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Sleep Disorders: Why Millions Of Us Are Suffering 
By The National Institute 
of Neurological Disorders and Stroke 
of The National Institutes of Health 
 
 

U ntil the 1950s, most people 
thought of sleep as a passive, 
dormant part of our daily 
lives. We now know that our 

brains are very active during sleep. 
Moreover, sleep affects our daily func-
tioning and our physical and mental 
health in many ways that we are just 
beginning to understand. 
     Nerve-signaling chemicals called 
neurotransmitters control whether we are 
asleep or awake by acting on different 
groups of nerve cells, or neurons, in the 
brain. Neurons in the brainstem, which 
connects the brain with the spinal cord, 
produce neurotransmitters such as sero-
tonin and norepinephrine that keep some 

parts of the brain active while we are 
awake. Other neurons at the base of the 
brain begin signaling when we fall 
asleep. These neurons appear to “switch 
off ” the signals that keep us awake. Re-
search also suggests that a chemical 
called adenosine builds up in our blood 
while we are awake and causes drowsi-
ness. This chemical gradually breaks 
down while we sleep. 
     During sleep, we usually pass through 
five phases of sleep: Stages 1, 2, 3, 4, 
and REM (rapid eye movement) sleep. 

These stages progress in a cycle from 
stage 1 to REM sleep, then the cycle 
starts over again with stage 1 (see Figure 
1 on page 9). We spend almost 50 per-
cent of our total sleep time in stage 2 
sleep, about 20 percent in REM sleep, 
and the remaining 30 percent in the other 
stages. Infants, by contrast, spend about 
half of their sleep time in REM sleep. 
     During Stage 1, which is light sleep, 
we drift in and out of sleep and can be 
awakened easily. Our eyes move very 
slowly and muscle activity slows. People 

awakened from Stage 1 sleep often re-
member fragmented visual images. 
Many also experience sudden muscle 
contractions called hypnic myoclonia, 
often preceded by a sensation of starting 
to fall. These sudden movements are 
similar to the "jump" we make when 
startled. When we enter Stage 2 sleep, 
our eye movements stop and our brain 
waves (fluctuations of electrical activity 
that can be measured by electrodes) be-
come slower, with occasional bursts of 
rapid waves called sleep spindles. In 
Stage 3, extremely slow brain waves 
called delta waves begin to appear, inter-
spersed with smaller, faster waves. By 
stage 4, the brain produces delta waves 
almost exclusively. It is very difficult to 
wake someone during Stages 3 and 4, 
which together are called deep sleep.  
 

see Sleep on page 9 
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S haron Carpinello, R.N., Ph.D., 
was unanimously confirmed as 
Commissioner of the New York 
State Office of Mental Health 

(OMH) by the State Senate on March 9, 
2004. She had been serving as Acting 
Commissioner since July 2003, and prior 
to that served more than four years as 
OMH’s Executive Deputy Commis-
sioner. 
     “I am proud and honored to be con-
firmed as Commissioner of the Office of 
Mental Health," said Dr. Carpinello. “I 
have held various challenging positions 
over my 15-years with OMH, and I am 
both energized and enthusiastic at the 
prospect of taking on this new role.” 
     Under her leadership as both Execu-
tive Deputy Commissioner and Acting 
Commissioner, the Office of Mental 
Health has undertaken a commitment to 
quality that has been the cornerstone of 

agency planning initiatives and is consis-
tent with a sweeping national agenda for 
improving quality in health care. Dr. 
Carpinello spearheaded the development 
of OMH’s “Winds of Change,” the stra-
tegic quality-improvement initiative now 
in its third year.   She co-chaired an in-
ternationally recognized Best Practices 
symposium attended by more than 700 
people, was invited to speak to the Na-
tional Institute of Mental Health about 
New York’s quality agenda, and au-
thored “New York State’s Campaign to 
Implement Evidence-Based Practice for 
People with Serious Mental Disorders,” 
published in the February 2002 Psychiat-
ric Services. New York State is now 
recognized as a national leader in the 
mental health quality agenda. 
     “I envision a public mental health 
system that is consumer and family fo-
cused, that is responsive to individual 
needs and respectful of culture and lan-
guage, one that promotes wellness and 
reduces the burden of mental illness.  I 
believe in a system that facilitates recov-

ery, she said.  “I believe that the primary 
focus of mental health care should be in 

the community, enabling individuals to 
remain at home, at work, in school, with 
friends and loved ones. But be assured, I 
know that this does not mean that we can 
dismiss our need for a quality inpatient 
system of care that also provides suffi-
cient capacity.” 
     To achieve the vision of a recovery-
oriented, accountable system, Dr. 
Carpinello is committed to a person-
centered approach that includes:  
• data-driven decision making, which 

results in improved service-system 
performance, improved service-
provider performance, and improved 
individual clinician performance;  

• the use of services that have a scien-
tific base and have been proven ef-
fective;  

• population-based planning that pro-
motes focused attention on care co-
ordination across diverse disability 
groups;   

see Carpinello on page 46 

 
NYS Has New “First Lady” At Office Of Mental Health 

Sharon E. Carpinello 

 
New Column: The Mental Health Lawyer 

Special Editorial: Do SSRIs Increase The Risk Of Suicide? 



 

 

   
Mental Health News Advisory Council 

PAGE  2 

Sigurd H. Ackerman, M.D., President & Medical Director 
Silver Hill Hospital 
 
Nadia Allen, Executive Director 
Mental Health Association in Orange County 
 
Richard Altesman, M.D., Representative 
American Psychiatric Association National Assembly 
 
Gene Aronowitz, Ph.D., Director of Operations 
Fordham-Tremont Community Mental Health Center 
 
Peter C. Ashenden, Executive Director 
Mental Health Empowerment Project 
 
Chris Ashman, M.S., Commissioner 
Orange County Department of Community Mental Health 
 
Jeannine Baart, M.S. 
Mental Health Education Consultant 
 
Alan D. Barry, Ph.D., Administrative Director, 
Department of Psychiatry, Norwalk Hospital 
 
Al Bergman, Chief Executive Officer 
SLS Health 
 
Sheldon Blitstein, C.S.W. 
NY United Hospital - Behavioral Health Services 
 
James Bopp, Executive Director 
Rockland and Middletown Psychiatric Centers 
 
Linda Breton, C.S.W., Assistant Executive Director 
Westchester Jewish Community Services 
 
David Brizer, M.D. 
Author and Private Practitioner 
 
David S. Brownell, Commissioner 
Onondaga County Department of Mental Health 
 
Jacqueline Brownstein, Executive Director 
Mental Health Association in Dutchess County 
 
John F. Butler, Manager of Community Affairs 
Verizon - New York 
 
Alison Carroll, C.S.W., Director of Day Treatment 
Putnam Family & Community Services 
 
Megan Castellano, Director 
Mental Health Association of Putnam County 
 
Amy Chalfy, C.S.W., Bronx District Director 
JASA 
 
Steven K. Coe, Executive Director 
Community Access  
 
George M. Colabella, President 
Colabella & Associates   
 
Robert S. and Susan W. Cole 
Cole Communications 
 
Marianne Coughlin, Vice President Program Development 
The Mount Sinai Medical Center 
 
Anthony A. Cupaiuolo, Director 
Michaelian Institute - PACE University 
 
Joseph Deltito, M.D., Clinical Professor of Psychiatry and 
Behavioral Science, New York Medical College 
 
Anthony B. DeLuca, ACSW, Commissioner 
Tompkins County Mental Health Services 
 
Steve Dougherty, Executive Director 
Laurel House 
 
Toni Downs, Executive Director 
Westchester Residential Opportunities 
 
Douglas Drew, Consumer Link Advocate 
Mental Health Association of Nassau County 
 
Kenneth J. Dudek, Executive Director 
Fountain House 
 
Stephen P. Fahey, President & CEO 
Hall-Brooke Behavioral Health Services 
 
Rena Finkelstein, President 
NAMI-FAMILYA of Rockland County 
 
Donald M. Fitch, MS., Executive Director 
The Center For Career Freedom 
 
Pam Forde, Director 
Putnam Family Support and Advocacy, Inc. 

Michael B. Friedman, C.S.W. 
Public Policy Consultant 
 
Steven J. Friedman 
Mental Health & Public Policy Analyst 
 
Kenneth M. Glatt, Ph.D., Commissioner 
Dutchess County Department of Mental Hygiene 
 
Joseph A. Glazer, President & CEO 
Mental Health Association In New York State 
 
J.B. Goss, R.Ph., Ph.D. 
J.B. Goss & Company 
 
Arnold Gould, Co-President 
NAMI Queens/Nassau 
 
Flemming Graae, M.D., Chief, Child & Adolescent 
Psychiatry, Westchester Medical Center 
 
Steven Greenfield, Executive Director 
Mental Health Association of Nassau County 
 
Ralph A. Gregory, President & CPO 
United Way Of Westchester & Putnam 
 
Mary Guardino, Founder & Executive Director 
Freedom From Fear 
 
Mark D. Gustin, M.B.A., MPS, Senior Associate Director 
Kings County Hospital Center 
 
Mary Hanrahan, Government Relations Specialist 
New York Presbyterian Hospital 
 
Dean B. Harlam, M.D., Associate Medical Director 
Saint Vincent’s Behavioral Health Center - Westchester 
 
Carolyn S. Hedlund, Ph.D., Executive Director 
Mental Health Association of Westchester 
 
Rhona Hetsrony, Executive Director 
North Shore LIJ Health System - Zucker Hillside Hospital 
 
Richard S. Hobish, Esq., Executive Director 
Pro Bono Partnership 
 
Doug Hovey, Executive Director 
Independent Living Center of Orange County 
 
Marsha Hurst, Ph.D., Director, Health Advocacy Program 
Sarah Lawrence College 
 
Beth Jenkins, Executive Director 
Mental Health Association in Tompkins County 
 
Tom Jewell, Ph.D. 
Family Institute for Education Practice and Research 
 
Sabrina L. Johnson, B.A., Recipient Affairs Liaison 
Westchester County Department of Community Mental Health 
 
Rami P. Kaminski, M.D., Medical Director of Operations 
New York State Office of Mental Health 
 
John M. Kane, M.D., Chief of Psychiatry 
Hillside Hospital 
 
Ron Kavanaugh, Executive Director 
Search For Change 
 
James J. Killoran, Executive Director 
Habitat For Humanity - Westchester 
 
Samuel C. Klagsbrun, M.D., Executive Medical Director 
Four Winds Hospitals 
 
Easy Klein, Media Coordinator 
NAMI - New York Metro Division 
 
Lee-Ann Klein, M.S., R.D., Nutritionist 
Albert Einstein College of Medicine 
 
Marge Klein, Executive Director 
The Guidance Center 
 
Andrea Kocsis, C.S.W., Executive Director 
Human Development Services of Westchester 
 
Joshua Koerner, Executive Director 
Choice 
 
Lois Kroplick, M.D., Founder & Chairwoman 
Mental Health Coalition of Rockland County 
 
Rabbi Simon Lauber, Executive Director 
Bikur Cholim of Rockland County 
 
Joseph Lazar, Director, NYC Field Office 
New York State Office of Mental Health 

Leo Leiderman, Psy.D., Director Latino Treatment Services  
Saint Vincent’s Catholic Medical Centers 
 
Andrew P. Levin, M.D., Medical Director 
Westchester Jewish Community Services 
 
Robert M. Lichtman, Ph.D., DAPA 
Rockland Psychiatric Center 
 
Constance Lieber, President, Board of Directors 
NARSAD 
 
Robert Litwak, C.S.W., Assistant Executive Director 
Mental Health Association of Westchester 
 
Hon. Nita M. Lowey 
U.S. Congress - 18th District 
 
Paige Macdonald, Executive Director 
Families Together in New York State 
 
Randall Marshall, M.D.,  Associate Professor of Clinical 
Psychiatry, New York State Psychiatric Institute 
 
Richard H. McCarthy, Ph.D., M.D., C.M. 
Comprehensive NeuroScience 
 
Steven Miccio, Executive Director 
PEOPLe 
 
David H. Minot, Ithaca College, Chairman 
Mental Health News - University Advocacy Division 
 
Grant E. Mitchell, M.D., Director, Mental Health Services 
The Mount Vernon Hospital 
 
Margaret E. Moran, CSW, VP, Administrative Services 
Behavioral Health Services - St. Vincent’s Catholic Medical Centers 
 
Meryl Nadel, D.S.W., Chairwoman 
Iona College - School of Social Work 
 
Sarah Newitter, Executive Director 
NAMI of Westchester, Inc. 
 
Evelyn J. Nieves, Ph.D., Executive Director 
Fordham-Tremont Community Mental Health Center 
 
Terri M. Nieves, MS.Ed, M.S., Director of Counseling Services 
Mercy College 
 
Karen A. Oates, D.S.W., President & CEO 
Mental Health Association of Rockland County 
 
Hon. Suzi Oppenheimer  
New York State Senate - 36th District 
 
Matthew O’Shaughnessy,  Senior Vice President 
WVOX & WRTN Radio 
 
Ellen L. Pendegar, M.S., R.N., C.S., CEO 
Mental Health Association In Ulster County 
 
Barry B. Perlman, M.D., Chief of Psychiatry 
St. Joseph’s Hospital - Yonkers 
 
Premkumar Peter, M.D., Medical Director 
Putnam Hospital Center - Mental Health Services 
 
Cynthia R. Pfeffer, M.D., Professor of Psychiatry 
Weill Cornell Medical College of Cornell University 
 
Michael J. Piazza, Jr., Commissioner 
Putnam County Department of Mental Health 
 
Mary A. Pressman, M.D.,  President 
Psychiatric Society of Westchester 
 
Lisa Rattenni, Vice President, Behavioral Health Services 
Westchester Medical Center 
 
Starr R. Rexdale, M.D., Medical Director 
The Guidance Center 
 
Evelyn Roberts, Executive Director 
NAMI - New York City Metro 
 
John Rock, Consumer Liaison 
Hudson River Psychiatric Center 
 
Harvey Rosenthal, Executive Director 
NYAPRS 
 
L. Mark Russakoff, M.D., Director of  Psychiatry 
Phelps Memorial Hospital Center 
 
Thomas E. Sanders, C.S.W., President & CEO 
Family Service of Westchester 
 
Phillip Saperia, Executive Director 
Coalition of Voluntary Mental Health Agencies 

Jennifer Schaffer, Ph.D., Commissioner 
Westchester County Department of Community Mental Health 
 
Judy L. Scheel, Ph.D., Director 
Center for Eating Disorder Recovery 
 
Jack C. Schoenholtz, M.D., L.F.A.P.A., Medical Director 
Rye Hospital Center 
 
Edythe S. Schwartz, A.C.S.W., Executive Director  
Putnam Family & Community Services 
 
J. David Seay J. D., Executive Director 
NAMI - New York State 
 
Janet Z. Segal, C.S.W., Chief Operating Officer 
Four Winds Hospital 
 
Kren K. Shriver, M.P.H., M.D., Clinical Director 
Hudson River Psychiatric Center 
 
Michael Silverberg, President 
NAMI - New York State 
 
Alan B. Siskind, Ph.D., Executive Vice President & CEO 
Jewish Board of Family and Children’s Services 
 
Jeffery  Smith, M.D. 
Private Practitioner 
 
Steven H. Smith, Psy.D., Consulting Psychologist 
Grace Church Community Center 
 
Thomas E. Smith M. D., Medical Director 
Hall-Brooke Behavioral Health Services 
 
Andrew Solomon, Contributing Writer, Magazine 
The New York Times 
 
Hon. Andrew J. Spano 
Westchester County Executive 
 
Hon. Nicholas A. Spano 
New York State Senate - 35th District 
 
Giselle Stolper, Executive Director 
Mental Health Association of New York City 
 
Harris B. Stratyner, Ph.D., C.A.S.A.C.,  Director 
NYPH & UHC Chemical Dependency Program 
 
Jeannie Straussman, Director, Central NY Field Office 
New York State Office of Mental Health 
 
Timothy B. Sullivan, M.D., Clinical Director 
Saint Vincent’s Behavioral Health Center - Westchester 
 
Janet Susin, Co-President 
NAMI Queens/Nassau 
 
Richard P. Swierat, Executive Director 
Westchester  ARC 
 
Alan Trager, Executive Director & CEO 
Westchester Jewish Community Services 
 
Anthony F. Villamena, M.D., Chief of Psychiatry 
Lawrence Hospital Center 
 
Jonas Waizer, Ph.D., Chief Operating Officer 
FEGS - Behavioral & Health Related Services 
 
Joyce Wale, Assistant Vice President - Behavioral Health 
New York City Health & Hospitals Corporation 
 
Maralee Walsh, Ph.D., Program Director-Behavioral Health Center 
Westchester Medical Center 
 
Mary Ann Walsh-Tozer, Commissioner 
Rockland County Department of Mental Health 
 
Michael Wein, CSW-R, CASAC, Administrator 
NY United Hospital - Behavioral Health Services 
 
Peter Yee, Assistant Executive Director 
Hamilton-Madison House 
 
Neil Zolkind, M.D., Clinical Director 
Westchester Medical Center - Behavioral Health Center 

 
 

committee in formation 
 
 

Mental Health News wishes  
to expresses its deep appreciation to 
the members of our Advisory Council  

for their inspiration, guidance  
and support. 

MENTAL HEALTH NEWS ~ SUMMER 2004 



 

 

MENTAL HEALTH NEWS ~ SUMMER 2004 PAGE  3 



 

 

PAGE  4 MENTAL HEALTH NEWS ~ SUMMER 2004 



From The Publisher  
  6  Trivializing Mental Illness 
  
Editorial To The Publisher  
  7  Do SSRIs Increase The Risk Of Suicide 
 
Letter To The Publisher  
  8  Electroconvulsive Therapy  
Mental Health NewsDesk  
10  NYS OMH Housing Development Team Honored   
10  HHS Approves Multi-State “Medicaid Drug Pool”  
11  More People With Mental Illness Visiting ER’s  
11  One Year Review Of Westchester, NY’s ACT Teams  
12  Bush Section 8 Proposal Criticized By Consortium  
12  Senate Committee: On  Community-based Services  
In The News At Mental Health News  
14  United Way Of New York City Provides Vital Grant  
14  We’re Going Bilingual With “Salud Mental”  
15  We’re Now Reaching 4,500 NYSPA Members   
15  Anne Katz Of North Fork Bank Joins Board 

Table Of Contents 

Mental Health News TM 

 
is a publication of Mental Health News Education, Inc.,  

a tax-exempt, not-for-profit organization located at 
65 Waller Avenue, White Plains, New York 10605. 

 
See page 50 for subscription and advertising information. 

Note:  all articles and letters to the publisher must be e-mailed. 

Our office hours are from 9-5 (M-F) at (914) 948-6699 
Our e-mail address is mhnmail@aol.com Please visit our website  

www.mhnews.org 
 

Mental Health News does not endorse the views, products,  
or services contained herein.  No part of this publication may be  

reproduced in any form without written permission.  
Mental Health News is not responsible for omissions or errors.  

 
Copyright © 2004 Mental Health News. All rights reserved. 

Our Cover Story: Sleep Disorders  
  1  Why Millions Of Us Are Suffering  
24  It’s OK To Get Caught Napping  
28  Nightmare Or Night Terror?  
29  What Are Sleep Centers And Sleep Studies?  
32  Neurological Sleep Disorders  
34  Sleep Disorders And Improving Sleep Habits  
37  Commentary On Insomnia  
40  Sleep Schedules And Consequences in Adolescents  
 
Columns  
16  Point Of View: Make A Commitment To Housing  
17  A Voice Of Sanity: Psychiatry Endorses Prejudice  
18  The NAMI Corner: Housing Tops Our Agenda  
19  The NYSPA Report: Women’s Mental Health  
20  The Coalition Report: Co-occurring Disorders  
21  The Mental Health Lawyer: The Best Place To Start  
22  The NARSAD Report: Sleep And The Brain   

Table Of Contents Continued On Page 8 

PAGE  5 MENTAL HEALTH NEWS ~ SUMMER 2004 

Table Of Contents 

 Board of Directors 
Chairman 

 
Alan B. Siskind, Ph.D., Executive Vice President & CEO 

Jewish Board of Family and Children’s Services 
 

Vice-Chairman 
 

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

  
Treasurer 

 
Anne Katz, Vice President  

North Fork Bank 
 
 

 Members of the Board of Directors 
 

David Brizer, M.D. 
Author & Private Practitioner 

 
Michael B. Friedman, C.S.W. 

Public Policy Consultant 
 

Mary Hanrahan, Government Relations Specialist 
New York Presbyterian Hospital 

 
Carolyn S. Hedlund, Ph.D., Executive Director 

Mental Health Association of Westchester 

 
 
 

Marge Klein, A.C.S.W., Executive Director 
The Guidance Center 

 
Andrea Kocsis, C.S.W., Executive Director 

Human Development Services of Westchester 
 

Peg E. Moran, C.S.W., V.P., Administrative Services 
Behavioral Health - St. Vincent Catholic Medical Centers 

 
Barry B. Perlman, M.D., Director of Psychiatry 

St. Joseph’s Hospital – Yonkers 
 

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

 
Alan Trager, Executive Director & CEO 
Westchester Jewish Community Services 

 
Jonas Waizer, Ph.D., Chief Operating Officer 

F·E·G·S 
   

 Executive Director 
 

Ira H. Minot, C.S.W., Founder & President 
Mental Health News Education, Inc. 



 

 

 
From The Publisher 

PAGE  6 MENTAL HEALTH NEWS ~ SUMMER 2004 

Trivializing 
Mental Illness 

 
By Ira H. Minot, Publisher 

and Founder, Mental Health News 
 
 

I f someone you knew had cancer or 
diabetes you would never joke 
about it—would you?  Of course 
not.  However, our society contin-

ues to joke about people with mental 
illness.  If you or a member of your fam-
ily had a serious illness, would you be 
outraged if your insurance company se-
verely limited your access to treatment?  
You bet you would !  However, that’s 
exactly what is still being done to people 
with mental illness in states which have 
not enacted parity legislation—the legis-
lation  that  puts  mental illnesses  on  a  
par with other illnesses for insurance 
coverage. 
     Joking about mental illness (one of 
the symptoms of a phenomenon known 
as stigma) and inequalities in parity leg-
islation are only two examples of how 
we trivialize mental illness in America.   
     When something is not important we 
say “it’s a trivial matter.”  That must 
explain why (with blatant disregard for 
the feelings of people with mental ill-
ness) manufacturers of products from 
candy to tee shirts to video games depict 
(for example) a scary looking person in a 
straightjacket with the words schizo-
phrenic inside or I forgot to take my 
medications -- and why movie and tele-
vision producers create senseless, ill- 
conceived scripts that poke fun at mental 
illnesses for cheap laughs. These purvey-
ors of stigma think it’s a trivial matter 
and that people with mental illness won’t 
mind. 
     But it is not trivial, it’s important.  
We do mind, and we are doing some-
thing about it.  In fact, we mind so much 
that StigmaBusters, a campaign of 
NAMI (The National Alliance for the 
Mentally Ill) identifies stigma in high- 
profile situations on national media, in 
print, and on film, and takes action 
against the perpetrators.   Case in point: 
StigmaBusters Alert, March 2004: 
     “Cracking Up: One of the Worst, On 
Tuesday, March 9, the Fox TV network 
premiered a new situation comedy: 
“Cracking Up,” in which a wealthy dys-
functional family invites a psychology 
graduate student to live in their Beverly 
Hills mansion to treat their young son as 
part of his work toward his degree. 
     What the therapist-in-training discov-
ers is that the son is fine; it's the rest of 
the family that gets to him. The mother 
has bipolar disorder exacerbated by 
alcoholism. The father is a business ex-
ecutive and latent sociopath. The oldest 
son exhibits obsessive-compulsive symp-
toms. Their Latino maid is an offensively 
stereotyped immigrant who wants to flee 
the “crazy” household, but can't be-
cause the family has hidden her immi-
gration papers. The blonde cheerleader 

daughter? Well, never mind. You can 
imagine. 
     It's a lot like “The Addams Family” 
or “The Munsters” from the 1960s, ex-
cept that the stereotypes and butts of 
jokes involve mental illnesses and sub-
stance abuse. 
     The premiere episode ranks as one of 
the worst examples of stigma in televi-
sion history.” 
     A letter writing and phone campaign 
by StigmaBusters expressing outrage 
over the shows’ premise and stereotypes 
ensued. And the result? StigmaBusters 
Alert, April 13, 2004: The Fox TV series 
“Cracking Up” goes off the air after 
episode six on May 5. Five remaining 
episodes may be aired this summer, but 
renewal is deemed unlikely. 
     Hopefully one day we will not need 
StigmaBusters -- but for now we cer-
tainly do.  Continually catching and edu-
cating perpetrators is an unfortunately 
tedious process, and very often the dam-
age is done and felt by people with men-
tal illness.  Perhaps the federal govern-
ment will one day enact stiff fines on 
those who disregard current and ethical 
standards for discriminating against and 
wrongfully depicting people with mental 
illness.  We must stop trivializing mental 
illness in America. 
     For more information about Stigma-
Busters, go to NAMI’s website at www. 
nami.org and go to “Fight Stigma” under 
the Take Action toolbar.   
     The inequalities and discrimination 
caused by the parity issue is also helping 
to trivialize mental illness.  Many states 
across America (including Mental 
Health News’ home state of New York) 
continue to block efforts to enact parity 
legislation that would elevate mental 
illnesses to the same level of insurance 
coverage as other medical illnesses. 
     In his April 16th editorial entitled 
“Put mental, physical ills on par for 
insurance coverage” in the Rochester 
Democrat and Chronicle, Dr. John 
McIntyre, Chairman of the Department 
of Psychiatry and Behavioral Health at 
Unity Health System, and past president 
of the American Psychiatric Association 
writes: 
     “On March 16, 2001, Timothy 
O’Clair, a 12 year old in Schenectady, 
hung himself. His parents point out that 
a major factor in their son’s death was 
the inadequate insurance coverage for 
treatment of his mental illness. 
     Inadequate coverage is unfortunately 
the norm: It is estimated that well over 
90 percent of private health insurance 
plans discriminate against persons with 
mental illness and substance abuse dis-
orders by requiring higher co-payments, 
allowing fewer outpatient visits and days 
in the hospital, and setting higher de-
ductibles than for other illnesses. This 
discrimination results from misconcep-
tions and outmoded, unscientific thinking 
and is part of the stigma faced by people 
with mental illness and their families. 
     Mental illness and substance-use 
disorders are real and disabling ill-
nesses. A large study of diabetes, hyper-

tension, heart disease, lung diseases, 
arthritis and depression found that only 
severe heart disease was associated with 
more disability and impaired daily func-
tioning than depression. 
     The cost to our economy for un-
treated and undertreated mental illness 
and substance-use disorders is stagger-
ing. The National Institute of Mental 
Health estimates that the annual cost of 
untreated mental illness exceeds $300 
billion, largely due to lost productivity 
and other societal costs. A 1999 surgeon 
general’s report estimated that the direct 
business costs of the lack of parity for 
mental health coverage was at least $70 
billion per year in the form of lost pro-
ductivity and increased use of sick leave. 
     These illnesses can be reliably diag-
nosed—and treatment works. Great ad-
vances have been made in the develop-
ment of criteria-based diagnoses of men-
tal illnesses. Much evidence has 
emerged supporting specific treatments, 
and clear practice guidelines have been 
developed. Several years ago, a land-
mark NIMH study found that efficacy 
rates for the treatment of severe mental 
disorders ranged from 60 percent to 80 
percent, exceeding the efficacy rates for 
many other treatments in medicine. 
     Nondiscriminatory (parity) coverage 
of mental illness and substance-use dis-
orders is not only affordable, it would 
save money. In a 1993 report to Con-
gress, the National Mental Health Advi-
sory Council estimated that parity cover-
age for mental illness would result in 
more treatment and a net savings of $2.2 
billion per year, largely in costs incurred 
in the general health care system and 
society at large. 
     A few years ago, The Wall Street 
Journal reported that a “four-year study 
of program effectiveness (good access to 
mental health services) at McDonnell 
Douglas yielded a four-to-one return on 
investment after considering medical 
claims, absenteeism and turnover.” 
     States that have enacted nondiscrimi-
natory coverage have found the resulting 

increase in health insurance premiums 
to be relatively small. An actuarial 
analysis by Pricewaterhouse Coopers, 
L.L.P. of “Timothy’s Law,” now being 
considered by the New York State Legis-
lature, concluded that the expected em-
ployer health care costs for this nondis-
criminatory health care coverage would 
rise about 0.8 percent or $1.26 per mem-
ber, per month.  
     Most importantly, nondiscriminatory 
health coverage is not only the smart 
thing to do; it is the right thing to do. No 
matter the form, discrimination is wrong. 
It makes no sense that the insurance 
coverage of the treatment of the brain 
disorders identified as mental illnesses 
should be significantly less than the cov-
erage of other illnesses. 
     Thirty-five states have now enacted 
parity laws with varying approaches to 
prohibit discrimination in insurance 
coverage of mental illness. Unfortu-
nately, New York state is not one of 
them. On the national scene, two years 
ago, President Bush added his support 
for nondiscriminatory health care cover-
age, and there is strong bipartisan sup-
port for a national parity bill that Con-
gress is now considering. 
     On March 16, the New York State 
Assembly passed Timothy’s Law by 131-
10. The fight for parity in New York is 
now in the Senate. More senators have 
co-sponsored the bill than are needed 
for passage, but the Senate leadership 
has kept the bill off the floor. 
     The Senate should pass Timothy’s 
Law and end this discrimination against 
persons with mental illness and their 
families. The time is now.” 
     How many more years will we trivial-
ize mental illness and (in this case) have 
to continue the fight for critical initia-
tives like parity in insurance coverage?  
Why are some politicians and insurance 
company lobbyists able to have the 
power to block essential legislation, 
which certainly will result in thousands 
of people with mental illness being put 
in harms way? 
     Trivializing mental illness is the per-
sistent discrimination of people with a 
treatable illness that sends the wrong 
message across our nation.  It puts peo-
ple with mental illness in physical dan-
ger and sends the message that our soci-
ety doesn’t really care the way it should.  
Parents and loved ones of people with 
mental illness also feel the effects and 
become discouraged when they should 
be supported in their difficult struggle.   
     Basic rights to housing, employment, 
and treatment services should and must 
be made available at the highest thera-
peutic levels possible.   
     The mental health community should 
not be left out in the cold each year with 
less funds to provide more services to an 
ever growing amount of people in need. 
We must decry budget cuts to mental 
health services for what they are: the 
trivializing of mental illness.   
      

Have A Great Summer ! 
Ira H. Minot, CSW 

Ira H. Minot, CSW 
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Do SSRIs 
Increase the Risk  

of Completed Suicide 
in Depressed 

Children or Adults? 
 

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

 

 

T here have been many recent 
reports in the popular media 
that SSRIs (Prozac, Paxil, 
Luvox, Zoloft, Celexa, 

Lexipro) or other antidepressants 
(Effexor, Remeron, Serzone, Well-
butrin) may be implicated in increasing 
the risk that depressed patients under 
treatment with these agents may even-
tually commit suicide because of some 
change in their condition induced by 
these medicines. The basis for these 
contentions come from primarily two 
sources: 1) data from controlled clini-
cal research trials showing increased 
suicidal thoughts or behaviors in pa-
tients taking investigational medicines, 
and 2) anecdotal reports of individuals 
who have attempted or completed sui-
cide while receiving treatment with 
one of these agents. 
     This past February, 2 advisers to 
the Food and Drug Administration 
(FDA) made a recommendation to the 
agency that a formal warning be made 
to physicians and the general public 
that suicidal thoughts and behaviors 
might be increased in children taking 
SSRIs.  The advisors noted that no 
clear nor definitive link could be scien-
tifically established at that time, yet 
they felt that prudence would dictate a 
general warning be given that a link to 
suicide could not be totally disproved. 
The committee noted that such a warn-
ing would not prevent physicians from 
prescribing antidepressants to children, 
but would hopefully lead them to do so 
only while monitoring patients closely 
for evidence of emerging signs of sui-
cidal thoughts or behaviors. 
     The prestigious American College 
of Neuropsychopharmacology (ACNP) 
had released a preliminary report shar-
ing their conclusion that antidepres-
sants do not increase suicidal risk in 
children treated for depression. J. John 
Mann, M.D. co-chair of the ACNP 
committee which studied the issue 
stated, “There are strong lines of evi-
dence in youth—from clinical trials, 
epidemiology and autopsy studies—
that led the ACNP task force to con-
clude that SSRIs do not cause suicide 
in youth with depression.” The other 

co-chairman, Graham Emslie, M.D. 
stated, “The most likely explanation 
for episodes of attempted suicide while 
taking SSRIs is underlying depression, 
not SSRIs.” Nevertheless, just this past 
March, the FDA did decide to provide 
a warning on the 10 most popular anti-
depressants, suggesting increased 
monitoring was indicated for emerging 
suicidal concerns while patients were 
under treatment. They have commis-
sioned further scientific review of the 
issue, which hopefully will give more 
definitive information by this summer. 
     So, as Pontious Pilate once said, 
“What is Truth?” Here are some of my 
reflections on the issue. 
     A definitive answer with meta-
physical certitude to the main question 
of the association of SSRIs to suicide 
is currently not available. Further in-
quiry and research is indicated. Any 
current data linking the two is tenuous 
at best. It is very hard to prove the 
negative: that there is absolutely no 
causal connection. Therefore it is pru-
dent to note it as a clinical possibility. I 
do not feel that there are any depressed 
patients now who I would not treat 
with SSRIs whom I would have treated 
previously. What I would do is enact 
closer monitoring of such patients, 
particularly children. This can be ac-
complished in a variety of ways: more 
frequent outpatient visits, educating 
parents on how to assess potential sui-
cidal risk, or having a lower threshold 
to have these children receive inpatient 
rather than outpatient treatments. 
     I do feel that in certain cases SSRIs 
may be somehow associated with an 
increased suicidal risk, but this is not 
because they are bad medicines, but 
because they are being administered by 
bad doctors or health care systems. I 
believe it is the poor clinical manage-
ment of such cases that leads to bad 
outcomes, not the inherent properties 
of antidepressants. I will elucidate two 
situations where this may be poten-
tially true. 
     In my first case, a patient has severe 
depression as evidenced by low en-
ergy, poor concentration abilities, sad 
mood and general apathy. He dwells 
on themes of hopelessness, worthless-
ness, pessimism and nihilism. When 
antidepressants are started, the patient 
may show the resolution of some of 
these symptoms more quickly than 
others. If, for instance, this patient has 
more energy and can concentrate much 
better, all while still retaining his other 
symptoms of depression, which have 
not yet evolved towards wellness, he 
may be in a period of specific risk for 
suicide.  In a way, before he received  
any treatment he could have 
been conceptualized as being too de-

pressed to commit suicide. The solu-
tion to this problem is clearly not to 
withhold antidepressant medication, 
but to carefully monitor the patient 
taking appropriate measures to guaran-
tee their safety. 
     In my second case, a given patient 
who is depressed fails to have an ade-
quate long-term history of his condi-
tion taken by his evaluating clinician. 
The clinician misses or does not under-
stand that this patient, who is currently 
depressed, suffers not from unipolar 
depression but has a variant of bipolar 
disorder. The patient is then placed on 
antidepressant medication, which in-
duces a mixed-manic state of agitation 
and poor impulse control.  This state in 
a depressed patient is clearly of much 
greater risk for a potential suicide.  
The problem here is not any inherent 
negative effects of the medications, but 
the failure of the treating clinician to 
make an accurate diagnosis. 
     A common denominator in the 
story of many depressed patients who 
eventually kill themselves is the rela-
tively unavailability of their treating 
physicians to monitor them properly or 
to be contacted quickly when problems 
may be developing. Many HMOs, 
managed-care operations, or clinics 
overly rely on non-medical clinicians 
to diagnose and manage the clinical 
care of patients.  Non-physicians who 
evaluate the patients then may 
“inform” the doctor that the patient 
needs a prescription for an antidepres-
sant. The physician may have no real 
knowledge of the patient, only meeting 
with them for the briefest amount of 
time. Many times, physicians used in 
such a manner in outpatient clinics are 
not even psychiatrists. Should some-
thing go wrong with the treatment, 
these physicians are hard to reach. Pa-
tients are oftentimes given all too in-

frequent follow-up appointments and 
may have no real continuity of care. 
This forms an essential prescription for 
malpractice. I can assure you it is hap-
pening all the time. The treatment of 
depression is a serious business. It 
needs to be done by competent and 
caring clinicians who are not given 
incentives to not spend the time they 
need to adequately treat depressed and 
potentially suicidal patients. 
     Such situations are compounded 
from bad to worse when insurance 
companies put up unrealistic barriers 
to have patients admitted for inpatient 
treatments. The criteria used by many 
insurance companies for initiating or 
maintaining patients in an in-hospital 
treatment are usually arbitrary and 
self-serving. Many hospital adminis-
trators “Play Ball” with these compa-
nies to stay in their favor. The patient 
gets lost in the equation. 
     So, why does this all occur: unso-
phisticated evaluations, poor monitor-
ing of patients, lack of availability of 
treating physicians, too many difficul-
ties in getting insurance payment for 
in-hospital treatments? In general the 
answer is simple and obvious: Greed! 
Somewhere, somehow those setting up 
healthcare delivery systems, or paying 
for treatment, are making more money 
by promoting poor care rather than 
good care. 
     If we did not treat depressed pa-
tients with appropriate antidepressant 
treatments, clearly many would go on 
to commit suicide at some point in 
their lives. We need to monitor all pa-
tients closely when under treatment for 
depression. Doctors, nurses, and other 
mental health professionals need to be 
able, affable and available. We need to 
further study antidepressants for any 
negative effects. At present it seems 
clear that these medicines, when used 
properly by well-trained clinicians, are 
dominantly safe and effective. Indi-
viduals need not worry too much about 
any of the above mentioned antide-
pressants; they do need to worry about 
those who administer them. 
      Joseph A. Deltito, M.D., is a Clini-
cal Professor of Psychiatry at New 
York Medical College and is Co-
Chairman of the Board of the Child 
Health Foundation, an organization 
devoted to research and health care 
delivery to children in the most impov-
erished areas of the world. He is a 
frequent contributor to Court TV and 
serves on the Clinical Advisory Board 
of Mental Health News. 
     Dr. Deltito has an office practice 
for psychopharmacological consulta-
tions and forensic psychiatry in Green-
wich, Connecticut, and can be reached 
at (203) 552-1831. 

Joseph A. Deltito, M.D. 
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Electroconvulsive Therapy 

 
  

A  recent article in Mental 
Health News by David Seay, 
Executive Director of NAMI, 
stated that legislation origi-

nating in the New York State Assembly 
was intended to end the use of Electro-
convulsive Therapy (ECT) in New York 
State. This is not the case. The legisla-
tion crafted in the Assembly is in re-
sponse to the issues raised during its 
review of ECT. It is intended to ensure 
that ECT is provided safely, in confor-
mance with industry standards, and that 
individuals considering ECT as a treat-
ment option are given the necessary in-
formation and supports to make an in-
formed consent decision.  
     The use of ECT has been a subject of 
controversy since it was first introduced 
in 1938. The state Legislature had not 
conducted a formal review of ECT use 
in New York State since the mid-1970s. 
The New York State Assembly Commit-
tee on Mental Health, Mental Retarda-
tion and Developmental Disabilities 
began its examination of ECT use in 
February 2001, after receiving testimony 
at a public hearing in Syracuse regarding 
the use of ECT on a patient at the Pil-
grim Psychiatric Center. 
     It was clear from testimony received 
at public hearings, held in New York 
City and Albany during 2001, that opin-
ions varied widely with respect to the 
efficacy of ECT. Proponents claimed 
that ECT is a safe, effective procedure 
with no permanent side effects. In con-
trast, opponents maintained that ECT 
causes brain damage, can result in per-
manent memory loss and, in some cases, 
death. 
     In addition to the public hearings, the 
Assembly Committee on Mental Health 
met with proponents, opponents, and 
representatives of various state agencies. 
Committee staff also reviewed extensive 
literature regarding ECT, including the 
American Psychiatric Association’s 
(APA) 2001 Task Force Report, The 
Practice of Electroconvulsive Therapy, 
Recommendations for Treatment, Train-
ing, and Privileging, Second Edition.  
     The committee sought information 
regarding the prevalence of ECT use 
within the state and found there were no 
available comprehensive statistics. Dur-
ing its review, the committee uncovered 
instances where ECT had been adminis-
tered with equipment the APA stated 
should no longer be used, and on an 
outpatient basis in physician offices 
where emergency equipment and staff 
were unavailable, contrary to the APA 
recommendations in its 2001 Task Force 
Report. 
     The Federal Protection and Advocacy 
for Individuals with Mental Illness 
Amendments Act of 1991 provides legal 
advocacy supports for individuals diag-
nosed with mental illness. On March 15, 
1996, PAIMI, a federally funded arm of 
the New York State Commission on the 
Quality of Care for the Mentally Dis-

abled (CQC), issued a resolution re-
questing that New York State consider 
developing legislation that would pro-
vide for monitoring of the provisions of 
ECT, as well as for informed consent of 
ECT recipients. When contacted by 
Committee staff prior to the 2001 public 
hearings, PAIMI reaffirmed its support 
of its 1996 resolution. 
     A 1997 study, funded in part by the 
National Institute of Mental Health, the 
New York State Psychiatric Institute, 
and Columbia University, revealed that 
facilities varied considerably in many 
aspects of ECT practice, including fre-
quent departures from field standards. 
The study concluded that, “the marked 
departures from the field standards of 
care and the wide variability in how 
ECT is conducted, undoubtedly raise 
public health concerns.” The field stan-
dards reviewed in this study were less 
stringent than the standards recom-
mended in 2001 by the APA.  
     The committee requested that the 
CQC conduct a study of ECT use at 
state-operated psychiatric centers. The 
CQC determined that protocols varied in 
detail regarding the procedure itself, as 
well as in issues such as physician privi-
leging and determining capacity to con-
sent. The CQC recommended that the 
NYS Office of Mental Health establish a 
Blue Ribbon Task Force charged with 
the responsibility of developing ECT 
protocols that can be consistently ap-
plied in state facilities administering 
ECT, and which promote the application 
of best practices while ensuring strict 
adherence to statutory and regulatory 
standards for safeguarding patient rights.  
     After extensive discussions with the 
Senate, legislation was passed in 2003 to 
require reporting of the incidence of 
ECT. This legislation was subsequently 
vetoed by the governor. Monitoring the 
prevalence of ECT use is one safeguard 
to help ensure that ECT is used appro-
priately and safely. I anticipate that the 
Legislature will again send an ECT re-
porting bill to the governor for his signa-
ture this year.  
     In 2003, the New York State Office 
of Mental Health issued guidelines re-
garding the use of ECT. These guide-
lines, which respond to several issues 
addressed by our legislation and are con-
sistent with the most recent APA recom-
mendations, are voluntary. I recently 
asked Sharon Carpinello, Commissioner 
of OMH, to place the guidelines into 
regulation, giving them the force of law. 
Until this happens, the Assembly will 
continue to act to ensure that ECT is 
provided safely, in conformance with 
industry standards, and that individuals 
considering ECT as a treatment option 
are given the necessary information and 
supports to make an informed consent 
decision.  
  

Assemblyman Peter M. Rivera, 
Chairman of the NYS Assembly 

Committee on Mental Health,  
Mental Retardation, and 

Developmental Disabilities  
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There is no eye movement or muscle 
activity. People awakened during deep 
sleep do not adjust immediately and 
often feel groggy and disoriented for 
several minutes after they wake up. 
Some children experience bedwetting, 
night terrors, or sleepwalking during 
deep sleep. 
     When we switch into REM sleep, our 
breathing becomes more rapid, irregular, 
and shallow, our eyes jerk rapidly in 
various directions, and our limb muscles 
become temporarily paralyzed. Our 
heart rate increases, our blood pressure 
rises, and males develop penile erec-
tions. When people awaken during REM 
sleep, they often describe bizarre and 
illogical tales — dreams. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
     The first REM sleep period usually 
occurs about 70 to 90 minutes after we 
fall asleep. A complete sleep cycle takes 
90 to 110 minutes on average. The first 
sleep cycles each night contain relatively 
short REM periods and long periods of 
deep sleep. As the night progresses, 
REM sleep periods increase in length, 
while deep sleep decreases. By morning, 
people spend nearly all their sleep time 
in stages 1, 2, and REM.  
     People awakened after sleeping more 
than a few minutes are usually unable to 
recall the last few minutes before they 
fell asleep. This sleep-related form of 
amnesia is the reason people often forget 
telephone calls or conversations they’ve 
had in the middle of the night. It also 
explains why we often do not remember 
our alarms ringing in the morning if we 
go right back to sleep after turning them 
off. 
     Since sleep and wakefulness are in-
fluenced by different neurotransmitter 
signals in the brain, foods and medicines 
that change the balance of these signals 
affect whether we feel alert or drowsy 
and how well we sleep. Caffeinated 
drinks such as coffee, and drugs such as 
diet pills and decongestants, stimulate 
some parts of the brain and can cause 
insomnia, or an inability to sleep. Many 
antidepressants suppress REM sleep. 
Heavy smokers often sleep very lightly 
and have reduced amounts of REM 
sleep. They also tend to wake up after 3 
or 4 hours of sleep due to nicotine with-
drawal. Many people who suffer from 
insomnia try to solve the problem with 

alcohol — the so-called night cap. While 
alcohol does help people fall into light 
sleep, it also robs them of REM and the 
deeper, more restorative stages of sleep. 
Instead, it keeps them in the lighter 
stages of sleep, from which they can be 
awakened easily. 
     People lose some of the ability to 
regulate their body temperature during 
REM, so abnormally hot or cold tem-
peratures in the environment can disrupt 
this stage of sleep. If our REM sleep is 
disrupted one night, our bodies don’t 
follow the normal sleep cycle progres-
sion the next time we doze off. Instead, 
we often slip directly into REM sleep 
and go through extended periods of 
REM until we "catch up" on this stage 
of sleep. 
People who are under anesthesia or in a 
coma are often said to be asleep. How-
ever, people in these conditions cannot 
be awakened and do not produce the 
complex, active brain wave patterns 
seen in normal sleep. Instead, their brain 
waves are very slow and weak, some-
times all but undetectable. 
 

How Much Sleep Do We Need? 
 
      The amount of sleep each person 
needs depends on many factors, includ-
ing age. Infants generally require about 
16 hours a day, while teenagers need 
about 9 hours on average. For most 
adults, 7 to 8 hours a night appears to be 
the best amount of sleep, although some 
people may need as few as 5 hours or as 
many as 10 hours of sleep each day. 
Women in the first 3 months of preg-
nancy often need several more hours of 
sleep than usual. The amount of sleep a 
person needs also increases if he or she 
has been deprived of sleep in previous 
days. Getting too little sleep creates a 
“sleep debt,” which is much like being 
overdrawn at a bank. Eventually, your 
body will demand that the debt be re-
paid. We don’t seem to adapt to getting 
less sleep than we need; while we may 
get used to a sleep-depriving schedule, 
our judgment, reaction time, and other 
functions are still impaired.  
     People tend to sleep more lightly and 
for shorter time spans as they get older, 
although they generally need about the 
same amount of sleep as they needed in 
early adulthood. About half of all people 
over 65 have frequent sleeping prob-
lems, such as insomnia, and deep-sleep 
stages in many elderly people often be-
come very short or stop completely. This 
change may be a normal part of aging, 
or it may result from medical problems 
that are common in elderly people, and 
from the medications and other treat-
ments for those problems. 
     Experts say that if you feel drowsy 
during the day, even during boring ac-
tivities, you haven’t had enough sleep. If 
you routinely fall asleep within 5 min-
utes of lying down, you probably have 
severe sleep deprivation, possibly even a 
sleep disorder. Microsleeps, or very 
brief episodes of sleep in an otherwise 
awake person, are another mark of sleep 
deprivation. In many cases, people are 
not aware that they are experiencing 
microsleeps. The widespread practice of 
“burning the candle at both ends” in  
 

see Sleep on page 38 



 

 

Staff Writer 
Mental Health News 
 
 

T he Supportive Housing Network of New York 
recently hosted the 2004 Supportive Housing 
Awards honoring leaders from the business, 
government and non-profit sectors that have 

made tremendous contributions to the field of suppor-
tive housing.  Supportive housing combines affordable 
rental housing for low-income and formerly homeless 
individuals and families with on-site support services 
such as mental health care, substance abuse counseling 
and employment programs.  Over the past decade, the 
supportive housing movement has grown from 4,000 
units of housing to over 25,000 throughout New York 
State.  It is widely recognized as the cost-effective solu-
tion to ending homelessness.   
      “Supportive housing enables individuals and fami-
lies who are homeless or living with mental illness, 
AIDS or other disabilities achieve housing stability, 
independence and hope,” said Maureen Friar, Executive 
Director of The Network.  “Thanks in part to the efforts 
of our honorees, thousands of low-income and formerly 
homeless New Yorkers now have a safe, affordable 
place to call home.” 
     The Housing Development Team at the New York 
State Office of Mental Health (OMH) was honored at 
the event for its commitment and dedicated partnership 

to building supportive housing for New Yorkers living 
with mental disabilities. With 26,600 units statewide, 
OMH housing has grown over the past decade, evolving 
into various models to meet the needs of tenants.  An 
additional 4,400 units are planned for development in-
cluding rental apartments with visiting support services, 
supportive SRO housing, and children’s congregate 
treatment programs.   

      Other honorees included the successful Housing 
First! Affordable Housing for All New Yorkers Cam-
paign, an initiative created to increase the supply of 
affordable and supportive housing in New York, and 
Gerald J. Flannelly, Principal, MMA Financial 
(formerly Lend Lease R.E.I.). 
      Two outstanding supportive housing tenants, Steven 
Fernandez, a resident at The Times Square in Manhat-
tan, and Anna Sezenias, a resident at the YWCA of 
Binghamton & Broome County, were also honored.  
The tenants were selected based on their contributions 
to the community and their courage to overcome obsta-
cles such as domestic violence and substance abuse 
while living in supportive housing.  
     The event, which was held at the Prince George, a 
former welfare hotel that has been transformed into 
permanent affordable housing, raised over $200,000.  
Proceeds from the awards will support the Network’s 
advocacy and educational programs aimed at increasing 
New York’s stock of supportive housing. 
      The Supportive Housing Network of New York, 
founded in 1988, represents nonprofit agencies that 
build and manage supportive housing across the state, 
setting the standard for the growth of supportive hous-
ing across the nation.  Through advocacy, training, 
technical assistance and public education, the Network 
strives to increase the supply of supportive housing 
with the goal of ending homelessness in New York.  
For more information, please visit www.shnny.org. 

 
NYS Office Of Mental Health Housing Development Team Honored  

Receive Supportive Housing Network’s 2004 Supportive Housing Award 

 
Steve Coe, Executive Director of Community Access 

and members of the OMH Housing Development Team: 
 (l to r) Steve Coe, Christine Madden, Keith Simmons,  
Dr. Robert Myers, Caren Abate, and Michael Newman 
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Department of Health and Human 
Services, Center for Medicare and  
Medicaid Services 
 
 

H ealth and Human Service 
Secretary Tommy G. 
Thompson today approved 
plans by five states to pool 

their collective purchasing power to gain 
deeper discounts on prescription medi-
cines for their state programs. The multi-
state purchasing pool plans approved 
today include Michigan, Vermont, New 
Hampshire, Alaska and Nevada. This is 
the first time in the history of the Medi-
caid program that states have worked 
together in this manner. 
     While states are not required to offer 
prescription drugs through Medicaid, 
all states do.  However, continued esca-
lation in the cost of providing 
prescription medicines has strained 
many state Medicaid budgets.  Today's 
historic action will give states unprece-
dented leverage in negotiating with 
drug manufacturers for lower prices.  As 
part of our efforts to help states 
identify ways to reduce costs while im-
proving quality, CMS will soon provide 

guidance to states on forming new pur-
chasing pools and joining existing 
purchasing pools. 
     “By using the proven technique of 
negotiating lower prices, states will reap 
important savings on their drug costs,” 
Secretary Thompson said. “The 
ability to purchase drugs at a lower cost 
will help states continue to provide criti-
cal medications to the millions of low-
income citizens who depend on the 
Medicaid program.” 
     Michigan, which began operating a 
joint purchasing pool with Vermont last 
year, estimates that it will save $8 mil-
lion in its Medicaid program in 2004 
as a result of the arrangement.  Vermont 
reports that its Medicaid program 
will save $1 million in 2004 because of 
the purchasing pool. Altogether, the 
pooled purchasing program will cover 
approximately 900,000 beneficiaries. 
     “This new approach builds on our 
efforts to help states use the best 
private-sector purchasing tools to lower 
costs, while assuring appropriate 
standards for proper access to medicines 
and quality care,” said Mark B. 
McClellan, M.D., Ph.D., administrator of 
the Center for Medicare & Medicaid 

Services, which oversees the Medicaid 
program. 
     Under the Medicaid law, drug manu-
facturers, in order to receive federal 
funding for their drugs, must first enter 
into discount or rebate agreements with 
HHS.  The Bush administration has ap-
proved 22 state plans to negotiate extra, 
or supplemental rebates with manufac-
turers.  States generally achieve negoti-
ated discounts greater than those estab-
lished by law for Medicaid by relying on 
a private pharmacy benefit manager to 
negotiate discounts based on a list of 
preferred drugs established by the state 
for their Medicaid beneficiaries. 
     CMS has worked with each of these 
states to assure effective implementation 
of price negotiations, including appropri-
ate consideration of clinical impact.  In 
determining what drugs are on the pre-
ferred drug list, states use a committee of 
clinicians and pharmacists to review 
medical needs before considering the 
discounts offered by drug manufactur-
ers. The review ensures that the pre-
ferred drug list will provide Medicaid 
beneficiaries access to all drugs gener-
ally needed. In addition, federal law re-
quires that drugs not on the list may still 

be prescribed for Medicaid beneficiaries 
but often require prior approval, gener-
ally leading to less utilization. Conse-
quently, drug manufacturers often pro-
vide additional discounts to keep their 
drugs on the preferred drug list. 
     HHS has also defended the legal right 
of states to use these techniques. 
Earlier this month, the department won 
an important legal victory in the 
Circuit Court of the District of Colum-
bia, allowing states to continue to use 
preferred drug lists. 
     All five of the states in today's an-
nouncement have signed agreements 
with First Health Services Corp., a phar-
maceutical benefit manager, to negotiate 
lower prices on their behalf with manu-
facturers. Other pharmaceutical benefit 
managers provide similar negotiating 
services. Although the states are pooling 
their efforts in buying drugs, they all will 
maintain their own preferred drug lists 
and exercise clinical oversight of those 
lists to assure adequate access to needed 
medicines for their beneficiaries.  Be-
cause there are some overlaps on the 
preferred drug lists, pooling across states 
can lead to larger discounts on certain 
drugs. 

 
Health And Human Services Approves First-Ever 

Multi-State Purchasing Pools For Medicaid Drug Programs 



 

 

Westchester County Department 
of Community Mental Health 
 
 

M arch 2003 marked the be-
ginning of a new treatment 
model in Westchester 
County, known throughout 

the mental health community as ACT.  
This was a highly anticipated service for 
consumers, families, and professionals, 
since it would finally address the needs 
of person’s suffering from mental illness 
whose needs had not previously been 
met by the more traditional service de-
livery systems.  Many of these individu-
als had been difficult to engage and/or 
did not desire to participate in more 
structured outpatient programs. 
     The ACT model was designed for 
adults 18 and over, who were diagnosed 
with severe mental illness that seriously 
impaired their functioning in the com-
munity.  Individuals who were homeless, 

had co-occurring disorders, and/or crimi-
nal justice involvement would all be 
eligible for the new ACT teams. 
     Part of the excitement of introducing 
this new model to residents in West-
chester County is because ACT is an 
“evidence-based practice,” a model in 
which there is significant scientific data 
showing its effectiveness in improving 
treatment outcomes for persons suffering 
with severe mental illness.  The ACT 
teams are designed to support recovery 
through highly individualized ap-
proaches, which allows consumers to 
develop tools needed to obtain and main-
tain housing, employment, relief from 
symptoms, and medication side effects. 
     Westchester County currently sup-
ports four ACT Teams: Mount Vernon 
Hospital servicing lower Westchester, 
Saint Vincent’s Hospital servicing 
Yonkers, The Mental Heath Association 
of Westchester servicing Central West-
chester, and the Westchester Medical 

Center servicing Northern Westchester. 
Since the addition of the ACT Teams 
into Westchester’s service delivery sys-
tem, 203 individuals have been referred. 
The referral process is through the De-
partment of Community Mental Health’s 
Single Point of Access (SPOA), which 
also is the portal for case management 
services and housing in the county.  Cur-
rently there are a total of 184 individuals 
receiving ACT Team services. The ca-
pacity exists to serve 272 individuals. 
      “What is so unique about the ACT 
teams is that the model allows for staff 
to use creativity and flexibility to truly 
individualize their work with a con-
sumer. Meeting with consumers in their 
own community allows both the staff 
and the consumer to examine more 
closely any problems, and together work 
out quicker and longer-lasting solu-
tions,” said Dr. Grant Mitchell, Chief of 
Psychiatry at Mount Vernon Hospital.  
“What differentiates ACT from other 

mobile teams is that they are not crisis 
oriented and have the ability to work 
with consumers over long periods of 
time. ACT provides continuity to many 
consumers who have had none,” said 
Jennifer Schaffer, Ph.D., Commissioner 
of Westchester County Department of 
Community Mental Health. 
     Even though we are only in the first 
year of the addition of the ACT teams, 
program leaders say they are seeing 
some early successes.  Many consumers 
that staff have worked with over the 
years seem to be responding better to 
this newer model. One ACT team leader 
said, “I felt more frustrated in the past 
because the traditional non-mobile teams 
would not give me the tools I knew I 
needed to be of help.  ACT finally has 
created a model with movable walls. We 
are starting to see that this flexibility is 
more helpful for some in their recovery 
process.” 
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National Mental Health Association 
Washington, DC 
 

A  recent upsurge in people 
with mental illness seeking 
treatment in emergency de-
partments is taking a signifi-

cant toll on patient care and hospital 
resources nationwide, according to a 
new survey of emergency physicians 
conducted by the nation’s leading mental 
health organizations and the American 
College of Emergency Physicians.  Six 
in 10 emergency physicians surveyed 
report that the increase in psychiatric 
patients is negatively affecting access to 
emergency medical care for all patients, 
causing longer wait times, fueling pa-
tient frustration, limiting the availability 
of hospital staff, and decreasing the 
number of available emergency depart-
ment beds. 
     Two-thirds (67 percent) of emergency 
physicians attribute the recent escalation 
of psychiatric patients to state health 
care budget cutbacks and the decreasing 
number of psychiatric beds.  One in ten 
report there is nowhere else in the com-
munity where people with mental illness 
can receive treatment. Mental health 
leaders claim that without ongoing, com-
munity-based services, people may see 
their illnesses worsen and be forced to 
seek care in emergency departments. 
     The new survey by the American 
Psychiatric Association (APA), National 

Alliance for the Mentally Ill (NAMI), 
and National Mental Health Association 
(NMHA) is part of a larger campaign on 
the issue of access to treatment and ser-
vices for people with mental illness. 
     Seventy percent of emergency physi-
cians report an increase in people with 
mental illness “boarding,” which is when 
patients are admitted to the hospital and 
forced to wait in the emergency depart-
ment until inpatient beds are available in 

the hospital.  More than 80 percent re-
port that this practice of “boarding” 
negatively affects the care of emergency 
department patients. This agreement was 
almost universal (97 percent) among 
those who reported a rise in the 
“boarding” of psychiatric patients over 
the prior 6-12 months. 
     “Emergency department overcrowd-
ing is a growing and severe problem in 
the United States,” said Dr. J. Brian 
Hancock, President of ACEP.  “As dedi-
cated as emergency physicians and 
nurses are to caring for patients, we are 
reaching a breaking point where we may 
not have the resources or the surge ca-
pacity to respond effectively.  This af-
fects everyone’s access to lifesaving 
medical care.” 
     The report finds psychiatric patients 
board in hospital emergency departments 
more than twice as long as other pa-
tients.  And, emergency physicians say 
their staff spends more than twice as 
long looking for beds for psychiatric 
patients than for non-psychiatric pa-
tients. 
     “The findings underscore the serious 
consequences state budget cuts to pro-
grams like Medicaid are having not only 
to people with mental illness, but on 
anyone who may find themselves in an 
emergency department,” said James H. 
Scully, Jr., M.D., Medical Director, 
APA.  Medicaid is the single largest 
source of financing for mental health 

care in the U.S.  
     Other survey highlights include:  
• About 2/3 (67 percent) of the emer-

gency physicians in this sample re-
ported a decrease in the number of 
psychiatric beds in their region in 
the prior 6-12 months.  Those who 
reported such a decrease in beds 
were also more likely than those 
who did not to report an increase in 
the number of psychiatric patients 
“boarding” in their emergency de-
partments: 85 percent for those who 
reported decreased beds compared 
to 52 percent for those who did not.  

• More than 90 percent of survey re-
spondents say “boarding” people 
with mental illness reduces the 
availability of emergency staff, de-
creases the availability of beds in 
the emergency department (96 per-
cent), causes longer waits for pa-
tients in the waiting room (85 per-
cent), results in patient frustration 
(89 percent), and increases the num-
ber of times the hospital diverts am-
bulances to other hospitals (31 per-
cent). 

 
     “We caution states to think twice 
before slashing their Medicaid budgets. 
These budget cuts force people with 
mental illness to seek care in emergency 
 

see ER’s on page 45 

 
Dramatic Increase In People With Mental Illness Seeking Care At ER  

Emergency Physicians Cite State Health Care Budget Cuts At Root Of Problem 

 
One Year Later In New York State 

Westchester County’s Assertive Community Treatment Teams 
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Consortium For Citizens With Disabilities Criticizes Bush Section 8 Proposal 

By Michael M. Faenza 
President and CEO 
National Mental Health Association 
 
 

R ecent Senate Finance Commit-
tee hearing on strategies to im-
prove access to Medicaid home 
and community-based services 

present a valuable opportunity to spotlight 
the crisis in community-based care for indi-
viduals with mental illness.  The National 
Mental Health Association commends 
Senators Grassley and Baucus for spear-
heading this effort to improve access to 
needed community services for people with 
mental illness. 
     Currently, our mental health service 
delivery system is “in shambles,” according 
to the President’s New Freedom Commis-
sion on Mental Health.  In fact, the com-
mission stated in its recent report that “the 
nation must replace unnecessary institu-
tional care with efficient, effective commu-
nity services that people can count 
on.”  Yet, millions of people with mental 
illness fall through the cracks of our health 
care system largely because community-
based care is not accessible or available to 
them. 
     It is NMHA’s hope that our nation will 
prioritize mental health, commit additional 
resources and strengthen coordination 
among state and federal agencies in order to 
improve access to community-based mental 
health services. 
     As the single largest source of financing 
for mental health care in this country, 
Medicaid plays a crucial role as a safety net 
for millions of Americans with mental ill-

nesses.  However, a lack of resources and 
certain Medicaid policies have blocked 
those who need assistance the most from 
receiving care.  As a result, many people 
with serious mental illnesses wind up 
homeless or incarcerated in jails and pris-
ons.  Studies have indicated that an esti-
mated one-third of individuals who are 
homeless and 16 percent – some 284,000 
people – of those in our jails and prisons 
have a serious mental illness. 
     What’s more, the state of children’s 
mental health services, particularly commu-
nity-based services, is just as bleak, if not 
worse than that for adults.  Many children 
are placed in institutional settings – some-
times far from their families – even though 
they could be more effectively and effi-
ciently treated in the community while re-
maining at home. 
     The inaccessibility of children’s mental 
health services forces thousands of parents 
to relinquish custody of children with men-
tal disorders to the state each year so that 
they will become eligible for Medicaid and 
gain access to services through the child 
welfare system.  In fact, the General Ac-
counting Office found that in 2001, 12,700 
children in 19 states and 30 counties were 
placed in child welfare and juvenile justice 
systems solely to access mental health ser-
vices.  As horrible as this finding is, it 
grossly understates the problem since most 
states did not respond to the GAO’s survey. 
     Medicaid, a critical lifeline for millions 
of adults and children with mental illnesses, 
has been stretched too thin by intense finan-
cial difficulties in the states, resulting in 
cuts to Medicaid coverage.  NMHA calls 
on Congress to strengthen Medicaid cover-

age of community-based services by:     
• Allowing states to use Medicaid home 

and community-based care waivers to 
cover services for children who would 
otherwise be in psychiatric residential 
treatment centers. This provision is 
critical to reducing unnecessary insti-
tutionalization and improving access to 
community-based care for children 
with mental disorders.  The President 
included this provision in his New 
Freedom Initiative Demonstrations 
proposal.  

• Passing the Family Opportunity Act 
(S.622/H.R.1811), tirelessly champi-
oned by Sens. Grassley and Kennedy 
and Representative Pete Sessions, to 
enable more families to receive Medi-
caid coverage of children’s mental 
health services and prevent these chil-
dren from being taken from their 
homes when they need their families 
the most.   

• Improving, or at least preserving, ex-
isting community-based care by ex-
tending the state Medicaid relief legis-
lation and rejecting the cut to Medicaid 
included in the House budget resolu-
tion.  States continue to face extraordi-
nary budget shortfalls, and the fiscal 
relief Congress provided last year is 
set to expire in June.  This relief less-
ened the extent to which states have 
cut services for people with mental 
illnesses who rely on Medicaid.    

• Expanding access to services for adults 
with mental illness by consolidating 
the different “options” states must 

choose to provide comprehensive men-
tal health services into one option un-
der Medicaid.  States currently must 
piece together services through six 
different optional categories.  This 
change would lessen the fragmentation 
in mental health service delivery that 
the President’s mental health commis-
sion highlighted as one of the main 
barriers preventing people from ac-
cessing needed mental health care.  

• Asking states to credential consumer-
run mental health services for reim-
bursement under Medicaid.  These 
services provide much needed support 
to people with mental illnesses in the 
community, and the President’s com-
mission recommended these services 
as important sources of community-
based care.  

• Encouraging states to suspend, instead 
of terminate, Medicaid eligibility of 
those who are incarcerated for less 
than 12 consecutive months.  Most 
states terminate Medicaid eligibility 
anytime someone is incarcerated, even 
though this is not required.  As a re-
sult, when individuals with mental 
illness leave jail they are unable to 
access the care they need to stay 
healthy in their communities and are at 
risk of cycling back into mental health 
or justice facilities. 

 
     NMHA urges Sens. Grassley and Bau-
cus, and the entire Finance Committee, to 
build upon today’s hearing by swiftly ap-
proving legislation that incorporates these 
proposals to improve access to community-
based mental health services.  

 
Senate Finance Committee Hearings On Improving Community-based Services 

Technical Assistance Collaborative 
Boston Massachusetts 
 
 

T he Bush Administration’s FY 
2005 HUD Budget proposal 
calls for deep cuts in the Sec-
tion 8 Housing Choice 

Voucher program.  The budget also 
would radically alter the fundamental 
design of the program by converting it to 
a block grant administered by Public 
Housing Agencies (PHAs) for the bene-
fit of higher income households. The 
Consortium for Citizens with Disabilities 
Housing Task Force (CCD Housing 
Task Force) is strongly opposed to the 
Administrations budget proposal which 
would cut more than $1 billion from 
current funding levels.  We are also 
strongly opposed to the Administration’s 
ill-conceived proposal to convert the 
program to the Flexible Voucher Pro-
gram – a block-grant type approach 
which would eliminate many of the criti-
cal protections people with disabilities 

have under the current Section 8 pro-
gram.   
     The CCD Housing Task Force is a 
coalition of national disability organiza-
tions working to promote access to af-
fordable and accessible housing opportu-
nities and community supports for peo-
ple with disabilities.  People with dis-
abilities have the highest level unmet 
need for housing assistance of any group 
eligible for federally subsidized housing.  
In 2002, approximately 3.7 million non-
elderly people with disabilities relied 
solely on federal Supplemental Security 
Income (SSI) benefits worth $545 per 
month. Priced Out in 2002(published by 
the CCD Housing Task Force and the 
Technical Assistance Collaborative) 
found that SSI recipients on average 
would  need to pay 105 percent of their 
monthly SSI income to rent a modest 
one bedroom unit. The individuals 
whom we represent, many of whom de-
pend solely on SSI or other disability 
benefits, are current participants in the 
Section 8 Housing Choice Voucher pro-

gram or on Section 8 waiting lists. The 
Section 8 voucher program is central to  
their ability to have an opportunity to 
find affordable and accessible housing in 
the community. 
     Administration proposal would harm 
people with disabilities: The CCD Hous-
ing Task Force strongly believes that the 
Administration’s Flexible Voucher Pro-
gram proposal would significantly erode 
housing assistance for the poorest people 
with disabilities.  We believe this pro-
posal actually undermines stated Ad-
ministration disability policy goals de-
signed to promote community integra-
tion under the New Freedom Initiative 
and end chronic homelessness. 
     The Administration’s proposal would 
cause serious harm to people with dis-
abilities in the following ways: 
      Proposed reductions in funding of 
over $1 billion for FY 2005 would mean 
that at least 250,000 households, includ-
ing at least 50,000 households with dis-
abilities, would lose their Section 8 as-
sistance within the next year. 

     The Administration’s Flexible 
Voucher Program proposal would elimi-
nate targeting to the lowest income 
households. The federal targeting is a 
current Section 8 program requirement 
that has helped people with disabilities 
to live in the community.  The new pro-
gram could be used for households up to 
80 percent of median income and dedi-
cated exclusively to homeownership – 
closing the doors on many people with 
disabilities Under the Administration’s 
Flexible Voucher Program, people with 
disabilities could be required to pay 
much higher rents than they can af-
ford.  Current rules limiting tenant rents 
to 30-40 percent of income would be 
eliminated.  
     PHAs would be given incentives to 
assist higher income households, a pol-
icy that would result in fewer people 
with disabilities receiving vouchers. 
PHAs could establish time limits on 
voucher holders. When a person’s  
 

see Consortium on page 26                
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Phone: (631) 465-2406  

Fax: (631) 249-2029  
e-mail: stuart.prince@rbc.com   

RBC Mortgage (Royal Bank of Canada) A Direct Lender 
445 Broadhollow Road, Suite 319  

Melville, NY 11747  
www.rbcmortgage.com 
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In The News...At The Office Of Mental Health News 

 
Mental Health News Receives $20,000 Grant From United Way Of New York City 

To Further Vital Mission Of Providing Essential Mental Health Education To The Community 
Staff Writer 
Mental Health News 
 
 

T he United Way of New York 
City has awarded a $20,000 
grant to Mental Health News 
Education, Inc., the non-profit 

organization that publishes Mental 
Health News.  The grant represents the 
largest award received to date for the 
young and rapidly growing organization, 
and is a continuance of the support 
which the United Way of New York City 
has provided to Mental Health News  
Education, Inc. over the past two years. 
     According to Alan B. Siskind, Ph.D., 
Chairman of the Board of Mental Health 
News Education, Inc., “the United Way of 
New York City has recognized our vital 
educational mission, and we are extremely 
grateful to the United Way for its generos-
ity and vision in bestowing this grant.” 

     Lilliam Barrios-Paoli, Senior Vice 
President of the United Way of New 
York City, stated: “We were first intro-
duced to Mental Health News two years 
ago and quickly realized that this was an 
emerging young organization that was 
providing essential mental health educa-
tion to the community.  We enrolled 
Mental Health News in our Management 
Assistance Program (MAP), which helps 
to foster the capacity and future develop-
ment of young and promising organiza-
tions.   This year Mental Health News is 
continuing to benefit from our guidance 
in the MAP Program and we felt that by 
providing this leadership grant, other 
funders from the foundation and corpo-
rate sector will join us in support of 
Mental Health News.” 
     “With the birth of Mental Health 
News only a few short years ago, we are 
seeing a wonderful and innovative trans-
formation in the way we are now able to 

deliver mental health education to the 
community,” stated Siskind, who further 
commented: “In my 40 years in the men-
tal health field, Mental Health News is 
the first publication to provide substan-
tive, topical, diverse information for 
practitioners, consumers, funders, policy 
makers, and the interested community.  
The contributions have been non-
politicized and of high quality, which 
focus on the highly complex nature of 
the mental health issues that we all strug-
gle with at one time or another.  This is a 
most unique and important achieve-
ment.” 
     Mental Health News reaches over 
70,000 individuals and families affected 
by mental illness in the tri-state region of 
New York. 

Dr. Alan B. Siskind 

 
Westchester Committee Meets To Help Launch “Salud Mental” 

A New Mental Health News Publication That Will Reach Out To The Latino Community 
Staff Writer 
Mental Health News 
 
 

W hat happens when you 
combine a great idea with 
a wonderful group of key 
community leaders? In 

this case, it’s the launching of a new 
bilingual publication by Mental Health 
News called Salud Mental . 
     Recently, representatives of the West-
chester mental health, Latino, and legis-
lative community got together to help 
guide the development of Salud Mental.  
Prior to the Westchester committee 
meeting, a meeting was held for the New 
York City committee for Salud Mental.  
Both committees will work to further the 
launching of a new bilingual mental 
health newspaper designed to reach out 
to the Latino communities of both Metro 
New York City and Westchester County, 
New York. 
     Members of the Westchester Com-
mittee (still in formation) include: David 
Aquije, a seasoned editor of Latino pub-
lications; Robin Bikkal, Esq, Chair of 
the Hispanic Advisory Board of West-
chester County; Debra Del Toro-Phillips, 
CSW, Director of the MHA of West-
chester’s Caminando Juntos Program; 
Gladys Perez DiVito, Hispanic Outreach 
Coordinator for NAMI Westchester; 
Ximena Francella, an advocate for the 
Latino community; Lee Guich, ACSW, 
Director of Latino Services at The Guid-
ance Center of New Rochelle; Beth Hof-
stetter, representing NY State Senator 
Suzi Oppenheimer; Jacqueline Lacor, 

CSW, of The Guidance Center; Leo Lei-
derman, Psy.D., Director of Latino 
Treatment Services at the Saint Vincent 
Catholic Medical Center; Blanca P. Lo-
pez, Assistant Director of Housing at 
Human Development Services of West-
chester; Martha Lopez, Program Admin-
istrator for Hispanic Affairs for West-
chester County; Congresswoman Nita 
Lowey; Senator Suzi Oppenheimer and 
Jennifer Schaffer Ph.D., Commissioner 
of the Westchester Department of Com-
munity Mental Health. 

     According to Dr. Leo Leiderman, 
“Hispanics are the nation’s youngest and 
fastest growing population, who unfortu-
nately underutilize and drop out of men-
tal health and substance abuse services 
more than any other population with 
equivalent socioeconomic problems.  
Our hope is that Salud Mental will bring 
vital mental health education to Latino 
consumers and unite Latino service pro-
viders and clinicians to the cause of pro-
viding more information about their vital 
Latino programs.” 

     Mental Health News will pilot the 
new publication in the five boroughs of 
NY City, and Westchester County, with 
future plans to distribute Salud Mental  
to more and more communities. 
     According to Ira H. Minot, CSW, 
Founder and President of Mental Health 
News Education, Inc. “We are very ex-
cited about reaching out to the Latino 
community with our educational mis-
sion, and our hope is that every sector of 
the community will pitch in and help us 
make this a tremendous success.” He 
further commented, “Funding for this 
project will be critical to its success and 
much of our initial efforts will be to 
identify individual donors, foundations, 
and corporate sponsors to help us bring 
this vital publication to the community.” 
     Plans are already underway to launch 
the premier issue sometime in early win-
ter.  But first, letters and e-mails will 
need to go out announcing the project 
and enlisting support. Latino mental 
health, substance abuse and human ser-
vice organizations will be invited to par-
ticipate by writing articles about their 
programs and to sponsor low-cost ads to 
direct consumers to their services. 
     Both NYC and Westchester commit-
tees ask your help in building a database 
of service providers that we can reach 
out to.   
     Please help us spread the word about 
Salud Mental, and call the Mental 
Health News office with names of people 
who you think should be contacted.  
Please call us at (914) 948-6699 or e-
mail us at mhnmail@aol.com.  Your 
help is deeply appreciated. 

(first row l to r) Beth Hofstetter, Blanca Lopez, Ximena Francella, Martha Lopez 
(rear l to r) Dr. Leo Leiderman, David Aquije, Ira Minot, Jacqueline Lacor,  

Gladys Perez DiVito, Dr. Jennifer Schaffer, Debra Del Toro-Phillips 
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We All Experience Difficulties 
...and Needing Help is Not a Sign of Weakness 
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See page 54 for a subscription mail-in form  
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In The News...At The Office Of Mental Health News 

 
Mental Health News Is Now Reaching 

4,500 NYSPA Members Throughout NYS 
Staff Writer 
Mental Health News 
 
 

T hanks to the efforts of New 
York State Psychiatric Asso-
ciation (NYSPA) President, 
Barry B. Perlman, M.D., cop-

ies of Mental Health News are now be-
ing sent to over 4,500 psychiatrists 
throughout New York State. 
     According to Dr. Perlman, “NYSPA 
recognizes Mental Health News as a 
wonderfully useful publication which 
brings a unique perspective to the deliv-
ery of mental health education. No other 
publication has managed to combine 
clinical information, advocacy and re-
sources in one easy-to-read format.  We 
hope our members find this to be a pub-
lication that broadens their perspectives 
on psychiatry and hope that they will 
bring it to the attention of their patients.”  
     Last year, NYSPA presented its pres-
tigious Warren Williams Award to Men-
tal Health News Founder Ira H. Minot.  
According to Minot, “We are delighted 
to have this opportunity to reach out to  
NYSPA members throughout New York 
State.  It is important to have our broad-
based perspective on mental health re-

covery and education reach the physi-
cians that are treating people with men-
tal illness.  These are also the doctors 
that are heading programs, clinics and 
psychiatric hospitals throughout our 
readership.  This represents an important 
and vital link for us.” 

 
Anne G. Katz Joins 

Mental Health News Board Of Directors 
Staff Writer 
Mental Health News 
 
 

M ental Health News is very 
pleased to announce the 
recent appointment of 
Anne G. Katz to the Board 

of Directors.  Anne grew up in New 
Rochelle, New York and attended the 
University of Arizona where she re-
ceived her Bachelors Degree in Psychol-
ogy and Sociology in 1974. 
     Her professional career has been in 
banking for over twenty-five years.  For 
many years she worked for Citibank in 
their Branch Banking and Private Bank-
ing Division.  Currently, Ann is a Vice 
President and Branch Manager at North 
Fork Bank at the bank’s new branch 
located at 420 Lexington Avenue in 
Manhattan. 
     A civic-minded woman, Anne has 
always found time to volunteer and raise 
funds for such groups as the March of 
Dimes, and served on the Women’s 
Business and Professional Division of 
the Jewish Federation of Greater Mon-
mouth County, New Jersey. 
     “I have followed the growth and de-
velopment of Mental Health News since 

its inception in 1999, reports Katz, and  
upon my recent return to Westchester 
my first priority was to volunteer my 
services to the Board of Directors.”  
Anne will serve as Board Treasurer. 
     In her spare time, Anne enjoys gar-
dening, golf, scuba diving and cooking. 

Anne G. Katz 

 
Dear Members of the Latino Mental Health & Human Service Community: 

Mental Health News is Launching an Exciting new Bilingual Mental Health Publication. 
We Are Building our Mailing List of Latino Organizations and Clinical Providers. 

Please Contact Us Today to Express Your Interest in Participating 
(914) 948-6699 or e-mail to: mhnmail@aol.com 
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By Michael B. Friedman, CSW 

 
 

I  first became aware of the need 
for housing for people with 
serious mental illness in the 
early 1970s.  It was the height 

of deinstitutionalization in New 
York State.  (From 1968 to 1973 the 
population of state hospitals dropped 
from 80,000 to 40,000).  I worked at 
a psychiatric rehabilitation center on 
the Upper West Side of Manhattan, 
one of the very few in New York 
State at the time.  The people who 
came to our program lived in single 
room occupancy hotels (SRO’s), 
which were a major source of hous-
ing for very poor people.  All of 
them were squalid places, and many 
of them were exceedingly danger-
ous.  Muggings were a daily fact of 
life.  Murders took place from time 
to time.  They were dreadful places 
for people with mental illness to 
live.  In truth, they were dreadful for 
anyone.  I learned, however, that our 
clients preferred to live in them than 
in the state hospitals of the time, 
which they found even more danger-
ous, and at least equally squalid.  I 
also learned that a huge number of 
patients were discharged to their 
families and that many were sent to 
adult homes, which often were as 

terrible then as many are now. 
     New York State’s decision in the 
late 1970s to initiate a major housing 
program for people with serious 
mental illnesses brought a great deal 
of hope to all of us who were trying 
to help people who would have lived 
in state hospitals in another era to 
live decently in the community in-
stead. 
     The new housing program was 
quite successful.  It is and should be 
a matter of pride to New York State 
that roughly 25,000 housing units 
have been created since 1978.  
We’ve come a long way. 
     But there is still a vast unmet 
need, and people with serious mental 
illnesses should not have to wait an-
other quarter century or longer to get 
the job to get done. 
     It is time for the Legislature and 
the governor to declare the next ten 
years The Decade of Housing Re-
form and to make a commitment to 
meet the housing needs of people 
with serious mental illness by 2015. 
     Many of us estimate that there is 
a need for at least 35,000 units of 
housing for people with serious 
mental illness in New York State 
and that the need could run as high 
as 70,000. 
     Unfortunately, it is impossible to 
project this housing need with any 
precision because New York State 
has not done an assessment of hous-
ing needs for people with serious 
mental illness since 1993. 
     At that time, the New York State 
Office of Mental Health (OMH) ac-
knowledged a housing shortage of 
20,000 community-based housing 
units statewide.  Since then, the state 
has established about 9,000 addi-
tional units for adults with mental 
illness—a shortfall of approximately 
11,000 units. 
     That estimate, however, did not 
take into account a number of factors 
that have become clear over the past 
decade, including the growth of 
homelessness, the abysmal condi-
tions of adult homes, the inappropri-
ate use of nursing homes, the num-
ber of people with mental illness in 

jails and prisons, the number of 
young adults with serious emotional 
disturbances discharged from foster 
care without adequate housing, the 
number of housing dislocations that  
take place due to the death of family 
members who provide housing, the 
large number of people with serious 
mental illness inappropriately living 
with their older parents, and the im-
pact of population growth. 
     When all of these factors are 
taken into account, it becomes clear 
that OMH’s 1993 estimate is way 
out of date. 
     Surely, New York State should 
try to meet this need as rapidly as 
possible, so that the current genera-
tion of people with serious mental 
illness who need housing can get it 
before they die. 
     What are the chances?  Well, 
OMH now plans to develop about 
5,000 additional adult units, a short-
fall of at least 30,000, and perhaps as 
many as 65,000, units of commu-
nity-based housing.  At the rate of 
housing development over the past 
quarter century (about 1,000 new 
units per year), it could take well 
over another half century to meet the 
current need. 
     Isn’t it obvious that the pace of 
housing development must be vastly 
increased? 
     In addition, the failure of funding 
to keep pace with inflation over the 
past decade has resulted in two very 
serious problems.  First, when mar-
ket rents are no longer affordable—a 
growing problem both in the NYC 
metropolitan area and in many up-
state communities—people’s hous-
ing is jeopardized.  Second, inade-
quate compensation has resulted in 
rapid staff turnover and high staff 
vacancy rates.   
     I believe that a disaster is just 
waiting to happen—and the gover-
nor apparently agrees, since he did 
propose an infusion of $9 million in 
this year’s budget for community 
residences (CRs).  Unfortunately, it 
is not nearly enough for the CRs, 
and it cannot be used for “supported 
housing”—the most common type of 

community-based housing in New 
York State. 
     As I have said, I believe it is time 
for New York State to commit to a 
Decade of Housing Reform and to 
meet the housing needs of people 
with serious mental illness by 2015.  
Specifically, that will require that 
OMH conduct a systematic-needs 
assessment and issue a multi-year 
plan with specifics about how many, 
where, and when.  This should be 
done through a broad-based planning 
process with oversight by an inde-
pendent advisory committee.  The 
plan should reflect a fundamental 
change of policy regarding the use of 
adult and nursing homes.  In addi-
tion, because of problems develop-
ing housing sites, the state should 
enact a Mental Health Property Re-
investment Act, giving priority in the 
use of state psychiatric center prop-
erty to provide community housing.   
     New York State also needs to 
take steps to protect and preserve 
existing housing programs by pro-
viding an infusion of funding for 
both community residences and sup-
ported housing far beyond the $9 
million that the governor has pro-
posed, and by establishing an annual 
“trend” factor (i.e., an automatic 
cost-of-living adjustment) to prevent 
further erosion and a reoccurrence of 
the crisis that we now face. 
     I think back over the past 30 
years with a great deal of satisfaction 
about what has been accomplished.  
But I find it sad to think that people 
with serious mental illness will have 
to wait another 25 years or more to 
get the housing they deserve.  The 
time has come for New York State 
to finish the job it began a quarter 
century ago.  
 
 
      Michael B. Friedman, CSW is 
The Director of The Center for Pol-
icy and Advocacy of The Mental 
Health Associations of New York 
City and Westchester.  The opinions 
in this article are his own and do not 
necessarily reflect the positions of 
The Mental Health Associations. 

Michael B. Friedman 
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Psychiatry Endorses 
Prejudice 

 
By Joshua Koerner 

 
 

A  physician shall respect the 
law and also recognize a 
responsibility to seek 
changes in those require-

ments which are contrary to the best 
interests of the patient.”   That’s from the 
Principles of Medical Ethics of the 
American Medical Association.  It is a 
principle that psychiatry honors only in 
the breach.   
     Prejudice becomes deeply rooted 
when institutions and systems that 
should protect us from prejudice instead 
embrace it.  The Supreme Court once 
ruled that segregation was constitutional.  
Politicians who pander to the lowest 
common denominator and our basest 
fears enact laws that disregard the Bill of 
Rights.  Mental hygiene laws that con-
done the forced treatment of persons 
diagnosed with mental illness ignore the 
Fifth Amendment, which states, “No 
person shall be deprived of life, liberty, 
or property, without due process of law.”  
Forced treatment, involuntary commit-
ment, the things that happen on locked 
psychiatric units, are fundamental viola-
tions of due process.  Due process isn’t 
even a consideration.   
     But there’s greater damage done than 
that which the individual suffers.  The 
community knows that some politicians 

are craven meretricious hacks who fol-
low the winds of public opinion.  And 
the press, whose often distorted portrayal 
of mental illness certainly contributes to 
fear and prejudice, is itself viewed with 
deep suspicion.  But doctors still hold 
some position of esteem in this country.  
When doctors endorse and participate in 
forced treatment they send out a clear 
message: the mentally ill are so danger-
ous that they don’t deserve the same 
basic protections the rest of America 
enjoys.  Mental patients are sub-citizens.   
     It isn’t what the mental health system 
tells itself, of course.  They justify forced 
treatment by saying it saves lives.  But 
couldn’t we save millions of lives if we 
involuntarily treated the obese, smokers, 
diabetics who don’t watch their blood 
sugar, and everyone else whose health 
was at risk because they won’t seek 
treatment on their own?  And couldn’t 
we catch many more criminals if we 
ignored the Bill of Rights?  If we didn’t 
need search warrants or due process of 
law we could arrest many more guilty 
people.  
     But for most Americans the rights are 
more important than lives saved.  
There’s even the well-known expression 
that “better ten guilty go free than one 
innocent convicted.”  For people with 
mental illness, that gets turned on its 
head: you get locked up first and then 
have to prove yourself sane to get out.  
The mental health system, by failing to 
protest these laws, gives its approval to 
them and becomes an enforcement arm 
of discrimination.  If the doctors believe 
it, it must be true.   

     I don’t know of a single mental health 
practitioner who doesn’t decry prejudice 
and discrimination against people with a 
diagnosis.  Yet hospitals and hospital 
administrators and psychiatrists continue 
to take advantage of these cruel and dis-
criminatory laws.  To do so is an en-
dorsement of cruelty and discrimination.   
     Even silence in the face of these laws 
is an endorsement.  I have seen doctors 
use their positions of influence in society 
to literally march in the street.  I’ve seen 
hospital emergency rooms and trauma 
centers closed for a day in support of a 
principle.  That principle was lower in-
surance rates for doctors.  For that they 
will storm the Capitol.  For us they say 
nothing.   
     Psychiatry has been used as a tool of 
social oppression as far back as the 
founding of the Republic.  The seal of 
the American Psychiatric Association is 
a portrait of Benjamin Rush, one of the 
signers of the Declaration of Independ-
ence.  “Terror,” he wrote, “acts power-
fully upon the body, through the medium 
of the mind, and should be employed in 
the cure of madness.” 
     Psychiatry becomes an enforcer of 
social norms when we give it the power 
of forced treatment because it defines 
pathology as a belief in something out-
side the social norm.  Consider this state-
ment from the American Psychiatric 
Association, issued September 2003: 
     “In the absence of one or more bio-
logical markers for mental disorders, 
these conditions are defined by a variety 
of concepts.  These include the distress 
experienced and reported by the person 

who has the mental disorder; the level of 
disability associated with a particular 
condition; patterns of behavior; and sta-
tistical deviation from population-based 
norms for cognitive processes, mood 
regulation, or other indices of thought, 
emotion and behavior.”  
     In other words, mental illness is what 
we say it is.  Ever hear of drapetomania?  
It isn’t diagnosed much any more.  It’s 
“an irrestrainable propensity to run 
away,” a psychotic disorder to which 
slaves were prone.  The treatment was 
amputation of the toes.  If you think 
that’s ancient history, homosexuality 
wasn’t removed from the Diagnostic and 
Statistical Manual of Mental Disorders 
until 1974, and “ego-dystonic homo-
sexuality” (in other words, being in the 
closet) wasn’t removed until 1986.   
     If we send the modern criteria of 
mental illness – “distress”, “deviation 
from social norms” – back to the 18th 
century, the urge of slaves to run away 
still fits. However, the “population-
based” norms did change – slavery is no 
longer an acceptable behavior, and so the 
diagnosis vanished.  What is so horribly 
ironic is that forced treatment itself is 
still the acceptable social norm; thus, 
when we—the psychiatrically labeled— 
object, our objection to treatment be-
comes itself evidence of illness.   
     Psychiatry, rather than taking a lead-
ership role in combating prejudice, gives 
its medical imprimatur to hatred.  Then 
again, perhaps we should consider our-
selves fortunate that they aren’t cutting 
off our toes to ensure our compliance 
with treatment.  
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H ousing for New Yorkers with 
psychiatric disabilities con-
tinues to be at the very top of 
the NAMI-New York State 

advocacy agenda. We are doing all 
within our power to press for the con-
struction of more housing units – sup-
ported housing, supportive housing, and 
community residences. The problem is, 
is anyone listening? In the second year in 
a row with multi-billion dollar state 
budget deficits, what more excuses does 
the state need to do nothing more than 
token actions with regard to this plight of 
some of the neediest and most vulner-
able New Yorkers? 
   Well, we are mad as hell and won’t 
take it any more. Yes, the state is to be 
commended for building nearly 30,000 
housing beds for persons with mental 
illness, and yes, that is probably more 
than any other state, and yes, New York 
spends more than any other state on 
mental health, blah, blah, blah. Lest 
shoulders be dislocated patting oneself 
on the back, let’s get real. Despite all of 
the good works and housing that has 
been created, and that is true, there re-
mains a staggering unmet need for more. 
Estimates vary from advocacy group to 
advocacy group – NAMI-NYS believes 
that we need between 40,000 and 70,000 
new housing units, an admittedly wide 
range. But consensus is rapidly building 
on a number not too far from that. 
     The New York Campaign for Mental 
Health Housing Reform, an advocacy 
effort begun about a year ago, appears to 
be emerging as the preferred vehicle of 
choice for leading the charge for more 
and better mental health housing in the 
state. NAMI-NYS has been an active 
participant in this group from the start. 
This group’s consensus is that at least 
35,000 are needed over time, a number 
that can easily be substantiated. And that 

is exactly what the campaign is doing – 
substantiating and advancing the case for 
putting that number of beds into the de-
velopment pipeline over a number of 
years. Nobody believes that this can be 
done overnight. But we all believe that 
we must start, and start now. Sadly, the 
Section 5.07 Plan recently issued by the 
Office of Mental Health has no numbers, 
dates or financial commitment in the 
housing section for what they are going 
to do in the future. What kind of a plan 
has no numbers, dollars, or timetable? 
But to their credit, and under Commis-
sioner Carpinello’s leadership, the plan 
document contains a lot more popula-
tion-based data than it used to, and if that 
is a step towards true, needs-based plan-
ning, then it is most definitely a step in 
the right direction. 
     I quote from the campaign’s case 
statement: 
     “History: New York State has long 
been a pioneer in the area of mental 
health.  The nation’s first community 
mental health legislation was enacted 
here in the mid-1950s.  Many of the psy-
chotropic drugs that help persons with 
mental illness recover and remain stable 
were developed and tested here.  And 
New York was one of the first states to 
acknowledge its responsibility to house 
people with mental illness by investing 
in groundbreaking mental health housing 
development initiatives. 
     Nevertheless, New York’s commit-
ment to house people with mental illness 
came more than a decade after the most 
aggressive phase of deinstitutionaliza-
tion.  Subsequent development has never 
kept pace with the need.  In 1955, New 
York’s psychiatric center system had 
over 93,000 inpatient beds. By 1978, it 
had been reduced to about 27,000 beds.  
Today it has 4,200. Yet during this pe-
riod, only 23,731 units of community-
based housing for adults with mental 
illness were created.  
     In 1994, the New York State Office 
of Mental Health Comprehensive Plan 
acknowledged the housing shortfall, 
reporting the need to create 
20,000  additional community-based 
mental health housing units statewide. 
Since then, the state and localities have 
created 10,000 units of housing.  But the 
1994 Plan underestimated the need for 
alternative housing for many people with 
serious mental illness, as it did not spe-
cifically address the mental health hous-
ing needs of those residing in adult 
homes, living with aging parents, incar-
cerated in jails and prisons, or aging out 
of the foster care system.  Further, the 
state’s assessment did not project 
changes in need due to population 
growth over the next decade. According 
to the Census Bureau, the adult popula-
tion will increase by over 698,000 from 
2005 to 2015. Approximately 1.5% of 
these people will meet the criteria for 
serious and persistent mental illness and 

many of these people will need housing. 
The estimate also assumed that there 
would be 2,000 more people in state 
psychiatric centers than are now there. 
Most importantly, it did not anticipate 
the growing severity of the shortage of 
all low-income housing in New York 
today, a shortage that has resulted in 
growing homelessness among many vul-
nerable populations.  
     The Problem Today: Despite over 
23,000 units of specialized housing 
available to adults with mental illness in 
New York State,  there remains an enor-
mous unmet need.  Existing housing 
stock ranges from large, licensed congre-
gate housing models that offer 24-hour 
clinical care to smaller, licensed scat-
tered-site apartments that offer Medi-
caid-reimbursable rehabilitation services.  
It also includes a number of supported 
housing models that offer case manage-
ment and supportive services in scat-
tered-site apartments or single resi-
dences.  The vast majority of these hous-
ing units are operated by voluntary, non-
profit organizations.  Just under half of 
the  units  are  in  New  York  City, 
many of them created under the cele-
brated city-state development collabora-
tion, the New York-New York Agree-
ment to House Homeless Mentally Ill 
Individuals. 
     All of the different models of mental 
health housing are in great demand, with 
vacancy rates of less than 2%. People 
with mental illness are often forced to 
wait years in expensive and inappropri-
ate institutions, prisons, homeless shel-
ters and other emergency settings before 
they gain entry into the housing.  They 
are more likely to be locked out of the 
housing market and forced to live in 
sometimes grossly inappropriate set-
tings.  
     The Need: The New York State Cam-
paign for Mental Health Housing Re-
form has used existing data to establish 
preliminary estimates of the total hous-
ing need for people with mental illness 
in New York:    
• More than 12,000 people with psy-

chiatric disabilities are homeless 
statewide.  

• An estimated 12,00 people with 
psychiatric disabilities reside in 
adult homes, mostly underfunded, 
overly large, for-profit facilities ill-
equipped to offer rehabilitative ser-
vices.  A governor’s workgroup has 
estimated that approximately 6,000 
current adult home residents should 
be placed into alternative housing.  

• Approximately 21,300 individuals 
in New York State prisons and jails, 
or 15% of all inmates, have serious 
and persistent mental illness. At 
least 9,000 people with psychiatric 
disabilities are released annually 
from New York jails and prisons 

without adequate housing or support 
services.  

• Some 7,000 individuals live with 
aging parents and other ultimately 
untenable living situations.  

• An additional 1,500 individuals with 
mental illness transition out of the 
foster care system to homelessness 
each year.  

• Further, many individuals are esti-
mated to live in housing that does 
not meet their needs, or does not 
allow them to achieve higher levels 
of independence.    

     Taking into account overlaps in these 
populations, the campaign estimates that 
New York State must create at least 
35,000 units of housing over the next ten 
years. 
 
     The Solution: The New York State 
Campaign for Mental Health Housing 
Reform will be a broad-based, time-
limited campaign with four related ob-
jectives:   
• The development of at least 35,000 

new units of various models of men-
tal health housing in New York 
State over the next ten years, includ-
ing the establishment of a third NY-
NY Agreement to House Homeless 
Mentally-Ill Individuals.  

• The preservation of approximately 
20,000 units of housing currently 
available to people with mental ill-
ness in New York State – including 
supportive and licensed housing and 
well-run adult homes – by reform-
ing oversight functions, investing in 
rehabilitation of the housing stock, 
and ensuring adequate funding for 
services and operations.  

• The establishment of a statewide 
mental health housing waiting list, 
identifying those New Yorkers with 
psychiatric disabilities who have 
applied for but have not received 
supported, supportive, supervised or 
congregate housing.   

•  The creation of a comprehensive 
mental health housing plan.  Devel-
oped in collaboration with stake-
holders and local communities, the 
plan should include: a realistic as-
sessment of the numbers of units 
needed; the design of state-of-the-art 
housing models; credible financing 
strategies for capital, operating, and 
service costs; as well as explicit 
milestones for implementation.   

     NAMI-NYS is proud to be a part of 
this coalition fighting for housing for 
New Yorkers with mental illness. We 
join with the dozens of other organiza-
tions in this effort to return New York 
State to its rightful role of pioneer in the 
area of mental health. 

J. David Seay, J.D. 



 

 

 The NYSPA Report 

Nada Stotland, MD, MPH, Secretary 
American Psychiatric Association 
 
 

M en and women may be 
equal, but we’re not 
identical. When it 
comes to mental 

health diagnosis and treatment, we 
have to take gender into account.  
There are psychiatric conditions, like 
premenstrual syndrome and postpar-
tum depression, only women experi-
ence.  There are psychiatric medica-
tions that interact with birth control 
pills (ask your doctor if this might 
affect you.)  There are stresses and 
strains related to women’s responsi-
bilities to our families and our role in 
society.  The American Psychiatric 
Association has paid attention to im-
portant gender differences in its re-
search, its publications, its advocacy, 
and its activities, many of which 
have been championed and shared by 
the New York State Psychiatric As-
sociation. American Psychiatric Pub-
lishing, Inc., the largest psychiatric 
publisher in the world, has published 
a wide range of books on gender is-
sues. You can find them at 
www.appi.org. 
     Here is a taste of the latest discov-
eries.  Some of the newer antidepres-
sant medications, when taken for a 
week before menstruation, can re-
lieve the symptoms of women who 
have severe symptoms of depression 
limited to that ‘time of the month.’  
Postpartum psychiatric illnesses have 
received a lot of publicity lately be-
cause of some terrible tragedies in 
which mothers killed their children.  
We have to distinguish between 
‘baby blues,’ postpartum depression, 
and postpartum psychosis.  ‘Baby 
blues’ are emotional highs and lows 
experienced by most women within a 
few days after they give birth.  This 
condition may have gotten its name 
from the fact that women cry easily 
during this time, but they are not 
necessarily unhappy; they just feel 
things very deeply.  This state goes 
away on its own and is nothing to 
worry about. 
     About 10% of women have clini-
cal depression within six to twelve 
months after they deliver; many of 

these cases begin during pregnancy, 
but are not identified by the woman, 
her family, or the obstetrician.  Post-
partum depression can be very suc-
cessfully treated with psychotherapy 
and/or antidepressant medication.  
We now have considerable evidence 
about the use of medication by preg-
nant women and nursing mothers.  
Some medications appear to pose 
little risk.  It’s important to remem-
ber that untreated depression poses 
risks for the mother, baby, and fam-
ily, and to make an informed deci-
sion in consultation with a psychia-
trist.  Postpartum depression tends to 
recur in subsequent pregnancies.  
Although we can’t prevent it, we can 
be prepared to begin treatment the 
moment symptoms appear. 
     Postpartum psychosis is a rare 
disease, occurring in fewer than 1% 
of new mothers, but it is a medical 
emergency.  It begins within a few 
days after birth.  The mother be-
comes agitated and confused, with 
delusions and hallucinations.  She 
must have an immediate psychiatric 
evaluation for her own safety and 
that of her baby. 
     Women with schizophrenia and 
other severe psychiatric disorders are 
now as likely to have children as 
those in the general population.  Car-
ing for children while coping with a 
psychiatric illness is a challenge, but 
one that can often be met with ade-
quate social support.  When we plan 
psychiatric services, for example, we 
have to remember that child care re-
sponsibilities may make it difficult 
for women to get to appointments. 
     Sometimes you read that it is 
women’s roles in the workplace that 
cause women’s psychiatric problems.  
The evidence shows that having mul-
tiple roles is good for one’s mental 
health - as long as those roles are 
supported. Having to work at a mini-
mum wage job to support a family, 
without health insurance or reliable 
child care, does increase the risk of 
depression.  Then having depression 
makes it more difficult to fulfill 
those responsibilities, not to mention 
having the energy and ingenuity to 
better one’s position. 
     Women constitute just a bit over 
half of the new medical students in 

the United States, changing the face 
and, to some degree, the focus, of 
medicine. Women psychiatrists, 
along with men, have taken leader-
ship roles in raising and exploring 
questions about gender differences.  
Women psychiatrists also face those 
universal challenges of integrating 
their family and professional lives.  
The APA supports the professional 
development of our women members 
with a Committee on Women, a 
Women’s Caucus, a Women’s Men-
toring Program, a Women’s Activity 
Center at our annual scientific meet-
ing (the largest psychiatric meeting 
in the world was held in New York 
City this year), and a designated 
staffer in the national office.  Many 
of our district branches, throughout 
New York and the rest of the coun-
try, sponsor Committees on Women 
of their own, dedicated to the well-
being of women patients and women 

psychiatrists. A newly appointed task 
force is studying the relationships 
between gender and psychiatric diag-
noses. The APA’s very first woman 
president took office only fifteen 
years ago. We now have our fifth 
woman president, Dr. Michelle Riba.  
All the members of the APA and 
NYSPA are there to serve those who 
suffer from mental illnesses, men 
and women alike. 
     I would like to take this opportu-
nity to congratulate the publisher on 
this excellent newspaper, which I 
have enjoyed for some time, and to 
thank NYSPA and NYSPA’s Presi-
dent, Dr. Barry Perlman, for allow-
ing me to participate. 
 
     Dr. Nada Stotland is Editor, with 
Dr. Donna Stewart, of Psychological 
Aspects of Women’s Health Care, 
published by American Psychiatric 
Publishing, Inc., Washington, DC. 
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By Meggan Christman, 
Policy Advocate and Liaison to the 
Coalition's Committee on  
Co-occurring Disorders 
 
 

P erceiving the individual, wholly 
and uniquely.  Individuals with 
Co-occurring Psychiatric and 
Addictive Disorders have been 

referred to by many labels and acro-
nyms: CAMI; MICA; Double Trouble; 
Dual Diagnosis; Dual Disorders; and 
Dual Recovery, to name a few.  We now 
know that none of these labels is quite 
accurate or sufficient.  Individuals with 
co-occurring disorders often cross multi-
ple service sectors, including the crimi-
nal justice system, the shelter system, the 
domestic violence system, the foster care 
system, and the public hospital system, 
to name a few.  I am reminded of the 
parable about the blind men and the ele-
phant.  Each is given a different part of 
the elephant and asked to describe what 
kind of thing an elephant is.  Each man 
gives a completely different description 
based on the part of the elephant they 
have been exposed to, whether the tail or 
the trunk or the legs or the ears, etc.  
Eventually, the dispute about the nature 
of the elephant comes to blows. 
     The rule, not the exception.  Origi-
nally, it was thought that individuals 
with co-occurring psychiatric and addic-
tive disorders were a minority, a small 
portion of individuals on each side of the 
proverbial fence that divided the mental 
health and substance abuse fields.  How-
ever, according to the 1999 Surgeon 
General’s Report, “Forty-one to 65 per-
cent of individuals with a lifetime sub-
stance abuse disorder also have a life-
time history of at least one mental disor-
der, and about 51 percent of those with 
one or more lifetime mental disorders 
also have a lifetime history of at least 
one substance abuse disorder” (U.S. 
DHHS, 1999). 
     Barriers to service.  The primary bar-
riers to service can be broken down into 
three categories: 1) Systemic: There is 
not a single locus of responsibility.  Ser-
vices are fragmented.  The separate bu-
reaucracies, funding streams, and regula-
tions for mental health and substance 
abuse often put the sectors in the posi-
tion of competing for the same funding.  
2) Provider level: Differing ideologies of 
treatment between the two sectors raise 
complications in treating both disorders 
simultaneously. There is an  insufficient 
amount of cross-training available for 
clinicians to increase competencies in 
both disorders. 3) Consumer level: These 
individuals often require the most expen-
sive and intensive services with the high-
est rates of relapse.  Mental illnesses 
mask substance abuse issues and vice 
versa.  There is a double stigma sur-
rounding these individuals. 
     Recovery, hope and solutions. We 
have begun identifying the solutions, 
best-practices and how to collaborate to 

implement both.  The hope for recovery 
is an ever-increasing reality.  Providers 
are successfully treating these individu-
als every day. New York State has taken 
leadership in advancing better services 
for dual recovery. An Interagency Work-
group was formed in 1998 between the 
NYS Office of Mental Health (OMH)  
and the NYS Office of Alcoholism and 
Substance Abuse Services (OASAS).  
Out of this workgroup, the “New York 
Model” was defined.  This model was a 
way to separate individuals with co-
occurring disorders into four quadrants 
according to which of the disorders was 
primary.  Responsibility for the care of 
these individuals was assigned based on 
their quadrant. 
     Government collaboration. What 
evolved from the interagency process 
was the acknowledgement by govern-
ment and other stakeholders that Quad-
rant IV, the group of individuals with 
both severe substance abuse and severe 
mental illness, was a “no man’s land.”  
Those individuals were receiving ser-
vices in hospitals, jails, and shelters.  A 
Quadrant IV Taskforce led to a final 
report with recommendations on how to 
better serve these individuals.  The idea 
of “no wrong door” was conceived.  In-
dividuals with co-occurring disorders 
should be able to present for services at 
any agency within either the mental 
health or substance abuse systems and 
receive concurrent and individualized 
treatment.  This Interagency Workgroup 
is a successful example of collaboration 
across the disciplines of mental health 
and substance abuse, including represen-
tatives of all interested stakeholders.  Yet 
there is still a long way to go until the 
vision of  “no wrong door” is realized. 
     Evidence-based practice.  The Sub-
stance Abuse and Mental Health Ser-
vices Administration (SAMHSA) has 
endorsed Integrated Dual Diagnosis 
Treatment (IDDT) as one of its initial six 
evidence-based practices.   The primary 
focus of IDDT is the concurrent provi-
sion of treatment for both the mental 
illness and the substance abuse issue by 
the same clinician or team of clinicians, 
in an individualized manner with stage-
wise interventions relevant to each stage 
of recovery for both the mental illness 
and the addiction.  It requires accurate 
screening and assessment, training of 
staff in dual diagnosis, motivational 
treatment and an agency-wide buy-in 
and cultural acceptance of dual diagnosis 
treatment.  For more information and a 
draft of SAMHSA’s Evidence-based 
Treatment Toolkit on IDDT, go to:  
www.mentalhealthpractices.org/dd.html.  
     Training. Although there is much 
debate about the appropriate use of the 
limited resources available to train pro-
viders in dual diagnosis, trainings are 
being conducted and competencies are 
being increased.  The reasons for suc-
cessful training offered thus far, and 
what is required in even greater dosages 
for continued success, is collaboration.    

     What we do know about effective 
training is that provider and consumer 
input are absolutely vital.  Trainings 
designed from the top down often result 
in a disconnect between the theories im-
parted and the application to the daily 
provision of services.  Follow-up, techni-
cal assistance, and regular refresher 
courses are necessary to affect practice.  
A partnership in New York City called 
the MICA Partnership consisting of: the 
NYS Office of Mental Health; the NYC 
Department of Health and Mental Hy-
giene, Division of Mental Hygiene; and 
the MHA of NYC has resulted in several 
training tracks for providers on dual re-
covery services. 
     In an ideal world. The current budget 
crisis at both the city and state levels 
means that enhanced rates, funding for 
more training, and cost of living adjust-
ments for staff will come slowly and in 
small doses.  Meanwhile, both substance 
abuse and mental health providers are 
faced with the immediate reality that 
these clients walk through their doors 
every day.  In an ideal world, the state 
funds agency-wide trainings so that 
every clinician and front-line staff 
worker has competency in working with 
dually diagnosed individuals; enhanced 
rates are provided to support the addi-
tional needs of these individuals; a con-
tinuum of services is available including: 
housing, employment, counseling, and 
substance abuse services; services are 
tailored to each individual; and the ca-
pacity of both mental health and sub-
stance abuse services is sufficient to treat 
every New Yorker in need. 
     And, if  agencies are expected to pro-
vide these services, then agency direc-
tors must be assured that they will be 
adequately reimbursed.  They must have 
confidence that regulations and billing 
requirements will support the work, not 
offer hurdles to navigate.  They must be 
offered incentives and resources to train 
staff and enhance the services they are 
currently providing. 

     Partnerships to transcend traditional 
boundaries. Meanwhile, directors and 
providers are infusing their agency cul-
tures with cross-disciplinary collabora-
tion.  Recently, The Coalition’s Commit-
tee on Co-occurring Disorders and the 
NYS Association of Alcoholism and 
Substance Abuse Providers (ASAP) 
Committee on Co-occurring Disorders 
have formed a joint workgroup. The 
providers that participate on these com-
mittees are providing leadership to those 
agencies that do not yet provide dual 
recovery services, but recognize the need 
to do so.  They are forging partnerships 
and alliances to begin cross-pollination.  
Substance abuse counselors are visiting 
mental health agencies and participating 
in peer consultations. Mental health pro-
viders are providing on-site counseling 
in substance abuse programs.   Providers 
are taking this initiative in order to dem-
onstrate to government that they are 
ready, willing, and able with support to 
move in the direction of dual recovery 
services. 
     Government buy-in. There are several 
instances in New York State where gov-
ernment is making an effort to meet pro-
viders halfway.  Providers and govern-
ment are cooperatively developing and 
field-testing screening and assessment 
tools so that they can more accurately 
define the needs of the individuals they 
are seeing.   In NYC, the Department of 
Health and Mental Hygiene has devel-
oped one of two upcoming Quality IM-
PACT Initiative projects around co-
occurring disorders. 
     Effective treatment saves people and 
money.  It is often said that individuals 
with co-occurring disorders consume the 
most expensive services.  However, ef-
fective treatment for dually diagnosed 
individuals saves money. Poor, frag-
mented services cost money without 
yielding results.  The problem has been 
acknowledged, positive steps are being 
made, and convergence is happening 
everywhere: between the mental health 
and substance abuse worlds and between 
government and other stakeholders.  The 
key to continued improvement of the 
quality and capacity of services for indi-
viduals with co-occurring disorders is 
the continued collaboration, partner-
ships, communication and commitment 
evident in recent months.  If we are will-
ing to admit that each of us sees only a 
part of the elephant and that what we 
perceive of that part cannot be the whole 
picture, we will understand how vital it 
is to communicate, share information, 
work together, and develop a more com-
plete and accurate understanding of the 
nature of the elephant.  If we can focus 
on convergence, on the things we agree 
on, and remember that we all want the 
same thing, to help people live more 
satisfying, healthy and productive lives 
as members of their communities, free 
from substance abuse and in recovery 
from mental illness, then there will be an 
ever-increasing convergence and hope. 
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T his space will be dedicated to a 
quarterly column dealing with 
issues that involve mental 
health and the law.  We will 

respond to your questions, comments or 
concerns with current, informative, and 
hopefully, helpful facts and insight.  The 
legal issues involving mental healthcare 
are expansive and growing increasingly 
complex.  Whether your areas of concern 
are “in” or “out” patient psychiatric care, 
how to deal with a loved one’s refusal to 
be treated, decision-making for an inca-
pacitated person, information privacy or 
criminal law-related issues, this column 
is a space for you to make your thoughts 
known, seek information, and identify 
options.  Because any legal action has 
the potential for profound impact on 
your life or the well-being of someone 
you are concerned about, this column is 
not meant as legal advice, but rather a 
platform for assisting you in making 
informed decisions. 
     As lawyers who have practiced in the 
field of mental health law for over fif-
teen years, our firm understands that 
entering the legal system for assistance 
in obtaining services or court interven-
tion in your own or a loved one’s affairs 
is a daunting task.  However, there are 
many “tools” at your disposal in seeking 
a just result.  The Mental Hygiene Law 
is a series of statutes created by the New 
York State Legislature designed to in-
sure that individuals receiving care, and 
those who provide care, have a predict-
able legal outline of what they can and 
cannot do.  In addition to the Mental 
Hygiene Law, individuals and entities 
may rely on New York’s criminal laws, 
the laws that govern the provision of 
social services and patient privacy, and a 
myriad of state regulations and federal 
laws for guidance through the legal proc-
ess, although many people perceive 
these laws as being confusing, intimidat-
ing, and too complex for the “average” 
citizen to utilize in reaching a desired 
resolution.  In reality, the opposite is 
true.  When used effectively, these laws 
can provide a safety net for those in 
need, giving individuals access to treat-
ment, social services, and public bene-
fits, as well as protection of their assets 
and personal medical information.  
Many of these laws also protect people 
from abuses at the hands of institutions 
by requiring access to judicial review of 
the institutions’ care and treatment of 
patients, a patient’s Bill of Rights, and 
regular review and licensure of these 
institutions.  
     The best place to start is by obtaining 
as much information as possible.  Iden-
tify the problems and define your goals.  
For example, if your aunt, who is eld-
erly, lives alone and is starting to neglect 

herself, you should identify her present 
and future needs.   You may find that she 
requires the intervention of a social ser-
vices agency to help connect her to treat-
ment, a community center, or a home 
health aide, and this might be sufficient 
to address her needs for several years to 
come.  Alternatively, you may find that 
her needs are more complex in that she 
may require a guardian to make deci-
sions regarding her healthcare, financial 
assets, and Medicaid planning—or even 
to place her in a skilled nursing facility. 
     As a further example, your brother 
has been in acute psychiatric hospitals 
twice within the past thirty-six months, 
each time due to a failure to take his 
prescribed medications, resulting in a 
recurrence of his psychiatric symptoms. 
He is currently refusing treatment, now 
that he is back in the community.  What 
can be done to help him survive safely 
outside of a hospital setting?  Kendra’s 
Law, also known as New York’s As-
sisted Outpatient Treatment (“AOT”) 
Law, may be the answer.  AOT is a stat-
ute that allows a family member or other 
qualified individuals, such as a doctor or 
case manager, to seek a court order for 
outpatient services.  AOT orders provide 
for services in the form of Intensive Case 
Management, Psychiatric Day Treat-
ment, Medication Management, and 
Substance Abuse Testing and Treatment, 
and/or Supportive Housing (if applica-
ble).  The standard order initially lasts 
for six months and can be renewed for 
one-year periods after further judicial 
review.  
     Whatever the course, information is 
the key.  The more you know about your 
loved one’s medical and psychological 
needs, financial resources, and the cir-
cumstances of their daily living, the 
greater the likelihood that you will be 
able to utilize the system effectively and 
achieve your goal  expeditiously.  Once 
you have identified the person’s needs 

and gathered facts, choosing a course is 
your next step.  This may be your great-
est challenge. There are innumerable 
local, city, and state agencies, as well as 
not-for-profit organizations, hospitals, 
out-patient clinics, nursing homes, and 
other service providers. There are so 
many choices, not to mention beauro-
cratic “red-tape,” that you may want to 
retreat and give up.  This is when you 
might want to seek the assistance of a 
lawyer or other individual who is trained 
to deal the “the system.”  Here, your 
choices are critical.  You should be cer-
tain that the professional whose advice 
you are seeking has both academic and 
real-world experience.  Bad advice can 
be costly, both in terms of a client’s 
mental and physical health and their fi-
nancial well-being.  You will want to 
choose someone with experience in deal-
ing with healthcare providers, govern-
mental agencies, the courts, and of equal 
importance, people.  Making decisions 
for your future needs or the needs of 
someone you care about can be a diffi-
cult time.  Seeking advice from someone 

with no “bedside manner” will only 
make matters worse.      
     Once you have chosen appropriate 
professional help, be sure to stay in-
volved. Your input regarding family 
history, the medical and social needs of 
the person in need of help, as well as 
remaining available to be an advocate, 
are all important tools to put at the pro-
fessional’s disposal.  He or she will need 
your assistance and guidance in formu-
lating an appropriate plan of action and 
in bringing that plan to fruition.  Remain 
a proactive participant in the plan to in-
sure it is working well for your loved 
one.   
     Life circumstances rarely remain 
static, and those services that were ap-
propriate at one stage of a person’s life 
may need to be expanded or modified to 
protect those interests as needs change.  
It is always difficult when trying to make 
decisions for someone you care about, 
but with professional assistance, hard 
work and a positive outlook, you can 
help to insure that you or your loved one 
gets the help that is deserved. 
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Sleep and the Brain:  

NARSAD Studies Sleep  
Disorders and Psychiatric Illness 

 
 
 

W hy is sleep so impor-
tant? Evidence has been 
accumulating that at 
least one of the func-

tions of mammalian sleep is to pro-
mote or allow nervous system changes. 
Disturbances in the sleep cycle, or cir-
cadian rhythms, can be associated with 
many psychiatric disorders, especially 
schizophrenia and mood disorders 
such as bipolar affective disorder and 
major depressive disorder. Researchers 
agree that a disturbance in the sleep 
cycle not only worsens the symptoms 
of psychiatric illnesses, but can also be 
seen as a marker of new episodes that 
occur following periods of remission. 
Much of the research done in this area 
by NARSAD-funded investigators is 
focusing on the relationship between 
sleep disorders and these psychiatric 
illnesses – from its genetic beginnings 
to therapeutic strategies that influence 
the sleep/wake cycle and improve 
mood, such as sleep deprivation, pho-
totherapy (exposure to light), lithium 
and melatonin treatment.  
 

Genetics 
 
     On the genetic front, Dr. Roseanne 
Armitage of University of Texas-
Southwestern-Dallas and a recipient of 
a 1999 NARSAD Independent Investi-
gator grant, is attempting to identify 
abnormalities in the genes that control 
biological rhythms in patients with 
major depressive disorders. Although 
these rhythms are inherited, many en-
vironmental factors have a strong in-
fluence. The hope is that an early iden-
tification of an abnormality can lead to 
early intervention to reduce the risk for 
developing the first episode of depres-

sion, improve the clinical course and 
minimize the biological risk for de-
pression. 
     Several researchers are using ani-
mal models to address fundamental 
questions about the genetic, neuro-
chemical and biochemical mechanisms 
which underlie sleep cycle distur-
bances and depression. 
     By altering the genetic marker that 
regulates sleep cycles in rats, Dr. Fred 
W. Turek, of Northwestern University 
and a recipient of a NARSAD Distin-
guished Investigator grant in 98 found 
that a disturbed sleep cycle compro-
mises the animal’s ability to respond to 
stress in a normal manner. Russell Van 
Gelder, M.D., Ph.D., of Washington 
University, a NARSAD 2002 Young 
Investigator grant recipient, has simi-
larly genetically altered the “clock” of 
mice to study the relationship between 
bipolar disorder and seasonal affective 
disorder or “winter depression” – and 
abnormal circadian rhythms.   
     The importance of quiescence in 
animal development is considered to 
be fundamentally relevant to human 
health. David M. Raizen, M.D., Ph.D., 
of the University of Pennsylvania and 
recipient of a NARSAD 2003 Young 
Investigator grant, is also working on a 
genetic understanding of sleep and its 
regulation by identifying a quiescent 
state in worms so they can be used to 
model sleep and sleep disorders in the 
lab.  
 

Sleep disturbances  
and schizophrenia 

 
     Sleep disturbances have been con-
sistently observed in chronic schizo-
phrenia and are exacerbated during 
psychotic relapses. The reduction of 
slow wave sleep (SWS) and the de-
creased REM sleep in schizophrenics 
suggest that there is an abnormal func-
tioning of the body clock. Dr. Diane B. 
Boivin, of McGill University, a NAR-
SAD Young Investigator grantee in 
1997, tested whether or not that is 
true.   
     Her results show that sleep effi-
ciency is reduced over 30% of the cir-
cadian cycle in patients with chronic 
schizophrenia compared to healthy 
subjects, and that the "window of op-
portunity" for deep sleep is more re-
stricted in schizophrenia. Interestingly, 
there is a similar pattern in healthy 
elderly people. There were no signifi-
cant differences in the sleep patterns 
between young schizophrenics and 
older healthy individuals.  
     These results suggest a neurodevel-
opmental theory of chronic schizo-
phrenia. The NARSAD-funded re-
search was the first time sleep cycles 
in schizophrenia had been quantified.   
     The study of human circadian 
rhythms is rather difficult and chal-

lenging since it requires around-the 
clock intensive physiologic monitor-
ing. But there are those researchers 
who have taken on the task. Sudeep 
Chakravorty, M.D., of the University 
of Pittsburgh, a NARSAD 2002 Young 
Investigator grantee, is using PET and 
EEG (electroencephalo-graph) moni-
toring to study the changes in the brain 
during sleep and waking hours in 
schizophrenics.  
     It is believed that gamma activity 
revealed in the EEG of the human 
brain is somehow representative of 
cognitive integration. Therefore, an 
unusual gamma reading on an EEG 
could be seen as characteristic of some 
types of mental illness. Studies by 
Janet L. Tekell, M.D., of the Univer-
sity of Texas Southwestern Medical 
Center at Dallas, a NARSAD 2003 
Young Investigator grantee, have 
shown that there is a positive correla-
tion between symptoms of schizophre-
nia and gamma frequency power. 
     This work is significant because it 
may lead to the use of the measure of 
gamma activity as a neurobiologic in-
dex of the severity of schizophrenia 
symptoms and to measure treatment 
response. The more researchers know 
about the physiology of the disease, 
the more work can be done toward 
developing new drug treatments.   
 

Effects of sleep disruption 
on other psychiatric illnesses 

 
     When the sleep/wake cycle is dis-
rupted in healthy individuals, they may 
exhibit some changes in behavior, but 
most people can usually bounce back 
to their normal pattern of activities and 
behavior once normal sleep is re-
sumed. This is not necessarily the case 
with people who suffer from bipolar 
depression. Results of studies done by 
Ellen Frank, Ph.D., of the University 
of Pittsburgh, revealed that disruptions 
in social routines that potentially affect 
the sleep/wake cycle could lead to on-
set of affective episodes in vulnerable 
individuals, specifically to mania. Dr. 
Frank was a recipient of a NARSAD 
Distinguishing Investigator grant in 
1998.  
     Major depression and posttraumatic 
stress disorder (PTSD) are two major 
psychiatric conditions that have similar 
symptoms: sleep disturbance, dimin-
ished interest in activities, a lack of 
future orientation, irritability, and dif-
ficulty concentrating. Recent research 
with adults suggests that depression 
and PTSD may look the same, but may 
be caused by a distinctly different - 
and even diametrically opposed - biol-
ogy. 
     By studying sleep disturbances in 
children with depression and PTSD, 
Carol A. Glod, Ph.D., R.N., of North-
eastern University, a NARSAD 1996 

Young Investigator grantee, found that 
their characteristics differed greatly. 
Children with PTSD exhibited prob-
lems both falling asleep and staying 
asleep, but did retain some sleep cy-
cling. Depressed children suffered 
from hypersomnia, or too much 
sleep. In adolescents, however, depres-
sion was characterized with insomnia.  
Impaired sleep may lead to other prob-
lems in adolescents including poor 
concentration and subsequent declin-
ing school performance, daytime fa-
tigue, and suicidal thoughts or behav-
iors. Future studies may try to deter-
mine whether sleep may be used as a 
predictive factor to identify children 
and adolescents who are at risk for 
depression, PTSD, or suicidal or vio-
lent actions. 
     Susan I. Wolk, M. D., of Columbia 
University, attempted to validate a 
continuity between childhood and 
adult depression by measuring growth 
hormone (GH) that is secreted during 
sleep. 
     There were no prior longitudinal 
studies of subjects with childhood de-
pression that looked at the sleep pat-
terns and neuroendocrine findings of 
the children and then compared them 
to their adult measures. 
     Results suggest that changes in noc-
turnal GH secretion may be seen in 
healthy adolescents who would de-
velop depression over the 10-15 year 
follow-up period.  
     Dr. Wolk received a NARSAD 
Young Investigator grant in 1996. 
 

Treatments 
 
     Several researchers are focusing on 
treatments for psychiatric illnesses that 
involve modifying the sleep cycle.  For 
a healthy individual, sleep deprivation 
can have negative effects, but several 
studies have found that for people suf-
fering from depression, sleep depriva-
tion or partial sleep deprivation can 
have a therapeutic effect - similar to 
antidepressants.  
     By using brain imaging techniques, 
Camellia Pratt Clark, M.D., of the Uni-
versity of California -San Diego and a 
recipient of NARSAD Young Investi-
gator grants in 1995 and 1998, has 
found that there is a marked difference 
in brain activity in the region associ-
ated with control of emotions between 
normal and depressed patients after 
sleep deprivation.   
     Sanjay Dube, M. D., of the Univer-
sity of Pittsburgh, a recipient of a 
NARSAD Young Investigator grant in 
1992, is looking at why that is the 
case. He is studying the corollary be-
tween slow wave sleep, (which is 
prominent in the initial 2-3 hours of a 
normal sleep period, and is associated  
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with a decrease in oxygen consump-
tion and a precipitous drop in core 
body temperature) and an increased 
glucose metabolic rate. Several studies 
have shown reduced slow wave sleep 
and higher core body temperature in 
depression and an increased glucose 
metabolic rate. In depressives that 
means that sleep deprivation can nor-
malize metabolism.   
     Meanwhile, Jamie Zeitzer, Ph.D., 
of Stanford University, and a NAR-
SAD Young Investigator grant recipi-
ent in 2003, has found that hypocretin, 
a molecule that is critically involved in 
the regulation of wakefulness, may be 
disrupted in depressed humans and can 
be at least partially restored after treat-
ment with antidepressants.  
     A better understanding of the anti-
depressant effects of sleep deprivation 
can lead to the development of new 
treatments for depression.   
     Meanwhile, lithium, one of the old-
est and most successful mood stabiliz-
ers, has been shown to cause a length-
ening of the circadian period and 
changes in the phase of circadian 
rhythms in a wide variety of organ-
isms. Several researchers are looking 

at the efficacy of lithium as it relates to 
the sleep cycle and the implications of 
that.  
     Robert H. Lenox, M.D., of the Uni-
versity of Pennsylvania, is attempting 
to determine how lithium affects the 
molecular circadian clock mechanism. 
Preliminary data show that lithium 
affects the body clock on a genetic 
level. He received a NARSAD Distin-
guished Investigator grant in 2001. 
     Mehmet E. Dokucu, M.D., Ph.D. of 
Washington University, a NARSAD 
2002 Young Investigator grantee, is 
also studying the effects of lithium on 
circadian rhythms and genetic signal-
ing in an effort to identify specific mo-
lecular targets that may lead to safer 
alternatives to lithium in the future. 
     Martin P. Szuba, M. D., of the Uni-
versity of California-Los Angeles, a 
NARSAD 1990 Young Investigator 
grantee, is combining lithium and 
sleep deprivation treatment and has 
found that together, they can have an 
acute, sustained antidepressant effect. 
     Other studies of treatments for de-
pression and schizophrenia involve the 
use of melatonin to reset the biological 
clock. Studies have been conducted on 
both people with non-seasonal major 
depression and people with winter de-

pression (Seasonal Affective Disorder 
or SAD)  This is a form of depression 
that typically begins in mid-
autumn/early winter and goes into re-
mission during the summer. Research-
ers have found that the body clocks of 
people with SAD are set too late or too 
early. Exposure to early morning 
bright light or evening bright light has 
also been found to correct this mis-
alignment and reduce depressive 
symptoms. Consequently, it has been 
proposed that at least some forms of 
depression might be associated with a 
circadian clock that can’t reset to light-
dark cycles under normal circum-
stances. 
     Charles J. Weitz, M. D. Ph. D.,  of 
Harvard University, a NARSAD Inde-
pendent Investigator grantee in 1999, 
is examining the molecular mechanism 
of how the circadian clock is re-set by 
light.   
     Some recent research has demon-
strated that there is actually an autono-
mous circadian clock in the mammal-
ian retina. More research will certainly 
explore that. 
     One of the related studies tested the 
notion that there is a relationship be-
tween eye disease and sleep cycles.  In 
a clinical trial over a year, researchers 

found that children who were blind 
from optic nerve disease had a signifi-
cantly higher incidence of daily nap-
ping than children blind from other 
causes and normal sighted children.   
     These results strongly suggest that 
input from the optic nerve to hypotha-
lamic brain centers influence the tim-
ing of sleep and wakefulness. It is 
highly possible that the same pathways 
are also responsible for the effect of 
light on mood, in other words, sea-
sonal affective disorder.   
 

Conclusion 
 
     In psychiatric patients, sleep disor-
ders are an important cause of a dimin-
ished quality of life and frequently 
lead to an over-consumption of sleep 
medications with unfortunate physio-
logical and psychological side effects. 
Greater understanding through re-
search of the mechanisms underlying 
sleep complaints in chronic schizo-
phrenia, bipolar disorder and depres-
sion offers significant promise for de-
signing new and appropriate treat-
ments. 
     This article was prepared by Emily 
Hoffman, a free-lance writer and 
broadcaster in NYC. 
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By Patricia J. Murphy, Ph.D. 
Associate Professor of Psychology 
and Psychiatry, NewYork-Presbyterian 
Hospital – Weill Cornell Medical 
Center, Westchester Division 
  
  

Sleep Disturbance in Aging 
 

 

U p to half of individuals over 
age 60 report significant dif-
ficulty sleeping.  This age-
related sleep disturbance is 

more chronic and severe than the minor 
insomnia that almost everyone experi-
ences occasionally.  Moreover, there are 
certain characteristics of insomnia in 
older men and women that set it apart 
from other types of insomnia.  In par-
ticular, as we get older, we may have 
some difficulty falling asleep initially 
after getting into bed, but more often, 
older individuals wake up frequently 
throughout the night, and have trouble 
getting back to sleep. This type of in-
somnia is called “sleep-maintenance 
insomnia.”   Most problematic, however, 
is that with aging, we tend to wake up 
earlier and earlier.  Some older folks 
awaken at 3:00 or 4:00 a.m., and despite 
wanting to go back to sleep, are unable 
to, and thus are forced to terminate their 
night’s sleep much earlier than they 
wish. This particular facet of sleep-
maintenance insomnia is called “early 
morning awakening.”    
     Such self-reported sleep problems 
have been verified in the laboratory.  
Sleep is more shallow, and fragile, in 
aging individuals.  For example, it is 
much easier to awaken a 70 year old 
with a moderately loud tone, such as a 
phone ringing, than it is to awaken a 30 
year old with that same noise.  Also, as 
we age, the amount of “deep sleep” or 
“slow wave sleep” that is thought to be 
the most restorative type of sleep, shows 
a decline.  Lab studies have confirmed 
that individuals over age 60 awaken 
twice as often as their younger counter-
parts, and further, take almost four times 
longer to get back to sleep.  While blad-
der and prostate problems contribute to 
the increased frequency of awakenings, 
getting up to use the bathroom accounts 
for only about one-quarter of the rela-
tively long awakenings that older people 
experience.  Finally, when older people 
are studied in the lab, and permitted to 
sleep on their own schedules, they tend 
to fall asleep a little bit earlier (about 30 
minutes) than younger study partici-
pants, but they wake up substantially 
earlier – about two to three hours – than 
younger subjects.  
     It is likely that there are several, per-
haps interacting, causes of age-related 
sleep-maintenance insomnia.  For exam-
ple, many of the medical problems that 
accompany aging can negatively affect 
sleep.  Arthritis, osteoporosis, heartburn, 
and heart disease increase with age, and 
both the symptoms of these diseases, as 
well as the medications used to treat 
them, may exacerbate sleep difficulties.  

Changes in the ability to withstand hot 
and cold temperatures influences sleep 
quality as well.  Additionally, both men 
and women experience hormone changes 
as they age that may impact on sleep 
quality.   The daily rhythm in the timing 
of sleep and wakefulness, controlled by 
an internal clock in the brain, is altered 
in aging, often resulting in earlier bed-
times and waketimes. Thus, age-
associated changes in health and lifestyle 
may directly result in sleep disturbance, 
and probably combine to produce age-
related sleep-maintenance difficulties.  
     Whatever the underlying factors, for 
nearly half of people over 60, the re-
duced sleep that accompanies aging is 
disruptive enough to be subjectively 
regarded as chronic sleep disturbance, or 
insomnia.  Even those who do not com-
plain, but instead, view nighttime sleep 
loss as a natural part of growing older, 
may nevertheless suffer the conse-
quences of an inability to obtain suffi-
cient sleep at night.  The result of inter-
rupted and/or truncated sleep is often 
decreased alertness, compromised wak-
ing function, and reduction in quality of 
life. 
     Fortunately, however, it is becoming 
clear that sleep problems are not an in-
evitable part of aging.  There are several 
approaches to obtaining a good night’s 
sleep and improving alertness during the 
daytime that have proven successful in 
clinical studies.  Moreover, knowledge 
about sleep across the lifespan is grow-
ing at an impressive rate, and finding 
new ways to improve sleep in older indi-
viduals is a hot topic for researchers.  
Although there are many differing ap-
proaches to the treatment of age-related 
insomnia, based on what the clinician 
and patient believe is the underlying 
etiology, the goal of all treatments is the 
same – to increase total sleep time and 
improve sleep quality, thereby enhancing 
quality of life and waking function. Yet, 
adding significantly to nighttime sleep 
amounts may be beyond the capacity of 
a sleep system that is already operating 
at peak output in older individuals.   
     Older persons report nighttime sleep 

amounts that are, on average, two hours 
shorter than sleep amounts reported by 
younger people.  The most successful 
treatments for sleep loss in older patients 
have resulted in maximum increases of 
about an hour of sleep, which still falls 
short of sleep amounts obtained by the 
young.  It is possible that as we get 
older, the amount of sleep we need de-
clines.  However, the weight of evidence 
is that sleep need remains relatively con-
stant throughout adult life, but the ability 
or capacity to get that amount of sleep 
decreases with age.  As a result, sleep 
loss accumulates, and for many older 
individuals, this chronic sleep debt com-
promises daytime alertness and function-
ing.  Although it seems difficult to fur-
ther increase nighttime sleep in older 
people, it may be possible to increase 
24-hour sleep amounts by taking advan-
tage of an opportunity to sleep during the 
daytime hours.  The information below 
focuses on this seemingly simple, yet 
often overlooked, strategy for making up 
for nighttime sleep loss that accompanies 
aging. 
 

Napping as Compensation 
for Nighttime Sleep Loss in Aging 

 
     It is generally thought that humans 
are monophasic – that is, that sleep oc-
curs about once per day, in a consoli-
dated 7 to 8 hour bout.  However, if hu-
mans are truly monophasic, then we are 
different from every other animal on 
earth (and in the sky) whose sleep be-
havior has been studied.  Some animals 
are extremely polyphasic – cats, for ex-
ample, take catnaps all day and all night 
long.  Cockroaches are even more poly-
phasic: while they are definitely less 
active during the day than the nighttime 
hours, they nonetheless obtain almost 3 
hours of “sleep” per night.  They remain 
active for 30 to 45 minutes at a time, 
then sleep for 15 minutes or so.   
     The assumption that humans are built 
to sleep in one 8-hour long episode has 
been challenged by studies in which hu-
mans were not, a priori, treated as differ-
ent from other animals.  When hamsters, 
mice, or rats are studied in the labora-
tory, their rest activity patterns are meas-
ured around the clock.  They are typi-
cally placed in a cage, with ample food 
and water for a few days, and the floor 
of the cage is wired to measure when 
they walk around (wakefulness), and to 
record also when they are motionless 
(asleep).   
     Until quite recently, the study of hu-
man sleep was limited almost exclu-
sively to the hours between about 10 PM 
until 8 AM the next morning.  However, 
when humans are instead studied like 
hamsters, mice, and rats – when they are 
put into a comfortable room with ample 
food and water, and not much else to do 
– they sleep and eat like other animals!  
They often exhibit a relatively long sleep 
period during the nighttime hours and 
one or more sleep periods during the 
day. The pattern of sleep times under 
these experimental conditions is actually 

quite predictable. There is a biological 
tendency to sleep as our daily rhythm of 
body temperature is on the decline, and 
to wake up when body temperature be-
gins its daily rise in the morning hours.   
     There is a second time during the day 
at which people tend to get sleepy, and 
take shorter sleep bouts if they are per-
mitted to.  As you might predict, the 
time of day at which many people ex-
perience sleepiness is the middle of the 
afternoon.  Researchers have found that 
napping is likely to occur just before the 
time that the body temperature rhythm 
reaches its highest point of the day – in 
the mid - to late afternoon.  Thus, like 
cats and cockroaches, humans also have 
a biological propensity for taking naps.  
It is doubtful that napping is a vestigial 
behavior, one that humans have evolved 
to no longer need.  On the contrary, it is 
more likely, based on recent studies, that 
humans do not obtain adequate sleep 
during the nighttime hours, and might 
benefit from taking advantage of the 
robust biological tendency to nap in the 
afternoon. 
     The mere suggestion that ambitious, 
industrious Americans should consider 
embracing a siesta culture is no doubt 
preposterous to some.  But scientific 
evidence indicates that taking a nap can 
actually enhance waking performance, 
perhaps for several hours, or potentially 
days, after a good nap.  “Prophylactic” 
naps, taken before a person knows he or 
she will have to remain awake for an 
extended time period, such as before a 
night shift, do indeed help to promote 
alertness.  Other studies have shown that 
taking a short nap during a long period 
of sleep deprivation, such as that experi-
enced by hospital residents on 36-hour 
shifts, can be both refreshing and re-
storative.   
     Some sleep researchers might argue 
that daytime naps can interfere with the 
nighttime sleep that follows the nap.  In 
fact, there is very little empirical evi-
dence that napping has any effect on the 
subsequent night’s sleep.  Taking an 
afternoon nap may make the time it takes 
to get to sleep at night slightly longer, 
but most studies have reported that tak-
ing a nap does not change the timing, 
amount, or depth of nighttime sleep.  
Rather, getting even a 20 minute nap 
during the daytime has been shown to 
improve daytime mood and functioning. 
     Older individuals with sleep mainte-
nance difficulties might particularly 
benefit from daytime napping.  As men-
tioned, older individuals consistently 
report obtaining, on average, 2 hours less 
sleep per night than young subjects.  
Even following treatment for sleep prob-
lems, it appears that the maximum ca-
pacity for nighttime sleep is reduced in 
aging.  Many older people simply can’t 
get enough sleep at night.  An easy-to-
implement, non-drug treatment for night-
time sleep loss, and its resulting effects 
on waking function and mood, might be 
a daily napping regimen. 
 

see Napping on page 48  

 
It’s OK To Get Caught Napping: 

Daytime Sleep To Compensate For Age-related Nighttime Sleep Loss 
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Hebrew Hospital Home, Inc. 
Adult Day Services Program of Westchester 

Do you know someone who no longer benefits from a day treatment program or sheltered workshop? 
 
Our medical model, psychiatric adult day services program specializes in the care of the older adult.   

Nursing 
• Assessment 
• Treatments 
• Health education 
• Medication Management 
• Personal care 
• Emergency care 
  
Specialty Consultants 
• Geriatric Psychiatry 
• Coordination of Medical Services 
  
Medical and Clinic Services 
• Laboratory services 
• X-rays 
• Pharmacy services 
• Dental, Podiatry & Vision 
• Primary Psychiatric Care 
  
Rehabilitation Therapies 
• Physical & Occupational 
• Speech Therapy 
• Physical Therapy 
• Occupational Therapy 
• Audiology  

Nutrition 
• Delicious Meals 
• Dietary Monitoring 
• Nutrition Education 
  
Social Work 
• Case Management of Community Services 
• Supportive Counseling 
• Referrals 
  
Therapeutic Recreation 
• Physical, Social & Creative activities 
• Exercise and Wellness 
• Art Therapy 
• Field Trips 
• Internet & E-mail 
  
Transportation 
• Supervised door-to-door transportation,  
       when needed  

We provide a safe, pleasurable experience  
in an elegant and home-like environment. 

51 Grasslands Road, Valhalla, New York  10595  
Tel:  (914) 681-8696           Fax:  (914) 681-8690 
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disability is permanent, their housing 
assistance should not be time limited.  A 
time limited voucher could force people 
with disabilities back into nursing 
homes, institutions and other restrictive 
settings, and homeless shelters. Congress 
would no longer have the authority - as it 
has for the past seven years  -- to target 
Section 8 vouchers for people with dis-
abilities who have lost housing due to 
elderly-only policies.  Over 50,000 peo-
ple with currently funded disability 
vouchers would be at-risk. Over the long 
term, the Administration’s budget pro-
jections for 2005-2009 clearly show fur-
ther erosion in voucher funding – putting 
more people with disabilities at-risk of 
losing their Section 8 assistance.  By 
2009, Section 8 expenditures would be 
more than $4.6 billion below what the 
Congressional Budget Office estimates 
would be needed to maintain the pro-
gram’s current level of funding.  The 
Center for Budget and Policy Priorities 
(CBPP) projects that cuts of this magni-
tude would mean that 600,000 vouchers 
– or 30 percent of the vouchers currently 
authorized – would be eliminated. 
 

People with Disabilities  
Need Section 8 Vouchers  

     People with disabilities have the 
highest level of unmet need for housing 
assistance of any group eligible for fed-
erally subsidized housing. The CCD 
Housing Task Force estimates that more 
than 3 million people with disabilities 
receiving SSI do not currently receive 
any housing assistance from HUD.  The 

current Section 8 program is literally a 
“lifeline” for people with disabilities 
who rely on SSI, as well as other low 
income people with disabilities who sim-
ply cannot afford the cost of rental hous-
ing. Section 8 Vouchers are needed by 
people with disabilities who have been 
negatively affected by the loss of hous-
ing opportunities because of federal 
“elderly only” housing policies.  Over 
500,000 units of HUD public and as-
sisted housing have “elderly only” poli-
cies, and more units are being designated 
“elderly only” every day.  
The Administration’s Flawed Rationale 

  
     The Administration’s proposal and 
their statements defending it are seri-
ously flawed.  The CCD Housing Task 
Force urges Members of Congress to 
treat this proposal with the same degree 
of skepticism and concern as it treated 
last year’s Housing Assistance for Needy 
Families (HANF) proposal.  One senior 
HUD official’s public statement, that the 
current program’s income-targeting re-
quirements should be eliminated because 
they are not needed, can be rebutted by 
the fact that over 3 million people with 
disabilities below 30 percent of median 
income still do not receive federal hous-
ing assistance. HUD officials state that 
converting the current voucher program 
to a block grant is needed to control the 
programs “upward spiral in costs over 
the past two years”.  This statement is 
also misleading.   
     HUD’s failure to produce accurate 
data and projections on Section 8 pro-
gram costs cannot be used to imply that 
Section 8 program spending is “out of 

control”.  The rising costs in the Section 
8 program during the past few years are 
due in part to improved PHA voucher 
utilization -- as urged by the Congress -- 
and leasing of new vouchers authorized 
from 1999-2002. Other cost factors in-
clude the escalating rental market of the 
late 1990s (which has now stabilized) 
and higher subsidy levels needed by 
households who have recently lost em-
ployment.  CBPP’s analysis projects that 
spending for the voucher program for 
FY 2005 will grow by only 1.6 percent, 
which is lower than the rate of inflation. 
 

Conclusion  
     The current Section 8 Housing 
Choice Voucher program is the most 
important federal housing resource to 
address the housing needs of  those with 
low incomes. We believe that Congress 
should maintain its responsibility to pro-
tect people with disabilities who receive 
or need Section 8 assistance.  The CCD 
Housing Task Force urges Congress to 
fully fund the Section 8 voucher pro-
gram in FY 2005, which means a $600 
million increase over FY 2004 appro-
priation levels. 
     We also urge Congress to reject the 
Administration’s Flexible Voucher Pro-
gram proposal.  This proposal is nothing 
more than another attempt by the Ad-
ministration to achieve what they could 
not achieve in Congress last year, when 
bipartisan opposition to the HANF block 
grant proposal ensured its failure. We 
believe that Congress should continue to 
have the direct authority to ensure ade-
quate funding for the program and to 
make decisions on how the Section 8 

program is utilized.   
     HUD’s role in administering the Sec-
tion 8 program and monitoring the use of 
vouchers by PHAs is critically impor-
tant.  HUD should be held  responsible 
for devoting the necessary resources to 
carry out these responsibilities success-
fully. Many of the current problems with 
the Section 8 program can be attributed 
to HUD’s mis-management– including 
long-standing mismanagement of over 
50,000 vouchers targeted to people with 
disabilities.  Most importantly, the Sec-
tion 8 program should continue to be 
targeted to addressing the most critical 
housing needs in our country today – 
those of extremely low-income people 
including people with disabilities.  
 
     CCD Housing Task Force: American 
Association of People with Disabilities, 
American Association on Mental Retar-
dation, American Network of Community 
Options and Resources, Association of 
University Centers on Disabilities, 
Bazelon Center for Mental Health Law, 
Brain Injury Association of America, 
Easter Seals, Epilepsy Foundation, In-
ternational Association of Psychosocial 
Rehabilitation Services, National Alli-
ance for the Mentally Ill, National Alli-
ance to End Homelessness, National 
Association of Protection and Advocacy 
Systems, National Council for Commu-
nity Behavioral Healthcare, National 
Mental Health Association, Paralyzed 
Veterans of America, Spina Bifida Asso-
ciation of America, The Arc of the 
United States, United Cerebral Palsy, 
United Spinal Association (formerly 
Eastern Paralyzed Veterans Association)    
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   P.O. Box 635 
   Orangeburg, NY 10965 
   (845) 359-8787 

The National Alliance for the 
Mentally Ill (NAMI) 
Westchester County, New York 
 
 

F amily educators of NAMI in the 
suburban county of West-
chester, New York have an-
nounced a new Spanish NAMI 

Family-to-Family Education Program 
which will begin this spring. 
     This program is sponsored by NAMI 
Westchester as part of a nationwide ini-
tiative to train family members as teach-
ers of its education program. The result 
of a recent scientific evaluation of the 
effectiveness of this program, conducted 
by Lisa Dixon, M.D., at the University 
of Maryland School of Medicine and the 
VA, showed that course participants 
gained a greater understanding of mental 
illness, coped much better, worried less, 
and felt newly empowered to advocate 
for better treatment and service for their 
relative. Many family members describe 
the course as life changing. 
     Family-to-Family presently has over 
2,500 NAMI members teaching in 44 
states, the District of Colombia, 2 Cana-
dian provinces, and in Mexico. There 
are over 80,000 graduates. 
     The Family-to-Family Education 
Program is a priority commitment of 
NAMI of Westchester. Besides assisting 
families in desperate need, this program 
has brought in many new members and 
produced new leaders. 
     The course is specifically for rela-
tives of people with bipolar disorder, 
major depression, schizophrenia and 
schizoaffective disorder, co-occurring 
brain disorders, and addictive disorders. 
     The curriculum, which covers 12 
classes, focuses on schizophrenia, bipo-
lar disorder, clinical depression, panic 
disorder, and obsessive-compulsive dis-
order. The course includes sessions on 
the latest medications and treatments, 
effective communication skills, prob-
lem-solving techniques, and how to ad-

vocate with the system. Classes offer an 
opportunity to share with other families 
in a confidential setting. All materials 
are furnished at no cost to participants. 
     NAMI Westchester’s first Spanish 
Family-to-Family was held on May 3rd 
at St. Mary’s Church, 23 High Street, 
Mount Vernon, New York, from 6:30 to 
9:00 PM.  
     There is no charge for the course. 
Registration is required. Anyone inter-
ested can call Ann Loretan or Gladys 
Perez Di Vito at (914) 592-5458. 

  
NAMI Offers New  

Family-To-Family Course 
In Spanish 

 

MHA’s new Training Institute 
for the mental health professional 

 
     For more information contact  

Katharine Swibold    (914) 345-3993, ext. 222 
 

Or check our website for the latest offerings at 
 

www.mhawestchester.org 

INFORMATION & REFERRAL SERVICES    (914) 345-5900 
FAMILY ABUSE HOTLINE     (914) 347-4558 
SUICIDE/CRISIS HOTLINE     (914) 347-6400 

24 Hours, 7 Days a Week 
English/Spanish 

Administrative Offices 
2269 Saw Mill River Road, Bldg. 1A 

Elmsford, NY  10523 

 



 

 

“Rebuilding lives 
and strengthening 
communities since 

1975.” 

“Search for Change has been rebuilding lives for more than 
25 years and continues to be a major force that provides a 
safe haven for individuals recovering from mental illness.” 

 

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

95 Church St., Suite 200 
White Plains, NY 10601 

(914) 428-5600 fax: (914) 428-5642 
Or visit us on the web at www.searchforchange.com 

 

 The Center for Career Freedom  
          Computer Applications Training  

     ●    MS Office XP, Word, Excel, Outlook, PowerPoint & Access  
     ●    Keyboarding, Internet, QuickBooks, Photoshop  
     ●    GED Preparation 
  
     ●    Individual & Small Classes  
     ●    NYS Department of Education Licensed  
     ●    Microsoft Certified  

Call for Appointment: (914) 288-9763  
One East Post Road, White Plains, NY 10601 

www.freecenter.org 

 

 
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 

By Zvi S. Weisstuch, M.D. 
Inpatient Child and Adolescent Unit 
Mount Sinai Medical Center 
 
 

S leep disorders are divided into 
four broad categories in the 
DSM-IV-TR: (1) primary 
sleep disorders (dyssomnias 

and parasomnias); (2) sleep disorder 
related to another mental disorder; (3) 
sleep disorder due to a general medical 
condition, and (4) substance-induced 
sleep disorder.  This discussion focuses 
on the primary sleep disorders, dys-
somnias and parasomnias. 
     The dyssomnias are disturbances in 
the amount or timing of sleep whether 
insufficient, inefficient, or excessive.  
Dyssomnias are further divided into 
the intrinsic, extrinsic, and circadian 
rhythm dyssomnias.  The intrinsic dys-
somnias originate from causes within 
the body and consist of obstructive 
sleep apnea syndrome and narcolepsy, 
which is the only dyssomnia of rapid-
eye-movement (REM) sleep.  The ex-
trinsic dyssomnias are due to external 
factors and are termed primary insom-
nias in DSM-IV-TR.  They are defined 
as disorders of initiating and maintain-
ing sleep.  The circadian rhythm dys-
somnias occur because of inappropri-
ate timing of sleep within the 24-hour 
day.  They are due to prolonged peri-
ods of sleep deprivation or persistent 
irregularities in sleep hygiene, which 
inevitably lead to delayed sleep phase 
syndrome (DSPS) or a disruption of 
the biologic clock. 
     The parasomnias are abnormal 
behaviors or physiologic events that 
occur during sleep and intrude on on-
going sleep.  The parasomnias are sub-
divided into (1) arousal disorders 
(sleep/night terror disorder, sleep-
walking disorder, and confusional 
arousals); (2) sleep-wake transition 
disorders (sleep-talking, nocturnal leg 
cramps, rhythmic movement disorder 
{head-banging, sleep starts, body-
rocking}); (3) REM parasomnias 
(nightmares and REM sleep behavior 
disorder); and (4) miscellaneous para-
somnias (sleep bruxism, sleep enure-
sis). 
     Sleep terror attacks occur with a 
sudden autonomic sympathetic system 
discharge, such as screaming, crying 
out, palpitations, irregular respiration, 
and diaphoresis.  The attacks last from 
30 seconds to 10 minutes, and it is dif-
ficult to arouse patients because they 
are typically not reactive to external 
stimuli.  When awakened, the patient 
shows mental confusion and disorien-
tation; retrograde amnesia for the epi-
sode is characteristic.  The attacks oc-
cur in the first 1 to 2 hours after sleep 
onset, which is the time of transition 
from non-REM (NREM) stage IV 

sleep to REM sleep.  Sleep attacks are 
most commonly associated with partial 
arousals from stage III or IV NREM 
sleep. 
     Occurrences of sleep terror attacks 
are sporadic and thus difficult to pre-
dict.  They are more frequent in chil-
dren between the ages of 2 and 6 years 
old and have an estimated prevalence 
of between 3% and 7% in this popula-
tion.  They are more likely to occur 
during periods of illness, stress or 
sleep deprivation, but they can also 
occur without any obvious associated 
stress.  People with one form of para-
somnia are also more likely to manifest 
symptoms of another form (e.g., som-
nambulism / sleep-walking), and a 
family history of parasomnias is com-
mon. 
     The main differential diagnosis for 
sleep terror attacks is nightmares.  In 
comparison with sleep terror tacks, 
nightmares are frightening arousals 
from REM sleep associated with 
dream reports that are anxiety-laden.  
Nightmares predominate during the 
second half of the night during REM 
sleep.  Stress, especially traumatic ex-
periences, increases the frequency and 
severity of nightmares.  In comparison 
to sleep terrors, nightmares are usually 
recalled in the morning. 
     The differential diagnosis also in-
cludes temporal lobe epilepsy that oc-
curs at night, as manifested by halluci-
nations, incomplete arousals, fear and 
automatic behaviors.  Suspicions of 
seizure activity when awake, a large 
degree of autonomic activation, and 
enuresis during the episode warrant an 
electroencephalogram (EEG). 
     Sleep terror attacks, nightmares and 
primary sleep disorders in children are 
treated with behavioral and supportive 
methods.  An understanding of the 
underlying anxiety or major life 
stressor and the provision of parental 
support, reassurance, and encourage-
ment for the child are imperative for 
alleviating sleep disorders.  Angry 
threats, ridicule, and punitive measures 
should be avoided.  The focus of treat-
ment is on reducing stress and fatigue 
(due to association of sleep deprivation 
with sleep terrors).  Benzodiazepines 
and tricyclic antidepressants have also 
been used in the treatment of sleep 
terrors because they suppress stages 3 
and 4 of the sleep cycle.  There are no 
studies, however, to confirm their effi-
cacy. 
 
 
 
     Dr. Weisstuch is Clinical Instructor 
of Psychiatry and Pediatrics at  Mount 
Sinai School of Medicine and Attend-
ing Psychiatrist of the Inpatient Child 
and Adolescent Unit at Mount Sinai 
Medical Center in New York City. 

  
Nightmare Or Night Terror? 
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H ealth and Human Services 
(HHS) Secretary Tommy G. 
Thompson recently an-
nounced the awarding of 

eight grants to fund an $81 million, five-
year health screening program of New 
York City firefighters and other workers 
and volunteers who provided rescue, 
recovery, and restoration services at the 
World Trade Center disaster site 
     The grants will allow the recipients to 
conduct three free standardized clinical 
examinations for each eligible individual 

over the next five years. 
     “Today's action will further assess the 
health of the brave men and women 
who worked day and night in the rescue 
and recovery at Ground Zero,” HHS 
Secretary Tommy G. Thompson said. 
     “These grants will assure that the 
health screening of the World Trade 
Center rescue and recovery workers will 
continue without interruption.” 
     HHS awarded the grants to the New 
York City Fire Department, the Long 
Island Occupational and Environmental 
Health Center, the Mt. Sinai School of 
Medicine, the New York University 
School of Medicine, the City University 
of New York's Queens College, and the 

University of Medicine and Dentistry of 
New Jersey's Robert Wood Johnson 
Medical School.  
     Of the more than 40,000 workers and 
volunteers who were present at Ground 
Zero, all of the approximately 11,000 
New York City firefighters and about 
11,000 other rescue workers have al-
ready received initial examinations 
through previous funding from 
HHS.  These additional free, long-term 
examinations will help employers and 
public health professionals identify 
symptoms, injuries, or conditions that 
may indicate long-term illness as a 
result of the World Trade Center rescue 
and recovery operations, so that 

interventions can be pursued. 
     HHS also awarded grants to the New 
York City Fire Department and the Mt. 
Sinai School of Medicine, New York, 
N.Y., to develop data and to establish 
coordinating data centers.  This will as-
sure good, ongoing coordination 
between the various clinical sites that 
will perform the examinations.  This 
will also support the development of 
databases of information that will help 
determine the ongoing needs and priori-
ties of the health-screening program. 
      The Centers for Disease Control and 
Prevention's (CDC) National Institute 
for Occupational Safety and Health 
(NIOSH) will administer the grants. 

 
HHS Awards $81 Million For Five-Year Health Screening 
Of World Trade Center Rescue And Recovery Workers 

By Stasia J. Wieber, M.D. 
Director, Center for Sleep Medicine 
Mount Sinai Medical Center 
 
  

A  center for sleep medicine 
usually assists in the diagno-
sis and treatment of a multi-
tude of sleep disorders. Sleep 

studies are often used to aid in the diag-
nosis and treatment of sleep disorders.  
The best centers offer a coordinated ap-
proach to the management of a variety of 
sleep disorders and related conditions. 
     Mount Sinai’s Center for Sleep Medi-
cine is undergoing a multi-disciplinary 
expansion. Our program is a full-service 
program that specializes in the compre-
hensive, compassionate, personalized 
care of adults and children with sleep 
disorders.  This is the first truly multi-
disciplinary sleep center in New York 
City. We have board-certified sleep phy-
sicians that are also board certified in 
pulmonary, neurology and pediatrics. 
     Patients are either self-referred or 
referred by their physicians. Some pa-
tients have undergone evaluation and 
treatment elsewhere and are still not 
sleeping well and are desperate to sleep 
well again. The most difficult cases are 
those that have not slept well for a long 
time. We find that a multi-disciplinary 
approach often works in that scenario. 
     The most common complaints are 
excessive daytime somnolence, snoring, 
and fatigue. The most common diagnosis 
in our center is the Obstructive Sleep 
Apnea Syndrome (OSA). OSA affects at 
least 2% of women and 4% of men aged 
30 to 60.  Signs and symptoms of OSA 

result from disruption of normal sleep. 
There are frequent arousals and the in-
ability to achieve or maintain deep 
stages of sleep. This may lead to exces-
sive daytime sleepiness, non-refreshing 
sleep, irritability, decreased memory, 
erectile dysfunction (impotence), and 
depression.  
     Approximately 20 million Americans 
suffer from this disorder, characterized 
by the muscles of the back of the mouth 
and the throat relaxing too much during 
sleep. This relaxation causes a collapse 
of the airway, leading to a complete 
(apnea) or partial (hypopnea) blockage. 

Each time there is collapse, the oxygen 
level may fall, causing the heart to work 
harder. When left untreated, this disorder 
can lead to hypertension, heart failure, 
and stroke.  Sleep is not restful and pa-
tients often complain of daytime sleepi-
ness. Unfortunately, OSA is associated 
with an increased mortality due to motor 
vehicle and industrial accidents. 
     Most patients usually begin their care 
with an initial consultation. This consul-
tation includes a medical and surgical 
history and physical examination. In 
some cases, the diagnosis and treatment 
plan can be completed in a single visit.  

If OSA is suspected, or other diseases 
such as narcolepsy, the evaluation re-
quires a sleep study (typically over one 
or two nights). Overnight studies are 
called nocturnal polysomnograms 
(NPSG).  NPSGs begin before the nor-
mal bedtime and are completed by 8 a.m. 
Most patients do not miss work the next 
day. In rare instances, daytime studies 
are recommended. 
  

What is a sleep study (NPSG)? 
 
     NPSG’s utilizes state-of-the-art moni-
toring equipment that converts the 
body’s electrical impulses into a graphi-
cal representation that determines what 
is happening during sleep. The proce-
dure is painless and noninvasive. Pa-
tients come to the sleep lab several hours 
before their usual bedtime. The patient 
will answer several questions about the 
events of their day and then the techni-
cian will begin the “hook-up.” The 
“hook-up” isn't painful and takes only 
about thirty minutes. The technician will 
place small sensors called electrodes on 
the scalp, face, chin, chest, legs, and 
fingers. The electrodes and a conducting 
gel transmit biological signals from the 
skin to the equipment.  
     The most commonly asked question 
is, “Do you really expect me to sleep 
with all of the electrodes on?” Surpris-
ingly, most people have little difficulty 
going to sleep wearing all the wires and 
sensors.  After the “hook-up,” the patient 
is permitted to go back to the room and 
relax before the test begins.  
 

see Sleep Studies on page 48 

Dr. Wieber (left) discusses a patient with Chief Technician Yu Ding  

   
What Are Sleep Centers And Sleep Studies? 



 

 

 
MHA Of NYC Celebrates Mental Health Month: 

Teens Invited To “Get The Balance” 
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By Giselle Stolper, Executive Director 
The Mental Health Association 
of New York City 

 

D uring the month of May the 
mental health community 
nationwide commemorated 
Mental Health Awareness 

Month. The month is dedicated to edu-
cating the public about the symptoms of 
mental illness, and to underscore impor-
tance of maintaining their mental health.  
     The purpose and importance of this 
commemorative time is best summarized 
by the Proclamation that Mayor 
Bloomberg issued to acknowledge Men-
tal Health Awareness Month in New 
York City. We gratefully accepted this 
proclamation from Dr. Lloyd Sederer, 
Executive Deputy Commission for Men-
tal Hygiene of the New York City De-
partment of Health and Mental Hygiene. 
Dr. Sederer issued the proclamation on 
the mayor’s behalf at the Picnic for Par-
ity, held Wednesday May 5 in Bryant 
Park.  

The MHA of NYC 
Launches New Campaign  

 
     During Mental Health Awareness 
Month the MHA of NYC took the op-
portunity to launch a new mental health 
campaign: Mind. Body. Get the Balance. 
The goal of the Get the Balance cam-
paign is to remind young and old alike 
that taking care of ourselves mentally is 
as important as staying fit physically. If 
adults or kids feel “out of balance,” we 
encourage them to call 1-800-LIFENET, 
the 24/7 confidential crisis, information 
and referral hotline operated by the 

MHA of NYC.  
     The campaign initially targets chil-
dren and teens. In order to encourage 
them to Get the Balance, the campaign 
includes mental health screenings at city 
schools, special outreach through com-
munity organizations, celebrity appear-
ances and other awareness efforts.  
     Our timing for this campaign seemed 
critical as the statistics about the state of 
our teens’ mental health are daunting. In 
2001, the Centers for Disease Control 
and Prevention (CDC) found that 7.8 
percent of New York City high school 
students, in grades 9 through 12, having 
attempted suicide in the 12 months prior 
to the survey. Another 10.6 percent 
made a suicide plan, and 15 percent seri-
ously considered suicide. New York 
City’s statistics put us at 12th in the na-
tion for rates of attempted suicide among 
teens, leading us to conclude this is a 
nationwide crisis.  
     The Department of Health and Men-
tal Hygiene estimates that in the year 
2000, 13 percent of NYC youth, ages 9-
17 had an anxiety disorder, 6.2 percent 
suffered from depression, 10.3 percent 
had a disruptive behavior disorder, and 
two percent had a substance abuse disor-
der.  In addition, some children are be-
lieved to be experiencing social and/or 
emotional problems as an a result of the 
9/11 attacks.  
     If we convey our message properly, 
we will have promoted the importance of 
early detection of an emotional problem, 
when treatment has a better chance for 
success. Look for Get the Balance multi-
ple language buttons and postcards at 
health fairs, in-school screenings and 
other special events (shown on next 
page). The campaign will also be ex-
panded to reach children’s parents and 
other adults throughout 2004-2005.  
     Get the Balance also ties to our advo-
cacy efforts as we continue to fight for 
parity legislation in support of Timothy’s 
Law – balancing mental health treatment 
benefits with those offered for physical 
care. The MHA of NYC is dedicated to 
supporting New Yorkers who suffer with 
mental illness to sustain their health and 
to lead satisfying lives, just as those with 
physical disabilities do. That, combined 
with raising awareness about the symp-
toms of mental illness and the impor-
tance of mental health screenings, will 
help keep our community mentally fit, 
balanced in mind and body. 
     For more information about our Get 
the Balance campaign or for buttons or 
postcards to distribute to consumers or at 
events please contact us at help-
desk@mhaofnyc.org.  

Giselle Stolper 

 
Proclamation of Mental Health Month by Mayor Michael R. Bloomberg 

 
 Office of the Mayor, City of New York: 

 
     Whereas:  Most of us know someone – a family member, a friend, or simply an 
acquaintance – who has struggled with some form of mental illness. This is not 
surprising, considering that more than a million New Yorkers currently have a men-
tal disorder. Mental illness affects people regardless of age, gender, race, ethnicity, 
religion or economic status, causing pain and hardship not only for those affected, 
but also for their loved ones. 
 
     Whereas:  Every May, the Mental Health Association of New York City and its 
partners observe Mental Health Month to raise awareness and understanding of 
mental health and illness. People who have mental illnesses can recover and lead 
productive lives, and early detection and treatment of a mental illness, especially 
among children, can help improve prospects of recovery. By promoting healthy 
social and emotional development among young children, we can help assure 
school readiness and give children a greater chance for lifelong success. 
 
     Whereas:  To that end, the Mental Health Association of New York City is 
sponsoring Get the Balance, a program offering free mental health screenings for 
children and teenagers in schools across the city. More than 7 million American 
children and adolescents suffer mental disorders, but only 20 percent receive the 
services they need. This initiative, taking place on May 4, emphasizes the impor-
tance of early detection and seeks to ease the stigma associated with mental illness. 
 
     Whereas: Untreated and mistreated mental illnesses and addictive disorders cost 
American families, businesses and government hundreds of billions of dollars each 
year. Community-based services that respond to individual and family needs are 
cost-effective and beneficial to consumers and the community. During Mental 
Health Month, people throughout our city come together to battle mental illness, 
armed with knowledge, compassion, and the desire for a healthier, happier New 
York. 
 
 Now therefore I, Michael R. Bloomberg, Mayor of the City of New York, in recog-
nition of the contributions of the Mental Health Association of New York City to 
the health and well-being of New Yorkers, do hereby proclaim May 2004 in the 
City of New York as Mental Health Month. 
 

Michael R. Bloomberg, Mayor 

Giselle Stolper and Dr. Lloyd Sederer receive  
Proclamation from NYC Mayor Michael Bloomberg  
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By Gabriele M. Barthlen, M.D. 
Assistant Professor, Neurology 
Director, Sleep Center Neurology 
Mount Sinai Medical Center 
 
  

S leep disorders are very common 
in neurology: prevalence ranges 
from 0.05% for narcolepsy to 
10% for restless legs syndrome 

(RLS). On the other hand, many neuro-
logical conditions, especially the degen-
erative diseases such as Parkinson's dis-
ease or dementia, are associated with a 
high percentage of sleep disturbance. 
Sleep onset and sleep maintenance in-
somnia has been shown to occur in up to 
80% of Parkinson's disease patients, and 
is the most frequently cited direct cause 
for nursing home placement, as the care-
giver becomes too exhausted. 
     This article will focus on the clinical 
features and currently available treat-
ment options of narcolepsy, restless legs 
syndrome, periodic limb movements 
(PLMS) in sleep, REM behavior disor-
der, and sleep disorders in neuro-
degenerative conditions such as Parkin-
son's disease, dementia, and neuromus-
cular disorders (e.g., amyotrophic lateral 
sclerosis, or Lou Gehrig's disease). 
 

Narcolepsy 
 

     Narcolepsy has its onset most often in 
the second decade, but is often not diag-
nosed until ten years later. It has been 
matched to chromosome 6, HLA locus 
DQB1*0602, most often in combination 
with HLA DR15. There is a profound 
decrease in the hypocretin levels of the 
cerebrospinal fluid. Clinical features 
include: 
 

• excessive sleepiness 
• cataplexy 
• sleep paralysis 
• hallucinations 

 

     Excessive sleepiness: Patients have 
unwanted sleep episodes in conditions 
not usually associated with sleep, such as 
while talking to someone, during an ex-
amination, while eating, or driving. They 
typically sleep for about 20 minutes, and 
wake up refreshed. Sleep episodes may 
occur several times a day, and can be 
used therapeutically when taken as a 
scheduled nap. Amphetamines are effec-
tive in treating sleepiness, but have the 

potential for abuse and tolerance. Mo-
dafinil (Provigil) is a newer wake-
promoting agent with fewer side effects, 
but less potency. Dosage ranges from 
100 mg to 400 mg, given in divided 
doses upon arising and at noon time. 
     Cataplexy: Cataplexy consists of sud-
den loss of muscle tone triggered by 
emotion, usually laughter. Patients may 
become completely paralyzed, except for 
the respiratory and extraocular muscles. 
They remain fully awake; deep tendon 
reflexes are absent. When mild, there 
may only be ptosis, or a buckling of the 
knees. Episodes last for a few minutes 
and recovery is complete. Differential 
diagnosis is syncope, akinetic seizure, 
and transient ischaemic attacks. Tradi-
tionally, antidepressant medications have 
been used to treat cataplexy.  Treatment 
now consists of nocturnal administration 
of sodium oxybate (Xyrem), which has 
been approved by the Food and Drug 
Administration (FDA) for treatment of 
narcolepsy with cataplexy. Dosages 
range from 3 grams to 9 grams per night. 
     Sleep paralysis: Sleep paralysis oc-
curs at the onset of sleep, and consists of 
a transient inability to move, lasting one 
to several minutes. It can occur in isola-
tion; about one-third of the general 
population has experienced sleep paraly-
sis at least once during their lifetime. 
Episodes often occur in combination 
with hallucinations, and can be very 
frightening. 
     Hallucinations: Hallucinations in 
narcolepsy are usually visual, but may be 
tactile, kinetic, or auditory. They occur 
at sleep onset (called hypnogogic hallu-
cinations) or upon awakening 
(hypnopompic), usually in conjunction 
with sleep paralysis. 
     Associated features: Patients with 
narcolepsy also suffer from sleep disrup-
tion, and have an increased incidence of 
sleep apnea syndrome and periodic limb 
movements in sleep. 
 

Restless legs syndrome and 
Periodic limb movements in sleep 

 
     Patients with restless legs syndrome 
(RLS) experience a very uncomfortable 
sensation in their legs, usually in their 
calves, when at rest. These sensations 
have been hard to describe by the pa-
tient, who may use phrases such as 
“Seltzer running through their legs,” 
“worms crawling,” or “electricity.” 
Symptoms are usually worse in the eve-

ning, especially when laying in bed. 
They are alleviated by movement, such 
as walking around, or stretching.  Rest-
less legs often result in sleep onset in-
somnia. A familial component is present 
in at least one-third of RLS patients. 
Almost all patients with RLS will exhibit 
periodic limb movements in sleep 
(PLMS) at night. These are muscle con-
tractions recorded over the anterior tibi-
alis muscles, lasting 0.5 to 5 seconds 
each, occurring in regular intervals of 
between 5 and 90 seconds. When associ-
ated with an electrocortical arousal, 
PLMS can result in sleep maintenance 
insomnia. 
     Conditions that may underlie RLS 
are: anemia, uremia, use of antidepres-
sants,  as  well as  overindulgence of 
caffeinated beverages. Addressing those 
conditions will help improve 
RLS/PLMS. 
     Preferred pharmacological treatment 
consists of low-dose administration of 
dopamine agonists, such as pramipexole 
(Mirapex), in dosages of 0.125 mg up to 
1.5 mg. Ropinirole (Requip) is given at 
dosages between 0.5 mg and 6 mgs. 
Levodopa/carbidopa (Sinemet) should be 
administered as the CR preparation to 
assure coverage through the night. In 
more refractory cases, opioids, such as 
codeine 15 mg to 120 mg per night, have 
been successful. Benzodiazepines, such 
as clonazepam (Clonopin), in doses of 
.5mg to 4mg, can also be used. 
 

REM behavior disorder 
 

     Under physiological conditions, rapid 
eye movement sleep (REM sleep) is 
characterized by muscle atonia 
(paralysis) generated through active inhi-
bition of the alpha motor neurons. Pa-
tients with REM behavior disorder 
(RBD) will act out their dreams, as they 
lack muscle atonia. Kicking, punching, 
fighting, running out of bed during at-
tempted dream enactment often correlate 
with the patient's dream content. Serious 
injuries to self or bed partner have been 
observed. RBD is estimated to have a 
prevalence of 0.5%, occurs almost exclu-
sively in older men, and has been associ-
ated with neuro-degenerative disorders. 
About one-third of RBD patients also 
have, or will develop, Parkinson's dis-
ease (PD); conversely, about one-third of 
PD patients have features of RBD. 
Clonazepam, in doses of 0.5 mg to 1 mg, 
is highly effective in the treatment of 
RBD, with little evidence of tolerance or 
abuse. 
 

Sleep in Parkinson's disease 
 

     Patients with Parkinson's disease suf-
fer from severe sleep onset and sleep 
maintenance insomnia, which may be 
due to the intrinsic degenerative nature 
of the disease, the persisting bradykine-
sia, or due to concomitant organic sleep 
pathology such as PLMS in sleep, REM 
behavior disorder, or sleep apnea syn-

drome.  The latter is thought to be due to 
dyskinetic movements of the upper air-
way muscles. Treatment of these possi-
ble concomitant sleep disorders, which 
need diagnostic evaluation in a sleep 
center, can help alleviate the sleep dis-
turbance. Whereas high evening doses of 
dopaminergic medication can aggravate 
sleep disruption, low doses can have 
sedating properties. Nonpharmacological 
measures such as following general sleep 
hygiene rules, having a urinal or a com-
mode at the bedside, or employing satin 
bed sheets and satin pajamas (to facili-
tate turning over in bed) can be of great 
value. 
 

Sleep in Dementia 
 

     Demented patients suffer from im-
pairment of the “internal clock,” a cell 
group in the suprachiasmatic nucleus 
that acts as a “Zeitgeber” and regulates 
proper sleep-wake functioning. Degen-
eration of the suprachiasmatic nucleus 
has been found in Alzheimer's disease. 
Neurotransmitters involved in sleep-
wake regulation, such as the serotonergic 
system, and the adrenergic system, are 
dysfunctional as well. Patients have an 
elevated percentage of the light sleep  
stages one and two, and often have no 
slow wave sleep. The well-known pic-
ture of “sundowning” consists of wake 
intrusions at night and sleep intrusions 
during the day, resulting in a random, 
chaotic sleep-wake pattern. Treatment is 
difficult, and often limited to behavioral 
measures, such as regular daytime activ-
ity, disallowance of naps, and providing 
a quiet and dark bedroom. These condi-
tions are often not met in nursing homes, 
where the washing of patients starts in 
the early morning hours, cleaning teams 
come in, and the bedrooms are often 
kept in a dim light. 
 

Sleep in Neuromuscular Disorders 
 

     Neuromuscular disorders are found in 
childhood, such as the muscular dystro-
phies, and in later adulthood, such as 
amyotrophic lateral sclerosis (Lou Ge-
hrig's disease). In those patients, respira-
tory muscles are weak, resulting in 
awake hypoventilation, which worsens at 
night. Because the upper-airway dilator 
muscles are weak, patients with neuro-
muscular disorders are also prone to ob-
structive sleep apnea syndrome, a condi-
tion resulting from partial or complete 
closure of the upper airway. Patients 
exhibit breathing pauses, with concomi-
tant oxygen desaturations, and electro-
cortical arousals, leading to severe sleep 
disruption and often excessive daytime 
sleepiness. Treatment consists of non-
invasive ventilation, such as intermittent 
positive pressure ventilation (IPPV), 
nasal continuous positive pressure venti-
lation (nCPAP), or bi-level continuous 
positive pressure ventilation (BiPAP). 
More invasive measures, such as trache-
otomy need very careful consideration.  

   
Neurological Sleep Disorders 
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By Chris Keane, FNP 
Director of Nursing 
Institute for Community Living 
 
  

W hen you are asked to de-
scribe how you spend 
most of your time, do you 
quickly list your most 

frequent daytime activities and prioritize 
them based on the number of hours spent 
pursuing them? Are there any particular 
tasks that you routinely pursue from 
seven to eight hours at a time? Answer-
ing yes to the second question could 
qualify you for being the employee of 
the year or speak to the fact that you 
spend your biggest blocks of time trying 
to sleep and recuperate from the chal-
lenges of the day.  Although sleep is a 
much-experienced entity, it is not neces-
sarily well known scientifically.  

What is sleep?  
     Sleep is a state marked by lessened 
consciousness, lessened movement of 
the skeletal muscles, and slowed-down 
metabolism.  Beyond knowing these 
hallmarks, the physiological need for a 
certain amount of sleep is open to much 
debate.  The reason for any amount of 
sleep is not truly known.  Scientific re-
searchers know that certain body sys-
tems benefit from sleep, but the exact 
reason for the need to sleep remains 
veiled.  The National Academy of Sci-
ences offers some insight into the need 
for sleep.  We do know that during sleep 
many of the body's major organs and 
regulatory systems continue to work 
actively.  Some parts of the brain actu-
ally increase their activity dramatically, 
and the body produces more of certain 
hormones. 
     Sleep, like diet and exercise, is im-
portant for our minds and bodies to func-
tion normally.  In fact, sleep appears to 
be required for survival.  It has been 
shown that lab animals (rats) deprived of 
sleep die within two to three weeks, a 
period similar to death due to starvation.  
     So how much sleep does a person 
need.  The answer varies from one indi-
vidual to the next.  Nevertheless, most 
experts agree that it should be enough to 
feel alert during the next day.  Typically, 
7 to 9 hours (varies from person to per-
son, and by age) of good quality sleep is 
appropriate. 
     Disturbances to sleep come in many 
forms and can be triggered by stress, 
physical illness, medication regimens, 
and a variety of other factors.  According 
to the National Institutes of Health, in-
somnia affects more than 70 million 
Americans.  Direct costs of insomnia, 
which include dollars spent on insomnia 
treatment, healthcare services, hospital 
and nursing home care, are estimated at 
nearly $14 billion annually.  Indirect 
costs such as work loss, property damage 
from accidents and transportation to and 
from healthcare providers, are estimated 
to be $28 billion. 
     Insomnia is an experience of inade-
quate or poor quality sleep as character-
ized by one or more of the following 

sleep complaints: difficulty initiating 
sleep; difficulty maintaining sleep; or 
waking too early in the morning.  Al-
though most forms of sleep disorder are 
thought of as insomnia, or "no sleep" 
problems, it is also possible to have too 
much sleep (hypersomnia) and suffer the 
consequences to your equilibrium.  A 
review of some common sleep distur-
bances and some of the causes will help 
to clarify the potential corrective meas-
ures.  The resources available at Sleepnet 
(www.sleepnet.com) were used to com-
pile this review of disorders.  

Three basic types of Insomnia  
     Transient insomnia is a lack of sleep 
where the overall problematic sleep has 
a duration of only a few nights.  Short-
term insomnia may persist for two to 
four weeks worth of poor sleep.  When 
insomnia moves into a more chronic 
state it said to be characterized by a poor 
sleep habit that happens most nights and 
can last for a month or longer.  
     Transient and short-term insomnia 
generally occur in people who are tem-
porarily experiencing one or more of the 
following: increased stress, environ-
mental noise, extreme temperatures 
change in the surrounding environment, 
sleep/wake schedule problems such as 
those due to jet lag, or medication side 
effects. 
     Chronic insomnia is more complex 
and often results from a combination of 
factors, including underlying physical or 
mental disorders.  One of the most com-
mon causes of chronic insomnia is de-
pression.  Other underlying causes in-
clude arthritis, kidney disease, heart fail-
ure, asthma, sleep apnea, restless legs 
syndrome, Parkinson's disease, and hy-
perthyroidism.  However, chronic in-
somnia may also be due to behavioral 
factors, including the misuse of caffeine, 
alcohol, or other substances; disrupted 
sleep/wake cycles as may occur with 
shift work or other nighttime activity 
schedules; and chronic stress. 
     In addition, the following behaviors 
have been shown to perpetuate insomnia 
in some people:   
• Poor sleep hygiene in general  
• Expecting to have difficulty sleep-

ing and worrying about it  
• Ingesting excessive amounts of caf-

feine  
• Drinking alcohol before bedtime  
• Smoking cigarettes before bedtime  
• Excessive napping in the afternoon 

or evening  
• Irregular or continually disrupted 

sleep/wake schedules  
     Difficulty sleeping at night is only 
one of the symptoms.  Daytime symp-
toms can include sleepiness, anxiety, 
impaired concentration or memory, and 
irritability.   

Treatment for insomnia  
     Transient and short-term insomnia 
may not require treatment since episodes 

last only a few days at a time.  For exam-
ple, if insomnia is due to a temporary 
change in the sleep/wake schedule, as 
with jet lag, the person's biological clock 
will often get back to normal on its own.  
However, for some people who experi-
ence daytime sleepiness and impaired 
performance because of transient insom-
nia, the use of short-acting sleeping pills 
may improve sleep and next-day alert-
ness.  As with all drugs, there are poten-
tial side effects.  The use of over-the-
counter sleep medicines is not usually 
recommended for the treatment of in-
somnia.  
     Treatment for chronic insomnia re-
quires a few distinct steps.  First, diag-
nosing, and treating any underlying 
medical or psychological problems.  
Next, action should be taken to Identify 
behaviors that may worsen insomnia and 
take subsequent actions towards stop-
ping (or reducing) them.  As a final 
measure, consider the possibly of using 
sleeping pills, although the long-term 
use of sleeping pills for chronic insom-
nia is controversial. 
     An individual taking any sleeping pill 
should be under the supervision of a 
physician or other health care provider to 
closely evaluate effectiveness and mini-
mize side effects.  In general, these drugs 
are prescribed at the lowest dose and for 
the shortest duration needed to relieve 
the sleep-related symptoms.  For some of 
these medicines, the dose must be gradu-
ally lowered as the medicine is discon-
tinued because, if stopped abruptly, it 
can cause insomnia to occur again for a 
night or two.   

Trying behavioral techniques 
to improve sleep  

     Relaxation Therapy. There are spe-
cific and effective techniques that can 
reduce or eliminate anxiety and body 
tension.  As a result, the person's mind is 
able to stop "racing," the muscles can 
relax, and restful sleep can occur.  It 
usually takes much practice to learn 
these techniques and to achieve effective 
relaxation.  
     Sleep Restriction.  Some people suf-
fering from insomnia spend too much 
time in bed unsuccessfully trying to 
sleep.  They may benefit from a sleep 
restriction program that at first allows 
only a few hours of sleep during the 
night.  Gradually the time is increased 
until a more normal night's sleep is 
achieved.  
     Reconditioning. Another treatment 
that may help some people with insom-
nia is to recondition them to associate 
the bed and bedtime with sleep.  For 
most people, this means not using their 
beds for any activities other than sleep 
and sex (some experts even say using the 
bed for sex call cause performance anxi-
ety which could lead to insomnia).  As 
part of the reconditioning process, the 
person is usually advised to go to bed 
only when sleepy.  If unable to fall 
asleep, the person is told to get up, stay 
up until sleepy, and then return to bed.  
Throughout this process, the person 
should avoid naps, wake up, and go to 

bed at the same time each day.  Eventu-
ally the person's body will be condi-
tioned to associate the bed and bedtime 
with sleep. 
     Bright Light. If you are having trou-
ble getting to sleep early enough at night 
it will help to wake up at the same time 
every morning and try to get as much 
bright light in the morning as possible.  
This will help reset the internal clock to 
an earlier time at night for sleep.  If you 
are having trouble staying awake in the 
evening and waking up too early in the 
morning then try to get bright light in the 
evening.  This will help rest the internal 
clock to go to sleep later and wake up 
later.  You may want to avoid early 
morning light using this method until 
you have stabilized your sleeping pat-
tern.  
     If insomnia is affecting the quality of 
life, talking to your physician is advised.  
The subject will not usually be brought 
up unless you bring it up.  For chromic 
insomnia, a sleep specialist may be 
needed.  

Sleep habits for a good night's rest  
• Stay away from caffeine, nicotine, 

and alcohol, particularly later in the 
day.   

• Have a light snack (but avoid eating 
a large meal) shortly before bed-
time.   

• Go to bed and get up at the same 
times each day, even on weekends.   

• Get regular exercise early in the 
day.   

• Keep your bedroom cool, dark, and 
quiet.  A fan or soft music can help   
disguise distracting bedtime noise.   

• Use your bed for only sleep and sex.   
• Before bedtime, do muscle-relaxing 

exercises or take a warm bath.   
• Do not take sleeping pills unless 

your doctor prescribes them.   
• Avoid daytime naps, unless they last 

less than 1 hour and are taken before 
3 PM.   

• Try counting sheep or counting 
backward, which can lull some peo-
ple to sleep.   

• If you lie in bed awake for more 
than 30 minutes, get up, go to a dif-
ferent room and read or watch tele-
vision, and return to bed when you 
feel sleepy.   

     Many times, there is a physical ir-
regularity to the disruption of sleep.  
Most frequently, people complain of 
excessive snoring, or a significant other 
will be sure to make that complaint on 
their behalf.  Snoring can be a sign of 
sleep apnea.  

Sleep Apnea: the Basics  
     Sleep Apnea is a disorder of breath-
ing during sleep.  Typically, it is accom-
panied by loud snoring.  Apnea during 
sleep consists of brief periods throughout  
 

see Common on page 49 
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Medicaid Service Coordination (MSC)  is a Medicaid State Plan service provided by the Office 
of  Mental Retardation and Developmental Disabilities (OMRDD) which assists persons with 
developmental disabilities and mental retardation in gaining access to necessary services 
and supports appropriate to the needs of  the individual.  MSC promotes the concepts of  
choice, individualized services, supports and consumer satisfaction. 

...a rehabilitation and support network 

Contacts and Referrals:   
Kate Gottlieb, Director of  Medicaid Service Coordination 
Phone:  917-816-0115 

The Service Coordinator 
will assist with: 
 
•Day Habilitation program (traditional 

or Day Habilitation without walls) 
 
•Supported Employment 
 
•Healthcare Services 
 
•Physical and Occupational Therapy 
 
•Employment 
 
•Speech Therapy 
 
•Housing opportunities 
 
•Family Support Services 
 
•Crisis Intervention 
 
• and more... 
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How To Be Secure In An Insecure World 
By Dr. Brenda Shoshanna   
                                  
 

M ost of us believe that our 
happiness and security are 
dependent upon our rela-
tionships, work, income, 

and the external events that take place in 
our lives. When things are going well, 
there is a sense of well-being and safety. 
We sleep well at night, wake up feeling 
refreshed, and have the sense that the 
world can be managed—that we are in 
control. However, this kind of security is 
fleeting, not grounded in the deepest 
truth. As people and events are con-
stantly changing, we are often edgy 
about what's coming down the road. 
     We then spend our precious time and 
energy trying to manage and control 
ourselves, others, the whole world. This 
craze to control takes many forms; it 
turns into addictions, compulsions, or 
catastrophic thinking.  It leads to strange, 
unhappy relationships, and produces 
anxiety that  never seems to dissolve. No 
matter how much we attempt to plan and 
organize, the larger force of life itself 
often has its own ideas. Our life then 
soon becomes an endless struggle, rather 
than a source of joy.  
     A deeper question then arises—if not 
I, then who or what is in control? How 
can I feel secure in an insecure world? 
Where can I place my trust? 
     These questions have been asked and 
answered for centuries and different re-
sponses have been made, both from the 
world of psychology and spirituality. 
Particularly when we live in a world full 
of upheaval, the answer to these ques-
tions needs to be known.  
     The answer is actually simple. It lies 
in our deep need to develop Authentic 
Faith; faith in life, oneself, or a higher 
power—the kind of faith that becomes 
our flesh and bones. Hand-me-down 
beliefs, structures, words, habits, and 
behaviors no longer fill the bill. As the 
old Zen saying goes, “Painted cakes do 
not satisfy hunger.” We urgently crave 
the real thing. 
     Authentic Faith is not based upon 

hearsay or old worn out habits. It allows 
us to release stress, stay centered, and 
develop a new source of support and 
worth. Authentic Faith restores our origi-
nal strength to us, opens new ways of 
responding, and shows where our real 
treasure lies. As we become able to live 
from this basis, our life takes a com-
pletely different turn. 
     There is a process involved in devel-
oping this faith. We have to start by un-
learning much of what we've based our 
lives upon. There are steps to be taken. 
They are directed to letting go of that 
which is in the way of our intrinsic bal-
ance and good will. Different individuals 
will warm to different parts of the proc-
ess. That is fine. Each step when done 
completely can take a person just where 
they need to be. Some basic, initial prin-
ciples and steps will be offered here. 
     To begin, rather than racing forward, 
we stop and turn around. Some call this 
returning to our original nature. We de-
scribe this step as returning home. 
 

Returning Home  
 

      Rather than continue our frantic 
search for pleasure, wealth, love, well-
being in the external world, this step 
suggests that we return home to our-
selves. We take back our attention from 
all events and people and return it to 
who, what, and where we are at this mo-
ment. As we do this a centeredness, bal-
ance and simplicity takes the place of the 
upheaval we live with most of the time. 
      This step is based upon the principle 
that difficulties we encounter do not 
arise from that which is going on outside 
of us, but from the way we react and 
respond. As we return home and we be-
come aware of  these reactions, we re-
ceive a strong glimpse of where our true 
security lies. 
     Returning home can include times of 
walking, meditation, centering, focus-
sing, or journaling. All of these have the 
common denominator of placing our 
attention back upon ourselves, our 
breath, feelings, thoughts, sensations - of 
becoming acquainted with who we truly 

are; making friends, becoming intimate. 
This not only restores our energy, but 
significantly reduces the endless spin of 
catastrophic thinking most of us engage 
in. As we do this we notice it is the 
catastrophic thinking itself that makes us 
uneasy, that creates scenarios we react to 
as though they have already taken place. 
     Unless we can recognize and control 
this thinking and know who we are, true 
faith is impossible. Otherwise we are 
often grasping at straws to calm the 
storm within. 
 

Letting Go Of  False Expectations 
 

     Our lack of trust in life, God, our-
selves is often fueled by the disappoint-
ments we suffer over and over again. 
When our hopes, dreams and expecta-
tions are not met, insecurity arises, not 
knowing where to turn. We may not see 
however, that many of these dashed ex-
pectations which cause us so much pain 
are simply fantasies, dreams, hopes and 
demands we have placed upon the world. 
They are all self created. We've dreamt 
them up, or they have been dreamt up by 
others and put on our shoulders. Often 

they have little or nothing to do with 
what is real—about ourselves, other peo-
ple, or the world we live in. 
     These  false expectations must be 
made conscious and released, day by 
day. As we do this and are able to see 
and accept the world as it is, we find a 
new basis for living in it. Much anger 
and stress dissolves easily. We find who 
we are, where we belong, and where our 
true security lay. Many then become 
amazed at how light, joyous and at ease 
they feel—and at beauty and goodness 
that has always been available to them, 
day by day. 
 

Removing Masks And Games 
  

     We wear a mask to greet the masks of 
others and then wonder why we feel so 
alone. Though we feel masks provide 
security, the opposite is true. These 
masks  hide our sense of inadequacy and 
shame. They keep us separate and un-
known, unable to let the light of true 
warmth and friendship in.  Not only does 
this cause loneliness, it takes our original 
power and strength away. 
     In the process of developing Authen-
tic Faith, little by little, we take off our 
masks. As we risk being and accepting 
who we are, a miraculous thing hap-
pens—our sense of fear and unworthi-
ness vanishes, and our natural inner bal-
ance, security and wisdom appear. 
 
     “The world is a womb, not a tomb, a 
place where everything is engendered 
and brought to life.”   

Henry Miller  
 

Dr. Brenda Shoshanna  is author of Zen 
Miracles (Finding Peace in an Insane 
World), Wiley, and Zen and the Art of 
Falling in Love, (Simon and Schuster), 
among other books. Dr. Shoshanna of-
fers talks and workshops on Authentic 
Faith (Opening The Doors To Unshake-
able Strength) for mental health profes-
sionals, clergy, associations, and indi-
viduals. She  is a psychologist, relation-
ship expert, and speaker practicing in 
Manhattan: www.brendashoshanna.com. 

Dr. Brenda Shoshanna 
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S ince 350 B.C., when Aristotle 
wrote his epithet on sleepless-
ness, the scientific community 
has discussed insomnia. Over 

the past forty years, research on sleep 
using polysomnography has led to a 
large body of knowledge about sleep-
wake manifestations, mechanisms, func-
tions, and abnormalities, and led to the 
development of the clinical discipline of 
sleep medicine.  The rapid expansion of 
this field has accumulated the diagnosis, 
treatment, and prevention of a spectrum 
of sleep disorders. 
     Insomnia is recognized as the most 
common sleep disorder in industrialized 
nations. Transient insomnia is virtually a 
universal experience.  However, for ap-
proximately 35% of Americans, insom-
nia is chronic, with 15% experiencing 
moderate to severe disorders.  The ad-
verse consequences of insomnia are nu-
merous, and include perceived decrease 
quality of life, poor daytime functioning, 
fatigue-related accidents, and physical 
and psychiatric morbidity. Although the 
scope of the problem is large, less than 
5% of insomniacs seek medical treat-
ment. Unfortunately, in the primary care 
setting, insomnia is often unrecognized 
and untreated by primary care providers.  
As a graduate student, I researched the 
barriers to accurate diagnosis and treat-
ment of insomnia in the primary care 
setting. This article explores some of my 
findings. 
     Patients rarely make an office visit to 
their primary care provider to discuss 
poor sleep. However, sleep disturbances 
are associated with medical, neurologi-
cal, and psychiatric disorders, which 
often are the chief complaint. Thus, the 
primary care office is an ideal setting for 
the recognition and assessment of in-
somnia and other sleep disorders.  De-
spite this, many studies have found that 
primary care providers rarely inquire 
about sleep.  There are several factors 
contributing to this phenomenon.  First, 
a number of studies indicate that pri-
mary care providers lack adequate 
knowledge of sleep disorders, secondary 
to insufficient education of sleep medi-
cine during their training. This lack of 
instruction on sleep and sleep disorders 
has been documented in medical schools 
and undergraduate and graduate nursing 
programs.  Many programs provide less 
than three hours of didactic instruction 
on sleep disorders. 
     Effective management of sleep disor-
ders not only requires accurate diagno-
sis, but also appropriate treatment.  De-
spite recommendations from the Ameri-
can Academy of Sleep Medicine to at-

tempt non-pharmacologic treatment 
prior to initiating drug therapy, many 
studies indicate that hypnotic therapy is 
the most frequent intervention used by 
primary care providers.  In several stud-
ies, inappropriately large quantities of 
hypnotics and anxiolytics were pre-
scribed for treatment of insomnia with-
out adequate follow up. 
     The consequences of insomnia in-
clude daytime fatigue, drowsiness, im-
pairment of performance, mood 
changes, and difficulty with concentra-
tion.  Chronic insomnia can cause psy-
chosocial, occupational, and other health 
problems.  The health benefits of accu-
rate screening and effective treatment 
cannot be minimized.  A brief sleep his-
tory incorporated into the routine review 
of systems during health examinations 
can detect sleep disorders, and may ad-
ditionally reveal comorbid psychiatric 
and medical disorders. 
     The primary care providers that I 
interviewed as part of my graduate re-
search thesis identified time constraints 
as the primary barrier to adequate as-
sessment of sleep disorders.  Many pro-
viders have 30 to 45 minutes for an ini-
tial evaluation and 15 minutes for a fol-
low up visit.  Several of the providers 
reported ignoring sleep issues because 
there simply is “not enough time.” 
     Clinicians’ and patients’ attitudes 
about insomnia also create barriers for 
treatment.  Many clinicians described 
various degrees of pessimism when de-
scribing their treatment of insomnia.  
Several clinicians described feeling un-
successful at managing sleep disorders.    
Patients’ perceptions and expectations 
also shape treatment.  Our culture pro-
motes a quick fix. Often patients report 
wanting a solution now and prefer phar-
macologic treatment to a trial of sleep 
hygiene measures. 
     Insomniacs that do not seek profes-
sional treatment often self medicate with 
over-the-counter sleep aids or alcohol. 
Too frequently in my work, I encounter 
patients who relapse with substances or 
spiral into depression after an episode of 
insomnia.  I have ceased being surprised 
by patients’ reports of taking Tylenol 
PM “for years.” 
     Whether a primary or secondary dis-
order, acute or chronic, insomnia can 
have devastating effects in a patient’s 
quality of life.  All clinicians, in all spe-
cialties, need to be cognizant of the per-
vasiveness and seriousness of this disor-
der and ask the simple question, “how 
are you sleeping?” 
 

 Emily Byrne, APRN 

 
Commentary On Insomnia 
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western industrialized societies has cre-
ated so much sleep deprivation that what 
is really abnormal sleepiness is now al-
most the norm. 
     Many studies make it clear that sleep 
deprivation is dangerous. Sleep-deprived 
people who are tested by using a driving 
simulator or by performing a hand-eye 
coordination task perform as badly as or 
worse than those who are intoxicated. 
Sleep deprivation also magnifies alco-
hol’s effects on the body, so a fatigued 
person who drinks will become much 
more impaired than someone who is 
well-rested. Driver fatigue is responsible 
for an estimated 100,000 motor vehicle 
accidents and 1500 deaths each year, 
according to the National Highway Traf-
fic Safety Administration. Since drowsi-
ness is the brain’s last step before falling 
asleep, driving while drowsy can – and 
often does – lead to disaster. Caffeine 
and other stimulants cannot overcome 
the effects of severe sleep deprivation. 
The National Sleep Foundation says that 
if you have trouble keeping your eyes 
focused, if you can’t stop yawning, or if 
you can’t remember driving the last few 
miles, you are probably too drowsy to 
drive safely. 
 

 What Does Sleep Do For Us? 
 
      Although scientists are still trying to 
learn exactly why people need sleep, 
animal studies show that sleep is neces-
sary for survival. For example, while rats 
normally live for two to three years, 
those deprived of REM sleep survive 
only about 5 weeks on average, and rats 
deprived of all sleep stages live only 
about 3 weeks. Sleep-deprived rats also 
develop abnormally low body tempera-
tures and sores on their tail and paws. 
The sores may develop because the rats’ 
immune systems become impaired. 
Some studies suggest that sleep depriva-
tion affects the immune system in detri-
mental ways. 
     Sleep appears necessary for our nerv-
ous systems to work properly. Too little 
sleep leaves us drowsy and unable to 
concentrate the next day. It also leads to 
impaired memory and physical perform-
ance and reduced ability to carry out 
math calculations. If sleep deprivation 
continues, hallucinations and mood 
swings may develop. Some experts be-
lieve sleep gives neurons used while we 
are awake a chance to shut down and 
repair themselves. Without sleep, neu-
rons may become so depleted in energy 
or so polluted with byproducts of normal 
cellular activities that they begin to mal-
function. Sleep also may give the brain a 
chance to exercise important neuronal 
connections that might otherwise dete-
riorate from lack of activity. 
     Deep sleep coincides with the release 
of growth hormone in children and 
young adults. Many of the body’s cells 
also show increased production and re-
duced breakdown of proteins during 
deep sleep. Since proteins are the build-
ing blocks needed for cell growth and for 
repair of damage from factors like stress 
and ultraviolet rays, deep sleep may truly 
be "beauty sleep." Activity in parts of the 
brain that control emotions, decision-

making processes, and social interactions 
is drastically reduced during deep sleep, 
suggesting that this type of sleep may 
help people maintain optimal emotional 
and social functioning while they are 
awake. A study in rats also showed that 
certain nerve-signaling patterns which 
the rats generated during the day were 
repeated during deep sleep. This pattern 
repetition may help encode memories 
and improve learning.  
 

 Dreaming and REM Sleep 
 
      We typically spend more than 2 
hours each night dreaming. Scientists do 
not know much about how or why we 
dream. Sigmund Freud, who greatly in-
fluenced the field of psychology, be-
lieved dreaming was a "safety valve" for 
unconscious desires. Only after 1953, 
when researchers first described REM in 
sleeping infants, did scientists begin to 
carefully study sleep and dreaming. 
They soon realized that the strange, il-
logical experiences we call dreams al-
most always occur during REM sleep. 
While most mammals and birds show 
signs of REM sleep, reptiles and other 
cold-blooded animals do not. 
     REM sleep begins with signals from 
an area at the base of the brain called the 
pons (see figure 2). These signals travel 
to a brain region called the thalamus, 
which relays them to the cerebral cortex 
— the outer layer of the brain that is 
responsible for learning, thinking, and 
organizing information. The pons also 
sends signals that shut off neurons in the 
spinal cord, causing temporary paralysis 
of the limb muscles. If something inter-
feres with this paralysis, people will be-
gin to physically "act out" their dreams 
— a rare, dangerous problem called 
REM sleep behavior disorder. A person 
dreaming about a ball game, for exam-
ple, may run headlong into furniture or 
blindly strike someone sleeping nearby 
while trying to catch a ball in the dream. 
     REM sleep stimulates the brain re-
gions used in learning. This may be im-
portant for normal brain development 
during infancy, which would explain 
why infants spend much more time in 
REM sleep than adults. Like deep sleep, 
REM sleep is associated with increased 
production of proteins. One study found 
that REM sleep affects learning of cer-

tain mental skills. People taught a skill 
and then deprived of non-REM sleep 
could recall what they had learned after 
sleeping, while people deprived of REM 
sleep could not. 
     Some scientists believe dreams are 
the cortex’s attempt to find meaning in 
the random signals that it receives during 
REM sleep. The cortex is the part of the 
brain that interprets and organizes infor-
mation from the environment during 
consciousness. It may be that, given ran-
dom signals from the pons during REM 
sleep, the cortex tries to interpret these 
signals as well, creating a "story" out of 
fragmented brain activity. 
 

 Sleep and Circadian Rhythms 
 
      Circadian rhythms are regular 
changes in mental and physical charac-
teristics that occur in the course of a day 
(circadian is Latin for "around a day"). 
Most circadian rhythms are controlled by 
the body’s biological "clock." This 
clock, called the suprachiasmatic nucleus 
or SCN (see Figure 2), is actually a pair 
of pinhead-sized brain structures that 
together contain about 20,000 neurons. 
The SCN rests in a part of the brain 
called the hypothalamus, just above the 
point where the optic nerves cross. Light 
that reaches photoreceptors in the retina 
(a tissue at the back of the eye) creates 
signals that travel along the optic nerve 
to the SCN. 
     Signals from the SCN travel to sev-
eral brain regions, including the pineal 
gland, which responds to light-induced 
signals by switching off production of 
the hormone melatonin. The body’s level 
of melatonin normally increases after 
darkness falls, making people feel 
drowsy. The SCN also governs functions 
that are synchronized with the 
sleep/wake cycle, including body tem-
perature, hormone secretion, urine pro-
duction, and changes in blood pressure. 
     By depriving people of light and 
other external time cues, scientists have 
learned that most people’s biological 
clocks work on a 25-hour cycle rather 
than a 24-hour one. But because sunlight 
or other bright lights can reset the SCN, 
our biological cycles normally follow the 
24-hour cycle of the sun, rather than our 
innate cycle. Circadian rhythms can be 
affected to some degree by almost any 
kind of external time cue, such as the 
beeping of your alarm clock, the clatter 
of a garbage truck, or the timing of your 
meals. Scientists call external time cues 
zeitgebers (German for "time givers"). 
     When travelers pass from one time 
zone to another, they suffer from dis-
rupted circadian rhythms, an uncomfort-
able feeling known as jet lag. For in-
stance, if you travel from California to 
New York, you "lose" 3 hours according 
to your body’s clock. You will feel tired 
when the alarm rings at 8 a.m. the next 
morning because, according to your 
body’s clock, it is still 5 a.m. It usually 
takes several days for your body's cycles 
to adjust to the new time. 
     To reduce the effects of jet lag, some 
doctors try to manipulate the biological 
clock with a technique called light ther-
apy. They expose people to special 
lights, many times brighter than ordinary 
household light, for several hours near 

the time the subjects want to wake up. 
This helps them reset their biological 
clocks and adjust to a new time zone. 
     Symptoms much like jet lag are com-
mon in people who work nights or who 
perform shift work. Because these peo-
ple’s work schedules are at odds with 
powerful sleep-regulating cues like 
sunlight, they often become uncontrolla-
bly drowsy during work, and they may 
suffer insomnia or other problems when 
they try to sleep. Shift workers have an 
increased risk of heart problems, diges-
tive disturbances, and emotional and 
mental problems, all of which may be 
related to their sleeping problems. The 
number and severity of workplace acci-
dents also tend to increase during the 
night shift. Major industrial accidents 
attributed partly to errors made by fa-
tigued night-shift workers include the 
Exxon Valdez oil spill and the Three 
Mile Island and Chernobyl nuclear 
power plant accidents. One study also 
found that medical interns working on 
the night shift are twice as likely as oth-
ers to misinterpret hospital test records, 
which could endanger their patients. It 
may be possible to reduce shift-related 
fatigue by using bright lights in the 
workplace, minimizing shift changes, 
and taking scheduled naps. 
     Many people with total blindness 
experience life-long sleeping problems 
because their retinas are unable to detect 
light. These people have a kind of per-
manent jet lag and periodic insomnia 
because their circadian rhythms follow 
their innate cycle rather than a 24-hour 
one. Daily supplements of melatonin 
may improve night-time sleep for such 
patients. However, since the high doses 
of melatonin found in most supplements 
can build up in the body, long-term use 
of this substance may create new prob-
lems. Because the potential side effects 
of melatonin supplements are still 
largely unknown, most experts discour-
age melatonin use by the general public.  
 

 Sleep and Disease 
 
      Sleep and sleep-related problems 
play a role in a large number of human 
disorders and affect almost every field of 
medicine. For example, problems like 
stroke and asthma attacks tend to occur 
more frequently during the night and 
early morning, perhaps due to changes in 
hormones, heart rate, and other charac-
teristics associated with sleep. Sleep also 
affects some kinds of epilepsy in com-
plex ways. REM sleep seems to help 
prevent seizures that begin in one part of 
the brain from spreading to other brain 
regions, while deep sleep may promote 
the spread of these seizures. Sleep depri-
vation also triggers seizures in people 
with some types of epilepsy.  
     Neurons that control sleep interact 
closely with the immune system. As 
anyone who has had the flu knows, in-
fectious diseases tend to make us feel 
sleepy. This probably happens because 
cytokines, chemicals our immune sys-
tems produce while fighting an infection, 
are powerful sleep-inducing chemicals. 
Sleep may help the body conserve en-
ergy and other resources that the im-
mune system needs to mount an attack. 
 

see Sleep on page 44 
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“Thank You for Your Life” 

Raising The Bar On Quality By Addressing Health Disparities 
By Arthur C. Evans, Jr., Ph.D. 
Deputy Commissioner,  Connecticut 
Department of Mental Health and 
Addiction Services—DMHAS 
 
 

C ommissioner Kirk has said 
that quality should be the de-
fining characteristic of the 
DMHAS health care system.  

As we continue to strive for this goal, we 
are identifying systematic variations in 
service delivery that effect quality.  Sev-
eral national organizations like the Presi-
dent’s New Freedom Commission have 
highlighted health disparities as a prior-
ity that we must address in our systems 
of care. 
     Health disparities are systematic 
differences in health care practices and 
patterns of utilization that are related to 
race, culture, or gender and are not due 
to a health condition. 1 
     So, for example, you have a health 
disparity when a woman and a man each 
tell their doctors, “I have a crushing feel-
ing on the chest, shortness of breath and 
dizziness,” and he gets evaluated for a 
heart attack, while she gets sent home 
with Valium. 

     Just as health disparities can be found 
in general medicine, we also have them 
in behavioral health.  Thus, for example, 
Vijay Ganju and Lucille Schacht found 
that Whites with schizophrenia were 
more likely to receive the “new genera-
tion” (and more effective) antipsychotic 

medications than African-Americans or 
Latinos.  Many of the differences noted 
in scientific literature persist, even when 
factors like socioeconomic status and 
health care access are taken into account. 
Like other states, Connecticut must ad-
dress health disparities. 
     This is why we have established the 
DMHAS Health Disparities Initiative 
with academic partners from Yale Uni-
versity and the University of Connecti-
cut.  Building on the cultural compe-
tency work led Jose Ortiz and the 
DMHAS Office of Multicultural Affairs, 
our goal is to systematically review data 
to identify health disparities and imple-
ment strategies to reduce and eliminate 
them.  An important aspect of this effort 
involves using a conceptual model to 
guide how we improve access to care, 
treatment engagement and retention, 
service delivery, and community sup-
ports. 
     The reasons for health disparities are 
often subtle and complex, but we know 
they can be eliminated.  For example, 
providing vocational supports has re-
sulted in more paid jobs and has helped 
remove racial differences in the employ-
ment status of DMHAS mental health 

consumers.  Likewise, we have been 
able to significantly reduce differences 
in access to care using programs like the 
Latino Outreach Initiative.  Connecticut 
is fortunate because we have been work-
ing on improving cultural competency 
for the past seven years and have devel-
oped strategies that we know are effec-
tive.  We will work to expand on these 
efforts as we pursue our goal of building 
a recovery-oriented system of care. 
     As long as health disparities exist, we 
will continue to address these issues to 
ensure that everyone receiving DMHAS 
services gets the best possible quality of 
care. 
     To find out more about the Health 
Disparities Initiative in Con-
nectcut, log onto the DMHAS website: 
www.dmhas.state.ct.us/disparities.htm.  
Your e-mail comments are welcome at: 
Arthur.evans@po.state.ct.us. 
 
 1.  Ganju V & Schacht LM (2002, May). 
NRI Behavioral Healthcare Performance 
Measurement System Public Report: Use of 
New Generation Antipsychotic Medications 
in State Hospitals.  Alexandria, VA: National 
Assoc. of State Mental Health Program Di-
rectors Research Institute. 
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T he above quote was the closing 
comment at a recent annual 
meeting of a DMHAS-funded 
private nonprofit agency. It 

was voiced by John, a member of the 
agency’s board.  He used the word 
“your” to refer to the staff in attendance, 
some being honored for years of service.  
My recollection is that their tenure ex-
tended from 5 to 20 years and their titles 
ranged from van driver to director of an 
outpatient care program. 
     John preceded his comment with a 
description of his own life, which in-
cluded alcoholism. He now has a few 
dozen years of sobriety, a family life 
with a wife and children, as well as sev-
eral grandchildren, and retirement from 
a business career. His message? Without 
the lives of staff such as those in the 
audience, his own life would not be 
what it is today. There are many, many 
persons such as John in Connecticut. 
     “Thank you for your life!” is an acco-
lade that fits thousands of private non-
profit and state staff within the DMHAS 
Healthcare System. There are an esti-
mated 3,000 

see Life on page 41 Thomas A. Kirk, Jr., Ph.D. 



 

 

By Edward B. O'Malley, Ph.D.,  
Director, and Daniel Cuzzone,  
Research Assistant, The Sleep  
Disorders Center at Norwalk Hospital 
 
 

T he National Institutes of Health 
(NIH) have identified adoles-
cents and young adults (ages 
12 to 25 years) as a population 

at high risk for problem sleepiness based 
on “evidence that the prevalence of 
problem sleepiness is high and increas-
ing with particularly serious conse-
quences.” (NIH, 1997) (The other high-
risk population identified is shift work-
ers.) The most troubling consequences of 
sleepiness are injuries and deaths related 
to lapses in attention and delayed re-
sponse times at critical moments, such as 
while driving. Drowsiness or fatigue has 
been identified as a principle cause in at 
least 100,000 police-reported traffic 
crashes each year, killing more than 
1,500 Americans (4 percent of all traffic 
crash fatalities) and injuring another 
71,000, according to the National High-
way Traffic Safety Administration 
(NHTSA, 1994). 
     Sleep is, in essence, food for the 
brain, and insufficient sleep can be 
harmful, even life-threatening. When 
hungry for sleep, the brain becomes re-
lentless in its quest to satisfy its need and 
will cause feelings of “sleepiness,” de-
creased levels of alertness or concentra-
tion, and, in many cases, unanticipated 
sleep. Excessive sleepiness is also asso-
ciated with reduced short-term memory 
and learning ability, negative mood, in-
consistent performance, poor productiv-
ity, and loss of some forms of behavioral 
control (NIH, 1997). 
     Researchers have identified several 
changes in sleep patterns, sleep/wake 
systems, and circadian timing systems 
associated with puberty. (Carskadon, 
1999) These changes contribute to ex-
cessive sleepiness that has a negative 
impact on daytime functioning in adoles-
cents, including increasing their risk of 
injury. Key physiological, behavioral 
and psychosocial changes in sleep pat-
terns and needs that are associated with 
puberty include: 
 
• Adolescents require at least as much 

sleep as they did as preadolescents.  
• To function at peak levels, adoles-

cents require, in general, 9.25 hours 
of sleep each night.  

• Adolescents’ sleep patterns undergo 
a phase delay; that is, a tendency 
toward later times, for both sleeping 
and waking.   

• Studies show the typical high school 
student’s natural time to fall asleep 
is 11:00 p.m. or later.   

• Many U.S. adolescents do not get 
enough sleep, especially during the 
week.   

• 13 year olds average total sleep time 
during the school week: 7 hours, 42 
minutes.  

• 19 year olds average total sleep time 
during the school week: 7 hours, 4 
minutes.  

• Only 15 percent of adolescents re-
ported sleeping 8.5 or more hours 
on school nights.   

• 26 percent of students reported typi-
cally sleeping 6.5 hours or less each 
school night.   

• Irregular sleep schedules—including 
significant sleep discrepancies be-
tween weekdays and weekends—
can contribute to a shift in sleep 
phase (i.e., tendency toward morn-
ing or evening), trouble falling 
asleep or awakening, and frag-
mented (poor quality) sleep.   

• 13 to 19 year olds have been shown 
to sleep about 1 hour, 50 minutes 
more on weekends.  

• 18 year olds averaged more than 
two hours more sleep on the week-
ends.  

• 91 percent of the surveyed high 
school students reported going to 
sleep after 11:00 p.m. on weekends, 
and 40 percent went to bed that late 
on school nights.  

 
Consequences of Poor Sleep 

 
     Data on children, adolescents, and 
adults confirm that sleep loss and sleep 
difficulties can have serious detrimental 
effects. Although research specifically 
on adolescents and young adults is rela-
tively new and limited, studies and clini-
cal observations have shown that insuffi-
cient sleep in adolescents and young 
adults is linked to: 
     Increased risk of unintentional inju-
ries and death. As noted, drowsiness or 
fatigue has been identified as a principle 
cause in at least 100,000 traffic crashes 
each year. In addition, about 1 million, 
(or one-sixth), of traffic crashes in the 
United States are believed to be attribut-
able to lapses in the driver’s attention; 
sleep loss and fatigue significantly in-
crease the chances of such lapses occur-
ring. A North Carolina state study found 
that drivers aged 25 or younger cause 
more than one-half (55 percent) of fall-
asleep crashes.  
     The same symptoms of sleepiness 
that contribute to traffic crashes can also 
play a role in non-traffic injuries, such as 
those associated with handling hazard-
ous equipment in the workplace or in the 
home. Furthermore, adolescents who 
have not received sufficient sleep and 
who consume even small amounts of 
alcohol are at greater risk of injury than 
those who are not lacking sleep, because 
sleep loss has been shown to heighten 
the effects of alcohol (Roehrs, et al, 
1994). 
     Low grades and poor school perform-
ance.  High school students who de-
scribe themselves as having academic 
problems and who are earning C’s or 
below in school report getting less sleep, 
having later bedtimes, and have more 
irregular sleep schedules than students 

reporting higher grades (Note: A causal 
relationship has not yet been estab-
lished.) (Wolfson and Carskadon, 1998).  
     Negative moods (e.g., anger, sadness 
and fear), difficulty controlling emo-
tions, and behavior problems. In one 
study, female high school students who 
went to sleep on the weekend two or 
more hours later than their typical week-
night bedtime reported feeling more de-
pressed than those who did not stay up 
late on the weekends. (Wolfson and Car-
skadon, 1998)   
 
Sleep loss may be associated with: 

 
• Decreased ability to control, inhibit, 

or change emotional responses.   
• Inability to stay focused on a task, 

impulsivity, difficulty “sitting still.”  
• Problems completing tasks, resem-

ble behaviors common also in atten-
tion deficit hyperactivity disorder.  

• A 1995 study of students in transi-
tion from junior high to senior high 
school found that conduct/
aggressive behaviors were highly 
associated with shorter sleep times 
and later sleep start time.   

• Increased likelihood of stimulant 
use (including caffeine and nico-
tine), alcohol and similar sub-
stances.  

 
     Insufficient sleep accumulates into a 
sleep debt that can ultimately be relieved 
only through additional sleep. 
 

Changing Sleep Habits 
 
Perhaps the most significant behavioral 
change that adolescents can make—and 
that their parents can encourage them to 
make—is to establish and maintain a 
consistent sleep/wake schedule. This is a 
good practice for people at all ages, but 
may be especially important for adoles-
cents. 
 

Sleep Tips for Adolescents 
 

• Sleep is food for the brain: get 
enough of it, and get it when you 
need it. Even mild sleepiness can 

hurt your performance—from taking 
school exams to playing sports or 
video games. Lack of sleep can 
make you look tired and feel de-
pressed, irritable, and angry.    

• Keep consistency in mind: establish 
a regular bedtime and waketime 
schedule, and maintain it during 
weekends and school (or work) va-
cations. Don’t stray from your 
schedule frequently, and never do so 
for two or more consecutive nights. 
If  you  must go  off  schedule,  
avoid delaying your bedtime by 
more than one hour, awaken the 
next day within two hours of your 
regular schedule, and, if you are 
sleepy during the day, take an early 
afternoon nap.  

• Learn how much sleep you need to 
function at your best. You should 
awaken refreshed, not tired. Most 
adolescents need between 8.5 and 
9.25 hours of sleep each night. 
Know when you need to get up in 
the morning, then calculate when 
you need to go to sleep to get at 
least 8.5 hours of sleep a night.  

• Get into bright light as soon as pos-
sible in the morning, but avoid it in 
the evening. The light helps to sig-
nal to the brain when it should wake 
up and when it should prepare to 
sleep.  

• Understand your circadian rhythm. 
Then you can try to maximize your 
schedule throughout the day accord-
ing to your internal clock. For ex-
ample, to compensate for your 
“slump (sleepy) times,” participate 
in stimulating activities or classes 
that are interactive, and avoid lec-
ture classes or potentially unsafe 
activities, including driving.  

• After lunch (or after noon), stay 
away from coffee, colas with caf-
feine, and nicotine, which are all 
stimulants.  Also avoid alcohol, 
which disrupts sleep.  

• Relax before going to bed. Avoid 
heavy reading, studying, and com-
puter games within one hour of go-
ing to bed. Don’t fall asleep with the 
television on—flickering light and 
stimulating content can inhibit rest-
ful sleep. If you work during the 
week, try to avoid working night 
hours. If you work until 9:30 pm, 
for example, you will need to plan 
time to “chill out” before going to 
sleep. 

 
Become a sleep-smart trendsetter 

 
•  Be a bed head, not a dead head. 

Understand the dangers of insuffi-
cient sleep—and avoid them! En-
courage your friends to do the same. 
Ask others how much sleep they’ve 
had lately before you let them drive 
you somewhere. Remember: friends 
don’t let friends drive drowsy. 

 
see Schedules on page 45 

 
Sleep Schedules: 

The Consequences Of Insufficient Sleep In Adolescents 
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plus staff in the few hundred private 
nonprofit agencies DMHAS funds to 
provide prevention, treatment, and re-
covery services. Another 3,000-plus 
state staff carry out direct care, support 
and administrative duties within 
DMHAS’ accredited state hospitals, care 
centers, and administrative offices 
throughout Connecticut. 
     Mental illness and substance use dis-
orders are serious health care conditions. 
They are medical illnesses. Yet, is any-
one being immunized to prevent or cure 
these disorders? No, and a vaccine does 
not appear likely any time soon. Mean-
while, state and private staff skillfully 
apply research, medication, treatment, 
health promotion, and recovery strate-
gies to help thousands of people in Con-
necticut’s 169 communities. As with any 
number of chronic health care condi-
tions, the strategies may not cure the 
illness, but they are very effective. They 
can and do help people to manage their 
health so that they can have lives sepa-
rate from the illness. Prevention staff are 
also playing a large part in that we now 
know risk and protective factors that 
point to the need for early intervention 
and decrease the risk of these disorders. 
Administrative staff effectively carries 
out infrastructure and business functions 
essential to the care system, despite the 
fact they rarely have the opportunity and 
reward of seeing the faces of individuals 

and families helped by our health care 
structure. 
     Connecticut’s behavioral health care 
system needs both its state and private 
nonprofit partners. The reality is that 
significant human resource, fiscal, and 
healthcare demands are challenging the 
system to a greater degree than in the 
past. Shortages in trained staff are all too 
common. The cultural diversity of our 
workforce needs attention. Fiscal mar-
gins are slim.  Hospital ER’s are too 
often the first point of healthcare con-
tact. These issues are testing the admin-
istrative, service and quality focus of 
state and private sector partners. Some 
units, agencies and boards of directors 
are skillfully meeting the challenges.  
Others are having difficulty doing so, 
sometimes due to factors beyond their 
control. 
     “Thank you for your life!” We do not 
say that enough to the state and private 
partners that comprise the DMHAS 
Healthcare System. Their lives help to 
promote the health and recovery of thou-
sands of others each year. On behalf of 
these lives, we who are in private or 
state leadership, policy, staff and man-
agement positions must all find ways to 
meet the human resource, fiscal and 
healthcare demands challenging our 
system. Lives depend on it.  See 
www.dmhas.state.ct.us for previous 
“Messages from the Office of the Com-
missioner.”  Comments are welcome at 
Thomas.Kirk@po.state.ct.us.. 
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You will find a team of caring and dedicated experts 

in the field of mental health and substance abuse to support you and your  
loved ones on the journey to wellness. Our staff, our use of the state-of-the-art  

treatment methods and 60 acres of beautiful New England countryside  
offer a unique and outstanding formula for treatment and recovery. 
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 Sleep from page 38 
 
     Sleeping problems occur in almost all 
people with mental disorders, including 
those with depression and schizophrenia. 
People with depression, for example, 
often awaken in the early hours of the 
morning and find themselves unable to 
get back to sleep. The amount of sleep a 
person gets also strongly influences the 
symptoms of mental disorders. Sleep 
deprivation is an effective therapy for 
people with certain types of depression, 
while it can actually cause depression in 
other people. Extreme sleep deprivation 
can lead to a seemingly psychotic state 
of paranoia and hallucinations in other-
wise healthy people, and disrupted sleep 
can trigger episodes of mania (agitation 
and hyperactivity) in people with manic 
depression. 
     Sleeping problems are common in 
many other disorders as well, including 
Alzheimer’s disease, stroke, cancer, and 
head injury. These sleeping problems 
may arise from changes in the brain re-
gions and neurotransmitters that control 
sleep, or from the drugs used to control 
symptoms of other disorders. In patients 
who are hospitalized or who receive 
round-the-clock care, treatment sched-
ules or hospital routines also may dis-
rupt sleep. The old joke about a patient 
being awakened by a nurse so he could 
take a sleeping pill contains a grain of 
truth. Once sleeping problems develop, 
they can add to a person’s impairment 
and cause confusion, frustration, or de-
pression. Patients who are unable to 
sleep also notice pain more and may 
increase their requests for pain medica-
tion. Better management of sleeping 
problems in people who have other dis-
orders could improve these patients’ 
health and quality of life. 
 

 Sleep Disorders 
 
      At least 40 million Americans each 
year suffer from chronic, long-term 
sleep disorders each year, and an addi-
tional 20 million experience occasional 
sleeping problems. These disorders and 
the resulting sleep deprivation interfere 
with work, driving, and social activities. 
They also account for an estimated $16 
billion in medical costs each year, while 
the indirect costs due to lost productivity 
and other factors are probably much 
greater. Doctors have described more 
than 70 sleep disorders, most of which 
can be managed effectively once they 
are correctly diagnosed. The most com-
mon sleep disorders include insomnia, 
sleep apnea, restless legs syndrome, and 
narcolepsy.  
 

 Insomnia 
 
      Almost everyone occasionally suf-
fers from short-term insomnia. This 
problem can result from stress, jet lag, 
diet, or many other factors. Insomnia 
almost always affects job performance 
and well-being the next day. About 60 
million Americans a year have insomnia 
frequently or for extended periods of 
time, which leads to even more serious 
sleep deficits. Insomnia tends to increase 
with age and affects about 40 percent of 
women and 30 percent of men. It is of-
ten the major disabling symptom of an 
underlying medical disorder. 

      For short-term insomnia, doctors 
may prescribe sleeping pills. Most sleep-
ing pills stop working after several 
weeks of nightly use, however, and 
long-term use can actually interfere with 
good sleep. Mild insomnia often can be 
prevented or cured by practicing good 
sleep habits (see "Tips for a Good 
Night’s Sleep"). For more serious cases 
of insomnia, researchers are experiment-
ing with light therapy and other ways to 
alter circadian cycles. 
 

 Sleep Apnea 
 
       Sleep apnea is a disorder of inter-
rupted breathing during sleep. It usually 
occurs in association with fat buildup or 
loss of muscle tone with aging. These 
changes allow the windpipe to collapse 
during breathing when muscles relax 
during sleep. This problem, called ob-
structive sleep apnea, is usually associ-
ated with loud snoring (though not eve-
ryone who snores has this disorder). 
Sleep apnea also can occur if the neu-
rons that control breathing malfunction 
during sleep. 
     During an episode of obstructive ap-
nea, the person’s effort to inhale air cre-
ates suction that collapses the windpipe. 
This blocks the air flow for 10 seconds 
to a minute while the sleeping person 
struggles to breathe. When the person’s 
blood oxygen level falls, the brain re-
sponds by awakening the person enough 
to tighten the upper airway muscles and 
open the windpipe. The person may 
snort or gasp, then resume snoring. This 
cycle may be repeated hundreds of times 
a night. The frequent awakenings that 
sleep apnea patients experience leave 
them continually sleepy and may lead to 
personality changes such as irritability 
or depression. Sleep apnea also deprives 
the person of oxygen, which can lead to 
morning headaches, a loss of interest in 
sex, or a decline in mental functioning. 
It also is linked to high blood pressure, 
irregular heartbeats, and an increased 
risk of heart attacks and stroke. Patients 
with severe, untreated sleep apnea are 
two to three times more likely to have 
automobile accidents than the general 
population. In some high-risk individu-
als, sleep apnea may even lead to sudden 
death from respiratory arrest during 
sleep. 
     An estimated 18 million Americans 
have sleep apnea. However, few of them 
have had the problem diagnosed. Pa-
tients with the typical features of sleep 
apnea, such as loud snoring, obesity, and 
excessive daytime sleepiness, should be 
referred to a specialized sleep center that 
can perform a test called polysomnogra-
phy. This test records the patient’s brain 
waves, heartbeat, and breathing during 
an entire night. If sleep apnea is diag-
nosed, several treatments are available. 
Mild sleep apnea frequently can be over-
come through weight loss or by prevent-
ing the person from sleeping on his or 
her back. Other people may need special 
devices or surgery to correct the obstruc-
tion. People with sleep apnea should 
never take sedatives or sleeping pills, 
which can prevent them from awakening 
enough to breathe. 
 

see Sleep on page 47 
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Schedules from page 40 
 
• Brag about your bedtime. Tell your 

friends how good you feel after 
getting more than 8 hours of sleep!   

• Do you study with a buddy? If 
you’re getting together after school, 
tell your pal you need to catch a nap 
first, or take a nap break if needed. 
(Taking a nap in the evening may 
make it harder for you to sleep at 
night, however.)  

• Steer clear of raves and say no to 
all-nighters. Staying up late can 
cause chaos in your sleep patterns 
and your ability to be alert the next 
day ... and beyond. Remember, the 
best thing you can do to prepare for 
a test is to get plenty of sleep. All 
nighters or late-night study sessions 
might seem to give you more time 
to cram for your exam, but they are 
also likely to drain your brainpower. 

 
     At the Norwalk Hospital Sleep Disor-
ders Center, physicians are on the lead-
ing edge of current medical science. The 
sleep laboratory conducts internation-
ally recognized research protocols using 
the hospital’s state-of-the-art technol-
ogy. Recent research projects include 
participation in an international study of 
a new medication for sleep apnea, devis-

ing new methods to treat insomnia and 
evaluating sleep deprivation in resi-
dency training programs and in adoles-
cents. 
     The Norwalk Hospital Sleeps Disor-
ders Center offers a fully comprehensive 
program to help people with sleep disor-
ders.  The center clinicians apply recent 
research findings in neuroscience and 
pulmonary medicine together with clini-
cal expertise in behavioral therapy to 
diagnose and treat sleep disorders while 
focusing on educational programs 
aimed at the prevention of sleep prob-
lems. 
     Patients may sleep overnight at the 
Sleep Center in a quiet, comfortable 
hotel-like private room while sophisti-
cated instruments measure brain waves, 
eye movements, breathing and other 
physiological parameters with digital 
video recording for analysis as well. 
Daytime testing and therapies include 
neurofeedback, relaxation training and 
other cognitive-behavioral techniques 
designed to reduce stress and anxiety 
surounding sleep issues in insomnia 
patients. 
 
   
     For information on the Norwalk Hos-
pital Sleep Disorders Center, call (203) 
855-3632. 

ER’s from page 11 
 
departments because they have nowhere 
else to turn,” said Michael Faenza, 
President and CEO, NMHA.  “Nobody 
wins when this happens.” 
     “The increase in people with mental 
illness in emergency rooms is rapidly 
becoming a national crisis,” said Mi-
chael Fitzpatrick, MSW, Acting Execu-
tive Director, NAMI.  “Solutions require 
that policymakers understand the nega-
tive effects of these budget cuts on the 
community.” 
 

Methodology 
 
     In March 2004, The American Col-
lege of Emergency Physicians fielded 
the Psychiatric Emergencies Survey in 
partnership with APA, NMHA and 
NAMI.  The intent of this study was to 
research potential effects that recent 
trends in access to care for psychiatric 
patients have on emergency department 
environments. This survey was con-
ducted entirely online; survey invitation 
URLs were printed and disseminated 
through the March edition of the ACEP 
member newsletter, reaching an approxi-
mate 12,000 active members.  Between 
March 5 and March 23, 353 members 
accessed and provided responses to this 
survey.  All responses reported in our 
data are for the 340 of those with 
enough experience to provide an in-
formed perspective: those that had been 
providing direct patient care in an emer-
gency department since 2002. 
     The active emergency physicians 
who responded to the survey come from 
all regions of the U.S. including 47 
states and Puerto Rico, as well a broad 
variety of hospital settings: teaching and 
non-teaching hospitals; hospitals that 

serve predominantly urban, suburban, 
rural, and mixed suburban/rural and ur-
ban/suburban populations.  The patterns 
of response displayed in this report are 
remarkably similar for physicians in 
each of these hospital settings.  
 
     ACEP is a national medical specialty 
society representing emergency medi-
cine with more than 23,000 members. 
ACEP is committed to improving the 
quality of emergency care through con-
tinuing education, research, and public 
education. For more information, visit 
the ACEP website at www.acep.org. 
 
     The American Psychiatric Associa-
tion is a national medical specialty soci-
ety, founded in 1844, whose 35,000 phy-
sician members specialize in the diagno-
sis, treatment and prevention of mental 
illnesses.  For more information, visit 
the APA website at www.psych.org. 
 
     The National Alliance for the Men-
tally Ill is a nonprofit, grassroots, self-
help, support and advocacy organiza-
tion of consumers, families, and friends 
of people with severe mental ill-
ness.  NAMI works to achieve equitable 
services and treatment for more than 15 
million Americans living with severe 
mental illness, and their families.  For 
more information, visit the NAMI web-
site at www.nami.org. 
 
     The National Mental Health Associa-
tion is the country’s oldest and largest 
nonprofit organization addressing all 
aspects of mental health and mental 
illness. NMHA works to improve the 
mental health of all Americans through 
advocacy, education, research, and ser-
vice.  For more information, visit the 
NMHA website at www.nmha.org. 
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Help Is Just A Phone Call Away 
Staff Writer 
Mental Health News 
 

S elf-help groups can be benefi-
cial to someone who is suffer-
ing with a problem, whether 
physical or emotional. When 

life deals hard blows, it can be comfort-
ing and helpful to meet with others who 
are facing similar challenges. 
     The Westchester Self-Help Clearing-
house, a non-sectarian program of West-
chester Jewish Community Services, 
offers more than 280 mutual-support 
groups which are listed in the 14th edi-
tion of the Directory of Self-Help 

Groups in Westchester County for 2003-
2004. A comprehensive guide to the 
various mutual support groups that meet 
throughout the county, the Directory is 
an excellent resource for people who 
seek support groups for a myriad of dif-
ficult life situations. 
     Copies of the directory are available 
at the Clearinghouse Office, 141 North 
Central Avenue, Hartsdale, NY, for $15 
per copy or three for $40. To obtain an 
Order Form for The Directory or for 
further information about the Clearing-
house or a specific group, please call 
Lenore Rosenbaum at 914-949-7699, 
extension 319 or go to www.wjcs.com. 

Carpinello from page 1 
 
• business continuity; and 
 
• a new public mental health role for 

New York State, including cultur-
ally relevant public awareness cam-
paigns about topics including sui-
cide prevention, eating disorders, 
and building resiliency, and co-
morbid physical health risks, (e.g., 
diabetes; cardiac/cardiovascular 
disorders; respiratory disorders).  

 
     “I envision a future filled with hope 
and opportunity for New Yorkers with 
mental illness, and I look forward to 
continuing my partnerships with the 
thousands of consumers and stake-
holders I have come to know as we work 
together toward that goal,” said Dr. 
Carpinello. “We have the opportunity to 
help parents achieve what they want 
most for their children—to have them 
home, happy, successful in school, with 
friends. We have the opportunity to en-
sure that adults with mental illness can 
live and work in the community. And 
we have the opportunity to further break 
the walls of stigma that surround us.” 

     “I am optimistic because I know that 
recovery occurs, it is real, and we can 
make it a reality for many.” 
     Dr. Carpinello is a registered nurse 
and holds bachelor’s and master’s de-
grees in nursing from Russell Sage Col-
lege, and a Ph.D. in education from the 
State University of New York in Al-
bany. She is a member of Sigma Theta 
Tau International Honor Society of 
Nursing, and in 1997 received the Presi-
dential Award for meritorious and dedi-
cated service to advancing effectiveness 
of public resources available to recover-
ing people of New York State, from the 
New York Association of Psychiatric 
Rehabilitation Services. Most recently 
she received the Outstanding Leadership 
Award from the Mental Health Empow-
erment Project for outstanding leader-
ship in the development of consumer-
focused evidence-based practices.  
     A resident of Rensselaer County, Dr. 
Carpinello is married to Anthony J. 
Carpinello, New York State Supreme 
Court Justice, Appellate Court. They 
have two children, James, an actor who 
resides in Los Angeles, and Amy, a 
dancer who resides in New York. 

   
Westchester County New York 

Depression and Bipolar Support Alliance  
 

WDBSA is a consumer facilitated mutual 
support group which meets every first and 

third Wednesday of the month  
 

Join us from 7:00 to 9:00 pm 
White Plains Hospital in the board room on 

the main floor.  For further information, 
please contact Liz at 914-476-4720 

    To Help A Child 
       You Know,     

    Call  
(914) 636-4440 

ext. 200 
        

  

 You Recognize This Warning Sign, 
 And You Take Action. 
 
 Can You Recognize A Problem With 
 Your Child’s Mental Health As Well? 

 
Out-patient treatment for people of all ages  

Specialized services for individuals  
with developmental disabilities  

Intensive community–based services 
for children & their families 

Learning Center for children and adults  
Geriatric Care 

Continuing Day Treatment 
Mobile clinical services 

Case management  
Social Clubs 
COMPEER 

All services are offered on a non-sectarian basis 

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

 
Call  WJCS  at  914-761-0600 

  
WJCS offers comprehensive mental health services 

 



 

 

    
Family Service 

of  
Westchester 

 
 

Strengthening Individuals, Families and Children 
Since 1954 

    
Adoption & Children’s Services 

Big Brothers & Big Sisters 
Youth Services 

Family Mental Health 
ADAPT - A Different Approach For Parents & Teens 

Camp Viva & Project Care 
Home Based Services 

Senior Personnel Employment Council 
My Second Home ~ Adult Day Program 

EAP & Elder Care ~ Corporate Programs 
 

www.fsw.org 
 

One Summit Avenue • White Plains • New York 
 

914-948-8004 

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 

 Sleep from page 44 
 

Restless Legs Syndrome 
 
      Restless legs syndrome (RLS), a familial 
disorder causing unpleasant crawling, prick-
ling, or tingling sensations in the legs and 
feet and an urge to move them for relief, is 
emerging as one of the most common sleep 
disorders, especially among older people.  
     This disorder, which affects as many as 
12 million Americans, leads to constant leg 
movement during the day and insomnia at 
night. Severe RLS is most common in eld-
erly people, though symptoms may develop 
at any age. In some cases, it may be linked to 
other conditions such as anemia, pregnancy, 
or diabetes. 
     Many RLS patients also have a disorder 
known as periodic limb movement disorder 
or PLMD, which causes repetitive jerking 
movements of the limbs, especially the legs. 
These movements occur every 20 to 40 sec-
onds and cause repeated awakening and se-
verely fragmented sleep. In one study, RLS 
and PLMD accounted for a third of the in-
somnia seen in patients older than age 60.  
     RLS and PLMD often can be relieved by 
drugs that affect the neurotransmitter dopa-
mine, suggesting that dopamine abnormali-
ties underlie these disorders’ symptoms. 
Learning how these disorders occur may lead 
to better therapies in the future. 
  

 Narcolepsy 
 
      Narcolepsy affects an estimated 250,000 
Americans. People with narcolepsy have 
frequent "sleep attacks" at various times of 
the day, even if they have had a normal 
amount of night-time sleep. These attacks 
last from several seconds to more than 30 
minutes. People with narcolepsy also may 
experience cataplexy (loss of muscle control 
during emotional situations), hallucinations, 
temporary paralysis when they awaken, and 
disrupted night-time sleep. These symptoms 
seem to be features of REM sleep that appear 
during waking, which suggests that narco-
lepsy is a disorder of sleep regulation. The 
symptoms of narcolepsy typically appear 
during adolescence, though it often takes 
years to obtain a correct diagnosis. The dis-
order (or at least a predisposition to it) is 
usually hereditary, but it occasionally is 
linked to brain damage from a head injury or 
neurological disease.  
     Once narcolepsy is diagnosed, stimulants, 
antidepressants, or other drugs can help con-
trol the symptoms and prevent the embar-
rassing and dangerous effects of falling 
asleep at improper times. Naps at certain 
times of the day also may reduce the exces-
sive daytime sleepiness.  
     In 1999, a research team working with 
canine models identified a gene that causes 
narcolepsy—a breakthrough that brings a 
cure for this disabling condition within 
reach. The gene, hypocretin receptor 2, codes 
for a protein that allows brain cells to receive 
instructions from other cells. The defective 
versions of the gene encode proteins that 
cannot recognize these messages, perhaps 
cutting the cells off from messages that pro-
mote wakefulness. The researchers know that 
the same gene exists in humans, and they are 
currently searching for defective versions in 
people with narcolepsy.  
   

 The Future 
 
      Sleep research is expanding and attract-
ing more and more attention from scientists. 

Researchers now know that sleep is an active 
and dynamic state that greatly influences our 
waking hours, and they realize that we must 
understand sleep to fully understand the 
brain. Innovative techniques, such as brain 
imaging, can now help researchers under-
stand how different brain regions function 
during sleep and how different activities and 
disorders affect sleep. Understanding the 
factors that affect sleep in health and disease 
also may lead to revolutionary new therapies 
for sleep disorders and to ways of overcom-
ing jet lag and the problems associated with 
shift work. We can expect these and many 
other benefits from research that will allow 
us to truly understand sleep’s impact on our 
lives. 
  

 Tips for a Good Night’s Sleep: 
  
     Adapted from "When You Can't Sleep: 
The ABCs of ZZZs," by the National Sleep 
Foundation.  
 ·  Set a schedule: Go to bed at a set time 
each night and get up at the same time each 
morning. Disrupting this schedule may lead 
to insomnia. "Sleeping in" on weekends also 
makes it harder to wake up early on Monday 
morning because it re-sets your sleep cycles 
for a later awakening.  
 ·  Exercise: Try to exercise 20 to 30 minutes 
a day. Daily exercise often helps people 
sleep, although a workout soon before bed-
time may interfere with sleep. For maximum 
benefit, try to get your exercise about 5 to 6 
hours before going to bed.  
 ·  Avoid caffeine, nicotine, and alcohol: 
Avoid drinks that contain caffeine, which 
acts as a stimulant and keeps people awake. 
Sources of caffeine include coffee, choco-
late, soft drinks, non-herbal teas, diet drugs, 
and some pain relievers. Smokers tend to 
sleep very lightly and often wake up in the 
early morning due to nicotine withdrawal. 
Alcohol robs people of deep sleep and REM 
sleep and keeps them in the lighter stages of 
sleep.  
 ·  Relax before bed: A warm bath, reading, 
or another relaxing routine can make it easier 
to fall sleep. You can train yourself to associ-
ate certain restful activities with sleep and 
make them part of your bedtime ritual.  
 ·  Sleep until sunlight: If possible, wake up 
with the sun, or use very bright lights in the 
morning. Sunlight helps the body’s internal 
biological clock reset itself each day. Sleep 
experts recommend exposure to an hour of 
morning sunlight for people having problems 
falling asleep.  
 ·  Don’t lie in bed awake: If you can’t get to 
sleep, don’t just lie in bed. Do something 
else, like reading, watching television, or 
listening to music, until you feel tired. The 
anxiety of being unable to fall asleep can 
actually contribute to insomnia.  
 ·  Control your room temperature: Maintain 
a comfortable temperature in the bedroom. 
Extreme temperatures may disrupt sleep or 
prevent you from falling asleep.  
 ·  See a doctor if your sleeping problem 
continues:  If you have trouble falling asleep 
night after night, or if you always feel tired 
the next day, then you may have a sleep dis-
order and should see a physician. Your pri-
mary care physician may be able to help you; 
if not, you can probably find a sleep special-
ist at a major hospital near you. Most sleep 
disorders can be treated effectively, so you 
can finally get that good night’s sleep you 
need. 
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Napping from page 24 
 
     In that vein, several research groups 
are currently examining the effects of 
taking a daily nap on nighttime sleep and 
on daytime functioning in the elderly.  
Many questions remain about the possi-
ble consequences and potential benefits 
of a napping strategy in older individu-
als.  Certainly, some people claim to be 
unable to nap, and may even be averse to 
sleeping during the daytime.  Is there 
anything unique about such individuals?  
Do they already obtain enough sleep at 
night?  Also, many older individuals 
would find it terribly inconvenient to nap 
every afternoon, as it would interfere 
with their daytime activities.  For a nap-
ping regimen to be successful, patients 

must be willing to comply with the treat-
ment approach.   
     Unknown as of yet is what the fre-
quency of napping should be (once per 
day four times per week?), whether the 
timing of the nap matters (morning, af-
ternoon, evening?), or what the optimal 
duration of a nap would be (10 minutes, 
40 minutes, 2 hours?).  Does nap timing 
and duration need to be tailored to the 
individual?  Does the type of sleep ob-
tained in the nap (only light Stage 2 
sleep, deep slow wave sleep, rapid eye 
movement sleep?) have any effect on 
post-nap sleepiness or functioning?  Will 
some people experience negative conse-
quences of napping, such as residual 
post-nap grogginess, or poorer nighttime 
sleep following a nap?   

     Although it seems almost too simple 
to be a viable treatment for sleep prob-
lems in aging, the few studies that have 
investigated daytime sleep strategies 
have shown encouraging results.  At the 
very least, none of these nap studies 
have demonstrated significant side ef-
fects or risks of napping to supplement 
nighttime sleep.  For older individuals, 
whose nighttime sleep system may al-
ready  be maxed out, self-treatment with 
a daytime nap may be prove to be an 
effective tactic. 
     A disclaimer for implementing day-
time naps to compensate for nighttime 
sleep loss is necessary:  as described, 
many medical problems that increase 
with aging can result in fatigue and 
poorer daytime alertness.  Further, the 

prevalence of several serious sleep disor-
ders, including sleep apnea, periodic 
limb movements in sleep, REM behavior 
disorder, and restless legs syndrome, 
increase with age.  Therefore, if a person 
is experiencing sleep difficulties, or in-
somnia of any type, that lasts for more 
than a few days, consultation with a doc-
tor is strongly recommended.   
     This article started with the fact that 
up to half of individuals over age 60 
report significant difficulty sleeping.  
But that is only half, after all.  There is a 
substantial proportion of older individu-
als who report absolutely no difficulty 
sleeping. Getting a good night’s (and 
perhaps a good day’s) sleep is an impor-
tant and obtainable goal.  

Sleep Studies from page 29 
 
During this time, the tech may be hook-
ing up another patient or performing 
calibrations on the equipment. The test 
will probably begin around the normal 
bedtime.  
 

What is measured? 
 
     Although the parameters measured 
may change for different types of diag-
nostic evaluations, usually we monitor 
eye movement (or electro-oculography, 
EOG), brain waves (or electroencephalo-
graphy, EEG), chin movement and snor-
ing (or electromyography, EMG), respi-
ration (using piezoelectric bands around 
the chest and abdomen and nasal-oral 
airflow), heart rate and rhythm 
(electrocardiogram), leg movements 
(EMG), oxygen levels in the blood 
(pulsoximetry), and continuous audiovis-
ual monitoring. A Manual of Standard-
ized Terminology, Techniques and Scor-
ing System for Sleep Stages in Human 
Subjects 2 was published in 1968 by 
Rechstaffen and Kales, and discussed 
staging NPSGs at length.  
     Monitoring the eye movements 
(EOG) will allow the clinician to define 
REM sleep (see below). The EOG 
gauges the electrical field generated by 
the eye that acts as a dipole. The retina is 
negatively charged and the cornea is 
positively charged. Eye movements 
change the size and direction of the di-
pole. The Rechstaffen and Kales Manual 
recommend that an EOG use two chan-
nels. One electrode is placed one-
centimeter superior and laterally outside 
the eye and referenced to another elec-
trode at the ear or mastoid bone (behind 
the ear). A second electrode is placed 
one-centimeter inferior and lateral to the 
outside of the other eye. This electrode 
should be referenced to the same ear or 
mastoid as the first eye electrode.  Place-
ment in this manner will allow recogni-
tion of horizontal and vertical eye move-

ment.   
     The EEG measures the changes in the 
electrocerebral voltage throughout the 
night. EEG electrodes are placed Al-
though the specific number and location 
of the electrodes has not been standard-
ized for polysomnography, placement is 
based according to the International 
10/20 System of electrode placement.3 
The cortex of the brain elicits excitatory 
and inhibitory post-synaptic potentials 
(or charges), which change the voltage 
of the extra-cellular space. The cells 
have a summed electrical discharge that 
is measured at the scalp where the elec-
trode is placed. These potentials will 
define the stages of sleep. If one suspects 
nocturnal seizures, the monitoring can be 
extended to assist this evaluation. 
     The EMG measures the depolariza-
tion of muscle fibers that occurs after the 
transmission of nerve impulses across 
the neuromuscular junctions. EEG, EMG 
and EOG define REM (rapid eye move-
ment sleep) sleep. REM sleep is the 
stage where most of the vivid dreams 
occur. Low-voltage EEG and an EMG 
that reveals muscle atonia with occa-
sional bursts of phasic muscle activity 
characterize REM sleep. The muscle 
atonia that occurs during REM sleep is 
thought to have a protective function. 
People who are having vivid dreams 
should not be able to “act out” their 
dreams. EMG allows the diagnosis of 
other sleep disorders, such as REM Be-
havior Disorder. In this disorder REM 
atonia is absent. Those afflicted with this 
disorder often kick, punch, and strike-out 
during their dreams.  
     Breathing and heart abnormalities and 
oxygen aberrations may be detected dur-
ing the night. These abnormalities are 
often associated with OSA. When the 
OSA is treated, these abnormalities often 
resolve.  The most commonly prescribed 
treatment for OSA utilizes a device to 
aid the patient's breathing while sleep-
ing. 
     This device is called Positive Pres-

sure Ventilation (PPV also referred to as 
CPAP or BiPAP). The patient sleeps 
with a nasal or facial mask. Velcro straps 
around the patient’s head secure the 
mask. The mask is connected by a tube 
to a small air compressor about the size 
of a shoebox. The compressor at the bed-
side pushes air into the mask to keep the 
airway open. All patients require a dif-
ferent amount of pressure to keep the 
airway open. This essentially "splints" 
the airway open and keeps it from col-
lapsing. It is most comfortable to use the 
lowest possible pressure to eliminate the 
sleep apnea. Because every patient re-
quires a different pressure, to determine 
the optimum pressure, it is necessary to 
titrate the pressure during a NPSG. 
Sometimes this requires two NPSGs: one 
to diagnose OSA and one to treat OSA.  
 

What is a day-sleep study? 
 
     There are two types of daytime stud-
ies that are performed. The more com-
mon type was first described in the 
1970’s by Carksadon and Dement and is 
called the multi-sleep latency test 
(MSLT) 4. The MSLT is the standard 
test performed to document sleepiness. 
Most patients do not need an MSLT, but 
in some diseases, like narcolepsy, the 
test may be critical to make the diagno-
sis. The MSLT is performed immedi-
ately after the NPSG. The patient is 
given four or five nap-opportunities at 
two-hour intervals. The patient is in-
structed to take a nap while lying in bed. 
During this study EEG, EOG and chin 
EMG and EKG is monitored. Respira-
tion is not evaluated, as it was assessed 
in the previous night. 
     The mean time for sleep latency 
(MSL) for the naps and REM sleep dur-
ing naps is determined. If the MSL is 
less than five minutes the patient is se-
verely sleepy. If the MSL is between 
five and ten minutes the patient is mod-
erately sleepy. If the patient is not sleep 
deprived and the MSL is less than ten 

minutes with two episodes of REM dur-
ing the nap opportunities they may have 
another sleep disorder called 
“narcolepsy”. 
     The maintenance of wakefulness test 
(MWT) is a variation of the MSLT. In 
this test the patient is instructed not to 
take a nap, but to resist the urge to fall 
asleep and stay awake, while sitting in a 
chair. Like the MSLT during this study 
EEG, EOG, chin EMG and EKG is 
monitored. This test is used to evaluate 
tendency to stay awake, especially after 
a therapeutic interventions.  An example 
of clinical application would be if a truck 
driver has a disorder that causes exces-
sive daytime somnolence (like OSA). 
His employer may require a MWT after 
PPV therapy in order to make sure that 
he is not a safety risk on the road. 
     Monitoring sleep can be done in the 
daytime or at night-time. Different tests 
offer different information. NPSG deter-
mines a number of disorders including 
OSA. The MSLT is the standard test that 
measures sleepiness. The MWT is rarely 
used in clinical medicine, but is helpful 
to determine the ability to stay awake.   
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INFOPSYCHLINE 
  

A  SERVICE  OF  THE  PSYCHIATRIC  SOCIETY  OF  WESTCHESTER   
914-967-6810 

 
This is an information and referral service sponsored by the Westchester 

District Branch of the American Psychiatric Association. 
 

Psychiatrists of this organization are dedicated to providing treatment for 
mental disorders and advocating for equal health care for mental 

and physical conditions. 
 

If you need information about psychiatry or assistance in finding 
a psychiatric physician - please call us.  

THE PSYCHIATRIC SOCIETY OF WESTCHESTER 
555 THEODORE FREMD AVENUE • SUITE B-100 • RYE • NEW YORK 

  

Mental Health News Message: You may be feeling hopeless right now... 
Please realize that these feelings may simply be your illness talking - and with the  

right help these present feelings can be made to pass.    
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Common from page 34 
 
the night in which breathing stops.  Peo-
ple with sleep apnea do not get enough 
oxygen during sleep.  There are two ma-
jor types of sleep apnea.  
     Obstructive Sleep Apnea is the most 
common type and is due to an obstruc-
tion in the throat during sleep.  Bed part-
ners notice pauses approx. 10 to 60 sec-
onds between loud snores.  The narrow-
ing of the upper airway can be a result of 
several factors including inherent physi-
cal characteristics, excess weight, and 
alcohol consumption before sleep.  Cen-
tral Sleep Apnea is caused by a delay in 
the signal form the brain to breath.  With 
both obstructive and central apnea, you 
must wake up briefly to breathe, some-
times hundreds of times during the night.  
Usually there is no memory of these 
brief awakenings.  
     The most common symptoms of sleep 
apnea include: loud snoring, waking up 
non refreshed and having trouble staying 
awake during the day, waking up with 
headaches, waking up during the night 
(sometimes with the sensation of chok-
ing) and waking up in a sweat.  Seeing a 
specialist for sleep testing should be dis-
cussed with your primary health care 
provider to determine the cause of sleep 
apnea.  

A host of conditions to consider  
     The following is a listing of other 
sleep disturbances that prevent optimal 
daytime functioning.  Individuals should 
seek out specific health care in instances 
that sound all too familiar.  As with all 
disorders, appropriate diagnosis is the 
preferred way to determine helpful 
strategies in alleviating troublesome 
symptoms.  
     Narcolepsy. Some people, no matter 

how much they sleep, continue to experi-
ence an irresistible need to sleep.  People 
with narcolepsy can fall asleep while at 
work, talking, and driving a car for ex-
ample.  These “sleep attacks” can last 
from 30 seconds to more than 30 min-
utes.  They may also experience periods 
of cataplexy (loss of muscle tone) rang-
ing from a slight buckling at the knees to 
a complete, “rag doll” limpness through-
out the body.  
     Restless Legs. Restless legs syndrome 
(RLS) is a discomfort in the legs that is 
relieved by moving or stimulating the 
legs.  This feeling is difficult to describe 
and commonly referred to as a crawling, 
tingling, or prickling sensation.  Certain 
medications have been found useful in 
decreasing symptoms. 
     Periodic Limb Movements. One 
variation of RLS is Periodic Limb 
Movements in Sleep (PLMS).  PLMS 
are characterized by leg movements or 
jerks that typically occur every 20 to 40 
seconds during sleep.  PLMS causes 
sleep to be disrupted.  These movements 
are typically reported by the bed partner.  
The movements fragment sleep leaving 
the person with excessive daytime 
sleepiness.  
     S leepwa lk ing .  Sle ep wa l k in g 
(Somnambulism) is a series of complex 
behaviors that are initiated during slow 
wave sleep and result in walking during 
sleep. The onset typically occurs in pre-
pubertal children.  
     Sleep Terrors.  Sleep Terrors are 
characterized by a sudden arousal from 
slow wave sleep with a piercing scream 
or cry, accompanied by autonomic 
(controlled by the part of the nervous 
system that regulates motor functions of 
the heart, lungs, etc.) and behavioral 
manifestations of intense fear.  Also 
known as Pavor Nocturnus, Incubus, 

severe autonomic discharge, or a night 
terror. The episodes usually occur within 
the first third of the night and partial or 
total amnesia occurs for the events dur-
ing the episode.  
     Some people have episodes of sleep 
terror that may occur less than once per 
month, and do not result in harm to the 
patient or others.  While some people 
experience episodes less than once per 
week, and do not result in harm to the 
patient or others.  In its severest form, 
the episodes occur almost nightly, or are 
associated with physical injury to the 
person or others.  Consult a sleep spe-
cialist if you are concerned.  
     Sleep Bruxism.  Sleep Bruxism is a 
stereotyped movement disorder charac-
terized by grinding or clenching of the 
teeth during sleep.  The disorder has also 
been identified as nocturnal bruxism, 
nocturnal tooth grinding, and nocturnal 
tooth clenching.  
     Fibromyalgia. Fibromyalgia is a dis-
order involving chronic pain in your 
muscles, ligaments, and tendons.  Fi-
bromyalgia is also known as Fibromyos-
itsis, rheumatic pain modulation disor-
der, or Fibrositis Syndrome.  Symptoms 
include unrefreshing sleep, muscular 
pain, and firm, tender zones that are 
found within the muscles, particularly 
those of the neck and shoulders. 
     Hypersomnia. Hypersomnia is exces-
sive sleepiness.  It is an excessively deep 
or prolonged major sleep period.  It may 
be associated with difficulty in awaken-
ing.  It is believed to be caused by the 
central nervous system and can be asso-
ciated with a normal or prolonged major 
sleep episode and excessive sleepiness 
consisting of prolonged (1-2 hours) sleep 
episodes of non-REM sleep.  
     Symptoms include long sleep periods, 
excessive sleepiness, or excessively deep 

sleep.  Onset is typically before age 
twenty-five years old.   
The consequencesof sleep deprivation  
     Motor vehicle accidents and work 
accident rates are severely increased in 
the presence of sleep deprivation.  Fur-
ther, daytime work productivity is 
known to be adversely affected.  If this 
becomes a chronic problem, sleep depri-
vation can cause difficulties with social 
relationships because of irritability; as 
well as some significant medical prob-
lems.  Accidents are most likely to hap-
pen in the early to mid afternoon and in 
the very early morning hours.  These are 
the times when everyone is least alert.   

Conclusion  
     Although a large number of possible 
conditions are represented here, it is im-
portant to realize that functional difficul-
ties during our sleep periods can become 
dramatically accented during our waking 
lives.  Most of the conditions noted may 
have potential negative health impacts 
and should be dealt with accordingly.  
     A sure way to lose a night of sleep is 
to spend a night worrying about what 
tomorrow could bring. Making efforts to 
improve sleep habits now is free, intel-
lectually productive, and it can poten-
tially improve every waking moment 
that you have.  
     So think on a few of these issues to-
day, but let them go for tonight when it 
is time to recharge.  Your body will 
thank you in the morning. 
  
Related Internet Resources:  
www.sleepfoundation.org The National 
Sleep Foundation   
www.nationalacademies.org The Na-
tional Academy of Sciences  
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1075 Central Park Ave/Suite 412, Scarsdale • 914-472-4019  
67 South Bedford Road, Mt. Kisco • 914-244-1904 

99 Main Street, Nyack • 845-348-7660 

Center for Eating Disorder Recovery, P.C. 

We’re Also on the Web: www.edrecoverycenter.org 
Since 1993, CEDaR has been providing expert care in the 

treatment of Eating Disorders and other self-harm behaviors. We 
are a team of highly qualified and dedicated professionals who 

are trained to treat the many causes of Eating Disorders. Treating 
Eating Disorders is serious work. There is no one reason why 

someone develops an Eating Disorder. 
Trust professionals who specialize. 
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c 
To put it all together, simply call 914-493-7088 

CALL US TO 
PUT IT ALL 
TOGETHER. 

Behavioral Health Center 

Anxiety  ·  Stress  ·  Mood Swings 
Changes in Relationships  ·  Lack of Energy 

Eating Disorders  ·  Hopelessness  ·  Irritability 
Substance Abuse  ·  Sleeplessness  ·  Problems at Work 

If you’re suffering from emotional stress or have any of the above 
symptoms prompted by a medical problem, we can help. From toddlers to 
seniors, the Behavioral Health Center at Westchester is uniquely qualified 

with a comprehensive range of behavioral health services. If you need 
counseling, therapy or medication, help is just a phone call away. 

H B 



 

 

MENTAL HEALTH NEWS ~ SUMMER 2004 PAGE  52 

 

recovery from mental illness is possible 
but it takes a community of support 

 
Mental Health News provides a vital link 

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

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

community...it’s easy and affordable 
 

call us today at: (914) 948-6699 




