnyc.org. 

Michael B. Friedman, LMSW 
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The NYSPA Report:   
NYS Governor’s Executive Budget Proposal: Issues for the Mental Health System 

By Barry B. Perlman, MD 
and Seth Stein, Esq. 
 
 

T his edition of the NYSPA Report 
focuses on the Governor Pater-
son Executive Budget Proposal 
for the 2009-2010 fiscal year.  

Customarily, the Governor’s annual budget 
proposal is released in January of each 
year.  However, because, in the words of 
Governor Paterson, the state is facing the 
most serious financial crisis since the Great 
Depression, the Governor released his 
budget in December in the hope of stimu-
lating urgent attention and spurring the 
Legislature to act expeditiously. The 
budget proposal can be viewed by on the 
Internet at: www.assembly.state.ny.us/
comm/WAM/20081216/a158.pdf . 
     In addition to proposals for cuts in 
spending, the Governor’s budget proposal 
also includes proposals for significant 
changes in the NYS Medicaid program 
that are intended to “reform” the program 
and generate savings.  This article will 
review three proposals for change in the 
Medicaid program.  Our goal is to bring 
these proposed changes to the attention of 
advocates, patients and their families. 
  

The NYS Medicaid Drug Formulary 
  
     New York has established a Drug 
Utilization Review Board which is 
charged with advising the Department of 
Health on which medications from differ-
ent classes of medications shall be in-
cluded in its list.  Under the new statutory 
proposals, the DURB will now be asked 
to recommend guidelines for specific 
therapeutic regimens for specific diagno-
ses which practitioners may prescribe 
without requirement of prior authoriza-
tion. The key change in the budget bill 
(Section 45(7), p. 81) eliminates the cur-
rent right of the prescribing physician to 
override Medicaid prescribing restric-
tions.  If the change is enacted into law, a 
shift will occur and the Medicaid pro-
gram’s decision will be final rather than 
the physician’s.  Although a physician 
may appeal from a denial of coverage, the 
decision by the Medicaid program is final. 
Despite national outcries against the in-
creasing insertion of bureaucrats between 
doctors and patients, NYS is about to take 
a giant step in that direction. NYSPA op-
poses this change.  Our longstanding pol-
icy requires that generally accepted medi-
cal practice must prevail over bureaucratic 
cost-cutting. 
  

Pharmacy Benefit Managers (PBM) 
  
     The Governor has proposed an entirely 
new statutory scheme (p. 88) that would 
regulate pharmacy benefit managers – the 
companies that are hired by health plans 
to oversee and manage the prescription 
drug benefit part of a health plan.  Many 
patients are surprised to learn that a PBM 
employed by their health plan has con-
tacted their physician requesting that that 
the doctor “switch” the patient’s pre-
scribed medication from the drug pre-
scribed by the physician to another drug 

suggested by the PBM.  Too often such 
requests are made for the financial benefit 
of the PBM or health plan rather than for 
the clinical benefit of the patient. 
     The proposed statute would require a 
PBM to notify the patient (or the patient’s 
guardian) before contacting the patient’s 
physician about switching the patient’s 
prescription and when the PBM contacts 
the physician, must provide the physician 
with clinical and financial information 
regarding the drug switch.  It then re-
quires that prescribers make their decision 
based on the whether the proposed 
“switch” is in the patient’s best interest. 
Seems good! Seems patient centered! But 
is it? The answer lies in the definition of 
“switch” in §4450 (12).   Under the pro-
posed statute, the definition of a switch 
has two elements. First, a switch is an 
attempt by a PBM to switch multiple pa-
tients because of clinical considerations or 
the economic benefit to the PBM.  How-
ever, the definition then states that an at-
tempt to change a prescription excludes 
an attempt to switch the patient to “a 
lower or equally priced therapeutically 
equivalent drug.”  “Lower or equally 
priced” refers to the participant’s co-
payment or co-insurance amount. 
     By defining “switch” to exclude at-
tempts to switch patients to another drug 
when there is no cost to the patient, the 
bill’s apparent patient friendly appearance 
is stripped away.  The definition defines 
“switch” in such a way as permit PBMs to 
continue to act as they currently do so 
long as the patient’s out of pocket pay-
ment is not increased.  NYSPA advocates 
for the removal of (b) from the definition 
of “switch” and opposes the section as 
presently written. 
 

Reducing the Influence 
of Drug Companies 

  
     The Governor also has proposed sweep-
ing new provisions that would seek to pro-
tect physicians and other prescribers from 
the undue influence of pharmaceutical 

companies. Proposed laws would restrict 
gifts to physicians, impose disclosure re-
quirements relating to drug manufacturers’ 
provision of things of value to prescribers, 
and limit the influence of drug companies 
and medical device manufacturers on con-
tinuing medical education. 
     While some may argue against the 
details and burden created by the pro-
posed restrictions on continuing medical 
education and recommend that New York 
wait until anticipated federal action ad-
dressing these concerns, the goal of insu-
lating prescribers from undue manufac-
turer influence seems to be in the broad 
public interest. However, the state’s thrust 
seems less far ranging than it might have 
been. In the PBM section, there are spe-
cific (although inadequate) restrictions on 
PBM activities and the health plan must 
give permission for attempts at switching.  
What is strikingly absent is a requirement 
that the prescriber agree to be solicited 
regarding switching.  As a result, drug 
manufacturers will be able to continue 
targeting physicians to urge them to pre-
scribe products based on the company’s 
profit goals based on detailed knowledge 
of the doctor’s prescribing pattern. The 
only way to prevent drug companies 
from attempting to improperly influence 
physician decision making is to deny 
drug companies access to physician pre-
scribing data.  NYSPA urges adding lan-

guage preventing the sale or distribution 
of physician specific prescribing infor-
mation and patterns to manufacturers.  
NYSPA is advocating for the changes in 
the “language” section of the bill and 
urges other advocates to join with us in 
this endeavor. 
  

Proposed Budget Cuts for Hospitals 
  
     Finally, we wish to point out another 
danger to the mental health delivery sys-
tem. To no one’s surprise the income and 
expenditure projections laid out in the 
budget bill are beyond harsh, mirroring 
the state’s present reality. Perhaps unex-
pectedly, the OMH budget shows a small 
increase. However, if you look further and 
recognize the broad role played by the 
Article 28 licensed facilities, such as hos-
pitals, in providing mental health service 
in the state, the picture becomes more 
ominous. Even when departments of psy-
chiatry in particular hospitals may remain 
profitable or at least break even, the hos-
pitals of which they are a part may be 
severely, adversely impacted as the pro-
posed budget severely reduces Medicaid 
rates. The consequence may be the closing  
of institutions which are important provid-
ers of mental health services to the com-
munities they serve. 
 

see Budget Proposal on page 27 
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By Donald M. Fitch, MS 
Executive Director 
Center for Career Freedom 
  
 

I  find most people’s agendas are pre-
dictable; big corporations want more 
profits, politicians want to be re-
elected, bureaucrats want more job 

security, professionals want better out-
comes, academics want more research, 
unions want, well, just more.  But what do 
recipients want? Medications without side 
effects?  24/7 talk therapy?  A cure from 
their illness? 
     For the past ten years we have asked 
hundreds of recipients what, in their opin-
ion, are the most important factors for 
their recovery?  What is at the top of their 
agenda? 
     When you have to survive on thirteen 
dollars a day for food, transportation, 
clothes, shoes, toiletries, etc. – after you 
paid the rent and utilities, the answer is 
always the same:  “money.”  (From this 
perspective, the 75¢ a day the State plans 
to cut from SSI recipients’ June 09 
COLA, is a lot of money) 
     But they told us they just don’t want 
more money from the government, they 
want to be part of a permanent solution; to 
acquire work skills, a good job and for the 
Social Security Administration to stop 
taking half of their pay (www.ssa.gov). 
While “money” is everyone’s top priority 
this year, to folks living on $700/month, 
money will always be the number one 
issue, every year. 
      Recipients also told us that the unre-
solved issues; “money, emotional health, 
work skills, physical health,” etc. should 
be our leaders’ top priorities on their 
agenda. These issues, they feel, require a 
greater effort, innovative solutions and 
more resources.  

     On the other hand, the recovery fac-
tors recipients are “most satisfied” with 
are their Therapeutic Team; their Psy-
chiatrist, Therapist and Case Manager 
(Congratulations!). They are also very 
satisfied with the “accessibility and qual-
ity of health care” they receive, food and 
other basics. 
     To most recipients, these recovery 
factors have been achieved. Additional 
resources are not needed.  They feel it is 
time to move on to those issues (in the 
middle and right hand columns of the 
chart)  that have not yet been resolved.   
     When we probe the reasons why recipi-
ents rate the “somewhat satisfied” group of 
factors (middle column), we gain a fuller 
understanding of the recipients’ predica-
ment; medications have side-effects, recov-
ery is frustratingly slow, their housing is 
often in poor and in dangerous neighbor-
hoods, health plans have limits, etc.  

     “Romance,” while probably not on 
most Commissioner’s agendas, is felt to 
be elusive among the women in our stud-
ies--- an indication of the lack of opportu-
nities for socialization. Sadly, the lack of 
“privacy” mentioned refers to many of the 
women’s inpatient experiences.   
     In the fall of 2008, The Center for Ca-
reer Freedom initiated a national on-line 
tracking survey to quantify the inpatient 
experience of the recipients’ last psychiat-
ric hospitalization.  Stories of in-patient 
abuse, especially among young women, 
were frequently reported at intake – yet, 
formal complaints, criminal charges, law-
suits or published studies were rare.  
These victims were being punished by 
their own and the system’s silence.  The 
“elephants in this room” are toxic; the 
failure to report and correct these crimes 
perpetuates and deepens the tragedy. 
     After consulting legal counsel, we ini-
tiated a three part data collection strategy; 
at intake, direct mail and on-line. You can 
view this survey on our website at 
www.economicsofrecovery.org/survey.php.  
     Early results show that over ninety 
percent of the recipients’ inpatient experi-
ence is positive and professional. How-
ever, unresolved issues include a lack of 
privacy, safety and trust.  Five to ten per-
cent reported incidents of verbal, physical 
or sexual abuse. 
     President Obama’s agenda for persons 
with disabilities is four fold: 1) education, 
2) equal opportunity (ADA Enforcement), 
3) employment 4) independent, commu-
nity-based living (housing). To achieve 
these and other goals, he has promised 
some eight billion dollars for New York’s 
providers of health care, education, infra-
structure and more. 
     There are restrictions to the money of 
course; it is not to be used to prop up our 
dysfunctional system but for “investments 
in ideas that work over ideology”, “new 

public-private partnerships to support 
innovation,” and “system reforms that 
promote transparency, accountability and 
reduced waste.”  
     A recent survey the Center conducted 
of professional, union and recipient asso-
ciation websites failed to find any men-
tion of “system reform, transparency or 
accountability goals for 2009.”  Maybe it 
is too soon.  However, we did find many 
statements that promised to “study, plan, 
collaborate, explore, improve, involve, 
and focus on”, etc., “in a timely fashion.” 
     It will be interesting to see how the 
new administration’s program auditors 
view our state’s love of vague lexicon – 
will they bring in for-profit consultants to 
teach us linear thinking?  To teach us how 
to quantify objectives?  Will they help us 
overcome our fear of responsibility?  
(hypengyophobia). Didn’t Machiavelli 
warn that transparency and responsibility 
could be harmful to one’s career?   
     President Obama’s objective of invest-
ing in education and employment for re-
cipients aligns perfectly with their own 
objectives to permanently resolve their 
financial predicament.   
     Now instead of convening committees 
to wrangle over which issues to allocate 
precious time and money, we can move 
forward rapidly and efficiently because 
we already know what recipients need. 
     Sound research marginalizes the politi-
cal pushing and shifts the focus to the 
quality of the ideas. A new paradigm 
emerges; real debates about real solutions.  
Suggestions based on personal prejudice 
and guesswork doesn’t survive factual, 
transparent collaboration.  Finally, change 
we can believe in. 
 
     The Center for Career Freedom is 
located in White Plains, New York and 
can be reached at (914) 288-9763.  Visit 
us at www.economicsofrecovery.org  

Donald M. Fitch, MS 

The Economics of Recovery  
What Recipients Want: A Look at Aligning Agendas 
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By Carolyn R. Wolf, Esq 
Douglas K. Stern, Esq 
and Eric Broutman. Esq 
Abrams, Fensterman, Fensterman, Eisman, 
Greenberg, Formato & Einiger, LLP 
 
 

L iving with a loved one afflicted 
with a mental illness who does 
not comply with his or her treat-
ment plan can have a tremen-

dous negative impact on the family as 
well as the individual.  Assisted Outpa-
tient Treatment, or “Kendra’s Law,” is a 
valuable tool for families and others who 
seek to help individuals who often refuse 
services in the community and are fre-
quently hospitalized. The law was enacted 
in November, 1999, after earlier that year 
a man suffering from chronic schizophre-
nia, with repeated hospitalizations, pushed 
Kendra Webdale in front of a subway 
resulting in her death. The intention of 
Kendra’s Law is to prevent incidents of 
violence as a result of outpatient treatment 
non-compliance, as well as the revolving 
door of hospitalizations that so many cli-
ents experience. According to New 
York’s Office of Mental Health, it appears 
that Kendra’s Law has been largely suc-
cessful in these goals. However, Kendra’s 
Law is not without its flaws. This article 
will address the question of who qualifies 
for services under Assisted Outpatient 
Treatment, how a petition is initiated, who 
is a proper person to be a petitioner, and a 
review of the services that are typically 
provided to an individual who is the sub-
ject of an Assisted Outpatient Treatment 
Order. Furthermore, this article will delve 
into some of the statistics maintained on 
Kendra’s Law indicating its success as 
well as some difficulties that Kendra’s 
Law has created.  
 

The Nuts and Bolts of Obtaining  
Assisted Outpatient Treatment 

 
     To successfully obtain an Assisted Out-
patient Treatment Order, there must be a 
proper applicant (the Petitioner) and sub-
ject (the person in need).  There must also 
be a plan of treatment approved by the 
county or local Assisted Outpatient Treat-
ment Program.  The county or local pro-
gram is responsible for ensuring the quality 
of benefits offered, case management ser-
vices, and other administrative duties.   
     New York’s Mental Hygiene Law, 
Section 9.60, is the statutory framework 
for the Assisted Outpatient Treatment 
program.  The Mental Hygiene Law de-
lineates the criteria for a person to be the 
subject of an Assisted Outpatient Treat-
ment Order as follows: The subject must 
be at least 18 years of age and suffering 
from a mental illness, he or she must be 
unlikely to survive safely in the commu-
nity without supervision, based on a clini-
cal determination and a history of lack of 
compliance with treatment for mental 

illness that has; (i) at least twice within 
the last 36 months been a significant fac-
tor in necessitating hospitalization in a 
hospital, or receipt of services in a correc-
tional facility, or; (ii) resulted in one or 
more acts of serious violent behavior to-
ward self or others or threats of, or at-
tempts at, serious physical harm to self or 
others within the last 48 months.  In addi-
tion, the subject, as a result of his or her 
mental illness, must be unlikely to volun-
tarily participate in the recommended treat-
ment plan and in view of the patient's treat-
ment history and current behavior, the pa-
tient must be in need of Assisted Outpa-
tient Treatment in order to prevent a re-
lapse or deterioration that would be likely 
to result in serious harm to the patient or 
others. Lastly, the subject must likely bene-
fit from Assisted Outpatient Treatment.  
     New York’s Mental Hygiene Law, Sec-
tion 9.60 also lists the individuals who can 
petition for a court order for Assisted Outpa-
tient Treatment as follows;  (i) Any person 
at least 18 years of age with whom the sub-
ject of the petition resides; (ii) the parent, 
spouse, sibling at least 18 years of age, or 
child at least 18 years of age; (iii) the direc-
tor of a hospital in which the subject of the 
petition is hospitalized; (iv) the director of 
any public or charitable organization, 
agency or home providing mental health 
services to the subject of the petition in 
whose institution the subject of the petition 
resides; (v) a qualified psychiatrist who is 
either supervising the treatment of or treat-
ing the subject of the petition for a mental 
illness; (vi) the director of community ser-
vices, or his or her designee, or the social 
services official, as defined in the social 
services law, of the city or county in which 
the subject of the petition is present or rea-
sonably believed to be present; or (vii) a 
parole officer or probation officer assigned 
to supervise the subject of the petition. 

     Once an Assisted Outpatient Treatment 
Order is granted many services are put in 
place with a treatment plan that is ap-
proved by the county’s Assisted Outpa-
tient Treatment Program.  The individual 
is given intensive case management ser-
vices (ICM), either with a case-manager 
or ACT team (Assertive Community 
Treatment team) that provides compre-
hensive assistance and supervision of all 
facets of treatment and daily living.   Ad-
ditional services include: alcohol and drug 
counseling, psychiatric treatment, therapy 
and medication management and distribu-
tion; and supportive housing is also pro-
vided, if necessary. 
     It must be noted that an Assisted Out-
patient Treatment Order cannot mandate 
that the subject of the Order comply with 
the recommended treatment plan. In other 
words, the subject of the Order cannot be 
forced to attend psychiatric treatment or 
even take medication. However, the out-
patient psychiatrist charged with provid-
ing treatment under an Assisted Outpa-
tient Treatment Order can have the police 
bring an individual who is not complying 
with his/her treatment plan to the hospital 
for evaluation. This provision provides 
the teeth, so to speak, to Kendra’s Law. 
The removal power allows trained profes-
sionals caring for the subject of an As-
sisted Outpatient Treatment Order to 
monitor that person’s progress and hope-

fully maintain that person’s, as well as the 
community’s, safety during periods of 
non-compliance.  
 

The Successes and Failures 
of Assisted Outpatient Treatment 

 
     The Office of Mental Health keeps 
rather extensive statistics regarding As-
sisted Outpatient Treatment. According to 
these statistics it appears that Assisted 
Outpatient treatment has been a substan-
tial benefit both to the community at large 
and individuals subject to an Order. In 
2004 there were over 10,000 referrals and/
or investigations of potential individuals 
in need of Assisted Outpatient Treatment. 
Of those, over 4,000 Petitions were filed 
in court and nearly 3,800 of these Peti-
tions were granted. After an initial six 
month period with an Assisted Outpatient 
Treatment Order, physically harmful acts 
to self or others were reduced by over 
half, drug an alcohol abuse fell nearly 
50% and threats of physical harm to self 
or others fell just about 50%. Arrests and 
convictions for crimes feel nearly 85% 
and psychiatric hospitalizations fell 77%. 
Perhaps one of the most astounding statis-
tics is the reduction of time spent in the 
hospital as a result of an Assisted Outpa-
tient Treatment Order. On average,  
 

see A Helping Hand on page 30 
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Bard House Child Day Hospital Program  
At NewYork Presbyterian Hospital in Westchester Helps Kids Succeed 

By Kathleen Clarkson, LCSW 
Program Manager, The Bard House 
Program of NewYork-Presbyterian 
Westchester Division 
 
 

A ny child attending school faces 
challenges and obstacles as 
they work to learn to succeed – 
imagine the struggles a child 

with a serious emotional disturbance ex-
periences.  Mental illness can impact a 
child’s ability to form attachments and 
social relationships, sustain attention and 
concentration, regulate emotions, and exer-
cise judgment, among many other things.  
How is a child supposed to participate in a 
typical school setting with such difficul-
ties?  Many of these children are unable to 
attend school in their communities, as their 
behaviors are so disruptive that they cannot 
be safely maintained in a mainstream 
school setting.  Children with a mental 
illness require an intensive level of support 
and clinical care, and are often at risk of 
being placed in residential programs.  
     Billy was first hospitalized on a psychi-
atric inpatient unit at the age of 6.  
Throughout his life he has been diagnosed 
with different psychiatric disorders, includ-
ing Post Traumatic Stress Disorder, Op-
positional Defiant Disorder, Attention 
Deficit Disorder, and a Mood Disorder.  
He has never been able to succeed in a 
mainstream school setting and has been 
difficult to manage at home.  For three 
years he attended a five day residential 
program, going home to his mother on 
weekends, where he became increasingly 
difficult to manage due to his behavior 
problems. Billy was hospitalized twice 
more when he was 10 years old.  The pro-
gram recommended that Billy go to a full 

seven day residential program where he 
would receive more intensive support.  
However, his mother very much wanted 
Billy to be able to live at home and attend 
school in the community.  Eventually, 
Billy did return home to live with his 
mother and began attending the Bard 
House Child Day Hospital. 
     The Bard House Child Day Hospital 
program, on the grounds of New York Pres-
byterian Hospital, Payne Whitney West-
chester, provides a combination of mental 
health and educational services to children 
aged 5-12 years.  The program is designed 
to meet the particular needs of these fragile, 
vulnerable children, many of whom have 
had repeated inpatient hospitalizations on 
psychiatric units.  The only such Hospital-
based program for this age group in West-

chester, Bard House allows these children 
the opportunity to live at home and attend 
school, and feel some measure of success in 
their lives.  The overall objective of the pro-
gram is to help the children improve aca-
demic, social, and emotional functioning so 
that they can be more productive in their 
families, schools and communities. 
     Integrating the best clinical care and 
educational services to help school-age 
children with behavioral problems is a 
tradition at the Hospital dating back to 
1969.  That’s when the first collaboration 
between the Hospital and White Plains 
School District began with a small group 
of children participating in an intensive 
day program while also receiving aca-
demic instruction.  Over the years, that 
program has developed into the current 

model, known as the Bard House Child 
Day Hospital.  The program has been a 
unique joint effort between the hospital 
and the school district for many years, 
providing a much needed service to a 
great number of children, and their fami-
lies, in our community.  
     Bard House is both a licensed day 
treatment program through the Office of 
Mental Health and a recognized public 
school in the White Plains school system.  
Mental health services are provided by a 
multi-disciplinary hospital staff, including 
licensed social workers, nurses, rehabilita-
tion specialists, and an attending psychia-
trist.  As New York Presbyterian Hospital 
is a teaching hospital, a supervising psy-
chologist and psychology externs are part 
of the clinical program.  All teachers are 
certified to teach in Special Education and 
content areas.  Educational services are 
provided in small classes and instruction 
is adapted to ensure student success.  The 
education curriculum is approved by New 
York State and students participate in 
State Education Department Examina-
tions. Each student receives educational 
instruction along with individual and 
group therapy, psychosocial rehabilitation 
and family services. 
     As for Billy, he has been attending 
Bard House since his last discharge from 
inpatient care last summer.  Billy’s behav-
ior has improved significantly, and he is 
able to remain in his classroom, making 
academic gains.  His mother has reported 
that she has also seen an improvement in 
his behavior and feels more hopeful about 
his future.  Billy will tell you that he is 
proud of himself for his success.  Bard 
House gives children like Billy a chance 
to experience that kind of success and feel 
positive about the future.    

Gerald McCleery, PhD 
Associate Executive Director 
The Mental Health Association  
of New York City 
 
 

A  2008 report by the National 
Association of State Mental 
Health Program Directors ar-
gues that “…lapses in continu-

ity of care, especially after discharge from 
emergency department and inpatient psy-
chiatry units, contribute to significant 
suicide-related morbidity and mortality”. 
The report recommends improving conti-
nuity of care following discharge. At least 
in the NYC area and probably elsewhere, 
many psychiatric facilities already have in 
place a follow up system for people dis-
charged from inpatient units to verify that 
initial post-discharge  outpatient appoint-
ments are kept (personal communication, 
2008). What is not well established is a 
service follow up model applied to people 
who visit a psychiatric emergency room 
with suicidal ideation but who are not 

admitted to inpatient care.  There is some 
research evidence to suggest that, for peo-
ple with suicidal ideation, telephonic fol-
low up with to the point that they have 
connected with an appropriate treatment 
resource (rather than simply being re-
ferred to such a resource), is an appropri-
ate, cost-effective service model that can 
increase the probability that the person 
remains safe and will eventually begin or 
continue treatment. When combined with 
development of a “safe plan,” such a call-
out follow up service may be an important 
potential suicide prevention service model 
for higher risk individuals. 
     The published research data on the 
effectiveness of telephone follow up as a 
suicide prevention strategy is limited but 
promising. Vaiva et al conducted a study 
in France to determine the effects over 
one year of contacting patients by tele-
phone one month or three months after 
being discharged from an emergency de-
partment following suicidal behavior, 
compared with usual treatment. The au-
thors conclude that: “Contacting people 

by telephone one month after being dis-
charged from an emergency department 
… may help reduce the number of reat-
tempted suicides over one year.” 
     There is also evidence that develop-
ment of a “safe plan” with people at risk 
may be a useful component of such a tele-
phonic follow up model. A “safe plan” is 
different from a “no suicide contract.” 
The former is logically more sound than a 
simple “no suicide contract”, adding as it 
does the extra dimension of providing 
specific contingency methods and steps 
for the individual to use to help cope with 
suicidal thoughts and feelings. An evalua-
tion of the Lifeline Australia program 
found that telephonic follow up with sui-
cidal callers to the helpline, coupled with 
development of a safe plan resulted in a 
reduction in the frequency and strength of 
suicidal thoughts and self reports of  
marked improvement in coping ability. 
The safe plan now in use by LifeNet, the 
MHA of NYC’s behavioral health crisis 
and information and referral call center, is 
based on the ASIST model of suicide in-

tervention, developed by Living Works. 
In general terms, such a safe plan is a col-
laborative undertaking between the client 
and the provider and consists of: 
 
• Agreement to keep safe  
• Safe or no use of drugs or alcohol 
 
• Establishing a specific list of safety contacts 
 
• Linking the individual to additional 

supportive resources  
• Identifying and supporting specific 

past survival skills 
 
• Working with the client to disable 

any current suicidal plans 
 
     We believe that the model lends itself 
to evaluation, is relatively inexpensive to 
establish and operate, and if implemented, 
can be an important step toward address-
ing the finding in the NASMHPD report 
regarding the lack of continuity of care 
and suicide-related morbidity and mortal-
ity following discharge from emergency 
departments. 

Telephonic Follow Up to a Psychiatric  
Emergency Room Visit: A Call Center Service Model 
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Associate Executive Director 
and Annette Peters, LCSW,  
Care Coordination Program Director 
The Mental Health Association  
of Westchester (MHA) 
 
 

A  62-year-old woman named 
“Mary” from White Plains, 
New York has been diag-
nosed with a serious mental 

illness. During her lifetime, Mary had 
experienced a 20-year incarceration and 
multiple psychiatric hospitaliza-
tions.   She was referred to The Mental 
Health Association of Westchester’s 
(MHA) Care Coordination Program in 
July 2008 after a long-term state psychi-
atric hospitalization. When Mary first 
met with the Care Coordinator, it was 
explained to her that Care Coordination 
is an Intensive Case Management and 
Peer Support program that differs from 
traditional services by employing a Per-
son-Centered Planning approach in an 
Integrated System of Care.   
     Mary wasn’t quite sure what that 
meant but she heard that someone was 
willing to help her and she knew that she 
was going to need a different kind of help 
than she had in the past.  Mary explained 
to the Care Coordinator that her greatest 
concern was making sure that she was 
able to abide by the conditions of her pa-
role so that she never had to spend an-
other day in jail.   Mary also stated that 
her overall goal was to be able to live a 
healthy and happy life in the community.  
Right away she and the Care Coordinator 
started to map out small, easy to reach 
steps that would allow her to do this. They 
started to identify people and supports 
both from her life and from the mental 
health/criminal justice system that could 
support her in reaching her goals.        
     Mary has described Care Coordination 
as “a blessing in my life.”  Within the first 
few months of discharge, Mary encoun-
tered some challenges such as establishing 
the correct amount of Social Security 
benefits, finding appropriate transporta-
tion to her mandated appointments, and 
advocating for herself at her Treatment 
Apartment.  Together, Mary and her Care 
Coordinator addressed those concerns to a 
satisfactory end.  Mary has found her 
Care Coordinator to be “supportive, hard 
working and honest,” which has been a 
comfort when various problems arise.   
     Right now, Mary’s daily schedule con-
sists of going to her treatment program, 
seeing her parole officer and attending 
meetings with staff at her Treatment 
Apartment.  With the support of her Care 
Coordinator, Mary has begun to involve 
herself in more activities and has ex-
pressed an interest in taking up former 
hobbies such as knitting.  Her Care Coor-
dinator is helping her find places in her 
community where she can knit, meet and 
socialize with others so that her days are 
not only spent attending treatment related 
activities but are filled with the types of 
activities that will further her personal 
goals and interests.  Mary looks forward 

to one day being in an apartment of her 
own, and living a full, productive life in 
the community. 
      Mary and her Care Coordinator be-
lieve this can and will happen.  It has 
moved from a dream to an attainable goal.  
The person-centered approach being util-
ized puts the focus on Mary’s unique 
needs and treats her as a person with 
choices to exercise. It preserves Mary’s 
dignity by inviting her to play a leadership 
role in a collaborative planning process, 
and provides her with services and sup-
ports based upon her dreams, interests, 
preferences and strengths. The Care Coor-
dination model differs greatly from previ-
ous individualized planning processes that 
traditionally focused on keeping individu-
als diagnosed with serious mental Ill-
nesses “stable” by matching them with the 
services that “the system” was set up to 
offer. This approach looks beyond assess-
ing an individual’s symptoms and basing 
outcomes on reducing hospitalizations 
and increasing medication compliance, 
and looks to what the person truly desires 
as a human being, not restricting them to 
what the program or service can offer.  
     The Person-Centered approach cre-
ates a team of people who know and 
care about the individual, who come 
together to develop and share a dream 
for the person's future, and who work 
together to organize and provide the 
supports necessary to make that dream a 
reality. This network might include 
relatives and friends, recovery mentors, 
clergy, landlords and service providers. 
This coordinated network also includes 
providers from across service systems 
so that the broadest possible array of 
resources can be brought into play as 
needed.  This approach is what helped 
“Lila,” another participant of the Care 
Coordination program, to secure her 
own apartment through MHA’s Shelter 
Plus Care program.   
     Lila had been saying for some time 
that she wanted to live on her own but her 
treatment team opposed this and would 
not recommend her for independent liv-
ing. The treatment team was worried that 
Lila, who had been recently released from 
jail and had experienced an extremely 
traumatic event, was ill prepared to live 
on her own and they worried about her 
safety.  Lila and her Care Coordinator 
planned for the next treatment team meet-
ing and Lila was able to articulate how 
she would care for herself.  She answered 
her treatment team’s concerns and dis-
cussed the supports that she and the Care 
Coordinator were putting into place so 
that she could accomplish this goal.  It 
took some persuading, but the team fi-
nally agreed to support Lila’s dream.  Lila 
has now lived independently for 8 
months; she is completing a substance 
abuse treatment program, preparing for a 
GED program and looking forward to 
starting computer classes.  Lila credits her 
team for believing in her—even before 
she did—as the main reason she has been 
so successful. 
     A unique aspect of the Care Coordina-
tion program is that there are funds avail-

able called Self-Determination dollars that 
can be accessed by participants to further 
their stated goals.  Some common uses for 
Self-Determination dollars are to pay for 
alternative therapies not covered by insur-
ance, college courses, community work-
shops, tutors or clothing to wear on an 
interview or for a job.  “Thomas,” a 21-
year-old participant of Care Coordination 
was able to utilize these specialized funds 
to deal with an ongoing and troubling 
issue that had prevented him from taking 
public transportation.  Thomas, who was 
very motivated to get his GED, admitted 
to his Care Coordinator that his biggest 
barrier to accomplishing this goal was his 
anxiety while he rode the bus to and from 
school.  After discussing various ways 
that he might reduce his anxiety, it was 
discovered that listening to music dis-
tracted him enough so that he could not 
only get on the bus but also stay on it until 
he got to school.  It was decided that he 
would use self-determination funds to 
purchase an iPod that he uses daily so that 
he can regularly attend school. 
     The Care Coordination program is 
targeted to serve adults diagnosed with 
Serious Mental Illness with a high need 
for clinical and support services. A typical 
candidate for the Care Coordination ap-
proach would be a person with some com-
bination of the following circumstances: 

• frequent crises; 
 
• a history of repeated hospitalization 

or incarceration; 
 
• absence of a constructive social or 

family network; 
 
• unstable housing; 
 
• a lack of daily structure; 
 
• difficulties engaging in treatment, 

taking prescribed medications or self-
monitoring; and/or 

 
• those who have been in-patient for 

lengthy periods in state hospitals. 
 
     Care Coordination may prove to be a 
viable solution when traditional systems 
of support have proven inadequate to 
achieve treatment and rehabilitation goals. 
For instance, in places where the approach 
has already been tried, mental health pro-
fessionals have been pleased to discover 
that the participants who had in the past 
been viewed as “non-compliant” became 
much more motivated to work toward 
their recovery, once they were offered 
opportunities to exercise more control  
 

see Care Coordination on page 30 

Care Coordination Takes an Innovative Approach to Case Management 
At the Mental Health Association of Westchester 
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By Richard E. Beauvais, PhD 
Co-founder, Wellspring Foundation   
 
 

P sychiatric hospitalization is a 
disruptive event for any individ-
ual, especially for a child and 
family.  However brief the hospi-

tal stay – and stays are very brief these 
days – the person, the child, and the fam-
ily has to cope with medications, restoring 
relationships, making an awkward and 
difficult return to school or employment, 
and finding a way to resume meaningful 
activities and interests.  No transition can 
be seamless; no after-care easy. 
     If the person, particularly an adoles-
cent or a young adult, suffers from de-
pression and  has resorted to the negative 
coping skills of drug abuse and self-harm 
that often accompany it, recovery can be 
complicated and unstable.  Family rela-
tionships have usually become strained, 
often explosive, and the need for further 
hospitalization is ever-present.  Younger 
children may continue to be out-of-control, 
unable to be safely contained within the 
home or school setting.  These are com-
plex, multi-faceted problems, which outpa-
tient treatment, however “intensive,” is 
often inadequate to address. 
     Families usually don’t consider resi-
dential treatment as a viable option.  
While parents may desperately need res-

pite for themselves, they also know they 
need more than a holding tank for their 
child, and a holding tank, regrettably, is 
all that some residential facilities have to 
offer.  Containment has benefits, no 
doubt.  It can relieve parents from having 
to forcibly restrain their out-of-control 
child and can save the adolescent and 
young adult, temporarily at least, from 
further substance abuse, self-injury and 

even suicide.  But the containing situation 
has to offer families more than mere con-
trol of their child. It must provide a 
“womb,” a container for healing that can 
provide the real work of transition. 
     What is that “real” work?  Family ther-
apy is its cornerstone, much as parents 
might like to avoid facing this unpleasant 
truth.  The myth that the child can be 
“fixed” outside of the family system has 
been debunked long ago.  Although the 
child may be the identified “patient,” it’s 
the family system that usually needs 
“fixing.”  Parents may have done the best 
they can with what they know, but what 
they know is what they’ve learned con-
sciously and unconsciously from their own 
parents, and problems are handed down 
through generations.  Foster and adoptive 
parents may conveniently blame the child’s 
unknown parents who came before them, 
but this simply dodges acceptance of their 
own parental responsibilities.   
     If residential treatment is to provide a 
viable transition, the whole family needs 
to be actively involved.  Family therapy 
must be regular and intensive if relation-
ships are to be restored or, in some cases, 
newly developed.  The capacity for honest 
emotional communication must be opened 
to establish heart-to-heart connections.  
New parenting skills have to be learned 
and practiced both in the therapeutic mi-
lieu and on weekend visits home, as soon 

as it is safe for the child to venture home.  
These visits cannot be little vacations 
from treatment where parents and kids 
tiptoe around each other, not wanting to 
rock the boat.  They have to extend the 
work already begun in family sessions 
with clear tasks set forth for the parents 
and the child, not the least of which is to 
learn how to play and have fun together, 
because families in trouble have usually 
lost that gift.   The successes and the 
problems that arise need to be processed 
in family sessions following the visit.  
Only when this work has been honestly 
undertaken and parenting and communi-
cation skills have been developed and 
practiced is the child ready to return home 
to parents who are actually prepared to 
receive him. 
     Substance abuse, self-harm and sui-
cidality complicate the family process, 
because visits home must be safe and 
closely monitored by the parents.  Con-
tainment and random drug testing main-
tain sobriety within the residential setting, 
and slips on home visits need to be proc-
essed as learning opportunities and indica-
tors of readiness for discharge.  Both the 
adolescent, young adult and parents are 
involved in psycho-education about drugs 
and drug abuse.  AA meetings for sub-
stance abusers are attended while in  
 

see  Follow-up Care on page 34 

Where Do We Go From Here? 
Follow-Up Care from Psychiatric Hospitalization 

Richard E. Beauvais, PhD 
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The Arc of Eating Disorders: Co-Morbid Diagnoses Contained Within 
By Judy Scheel, PhD, LCSW 
Grand Rounds at Four Winds Hospital 
 
 

E ating disorders (Anorexia Ner-
vosa, Bulimia, Binge Eating 
Disorder) are considered 
“umbrella disorders.” Typically, 

an eating disorder is part of a larger diag-
nostic picture.  There is almost always a 
co-morbid diagnosis–depression, anxiety 
or personality disorder in addition to fa-
milial issues and interpersonal conflicts. 
Sexual or physical trauma, Obsessive 
Compulsive Disorder or substance use can 
also accompany an eating disorder.  
Sometimes the eating disorder is the pri-
mary diagnosis; sometimes it is secondary 
or the consequence of another primary 
diagnosis like depression. The co-morbid 
diagnosis likely existed prior to the onset 
of the eating disorder, though may remain 
latent until the eating disorder emerges. 
However, co-morbidity can occur as an 
outgrowth of the eating disorder and can 
show improvement with reduction in eat-
ing disorder symptoms like weight resto-
ration. Because eating disorders are inter-
twined within the greater constellation of 
psychological and psychiatric issues eat-
ing disorders cannot or should not be 
treated as separate and apart from other 
mental health issues.  
 
• The most common secondary Axis I 

(mood disorder) diagnosis with eating 
disorders is Depression 

 
• Higher rates of Dysthymia among 

adolescents than other co-morbid 
diagnoses 

 
• Frequency of Personality Disorders 

(enduring patterns of maladaptive 
behaviors & personality traits i.e. 
Borderline Personality Disorder) var-
ies from 27%-77% in eating disorder 
population 

 
• Personality disorders typically pre-

cede the development of an eating 
disorder 

 
• Mood Disorders with eating disorders 

remit more frequently than personal-
ity disorders with eating disorders 

 
• Anxiety states more pervasive and 

unremitting – lower recovery rates 
 
• Males with Bulimia at higher risk for 

mood and substance use disorders 
 
• Males with Anorexia Nervosa at 

higher risk for Schizophrenia 
 
• Obsessive Compulsive Disorder pre-

dates eating disorder & ED develops 
at a younger age 

 
• Eating disorders and substance abuse 

disorders associated with the highest 
mortality risk across all mental disorders 

 
• Greater prevalence of sexual abuse 

with Bulimia and alcohol abuse 
 
• Greater risk for other self-destructive 

acts like cutting among individuals 
with substance abuse disorders and 
eating disorder 

 
     The percentage of individuals with 
eating disorders and substance abuse dis-
order are high; some studies reporting up 
to 55% of individuals with Bulimia and 
23% of those with Anorexia have concur-
rent substance abuse with alcohol and 
stimulants being the most commonly 
abused. A recent New York Times article 

reported on alcohol abuse and eating dis-
orders, indicating that alcohol is the only 
“food” of choice among a select group of 
those diagnosed with Anorexia. Bulimia 
and alcohol abuse is associated with a 
higher incidence of Borderline Personality 
Disorder, a diagnosis that precedes the 
substance abuse and eating disorder. Bor-
derline Personality Disorder as well as 
alcohol abuse is associated with dis-
inhibition and impulsivity, two personal-
ity traits relatively common among indi-
viduals with Bulimia. 
     The causes of eating disorders are 
complex and varied. Research in eating 
disorders remains inconclusive, at best, 
regarding definitive claims to causation. 
Genetic research studies are increasing, 
however, the data remains weak and in-
consistent. It cannot definitively be stated 
that eating disorders are genetic disorders. 
The Academy for Eating Disorders 
(aedweb.org) states: “Recently there has 
been considerable interest in both genetic 
and biological factors which may contrib-
ute to the onset of eating disorders. For 
both anorexia nervosa and bulimia ner-
vosa, behavioral genetic studies using 
twin designs have indicated that there is a 
substantial genetic effect for the liability 
for each of these disorders. Researchers 
are now examining genetic influences by 
searching for genes, and some gene candi-
dates have been found to be associated 
with anorexia nervosa and bulimia ner-
vosa, although this research remains rela-
tively inconclusive in terms of genetic 
effects. There are also numerous studies 
indicating that certain brain chemicals, 
such as serotonin, may be abnormal in 
eating disordered individuals.” 
     Focusing exclusively on genetics as 
causation is inappropriate, at best. The 
belief that eating disorders are strictly a 
genetic or biological disorder reinforces 
for patients and their families that the 
eating disorder is running on its own track 
and has little or nothing to do with the 
individual’s psychological and relational 
experiences that may have contributed 
significantly to the eating disorder. Pro-
fessionals who treat eating disorders need 
to remain committed to understanding and 
staying abreast of all the research regard-
ing eating disorders. Caution must remain, 
however, regarding those seeking to re-

duce causation to primarily genetic fac-
tors. There are too many variables that 
coalesce to create an eating disorder. 
Solid treatment includes utilizing an ex-
perienced team of professionals providing 
psychotherapy, medical and psychiatric 
care and nutritional counseling. 
     Eating disorder sufferers share com-
mon traits, like tendency toward people 
pleasing, perfectionism, and have high 
self-expectation. Some of these traits are 
consistent with the eating disorder diagno-
sis, however, can also be associated with a 
co-morbid diagnosis like Obsessive Com-
pulsive Personality Disorder and Depend-
ent Personality Disorder. 
     Eating Disorder treatment varies and 
needs to be consistent and appropriate 
with the specifics of the eating disorder 
diagnosis – including severity of condi-
tion and symptoms, length of time of ill-
ness, willingness and commitment to re-
covery. For those who provide eating dis-
order treatment or those with a loved one 
who is suffering with an eating disorder, 
treatment options can be confusing and 
often driven by insurance limitations and 
restrictions, particularly when it relates to 
seeking inpatient care. When a patient has 
a concurrent substance abuse diagnosis, 
treatment for the eating disorder may vary 
from how the substance abuse disorder is 
treated. Some eating disorder treatment, 
particularly when the eating disorder is in 
conjunction with a substance use disorder, 
may promote a 12-step approach to ob-
taining sobriety and maintaining recovery. 
Many times, however, eating disorder 
treatment may not be consistent with a 12-
step approach. Often, eating disorder 
treatment reflects a combination approach 
utilizing insight, family systems and/or 
cognitive/behavioral treatment (CBT). A 
treatment model, such as 12-step, can be 
difficult to utilize exclusively in treating 
eating disorder patients because not only 
is food not an option to avoid (as is neces-
sary and possible with alcohol and drugs), 
but also so much of what needs to be 
changed in the thinking of eating disorder 
sufferers is the perfectionism and all or 
nothing thinking that laid the ground work 
for the disorder.  A 12-step model empha-
sizes behavioral changes and often  
 

see Eating Disorders on page 20 

Judy Scheel, PhD, LCSW 
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Eating Disorders from page 17 
 
encourages abstinence of certain food groups, 
i.e. sugar and white flour. While this treat-
ment approach is effective for some patients, 
it can also reinforce all or nothing thinking 
around food for many sufferers – that is, that 
some food is bad. The goal of eating disorder 
treatment is generally to help patients inte-
grate all foods into their diet, thereby remov-
ing the negative stigma associated with eating 
foods that are enjoyable but not necessarily 
nutritional i.e. deserts. Food is pleasurable. 
There are no good versus bad foods. For 
many eating disorder sufferers, the absence of 
pleasure and the presence of self-criticism, 
perfectionism and rigid self-control dictates 
life. Depriving oneself of pleasurable foods is 
a psychological metaphor for these harsh self-
imposed expectations. 
     Taking responsibility for one’s eating 
disorder so that lasting recovery may occur 
is the goal of treatment, regardless of the 
approach one employs to get healthy. It is 
important, in the end, however, that the type 
of treatment is appropriate and acceptable to 
the sufferer and or the family. Different ap-
proaches work for different people and 
sometimes it takes a few types of treatment 
or therapists before someone is ready to 
settle in and begin the serious work of re-
covery. Complicating the picture is often the 
co-morbid diagnosis, which runs parallel to 
the eating disorder, and the eating disorder is 
also a vehicle to express and concretize the 
co-morbid diagnosis. It is important to re-
member that an eating disorder is rarely the 
only diagnosis present and that understand-
ing and treating the conditions that are co-
occurring are essential. Although there are 
similarities in behaviors and personality 
traits of eating disorder sufferers, the eating 
disorder and co-morbid diagnoses need to be 
fully understood and treated as they are 
unique to each sufferer based on her/his own 
genetic (nature) and experiential/
environmental factors (nurture). 

Mental Illness Presents Challenges to Individuals, Families and Communities 

By Michael F. Hogan, PhD 
Commissioner, New York State Office 
of Mental Health 
 
 

M ental illness presents great 
challenges for individuals, 
families and communities.  
From stress disorders and 

depression among an over-stressed mili-
tary, to incidents of school violence, to the 
$193 billion in wages lost annually in the 
United States because of mental illness, 
mental health issues affect us all.  But 
despite this significance—and the fact that 
mental illness is a major driver of school 
failure, health care costs and suicide—
many are not aware of its impact until 
mental health problems strike to home. 
     How are we doing in New York State 
on these challenges? We are a leader! 
From services to children to treatment for 
state prison inmates, we have approaches 
that are the envy of other states. Under 
Governor David Paterson’s leadership, the 
Office of Mental Health is partnering with 
other agencies, such as collaboration with 
the Office of Alcoholism and Substance 

Abuse to better address the needs of those 
with both mental health and substance 
abuse issues. 

     It is a sad irony that even though men-
tal health issues are so prevalent and their 
effects so far-reaching, at the national 
level mental health care is often an after-
thought.  Too many health settings don't 
screen for or treat mental illnesses, and 
many insurance plans don't fully cover 
mental health care.  In too many schools, 
emotional disturbance is a neglected 
driver of drop-outs and failure.  And as a 
result of this neglect, mental illness dis-
ability is the nation’s largest and costliest 
category of disability payments. 
     This historic pattern of neglect is espe-
cially significant and especially troubling 
in health care. Mental illness is unique 
among all major categories of illness in 
that we must maintain a separate, govern-
ment run, illness-specific “mental health 
system” instead of providing early care 
within mainstream health care programs, 
covered like care for other illnesses by 
mainstream health insurance. 
     The good news is that the times are 
changing.  In 1999, the first Surgeon Gen-
eral’s report on Mental Health was issued, 
concluding that “there is no overall health 
without good mental health.”  In 2002-

2003, I was privileged to chair the first 
President's mental health commission 
since the Carter administration, recom-
mending sweeping changes in mental 
health care—such as earlier detection and 
family-centered care for children, which 
are now being pioneered in New York. 
     These signs of national attention fol-
low what people with mental illness are 
teaching us.  With early identification, 
appropriate treatment and suitable sup-
ports, people with mental illnesses can 
live full, productive and meaningful lives 
in their communities. 
     Now, the U.S. Congress is in the 
final stages of considering legislation 
that would put care for brain disorders 
on a par with care for other illnesses 
within health care plans. Through the 
enactment of “Timothy's Law,” New 
York State has already taken this impor-
tant step.  In 2002, President Bush 
called for such legislation nationally.  
Congress must enact it and the President 
must sign it this year.  Equal medical 
care for the brain is common sense, and 
is long overdue.  As a nation, we should 
expect no less. 

Michael F. Hogan, PhD 
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VNSW Mental Health Home Care Program: 
Transitioning Back Home Following Hospitalization 

Staff Writer 
Mental Health News 
 
 

I t is becoming increasingly under-
stood and appreciated just how much 
healing and comfort extend beyond 
physical well-being. There is a de-

cided mental well-being component as 
well, recognized by Visiting Nurse Ser-
vices in Westchester (VNSW), the White 
Plains-based home health care agency that 
several years ago created a program of 
psychiatric healthcare – in the patient’s 
home, for maximized comfort and effect. 
Under this unique program, VNSW’s reg-
istered nurses, with advanced psychiatric 
training, conduct home visits to develop a 
plan to treat mental health issues in con-
junction with medical/surgical needs, and 
to support community integration for its 
patients.  Adjunct services complementing 
the mental health component include 
home health aides, medical/surgical 
nurses, social workers and relevant reha-
bilitation therapies. This program has 
proven to be an important component in 
the care and mainstreaming of psychiatric 
patients discharged from hospitals. 
     It is imperative that individuals with a 
psychiatric diagnosis being discharged, 
following either a psychiatric or medical 
hospitalization, get comprehensive follow
-up care in the community.  The role of 
discharge planners in the hospital is cru-
cial. They are the link between the patient 
and the community and it is very impor-
tant that they access all available commu-
nity resources to ensure a smooth transi-
tion back home.  When the client does not 
have a proper discharge plan, the patient’s 
transition back into the community be-
comes much more difficult. 
     There are several important aspects of 
the discharge plan. It is essential that cli-
ents return to adequate housing.  Depend-
ing on the needs of individual clients, this 
may require extensive planning so that the 
individual can return to some level of 
supervised housing. Medical care is an-
other area that requires appropriate plan-
ning.  To help ensure proper follow-up, it 

is beneficial that the patient have medical 
and psychiatric appointments set up prior 
to, and for a date shortly following, dis-
charge.  This will help establish a routine 
with providers in the community and pre-
vent a delay in further follow-up care and 
medication refills. There is a significant 
rate of co-morbidities for psychiatric pa-
tients and it is imperative that their medi-
cal needs, as well as their psychiatric 
needs, are addressed. 
     Often patients are discharged home 
without a proper psychiatric referral, so a 
treating psychiatrist is needed in the com-
munity to prevent further psychiatric hos-
pitalizations.  In addition to an appoint-
ment with a psychiatrist, the need for out-
patient mental health services relevant to 
the patient diagnosis should be consid-
ered. Frequently, patients benefit from 
continuing day treatment programs and 
case management services.  
     Supportive services are an essential 
component of the discharge plan. All ap-
propriate community resources should be 
set up while the patient is in the hospital.  
Personal care aide services through the 

Department of Social Services should be 
in place to begin immediately following 
discharge so as to avoid a delay in service 
and ensure that the client has the proper 
support in the home to assist with activi-
ties of daily living.  
     Medication compliance is a concern 
for many psychiatric patients.  Often indi-
viduals are discharged with prescriptions 
that the patients are left to fill themselves.  
By contrast, knowing for certain that hos-
pital patients being discharged actually 
have their medications goes a long way 
toward minimizing non-compliance.  The 
social worker in the hospital should also 
work with the patient to clarify how the 
patient will pay for and obtain needed 
medication.  For example; does the patient 
need to be connected with a pharmacy 
that delivers, does he/she need assistance 
calling in refills, does the individual need 
assistance managing funds and allocating 
needed funds towards medication and/or 
medical supplies? The social worker in 
the hospital must also explore transporta-
tion options available to clients; if they do 
not have transportation to medical ap-

pointments and referrals in the commu-
nity, compliance will be difficult if not 
impossible.   
     Visiting Nurse Services in West-
chester’s unique Mental Health Program 
is frequently part of the discharge plan for 
psychiatric patients from both medical 
and psychiatric hospitals. VNSW’s mental 
health team is the link between the patient 
and his/her providers in the community. 
The agency ensures comprehensive psy-
chiatric and medical care, and their nurses 
meet the clients at their homes immedi-
ately following discharge.  
     VNSW reviews the discharge plan with 
the patient and assists in setting up a sched-
ule of visits with its nurses in conjunction 
with the client’s medical and psychiatric 
appointments. If the client attends a con-
tinuing day treatment program, the agency 
arranges its visits so that the patient can 
attend all necessary programs. The VNSW 
teams review all medications prescribed 
upon discharge and, where needed, sets up 
medication pre-fill sets and locked medica-
tion boxes. The mental health nurse also 
can monitor medication renewals and 
assist with obtaining prescription renew-
als, while monitoring symptoms, mood, 
medication compliance and safety as ap-
propriate, and acting as educators and 
advocates for their patients.  
     In addition to nursing care, VNSW 
provides a full range of rehabilitative 
therapies, social work and home health 
aide services; psychiatric patients receive 
comprehensive care from a coordinated 
team of health care professionals versed 
in, and sensitive to, their complete history 
and needs, providing a complete package 
of essential multidisciplinary services to 
help them, following a hospital discharge, 
to attain and maintain optimal health and 
functioning in their communities.  
     With its dedicated Mental Health 
Home Care Program, Visiting Nurse Ser-
vices in Westchester is achieving this ob-
jective, emphasizing treatment of the 
whole person with the agency’s core mul-
tidisciplinary approach.  For details, visit 
www.vns.org, call (914) 682-1480 Ext. 
648 or e-mail MentalHealth@vns.org. 
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By The American Association  
of Suicidology (AAS) 
 
 

T hese recommendations are for 
consideration prior to pass, trial 
leave or discharge and are ap-
propriate for inpatient psychiat-

ric units in general hospitals, psychiatric 
hospitals, and residential treatment cen-
ters. These recommendations are not com-
prehensive treatment guidelines regarding 
suicidal persons and are not a substitute 
for the clinical decisions that arise from 
the treatment relationship. Research to 
support these recommendations is not 
conclusive. However, based on the litera-
ture that does exist, and in the collective 
clinical experience of the authors and the 
American Association of Suicidology, 
these recommendations represent current 
best practices. They are subject to change 
as additional research is published and 
new knowledge gained. For a review of 
the evidence, and for more comprehensive 
recommendations, the reader is invited to 
consult the American Psychiatric Associa-
tion's Practice Guideline for the Assess-
ment and Treatment of Patients 11th Sui-
cidal Behavior (American Psychiatric 
Association, 2003). 
     Trial leaves, passes and discharges are 
transitions that necessarily result in a re-
duction in the level of monitoring of pa-
tients known to be at elevated risk for 
suicidal behaviors. Frequently, some or 
many clinical or environmental risk fac-
tors remain to at least some degree. Vul-
nerability to suicide may persist, and may 
be exacerbated while the individual is on 
pass or leave, or after discharge from an 
inpatient or residential setting. While the 
use of trial leaves and passes have de-
clined significantly because of changes in 
the system of financing for inpatient care, 
they still warrant selective use but with an 
understanding that they require a careful 
balancing of risks and benefits. For pa-
tients at significant risk of suicide, risk 
may also be exacerbated during the period 
following discharge from an inpatient 
setting. That risk is most elevated in the 
month following discharge with about 
half of all post discharge suicides occur-
ring in the week following discharge 

(Appleby et al., 1999; Ho, 2003). It is also 
clear that patients do not always accu-
rately self-report suicidal ideation to men-
tal health professionals, increasing the 
importance of communication and coordi-
nation between families and the treatment 
team (Busch et at, 2003). To minimize 
suicide risk during these periods of transi-
tion, the American Association of Suicidol-
ogy issues the following recommendations. 

 
Recommendations: 

 
1) Treatment providers should reevaluate 
suicide risk prior to approving a pass or 
discharge. 
 
2) The decision to grant a pass or dis-
charge should include a risk-benefit 
analysis to support the clinical decision. 
This decision should be based, at mini-
mum, on a consideration of the following: 
response to treatment, external support(s), 
current mental status, presence of current 
suicidal ideation, availability of means to 
suicide (including firearms), patient's ad-
herence to treatment, and history of im-
pulsivity and of past suicide attempts. The 
assessment should also include a review 
of the crisis that precipitated the admis-
sion, and whether or not the precipitating 
crisis has abated or been resolved, and 

whether or not any new potential precipi-
tants have arisen during hospitalization. 
The crisis precipitating admission may 
have been resolved but profound distress 
may be arising for additional reasons.  
 
3) The simple denial of suicidal ideation 
is insufficient evidence to determine an 
absence of suicide risk. One recent study 
of 76 suicides that occurred during inpa-
tient hospitalization or immediately after 
discharge reported that 78% of the pa-
tients had denied suicidal ideation when 
last assessed (Busch et aI., 2003). 
 
4) Reliance on so-called "no-suicide" con-
tracts should not be considered, by itself, to 
be a sufficient intervention upon which to 
make a pass or discharge recommendation. 
According to the Minnesota Office of the 
Ombudsman (2002), such contracts were in 
place for almost every suicide that occurred 
in an inpatient, acute care facility. Other stud-
ies have also found that significant number of 
those who made suicide attempts or died by 
suicide had such contracts in place at the time 
of their suicidal act (APA, 2003). 
 
5) The availability of the family and other 
sources of support should be assessed, as 
well as their willingness and ability to 
provide such support. 

6) A family session should routinely be 
recommended. 
 
7) Both the patient and the family or sig-
nificant others should be given instruction 
regarding suicide and its associated risk, 
including, but not limited to the follow-
ing: warning signs of suicide, the in-
creased risk for suicide during pass or 
following discharge; the need for medica-
tion and other treatment adherence; expla-
nation of how psychiatric symptoms may 
impair judgment; explanation of the need 
for the patient to avoid use of intoxicants 
and how intoxicants increase risk; the 
need for the removal of the means for 
suicide, and the particular risk associated 
with firearms. 
 
8) The patient and family or significant 
others should be given explicit instruc-
tions on how to access the treating physi-
cian or therapist regarding questions, ob-
servations or concerns, and should be 
given information regarding how to ac-
cess treating clinicians after office hours 
and any limitations on their availability. 
Emergency phone numbers that are avail-
able 24 hours a day, 7 days a week, such 
as psychiatric emergency services, and 
crisis lines should also be given. 
 
9) If family members or significant others 
are asked to assist in the outpatient moni-
toring of risk, specific instructions should 
be given, including action steps to be 
taken in the event of felt concern or the 
development of a crisis. Consideration 
should be given to providing these in writ-
ing, as oral instructions may be difficult to 
recall accurately in the midst of a crisis. 
 
10) Where permitted by law, and with the 
patient's written permission, the patient's 
family members or significant others 
should be alerted to the patient's history of 
suicidal thinking, feeling, behavior, and 
non-fatal suicide attempts. 
 
11) Every effort should be made to assure 
that the clinicians with responsibility for 
treating the patient following discharge  
 

see Suicide Risk on page 32 

AAS Guidelines Help Identify 
Risk of Suicide for Inpatient and Residential Patients 
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DO YOU HAVE TROUBLE BEING SOCIAL 
OR FINDING MOTIVATION?  OR KNOW  

SOMEONE WHO DOES? ARE YOU LOOKING 
FOR A NON-MEDICATION TREATMENT? 

 
New York State Psychiatric Institute/Columbia University 
is accepting volunteers into an outpatient research study 
to treat schizophrenia and schizophrenia-like symptoms. 
This study uses magnetic stimulation, an investigational 
treatment to help with social isolation, low motivation 
and loss of interest.  Participants must be 18-55 and in 

active treatment with a psychiatrist.  
Please contact the Clinic Coordinator at 

212-543-5767 or email to BBClinic@columbia.edu 

By Laurie M. Reisman, LCSW 
Parent Advocate 
 
 

M y philosophy as a clinical 
social worker has always 
been that families with chil-
dren suffering from mental 

health problems need the appropriate 
skills, tools, and services to effectively 
help their child. These families often en-
counter deficit based delivery systems 
and somehow get stuck.  I never under-
stood why. Then my daughter, Alana, 
started me on a journey I never expected 
to take. 
     It began in 2004.  Alana, then 6 years 
old, began having what we thought were 
night terrors.  It made sense until they 
started happening during the day. She 
became combative, mutilating herself and 
anyone who got in her way.  Seizures 
were diagnosed and then quickly dis-
missed as we made our way to our first 
psychiatric admission.   
     Since that first admission, Alana has 
been in over 12 placements, including 
psychiatric hospitalizations and sub-acute 
stays.  It is only now that I really under-
stand what the parents I worked with 
were going through.  I understand what it 
is like to be blamed for my child’s behav-
ior because she doesn’t fit neatly into a 
diagnostic category.  I understand what it 
is like to watch your child end up in a 
restraint when all you want to do is hold 
her.  I understand what is like to feel like 
you are living in a fishbowl as everyone 
judges your every interaction.  I finally 
understand the toll mental illness takes on 
a family. 
     Instead of giving up, I decided to share 
our story and view this journey as an op-
portunity to grow as a professional and a 
parent and pass along what we have 
learned along the way.   
     Families need to understand our be-
havioral health system. The child’s par-
ents are in charge of treatment.  They 
need to know how outpatient therapy and 
other treatment modalities differ, what the 
admission criteria are, and how to access 
them. I would urge parents to familiarize 
themselves with their insurance benefits 
and to know how and when to seek help 
from their state health care advocate.   

     Make it your business to research your 
child’s diagnosis.  Get together with other 
parents to advocate for extra support, for 
improved DSM diagnoses, for accommo-
dations needed at school, and for specific 
protocols in treatment facilities.  Parents 
who choose to advocate can increase the 
availability of mental health resources.  
Get involved!  Find other parents in the 
same situation!  Encourage your family 
therapist to start a parent support group.  
There really is power in numbers. 
     All parents need to be able to advocate 
on behalf of their children. It’s important 
to compile a complete history of your 
child’s illness, medications and hospital 
admissions.  This document should com-
bine medical, family, and educational 
information. This narrative should be kept 
up-to-date and used to educate any new 
provider who may be unfamiliar with the 
case. This summary can help bring pro-
viders together as a cohesive outpatient 
treatment team so if the child goes to the 
hospital, everyone agrees about the inter-
ventions that are needed and the dis-
charge criteria.  I found that doing this 
was invaluable to my child’s treatment 
and my own sanity. 
     When a child is in acute distress and 
the family has knocked on many doors 
seeking help, they may be grappling with 
many feelings including helplessness and 
fear.  Even when there’s no solution in 
sight, professionals must listen to ac-
counts of the nightmare and grief of los-
ing the dream of a “perfect child.”   
     Every professional can and should 
help parents make time to care for them-
selves.   Siblings, who often feel upstaged 
by the ill child’s symptoms may also need 
coping strategies that let them adapt with-
out losing their childhood or their sense 
of self.    
     Alana and I continue on our journey, 
and it’s not an easy road.  What we have 
learned is to listen to each other and to 
remember that we are in charge of the 
illness and the treatment, even when it 
doesn’t feel like it.  We have also learned 
that there is a whole village of people 
behind us who can help.  Parenting a 
child with mental health challenges has 
taught me that it takes a “village to raise a 
child.”  I encourage you all to be part of 
someone’s village. 

It Takes A Village 
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Budget Proposal from page 9 
 
     We last encountered a similar threat to 
the mental health system when we raised 
concerns about the potential impact on 
mental health services of the “Commission 
on Health Care Facilities in the 21st Cen-
tury”, known as the “Berger Commission” 
in 2006. Fiscal data presented at that time 
made the point that Article 28 facilities 
accounted for an enormous percentage of 
mental health service in the state. For 
example, 48% of funds expended for in-
patient care and 40% for outpatient care 
was provided through Article 28 facilities 
(See the NYSPA Report, Mental Health 
News Spring, 2006 V. 8, No. 2, available 
in the back issues section of the Mental 
Health News website: www.mhnews.org). 
We want to make sure that legislators are 

aware of this pressing concern when they 
consider changes to the Medicaid reim-
bursement scheme this year. 
     Our aim is to reduce the undue influ-
ence of drug companies, protect the doc-
tor-patient relationship from further 
bureaucratic intrusions, protect pa-
tients from inappropriate medication 
“switches” by their PBMs, and assure 
adequate access to the public mental 
health system for persons with serious 
mental illness.  
     Barry B. Perlman, MD is the Chair-
man of the Committee on Legislation of 
the American Psychiatric Association, 
and Immediate Past President of the New 
York State Psychiatric Association. Seth 
Stein, Esq., is the Executive Director & 
General Counsel of the New York State 
Psychiatric Association. 

After the Hospital 
The Real Treatment Begins 

By Steven Shainmark, MD 
Clinical Chief, Evaluation and  
Referral Service and Outpatient  
Mental Health Service 
St. Vincent’s Hospital Westchester 
 
 

I t is often in the period following an 
inpatient psychiatric hospitalization 
that the “real treatment” begins. After 
stabilizing the most severe symptoms 

that compromise a patient’s functioning, 
the patient and his or her therapist must 
then collaborate on the next steps that will 
help to make the patient’s goals and objec-
tives into practical realities. Depending on 
the severity of the illness, many treatment 
choices are available. 
     A partial hospital program offers a 
high level of supervision for individuals 
who need more intensive services follow-
ing an inpatient stay. Patients attend a 
partial program five days a week for five 
to six hours, receiving individual and 
group therapy and medication manage-
ment. A patient usually attends a partial 
hospital program before transitioning to a 
lower level of outpatient care. Some ill-
nesses are disabling enough in severity to 
require ongoing case management. Pro-
grams such as supportive and intensive 
case management or intensive psychiatric 
rehabilitation treatment provide essential 
support to patients with more severe men-
tal illnesses. 
     Following an inpatient rehabilitation 
hospitalization for chemical dependency, 
outpatient options include intensive day/
evening treatment programs, which are 
offered three to five days a week, and a 
variety of outpatient services that address 
aftercare and relapse prevention. For 
those who are being treated for co-
occurring mental illness and chemical 
dependency, an ambulatory rehabilitation 
program may be appropriate. The dual 
focus of such programs offers therapy, 
medication management and development 
of skills for a sober life. An important 

component of these programs is the oppor-
tunity to meet others in early recovery. 
     Group therapy is a significant aspect 
of outpatient treatment. Some groups fo-
cus on a particular therapeutic technique, 
such as cognitive behavioral therapy, 
while others deal with a specific life or 
problem issue. Regardless of the specific 
topic, group therapy provides an excellent 
opportunity to exchange ideas and prob-
lem-solving techniques with others who 
are facing the same concerns. 
     In deciding which outpatient program 
to choose, the two main considerations 
should be preventing a reoccurrence of 
the acute episode that resulted in hospi-
talization and finding a program that will 
help the patient return to his or her nor-
mal function as soon as possible. 
     St. Vincent’s Hospital Westchester 
offers comprehensive inpatient and out-
patient mental health and chemical de-
pendency services for children, adoles-
cents, adults and their families. 

Steven Shainmark, MD 

Recovery from page 7 
 
overwhelming symptoms and a slowly 
diminishing connection to, and control 
over, one’s world.  It is critical that a per-
son’s sense of control over his life is re-
stored before he leaves the hospital.  This 
is where discharge planning, as collabora-
tion between an individual and hospital 
staff, can serve as a restorative process 
for the consumer.  It is a process within 
which an individual should be encour-
aged to express preferences, deliberate 
options, question recommendations and 
make important aftercare choices. 
     In speaking with a number of mem-
bers of Services for the UnderServed’s 
(SUS) Brooklyn Clubhouse, who were 
referred from inpatient hospital units, 
many were able to recollect how they felt 
on those first days that they “reported” to 
the Clubhouse. Overwhelmingly, the 
common experience was one of fear.  

They said that they were “not in good 
shape”, that they felt “lost”.  The staff 
described them as “distant, isolated and 
mistrustful”.  In response, staff “takes it 
very slow” offering these new members 
the opportunity to participate in their 
choice of the various activities the Club-
house offers.  A senior Clubhouse mem-
ber is assigned to “stay close by” and 
orient the new member to what is going 
on at any given moment, and how he/she 
could get involved.  “We try to find out 
what they like.  We know that there is a 
lot more to this person than may be ap-
parent initially.”  The emphasis is on al-
lowing the new member to “see the club-
house as a place that they will be re-
spected and feel safe.”  
     The referral process is another bottle-
neck in the system. Hospital staff is under 
intense pressure to discharge patients as  
 

see Recovery on page 33 
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By Thomas R. Insel, MD, Director 
and Farris K. Tuma, ScD, MHS 
Chief of the Traumatic Stress Disorders 
Research Program, National Institute 
of Mental Health 
 
 

N IMH supports a wide-ranging 
program of research on PTSD, 
aimed at helping people and 
communities cope with the 

effects of traumatic events and preventing 
lasting mental health consequences.  Al-
though the institute’s research encom-
passes different populations and types of 
trauma, one area of renewed focus is the 
psychological cost of war. 
     With a rapidly growing need in recent 
years for mental health care of military 
personnel generated by sustained conflicts 
in Iraq and Afghanistan, the Institute is 
working with the Department of Defense 
(DoD) and the Department of Veterans 
Affairs (VA) to identify research priorities 
and potential areas of collaboration, and 
to support high quality research by inves-
tigators within and outside of the military.  
The insights gained from research on the 
mental health consequences of war will 
reach beyond the military. They will con-
tribute to our understanding of risk and 
resilience in responses to all types of 
trauma and how to care better for those 
exposed to traumatic events. 

     The psychological reactions of indi-
viduals to trauma are varied and com-
plex.  Most people recover, but a sig-
nificant minority experience severe 
stress-related symptoms for long peri-
ods.  Depression, panic disorder, gener-
alized anxiety disorder, and substance 
abuse, as well as PTSD, are among the 

spectrum of reactions to trauma.  Ap-
proximately 3.6 percent of American 
adults age 18 and older—about 7.7 mil-
lion American adults—have PTSD in a 
given year; over a lifetime, nearly 7 
percent of American adults develop 
PTSD.  PTSD can develop at any age, 
including childhood.   

NIMH War-Related Research 
Past and Present 

 
     The need to understand the effects of 
war-related trauma in particular was one 
of the major catalysts for the creation of 
NIMH more than 60 years ago.  Recogni-
tion of the psychological consequences of 
trauma during World War II stimulated 
interest in research and helped reshape 
systems of mental health care within the 
military, a change that subsequently influ-
enced community health care.  In helping 
these soldiers, both overseas and upon 
their return home, clinicians gained in-
sights into treatment needs, systems, and 
resources for anyone who needed mental 
health care.    
     The wars in Afghanistan and Iraq have 
generated an urgent need for research on 
the risk and resilience factors for and 
treatment of PTSD and accompanying 
conditions.  Since March 2003, about 1.6 
million U.S. troops have been deployed to 
both countries (http://www.rand.org/pubs/
monographs/MG720/).  Moreover, screen-
ing of combat veterans on their return 
home and six months later found that 20.3 
percent of active and 42.4 percent of sol-
diers in the reserves required mental 
health treatment (Milliken, Auchterlonie, 
and Hoge, 2007). 
 

see PTSD Research on page 33 

NIMH, Departments of Defense and Veterans Affairs 
Join Forces on PTSD Research 

Thomas R. Insel, MD Farris K. Tuma, ScD, MHS 
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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 

 

 
 

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 

The Connections Place  
“A Way Back to Work” 

 
A job preparedness program for individuals who suffer  

from borderline personality disorder, or who have features of BPD. 
 

For further information please contact:  

The Connections Place  
181 West 80th Street  

New York, NY 10024  

212-362-5545 
 

E-mail: contact@theconnectionsplace.org 
Please visit our website at :  www.theconnectionsplace.org 

By Beth Elliott, PhD 
and Devin Macnow 
The Connections Place 
 
 

W ith the national economy 
faltering and the unemploy-
ment rolls rising every 
month, it’s tough for 

Americans not to become depressed and 
worried about their financial stability and 
economic future.  However, those indi-
viduals who suffer from borderline person-
ality disorder (BPD) may find themselves 
particularly demoralized by the current 
economic climate compared to most seg-
ments of the U.S. population. 
     Though individual therapy is the path 
that many people with BPD choose to 
follow, there is a program in New York 
City that specifically focuses on helping 
to boost the morale and confidence of 
those with BPD wishing to renter the 
workforce.  This program is called The 
Connections Place (TCP), and is a job 
preparedness program uniquely devel-
oped for individuals who are suffering 
from BPD, or who have features of BPD.  
TCP teaches skills to overcome emotional 
issues related to working, as well as skills 
to improve vocational readiness for em-
ployment. 
     TCP was co-founded in 2006 by Beth 
Elliott, Ph.D., and Dale Terilli.  “Many 
people with BPD who are not working 
find themselves demoralized, lacking 
structure and direction in their lives” says 
Elliott, Director of TCP, “and the longer 
that they remain off the vocational track, 
the harder it is for them to get back on.  
TCP provides a place where people with 
BPD can begin to overcome these emo-
tional and vocational obstacles, and pre-
pare to return to the workforce, ultimately 
leading the life that they want to live.” 
     Dale Terilli, Program Director, is a 
veteran of the mental health community 
having spent most of her career in outpa-
tient mental health services at New York 
Presbyterian Hospital, Westchester, and 
Mt. Sinai Hospital, New York City.  She 
heads up a team consisting of vocational 

coaches, and runs the day-to-day opera-
tions of TCP. According to Terilli, one of 
the main aims of TCP is to give its clients 
hope.  Hope not only for their future, but 
hope that there can be recovery from 
BPD.  She stresses that a major function 
of TCP is to bridge the gap between ther-
apy and a fuller life. 
     The TCP program is the first of its 
kind in the U.S., according to the co-
founders of TCP, as it is a job prepared-
ness program specifically targeted to indi-
viduals with BPD. Some skills taught to 
overcome emotional barriers to working 
include increasing motivation to change, 
dealing with the stresses of the job appli-
cation process, and handling interpersonal 
conflicts.  Many of these skills are similar 
to those utilized in dialectical behavior 
therapy (DBT), a therapy that has been 
very effective with individuals suffering 
from BPD. 
     Vocational skills taught at TCP focus 
on interviewing, conducting job searches, 
writing resumes and cover letters, and 
finding meaningful work.  Elements of the 
“choose-get-keep” approach to employ-
ment are used in this program, especially 
those that emphasize the importance of 
clients deciding what sort of work they 
would like to do based on their personal 
values.  TCP also monitors the economy 
and helps identify many fields for clients 
that offer the most promising areas of em-
ployment in this difficult job market. 
     Since opening in December 2006 TCP 
has had over 75 clients.  Many clients 
have moved on to jobs (paid and volun-
teer), or to school.  Clients found work in 
copy-editing, legal services, marketing, 
public relations and pet care;  others ob-
tained work in settings including a book-
store, bakery, and hotel;  while others 
have entered training programs, colleges, 
and started coursework for graduate 
school.  In general, clients who have not 
started working have succeeded in taking 
some step toward working, such as writ-
ing their first resume (or improving their 
current resume), applying to jobs,  
 

see Employment on page 32 

New York City Program Helps Individuals  
Suffering From Borderline Personality Disorder  

Prepare for Employment 
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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 

 

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    www.searchforchange.com 

 

Since 1975 

Care Coordination from page 14 
 
over their treatment plan and make in-
formed decisions. 
     Eligible enrollees work with either a 
MHA or Westchester Department of 
Community Mental Health (DCMH) Care 
Coordinator and a Recovery Mentor from 
the Empowerment Center in New Ro-
chelle, NY, thus ensuring access to Inten-
sive Case Management and Peer Support 
services that address the individual's spe-
cific needs, as defined by the individual. 
Care Coordinators and Mentors operate 
as a team with 24-hour access serving a 
total of 48 participants and delivering a 
minimum of 4 face-to-face visits per 
month per participant and making the 
following services available:  
 
• Work with enrollees to develop indi-

vidualized Wellness Recovery Ac-
tion Plans. 

 
• Work with providers to arrange ad-

mission into desired or needed ser-
vices. 

 
• Coordinate mental health, chemical 

dependence, medical, legal, housing 
and needed support services. 

 
• Provide guidance and access to self-

determination and service dollars. 
 
• Provide ongoing case management 

services. 
 
• Assess the appropriateness of treatment/

services and review plans every 6 months. 

     Although the principles and values of 
Person-Centered Planning are not new, 
the adult mental health service system 
remains fragmented. Adults diagnosed 
with serious mental illnesses still have 
high unemployment rates and are faced 
with a lack of affordable and appropriate 
housing options. Too many individuals 
with serious mental illnesses still reside 
in shelters or adult homes that are not 
environments with a recovery-based 
culture.  MHA believes that the Care 
Coordination project can initiate system 
change because the model has been ef-
fective when implemented.  The well-
established Western Care Coordination 
Project (WCCP) has reported for its par-
ticipants a 59% reduction in emergency 
visits, a 62% decrease in days in hospi-
tal, and a 44% increase in gainful activi-
ties such as school, volunteering, or em-
ployment.  MHA and its partners, 
DCMH and The Empowerment Center, 
are extremely optimistic that the West-
chester County Care Coordination pro-
gram will yield positive outcomes for 
people participating in the program.  
Additionally, MHA has found that this 
innovative program has led to a transfor-
mation of philosophy and practice 
throughout the agency so that services are 
recovery-oriented and person-centered. 
 
     For more information about Care 
Coordination or MHA’s Recovery Ori-
ented Rehabilitation and Treatment Pro-
grams, please contact Ruthanne 
Abramovich, Assistant Executive Direc-
tor, at 914-345-5900 x299 or visit our 
website at www.mhawestchester.org. 

A Helping Hand from page 11 
 
Assisted Outpatient Treatment patients 
spent 50 days in the hospital during the 
six month period prior to an Order being 
granted. Compare that with 22 hospital 
days while the Order was in effect and 
only 13 days during the six month period 
following the completion of the Assisted 
Outpatient Treatment Order. The forego-
ing statistics makes it difficult to argue 
with the overall effectiveness of Kendra’s 
Law. The Law has reduced acts of vio-
lence in the community to others as well 
as self injurious behavior and has signifi-
cantly tightened the revolving door of 
hospitalizations that so many psychiatric 
patients struggle with. 
     However, despite the glowing statisti-
cal evidence of Kendra’s Law success, 
there remain complaints and difficulties 
with the Law. Naturally, many individu-
als subject to an Assisted Outpatient 
Treatment Order lament the restriction of 
freedom that is attendant with an Assisted 
Outpatient Treatment Order. One is re-
quired to comply with the recommended 
treatment plan in order to avoid hospitali-
zation, which often times means numerous 
meetings per week with treatment team 
members. While some find the structure of 
the program to be beneficial others find it 
smothering and have difficulties comply-
ing with such a strict regiment.  
     Moreover, one of the largest difficul-
ties with Assisted Outpatient Treatment is 
a lack of resources. While this is gener-
ally a problem common to all government 
programs it is particular onerous in the 
realm of Assisted Outpatient Treatment. 
For patients that have a prior history of 

non-compliance with treatment, inpatient 
treating psychiatrists will often apply for 
an Assisted Outpatient Treatment Order. 
While this is wise clinical practice, the 
lack of resources often leads to increased 
hospital stays for individuals waiting for 
an Assisted Outpatient Treatment Order 
to be granted. The problem lies with 
county Mental Health programs that run 
the Assisted Outpatient Treatment pro-
grams that lack adequate resources to 
timely provide the services that an inpa-
tient psychiatrist thinks are necessary. For 
instance, it often takes weeks if not 
months for Intensive Case Managers or 
ACT teams to be provided. While waiting 
for these services to be put into place, 
many inpatient treating psychiatrists, and 
rightfully so based upon the prior conduct 
and non-compliance of Assisted Outpa-
tient Treatment candidates, do not feel 
comfortable discharging the patient until 
an Order is in place. Accordingly, indi-
viduals who are otherwise psychiatrically 
stable enough to leave the hospital often 
spend unnecessary time as an inpatient, 
waiting for county mental health offices to 
scramble for scarce resources.    
 

Conclusion  
 
     In all, Assisted Outpatient Treatment 
has been of great benefit to those that 
suffer from mental illness and the com-
munity they reside in. The numbers are 
simply hard to argue with. Less time in 
the hospital and fewer incidences of vio-
lence and arrests are clearly a benefit to 
everyone. While problems do exist, when 
looking at the program as a whole the 
positives clearly outweigh any downsides.  
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Suicide Risk from page 24 
 
receive a copy of the patient's discharge 
summary. 
 
12) The patient should have an outpatient 
follow up appointment scheduled before 
discharge. 
 
13) Prescription of psychiatric medica-
tions at pass and discharge transitions 
should be undertaken with consideration 

of the potential for overdose. 
 
14) All clinical and residential staff should 
have training in the assessment and man-
agement of suicidal risk, and the identifica-
tion and promotion of protective factors. 
     The American Association of Suicidol-
ogy does not regard the previous recom-
mendations as invariant standards of 
care, but rather as evolving best prac-
tices. They may not be feasible for every 
patient in every setting. 

Levels of Outpatient Psychiatric Treatment 
 

• Assertive Community Treatment (ACT) – ACT services consist of a multi-
disciplinary mobile treatment team that provides comprehensive services in-
cluding psychiatric, psychosocial rehabilitation, case management and sup-
port services. The ACT Team meets the consumer in the community as op-
posed to the consumer coming to an agency for services.  

 
• Partial Hospitalization – This is an intensive and structured day program for 

consumers that need further stabilization following a period of inpatient hos-
pitalization.  It is time-limited (usually under 6 weeks) and followed by a re-
ferral to a lower level of treatment. 

 
• Continuing Day Treatment (CDT) - CDT programs provide day program-

ming up to 5 days per week usually for individuals with serious mental ill-
ness.  The consumer is offered a number of groups each day, as well as in-
dividual therapy and medication evaluation.  Some day programs include 
groups that address both mental health and chemical dependency issues as 
part of their programming. 

 
• Clinic – Clinics provide various services, including but not limited to medica-

tion evaluation, individual therapy, and group therapy.  Frequency and dura-
tion of appointments are individualized. 

 

Levels of Housing 
 
• Supervised Community Residence – This is a home that provides congregate 

living, rehabilitation services, 3 meals per day, and 24 hour supervision. 
 
• Supervised MICA Community Residence – This is a home that provides con-

gregate living and specialized services for those individuals with mental 
health and chemical dependency issues. 

 
• Treatment Apartment Programs – This is an apartment program shared by a 

small number of residents.  Staff visits occur on an as needed basis.  Rehabili-
tation services are provided. 

 
• Supported Apartment – This is an apartment for a single individual.  Support 

services are provided as needed. 
 
• Supported Single room Occupancy (SRO) – This is a home where each indi-

vidual has his or her own private room, but shares other living space.  Staff 
support services are available on site. 

 
• Shelter Plus Care – This is analogous to a Supported Apartment, but for indi-

viduals that are currently homeless. 
 

Levels of Case Management Services 
 
• Both ICM and SCM services are available to assist consumers that have diffi-

culty connecting with treatment. Participants often have multiple hospitaliza-
tions and/or inconsistent participation in outpatient services. Some also want 
assistance with vocational goals, use of leisure time or other issues in order to 
further their recovery. 

 
• Intensive Case Manager (ICM) – Sees consumers a minimum of 4 times per 

month 
 
• Supportive Case Manager (SCM) – Sees consumers a minimum of 2 times 

per month. 

Discharge Planning from page 1 
 
symptomatic relapse and readmission. 
Other stressors may have to do with lack 
of adherence to treatment regimens, family 
conflict, economic and entitlement stress-
ors, legal entanglements, etc. Each of 
these should be evaluated in the context 
of the discharge planning process. Once 
an optimal plan has been thought through, 
it then remains to be determined the 
availability of the preferred services. Ulti-
mately, discharge plans represent a com-
promise between what might be best and 
what is currently accessible in the area. 
     Perhaps a composite clinical vignette 
will help to illuminate the discharge plan-
ning process. Mr. M was admitted to the 
hospital under an involuntary status. He 
had been brought to the emergency de-
partment by the local police. He came to 
their attention when he was reported to 
have been wandering into traffic. When 
questioned he evidenced disorganization, 
belligerence and paranoia. A drug screen 
was positive for cocaine and he had an 
elevated blood alcohol level. Once settled 
on the inpatient unit, additional history 
was obtained from Mr. M and his family. 
He had a history of several prior admis-
sions along with problematic adherence 
to his aftercare plans over the past several 
years. Recently he had stopped taking his 
medications and attending his clinic ap-
pointments. He had let his Medicaid 
lapse. In order to design an appropriate 
discharge plan for Mr. M, the treatment 
team will need to integrate the informa-
tion presented. Reactivating his Medicaid 
will be a necessary first step.   Once that 
is done the team can consider which level 
of treatment and case management will 
best provide the needed support and 
structure for their client. For example, the 
clinical team may decide that, given the 
history of multiple admissions as well as 
non-compliance with treatment, intensive 
case management (ICM) would help Mr. 
M access and stay with a partial hospital 
program which includes a “double trou-
ble” track for persons suffering with a 
mental illness and substance use disorder. 
ICM services would also help him main-

tain his “room,” keep appointments, and 
remain current with his entitlements. 
They may also suggest the use of a long 
acting injectible antipsychotic medica-
tion. Given his history, however, the 
clinical team has decided to refer him to 
the highest level of treatment – an As-
sertive Community Treatment (ACT) 
team.  An ACT Team is a mobile treat-
ment team that goes to the consumer 
instead of the consumer coming to an 
agency for treatment appointments.  As 
an ACT Team had not yet been tried 
with this individual, and since ACT is 
considered to be the least restrictive 
treatment to keep this individual safely 
in the community, AOT will not be pur-
sued. AOT would be considered in the 
future if the present plan was unsuc-
cessful in helping Mr. M remain in the 
community and begin to move forward 
with his recovery plan.  
     Persons without insurance may have a 
more difficult road to travel despite the 
extensive access provided for them in 
programs licensed by the state. It is im-
portant for the treatment team to be aware 
of their uninsured status early in the 
course of treatment. With that informa-
tion in hand, affordable medications can 
be prescribed during the admission. For 
example, atypical antipsychotic medica-
tions may cost hundreds of dollars per 
month and be unaffordable. However, 
efficacious alternatives exist. Typical 
antipsychotics, several classes of antide-
pressants and mood stabilizers can be 
purchased at minimal cost at pharmacies 
at such stores as Walmart, Target, Stop 
and Shop, and others. There the medica-
tions on their formularies can be pur-
chased for $4 per month or $10 for 3 
months supply.   
     Barry B. Perlman, MD, is the Director 
of the Department of Psychiatry at Saint 
Joseph’s Medical Center in Yonkers, New 
York. He is the Immediate Past President 
of the New York State Psychiatric Asso-
ciation. John Turtz, PhD, is Program 
Coordinator – Mental Health at the West-
chester County Department of Commu-
nity Mental Health, located in White 
Plains, New York. 

Subscribe, Advertise, and 
Read Mental Health News Online 

www.mhnews.org 

Employment from page 29 
 
and/or obtaining interviews.  Further-
more, most clients have reported im-
provements in their lives such as de-
creased isolation, increased structure, 
greater social contacts, and feelings of 
increased productivity. 
     Overall, there appears to be a great need 
for vocational programs for individuals 
with BPD.  Research indicates that more 
than 50% of these individuals have serious 
problems with employment.  In addition, a 
recent NIH study found that the lifetime 
prevalence of BPD in the US population is 
5.9%.  Thus, there are a great number of 
individuals with BPD who need help deal-
ing with obstacles related to working.  The 

TCP program is a beginning step towards 
providing vocational services for individu-
als suffering from BPD – services which 
are even more important during difficult 
financial times. 
     Clinicians and individuals suffering 
from BPD interested in learning more 
about TCP may visit the TCP website at 
www.theconnectionsplace.org, and con-
tact the center at 212-362-5545 or at con-
tact@theconnectionsplace.org.  To view a 
presentation on TCP by Dale Terilli, Pro-
gram Director,  go to http://
web4.streamhoster.com/video4nea/
Yale08/TCP-Terilli_files/fdeflt.htm.  TCP 
is operated under the auspices of the Na-
tional Education Alliance for Borderline 
Personality Disorder (www.neabpd.org). 
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PTSD Research from page 28 
 
     The conflicts now underway have fea-
tures that distinguish them from previous 
wars with several additional stressors for 
combatants:  
• The overseas force includes an all 

volunteer army along with substantial 
numbers of reserve and National 
Guard personnel. 

 
• Multiple tours of duty are common. 
 
• More wounded survive with injuries 

that would have been fatal in previous 
wars. 

 
     The ubiquity of improvised explosive 
devices adds to the chaos of the war zone, 
and is a contributor to a high rate of trau-
matic brain injury. 
     NIMH, DoD, and the VA are collabora-
tively addressing a broad array of issues 
related to PTSD, among them how gender, 
race, and other socioeconomic factors in-
fluence the development of trauma spec-
trum disorders; standards for clinical trials 
in PTSD; prevention of posttraumatic 
stress adjustment problems in emergency 
responders and military and law enforce-
ment personnel; and best practices for 
early interventions after mass trauma.  
     NIMH has joined DoD and the VA in 
planning pre- and post-deployment assess-
ment studies of PTSD and the genetics of 
PTSD.   In recent years, NIMH has issued 
several requests for applications (RFA) 
inviting researchers to apply for grant 
funding for PTSD-related research.  DoD 
and the VA joined NIMH in an RFA in 
2006, for example, focused on intervention 
and practice research for combat related 
mental disorders.   Another joint NIMH-
VA RFA sought teams of investigators to 
conduct studies to develop PTSD assess-
ment tools. 
     Suicide in the military and among vet-
erans is also a concern.  Under a recently 
signed memorandum of agreement with 
the U.S. Army, NIMH will conduct a multi

-year research study that will evaluate the 
risk and protective factors that are associ-
ated with suicide.  This NIMH-DoD col-
laboration promises to be the largest study 
ever conducted of the risk and resilience 
factors for suicide.  The study, modeled on 
the Framingham study for heart disease, 
will include active-duty forces, the Na-
tional Guard and Army Reserve, and veter-
ans.  The goal is to provide information the 
Department of Defense can use to develop 
strategies to promote resilience and pre-
vent suicides  
 

Research Efforts  
in Military Populations 

 
     NIMH funds a variety of studies on 
PTSD in military personnel examining the 
epidemiology, natural history, and risk 
factors for PTSD, and new approaches to 
prevention and treatment.  The following 
are some examples: 
 
• Investigators are looking at the factors 

associated with mental health prob-
lems following deployment in reserv-
ists and National Guard personnel.  
Knowledge of how such features of 
military life as length of time in ser-
vice, unit cohesion, training, rank, and 
separation from family influence post-
combat concerns will help guide train-
ing and development of interventions. 

 
• Several studies seek to identify the 

risk factors for PTSD and to track the 
course of development of symptoms.  
One study is looking for genes that 
may contribute to negative interper-
sonal behavior in intimate relation-
ships, including verbal hostility and 
physical aggression.  In another study, 
veterans use personal digital assistants 
to record daily assessments of life 
stresses and any PTSD symptoms in 
an effort to gather a picture of how 
PTSD emerges and either resolves or 
becomes chronic. 

 
• Research suggests that only a minority 

of the Afghanistan and Iraq war veter-

ans who screen positive for mental 
disorders seek mental health care. The 
stigma associated with seeking care is 
among the reasons for not seeking 
help; others include the accessibility 
and perceived effectiveness of mental 
health care (Hoge, Castro, Messer, 
McGurk, Cotting, and Koffman, 
2004).  If shown effective, Internet-
based approaches would provide easy 
accessibility and privacy for veterans 
hesitant about seeking formal treat-
ment.  Complementary research is 
aimed at identifying the beliefs that 
determine whether veterans seek treat-
ment, and developing ways to over-
come biases that discourage treatment-
seeking. 

 
• PTSD and accompanying depression 

can complicate a veteran’s resumption 
of relationships with spouse and chil-
dren.  Spouses are at elevated risk of 
psychological distress, marital diffi-
culties, and intimate partner violence.  
Studies are aimed at developing ways 
to help returning veterans and their 
spouses handle the transition between 
deployment and return.  One study 
focuses directly on developing an 
Internet-based intervention to help 
spouses understand and cope with 
PTSD in their returning partners. 

 
     Research in military personnel has be-
gun to demonstrate the effectiveness of 
new treatment approaches for PTSD.  
Early data from an NIMH-sponsored dou-
ble-blind study of 24 war veterans showed 
a marked reduction in acoustic startle—the 
reflex response to sudden loud sounds—in 
those treated with virtual reality exposure 
therapy combined with either d-
cycloserine, an antibiotic that has been 
shown to facilitate the extinction of fear 
memories; pill placebo; or the anxiety 
medication alprazolam (Xanax).  The study 
is continuing to examine the effectiveness 
of d-cycloserine.  Another pilot study 
showed that an Internet-based, self-
managed cognitive behavioral therapy can 
help reduce symptoms of PTSD and de-

pression, with effects that last after treat-
ment has ended. 
 

Brain Stress Mechanisms 
 
     NIMH-supported research is investigat-
ing the spectrum of factors that may influ-
ence the risk of developing PTSD and 
those that promote resilience.  These in-
clude the genetic background and past ex-
periences of the individual; the nature, 
intensity, and duration of trauma; social 
support; and the availability of timely, ef-
fective treatment.  Among the central tar-
gets of recent research are the brain’s 
stress circuitry and the role of genetic fac-
tors in resilience and vulnerability.  A bet-
ter understanding of the neurochemistry of 
fear reactions is helping researchers de-
velop medications to help treat PTSD. 
     Although the nature and pattern of 
stresses experienced by someone in war 
may  differ in important ways from, for 
example, those encountered by a hurri-
cane survivor, the brain mechanisms that 
underlie PTSD in both are the same.  Re-
search on genetic factors in military and 
non-military populations can inform treat-
ment in both.  A recent NIMH-supported 
study reported that a traumatic event is 
much more likely to result in PTSD in 
adults who had experienced past trau-
matic child abuse and also had certain 
variations in a specific stress-related gene.  
Each factor alone—child abuse or genetic 
factor—was not enough to raise risk, but 
the combination raised it substantially. 
     It is hoped that PTSD research can help 
military personnel continue in their military 
careers or return to civilian life without be-
ing hampered by the psychological conse-
quences of their experience in war.  That 
alone makes the need for these efforts com-
pelling.  In addition, what we learn from 
research on the effects of war on mental 
health in military personnel will help in 
designing interventions for others exposed 
to trauma of all types.  It is especially im-
portant to develop effective, accessible 
ways to help individuals early and prevent 
deepening, long-term difficulties with post-
traumatic stress. 

Recovery from page 27 
 
soon as possible; this results in referrals to 
outpatient services that are often based 
more on administrative needs than con-
sumer preferences. Individuals are often 
not aware of their options after being dis-
charged from a hospital.  The key here is 
in being given “choices” and “respecting” 
those choices. 
     We should consider bringing peers to 
the inpatient setting to help consumers 
make educated choices regarding their 
discharge. Peers can also be involved in 
the implementation of advance directives. 
Advance directives (AD) allow an individ-
ual to decide in advance how they would 
like the team to work (and even designate 
other people to make decisions) when they 
are unable to do so. Informing the con-
sumer about AD should be part of every 
outpatient treatment program. Once the 
person has an AD in place the inpatient 
team will use that document as a roadmap 
for treatment and discharge planning. 

     After a stay on an inpatient unit an 
individual just needs time and a place to 
restore their bearing, to reconstitute in 
order to meet the demands of the commu-
nity.  The transition from inpatient to out-
patient is often too abrupt and while all 
the aftercare referrals might be in place, 
an individual may need support and assis-
tance to cross over successfully.  The SUS 
Clubhouse is structured to do just that.  
The belief is that an individual must be 
offered many ways to take charge of his 
own recovery.  Medication is a part of that 
recovery, but so are relationships and 
meaningful activity.  As a Clubhouse 
member you are expected to train, work 
and ultimately teach others.   
     Crises are often opportunities to make 
life changes but if the person believes 
that their problems are only related to 
medications, they will not be open to 
change. They might even become more 
confused, frustrated, and defiant toward 
a system they see as imposing its will on 
them. To help prevent this from happen-

ing, we can try to return as much control 
as possible to the consumer during an 
inpatient stay.  By sharing power and 
accountability with consumers, we will 
improve communication and ultimately 
start to restore trust in the system. Utiliz-
ing a person-centered model we will in-
crease the capacity to make appropriate 
referrals for outpatient services upon 
discharge from the hospital and improve 
the engagement process of the person 
with available services. 
     The overall quality of outpatient psy-
chiatric services is sound, but by defini-
tion it focuses on treatment. A large per-
centage of the people referred for outpa-
tient treatment do not return to that site 
after one visit.  One of the main reasons 
this occurs is that consumers feel they do 
not get what they need. 
     A comprehensive discharge plan 
should include rehabilitation services.  
     Symptom stability alone is not a goal 
but more often than not a result of other 
complementary interventions. By waiting 

for someone to be symptom free or stable 
we lose the opportunity to connect a person 
to the services that would assist in their 
recovery. When an individual can address 
their service needs, they will also have 
better chance to control their symptoms.  
     After several months of Clubhouse 
membership at SUS, one member, who 
had spent several months at a state psychi-
atric center, stated, “I belong here, and 
what I do while I’m here matters to me 
and the people who are also members 
here.”  It is that simple and not at all dif-
ferent from what most people want out of 
life, to feel valuable and valued. 
 
     Pablo Sadler MD, is the Mental Health 
Medical Director Bureau of Mental 
Health, at the New York City Department 
of Health & Mental Hygiene 
(NYCDOHMH). Yves J Ades PhD,  is 
Senior Vice President, at Services for the 
Underserved.  Robert Goldblatt, LCSW is 
Director of Rehabilitation Programs, Bu-
reau of Mental Health, at NYCDOHMH. 
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Follow-up Care from page 15 
 
residence and on home visits, so that com-
mitment to sobriety and support can be 
established prior to transition.   
     Positive peer relationships are a crucial 
need for adolescents and young adults, 
who often use drugs and drinking as ways 
to belong.  Children, adolescents and 
adults that need residential care often 
have poor social skills and lack the ability 
to form meaningful friendships.  Interper-
sonal skill training is, therefore, a neces-
sary component of the transition process.  
Clients need to learn how to assert them-
selves appropriately, ask for what they 
need, deal with limit-setting and confron-
tation, and develop the capacity for honest 
dialogue and conflict resolution.    
     All that are enrolled in residential 
treatment need to learn how to work on 
themselves.  They have often heard this 
phrase and can parrot it back, but haven’t 
a clue what it means.  To be prepared for 
transition and after-care, they need to de-
velop healthy coping skills in place of 
negative ones.  They need to experience 
therapy, not as something “done to them,” 
but something that works for them and in 
them to improve their lives.  Perhaps the 
most crucial dimension of therapy in-
volves emotional expressive work to be-
come aware of feelings and learning how 
to explore and express them appropriately 
in relationships.  It is this positive experi-
ence of therapy that can help an adoles-
cent or a young adult to be active agents 
in their outpatient treatment, which de-
pends so much on what they bring to it. 
     Because mental illness and behavioral 
problems interfere with concentration and 
study, academics suffer accordingly.  
Children, adolescents and adults have 
often fallen behind or have dropped out of 
school.  School within the residential set-
ting has several tasks.  Small classes, per-
sonal attention, support for different 
learning styles, help with learning dis-
abilities, and appreciation of different 
gifts are all aspects of academic work that 
help to diminish shame and build self-
confidence that makes return to main-

stream education possible.    
     Good psychiatry and a competent nurs-
ing staff are important elements of resi-
dential treatment that support stabilization 
and transition.  If the residential program 
provides containment and quality medical 
support, medications that were initiated in 
brief hospital stays can be monitored over 
time, changed, or stopped altogether to 
determine what works or doesn’t and 
what is essential or unnecessary.  In out-
patient treatment, by contrast, medication 
adjustment is more risky and not as easily 
undertaken. 
     What outpatient treatment can address 
only piecemeal, residential treatment can 
address simultaneously and in process, 
but only if the program is consciously 
designed to do so through a multi-modal 
approach.  Transition from psychiatric 
hospitalization to after-care can be ap-
proached gradually, step by step, and is 
less precipitous.  Readiness for transition 
can be monitored by how the child and 
the family actually function in response to 
the challenges they face.  It supports a 
kind of transition that diminishes the 
threat of recidivism and repeated hospi-
talizations and protects against the shame 
attached to them. 
     What I am presenting in terms of tran-
sition and after-care needs is an actual 
description of residential treatment at 
Wellspring, a multi-service mental health 
agency in Bethlehem, Connecticut.   
Wellspring has residential programs for 
young children, adolescent girls and 
young adults that are specifically designed 
for transition from psychiatric hospitaliza-
tion.   Each program is situated in a spa-
cious country home with barns for ani-
mals.  Each is surrounded by woods and 
fields, a flowing stream or a nearby pond.   
Each program is small, intimate, homelike 
and personal – the opposite of an imper-
sonal institutionalized setting.  Families 
are included in the treatment according to 
the specific needs of the residential popu-
lation.  Children need to have their par-
ents very present, so parents are brought 
into the residential for meals and play and 
bedtime activities.  Adolescents don’t 

need their parents hovering over them, but 
want them actively involved in weekly 
family sessions, parent support and multi-
family groups.  Young adults need their 
parents to be available for family sessions 
but want them to be supportive of their 
efforts at independence. 
     In the children’s residential program, 
parents are encouraged to share meals, 
play with their children, read to them and 
put them to bed.  During this time, they 
are coached by the staff in high structure, 
high nurture parenting skills that are par-
ticularly focused on developing bonding 
and attachment.  These coaches attend 
family sessions with a clinician to share 
their observations and reflections as part 
of the process.  They also become home 
coaches and support persons for the fam-
ily as part of after-care and transition.   
     In the Adolescent program, weekly 
family sessions are an admission require-
ment, along with attendance at parent 
support group and multi-family group 
every other weekend, which coincide with 
parent visits or visits at home.  The pro-
gram is multi-faceted with a substance 
abuse track, emotional expressive groups, 
and interactive groups to develop interper-
sonal skills.  Special mind-body groups 
address body image and eating disorder 
issues. Animals care, animal assisted ther-
apy, adventure, and horticulture offer a 
wide range of life experiences that are 
both instructive and challenging, designed 
to develop confidence and responsibility.  
There is considerable emphasis on crea-
tive self-expression through art, pottery, 
sand tray therapy, and theater as aspects 
of a multi-faceted learning experience that 
touches mind, heart, body and spirit.  
     Adolescents and children attend the 
Arch Bridge School, a certified special 
education school on the grounds.  Young 
adults at Angelus House take college 
courses while in residence, preparing to 
return to college when they leave.  They 
also obtain part-time jobs in the area from 
employers known and trusted by the staff 
to provide a meaningful work experience 
and honest feedback.  Animal care, work 
therapy and adventure programming are 

staples of the program that help restore 
functioning, self-confidence and responsi-
bility.  In contrast to the children’s and 
adolescent programs which restore fami-
lies and return kids home, Angelus House 
provides a series of step downs that in-
volve work outside and school as part of a 
gradual process of transition to independ-
ent living.    
     Each of these three residential pro-
grams provide an intensive, multi-modal 
process that prepares the individual – 
child, adolescent or adult – for transition 
back to normal life, whether that life is 
centered in one’s family or in one’s own 
apartment.  The transition from the resi-
dential presents many of the same chal-
lenges as transition from the hospital.  But 
much more is now in place that makes 
this transition more advanced and secure.  
Primary relationships are usually im-
proved, capacity for healthy peer relation-
ships is more developed, substance abuse 
is under control, and attachment and 
bonding for young children is more devel-
oped.  Residents have had practice mak-
ing the right choices, and have learned 
from their experience making wrong 
choices.  If they have slipped, they have 
learned to re-group, take stock and con-
tinue on their way.  The elements of suc-
cessful transition have already occurred in 
calibrated steps, and the major building 
blocks are more or less in place.  They are 
prepared academically for return to school 
and are better prepared to develop new 
friendships.  While residential treatment is 
not the same as real life, because stability 
in a supportive structure was provided, 
there are ways life has been more real in 
the residential, because relationships built 
from the experience of shared work and 
self-disclosure are often more intimate 
and authentic.  Parents have had an oppor-
tunity to do their own work, and they are 
typically grateful for what they have 
learned, though all will say it hasn’t been 
easy.  Transition home or to independent 
living presents many of the same prob-
lems in different form, but the problems 
are experienced differently from this an-
gle than before. 
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