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Substance Abuse and Misuse in Older Adults 

By Michael B. Friedman, LMSW 
and Kimberly A. Williams, LMSW 
 
 

S ome years ago, we met with a 
group of mental health commis-
sioners in upstate New York to 
raise awareness of the growing 

need to address problems of behavioral 
health among older adults as the baby 
boom becomes the elder boom. When we 
got to the topic of substance abuse, one of 
the commissioners said that she had asked 
her county’s police chief about substance 
abuse among older people and that he had 
said that he did not know of any. Of 
course, he was talking about arrests for 
possession or sale of illegal drugs as well 
as for public intoxication, drunken domes-
tic violence, or driving while intoxicated.  
We pointed out that problems of sub-
stance abuse and misuse among older 
adults mostly don’t look like substance 
abuse problems among young adults.  
They are not likely to be noticeable in 
public.  They are not likely to lead to ar-
rests.  And, they are far more likely to 
involve excessive or misuse use of alco-
hol and inappropriate use of prescription 
drugs than alcoholism or addiction to ille-
gal substances. 

     Though not obviously as severe and 
dangerous as substance abuse among 
younger people, substance abuse and mis-
use by older adults can have a terrible 
impact on the lives of both those who 
have a problem and on their friends and 
families. Substance abuse and misuse 

contribute to impaired social relationships 
and inability to participate in the kinds of 
activities that help older adults age well.  
Substance abuse and misuse contribute to 
poor physical and mental health. It also 
leads to greater caregiver and social burden 
including increased costs for health care.  

     In this article we will provide an over-
view of substance use problems among 
older adults, stressing challenges related 
to: excessive alcohol consumption; mis-
use and abuse of prescription and over-the
-counter medications, especially painkill-
ers and sleep aids; the growing use of 
illegal substances; co-morbidity of sub-
stance use and other mental and physical 
disorders including dementia/Alzheimer’s 
disease; and issues related to aging heroin 
addicts and patients in methadone mainte-
nance treatment. 
 

Prevalence 
 
     Estimates of problematic substance use 
by older adults vary widely, in part be-
cause in different studies the definition of 
“older adult” varies from 50 to 55, 60, or 
65 and above—and in part because the 
definitions of “substance abuse” and 
“misuse” vary. The usual estimate is that 
approximately 20-25% of older adults 
have substance abuse problems. The bulk 
of this population is older adults who 
consume alcohol in excess of standards 
established by the National Institutes of 
Health (NIH); this is potentially 
 

see Older Adults on page 34 
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A s part of the growing attention 
and interest at all levels of gov-
ernment to advance geriatric 
mental health care, New York 

State enacted the Geriatric Mental Health 
Act in 2005. One of the law’s provisions 
authorized the New York State Office of 
Mental Health (OMH) to establish a geriat-
ric service demonstration program to pro-
vide grants to providers of mental health 
care for older adults. The grant program 
established can provide grants in the follow-
ing areas: community integration; improved 
quality of treatment; integration of services; 
workforce development; family support, 
finance, specialized populations, informa-
tion clearinghouse, and staff training. 

     In 2007, OMH awarded six service 
demonstration grants for physical health/
mental health integration programs. A sev-
enth program also participated in the OMH 
evaluation, consultation and oversight ac-
tivities. The goal of this program model 
was to establish and enhance integration of 
mental health screening, assessment and 
treatment processes into physical health 
care settings. Mental Health Integration 
programs were targeted for older adults 
whose independence, tenure, or survival in 
the community was in jeopardy because of 
a behavioral health problem.  
     Although the seven mental health/
physical health programs operated in a 
variety of settings they could all be charac-
terized as either coordinated or co-location 
integrated care models. (Collins et. Al., 
2010). Co-location models are character-
ized as having primary care and behav-
ioral health services located in the same 

facility, a referral process for individuals 
screened in primary care to receive prior-
ity access to a behavioral specialist, en-
hanced informal communication between 
primary care and behavioral health, and 
active consultation between primary and 
behavioral health which enhance skills in 
both groups. Coordinated care models are 
characterized by: routine screening for 
behavioral health problems conducted in 
primary care settings, a referral relationship 
between primary care and behavioral 
health settings, routine exchange of infor-
mation between both treatment settings and 
primary care delivery of some behavioral 
health interventions. 
     An OMH evaluation of these mental 
health/physical health demonstration pro-
jects focused on two major elements - 
program design and implementation and 
outcomes for individuals served. Ap-
proaches to design where captured by 

interviews with program administration at 
each site and retrospective reflections on 
implementation, integration of service 
delivery and treatment and program sus-
tainability during the final year of the 
demonstration projects. 
     Although all programs were unique in 
their design, they all shared a basic struc-
ture. In all programs, individuals were 
screened for mental illness when they 
initially came into contact with their pri-
mary care provider. Information collected 
at the time of screening included demo-
graphic characteristics such as sex, age, 
race/ethnicity and living situation. Pro-
grams were also asked to administer the 9-
item Patient Health Questionnaire (PHQ-9) 
and the 7-item Generalized Anxiety Disor-
der (GAD-7), screening tools for depres-
sion and anxiety. Programs also submitted 
 

see Integrating on page 31 
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By Arlene González-Sánchez, MS, LMSW 
Commissioner, NYS Office of Alcoholism  
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A ging can lead to increased 
stress and depression, making 
seniors vulnerable to alcohol 
and substance use problems.  

The gradual inability to perform common 
daily tasks, loss of friends and increasing 
isolation can weigh heavily on once ac-
tive, social adults. When coupled with 
declining health, memory and vision loss, 
and increased instances of diabetes or 
high blood pressure, one’s “golden years” 
can quickly become very bleak. 
      As the Baby Boom generation, the 
largest age demographic in the nation, 
grows older, many issues associated with 
aging are coming to the forefront. Under 
recognized substance abuse and mental 
health problems in this age group leads to 
increased health care utilization, a com-
promised quality of life, heightened stress 
on caregivers, increased mortality, and a 
higher risk of suicide.   
     According to the National Council on 
Aging (NCOA), demographic projections 
indicate that Baby Boomers alone will in-
crease the proportion of persons over age 65 
from the current 13 percent to 20 percent by 
the year 2030. When this point is reached 
the number of persons with psychiatric dis-
orders, including substance abuse disorders, 
in this older group will equal or exceed the 
number with mental illness in younger age 
groups (ages 18 to 29, 30 to 44, or 45 to 65). 
For an already overburdened healthcare 
system, this is an epidemic in the making. 
     Indeed, a growing percentage of older 
adults misuse alcohol, prescription drugs, 
or other substances. In fact, SAMHSA 
projects that the number of older adults in 
need of substance abuse treatment will 
more than double from 1.8 million in 
2010/2011 to 4.4 million by 2020.  
     In addition, SAMHSA has estimated 
that as many as one in four older adults has 
a significant mental disorder including 
depression, anxiety disorders, and demen-
tia. Over the next 25 years, the number of 
older adults with major psychiatric ill-
nesses will more than double from the 
currently estimated 7 to 15 million individuals.  

     Elderly alcohol abusers can be divided 
into two general types: the “hardy survi-
vors,” those who have been abusing alco-
hol for many years and have reached 65, 
and the “late onset” group, those who 
begin abusing alcohol later in life. Accord-
ing to research findings from the National 
Institute on Alcoholism and Alcohol Abuse 
(NIAAA), the late onset group’s alcohol 
abuse is often triggered by changes in life 
such as retirement; death; separation from 
a family member, a friend or a pet; health 
concerns; reduced income; impairment of 
sleep or familial conflict.  
     Because alcohol has a higher absorp-
tion rate in the elderly, similar to women, 
the same amount of alcohol produces 
higher blood alcohol levels, causing a 
greater degree of intoxication than the 
same amount of alcohol would cause in 
younger drinkers. 
     NIAAA also indicates that alcohol 
abuse in the Baby Boom generation is 
complicated by the use of prescription 
and over-the-counter (OTC) medications. 
The elderly spend over $500 million 
yearly on medications. Combining medi-
cations and alcohol frequently result in 
significant adverse reactions. Due to re-

duced blood flow to the liver and kid-
neys in the elderly, there can be a 50 
percent decrease in the rate of metabo-
lism of some medications, especially 
benzodiazepines.  
     Additionally, some common medica-
tions that the elderly take including chlor-
diazepoxide (Librium) and diazepam 
(Valium), have such long half-lives (often 
several days) that prolonged sedation 
from these drugs, combined with the seda-
tive effects of alcohol, can increase the risk 
of falls and fractures. The users of another 
prescription drug, benzodiazepine, may 
become confused and take extra doses or 
other medications that can cause overdose 
or even death. 
     Serious consequences can also result 
solely from OTC medication use, as well 
as combining these medications with alco-
hol. Laxatives, for example, can cause 
chronic diarrhea, which can lead to so-
dium and potassium imbalance and poten-
tially heart rhythm irregularities. Antihis-
tamines, another popular OTC medica-
tion, can cause confusion. Cold medica-
tions can elevate one’s blood pressure and 
lead to strokes. Caffeine is frequently 
added to OTC medications and can cause 
anxiety and insomnia. Mixing alcohol and 
OTC medications often increases the oc-
currence of side effects and can intensify 
potential negative consequences. 
     SAMHSA notes that nicotine depend-
ence is also a significant problem in the 
elderly, caused by boredom as life 
changes and a need to find something that 
can make them feel better. Use early in 
life sets the stage for morbidity and mor-
tality from this addiction. More than 
400,000 people in the U.S. die each year 
from smoking-related diseases.   Elderly smok-
ers not only impair their respiratory systems 
with continued smoking, but are also more 
apt to die from respiratory diseases.  
     For many older persons, gambling can 
become much more than a form of enter-
tainment or a recreational pursuit. Gam-
bling too can become an addiction, often 
rooted in the overwhelming feelings of 
loneliness and depression that can accom-
pany the aging process.  
     As treatment demands increase, the 
State’s substance abuse and mental 
health treatment systems will need to 

continue to promote a shift in focus to 
address the special needs of an older 
population of substance abusers. This 
was underscored by Bartels, Blow, 
Brochmann and Van Citters in their 2005 
report titled “Substance Abuse and Men-
tal Health Among Older Americans: The 
State of the Knowledge and Future Di-
rections,” (written for SAMSHA and 
available online) 
     Such a shift in focus should include the 
adoption of policies that support: 
 
•  age-specific group treatment that is sup-
portive and non-confrontational and aims to 
build or rebuild the patient’s self-esteem; 
 
•  a focus on coping with depression, lone-
liness, and loss including the death of a 
spouse or retirement;  
 
• an emphasis on rebuilding the client’s 
social support network;  
 
•  a pace and content of treatment appro-
priate for the older person; and 
 
•  a skilled clinical workforce interested and 
experienced in working with older adults. 
 
     New York’s behavioral health services 
for the aging can be improved by 
strengthening linkages with medical ser-
vices, social services for the aging, and 
institutional settings for referral into and 
out of treatment, and case management.  
We also need to develop improved tools 
for measuring substance abuse and mental 
health problems among older adults. 
     Promising evidence-based practices should 
continue to be identified and promoted through-
out the treatment system.  
     Substance abuse and mental health is-
sues are a worsening crisis in this growing 
population segment. The implications for 
both the nation and the State of New York 
are a public health priority. New York will 
continue to innovate and develop strategies 
to address substance abuse and mental 
illness in the elderly. Our aging citizens 
are an important segment of our society 
and we must continue to do our best to 
offer them age-specific supports and ser-
vices to maintain health and overall qual-
ity of life.  
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By Stella V. Pappas, LCSW-R, ACSW 
Optum 
 
 

W ith an increasing life expec-
tancy and an aging Ameri-
can society, the challenges 
of later life adulthood are 

becoming increasingly important. There-
fore, it is essential that those who help 
manage and coordinate care for the elder 
population be attentive to both normal and 
problematic issues of aging. In particular, 
elder abuse is a pressing and not always 
well-recognized challenge for those who 
work with aging populations. In fact, a 
2008 review by the World Health Organi-
zation found that physical abuse; psycho-
logical abuse; financial abuse; and neglect 
for the elderly were a significant public 
health problem (Perel-Levin, 2008). There 
is a significant association between elder 
mistreatment and abuse, and increased 
risks for morbidity and mortality. Some of 
the health consequences of elder abuse 
include excessive emergency room utili-
zation, multiple hospitalizations, non-
adherence to medical care, living in sub-
standard conditions, risks of falls, and 
untreated psychiatric and medical illness. 
     Optum recognizes the importance for 
those involved in the care and manage-
ment of services for the elder population 
to be aware of the potential issues of elder 
abuse, and to recognize the challenges and 

opportunities for improving the health 
outcomes of this population. Optum pro-
vides staff training, and partners with 
elder care providers to promote a clear 
understanding of the definitions of abuse, 
neglect, and exploitation. Abuse is the 
behavior by someone with an ongoing 
relationship to an elder, and a duty to-
wards that individual that may constitute: 

willful infliction of physical pain or injury 
or unnecessary restraint (physical abuse); 
the willful nonconsensual sexual contact 
(sexual abuse); and willful infliction of 
emotional harm (psychological abuse). 
Neglect involves the failure of a caregiver 
to provide for the needs and protection of 
a vulnerable elder. Exploitation is defined 
as the nonconsensual appropriation of an 
elderly person's resources, for the benefit 
of another person, by someone either car-
ing for or who has an ongoing relationship 
with that elderly individual. 
     The highest rates of elder abuse are 
generally found in women and in persons 
80 years of age and older. And in approxi-
mately 90 percent of cases the abuser is a 
family member (usually a spouse or adult 
child). (Nelson, Nygren, McInerney and 
Klein, 2004). Since many elders may be 
either cognitively impaired and don't rec-
ognize or remember the offenses, or are 
reluctant to report abuse or neglect for 
fear of being removed from their own 
homes, or implicating abusive family 
members, elder mistreatment is often un-
disclosed. Therefore, there is an important 
role for those involved in the care and 
management of services for this popula-
tion to be aware of the potential risks and 
consequences they face.  
     Awareness of the potential risks of 
elder abuse includes the awareness of 
potential clues and signs. This includes 
the signs of depression, social isolation, 

and feelings of loneliness, all of which 
have been associated with self-reported 
elder mistreatment. Additionally, financial 
exploitation can be suggested by a change 
in the ability of an elder individual to pay 
for their medical services, medications, 
food, housing, or utilities. Warning signs 
that may suggest elder physical abuse can 
include abrasions, lacerations, burns and 
bruises that are not adequately explained, 
or have occurred in unusual locations. 
While falls are also common in the eld-
erly, some fractures can be warning signs 
of abuse or mistreatment. Spiral fractures 
of long bones, and fractures in sites other 
than the wrist, hip or vertebrae may be 
suspicious for possible physical abuse. 
Warning signs of neglect include malnu-
trition (which can also be an indicator of 
financial exploitation if an elder is left 
without resources to purchase food) and 
dehydration (indicated if the elder needs 
assistance for sufficient fluid intake). 
     Screening and assessment are key 
components of an elder abuse program. 
The purpose of screening is to determine 
if an elderly person has an impaired ca-
pacity for self-care and may be vulnerable 
and in need of supplemental support or 
protection. It is also important to assess if 
there is someone who is expected to help 
and protect the elderly person who may be 
abusing, neglecting or exploiting them.  
 

see Elder Abuse on page 37 

Elder Abuse: A Commitment to Awareness and Prevention 

Stella V. Pappas, LCSW-R, ACSW 

PAGE  6 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



PAGE  7 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



 — The NYSPA Report —  
The Mentally Ill Elderly in Prison: A Behavioral Health Crisis 

By Henry C. Weinstein, MD 
Clinical Professor of Psychiatry and 
Director of the Program in Psychiatry 
and the Law at NYU Medical Center 
 
 

A recent editorial in the New 
York Times titled: “Nursing 
Homes Behind Bars” notes 
that “after declining for three 

years in a row, the nation’s stubbornly 
huge prison population has crept back up 
again” and “aging inmates make up the 
largest and fastest-growing segment of the 
American prison population.” “It is no 
surprise” the editorial stated “that a nation 
addicted to imprisonment is quickly ap-
proaching a crisis of elderly inmates.”  
     However, it is very disappointing that 
there is not even a mention, in this lengthy 
editorial, of elderly inmates with mental 
illness.  
     Nor is it acknowledged that many of these 
mentally ill elderly adults had been hit with the 
“one/two punches” of “deinstitutionalization” 
followed by “transinstitutionalization” i.e., 
they were kicked out of Psychiatric Hospi-
tals and ended up in Prisons.  
     So, to make this less abstract and more 
personal try to imagine yourself as an 
inmate in a prison – “doing time.” The 
boredom, the gruesome surroundings, the 
claustrophobia causing bare walls and 
iron bars, the clang of the gates. But then 
try to imagine what it would be like if you 
were elderly and mentally ill.   
     It sounds terrible, but in truth, for older 
persons with mental illness in the criminal 
justice system – that is in jails or prisons 
or under arrest or on probation or parole, 
these times are both the worst of times but 
also the best of times.  
     The “worst of times” hardly needs 
elaborating: the overcrowding, the vio-
lence, the gangs, the victimization, the 
isolation and the inadequate behavioral 
health care and treatment.  
But what is meant by the “best of times?”  
It is that these are times of many dramatic 
reforms. In recent years, (often because of 
the advocacy and hard work of good and 
concerned people) there are significant 
reforms at the “front door” and the “back 
door” of our prison system. At the “front 
door” there are many types of “diversion” 
programs, and mental health courts are 
being rapidly established all over the 
country. These efforts may keep a particu-
lar defendant out of the correctional sys-
tem entirely. And, at the “back door’ there 
are increasingly effective programs for 
“reentry” which at best may provide the 
inmate being released with housing, work, 
behavioral health treatment and benefits 
such as Medicaid.   
     But for those still in prison, The 
American Psychiatric Association’s publi-
cation “Psychiatric Services in Jails and 

Prisons” assets very strongly that 
“effective provision of access to mental 
health services for older inmates in jails or 
prisons requires recognition of a variety 
of special challenges facing both inmates 
and mental health professionals.”  
     And, parenthetically, few know that 
The National Institute of Corrections 
states that it may be useful to consider an 
inmate who is over the age of 50 as statis-
tically more likely to have more common 
problems of “aging” even though the stan-
dard in the community is usually 65. This 
relatively “young” definition for the geri-
atric inmate population arguably may be 
supported by the relatively high 
“biological age” of such an inmate due to 
substance abuse including smoking, poor 
nutrition, lack of prior care, and generally 
a lower socioeconomic life in the commu-
nity. And, the number of inmates over age 
50 is increasing rapidly. (The number of 
prisoners in the United States age 50 and 
older has increased 330 percent in the past 
ten years.)    
     It is well known that elderly inmates 
have special medical needs that may pre-
sent with behavioral health symptoms that 
will complicate interventions in various 
ways: the housing for the inmate, the 
structure of programming, the relevance 
of counseling, even the choice of medica-
tion. And these problems are not only 
more likely to be expensive, chronic, per-
manent and progressive but may also pre-
sent the possibility of dying in custody.       
     But most older inmates face serious 
psycho-social concerns that include es-
trangement from or lack of connection to 
other inmates in the general population, 
given the relatively small (though increas-
ing) percentage of older inmates; physical 
vulnerability to more serious conse-

quences of assault and a greater possibil-
ity of dying during incarceration. 
     Older inmates suffer a higher incidence 
of loss of external supports, e.g., spouse, 
parents, friends, and other external sup-
ports which leads to a profound sense of 
isolation. The sense of isolation may be 
expressed in a variety of ways, and when 
extreme, may exacerbate or create mental 
illness or psychiatric crises and result in a 
higher rate of completed suicide. 
     Other issues related to isolation are the 
concerns about acceptance after release 
from prison, providing for food, shelter, 
and clothing after release, assault and 
potential greater sequelae of injury, and 
isolation from older “free” relatives and 
friends who themselves may be unable to 
travel to visit, etc.  Some of these issues 
may benefit from mental health interven-
tion, including group or peer counseling. 
     As for the older inmates with terminal 
Illnesses “dying with dignity” is more 
difficult to achieve in a prison. Caring for 
inmates with terminal illnesses may need 
to involve the use of a “hospice” inside 
the prison. Training and written policies 
must be developed to address the in-
custody hospice dying inmate-patient, 

because a hospice inmate-patient may 
change in his or her ability to function 
physically and mentally, and may become 
less oriented and behave more inappropri-
ately as the disease and deterioration pro-
gress. It is worth noting that some facili-
ties use inmate volunteers in such hos-
pices who are familiar with basic health 
issues such as universal precautions, and 
mobility management. t has been reported 
that this innovation may reduce the dying 
inmate-patient’s (or his or her family’s) 
perception that “the prison isn’t doing 
enough.”  
     Finally, another approach is 
“compassionate release” which in addition 
to being, in selected, appropriate cases, 
the most suitable alternative, has a num-
ber of advantages, including cost-savings for 
the prison health care system itself. 
     For those who would like more de-
tailed information about and discussion 
of this Behavioral Health Crisis, there 
are a number of publications that address 
these complicated and difficult issues. I 
have found the most thorough and up to 
date to be the 2012 book “Old Behind 
Bars: The Aging Prison Population in the 
United States. 
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If You are Feeling Hopeless, Alone and In Despair, Never Give Up Hope. 
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Several of Whom are Listed in This Issue. It is NOT a Sign of Weakness to Ask For Help. 
 — A Message From the Board and Staff of Behavioral Health News — 

Henry C. Weinstein, MD 
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By Debora Dawson, BA, 
David Kamnitzer, LCSW-R, and 
Darren Pelled, LCSW 
ICL 
 
 

W orking with older adults 
who struggle with sub-
stance abuse is extremely 
complex. Each individual 

has a different story to tell. Many older 
adults, who have used substances over the 
course of their life spans, often have a 
tremendous amount of shame, remorse, 
and sadness. Many of these individuals 
endured some form of trauma and many 
speak about disappointing others, losing 
relationships, and missing opportunities.  
Aside from the psychological, biological, 
and physical changes associated with get-
ting older, substance abuse often plays a 
role in the assessment of safety and risk. 
Moreover, despite enduring years of sub-
stance usage, there are many individuals 
who hope to live out their life with a sense 
of serenity and peace within themselves.   
     Maxine, “Maxi,” said the people on 
her block called her “hot stuff” when she 
was younger. She grew up in a close knit 
community of South Philadelphia. Her 
parents were working class folks. Her 
father was a cook in a local restaurant, 
and her mother cleaned houses to get by. 
She described her parents as hard working 
but distant and abusive. She had a 
younger brother named “Mikey,” and 
Maxi described their relationship as close. 
They were only two years apart in age and 
often hung out with the same circle of 
friends. They first experimented alcohol 
together. Maxi was 14 and Mikey only 12. 
Maxi reported her father raped her as a 
child and she felt protective of her 
brother. Maxi dropped out of school in the 
11th grade after becoming pregnant with 
her first child. It was a crisis time in her 
life. She had begun drinking heavily dur-
ing her pregnancy, and the baby was 
eventually turned over to social services 
when Maxi was just 16 years old. As 
Maxi tells her story, the tears begin to fall, 
for this would be the beginning of a 50 
year battle with substance use which in-
cluded alcohol, marijuana, crack/cocaine, 
and eventually heroin which would be-
come her drug of choice.  
     Today Maxine is 67 years old. She suf-
fers from years of trauma and abuse, and is 
being treated for depression, diabetes, hy-
pertension and Hep C. She is in and out of 
hospitals for both psychiatric and medical 
reasons. Maxine recently shared with her 
therapist that she feels helpless and out of 
control. She is quite lucid, when sober, and 
candid about how getting high offers her a 
sense of control in an otherwise chaotic 
world. This dichotomy is not unusual for 
people with addictions and for older adults, 
like Maxine, who have endured many 
years of trauma and rejection. There is 
most definitely a self-fulfilling prophecy at 
play here. The decision to address her pain-

ful past is often masked by self-medication 
and self-loathing. 
     Vincent, “Vinny,” is 72 years old. He 
worked for many years in construction and 
grew up in an Italian-American enclave in 
Brooklyn. He described his childhood as 
normal but regimented. His parents were 
demanding and emotionally cold. He 
started going to the dance halls when he 
was 18. Jim Beam became his best friend. 
He’d often stay out for days on end and 
had numerous girlfriends. He was arrested 
on numerous occasions for quality of life 
crimes. On one occasion he was mandated 
to attend AA meetings and see a counselor 
due to his anger management issues. 
     When Vinny was 25, he married and 
eventually had two children. For a number 
of years the marriage appeared stable, but 
Vinny started drinking more heavily and 
using Quaaludes and speed. He was in-
creasingly more explosive at home, and 
his children began to fear him. His wife 
began to question his late night outings 
and elusive behaviors. Confronted by his 
wife, a drunken Vinny became enraged 
and assaulted her. He found himself in jail 
and was once again mandated to treat-
ment. This time he was diagnosed with Bi
-Polar I Disorder, Manic type. The diag-
nosis confused the family, and Vinny de-
nied it for many years. Eventually, 
Vinny’s wife divorced him and he lost 
contact with his family for a time. 
     Vinny’s story is an all-too-common 
and disheartening tale. During most of his 
adult life, Vinny found himself in and out 
of jail, rehab, and psychiatric hospitals. 
Attempts to reconcile with his former 
wife proved fruitless; however, his grown 
children helped him obtain treatment, and 
their relationship has improved. 
     Now living in a supported housing 
program, Vinny has been sober for over 

10 years. Through his recovery, the assis-
tance of a therapist, and a home health 
aide, he has learned to manage his anger 
and handle daily activities. While his fam-
ily relations remained strained, there has 
been some improvement. Vinny is grate-
ful and takes life one day at a time.  
     As Laura Kerr writes in her article Tak-
ing That Leap of Faith, (2013) “Being hu-
man is a fallible and messy enterprise, es-
pecially when traumatic stress is thrown in 
the mix.” Approaching a person with inter-
est rather than judgment, or asking ‘what 
happened to you’ instead of ‘what’s wrong 
with you,’ is an important step in building 
and strengthening the relationship.” While 
there is no one right way to approach older 
adults with histories of substance use it is 
essential to maintain the basic tenets of 
behavioral health practice which includes 
treating all individuals with dignity and 
respect. Change can be particularly slow 
for older adults. Working thru years of 
trauma, shame and neglect often evokes 
painful memories and the therapist must be 
prepared. While there are a myriad of ap-
proaches used in the treatment of substance 
abuse, adapting a cognitive behavioral 
treatment (CBT) approach challenges our 
clients to re-imagine what new relations 
may look like instead of dwelling on the 
past. Similarly, as was the case with Vinny, 
Dialectical Behavioral Treatment, a form 
of therapy that teaches patients how to 
regulate emotions was effective in helping 
him to get more in control of his anger. 
Through his course of treatment, home-
work was assigned, and Vinny learned to 
socialize with others in ways that felt more 
congenial and less volatile. Vinny also 
benefited from the structure of attending 
his psycho educational groups and being 
around others. He recognized the dangers 
of isolating which often triggered his temp-

tation to drink. Mindfulness techniques are 
another effective tool that helps individuals 
to envision new ways of living. Despite 
their age, older adults may be encouraged 
to see their later years filled with happy, 
healthy relationships that also involve so-
ber living.  
     It’s particularly important for staff, 
who work in the field of substance abuse 
with older adults, to be aware of their own 
expectations regarding change. As clini-
cians we need to meet the client where 
they are and not where we want them to 
be, as everyone is unique.  With empathy, 
lots of patience, understanding, and con-
sistency, the possibility for change can be 
realized. Whether meeting with a Sub-
stance Abuse Counselor, or therapist or 
participating in group therapy the vision 
of a hopeful future must be preserved and 
reinforced. Older adults who have used 
substances often hide in the shadows. 
Therapists must acknowledge the survival 
skills of the individuals who have lived 
with years of pain. As Frederic Blow, 
Professor in the Department of Psychiatry 
at the University of Michigan and a spe-
cialist in addictions states “Older adults 
can recognize all kinds of benefit from 
treatment. There are often direct health 
benefits, improved cognition, more inde-
pendent living, more and better social 
connectedness, and new hobbies. The 
benefits are enormous.” It’s all about hope 
and resilience.     
  
     Debora Dawson, BA, is a Substance 
Abuse Specialist at ICL’s Stepping Stone 
Residence; David Kamnitzer, LCSW-R, 
is Senior Vice President of Residential, 
Rehabilitation & Support Services at 
ICL; and Darren Pelled, LCSW, is Asso-
ciate Director of the Stepping Stone 
Residence at ICL. 

With Older Adults… The Work Continues 

Debora Dawson, BA David Kamnitzer, LCSW-R Darren Pelled, LCSW 
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A Gift Subscription to Behavioral Health News - See Page 39 for Details 

PAGE  10 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



PAGE  11 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



By Kimberly Williams, LMSW,  
Lisa Furst, LMSW, MPH, and  
Michael B. Friedman, LMSW  
 
 

M ajor changes to the behav-
ioral health system in New 
York State are underway at 
the same time that there is 

rapid growth of the population of older 
adults. Will the transformation of the be-
havioral health system benefit older 
adults?  It could, but it is not at all clear 
that it will because there has been virtu-
ally no attention given to the special needs 
of older adults with mental or substance 
use disorders. 
 

What Changes Are In the Works? 
 
     One of the major goals of system re-
design is to help people avoid or delay 
institutional care in hospitals and nursing 
homes by better coordinating services.  
NYS’ Medicaid reform efforts toward 
this end are vast and complex. The major 
Medicaid shifts that will have the great-
est impact on older adults with mental 
health and/or substance abuse diagnoses 
include: 
 
• FIDA (Fully Integrated Dual Advan-
tage): The FIDA Program, an ACA dem-
onstration opportunity, will provide a 
comprehensive package of services and 
coordinate all care, including behavioral 
health services, for individuals in the 
downstate region (New York City, West-
chester, Nassau and Suffolk counties) 
who are dually eligible and are in need of 
120 days or more of long-term care ser-
vices.  Many of the individuals served in 
the FIDA demonstration will be older 
adults with co-morbid physical and be-
havioral health diagnoses that will require 
careful care coordination. 
 
• Mainstream Managed Care Organiza-
tions (MCOs) and HARPS (Health and 
Recovery Plans): MCOs and HARPs will 
manage care for Medicaid-only benefici-
aries with serious and persistent mental 
illness.  While the MCOS and HARPS 
will not cover dual eligibles and the vast 
majority of older adults are on Medicare, 
the plans will be serving an older cohort 
of adults (55 and over) who are experienc-
ing medical and functional challenges that 
are more typical of an older adult popula-
tion.  This will require coordinated care 
with other systems including home health, 
day programs, and aging services. 
 
• DSRIP (Delivery System Reform Incen-
tive Payment): DSRIP is a Medicaid pay-
ment and system reform effort that will 
develop provider systems to implement 
projects aimed at decreasing hospitaliza-
tions by 25% over a period of 5 years. 
Given that older adults with poorly ad-
dressed complex needs are at high risk for 
emergency room and inpatient admissions 
(and readmissions), they are a clear target 
population for some of these reform pro-
jects, requiring sophistication with identi-
fying and treating their behavioral health 
conditions. 

Special Needs of Older Adults With  
Behavioral Health Conditions 

 
     Physical Needs: Older adults with 
chronic physical and mental disorders 
have different needs and challenges than 
younger populations with complex condi-
tions.  Normal physical age-related 
changes, such as sleep problems, declines 
in vision and/or hearing and/or mobility 
may require older adults to modify their 
activities and/or environment to adapt to 
these changes. Modest environmental 
modifications may be needed to help 
older adults remain at home independ-
ently.  Vision, cognitive, and physical 
changes increase the risk of falls among 
older adults, which are often due to haz-
ards that are easy to overlook. The risk of 
medical illnesses, particularly chronic 
conditions, increases with age, therefore 
requiring effective and integrated medical 
management.  Good nutrition and exercise 
become particularly important for older 
adults to reduce their risk of chronic dis-
ease, lower their body weight, and im-
prove their overall quality of life. 
 
     Psychological Needs: Dementia, which 
doubles every five years after the age of 
60, so that nearly half of those over the 
age of 85 have a cognitive impairment, 
leads to memory loss as well as loss of 
executive and other functioning that inter-
feres with the ability to manage activities 
of daily living. Importantly, older adults 
with long-term psychiatric disabilities are 
just as likely as their peers without serious 
mental illness to develop dementia as they 
age. Therefore, they experience additional 
cognitive impairment, which can make it 
increasingly difficult to manage activities 
of daily living.  
 
     Depression and Anxiety: While depres-
sion and anxiety are somewhat less com-
mon among older adults than in the gen-
eral population, depression frequently co-
occurs in older adults with dementia, with 
long-term psychiatric disabilities, with 
chronic physical conditions, with reduced  
social networks, or with reduced quality 

of life. Both depression and anxiety disor-
ders are associated with increased health 
care utilization, poorer health outcomes, 
and increased functional disability; how-
ever, a majority of older adults who ex-
perience depression and anxiety disorders 
do not receive mental health services in 
traditional settings, so it is imperative that 
older adults are able to access services 
where they need to receive them, such as 
in primary care, aging services programs, 
and in long-term care.    
 
     Suicide, is a major concern among older 
adults. They are 50% more likely to take 
their own lives than the general population, 
particularly white men of over the age of 
85.  Suicide is also part of the reason for 
the lower life expectancy of people with 
long-term psychiatric illness, as some 
adults living with psychiatric disabilities 
complete suicide before achieving older 
age. A number of factors increase the risk 
of suicide for older adults, including de-
pression and other mental disorders, co-
morbid physical illness, social isolation, 
and feeling a lack of meaning or purpose in 
life, among other risk factors.  
 
     Recovery, a core value in the mental 
health system, is as relevant and possible 
for older adults as it is for younger popu-
lations. Unfortunately, age discrimination 
leads to the false perception that older 
adults cannot recover and/or learn new 
skills. The concept of recovery for older 
adults should not focus primarily on at-
taining hope, which is more relevant for 
earlier developmental phases, but rather 
achieving integrity, which is more appro-
priate for the older generation. The attain-
ment of integrity focuses more on accep-
tance of one’s life, a sense of current 
meaning in one’s life, which can be influ-
enced by engagement in valued relation-
ships and activities and interest in guiding 
future generations more than on personal 
future achievement. Recovery for older 
adults should also include the goal of liv-
ing in a setting, often in the community, 
that promotes optimal functioning and 
independence. 

Developmental Challenges 
 
     Older adults experience a number of 
normal developmental transitions as they 
age.  How these transitions are experienced 
and managed are critical to successful ag-
ing, which we define as older adults’ abil-
ity to feel good about their lives, even as 
they live with physical, emotional and so-
cial challenges. Typical developmental 
transitions may include voluntary and non-
voluntary retirement from employment; 
loss of family and/or friends; shifting so-
cial and familial roles; diminished cogni-
tive and/or physical abilities; spiritual con-
cerns; and confronting end-of-life. Dealing 
with these transitions as part of program-
ming will help support older adults’ physi-
cal and mental wellness.   
     Death and dying, a reality for older 
adults, unfortunately is rarely dealt with 
openly but requires careful end of life 
planning to prepare for properly. Prepara-
tion includes helping older adults manage 
their needs and wishes for end of life care, 
but also for helping them meet the devel-
opmental task of addressing mortality in 
the first place.  Grief is a common prob-
lem for older adults because they are more 
likely to experience the deaths of family 
and friends as they get older.  Grief, while 
not a mental disorder, often leads to addi-
tional mental and emotional challenges.   
     As people age, staying connected with 
family and friends and avoiding isolation 
is also important for well-being.  Some 
older adults with long-term psychiatric 
disabilities may have close family rela-
tionships, while others have been es-
tranged from their family and may want to 
reconnect. Many adults with long-term 
psychiatric illnesses often rely on their 
family members, especially parents and 
siblings, for support throughout their 
lives. Therefore, they risk losing this pri-
mary support as they get older and their 
family members have less ability to pro-
vide care or die.  Helping older adults 
with long-term psychiatric disabilities 
connect to community supports and de-
velop additional relationships – or 
strengthen existing relationships, where 
possible - can be particularly critical as 
they enter older age.  
     Leisure activities, which are often as-
sociated with retirement, may be particu-
larly important for those older adults who 
are no longer employed. They include 
various activities such as the arts, cook-
ing, gardening, exercise, religious prac-
tices, education, and more. Some older 
adults want to participate in volunteer 
work as opposed to paid employment.  
Volunteer work can be formal, such as 
within an organization, or informal, such 
as time spent helping a neighbor or friend.  
Some older adults want to engage in pro-
gramming offered for their age cohort. 
Senior centers, for instance, offer an op-
portunity for older adults to access social 
services; education, recreational, and well-
ness activities; and socialization. Addition-
ally, older adults are more likely than 
younger adults to be concerned with relig-
ion and spiritual issues. Being a part of a  
 

see Medicaid Redesign on page 34 

Does Medicaid Redesign Pay Enough Attention  
To Older Adults With Behavioral Health Needs ? 

Kimberly Williams, LMSW Lisa Furst, LMSW, MPH 

PAGE  12 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



PAGE  13 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



ElderCare Services Address “Hidden Epidemic”  
Of Drug and Alcohol Abuse Among Older Americans 

By Mary Callahan, LCSW 
Senior Manager, Director of  
Outpatient Services, Odyssey House 
 
 

A s baby boomers, many of 
whom experimented with 
drugs in the 1960s and 1970s, 
head towards their senior 

years, the number of older Americans 
with substance use disorders is growing 
dramatically and with it the need for spe-
cialized treatment. Odyssey House’s Elder-
Care program has focused on the special 
needs of this population for more than 15 
years, both by establishing dedicated resi-
dential and outpatient services and, more 
recently, developing a peer-run, commu-
nity-based mentoring program. 
 

Growing Demand for Services 
 
     Older adults represent one of the fast-
est growing segments of the US popula-
tion in need of treatment for substance use 
disorders (SUD). The National Survey on 
Drug Use and Health found that among 
adults aged 50 to 64, the rate of current 
illicit drug use increased from 2.7 percent 
in 2002 to 6.0 percent in 2013. Addition-
ally, Emergency Department (ED) admis-
sions for illicit drugs and alcohol have 
been steadily increasing: from 2004 to 
2010, the number of ED visits for drug 
use and misuse has grown 187 percent for 
adults ages 55-64 and 104 percent for 
those ages 65 and older. 
     The Substance Abuse and Mental Health 
Services Administration (SAMHSA) ex-
pects the number of adults aged 50 and 
older needing SUD treatment to double by 
2020, from 2.8 million (2002 to 2006 an-
nual average) to 5.7 million. The increase 
in substance abuse among older adults has 
led to a dramatic rise in the number ad-
mitted into treatment: substance abuse 
treatment admissions of individuals 
aged 50 or older increased by nearly 50 
percent between 2004 and 2009 (Center 
for Behavioral Health Statistics and 
Quality, 2012). 

     The above data, coupled with national 
surveys that show older adults experience 
increased depression, isolation, and 
chronic medical conditions, point to the 
need for services that are age-specific and 
address the unique physical, psychologi-
cal, and social changes that may occur 
during this life stage. 
 

Track Record in Treating 
Senior Substance Abusers 

 
     Odyssey House has an extensive track 
record in meeting the needs of this over-
looked and underserved population. In 
1997, we created the first-ever residential 
treatment program dedicated to treating 
older substance abusers, known as Elder-
Care. Since its inception, Odyssey House 
has increased capacity from 15 to 68 beds, 
reflecting the ever-growing demand for 
treatment among older adults.  
     While enrolled in the ElderCare pro-
gram, residents receive specialized ser-
vices and supports in addition to SUD 
treatment designed to help them to func-

tion independently within the community, 
such as life skills training, entitlements 
assistance, internal medicine, dentistry 
and psychiatry. Health care services are 
provided on-site at the Manor Family 
Center in East Harlem, where we also 
employ a geriatric social worker to work 
with our seniors to identify behavioral 
health care needs and develop a plan to 
address them.   
     In 2004, Odyssey House expanded 
services to include an outpatient SUD 
treatment track specifically for older 
adults. Because many elderly people are 
at risk of being cut off from their commu-
nities as they age, the treatment priorities 
of the ElderCare Outpatient Program, 
located on Southern Boulevard in the 
Bronx, are to encourage older people to 
develop a social support network among 
their peers in recovery; provide them with 
individual and group therapy; and visit 
them in their homes as necessary. Coun-
selors trained in geriatric care develop 
individualized treatment plans incorporat-
ing age-related individual and group 
therapies targeting symptoms of depres-
sion and anxiety, bereavement counseling 
and life planning, and access to primary 
medical care. 
     To date, Odyssey House has served 
well over 2,000 older adults in residential 
and outpatient settings, and serves an av-
erage of 130 ElderCare clients annually. 
ElderCare consistently operates at full 
capacity and has a waiting list, reflecting 
the program’s appeal to a growing group 
of consumers as well as the tremendous 
need in the community. 
     Our residents are often the highest 
users of Medicaid services due to multi-
ple risk factors: active SUD, co-
occurring mental health disorder, 
(several) chronic illnesses, and home-
lessness. Forty-three percent have a pri-
mary medical diagnosis of hypertension, 
20 percent are HIV+, 15 percent have 
asthma, and 10 percent have heart prob-
lems. Alcohol is the most common pri-
mary substance of abuse, 38 percent, al-
though heroin and crack/cocaine follow 
closely behind, 30 percent and 26 percent, 

respectively. Almost 68 percent list two 
or more substances of abuse at admission. 
 
Building On Treatment: Peer Mentoring 
Network for Elders in Early Recovery 

 
     In Summer 2014, Odyssey House re-
ceived a $445,000 grant from the New York 
State Department of Health to implement a 
peer mentoring track for older adults 
(Serving Older Adults Recovery System, or 
SOARS), based out of the Bronx-based 
Outpatient Services program. SOARS will 
allow Odyssey House to provide case man-
agement services and improve access to 
community-based recovery resources for up 
to 90 ElderCare clients over 14-16 months.  
     SOARS will deliver a continuum of 
support services for older adults utilizing 
both intensive case management and peer-
based recovery coaching. Odyssey House 
case managers will work one-on-one with 
clients as they transition out of residential 
treatment, connecting them to community
-based services to help them remain out of 
institutional care. In addition, clients will 
be paired with a volunteer Recovery 
Coach, who will serve as a peer mentor to 
assist in identifying and engaging in com-
munity-based recovery supports.  
     The goal of SOARS is to facilitate and 
expand older adults’ access to community
-based Long Term Services and Supports 
(LTSS) and ongoing support through the 
utilization of intensive case management 
and peer recovery coaching. The expected 
outcomes from this project are to: keep 
older adults residing in their homes in the 
community; increase engagement in the 
recovery process; improve retention; re-
duce depression and drug use during and 
after treatment; and improve social con-
nectedness, quality of life, and self-image. 
 
     Reference: Center for Behavioral Health 
Statistics and Quality (2012, January 12). 
Older Adult Substance Abuse Treatment 
Admissions Have Increased; Number of 
Special Treatment Programs for This Popu-
lation Has Decreased. Data Spotlight. 
http://www.samhsa.gov/data/spotlight/
WEB_SPOT_043/WEB_SPOT_043.pdf  

Mary Callahan, LCSW 
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iCBT - Easing Integration of Behavioral and Primary Care 

By Kathryn M. Salisbury, PhD 
Executive Vice President of Strategy 
and Business Development, Mental 
Health Association of New York City 
 
 

M eeting the challenges of 
integrating behavioral 
health into primary care 
settings requires out of the 

box thinking and clinician openness to 
working in new ways. While there has 
been growing recognition of the benefits 
of the Collaborative Care Model to im-
prove both health and behavioral health 
outcomes, other evidence based integra-
tion solutions such as the use of internet-
based cognitive behavior therapy (iCBT) 
in the context of primary care have re-
ceived  less attention in this country.  
     The largest evidence base supporting 
internet-based CBT comes out of the 
United Kingdom where iCBT programs 
for depression and anxiety were recom-
mended by the National Institute for 
Clinical Excellence for use by the Na-
tional Health Service based on clinical 
trials results. The California Health Foun-
dation’s review of dozens of peer re-
viewed studies also confirms the efficacy 
of iCBT citing cost effectiveness, patient 
acceptance and benefits to primary care 
workflow.1 Watkins et al. found that 
iCBT is as effective as pharmacotherapy 
for the treatment of mild to moderate de-
pression in the short-term and is some-
times superior in the long term.2 

The Value Proposition 
of iCBT In Primary Care  

 
     iCBT offers primary care providers a 
turnkey solution to integrating behavioral 
health into  their practices. It has the ad-
vantages of being rapidly scalable, in-
stantly accessible, produces cost savings 
and has demonstrated the capacity to free 
up time for primary care providers to 
spend time with other patients while en-
hancing patient satisfaction and self-
efficacy. Importantly, the instant accessi-

ble of iCBT solves the screening dilemma 
of identifying more patients in need of 
care than the facility has capacity to serve.  
Although Cognitive Behavioral Therapy 
(CBT) is widely recognized as an effec-
tive, evidence-based first-line treatment 
for the most common behavioral health 
disorders seen in primary care, numerous 
barriers to delivery of CBT remain. Pri-
mary among them is the shortage of clini-
cians who are trained in CBT for depres-
sion and anxiety.  Even fewer clinicians 
are trained to provide CBT for insomnia 
and hazardous drug and alcohol use.  De-
spite the reduction of barriers to seeking 
and receiving behavioral health care in 
primary care settings, other barriers such 
as cost, convenience, confidentiality, and 
fear of stigmatization and discrimination 
still exist.  
     Additionally, a review of the findings 
from 144 studies involving 90,000 sub-
jects showed that the most frequently 
cited reasons for not seeking needed men-
tal health care are the desire to handle 
problems on one’s own and thinking that 
the problem will get better on its own.  
     The delivery of web-based cognitive 
behavioral therapy is particularly well 
suited to addressing the identified barriers 
to seeking and receiving behavioral health 
care. Not only does internet based CBT 
(iCBT) lower the cost of care by 50% -
75%, it makes treatment available 24 
hours a day, 7 days a week, anywhere that 
there is access to the web with no wait 
list. At the same time, iCBT uniquely 

fulfills the stated desire for self-
sufficiency for individuals reluctant to 
seek outside help because these programs 
can be completed online with as little help 
from a mental health professional as the 
patient wishes.  
     For individuals who are particularly 
concerned about stigma, privacy and confi-
dentiality, the option of being able to ac-
cess care outside of an office setting, and in 
the privacy of one’s own home or location 
of choice, is also particularly appealing.  
 

Workflow 
 
     There are many options for organizing 
the workflow when patients are iCBT 
offered as a treatment option in primary 
care settings. For example, using a tablet, 
a patient could be screened in the waiting 
room and have the screening results trans-
mitted immediately to the electronic 
medical record for review by the primary 
care provider.  Providers are then able to 
review the results with the patient and 
provide iCBT as a first line treatment op-
tion when appropriate. Patients can then 
be assisted by staff to enroll in iCBT 
while still at the clinic or given a toll free 
number to call where they will receive 
enrollment assistance from a trained coun-
selor who can also provide telephonic, 
text or chat supports while completing the 
program.  The latter option, comprehen-
sive Internet-based cognitive behavioral  
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I n our youth-obsessed world, there is 
an unspoken assumption that when it 
comes to older adults and mental 
health, the recovery train has already 

left the station. After all, older people are 
stuck in their ways and are not able to 
make changes. They don’t have the same 
growth potential. They won’t participate 
in programming designed to encourage 
progress and movement. They are accus-
tomed to a service delivery model focused 
on symptom relief and maintenance of 
status quo, rather than one intending to 
foster hope, develop and achieve goals, 
and move forward. 
     But nothing could be further from the 
truth. While it is true that older adults are 
accustomed to old-school models, this is 
not the same as entrenched, mired, or 
stuck. In fact, when provided the chance 
to think differently, many older adults 
eagerly gravitate to new opportunities. 
     Psychiatric rehabilitation services are 
well-suited for older adults who may need 
“developmentally appropriate” services 
designed to help them strengthen their 
skills to better achieve recovery and full 
community integration. 

     While older adults may prefer psychiat-
ric rehabilitation options when offered, the 
model does need to be adjusted slightly to 
meet the needs of an older population. For 
example, in psychiatric rehabilitation, there 
is a lot of focus on vocational skills and 
employment. While this is certainly a life 
domain for people in their prime working 
years, older adults may not uniformly be 
seeking work.  Some in fact, have already 
worked for a lifetime and are now retired. 
The concept of “work” needs to be broad-
ened slightly to incorporate volunteering, 
mentoring, or off-the-books employment. 
Rather than focusing more narrowly on 
competitive employment, the emphasis is 
on “productivity.” 
     Cognitive health is a major issue for 
seniors. Older adults with mental illness 
are aware that the cognitive impacts asso-
ciated with their illness may be com-
pounded by natural declines due to aging. 
This is a source of great anxiety, and peo-
ple are eager to prevent further additional 
loss. Activities designed to keep the brain 
active, or even reestablish neuronal con-
nections are vital. These can range from 
more formal cognitive remediation to 
more activity-centric board games and 
other efforts to keep people thinking and 
connecting with each other. 
     Another difference is the focus on 
physical health. For a younger population, 
physical health is important, but is not 
considered a “life role.” But for older 

adults with declining health, and some-
times developing cognitive problems 
(such as dementia), physical health takes 
on an expanded importance.  Psychiatrists 
working in these programs need to be 
savvy about the ways psychiatric medica-
tions may interact with other medications.  
They need to consider the fact that older 
bodies may be more sensitive to even 
small changes in medications. Other in-
volved health professionals need expertise 
in aging issues as well. In fact, the need 
for multi-systems coordination is espe-
cially strong when working with older 
people. This translates into close commu-
nication between medical, psychiatric, 
behavioral health, social service, and al-
lied health professionals. It also means 
that issues such as transportation, home 
care, and accessibility supports need to be 
part of the conversation. 
     Finally, social interactions take on 
renewed importance in this population.  
While all psychiatric rehabilitation incor-
porates a focus on social skills, with older 
adults connecting is essential. As people 
age, their family and social circles natu-
rally decline, as people pass away or 
move. We know that many older people 
live increasingly isolated lives. This is 
particularly the case for people with men-
tal illness. So programs need to provide 
lots of opportunities not only to develop 
skills, but to practice using these skills in 
social contexts with others in the group, to 

help form new social circles that can pro-
vide support and connection with others. 
     In New York City, psychiatric rehabili-
tation services are the focus of program 
models such as PROS, clubhouse, and psy-
chosocial clubs. In different ways, each of 
these approaches works with participants 
(or members, in the case of the club pro-
grams) to develop new skills, re-kindle 
their passions and interests, and become 
active participants in their communities. 
     When New York City’s Service Pro-
gram for Older People (SPOP) decided to 
convert their continuing day-treatment 
model into a PROS program in 2013, the 
big question was “can psychiatric rehabili-
tation work for the older/geriatric partici-
pant?” Now, a year later, the answer is yes. 
Participants seem to be thriving, making 
unexpected and exciting progress.  Partici-
pants report that they like the smaller, more 
focused groups. They are now attending 
groups that speak to their needs, so they are 
more engaged, verbal, and energized, even 
those previously considered disinterested 
or limited. In fact, participants have been 
so excited by the new options available that 
they have begun attending more groups 
than anticipated. 
     In PROS, participants are asked to se-
lect a “life role goal” as a focus for ser-
vices. At SPOP’s PROS, participants select 
the same array of life role goals as  
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By Mary Pender Greene 
  
 

A s mental health professionals 
advance in their careers to 
higher positions, they will be 
called upon – particularly in 

the roles of manager, director, and ex-
ecutive director – to provide additional 
contributions in the area of financial 
management to ensure the organization’s 
continued fiscal health. Having knowl-
edge in finance and practical skills is a 
great asset and will give you a profes-
sional advantage. 
     It is prudent to combine therapy skills 
with tangible business skills, such as 
budgeting, cash management, spread-
sheets, business law, strategic planning, 
business ethics, auditing, corporate com-
pliance and grant writing. Become profi-
cient in both clinical and business matters 
to broaden your knowledge. In addition, 
subscribe to Business Week, Harvard Law 
Review and read the business section of 
the New York Times. 
     Be open to learning new things. You 
cannot tell where new skills may take 
your career or what connections you 
might make that will expand your net-
work. Create a pattern of being a lifelong 
learner. Add Internet training to your edu-
cational options, such as Skype sessions, 
educational blogs, and resources at online 
specialty groups. These allow easy access 
and are often free. 

     Continuing education is one key to 
personal and professional success. You 
must commit yourself to improving and 
expanding your knowledge throughout 
your career. I advise my mentees and 
coaching clients to pursue educational 
opportunities every semester for their 
entire career. 
     Educational pursuits could take the 
form of an hour-long webinar, a four-
session weekend training seminar, a bi-
weekly peer supervision group, or a certifi-
cate program. These pursuits should be in 
addition to any staff development training 
offered by your employer.  Always take 
advantage of any opportunities that your 
organization offers, even if you are not 
able to see their usefulness at the moment. 

     More schools of social work, profes-
sional associations and service organiza-
tions are promoting the need for business 
skills and are encouraging social workers 
to expand their knowledge to include fi-
nancial skills. A dual degree is now being 
offered by the Silver School of Social 
Work and The Wagner School of Business 
at NYU to bridge the existing skill gap.   

 
Questions to Ask Yourself 

 
• What do I need to learn in order to be 
more proficient at my current job? 
 
• Do I need an additional degree to be 
better situated for the next phase of my 
career? 

• Do I wish to pursue a financial leader-
ship role in my organization?  
 
• Will I need to take business courses? 
 
     If you are in private practice, you will 
need to take practical small business 
management courses to help you learn 
how to determine fees for clients, con-
sulting, and speaking engagements – as 
well as the day-to-day administrative 
functions and financial responsibilities of 
your office. 
     If you are seeking a high-profile role at 
a non-profit, attend seminars on corporate 
finance and communications. Continuing 
to pursue your education will greatly im-
prove your chances of reaching your pro-
fessional aspirations. 
     The most beneficial business pro-
grams for mental health professionals 
offer an introduction to fundamental 
financial management and provide prac-
tical insights for developing hands-on 
financial management skills. By taking 
such courses, you will obtain a working 
knowledge of how to use financial in-
formation to successfully manage hu-
man service agencies and programs. 
These courses often use lectures, prob-
lem solving, discussions, small group 
exercises, and journal articles to convey 
content and deepen the learners’ ability 
to directly apply the course skills in the 
workplace. 

Acquiring Financial Skills for Career Advancement 

NIMH Director’s Blog 
October 2014 
 
 

B y now, everyone knows that 
medication development for 
mental disorders has hit a wall, 
pharmaceutical companies have 

abandoned the search for new medications, 
and there are no promising new medica-
tions on the horizon.1 So it is important to 
take a moment to consider ketamine, an 
anesthetic that has been around for dec-
ades. Intravenous ketamine was the anes-
thetic of choice for outpatient procedures 
in children when I was in medical training 
nearly 40 years ago. Twenty years ago 
ketamine achieved notoriety as a recrea-
tional drug under the moniker “Special K.” 
But in the past decade, ketamine has 
emerged as a potential antidepressant. 
     Recent data suggest that ketamine, 
given intravenously, might be the most 
important breakthrough in antidepressant 
treatment in decades. Three findings are 
worth noting. First and most important, 
several studies demonstrate that ketamine 
reduces depression within six hours, with 
effects that are equal to or greater than the 
effects of six weeks of treatment with other 
antidepressant medications.2 The shift from 
six weeks to six hours has already trans-
formed what we could and should expect 
of antidepressant treatments. 
     Second, ketamine’s effects have been 
noted in people with treatment-resistant 
depression.3 Most of the studies to date have 

tested ketamine in people for whom other 
treatments were not effective, including 
both medications and psychotherapy. This 
promises a new option for people with some 
of the most disabling and chronic forms of 
depression, whether classified as major de-
pressive disorder or bipolar depression. 
     Third, it appears that one of the earliest 
effects of the drug is a profound reduction 
in suicidal thoughts.4 Although lithium and 
clozapine have been reported to reduce 
suicide risk, we have not had medications 

that were specifically anti-suicidal. It is too 
early to label ketamine as an anti-suicide 
medication, but the reduction in suicidal 
thoughts even prior to the antidepressant 
effect is promising, especially given the 
risk of suicide in people with severe, treat-
ment-resistant depression. 
     There are still a number of questions to 
resolve about the best dose, the mecha-
nism, and the long-term efficacy and 
safety of ketamine. Dose-response studies 
are underway to determine if sub-
anesthetic doses may be anti-depressant. 
While the antidepressant mechanism was 
assumed to block the brain’s NMDA re-
ceptor, other medications that block 
NMDA receptors are not antidepressants. 
And how ketamine would be used clini-
cally is not yet clear. In most people, the 
antidepressant effects wear off within a 
week. We don’t know yet if repeated in-
jections will be safe and effective. 
     But there is enough potential here that 
several universities and companies have 
launched research and development ef-
forts. Reports of efficacy for both obses-
sive-compulsive disorder and post-
traumatic stress disorder have surfaced in 
the past year 5, 6 Recently the Food and Drug 
Administration awarded breakthrough ther-
apy designation for the development of in-
tranasal ketamine for treating depression. 
This is the first time this special designa-
tion, usually reserved for drugs targeting 
an epidemic or a deadly form of cancer, 
has been awarded for the development of 
a medication for a mental disorder. This 

speaks not only to the scientific opportu-
nity but the public health need for having 
a rapid antidepressant. 
     That need is leading to ketamine clin-
ics using this drug “off-label” to treat de-
pression. While the science is promising, 
ketamine is not ready for broad use in the 
clinic. We just don’t know enough about 
either efficacy or safety. But with the ex-
citement generated by early results, we 
will have more information soon. The 
doom and gloom surrounding medication 
development, at least for depression, 
seems to be rapidly resolving. 
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A s a mid-70’s, semi-retired per-
son, the problems I suffer with 
aging go hand in hand with the 
joys of being a grandparent – 

the latter compensating for the former, at 
least for a time. Recently, my wife and I 
as part of the Wellspring Institute con-
ducted a series of counseling groups at a 
local senior center where among the vari-
ous problems addressed, two issues in-
volving aging and grandparenting were 
conjoined; seniors moving in with adult 
child(ren) and grandparents responsible 
for grandchildren abandoned to their care.  
I’ll speak into both from the experience of 
those groups. 
     Moving into an adult child’s home can 
be problematic for the child and the aging 
parent. That’s why, I suppose, it’s often 
avoided. What seems a “natural” solution 
to the costs and obligations of elderly care 
is far from simple in its relational reali-
ties. As a product of separation and adult-
hood, the amity achieved in the parent-
child relationship can become precarious 
as old tensions re-awaken in a new con-
text and on different terms. Aging simply 
complicates the matter. What was clear in 
our groups was that neither the adult child 
nor the parent can afford to be naïve about 
relational problems they will face – prob-

lems often not anticipated or prepared for. 
     An example gives a sense of the com-
plexities involved. Many in our group 
were widows, and the death of a spouse 
meant living alone with health and inde-
pendence increasingly precarious.  
Though all had relinquished parenting 
responsibilities, moving in with an adult 
child involved a dependency on that child 
reversing former roles. For the senior, 

authority related to responsibilities be-
came confused. To the extent she could be 
responsible for herself in practical matters 
– for meals, dressing, mobility, transpor-
tation, etc. – each activity came into ques-
tion in terms of what she could or could 
not manage. Each became a potential 
source of friction.     
     Circumstances can also bedevil rela-
tionships. One widow, for example, had 
moved into her daughter’s home from a 
distant locale. To her surprise she found 
herself living as a “displaced person” – 
displaced from friends, from stores, from 
the familiar web of her former commu-
nity.  Without a “life” of her own, she 
experienced herself at the mercy of her 
children, and though they were caring and 
her basic needs were being met, the qual-
ity of her life as she had lived it was 
sharply diminished.  While gratitude was 
in order for the care she received, in ways 
important to her sense of self and well-
being the move seemed hardly worth it.  
The problem she presented in the senior 
group was how to re-construct a life for 
herself in the new setting or return to 
where she had lived before.  In either case 
a move must now be negotiated with her 
children.    
     Ready access to grandchildren was to 
be the major benefit of the move, and she 
thought this would compensate for any 
losses. But she discovered that doting 
from a distance and seeing grandchildren 
occasionally on weekends was a quite 

different matter than being plopped with-
out respite in the midst of a busy, work-a-
day family. The non-stop noise of chil-
dren and bustle of younger people’s lives 
was both stressful and invasive, particu-
larly when her ability to state her needs, 
set boundaries and make demands was no 
longer based on the queenship of her own 
home.  An added strain was living in close 
quarters with an in-law whose habits, 
tastes and values were born of a different 
upbringing. She found herself continually 
irritated, but felt powerless to protest.  
After all, what right did she have, it was 
his house? Jokes about mother-in-laws 
notwithstanding, she was not going to 
have them be about her. 
     These glimpses only hint at the root 
problem. Moving in with one’s adult child
(ren) is not ultimately about circumstance; 
it’s about relationship.  And if relationship 
is based on difference – dealing with 
“otherness” more than sameness – differ-
ences in relationship require dialogue and 
negotiation if differences are to become 
wedded and made tolerable for all. But 
dialogue and negotiation, in turn, depend 
on communication skills, so these became 
the focus of our group.   
     The first and easier task was to con-
struct a framework for mutual agreement 
between the parties, because neither the 
parent nor her child/landlord had thought 
this would be necessary in advance.  
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T he Affordable Care Act chal-
lenges the nation to move up-
stream and create healthcare to 
focus on wellness and not on 

illness.  Creating a lens on populations 
that looks at developing skills and behav-
iors that can prevent diseases and their 
health consequences will be the key to a 
healthier nation and reduce staggering 
healthcare costs.  New directions are also 
creating a closer link between physical 
health and behavioral health and creating 
a focus on overall wellness.   
     Prevention programs are developed 
through a scientific process to ensure ef-
fectiveness and to address the urgent 
needs of our communities. Developing a 
program to encourage older adults to stay 
healthier longer will save healthcare costs 
in the long run.  The development of the 
Wellness Initiative for Senior Education 
(WISE) Program in New Jersey is a great 
example of how a program was thought-
fully developed into an evidence-based 
program recognized on the national level 
that has helped thousands of seniors in 
several states celebrate healthy aging. 
     In 1996, a local reporter editorialized a 
visit to his mother’s home within a local 
senior village in central New Jersey.  He 
shared his concern over the many liquor 

bottles overflowing in the recycling cans 
that lined the streets in this senior housing 
complex.  He logically linked his con-
cerns with these seniors drinking exces-
sive alcohol along with the many medica-
tions that are traditionally coupled with 
aging.  He was describing a serious prob-
lem that was hiding in plain sight.  When 
the article was published, complete with 
pictures of recycling containers over-
flowing with alcohol bottles, a call to 
action was issued. The New Jersey Pre-
vention Network (NJPN) responded to 
this need and developed the framework 
of what is now one of the few evidence-
based prevention programs specifically 
for older adults.   
     NJPN is a public health agency work-
ing to prevent substance abuse, addiction 
and other chronic diseases by building 
capacity among professionals, fostering 
positive collaboration among providers, 
and strengthening the field of prevention 
through the use of evidence-based prac-
tices and strategies. The organization be-
gan focusing attention on older adults in 
the mid-1990s.  
     Although WISE addresses the initial 
concern raised about alcohol use among 
older adults, it was ultimately developed to 
focus on overall wellness. The program’s 
goal is to celebrate healthy aging and edu-
cate older adults, so they are more likely to 
make positive lifestyle choices as they age 
and less likely to experience problems as-
sociated with alcohol and medication mis-

use. Participants gain the information and 
resources they need to maintain a healthy 
lifestyle and feel empowered about their 
health and the healthcare they receive. 
Topics range from such things as depres-
sion and how aging affects the body, risk 
factors for substance abuse, and medication 
use, misuse and management. 
 

Substance Abuse in Later Life 
 
     Mention substance abuse prevention 
today, and most people will immediately 
think of youth. While young people cer-
tainly need evidence-based interventions, 
recent data confirms that they are not 
alone: 
 
•  According to the National Council on Al-
coholism and Drug Dependence, alcohol and 
prescription drug problems among adults 60 
and older is one of the fastest growing health 
problems facing the country.1 
 
° Between 6 and 11% of seniors admitted 

to hospitals show signs of alcoholism.  
 
° 80% of all senior substance abuse 

treatment admissions were for alco-
hol as the primary drug. 

 
° Illicit drug use among seniors is pro-

jected to double by 2020.  
 
•  There are approximately 78 million 
baby boomers nationwide.2 

° Many are taking the abuse of cocaine, 
heroin, marijuana, and other illicit 
drugs into their “golden years.”  

 
° Although alcohol remains the top 

substance of choice among older 
adults, the aging baby boom cohort 
has resulted in illicit drugs account-
ing for a growing proportion of users 
and admissions to treatment facilities.  

 
• People age 65 and older make up 12 
percent of the U.S. population, but ac-
count for 34 percent of all prescription 
medication use and 30 percent of all over-
the-counter medication use.3 
 
• According to researchers, about 60 per-
cent of older adults take their prescrip-
tions improperly, and approximately 
140,000 die each year as a result.4 
 
     To take these important statistics into 
consideration and provide rationale for 
including substance abuse prevention in 
an effective older-adult wellness program, 
the developers of WISE relied on the fol-
lowing hypotheses: 
 
• Lifestyle choices have a significant im-
pact on our overall health, particularly as 
we grow older. If individuals understand 
how their lifestyle choices and behaviors 
impact their health, they will make more 
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A ccording to Erik Erikson’s 
Theory of Psychosocial Devel-
opment, successful achieve-
ment of the developmental 

task for older age results in ego integrity 
when one is contemplating one’s accom-
plishments and perceives oneself as lead-
ing a successful life.  However, some 
people are dissatisfied with their life see-
ing it as unproductive and feeling that 
their life goals were not accomplished. 
These people develop despair often ac-
companied with hopelessness, helpless-
ness and depression.   
     To help older adults master their de-
velopmental task, promote sense of ego 
integrity and develop successful coping, a 
practitioner should take into consideration 
unique stressors and losses associated 
with an older age.  
     I would like to highlight some of the 
major stressors for older adults based on 
my experience of working with elderly 
immigrants from the former Soviet Union 
as a Clinician and the Director of the 
FEGS Kings Highway Clinic. The pri-
mary major stressors of aging are, loss of 
previous social status, isolation and an 
increase of medical problems.   
     Most of the Russian-speaking clients 
at our clinic had significant education and 
successful employment experiences prior 
to their immigration. After immigrating to 
the United States, they had very few em-
ployment opportunities. Most of their 
employment has been in low-paying, me-
nial positions that were lacking health 
insurance and job stability. Such poor em-
ployment prospects effected our clients’ 
social self-perception and resulted in low-
ered self-esteem, hopelessness and anxiety. 
Many immigrants over age of 65 demon-
strate a tendency to social withdrawal and 
isolation caused by their difficulty to ad-
just to changes in their social status. 
     In addition to loss of status, there are 
other factors causing isolation in elderly 
immigrants such as language barrier, loss 
of spouse, separation from loved ones who 
were left behind, lack of communication 
with grandchildren who refuse to speak a 
native language, as well as medical prob-
lems limiting their social contacts. 
     There is a high rate of somatization 
among older immigrants from the former 
Soviet Union. This may be explained 
cultural stigma and shame associated with 
mental illness in the former Soviet Union. 
Russian-speaking elderly immigrants 
often mask their depression and anxiety 
behind multiple somatic complaints since 
the latter were more culturally acceptable 
and not associated with shame. 
     Trying to express their emotional pain 
through somatic complaints, the Russian-
speaking elderly clients often go to their 
primary care doctors for mental health 
issues. That is why it’s essential that phy-
sicians working with this population rec-
ognize the symptoms of depression and 
anxiety that require an appropriate refer-

ral to a mental health specialist. If a pri-
mary care physician does not deal with 
his patient’s emotional problems and the 
mood disorders remain untreated, the risk 
of suicide increases dramatically. Timely 
recognition and treatment of mood disor-
ders in the Russian-speaking elderly 
population is important to prevent an ex-
acerbation of the symptoms and escala-
tion of suicidal behaviors. 
     An education about depression and 
other mental health disorders for Russian-
speaking immigrants will help reduce the 
cultural stigma about getting help for 
mental health problems. In working with 
the Russian-speaking immigrants, the 
practitioner should convey the fact that 
even the most severe cases of depression 
and anxiety can be effectively treated. 
The earlier that treatment can begin, the 
more effective it is.  Research has shown 
that psychotherapy or medication alone as 
well as combination treatment are both 
effective in managing mood disorders in 
older adults. 
     In Russian-speaking elderly immi-
grants mood disorders often co-occur 
with other serious medical illnesses such 
as heart disease, stroke, cancer, diabetes, 
and Parkinson's disease. Patients who 
have mood disorders along with another 
medical illness tend to have more severe 
symptoms of both mood disorder and the 
medical illness, more difficulty adapting 
to their medical condition, and more medi-
cal costs than those who do not have co-
existing depression. Treating mood disor-
ders can also help improve the outcome of 
treating the co-occurring illness. Elderly 
clients would greatly benefit from an inte-
grated care model that would address their 
mental health and medical needs.  
     This year FEGS, along with its partner 
Maimonides Medical Center (MMC) has 
launched a project funded through an 
NYS OMH grant to integrate behavioral 
health treatment for adults aged 55+ into 
a primary care setting.  
     FEGS embedded a bi-lingual Russian 
speaking social worker and Spanish 
speaking care coordinator into two Mai-
monides Medical Center sites to ensure 
that the older adults being treated at 
MMC would receive completely inte-
grated, culturally competent, medical and 
behavioral health care. 
     Our project goals are to identify and 
treat behavioral health disorders in older 
adults, to reduce the severity of chronic 
medical conditions exacerbated by behav-
ioral health disorders and improve cli-
ents’ physical and mental wellness. 
     In this project FEGS social work staff is 
collaborating with MMC primary care 
physicians to provide comprehensive 
screening for physical and mental health-
related risk factors. If a client screens posi-
tive for depression, anxiety and substance 
use, the social work team works together 
with the client’s primary care physician to 
establish a common care plan, to track 
referrals to medical specialists and provide 
support to patients with chronic medical 
illnesses and their caregivers.  
 

see Integrated Care on page 31 
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Recovery-oriented services for over 1,800 individuals  
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Staff Writer 
Behavioral Health News 
 
 

A nn Marie Sullivan, M.D., Com-
missioner of the New York State 
Office of Mental Health (OMH), 
gave the 25th annual Anthony 

Maniscalco, M.D. Lecture in Public Psy-
chiatry to the Department of Psychiatry of 
Saint Joseph’s Medical Center in Yonkers, 
New York. The lecture was created in honor 
of Dr. Maniscalco, who was Director of the 
Department of Psychiatry from 1970 until 
1980, a decade of great growth in mental 
health services at the hospital.  
     Barry B. Perlman, M.D., Acting Medical 
Director at Saint Joseph’s and Director of its 
Department of Psychiatry, introduced Dr. 
Sullivan, who is the first psychiatrist to serve 
as commissioner of OMH in 30 years. Dr. 
Sullivan, a leader in psychiatry in New York 
State and nationally, has served as Director of 
Psychiatry at Elmhurst Hospital and subse-
quently was the Senior Vice President of the 
Queens Health Network, a part of the New 
York City Health and Hospitals Corporation. 
She is also a Clinical Professor of Psychiatry 
at the Mount Sinai School of Medicine. 

     Dr. Sullivan’s presentation, “Health 
Care Reform and the Transformation of 
the New York State Public Mental Health 
System,” reviewed the impact of the ma-
jor changes underway across New York in 
the care of the seriously mentally ill as a 
result of the Affordable Care Act and 
Medicare/Medicaid reform initiatives and 
how providers of care can adapt to the 
changing healthcare environment. She 
discussed three key initiatives in New 

York State: collaborative care, the New 
York State hospital system transformation 
and Medicaid managed care/Delivery 
System Reform Incentive Program 
(DSRIP). She described the aims of these 
initiatives as 1) to use new models of col-
laborative care integrating behavioral 
health and medical services to improve the 
health of the population through prevention 
and maximizing wellness; 2) to provide 
better care for each patient through a focus 

on patient choice, self-directed care, en-
gagement and satisfaction; and 3) to lower 
costs through a move to performance-
based payment and care that focuses on 
reducing readmissions and more compre-
hensive ambulatory services. She noted 
that psychiatrists will play an important 
collaborative role with medical providers 
in overseeing the quality of clinical care, 
and monitoring and reducing pharmacy 
costs, lengths of stay and readmissions. 
     Saint Joseph's Medical Center’s De-
partment of Psychiatry provides a wide 
and comprehensive array of outpatient 
and inpatient mental health services, sub-
stance use disorder treatment programs 
and crisis services at its campuses in 
Yonkers and Harrison, N.Y., and residen-
tial services in four boroughs of New 
York City and Westchester County. 
     Photo - Left to Right: Barry Perlman, 
MD; Ann Marie Sullivan, MD; Berna-
dette Kingham-Bez, Saint Joseph’s Sen-
ior Vice President for Behavioral Health 
Services; Dean Harlam, MD, Saint Jo-
seph’s Associate Director of Psychiatry; 
and Michael Orth, Deputy Commissioner 
of the Westchester County Department of 
Mental Health. 

Ann Marie Sullivan, MD Gives 25th Anniversary Maniscalco Lecture 

By the Office of New York State 
Governor Andrew M. Cuomo 
 
 

G overnor Andrew M. Cuomo 
today launched “Combat Her-
oin,” a campaign designed to 
inform and educate New York-

ers about the risks of heroin and prescrip-
tion opioid use, the signs of addiction, and 
the resources available to help. 
     “Heroin and opioid addiction has im-
pacted families in every corner of our state 
and stolen the lives of too many New 
Yorkers – but today we’re taking another 
step forward in the fight against this seri-
ous epidemic,” Governor Cuomo said. 
“The Combat Heroin campaign will get the 
word out about the dangers of this illegal 
drug use, as well as the treatment and sup-
port services that are available to those 
who need help. Just like this year’s new 
law that expanded access to treatment and 
anti-overdose medication, this campaign is 
comprehensive and designed to save lives. 
I urge anyone who knows someone in need 
of help to reach out today.” 
     Heroin and opioid abuse have become 
an alarming problem in communities 
across New York State and the nation. In 
2013, there were 89,269 admissions for 
heroin and prescription opioid abuse treat-
ment in New York State alone, an increase 
from 63,793 in 2004. During this same 
time period, New Yorkers ages 18 to 24 

had the largest increase in such admissions. 
Nationally, nearly half a million people 
were reportedly abusing heroin or suffering 
from heroin dependence in 2012. 
     In June 2014, Governor Cuomo 
signed into law a legislative package to 
combat this epidemic. The package in-
cluded insurance reforms, new models of 
care to divert people into community-
based treatment and to support people 
after they have completed treatment, 
allowing parents to seek assessment of 
their children through the PINS diversion 

services, and expansion of opioid over-
dose training and increased availability 
to naloxone, a medication which reverses 
an opioid overdose.  
     A critical element of the legislative 
package requires the New York State Of-
fice of Alcoholism and Substance Abuse 
Services to develop and implement a pub-
lic awareness and education campaign. 
The Office of Alcoholism and Substance 
Abuse Services, the NYS Department of 
Health, and the NYS Office of General 
Services’ Media Services Center have 
worked together to create a multifaceted 
media campaign which includes a new 
website that is easy to navigate and is 
targeted toward parents, adults, and young 
people who are seeking help and informa-
tion concerning heroin and opioid abuse 
and misuse. 
     The website, which can be found at 
this link: http://combatheroin.ny.gov/, 
includes information about warning signs 
of heroin and opioid abuse and misuse, 
access to Office of Alcoholism and Sub-
stance Abuse Services treatment provid-
ers, and guidance to help parents talk to 
their children and healthcare professionals 
talk with their patients. 
     The campaign also includes four pub-
lic service announcements and video mes-
sages, available on the above-linked web-
site, from New Yorkers talking about the 
impact of heroin and other opioids on 
their lives. 

     Linda Ventura, founder of Thomas’ 
Hope and a Suffolk County mother who 
lost her son to a heroin overdose, said, “I 
am proud to have been part of the call for 
legislative change in NYS to help eradi-
cate the opiate and heroin epidemic. Gov-
ernor Cuomo's campaign to address this 
insidious epidemic and to educate and 
direct families afflicted with this disease 
is welcomed and appreciated.” 
     Susan Salomone, co-founder of Drug 
Crisis in our Backyard and a Putnam 
County mother who lost her son to a her-
oin overdose, said, “This is the first step 
in stemming the tide of overdoses that are 
occurring in New York State. Thank you 
Governor Cuomo and the legislature for 
your acknowledgement of this as an epi-
demic, a disease, and your commitment to 
raise awareness of the critical nature of 
legal opiates and heroin.” 
     Cortney Lovell of Young People In 
Recovery - New York, said, “The Combat 
Heroin campaign is a wonderful example 
of what's possible when the community 
recognizes a crisis, unites together to find 
a solution and then takes meaningful steps 
to make a change. With the support of 
Governor Cuomo, our legislators, and our 
state offices, this campaign will increase 
awareness of the invaluable resources 
available throughout New York State. I'm 
grateful to share in the message that not  
 

see NYS Governor on page 32 
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Susan Wiviott New Bridge CEO 

Staff Writer 
Behavioral Health News 
 
 

C ynthia C. Wainwright, President 
of The Bridge Board of Direc-
tors, announced that Susan 
Wiviott has succeeded Dr. Peter 

Beitchman as the new Chief Executive 
Officer (CEO) of The Bridge. In announc-
ing The Bridge Board’s unanimous selec-
tion of Ms. Wiviott, who assumed the po-
sition on September 29, 2014, Ms. Wain-
wright, speaking on behalf of the Board 
stated: “We are thrilled to have Susan join 
us, as she brings extensive experience and 
vision to The Bridge. We look forward to 
this new chapter in the continuing develop-
ment of the agency.” 
     Ms. Wiviott brings to The Bridge 
many years of public service and non-
profit experience, including as Chief Pro-
gram Officer at Palladia and Deputy Ex-
ecutive Vice President at The Jewish 
Board of Family and Children’s Services. 
She also worked in key positions in New 
York City government, including the De-
partment of Homeless Services, Office of 
the City Council President and the Office 
of the Manhattan Borough President. 
Susan is familiar with and has overseen 
all of the types of programs that The 
Bridge operates and has been a leader in 
organizing the mental health and sub-
stance abuse systems’ transition to man-
aged care in New York City. 

     Ms. Wiviott graduated from the Uni-
versity of Wisconsin at Madison with a 
dual degree in Political Science and So-
cial Work. She then went on to graduate 
from Harvard Law School where she did 
pro bono defense work and was a Law 
School Civil Rights Research Council 
grantee for research on domestic vio-
lence. She is currently a Board Member 
of the Union Settlement Association  
 

see CEO on page 31 

Susan Wiviott 

By Yves Ades, PhD 
Ades Integrated Health Strategies 
 
 

T his is a personal story told by a 
mental health professional.  It is 
an easy story to tell because it is 
happening as I am telling it.  It is 

the story of two women. These two 
women are 90 years old and have lived full 
and productive lives, lives consisting of a 
myriad of gifts, tragedy, disappointment 
and achievement. These two women are 
my mother and my mother-in-law. 
       I am close to both women and so I 
feel, very deeply, their experience of their 
own mental and physical decline.  Aging, 
especially as people live longer, presents 
us with the ultimate psychological chal-
lenge:  Watching our bodies break down, 
and if we have the capacity for aware-
ness, feeling our increasing helplessness 
and dependency on others for our sur-
vival.  Much has been written on the in-
dignities of old age.  This story is not 
about that.  This story is about relating to 
people who are living it. 
     My mother-in-law, Sandy, suffers 
from severe arthritis and osteoporosis.  
She lives with constant pain.  She used to 
be 5’10’.  She is now about 4’6”.  She has 
tremors and sometimes cannot summon a 
grip to hold on to the phone when I call 
her.  She still lives in her own apartment 
with a 24/7 caregiver. She is terrified of 
forgetting the names of her great grand-

children.  She worries that if she is too 
demanding, her caregiver will leave.  She 
cries and asks me why she is still alive.   
     My mother, Hanna, doesn’t suffer 
from chronic pain, and except for her 
walker and the assistance with bathing 
she gets at her assisted living residence,  
is still fairly mobile and independent.  
She rarely leaves the residence, however, 
because she has an intense fear of falling.  
 

see The Best on page 31 
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Naomi Weinstein Joins MHNE Board 

Staff Writer 
Behavioral Health News 
 
 

M ental Health News Educa-
tion, Inc. (MHNE), the non-
profit organization which 
publishes Behavioral 

Health News and Autism Spectrum News 
has announced the recent appointment of 
Nomi Weinstein to its Board of Directors.  
In making the announcement, MHNE 
Board Chairman Jorge R. Petit, MD stated, 
“We are indeed fortunate to have Naomi 
Weinstein join our Board. She has been a 
champion for many causes, including: 
substance abuse, child welfare, mental 
health, family system issues and cross-
system relationships. Naomi has a solid 
track record of leading successful educa-
tional programs, strategic planning and 
inter-agency collaboration.” 
     For the past two years, Naomi 
Weinstein has been Director of the Center 
for Rehabilitation and Recovery at The 
Coalition of Behavioral Health Agencies.  
Prior to her present position at The Coali-
tion, Naomi served as Director of the 
Center on Addiction and the Family at 
Phoenix house – a post she held for over 
10 years. Ms. Weinstein also served as 
Director of Marketing and Director of 
Programs at the Children of Alcoholics 
Foundation, as Marketing Associate at the 
American Red Cross of New York, as 
Planner at the William F. Ryan Commu-

nity Health Center, and as a Research 
Assistant at MDRC, a social policy re-
search organization in New York City.   
Naomi holds a Master’s Degree in Public 
Health from Columbia University’s 
School of Public Health, and a Bachelor’s 
Degree from Connecticut College. 
     “Naomi brings a very strong set of  
 

see MHNE on page 35 
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By Joseph Deltito, MD 
Contemporary Care of Greenwich 
 
 

W hile I have been caring for 
patients over 30 years I 
have seen many advances 
and breakthroughs. Most of 

my work has been with depressive, bipo-
lar and anxiety disorders. As a professor 
of psychiatry I have taught many residents 
and medical students. I have had the occa-
sion more than once to say “if a new treat-
ment seems to work for everything, it 
probably works for nothing!” But for this 
new treatment I am reserving such a judg-
ment as I see it helping so many patients 
in so many ways. The treatment is called 
transcranial magnetic stimulation usually 
referred to as TMS. This is a procedure 
where pulses of magnetism are applied to 
the brain in very specific locations and 
dosages. This leads to changes in the 
nerve cells in these areas which can be 
modulated to treat depression and, in all 
likelihood, many other conditions. TMS 
was approved by the FDA in 2008 for 
depressed patients who had failed a trial 
of an antidepressant. There have been 
various refinements of the equipment 
since then. As doctors have used TMS 
over this time they have also gained in-
sight into the correct intensity of treat-
ments and number of treatments needed to 
remove depressive features.  

     It has been used primarily for the pa-
tient with difficult to treat depression. 
These are patients who either do not re-
spond to antidepressants or if they re-
spond it is with a heavy side effect bur-
den. Sometimes they cannot tolerate anti-
depressants or antidepressant medication 
is dangerous when combined with certain 
other nonpsychiatric medications (Heart 
Disease, Renal Disease, Liver Disease, 

etc.) or potentially harmful if adminis-
tered to people with a multitude of medi-
cal conditions. Interestingly, although not 
an issue for older adults, this treatment 
may be helpful for many young women 
wanting to become pregnant.  Currently 
they may choose not to become pregnant 
in order to avoid exposure to antidepres-
sant or anti-bipolar medications poten-
tially dangerous to the fetus. They and 
their doctors may feel they should pro-
ceed with the pregnancy knowing they 
can use TMS to get better and stay better 
throughout this time. 
     Many people confuse TMS with ECT. 
While ECT remains a potent treatment for 
depression it is fraught with difficulties 
which simply do not exist with TMS. A 
patient with TMS does not need to receive 
any type of anesthesia, do not undergo a 
seizure, he or she can drive themselves to 
the office before and after the procedure, 
and we have not found any significant 
confusion or memory disorders associated 
with the treatment. There is a slight rise in 
the chances of possibly inducing a sei-
zure, but this remains quite infrequent and 
remote. TMS is simply a good choice in 
many cases where ECT would not be con-
sidered the next therapeutics step. We 
physicians always make judgments ac-
cording to a risk-benefit equation. With 
the risk of ECT being rather high, we re-
serve it for those patients in whom we 
need a particular benefit because of the se-

verity or lack of positive outcome of their 
depressive disorders with other treatments. 
     In an initial TMS session a physician 
calibrates an individual’s brain to decide 
exactly where and what intensity of mag-
netic pulses to use. The patient sits com-
fortably in what appears to be a dentist 
chair and generally receives treatment 
sessions lasting about 45 minutes. Most 
patients need four or five sessions per 
week for four or five weeks. So the treat-
ment does not work quickly, but it works 
fairly reliably for patients who otherwise 
do not seem to respond to other treatment 
options. It is my experience with the 
population of older adults with depression 
that many simply are told to accept the 
fact that they remain at least partially de-
pressed. So, if someone is in the position 
to make the commitment of time and ef-
fort we now have a treatment which has 
the potential to completely change their 
lives for the better. 
     Generally speaking all treatments for 
depression work best when the outcome is 
maximize through the use of many differ-
ent combinations of treatment modalities. 
So while doing TMS we may still use 
some antidepressant medication, psycho-
therapy, light therapy or just common 
sense advice on how people would best 
lead their lives. While people are receiv-
ing their TMS they can watch TV, read a 
 

see TMS on page 31 

For Older Adults the Future is Now: Transcranial Magnetic Stimulation 

Joseph Deltito, MD 
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By Glenn Slaby 
Writer and Consumer 
New Rochelle, New York 
 
     

H aving a mental illness, I try not 
to burden myself by thinking 
too much about the future. As 
I turn fifty-seven this fall, I do 

worry about how I will be able to function 
in the years to come. For people like my-
self who suffer from undue anxiety, there 
is no shortage of worries.  
    We all face an unknown future with 
regard to how well we will age and what 
challenges and difficulties are to come. 
However, having a mental illness adds 
even more unknowns such as: the long-
term effects of years of psychotropic 
medications; the minds ability to think 
clearly; the ability to live comfortably in 
good health and financial security; as well 
as emotional and interpersonal skills. My 
resolve is just trying to stay healthy and 
move forward - keeping my anxieties 
(triggers) out of my mind by being con-
structively busy and productive.  
   Analytically, my life and planning for 
the future can be divided into various 
components. As a former accountant, ana-
lytical thinking is not always a positive 
frame of mind. I have the healthcare por-
tion of my life; my spiritual, religious 
components; my emotional life; my fam-
ily life and my financial life component. 

Trying to juggle each of them as time, 
conditions and situations warrant is a dif-
ficult task even for those not suffering 
from chronic illness. 
    Healthcare is complex, confusing and 
expensive with too many variables for the 
consumer. Dealing with various doctors, 
and insurance companies can be over-
whelming. Understanding our healthcare 
priorities from dieting to proper nutrition 
can be conflicting and confusing as well.  
Another issue concerns the body’s reac-
tion to being on psyche meds for ten, fif-
teen, twenty years.  Does anyone really 
know the long-term effects? And if the 
outlook is perplexing, uncomfortable and 
disheartening – I must keep moving for-
ward no matter the terrible mental pain 
(often worse than physical pain) and live 
with the unpleasant presumptions.  I can-
not think about family genetics, but in-
stead focus on eating right, avoiding the 
adverse and the harmful (foods as well as 
people and situations), exercise properly 
and offset negative thoughts with the 
positive.  
    Accepting the religious and spiritual 
aspects of life with confidence was a diffi-
cult step made easier with the assistance 
of a spiritual director. Faith led me to fo-
cus and understand the larger, more im-
portant components and develop relation-
ships with what cannot be seen and hu-
manly understood - a continuous process 
of learning letting go placing oneself in 

God’s hands. How will aging and its com-
plications effect my spiritual beliefs? Will 
health complications and other life issues 
create grievous doubt or will I grow in 
prudence, insight and perception?  
    Coping with emotions (my own and 
others) can be very difficult and perplex-
ing. Finding a balance on a moment to 
moment basis and dealing with a loved 
one’s issues, can be difficult in the best of 
times. Mental illness clouds and distorts 
emotions as well as cognitive reasoning. 
How will aging affect my ability in deal-
ing with various issues? Misinterpreta-
tions, even with Dialectical Behavior 
Therapy (DBT) can occur all too fre-
quently. My tool box - methods of dealing 
positively with life - are useful if I am 
able to focus and remember to use them.  
Can one’s wisdom grow with aging? 
    Will I become more of a burden sooner, 
rather than later in life?  Will I be an able 
caretaker for my family or will mental 
health issues interfere? Will we be able to 
live together or will the strain (physical, 
financial, emotional) be so difficult that 
an assisted living facility will be the only 
viable option – warehoused like so many 
of the elderly today?  
    Along with many consumers, I strongly 
rely on our government for financial sta-
bility and quality of life issues. Will there 
be adequate financial support, ten, fifteen, 
twenty years from now?  I hear so much 
about saving for the future, the impor-

tance of financial planning, but all most of 
us can do is hope and pray that we will be 
adequately cared for by the government 
and our families. 
     Years of sometimes painful therapy 
has brought me to a point of avoiding 
(most of the time) these series of anxieties 
and obsessions, but I am not always suc-
cessful, for fear is ready to pounce on my 
perceived weaknesses. I must remember 
that rational thinking is quickly lost when 
triggers strike and the pain quickly ruins 
the resemblance of any normalcy. There 
was a time when the obsessive part of my 
brain, from the pain of over-thinking, 
would be overburdened and overextended, 
but I have to remember, remind myself 
that to some questions there are no an-
swers, just yet, and that there is more to 
this life, beyond our senses. I continu-
ously battle that green monster of dread, 
doubt, envy, and hate, who sneaks into 
our conscience and sub-conscience 
through dreams, the mass-media and eve-
ryday encounters via a culture that really 
is not conducive to any individual suffer-
ing from any of life’s many ailments.  
    I am now learning, slowly at times, to 
be more in the present not years ahead. 
The basic question I must continually ask 
myself – am I doing the best I can to live 
life as my beliefs dictate: living for both 
the present, tomorrow and the future be-
yond the week, month – years down the 
road? 

Aging, Mental Illness and the Years Ahead: A Consumer’s Perspective 
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Search for Change has been rebuilding lives and strengthening 
communities for more than 30 years and continues to be a  

major force that provides a safe haven for individuals 
recovering from mental illness. 

• Residential Services  
• Career Support Services 
 

• Private Case Management  
• 24 Hour Staff Support 

115 E. Stevens Avenue - Suite 203  
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By Lisa St George, MSW, CPRP 
Director of Recovery Practice 
Recovery Opportunity Center 
Phoenix, Arizona 
 
 

R ecovery Innovations is one of 
the largest employers of peer 
support providers in the world. 
Our peer workforce is about 

600 strong and counting. Back in 2000, 
we began to identify significant vulner-
ability in the health of our workforce as 
well as the health of the people they were 
serving. Because peer support workers are 
able to engage in strong and trusting rela-
tionships with the people they serve, they 
began to hear their stories of healthcare 
dilemmas. Often the people we employed 
would need to work hard to “catch up” on 
their own healthcare after years of neglect 
emanating from poverty, which led to 
poor diets, medical care, dental care, vi-
sion care, and neglect of the chronic dis-
eases that often accompany a diagnosis of 
serious mental illness. These diseases are 
familiar and include: diabetes, heart dis-
ease, COPD, and obesity. An example of 
the kind of neglect that people experience 
was reflected in a story told by Lori 
Ashcraft, Executive Director of the Re-
covery Opportunity Center. She had a 
friend who received mental health ser-
vices. While this friend was hospitalized 
some years ago for psychiatric care, she 
died from renal failure. While we realize 
that terrible things can happen at any 
time, these questions haunted Lori. Would 
her friend have survived if the staff had 
not filtered every physical  symptom she 
described through her psychiatric label? 
Would she have died if she had been 
taken to a medical hospital instead of a 
psychiatric hospital? What impact could 
she have had on her health had she re-
ceived coaching to support her wellness? 
What contributing factors caused this 
wonderful friend, sister, parent, and 
daughter to die too early? 
     Though it was painful to learn, we 
were not surprised by the fact that people 
with a mental health and/or addiction di-
agnosis die from 25 to 32 years earlier in 
the United States than the general popula-
tion. This fact demands our attention and 
action (Hoang, U., Stewart, R., and 
Goldacre, M. J., Mortality after hospital 
discharge for people with schizophrenia 
or bipolar disorder: retrospective study of 
linked English hospital episode statistics, 
1999-2006. The British Medical Journal, 
2011; 343:d 542; Saha, S., Chant, D. and 
McGrath, J., A systematic review of mor-
tality in schizophrenia: is the differential 
mortality gap worsening over time? Ar-
chives of General Psychiatry October 
2007, Vol 64, pp. 1123-31). Finding ef-
fective solutions must be a priority for 
medical and behavioral health systems of 
care. With universal health care, there is 
an opportunity to find real solutions to 
this significant humanitarian concern. 
With many individuals with significant 
behavioral health challenges having in-
comes that are more than 100% below the 
poverty line, the risk of early death bur-
geons (http://www.mailman.columbia.edu/

academic-departments/epidemiology/
research-service/death-poverty). 
     Creating solutions for this serious so-
cial problem, must take a variety of ap-
proaches. In New Jersey, Dr. Jeffrey 
Brenner and the Camden Coalition of 
Healthcare Providers is “hot spotting” 
high and super utilizer populations so that 
teams can go in and address each individual’s 
medical as well as social needs like housing 
and food (http://vimeo.com/45157824). This 
innovative work increases understanding of 
the factors that contribute to health disparity 
and early death. In addition, one goal of the 
Accountable Care Act is for people to have 
increased access to health care, especially 
primary care, which may lead to improved 
outcomes. It provides an opportunity for 
increased attention to health concerns 
previously neglected. Further, with the 
recognition that the medications used to 
treat behavioral health challenges carry a 
host of side effects that may contribute to 
significant chronic diseases, more atten-
tion can be given to help individuals re-
ceiving medication stay physically well 
(De Hert, M., Correll, C., Bobes, J., et al., 
Physical illness in patients with severe 
mental disorder. Prevalence, impact of 
medication and disparities in health care, 
Feb. 2011, Vol 10(1): 52-77). In addition, 
individuals on medications can be edu-
cated about the early warning signs of 
diabetes, high blood pressure, and weight 
gain as possible iatrogenic side effects 
that are manageable through early detec-
tion and consistent follow-up. Further, 
addressing smoking cessation is vital so 
that reduction in the heavy smoking of 
individuals with behavioral health chal-
lenges can be supported (De Hert, M., et 
al, 2011). 
     However, even with attention given in 
all these areas, creating a welcoming, safe, 
and supportive health care environment, 
known as a “healing space” (Najarian, J., 
St. George, L., The Power of Healing 
Spaces, May 2011, Peers Linking Peers.; 
Johnson, Gene, Healing Spaces, http://
vimeo.com/45157824) is vital to the well-
being of people with behavioral health 
challenges. Primary Care offices must be 
welcoming and healing for all people, 
including those with behavioral health 
diagnoses. Often, stigma precedes indi-
viduals who seek physical health care 
while carrying a psychiatric label. Some-
times people seeking help experience 
“diagnostic overshadowing” “when physi-
cians attribute physical illness to mental 
illness and assume the person is attention 
seeking (Johnson, G., Wellness City: An 
Integrated Approach to Whole Person 
Wellness. SGIM Forum, 2014; 37(1). 
When diagnostic overshadowing occurs, 
the significance of the individual’s chal-
lenges may be underestimated or ignored 
altogether (St. George, L., Working from 
a Recovery Perspective in Primary Care: 
My Story. SGIM Forum 2013; 36(12).    
     Here is where the important work of 
Whole Health Peers can improve the 
health and wellbeing of this vulnerable 
population and ultimately help the health-
care system experience significant sav-
ings. The use of peer support is an evi-
dence-based best practice in the care of 

people who receive services within behav-
ioral health systems of care. Some results 
found in studies of outcomes of using peer 
support to help people with serious mental 
illnesses include “greater gains in several 
areas of quality of life and overall reduc-
tion in the number of major life prob-
lems” (http://www.alternatives2011.org/
storage/Lane%20-%20Peer%20Support%
20Outcomes.pdf). In addition, people 
served by peer support report “enhanced 
self-esteem and social function-
ing” (Markowitz, F. E., et al. (1996) The 
role of self-help in the recovery process. 
Alexandria, VA: Proceedings: 6th Annual 
National Conference of State Mental 
health Agency Services Research and 
Program Evaluation. Alexandria, VA: 
National Association of State Mental 
Health Program Directors (NASMHPD) 
Research Institute). A study in 2006 iden-
tified that “peer providers serve a valued 
role in quickly forging therapeutic con-
nections with person typically considered 
to be among the most alienated from the 
health care service systems” (Sells, D., et 
al. (2006). The treatment relationship in 
peer-based and regular case management 
for clients with severe mental illness. Psy-
chiatric Services, 57, 1179-84). 
     By extrapolating these outcomes of 
peer support, we can make assumptions 
about what is possible with whole health 
peer support. Then, the urgent need to 

increase and train a workforce of whole 
health peer specialists becomes clear. 
People who have recovered from the sig-
nificant challenges of mental illnesses and 
addictions, and overcome huge internal 
challenges, societal stigma, and often ex-
treme poverty are adaptable, clever, and 
flexible. They often know how to get 
things done within social service systems 
that are confusing and overwhelming. 
They have learned to be flexible and per-
sistent. Often their journey of recovery 
meant overcoming internal hopelessness, 
as well as societal hopelessness in sys-
tems of care that did not believe in them 
and held no hope at all for their recovery 
(President’s New Freedom Commission 
on Mental Health (NFC) 2003, from the 
cover letter, Page 1). Still, these steadfast 
individuals found their way to recovery. 
Note that recovery does not mean they 
were incorrectly diagnosed, or that they 
never had a behavioral health diagnosis, 
nor does it mean that they will never 
again have mental health challenges in 
their life. It does mean that they may have 
received support and care that was effec-
tive, and that they have most likely devel-
oped their own strategies to cope with 
challenges they experience.  
     Whole Health Peers can assist indi-
viduals in accessing primary care and  
 

see Peer Support on page 30 
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Friendship is Good Medicine at Compeer 

By Daniel Colpoys 
Assistant Executive Director 
Compeer of Greater Buffalo 
 
 

T here is an ever-growing body of 
evidence that supports the im-
portance of friendship to quality 
of life. Friendship is both impor-

tant and often problematic for people who 
experience serious mental illness (SMI). 
A recent study of the Compeer program 
found that its clients experience an in-
creased sense of wellbeing and social con-
nection (Friendship Really Matters: Ex-
ploring effects of Compeer friendships for 
people experiencing mental illness, Dr. 
Anne Montclaire, Australia, 2011). 
     The changing healthcare system with 
its focus on consumer choice, advocacy 
and cost-effectiveness suggests Compeer's 
relevance in addressing the needs of the 
older adult population. For many older 
adults, as well as their caregivers, nursing 
home placement is not necessarily a first, 
or most appropriate, choice. Keeping eld-
ers in their homes and promoting less 
reliance on institutional care underscores 
the importance of programs that keep 
them connected to their communities. 
Most older persons prefer to remain in the 
community, yet living alone makes them 
even more reliant on community-based 
services if they have a mental disorder. 
(U.S. Department of Health and Human 

Services, Mental Health: A Report of the 
Surgeon General, 1999)  
     Older adults with limited participation 
in social activities have a faster decline in 
motor function than those who have fre-
quent social engagements, according to a 
report in the Archives of Internal Medi-
cine. The researchers measured social 
activity based on frequency of activities 
such as going to restaurants and sporting 
events, attending religious services, trav-
eling, playing bingo, and doing volunteer 

work. While higher levels of physical 
activity are known to be associated with a 
slower rate of decline in motor function, 
this study and others suggest a similar 
effect for social activity (Buchman, A.S., 
et al. Association between late-life social 
activity and motor decline in older adults, 
Arch Intern Med. 2009 June 22. 169
(12):1139–46). Abundant research dem-
onstrates an affiliation between increased 
levels of social support and reduced risk 
for physical disease, mental illness and 
mortality (Lubben & Gironda, 2003).  
Social networks and social support have 
been found to be beneficial to the health 
of individuals in a variety of ways—
reducing mortality rates, improving recov-
ery from serious illness, and increasing 
use of preventive health practices.   
     The older adult population is the fast-
est-growing segment of the population; by 
2030 it is predicted to double from the 
early 2000s.  With 20% of older adults 
reported to experience a mental health 
disorder, and the movement to “age in 
place”, the need for programs to provide 
social support, advocacy, and promote 
community connectedness and independ-
ence is increasing. 
     “One in five older persons suffers from 
a diagnosable psychiatric illness and the 
number of persons age 65 and older with 
a psychiatric disorder will more than dou-
ble over the coming decades,” notes 
Stephen J. Bartels, MD, MS, and Past 

President of The American Association 
for Geriatric Psychiatry. (Mental Health, 
Mental Illness, Healthy Aging: A New 
Hampshire Guidebook for Older Adults 
and Caregivers, NAMI NH, 2001) 
     Founded in the 1970s, Compeer is in-
spired by the belief that “relationships are 
key to resiliency” and “friendship is good 
medicine.” Headquartered in Rochester, 
New York, the mission of Compeer Inc. is 
to develop, deliver, and support a network 
of 51 Compeer programs throughout the 
USA, Canada, and Australia. Today Com-
peer is nationally recognized as a model 
program meeting the psychosocial needs of 
adults, children, families, veterans, and eld-
ers who are striving for good mental health.   
     Working as a complement to psychiat-
ric therapy, Compeer’s model has been 
shown to produce positive outcomes and 
improve quality of life for clients, while 
breaking down the barriers of stigma 
through volunteerism. In 2004, the Com-
peer Model was recognized as a best-
practices model for recovery by an Ameri-
can Psychological Association (APA) task 
force (http://www.apa.org/practice/
resources/grid/catalog.pdf). In 2012, the 
Compeer Model was reviewed and ap-
proved for listing on the Substance Abuse 
and Mental Health Services Administra-
tion’s (SAMHSA) National Registry for 
Evidence-based Programs and Practices.  
 

see Friendship on page 34 

By Mary Givens, Product Manager, 
Healthcare Reform, Qualifacts Systems 
 
 

A cross the board, people battling 
mental health issues are far 
more likely to suffer from 
problems with substance use 

than the general population. One-third of 
all people with mental health issues and 
one-half of all people with severe mental 
illness suffer from a dual diagnosis with 
coexisting substance abuse. Of these 
populations, people with existing medical 
conditions and those dealing with finan-
cial burdens are far more likely to fall 
prey to substance abuse as a form of self-
medication. Baby boomers and older 
adults increasingly fall into these catego-
ries as they begin to encounter serious 
health issues and attempt to stay afloat 
after the economic recession while poten-
tially managing loneliness, depression, 
and lose of loved ones or life partners. 
     As substance use among teens and 
youth has begun to fall within the past 
few years, the opposite is true of older 
adults. Currently an estimated 2.8 million 
older adults have alcohol abuse issues and 
that number is only expected to rise, 
reaching 5.7 million by 2020. Alcohol is 

the primary problem substance for the age 
range 50 to 64, but the use of illicit drugs 
is also increasing, jumping 122% from 
2002 to 2013. Considering the country’s 
current heroin and prescription drug epi-
demics, we can expect these numbers to 
further expand in the coming years. 
     Barriers to service burden all clients 
seeking help for mental health and addic-
tion, but for baby boomers and older 
adults, unique barriers exists relating to 
misconceptions around treatment effec-
tiveness and the fact that many signs of 
chemical dependency are similar to com-
mon symptoms of aging. 
     A common myth exists among clinical 
professionals which warns that as a person 
becomes older, the effectiveness of poten-
tial treatment is significantly diminished. 
In spite of evidence suggesting that sub-
stance use treatment for older adults can 
produce outcomes similar to those for 
younger generations, this misconception 
still persists and can create bias in addic-
tion treatment for this at-risk group. Baby 
boomers and older adults also find them-
selves buying into misconceptions around 
addiction and the effectiveness of treat-
ment. Seniors often find it difficult to iden-
tify their drinking and substance use habits 
as excessive. This is not uncommon for 

anyone battling addiction, but when com-
bined with co-existing mental health issues 
and chronic physical health conditions, 
which often compound with age, older 
adults become much more susceptible for 
viewing substance use as part of their daily 
care routine making it very difficult for 
them to seek help on their own. 
     Common symptoms of aging can also 
prevent a senior from seeking professional 
help and can even prevent a clinician or 
primary care professional from properly 
identifying substance addiction in a client. 
Disorientation and memory loss, com-
monly defined as symptoms of aging can 
also signal excessive substance use, and 
are easily confused with dementia, medi-
cation mix ups and diabetes. 
     To properly diagnose and treat this 
uniquely vulnerable population, providers 
across the country are beginning to take a 
more tailored approach, and are designing 
and offering treatment programming spe-
cially designed to meet the needs of older 
adults suffering from dual diagnosis. This 
type of targeted programming empowers 
specialized clinicians to examine every 
aspect of an older adult’s wellbeing and 
will create the most impactful treatment 
opportunities for this often overlooked 
population. 

     Beyond providers, state and federal 
human services agencies, along with 
mental health and addiction advocacy 
groups will have to take a more active 
role in education around this issue. This 
means that agencies must begin to create 
targeted outreach campaigns prominently 
featuring seniors as a new face of addic-
tion. The current addiction outreach 
landscape primarily features youth and 
younger adults, leaving seniors unable to 
see themselves within these messages. 
Additionally, revamped outreach cam-
paigns must reach seniors through more 
traditional mediums, including print, in-
person, television and phone instead of 
online and through social media. This 
type of education could help seniors bet-
ter recognize addiction within them-
selves and actively seek local resources 
that they were previously unaware of. 
     Together, specialized treatment pro-
gramming and more relevant outreach 
efforts could begin to dismantle many of 
the existing barriers to service facing baby 
boomers and older adults, while creating 
an opportunity to improve the treatment 
of dual diagnosis in seniors for genera-
tions to come. 

Barriers to Service for Baby Boomers With Dual Diagnosis 
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By Adam Shapiro, MD 
Contemporary Care 
Greenwich, Connecticut 
 
 

O lder adults suffer the same 
sorts of injuries as younger 
ones, however due to age-
related processes are suscepti-

ble to more significant complications as a 
result of these injuries.  These complica-
tions include the psychological, in addi-
tion to the physical.  As mental health 
care practitioners, we must be sensitive to 
the emotions and psychological trauma 
elderly patients may be experiencing as 
they sustain and heal their wounds.   
     An elderly patient with no previous 
psychiatric history may nevertheless be 
suffering from varying symptoms associ-
ated with mild psychiatric conditions. 
Depression and anxiety in particular, re-
flect symptoms from which patients may 
already be suffering from at the time of 
their injury.  These symptoms may blos-
som into full psychiatric disorders when 
older adults may appreciate having less 
resiliency in their ability to heal than they 
possessed in their youth. Sadness, Anxiety 
and Depression may increase an uncom-
fortable awareness of their own mortality. 
With pain, death becomes more of an ex-
istential issue, as it appears creeping 
around the corner. If an older adult sus-
tains an injury from which we in the 
Medical profession predict will be healed, 

it is of the utmost importance to commu-
nicate this unequivocally to these patients. 
     If the injury was sustained while in a 
nursing facility, it will be necessary to rees-
tablish a trusting relationship between the 
professional staff and patient.  Iatrogenic 
injuries to which nursing home residents 
are particularly susceptible will cause the 
patient to feel especially vulnerable, and 
become suspect of their health care provid-
ers. Pressure ulcers, burns, abrasions, and 
falls sustained while taking residence at a 
nursing facility will potentially cause the 

patient to become unduly hyper vigilant 
and displeased with their surroundings, 
especially if that patient may have very 
well been reluctant to take residence in a 
given nursing facility. Competency from 
medical professionals and truthful commu-
nications will help patients deal with their 
fear and frustration.  
     Pain must be managed with great care, 
as the physical comfort of the patient is 
paramount.  A pain specialist may need to 
be consulted if the patient has failed to 
show improvement with conventional 
interventions. Pain is as much a psycho-
logical condition as it is a physical one. It 
is not a simple sensation like perceiving 
the brightness of a light bulb, but is a 
complex emotion full of ineffable com-
plexities like patriotism or love (Deltito, 
1984). Beecher's classic World War II 
observations documented that spontane-
ous complaints of pain and requests for 
morphine were less among wounded sol-
diers than among civilians with roughly 
equivalent surgical wounds. He attributed 
the soldiers' diminished painful suffering 
to the context in which the wounds oc-
curred and the meaning of being wounded 
under these circumstances. To these men, 
being wounded meant being evacuated 
from the battlefield, being shipped 
home, and not dying during the war. 
Therefore, few of the messages from 
their wounded flesh were translated into 
painful suffering (Beecher, 1956). The 
perceived “outcome” of an injury will 

dictate the intensity of pain experienced.  
     In the cases of severe injuries, where 
disfigurement is the expected outcome, the 
patient may benefit from early entry to sup-
port groups where others who have under-
gone traumatic injury may provide solace to 
the patient. Older adults are frequently faced 
with what they may perceive as a diminish-
ing physical appearance, and a disfiguring 
injury may intensify those feelings already 
present. A support group is a terrific place 
for older adults to share their thoughts and 
concerns regarding how their injury has 
impacted their life, and find comfort know-
ing they are not alone in the way they feel. 
     Should a patient with a wound or in-
jury be manifesting a full syndrome psy-
chiatric disorder such as Depression, they 
need to be treated vigorously. The use of 
antidepressants with full augmentation 
enhancements such as Abilify, Thyroid 
Supplementation, or Transcranial Mag-
netic Stimulation (TMS) is usually indi-
cated. Often practitioners incorrectly see 
Depression in older adults as inevitable. 
Aging is not a cause of depression. 
     The expression that was commonplace 
in my time working at the Arizona Burn 
Center, was “be a survivor, not vic-
tim.” With the proper care and attention to 
all issues surrounding injury (physical and 
psychological), we can help our patients 
to survive their injuries rather than be 
victimized by them. 
     You may reach Dr. Shapiro at (203)
321-5063 

Psychological Considerations of Injury Management in Older Adults 

Adam Shapiro, MD 
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T he Coalition of Behavioral 
Health Agencies in New York 
City recently announced the 
appointment Cheryl Bobe and 

Jessica Feldman to the agency’s staff. 
     Cheryl A. Bobe has been appointed as 
Senior Associate for Substance Use Ser-
vices. She will work especially with Coa-
lition’s members who provide substance 
use services and will concentrate on help-
ing them transition to integrated care and 
a managed care environment. Cheryl is a 
licensed clinical social worker and certi-
fied prevention professional with more 
than 25 years of success helping individu-
als and organizations with substance use 
and mental health concerns. She brings a 
wealth of experience working in diverse 
settings including outpatient alcohol and 
drug treatment agencies, prevention pro-
grams, hospitals, schools, as well as in 
community environments. She has served 
as a consultant to state agencies, colleges, 
health care professionals, and community
-based coalitions on planning and imple-
menting evidence-based initiatives to 
support the behavioral health of young 
people and their families.  
     Her experience in the field is vast and 
includes technical assistance and consul-
tation services, training, program and 
policy development, program manage-
ment, strategic partnership development, 
counseling, clinical supervision, and cross
-systems collaboration. Ms. Bobe has a 
unique ability to engage and mobilize 
community stakeholders. She has been 
particularly successful working with com-
munity health coalitions to secure funding 
and on program design and implementa-
tion. Ms. Bobe is an adjunct professor at 
NYU Graduate School of Social Work, 

where she teaches “Clinical Work with 
Groups” and “Clinical Work with Sub-
stance Abusing Families”.  She earned 
both her Bachelor’s and Master’s Degrees 
at Adelphi University. 
     Ms. Bobe is the first full time Coali-
tion staff member with primary responsi-
bility for Substance Use Services. Her 
presence complements a team of sea-
soned professionals with expertise in a 
range of substance use disorder services, 
including prevention, harm reduction, 
therapeutic communities, outpatient and 
residential services. 
     The Coalition also announced the ap-
pointment of Jessica Feldman to assist 
Clubhouses and psychosocial clubs as 
they transition to a Medicaid managed 
care environment. Ms. Feldman will play 
a pivotal role at the Coalition’s Center for 
Rehabilitation and Recovery, broadening 
the Center’s focus on clubhouses and 
psychosocial clubs. In her position as 
Senior Program Associate, Ms. Feldman 
will provide training, technical assistance 
and consultation to clubhouses through-
out New York City, ensuring that they 
have the knowledge, skills, and infra-
structure necessary to succeed in the new 
behavioral health environment. She is the 
former Director of the Howard Levin 
Clubhouse in Pittsburgh   
     Ms. Feldman received her Bachelor’s 
Degree from the University of Pittsburgh, 
and her Master’s Degree from Duquesne 
University.  She is also a Certified Psy-
chiatric Rehabilitation Practitioner 
(CPRP) and a Licensed Professional 
Counselor (LPC). 
     “We are very excited to have Cheryl 
and Jessica on board. Our substance use 
and clubhouse programs will surely bene-
fit by their leadership and expertise in 
these important fields, said Phillip Sa-
peria, Executive Director of the Coalition 
of Behavioral Health Agencies.   

Cheryl Bobe and Jessica Feldman Join Staff  
at The Coalition of Behavioral Health Agencies 

By Jose M. Rubio MD 
Psychiatry Resident, North Shore-Long 
Island Jewish Health System 
 
 

M ental disorders are amongst 
the most common condi-
tions in the United States, 
with as much as roughly 

half of the population ever meeting criteria 
for at least one disorder in their lifetime. 
Despite some conditions being self-
limited, most often they require treat-
ment, with its goal being remission of the 
disorder. Despite moderate rates of remis-
sion with current treatments, recently 
research shows that current goals of treat-
ments for mental conditions may be fal-
ling short. 
     These findings are reported in the 
study, “Quality of life following remis-
sion of mental disorders: Findings from 
the National Epidemiologic Survey on 
Alcohol and Related Conditions”, pub-
lished in the Journal of Clinical Psychia-
try. We estimated the remaining impact 
of mental disorders in quality of life and 
disability after their remission. By using 
data from the National Epidemiologic 
Survey on Alcohol and Related Condi-
tions, a national face-to-face survey of 
non-institutionalized adults, we assessed 
disability levels before and after remis-
sion of the most frequent and burdensome 
mental disorders. Data from a sample of 
34653 individuals across the United 
States revealed that individuals that re-
cover from major depressive disorder, 
bipolar disorder, dysthymia, social anxi-
ety disorder, and generalized anxiety dis-
order have an associated improvement in 

their quality of life following remission. 
However, it was also noted that for this 
population, significant residual disability 
remained after their symptoms had remit-
ted.  
     Interestingly enough, this research 
showed that there was an exception to 
this rule. Individuals with substance use 
disorders were found to lack of any of 
this residual disability when no other 
mental disorders remained.   
     Despite agreement in the scientific 
community that treatment for mental dis-
orders focuses on remission of symptoms, 
this proves to be insufficient according to 
the latest data. Given the fact that the 
lives of these individuals are still limited 
despite remission of their symptoms, ar-
guably means that recovery is incomplete, 
and that this should be focus of clinical 
interest.  
     Altogether, these results encourage 
investing in treatments for mental disor-
ders, given the significant reduction in 
disability associated with their remission. 
Yet at the same time, research should be 
conducted to develop treatments that 
achieve full recovery of disability. This 
research should also motivate clinicians 
to target resolution of disability. In the 
particular case of addictive disorders, this 
research encourages their treatment, given 
the full recovery that is associated with 
their remission. 
     Reference: Rubio JM, Olfson M, Villegas 
L, Pérez-Fuentes G, Wang S, Blanco C. Qual-
ity of life following remission of mental dis-
orders: findings from the National Epide-
miologic Survey on Alcohol and Related 
Conditions. J Clin Psychiatry. 2013 
May;74(5):e445-50. 

Study Finds Incomplete Recovery  
After Remission of Most Mental Disorders 

Peer Support from page 27 
 
maintaining connections with the PCP 
clinic, rather than using emergency de-
partments. Whole Health Peer Support 
providers can help individuals manage 
appointments so they don’t delay care and 
create more serious health challenges. In 
addition, whole health peers can help 
individuals increase connectedness to all 
of their care providers through the devel-
opment of deserved trust and relationship 
with their care teams. The wording, 
“deserved trust” is important. Trust of 
providers is earned through their ability to 
listen to, care about, and provide kind 
care for individuals with a serious behav-
ioral health diagnosis. Dismissing chest 
pain as anxiety when the person is having 
a real cardiac issue isn’t helpful and does 
not support increased trust (Thornicroft, 
G., Rose, D. Kassam, A., (2007). Dis-
crimination in health care against people 
with mental illness. Int. Rev. Psychiatry, 
Apr, 19(2):113-22). In addition, minimiz-
ing significant healthcare risks that come 
with weight gain and attributing them all 
to overeating by a person on heavy doses 
of antipsychotics, is not helpful and does 
not support the development of relation-
ship. Listening to an individual with sex-
ual side effects of medication to find a 
way to support their intimacy needs as 
well as help them maintain medication 
adherence is important to a respectful and 

trusting relationship (Segraves, R.T. 
(2007)“Sexual Dysfunction Associated 
with Antidepressant Therapy,” Urol  Clin 
of North Am Nov; 34(4): 575-9). 
     People with a behavioral health diag-
nosis make use of EDs rather than PCP 
offices for a variety of reasons. Too often, 
it’s assumed that people misuse EDs. 
However, a recent study on the use of 
EDs by people on Medicaid and Medi-
care, including people with serious men-
tal illnesses, found that most often EDs 
were used appropriately and for urgent 
needs (Sommers, A., Boukus, E., Carrier, 
E., (2012). Dispelling myths about emer-
gency department use: Majority of Medi-
caid visit are for urgent or more serious 
symptoms. Center for Studying Health 
System Change). Having a Whole Health 
Peer (WHP) provider to assist an individ-
ual and support them to self-advocate in 
the ED will lead to clearer communica-
tion and reduced stigma.  
     Let’s imagine a well-trained Whole 
Health Peer accompanies an individual 
into their PCPs office. The individual 
feels safe and supported, and the PCP 
team feels supported by the WHP who 
assisted the individual in planning for 
their appointment. The two of them have 
identified questions, dates, and concerns 
beforehand. The visit will be succinct and 
effective. People will begin to use their 
 

see Peer Support on page 33 
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The Best from page 24 
 
Although it is possible, she has never 
fallen. 
     The daily challenges of these two 
women are a regular part of daily interac-
tion and conversation I have with my 
wife.  We talk about them and are always 
thinking about how to better the quality 
of their lives. We buy them calendars so 
they can keep track of the days and clocks 
with oversized and illuminated faces so 
they can keep track of the time.  We 
speak to their doctors and their caregivers 
and intervene when things start derailing.  
Most of all, though, we listen. 
     Aging brings with it all sorts of nor-
mal age related mental phenomena.  
Sandy and Hannah both suffer from 
short term memory loss. Sandy suffers 
from depression. Hanna is phobic. De-
pendency on others makes them both 
anxious.  What would become of them if 
their caregivers disappeared? These, 
however, are not conditions worthy of 
analysis. They are the cause and conse-
quence of real and living experience:  
Helplessness and fear of helplessness.  
These are the themes of their lives and 

the undercurrent of every conversation 
my wife and I have with them.  Some-
times the power of their experience infil-
trates our own psyches and we find our-
selves depleted by our own inability, our 
own helplessness in offering them es-
cape from the circumstances of their age 
and of their lives. 
     One thing we have learned (although it 
doesn’t alter anyone’s reality), however, 
is that listening is very important.  By 
listening I mean stepping out of my own 
need to be useful and effective in making 
things better and being there, profoundly 
there.  I can’t call it empathy because I 
really can’t imagine what it must be like 
for them.  I call it simply “listening,” and  
 tolerating the helplessness we share, theirs 
a function of the ravages of time, and mine, 
of my own inadequacy in offering balm to 
their suffering. 
     Knowing and admitting that we cannot 
turn back those ravages of time, and relin-
quishing the instinct to want “fix” them, 
is what “listening” is about.  Listening is 
acknowledging and validating their frus-
trations and fears.  I overhear my wife 
saying to her mother over the phone, “We 
can only do the best we can do.” 

Integrated Care from page 21 
 
     We are currently working together 
with our colleagues at Maimonides to 
make mental health services more ac-
cessible for older adults with diverse 
cultural backgrounds, to develop an 
effective communication between pri-
mary care and behavioral health teams, 
as well as to promote better treatment 

engagement and outcomes for elderly 
clients. 
     During present changing times, we are 
excited to be pioneers developing a new 
model of care for older adults. It’s our 
hope that our Integrated Care Model 
would become a path for our elderly cli-
ents to their physical well-being and their 
sense of ego integrity, making their lives 
healthier and happier. 

CEO from page 24 
 
serving East Harlem residents. 
     Dr. Beitchman, who has retired after 
30 years of service at The Bridge noted, 
“Beyond her formal experience, Susan is 
a caring, warm, down-to-earth person, 

qualities that I know everyone at The 
Bridge will value. I have worked with 
Susan for many years and can’t think of a 
better choice to become CEO. We are 
excited to welcome Susan Wiviott to The 
Bridge community and look forward to 
all she will add to the agency.” 

TMS from page 25 
 
book or talk to the technicians who are 
constantly with them during the proce-
dure. As the potential for positive out-
come is high and the risk of negative col-
lateral effects are low, we physicians 
should have a low threshold for adding 
TMS to the treatment of patients with 
depression who do not otherwise show a 
full response. The ultimate goal in treat-
ing a patient with depression is not only 
to get them not sad and have a positive 
attitude about life, but to allow them to do 
the real things they need to do in order to 
have satisfaction. This may relate to sex-
ual/romantic activities, hobbies or work 
experience. Certainly anything that can be 
done to lead people to be more independ-
ent in their lives is considered a desired 
outcome. The changes in depression seen 
with the use of TMS will translate into a 
better quality of life. 
     There is interestingly a role for TMS 
in the treatment of psychiatric disorders 
other than depression. Being that this is a 
fairly new procedure, we are only now 
gaining a significant research database 
concerning the use of TMS in these disor-
ders. What we are seeing is quite promis-
ing. We’re seeing some positive out-
comes in the area of bipolar disorder, post-
traumatic stress disorder, dementia, ob-
sessive-compulsive disorder, autism spec-
trum disorders and attention deficit disor-
der. In all these areas further investigation 
is needed to firmly establish the role of 
TMS. As we use it for these disorders we 
begin to refine the intensity of magnetism 
needed and the precise target areas to be 
stimulated. 
     In dementia, for which the older adult 
population has increased risk, having a 
safe and nonpharmacologic treatment is 
of obvious benefit. Developing data is 
suggesting positive use of TMS in Alz-
heimer’s disease. Also many older adults 
considered to have dementia really suffer 
from what we call pseudo-dementia, a 

memory problems secondary to the resid-
ual effects of partially treated depression. 
Once depressive treatment is brought into 
remission we may see a sustained im-
provement in memory. Overall TMS has 
shown great promise in this area which 
needs to be more firmly established 
through continued rigorous research. 
     I myself am particularly interested in 
the treatment of obsessive-compulsive 
disorder. This is because in most cases of 
severe obsessive-compulsive disorder 
even with the best of treatments patients 
rarely show full remission. The gold stan-
dard for the treatment of obsessive-
compulsive disorder has been the use of 
pharmacotherapy and cognitive behavioral 
psychotherapy. The pharmacotherapy em-
ployed is often through the use of multiple 
medications at high doses. We often have 
to accept a tradeoff between obsessive-
compulsive symptoms and the undesired 
side effects of the medication treatment. 
I’m now hopeful that the adjunctive use of 
TMS will lead to a fuller recovery, or at 
least allow treatments which minimize side 
effects as it allows utilizing fewer and 
lower dosages of medicines. 
     So is the future now? I believe it is, in 
that we have a totally new type of treat-
ment for a host of well recognized psy-
chiatric syndromes. The data concerning 
its use in treatment of depression is well-
established. As we use TMS for other 
disorders we are gaining knowledge as to 
the limits of its use. Overall I can say 
there is great promise. So since my in-
volvement in studying and treating with 
TMS I no longer say in my lectures “if 
something seems to work for everything 
it probably works for nothing.” I will now 
say that “the newer treatments like TMS 
appear to work for many conditions and 
our task is to establish sound data on the 
use of this treatment for many different 
conditions.” There is every reason to have 
renewed hope!  
     You may reach Dr. Deltito by calling 
(203) 434-2997. 

Integrating from page 1 
 
follow-up PHQ-9 and GAD-7 data on 
individuals who received their mental 
health treatment either directly at the pro-
gram or at programs to which individuals 
were referred.  
     Between November 2007 through Sep-
tember 2011, these programs screened 
8,283 individuals, 60 years and older for 
mental illness. Approximately 30% of 
these individuals were screened multiple 
time bringing the total number of screens 
conducted to 14,162. Thirty-five percent of 
individuals screened were recommended 
for more in depth mental health assess-
ment. Seventy-three percent of these indi-
viduals actually received an assessment 
and 91%, or 1,941, of these individuals 
were recommended for treatment. Overall, 
23% of individuals screened aged 60 years 
and over were recommended for treatment.  
     Assessments conducted by clinicians 
at these sites included evaluation of pa-
tient needs. For mental health need, 15% 
of assessments conducted identified a 
“high” level of need, 45% “moderate” 
and 27% “low.”  For those individuals 
whose level of need was “high”, 25% 
were already receiving services at the 
time of assessment while 68% were not 
receiving services and were referred.  
     The impact of treatment on symptoms 
of depression and anxiety was monitored 
using the PHQ-9 and the GAD-7. Change 
on the PHQ-9 was evaluated as change in 
depression severity category (mild, mod-
erate, moderately severe, severe) between 

initial screening and most recent follow-
up assessment. Of individuals with severe 
depression at baseline, 81% were evalu-
ated as “improved” and, 19% as 
“unchanged.” For moderately severe indi-
viduals 89% improved and 77% improved 
for moderate depression category. Over-
all, high rates of improvement were seen 
for individuals who were initially rated 
with moderate, moderately severe, and 
severe symptoms of depression. 
     Change on the GAD-7 was evaluated as 
change in anxiety severity category (mild, 
moderate, severe) between initial screen-
ing and most recent follow-up assessment. 
Follow-ups were also submitted at three 
month intervals or when treatment was 
terminated. Seven percent of individual 
screened using the GAD-7 fell into the 
category of Severe Anxiety Disorder at 
initial screening, and of those, 86% 
showed improvement at most recent fol-
low-up with 14% “unchanged.”  Of the 
individuals who showed moderate symp-
toms of anxiety, 80% were seen as 
“Improved,” 16% “Unchanged” and 4% 
“Declined.”  
     Over the course of the demonstration 
project feedback was gathered from pro-
gram staff on implementation, integration 
of service delivery and treatment and sus-
tainability. Lessons learned include: 
 
• Obtain high-level organizational and 
administrative support: Mental health/
physical health demonstration projects  
 

see Integrating on page 37 

PAGE  31 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



NYS Governor from page 23 
 
only is the disease of addiction prevalent, 
but that there is hope through recovery.”  
     Tatiana, a young person from New 
York City in long term recovery, said, 
“Heroin and Opiate-based narcotics al-
most took my life. Recovery is real and 
has given me true freedom. This cam-
paign is a powerful tool that will create 
awareness and make a difference in the 
lives of the people suffering.”  
     Anne Constantino, CEO of Horizon 
Health Services/Horizon Village in Western 
New York, said, “The heroin epidemic in 
WNY has been devastating. We are grateful 
to the Governor for his leadership in the 
fight to educate the public and to bring re-
sources and hope to struggling families. 
With aggressive actions we can save lives.”  
     Kevin M. Connally, Executive Direc-
tor of Hope House Inc. in Albany, said, 
“Although heroin has been a problem for 
many years, the fact that today we are 
seeing teenagers who are using heroin and 
many are even injecting it, is extremely 
troubling. Use of heroin is affecting peo-
ple of all ages, races and socioeconomic 
status. I applaud Governor Cuomo and his 
actions to combat the heroin epidemic.” 
     Outreach President Kathy Riddle said, 
“The opiate / heroin epidemic in New 

York State is ravishing our families, 
schools and communities. Education, in-
tervention and treatment can save lives 
and prevent future innocent victims and 
devastated families. I applaud Governor 
Cuomo for his leadership to include a 
public awareness campaign to raise 
awareness on this issue.” 
     Bill Bowman, Executive Director of 
the Alcohol and Substance Abuse Council 
of Jefferson County, said, “We applaud 
the Governor’s decision to launch the 
Combat Heroin Public Awareness Cam-
paign. Jefferson County, like most coun-
ties in New York State, is experiencing a 
severe heroin epidemic with an associated 
rise in drug arrests, increase in related 
crime, overdose calls to first responders, 
and overdose deaths. By bringing the real-
ity this epidemic clearly in the eyes of 
New Yorkers, promoting prevention and 
how to access help, the Combat Heroin 
Campaign will surely save many lives.” 
     Jennifer Faringer, MS.Ed., CPPg, Direc-
tor of DePaul’s National Council on Alco-
holism and Drug Dependence-Rochester 
Area, said, “DePaul’s National Council on 
Alcoholism and Drug Dependence-
Rochester Area fully enthusiastically sup-
ports the efforts of NYS OASAS and 
Governor Cuomo in their efforts to raise 
awareness around the risks of Opioids. 

Opioid abuse, stemming often from the 
misuse/abuse of prescription pain medica-
tions impacts the lives of NYS’s youth, 
their families and our communities! 
Working together in partnership we can 
make a difference in the lives of New 
Yorkers for a healthier and safer NYS!” 
     In addition to the Combat Heroin cam-
paign, other initiatives being implemented 
include: 
 
•  SUNY and CUNY will promote the 
Combat Heroin campaign on college cam-
puses and train campus police and emer-
gency personnel on the use of naloxone. 
 
• The 12 Office of Alcoholism and Sub-
stance Abuse Services Addiction Treat-
ment Centers will continue to train New 
Yorkers on the use of naloxone. Addiction 
Treatment Center staff have already 
trained more than 3,200 people. 
 
• Expand naloxone training for first re-
sponders including police officers, fire-
fighters, sheriffs’ deputies and emergency 
services. Approximately 1,100 law en-
forcement officers have already received 
the life-saving training.  
 
• Working with community providers to 
train persons throughout New York State 

likely to witness an overdose, including  
professional staff, drug users and their fami-
lies on overdose prevention and the use of 
naloxone. To date, over 170 agencies have 
been enrolled, 15,000 persons trained, and 
in excess of 1,000 overdoses reversed. 
 
• Create more prescription medication dis-
posal sites across the state for New Yorker’s 
to safely dispose of prescription medica-
tions. Department of Health has established 
a statewide medication drop box program 
(http://www.health.ny.gov/professionals/
narcotic/medication_drop_boxes/). Drop 
boxes are also available year round at 
State Police Troop Headquarters in Bata-
via, Unadilla, Canandaigua, Latham, 
East Farmingdale, Ray Brook, Oneida, 
Middletown and Salt Point.        
 
     People or families who need help with 
substance abuse can call the toll-free Office 
of Alcoholism and Substance Abuse Services 
HOPEline at 1-877-846-7369 to speak with 
a trained medical professional. HOPEline 
staff can answer questions and help people 
find treatment 24 hours a day, seven days a 
week. All calls are confidential. To help com-
bat heroin and prescription opioid abuse     
and misuse, visit www.combatheroin.ny.gov ). 

Grandparenting from page 20 
 
 “Love” was to conquer all, and whatever 
issues might arise could be dealt with 
along the way. But working out a post-
facto mutual agreement about financial 
arrangements, privacy, boundaries, dif-
ferences in values, parenting of grand-
children, neatness, noise, food, transpor-
tation, participation in the household, 
etc. still required engagement in dialogue 
and negotiation by both parties around 
each point. It was the nitty-gritty of these 
relational issues that required the group’s 
input and support for the senior’s efforts 
to work this out. A major task was to 
help her differentiate essential needs 
from negotiable wants in the context of 
original expectations and subsequent 
disappointments. This proved no easy 
matter, for the desire to ignore issues 
because of the conflicts they could en-
gender was intrinsically related to why 
no such agreement had been formulated 
in the first place.   
     The focus on relational communica-
tion skills brought out other issues about 
self-assertion and empowerment that 
were difficult for the seniors facing this 
problem. Some women had typically 
deferred to their husbands in order to 
keep peace.  How could she speak out 
now about personal needs, when the pri-
mary focus of her life had been on meet-
ing the needs of others? How could she 
stand in the tension of difference, forego-
ing temporary and even long-term dis-
comfort, to arrive at mutually satisfying 
solutions? A question we faced as facili-
tators was whether or not an elderly per-
son could learn new skills or was willing 
to engage in the hard work of coming to 
win-win solutions.  Needless to say it 
was a challenge for all of us in different 
ways. Though the group was time-
limited in its scope, and the important 
work was just begun rather than com-
pleted, our experience underscored the 

critical need for support groups for sen-
iors as an important component of their 
lives. Where else could they find sympa-
thetic peers, who shared similar issues, 
and with whom they could commune, 
find friendship and obtain information, 
consultation and support in facing the 
problems they had to face?       
     If being a grandparent is compensatory 
to the problems of aging, what of grand-
parents who have primary responsibility 
for grandchildren abandoned to their care?  
What of grandparents who instead have 
become parents?  In each case we encoun-
tered, drug addiction was the cause of 
their adult children being declared paren-
tally incompetent. In many cases, the im-
pact of drug addiction is multi-generational 
affecting both children and grandparents 
up and down the genealogical line. For 
grandparents the first problem is practical – 
the need of state support for services for the 
children and some modicum of financial 
support for themselves as “foster” parents. 
     For many, this support is a necessity, 
because grandparents are usually limited 
in their ability to work and support them-
selves, let alone support a family of 
younger children. In our senior group, 
there were two instances with different 
histories related to this problem. One 
younger grandmother had acted shrewdly 
on advice and resisted taking her grand-
children into her home. She used her will-
ingness to do so as leverage to obtain an 
agreement from the state to provide the 
services she knew the children would need 
for as long as such services were needed. 
The main items involved schooling, treat-
ment and medical expenses along with sup-
port for what amounted to foster care. 
     Another set of grandparents had acted 
from their hearts by stepping into the cri-
sis immediately and assuming responsibil-
ity for the children. This was unwise as it 
turned out. By acting precipitously for the 
sake of the children, but without legal 
consult or advice, the couple had unwit-

tingly relinquished their leverage with the 
state to obtain services and financial sup-
port. A critical element was convenient 
daycare for the children so that the grand-
parents could continue working to support 
their new family.   
     What both cases illuminate is the trav-
esty that governmental support has be-
come. Government agencies are bureau-
cratic and operate by rule, rather than by 
relationship, and money tends to rule the 
day. Though individual case workers are 
often compassionate and caring, they are 
regulated by form and by an authority 
structure that is increasingly remote from 
the people problems at hand.  Regretfully, 
this was another case where “no good 
deed goes unpunished.” We offered con-
sultation and advice but found there was 
no ready recourse. The only clout these 
grandparents, now parents, had was to 
threaten the state with abandoning the 
children and sending them to a state sup-
ported “safe home” or foster care. Because 
they were unwilling to risk the attachment 
injury that might accrue to these already 
wounded children if their threat proved un-
successful, for the time being they deferred. 
Again, love and concern for the children 
was an obstacle these grandparents weren’t 
willing to overcome. The state apparently 
had no such relational concerns. 
     Having taken responsibility for the 
children, the grandparents were plagued 
by other relational issues perhaps more 
difficult to resolve. The addicted mother 
wanted to maintain contact with her chil-
dren, and the grandparents initially were 
willing to support that, not wanting to 
injure an already fragile attachment.  
However, because the grandparents were 
now responsible for disciplining the chil-
dren, the mother was now freed of that 
responsibility and brought them presents 
with each visit to assuage her guilt. This 
set up a destructive good-guy/bad-guy 
split between the mother and the grand-
parents – a painful dilemma which re-

quired confrontation of the mother with 
the risk of alienating the children. There 
was also the ongoing threat of the mother 
reclaiming the children while still living 
the life-style of a substance abuser. The 
grandparents had no trust in the state to 
understand or support them in this di-
lemma, when the overriding objective for 
the state was expedience in finding 
“permanence” for the children.  
     Being grandparents many times over, 
we found ourselves bemoaning the bur-
dens and losses that had befallen these 
folks. Their hope for a well-earned retire-
ment had been compromised because of 
the love they bore for their grandchildren.  
But they had also sacrificed that particular 
richness that comes of being a grandpar-
ent, born of the freedom to come and go, 
recoup, dote from a distance, and offer 
that particular kind of love that can result 
from relinquishing parental responsibili-
ties. Instead, these grandparents had be-
come parents again, but in a way that 
would test them severely moving into an 
uncertain future. 
     What we learned from these groups, if 
learning was needed, was that each of these 
seniors needed all the help they could get, 
whether that was peer support, relational 
skill-building, advocacy with state agen-
cies, or financial assistance where war-
ranted. Mostly, they needed counsel to 
look before they leap; and whether that 
leap was in love or naiveté, the joys of 
grandparenting could be at stake. 
 
     Richard Beauvais, PhD is a co-founder 
of Wellspring in Bethlehem, Connecticut, 
and is now Director of the Wellspring 
Institute dedicated to training and consul-
tation with agencies throughout Connecti-
cut and the nation. Dr. Beauvais has spe-
cialized in the understanding and treat-
ment of traumatized, attachment resistant 
children and their families and has pre-
sented at various conferences on children 
and adolescents. 
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Wellness from page 20 
 
positive choices and experience better health. 
 
• Older adults have more health problems 
and therefore take more medications than 
any other age group. The more medica-
tions individuals take, the more likely 
they are to experience problems associ-
ated with their medications. If individuals 
have the tools and feel empowered to 
manage their healthcare, they will be less 
likely to experience problems with their 
medications. 
 
• As we age, our bodies process alcohol 
and medications less efficiently, which 
puts older adults at increased risk of ex-
periencing problems associated with their 
alcohol and medication use. If individuals 
learn how their bodies are changing as 
they grow older and how their bodies are 
affected by alcohol and medication, they 
will be less likely to use alcohol and 
medications problematically. 
 
• Some older adults view aging as a nega-
tive experience, because they are strug-
gling with declines in physical and mental 
function, quality-of-life issues, and sig-
nificant life transitions, which can be 
stressful and lead to depression. Both de-
pression and stress are risk factors for late
-onset alcohol problems. If individuals 
learn to value generational diversity, cele-
brate growing older, and recognize the 
early signs and symptoms of depression, 
they will make more positive life choices 
and experience fewer alcohol problems. 
     Once the rationale for WISE was for-
mally articulated, NJPN utilized the 
Health Belief Model as our guide in de-
veloping an appropriate intervention for 
this population. 
 

Behavior Change Theory 
 
Since the 1950s, health promotion profes-
sionals have used the Health Belief Model 
to design interventions to motivate indi-
viduals at risk for a particular health con-
dition to change their behavior in order to 
remain healthy.  
 
The National Cancer Institute’s publica-
tion Theory at a Glance: A Guide For 
Health Promotion Practice5 explains that, 
according to the model, people are ready 
to act if they: 
 
• Believe they are susceptible to the con-
dition (perceived susceptibility), 
 
• Believe the condition has serious conse-
quences (perceived severity), 
 
• Believe taking action would reduce their 
susceptibility to the condition or its sever-
ity (perceived benefits), 

• Believe the costs of taking action 
(perceived barriers) are outweighed by the 
benefits, 
 
• Are exposed to factors that prompt ac-
tion—for example, a television ad or a 
reminder from a physician (cue to action), 
and 
 
• Are confident in their ability to success-
fully perform an action (self-efficacy). 
     In order for older adults to engage in a 
wellness program that addresses a highly 
stigmatized issue such as substance abuse, 
NJPN developed a program that applies 
the following approaches:  
 
• Demonstrate that a condition normally 
associated with adolescents had relevance 
for them and that this issue had significant 
negative consequences that were readily 
addressable with the proper tools. 
 
•  These tools would be easy and fun to 
learn. 
 
• The program would need to be presented 
in a setting that older adults would likely 
include in their normal activities, and pro-
vide the opportunity to practice the new 
tools before they actually needed to be put 
to use. 
 

Program at a Glance 
 
     WISE is a six-lesson curriculum facili-
tated by trained substance abuse preven-
tion specialists once per week over a six-
week period. Each lesson is two hours in 
length and is generally offered at senior 
centers, community centers, and houses of 
worship—places older adults already go 
on a regular basis. As a result, participants 
aren’t necessarily making a major change 
in their schedules to take part in the pro-
gram.  
     Participants learn through interactive 
exercises that include small group discus-
sions and projects. They are also given 
tools and resources to take home, increas-
ing the likelihood that they will put into 
practice and share what they have learned. 
The content is organized in a manner that 
promotes the understanding and value of 
generational diversity in a format that 
excites and energizes participants to share 
what they have learned with family, 
friends and peers. 
 

Program Outcomes 
 
     A multiyear, independent evaluation 
was conducted by the Institute for Fami-
lies, an applied social science research 
and training center affiliated with the 
School of Social Work at Rutgers, the 
State University of New Jersey. Efforts to 
implement and evaluate the program were 
supported by the New Jersey Department 

of Human Services, Division of Mental 
Health and Addiction Services. The 
evaluation included pre- and post-tests, 
intervention and control groups, and focus 
groups. Based on evaluation results, the 
program as well as the pre- and post-tests 
were changed over the years, and after 
almost ten years of implementation and 
evaluation, the program is clearly having 
a positive impact on seniors. Through the 
Program’s rigorous evaluation, the 
evaluators found that: 
 
• Participants had statistically significant 
improvements in knowledge. They knew 
more about how their bodies age, how the 
aging process affects their ability to me-
tabolize alcohol and medications, and 
how to recognize the early signs and 
symptoms of depression. 
 
• Participants made more positive changes 
in their health behavior over time. They 
were more likely to improve health be-
haviors related to lifestyle choices, health-
care empowerment, and use of prescrip-
tion and over-the-counter medications. 
 
• Participants reported greater increases in 
social support over time. They were more 
likely to report a greater sense of social 
guidance and social integration. Specifi-
cally, they reported that they had: 
 
◦ Felt more confident in their ability to 
manage their health issues, 
 
◦ Adopted a more assertive relationship 
with their physician and were more likely 
to ask their doctor questions, 
 
◦ Developed a more positive outlook on 
aging and coping with aging issues, 
 
◦ Changed their doctor and/or their phar-
macy, got more involved with their doc-
tor, and were more careful about taking 
their medications, 
 
◦ Felt the lessons provided an open and 
comfortable atmosphere to express their 
feelings, including things they don’t usu-
ally talk about. 
 
     These outcomes suggest that by edu-
cating older adults about the issues and 
celebrating healthy aging, WISE is en-
couraging individuals to make more posi-
tive lifestyle choices. In doing so, they are 
more likely to enjoy a better quality of life 
moving forward. 
 

Nationally Recognized 
As an Evidence-based Program 

 
     WISE, an evidence-based program, has 
been implemented nationally in diverse 
communities to thousands of older adults. 
The program was accepted into the Sub-

stance Abuse and Mental Health Services  
Administration’s (SAMHSA) Service to 
Science Academy in 2006, receiving free 
technical assistance to help further 
NJPN’s evaluation efforts. The program’s 
impact received national recognition in 
2009, receiving the National Exemplary 
Award for Innovative Substance Abuse 
Prevention Programs, Practices and Poli-
cies from the National Association of 
State Alcohol and Drug Abuse Directors 
(NASADAD), an organization that fosters 
and supports the development of these 
programs. In 2012, the program was ap-
proved and listed on SAMHSA‘s National 
Registry of Evidence-based Programs and 
Practices (NREPP). The program is avail-
able nationally and has been successfully 
implemented in rural, urban and suburban 
environments and is a great example of 
how prevention programs, when grounded 
in science, can promote positive lifestyle 
changes and improve health.  
     As physicians and other healthcare 
workers move their focus from curing 
illness to preventing illness, prevention 
programs such as WISE can be part of 
their options to maximize the health and 
wellness of their patients and improve 
community linkages to support healthier 
lifestyles. 
 

 References 
 
1. www.ncadd.org/images/stories/PDF/
factsheet-alcoholismanddrugdependence 
amongolderadults.pdf  
 
2 .  w w w . s o c i a l w o r k t o d a y . c o m /
archive/012312p8.shtml and Substance 
Abuse and Mental Health Services Ad-
ministration (SAMHSA) Treatment Epi-
sode Data Set (TEDS) and the National 
Survey on Drug Use and Health, 2010, 
2011. 
 
3. “The State of Health and Aging in 
America 2004,” Merck Institute of Aging 
and Health and Centers for Disease Con-
trol, 2004. 
 
4. “Seniors should take a dose of precau-
tion,” Ivanhoe Broadcast News, http://
www.news8austin.com/content/living/
health_beat/?ArID=120301&SecID=169  
 
5. National Cancer Institute. (2005, Sep-
tember). Theory at a Glance: A Guide For 
Health Promotion Practice (second edi-
tion). Washington DC: US Department of 
Health and Human Services, National 
Institutes of Health. NIH Publication No. 
05-3896 2005. 

Peer Support from page 30 
 
PCP for services more regularly. Further, 
if an individual gets to the ED, names 
their PCP, and provides a phone number, 
when the ED calls, that PCP will have a 
long-standing history with the individual, 
which will support accurate diagnosis and 
diminish stigma. With reduced stigma, 
there is less chance a person will end up 
in restraints or be sent to a psychiatric 
hospital rather than addressing their 
physical health care needs (Zun, L., 

(2012). “Pitfalls in the care of the psychi-
atric patient in the emergency department. 
Journal of Emergency Medicine; 43(5): 
829-35). 
     How can a person prepare to be a 
Whole Health Peer Support provider? 
Having lived experience of recovery is 
not enough. However, that lived experi-
ence is the foundation. Individuals need 
specific training to help them develop the 
necessary skills to perform the job. Train-
ing must include skills that promote rela-
tionship building, self-awareness, commu-

nication, ethical standards, conflict resolu-
tion, understanding the lasting effects of 
trauma, supporting people who are experi-
encing serious challenges, as well as a 
host of other tools to be an effective peer 
support provider (Ashcraft, L., Zeeb, M., 
Martin, C. Peer Employment Training 
Workbook. (2007). Recovery Opportunity 
Center). Then, they need specific training 
in whole health care and wellness, with 
emphasis on documentation, and informa-
tion about Medicaid and Medicare and the 
Affordable Care Act. In addition, they 

need information about how to work with 
a primary care team in integrated systems 
that include psychiatric teams, and that 
extend into the larger group of specialty 
medical providers (St. George, L., 
Ashcraft, L., 2014. Training for Whole 
Health Peers, Community Healthcare 
Navigators, Promotoras, and Others: A 
companion training for Peer Employment 
Training and Facing Up to Health. Recov-
ery Opportunity Center) . In addition, 
 

see Peer Support on page 34 
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Older Adults from page 1 
 
dangerous but not to be confused with 
being alcoholic. A much smaller propor-
tion of older adults—perhaps 3-5 % have 
a diagnosable substance use disorder 
including addiction to alcohol and other 
drugs.  This is similar to the prevalence 
of serious mental illness. 
     Although the numbers are a bit elusive, 
we know that: 
 
• A significant proportion of older adults 
have substance use problems, though most 
do not. 
 
• As the elder boom unfolds the number 
of older adults with substance use prob-
lems will at least double by 2030. 
 
• If, as expected, rates of misuse—
especially of prescription and illegal 
drugs—rise, the number of older adults 
with substance use problems will outpace 
the growth of the older population. 

 
• Most problematic substance use is ex-
cessive use of alcohol as defined by NIH. 
 
• Most older adults who drink alcohol do 
not drink to excess.  Some alcohol con-
sumption may even have health benefits. 
 
• There is a significant and growing prob-
lem of misuse of prescription and over the 
counter drugs, especially painkillers and 
sleep aids.  There is also rising inappro-
priate use of psychoactive medications, 
including anti-depressants and anti-
psychotics, which are almost certainly 
over-prescribed for older adults. 
 
• Some older adults become addicted to 
prescription medications—especially opi-
ate painkillers, which are linked to many 
deaths from overdoses. 
• Dosages of medications often need to be 
lower for older adults, leading to misuse 
of some prescription medications, which 
may have been prescribed in excessive 

dosages or which may have been taken for 
years in larger doses than are appropriate 
for older adults. 
 
• A very small—but growing—proportion 
of older adults use, misuse, or abuse ille-
gal substances—primarily marijuana. 
(Now that marijuana is increasingly a 
legal substance—whether for medical or 
recreational use—there will need to be an 
adjustment regarding how use of illegal 
substances is defined.) 
 
• Co-morbidity of substance use problems 
and mental disorders as well as substance 
use problems and physical disorders is 
increasingly common as people age. 
 
• Co-occurring inappropriate substance 
use and dementia can exacerbate the ef-
fects of dementia on cognitive and other 
capacities. For example, in some nursing 
homes and other facilities for older 
adults with disabilities, anti-psychotic 
medications and anti-depressants are 

over-prescribed and probably hasten 
death. 
 
• Recreational use of alcohol and other 
drugs becomes more dangerous with age 
because of slowed metabolism and medi-
cal conditions that may be exacerbated by 
alcohol and other drug use. 
 
• Alcohol and drugs, even in relatively 
small amounts, also increase the likeli-
hood of falls, a major cause of disabil-
ity and premature mortality in older 
adults. 
 
• People addicted to alcohol, cocaine, and 
heroin or other opiates have lower than 
average life expectancy, but some survive 
into old age.  This includes patients in 
methadone maintenance treatment pro-
grams who are aging. 
 
     Identification: Substance abuse and  
 

see Older Adults on page 36 

Medicaid Redesign from page 12 
 
religious community is a way for older 
adults to stay connected and explore the 
meaning, value, and purpose of their life. 
 

Social and Economic Needs   
 
     Older adults often face financial prob-
lems because pensions – or public assis-
tance - are generally not enough to live on.  
Also, there are housing issues related to the 
possibility of aging in the community rather 
than in institutions. While there is special-
ized housing for adults living with psychiat-
ric disabilities, such as supported housing 
and community residences, these are not 
designed to meet the needs of an aging 
population. Conversely, housing designed 
for older adults, such as senior housing, 
supportive housing and assisted living, are 
not designed to address behavioral health. 
As older adults with behavioral health needs 
increasingly live in the community, issues 
of cost, safety and accessibility, among 
other concerns, will need to be considered.   
 

Recommendations for the Design  
Of the New Systems 

 
     In order for system redesign efforts to 
effectively deliver and coordinate care for 
older individuals with co-morbid physical 
and behavioral health conditions, plan-
ning efforts must consider these unique 
needs, challenges, and interests of the 
population.  Efforts should include: 
 
• Establishing an MRT committee to 
identify and integrate the different needs 
and goals of the older adult cohort in both 
preparation and implementation plans  
 
• Ensuring the NYS Geriatric Mental 
Health and Chemical Dependence Plan-
ning Council follows and evaluates the 
impact of health care reform on older 
adults with behavioral health issues.   
 
• Gathering epidemiological and demo-
graphic data that is as localized as possi-
ble to ensure effective targeting and con-
centration of services, such as:  identify-
ing the number of older adults with be-
havioral health conditions impacted by 
particular reform changes 

• Coordinating services across medical, 
behavioral, and social service delivery 
systems. This includes long-term care 
supports and services delivered by the 
aging service system  
 
• Engaging and supporting the per-
spective and needs of family and 
other caregivers 
 
• Incorporating the concept of “recovery” 
across reform efforts, particularly for 
older adults with long-term psychiatric 
disabilities that are being served in sys-
tems that do not have a recovery orienta-
tion, as long-term care and aging services 
are largely not built using a recovery 
framework 
 
• Delivering training for care managers 
and other key staff so they have the skills 
to assess, recognize, and respond to rele-
vant mental, physical, and cognitive 
changes among older adults  
 
     The specific issues facing older adults 
with mental health and substance abuse 
problems deserve careful attention and 
planning in the newly reformed behavioral 
health system.  They have been neglected.  
Without recognizing these challenges and 
without making certain that the needs of 
older adults are suitably addressed, we not 
only risk the success of reform efforts and 
diminished quality of life for older adults, 
but we continue to promote an ageist soci-
ety that fails to care and support the most 
vulnerable among us.  
 
     Kimberly Williams is Vice-President 
of Integrated Policy and Program Solu-
tions of The Mental Health Association 
of NYC. She is also the Co-Founder and 
Director of the Geriatric Mental Health 
Alliance (GMHA) and Chairs the Na-
tional Coalition on Mental Health and 
Aging. Lisa Furst is the Director of 
Education for the GMHA and the Di-
rector of the Center for Policy, Advo-
cacy and Education of the Mental 
Health Association of NYC. Michael B. 
Friedman is the Co-founder and Honor-
ary Chair of the GMHA.  He is on the 
adjunct faculty of Columbia University 
School of Social Work. 

Friendship from page 28 
 
Boston University studied Compeer and 
evaluated the effectiveness of the model. 
They concluded that people being treated 
for serious mental illness achieve a sig-
nificant increase in social support and 
personal well being, as a result of being 
matched in a Compeer mentoring rela-
tionship, according to the study published 
in the Community Mental Health Journal.  
Based on data collected by researchers at 
Boston University’s Center for Psychiat-
ric Rehabilitation, the study compared 79 
adults who received Compeer services 
and community psychiatric treatments to 
75 adults with serious mental illness who 
received community psychiatric treat-
ments without the benefit of Compeer 
services. The study found that Compeer 
adult clients reported significant improve-
ments in social support and a trend to-
ward improved well-being: 1) After six 
months, social support for Compeer con-
sumers increased by 13%, 2) After one 
year, social support for Compeer consum-
ers increased by 23% and 3) Compeer 
consumers also showed significant 
gains in subjective well-being and re-
ductions in psychiatric symptoms. Brian 
H. McCorkle, E. Sally Rogers, Erin C. 
Dunn, Asya Lyass and Yu Mui Wan con-
ducted the study. At the time of data collec-
tion from 2001-2004, Dr. McCorkle, Dunn 
and Dr. Wan were at the Boston Univer-
sity Center for Psychiatric Rehabilitation. 
     Hundreds of volunteers, spending 
thousands of hours each month, matched 
in one-to-one supportive relationships 

with older adults, over the age of sixty, 
help bridge the gap between social isola-
tion and social involvement. Compeer 
recruits, screens, and trains volunteers 
who are interested in actively helping 
seniors by providing supportive mentor-
ing and friendship. Compeer’s Older 
Adult Program matches waiting seniors 
with culturally competent volunteer men-
tors.  Older adults and their Compeer vol-
unteers participate in productive and en-
joyable activities that are important com-
ponents of successful aging.  The volun-
teer provides opportunities for their older 
adult friend to participate in cultural, edu-
cational, and recreational activities that 
would not be accessible otherwise. The 
volunteer may take their Compeer friend 
grocery shopping, to a medical appoint-
ment or to a place of worship.  By creating 
a social network for their Compeer friend, 
the volunteer relationship becomes a link 
to positive physical and mental health out-
comes and to improved quality of life.  
Volunteers plan activities to try to reduce 
the amount of isolation their friends have.  
     Compeer Inc. envisions a day when all 
communities embrace individuals and 
their families living with mental health 
challenges and supports their journey to 
recovery. The Compeer network of local 
programs serves thousands of individuals 
and families annually through one to one 
supportive relationships. Compeer volun-
teers improve the quality of life of those 
they serve by increasing their ability to 
remain in the community safely, success-
fully navigate the complex health care 
system, and improve social inclusion. 

Peer Support from page 33 
 
WHPs could provide fun and interactive 
classes that support increased awareness 
of physical healthcare needs (Ashcraft, 
L., Martin, C., 2011. Facing Up to 
Health: A guide to Self-Directing Well-
ness. Recovery Opportunity Center). 
They may need additional training to 
learn how to check blood pressure, heart 
rate, and insulin levels as well as under-
stand how to guide someone to provide 
him or herself with an injection of insulin.  
     Even with all of this training, the most 
fundamental need of WHPs is to have a 

heart full of compassion, and the willing-
ness to work from a recovery-focused per-
spective holding the hope of recovery for 
each individual. Understanding the health 
disparities among people with serious be-
havioral health challenges is important as 
we move towards universal healthcare. 
Supporting individuals in helpful ways and 
reducing the assumption that these indi-
viduals misuse EDs is facilitated through 
Whole Health Peers. WHPs help individu-
als become better self-advocates, take time 
to prepare for medical appointments, and  
 

see Peer Support on page 35 

PAGE  34 BEHAVIORAL HEALTH NEWS ~ WINTER 2015 visit our website: www.mhnews.org 



Rehabilitation from page 16 
 
participants in other (younger) programs. 
Participants want to improve family rela-
tionships, move into better housing, become 
more involved in vocational activities. 
     And participants are achieving these 
goals – a 59 year old known for her fre-
quent hospital visits and stays is a less 
frequent hospital patient and has found a 
job as a personal assistant/dog sitter. A 66 
year old woman who described herself as 
isolated and “extremely lonely” has begun 
to attend a local senior center every after-
noon after her time at the PROS program 
(community integration).  A third is in the 
process of developing a more intimate 
relationship with a person he likes. In fact, 
20% of participants have already made 
significant progress towards their recov-
ery goals. 
     Perhaps most exciting was the pro-
gram’s first graduation: Jose is an 81 year 
old widower who spent many years in 
continuing day treatment. When he started 
the PROS program, he said he wanted to 
improve his relationship with his two sons 
who live in Peru and in California. He had 
not seen either in many years, and even 
phone contact was sporadic. Through his 
work in PROS, he increased his contact 
with his sons to twice weekly phone con-

versations. Equally impressive, Jose in-
creased his work hours from 8 to 28 hours 
a week to save enough money to visit his 
family.  Recently, Jose was able to use his 
savings to go to Peru to visit with his son 
for three weeks. With his self-confidence 
greatly improved and symptoms under 
control, Jose graduated the program a few 
weeks ago. 
     Another model featuring psychiatric 
rehabilitation in New York City is the 
psychosocial club. Like PROS, most psy-
chosocial clubs are open to people of all 
ages. But there are a group of programs 
that specialize in working with older 
adults. Jewish Board of Family and Chil-
dren’s Services’ Club Pride is one of these 
programs. Like other psychosocial clubs, 
Club Pride combines socialization and 
recreation opportunities with more goal-
focused psychiatric rehabilitation, through 
groups and individual work with members 
on issues such as coping with depression 
and anxiety, goal setting, WRAP plan-
ning, and the stress of recovery. The staff 
includes both professionals and peers, and 
serves members from age 55 to 96 on a 
daily basis. Members focus on enriching 
four aspects of their lives: health, home/
residence, purpose, and community. 
     At Club Pride, social interaction plays 
a key role in fostering recovery. Through 

activities, groups, and simply being to-
gether, club members develop new friend-
ships that help reduce isolation, normalize 
common feelings and experiences, and 
create new support systems.   
     Sometimes, newcomers to Club Pride 
are taken aback by the expectation that 
they should have goals. Their years spent 
on symptom management and in day 
treatment programs provided them with 
messages of surviving, rather than thriv-
ing. But they soon appreciate the potential 
of recovery and recognize the opportuni-
ties that are being presented. 
     Lee is 94-years old, and says being a 
Club Pride member has made her feel 
reborn. Before, she explains, her family 
treated her like an old, depressed woman, 
parked in the corner. With both her chil-
dren and grandchildren grown, she felt 
depressed and without purpose. Coming 
to Club Pride, Lee initially replicated her 
self-isolating behavior. But through the 
interventions of staff and other club mem-
bers, Lee emerged from her shell. Today 
at the Club, Lee leads community meet-
ings and current event groups. Lee’s re-
covery can be observed outside the pro-
gram as well, as she is equally engaged in 
activities at her residence. 
     Before Mary, 59, came to Club Pride, 
her trajectory was far from promising.  Her 

identity centered around her experience of 
bipolar disorder and her hospitalizations, 
and her estrangement from her daughter. 
But through her active engagement at Club 
Pride, Mary has reconnected with her fam-
ily, and frequently attends Club functions 
with her daughter. She recently volun-
teered to serve on JBFCS’ Adults With 
Mental Illness Committee, and she says her 
goals now are applying to college and get-
ting a job. 
     It is an exciting time in behavioral 
health. Recovery is the expectation for all, 
not just a select group. This means that 
many older adults, for the first time, will be 
asked questions like “have you thought 
about getting a job?” “Any interest in go-
ing back to school?” “Is there someone you 
would like to ask out on a date?”  “Are you 
satisfied with where you’re living?” The 
response may be one of welcomed sur-
prise, and excitement about the future. 
 
     Robert Franco, MA, is Director of the 
PROS Program at SPOP; Izabelle Hakim, 
LCSW, is Director of Club Pride at  
JBFCS; Nicole Ness, LCSW, is Supervis-
ing Recovery Counselor of the PROS Pro-
gram at SPOP; and Naomi Weinstein, 
MPH, is Director of the Center for Reha-
bilitation and Recovery at The Coalition 
of Behavioral Health Agencies. 

iCBT from page 16 
 
therapy (ciCBT), where wrap-around tele-
phonic, chat and text supports are provided 
has been pioneered by the Mental Health 
Association of New York City in partner-
ship with Cobalt Therapeutics with good 
results. Currently, MHA-NYC is making 
ciCBT available free of charge to New York 
State residents who are still experiencing 
emotional distress as a result of Superstorm 
Sandy. The iHelp: Sandy Stress Relief pro-
gram can be accessed by calling 1-866- 793-
2765 or online at iHELPCBT.com. 
     Most iCBT programs are delivered over 
4-8 weeks with the expectation that the 
patient will complete one module a week.  
At the end of each module patients fill out 
a brief questionnaire such as the PHQ-9 or 
GAD which makes it possible to track 
compliance and patient progress through 
the clinician back-end. If any concerns 
regarding patient progress arise, it is then 
possible to reach out to the patient to assess 
the situation and modify the treatment plan.  
Although most patients access the iCBT 
from home, work stations can also be set 
up in primary care offices where behav-
ioral health clinicians or medical support 
staff can briefly check-in with patients and 
provide encouragement and support. 

The Evidence 
 
     Not all internet based cognitive be-
havioral therapy programs are created 
equal. Some have been studied in ran-
domized controlled studies and published 
in peer reviewed journals while others 
have entered the marketplace without 
scrutiny.  For those programs that have 
been studied, the data shows that internet 
based cognitive behavioral therapy is, on 
the whole, as effective face to face ther-
apy and in some cases more effective.3 A 
review of 97 iCBT systems in a Maud-
sley monograph also showed that online 
users of iCBT are more likely to com-
plete the programs if they are first 
screened, given access by a password 
and then briefly supported by phone, 
email or other contact. 
     The empirical evidence supporting the 
use of internet-based cognitive behavioral 
therapy for insomnia provides a particu-
larly compelling example of .benefit for 
primary care patients, providers and pay-
ers alike. According to the National Insti-
tutes of Health, 30%-40% of the popula-
tion suffer from insomnia each year and 
10-15% are chronic sufferers.4 Over a six 
month period indirect medical costs are 
$924- $1,143 higher for individuals suf-

fering from insomnia.5 Sleep problems 
have also been shown to facilitate alcohol 
relapse.6 Successful treatment of insomnia 
improves outcomes for a variety of other 
conditions including depression and heart 
disease.7  
     In June, 2009 the American Academy 
of Sleep Medicine issued a press release to 
publicize the results of a study authored by 
Norah Vincent Ph.D. and published in the 
journal SLEEP that demonstrated the ef-
fectiveness of the online cognitive behav-
ioral therapy program RESTORE for 
chronic insomnia. Significant improvement 
was shown in insomnia severity, daytime 
fatigue, and sleep quality. The prospect of 
widespread availability of online cognitive 
behavioral treatment for insomnia has tre-
mendous potential for improving popula-
tion health as well as depression. 
 

Summary 
 
     Although effective internet based cog-
nitive behavioral therapies have been 
available and widely used within primary 
care settings in the United Kingdom, Aus-
tralia and the Netherlands for many years, 
until now, there have been few incentives 
within the U.S. health care system to 
adopt innovations such as iCBT. With the 

passage of the Affordable Care Act and 
increased emphasis on achieving the triple 
aim, internet based cognitive behavioral 
therapy is ideally poised to help transform 
the health and behavioral health delivery 
systems by increasing access to better 
care, producing better health outcomes 
and lowering the cost of care.  
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Peer Support from page 34 
 
learn to navigate complicated systems of 
care. In addition, WHPs can provide mu-

tual level health information and support. 
Providing these services will result in 
consistent care and follow-up, reduced 
use of EDs, increased adherence to medi-

cations, early detection, and better treat-
ment relationships. With proper training 
and preparation, Whole Health Peer Sup-
port providers can provide the kind of 

support needed to change the serious 
health care disparities and early death rate 
of people with a serious behavioral health 
diagnosis.  

MHNE from page 24 
 
skills to our Board, stated Barry B. 
Perlman, MD, Vice-Chairman of MHNE. 
She has broad experience which includes: 
organizational and programmatic leader-
ship, program development, technical 
assistance and consultation, training and 
presentations, research and data analysis, 
writing and editing, electronic media, and 
fundraising. I know she will be a tremen-

dous help to our growing organization 
and our nonprofit educational mission.” 
     “From our newspaper’s perspective, 
having Naomi on our Board will greatly 
enhance our ability to stay on top of the 
important issues affecting the behavioral 
health community, stated Ira Minot, Ex-
ecutive Director. Her vital work at The 
Coalition enables her to interface with the 
work of many of the community’s most 
important leaders and organizations.” 
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Older Adults from page 34 
 
misuse by older adults often goes unno-
ticed not only by friends and relatives by 
also by primary care practitioners and 
other service providers.  In part this re-
flects the stereotypical belief that old peo-
ple don’t drink alcohol and use drugs.  In 
part it reflects ignorance about the signs 
of substance use problems among old 
people.  It also reflects the failure of pri-
mary care practitioners and other health 
professionals to routinely ask about and 
screen for substance use problems. 
     Signs of substance use problems are 
often difficult to distinguish from changes 
that may take place as people age such as 
increasing fatigue, diminished cognitive 
capacities, balance problems, and so forth.  
It is critical, therefore, to ask about drink-
ing habits, use of illegal substances, and, 
perhaps most importantly, prescription 
and over-the-counter drugs.   
     In addition, there are a variety of 
screening tools that can be used by medi-
cal, mental health, and social services 
practitioners.  These include: the CAGE 
questionnaire, the Alcohol Use Disorders 
Identification Test (AUDIT), and the 
Michigan Alcoholism Screening Test—
Geriatric Version (MAST-G). 
     In the last decade, a model for sub-
stance abuse screening and initial inter-
vention, SBIRT - Screening, Brief Inter-
vention, and Referral to Treatment - has 
been increasingly disseminated in an ever 
growing list of programs. The strong re-
search support shows efficacy in reducing 
alcohol and illicit drug use among older 
adults as well as other populations. 
      Identification of excessive substance 
use in residential facilities for older adults 
with cognitive and/or medical problems 
may be especially difficult because it may 
result in subdued behavior of the kind 
preferred in these facilities. 
 

Interventions 
 
     According to Nora Volkow, MD, the 
Director of the National Institute of Drug 
Abuse, “Older adults respond at least as 
well as younger [adults] to substance abuse 
therapies.” * These interventions include: 
 
• Motivational interviewing 
 
• Cognitive behavioral therapy 
 
• Medication therapy (with special care 

about the impact of medications such 
as naltrexone and disulfiram on the 
physical condition of older adults) 

 
• Inpatient and outpatient detoxifica-

tion (with particularly careful evalua-
tion of the impact of withdrawal 
symptoms on older patients 

 
• Community-based and residential 

rehabilitation programs 
 
• Self-help/mutual aid, such as Alco-

holics Anonymous and other 12 step 
programs. 

 
     * Footnote: Olivera Bogunovic, MD, a 
psychiatrist contests this claim, stating, 
“There is a general lack of evidence-based 
treatment approaches for substance abuse 
in the elderly.  As a result, much of what 

is recommended is based on interventions 
that have been validated in younger popu-
lations.” 
     There appears to be some consensus 
that programs should be tailored for older 
adults, but some disagreement about 
whether programs should be segregated 
by age.  Older adults may be more com-
fortable with people their own age, but 
they may also benefit from becoming 
wise mentors to younger people.   
     Because people with substance use 
problems so often have co-occurring 
physical and mental disorders, integrated 
treatment models are regarded as the ideal 
way to serve older (as well as younger) 
people with substance use problems.  This 
includes integration of treatment for sub-
stance use and mental disorders as well as 
integration of behavioral and physical 
health conditions.  It is also important to 
integrate medical, behavioral, and aging 
services. 
     There are some special issues regard-
ing older adults who were heroin or co-
caine addicts when they were younger and 
regarding those who are patients in 
methadone maintenance treatment 
(MMT).  For survivors of long periods of 
addiction, reconstituting a life, reconnect-
ing with family, making amends, and 
achieving a sense of forgiveness of them-
selves are critical tasks.  For people in 
methadone maintenance treatment 
(MMT), a variety of issues related to de-
velopmental changes as well as shifts in 
life circumstances and physical conditions 
often are not addressed in MMT programs 
as they currently exist. 
     As noted above, there are also special 
issues regarding older adults with demen-
tia, especially those in residential facilities. 
 

Needed Actions 
 
     Public Awareness: In general behav-
ioral health issues among older adults are 
relatively neglected in comparison to 
these issues among working aging adults 
and even youth—who are also relatively 
neglected.  Much needs to be done to 
draw attention to how important behav-
ioral health issues can be for older adults 
and their families and to how much sub-
stance use problems interfere with health, 
mental health, successful aging, and qual-
ity of life. 
     Enhanced Identification: Most sub-
stance use problems among older adults go 
unidentified by family and friends and 
medical, mental health, and aging services 
professionals.  Public education may help 
build recognition of the presence and im-
portance of substance use problems.  
Greater awareness and better screening by 
service providers is exceedingly important. 
     Enhanced Access to Effective Inter-
ventions: In general there is a shortage 
of behavioral health service providers 
who are competent to serve older adults.  
This includes psychiatrists, psycholo-
gists, social workers, nurses, and others.  
In addition, there is a shortage of behav-
ioral health programs specifically for 
older adults.  Those providers and pro-
grams that do exist are often hard to 
access because they are overloaded, 
they are not available in some geo-
graphic areas, they may not be prepared 
to serve people who do not speak Eng-
lish, or they are not affordable.  (Many 

geriatric psychiatrists, for example, do 
not accept Medicare).   
     Also many older adults who need these 
services need them at home or, because 
they will not voluntarily go to mental 
health or substance abuse programs, need 
to be able to get services in community-
based settings where they do spend time, 
such as primary care offices, senior cen-
ters, senior housing,  and naturally occur-
ring retirement communities. 
     Possible promising programs include 
hospital discharge programs, prescription 
guidelines for providers, and medication 
review procedures in settings such as 
home care and nursing homes. Brief infor-
mational and intervention sessions repre-
sent viable and nonthreatening opportuni-
ties to provide support and relief. 
     In general, uneven quality of care 
makes it necessary to build clinical as 
well as generational competence via en-
hanced training and greater dissemination 
of effective practices. 
     Integrated Treatment Structures: Be-
cause of the frequency of co-occurring 
disorders and because primary care pre-
sents an opportunity to identify substance 
use and mental health problems, it is 
likely that treatment will increasingly be 
provided in primary care practices and 
other medical and social service settings.  
It is, therefore, critical to enhance the de-
livery of integrated services.  Various 
structures emerging in the health care 
such as medical homes, health homes, 
accountable care organizations, etc. 
should help in this regard.  But there also 
needs to be closer working relationships 
among substance abuse, mental health, 
and aging services providers. 
     Research: As noted above, there are 
very few evidence-based practices related 
to interventions for older adults with sub-
stance abuse issues.  Clinical research is 
needed to fill this void. 
     In addition, there is a need for far bet-
ter epidemiological research using consis-
tent definitions and providing more infor-
mation about subpopulations of older 
adults such as those who are very old and 
those living in institutions as well as those 
in the community. 
     Control of Access to Drugs: Growing 
awareness of the extent and dangers of 
misuse of prescription medications—
especially painkillers—has led to a major 
public health effort to control access to 
these substances.  This appears to have led 
to some decline in the number of prescrip-
tions being written, but not an enormous 
decline. It is reminiscent of the effort to 
stop the use of illegal drugs via criminali-
zation—the impact of which is question-
able. It is noteworthy that better pain man-
agement, which would vastly reduce the 
excessive use and/or addiction to prescrip-
tion painkillers, does not appear to be on 
the agenda while efforts to control access 
to such medications make headlines. 
 

Conclusion 
 
     It is of utmost importance to mobilize 
resources and prepare for the significant 
impact that the growth of the aging popu-
lation will have on our mental health and 
substance abuse delivery systems. To ade-
quately address the need, our supporting 
systems need to join forces now to advo-
cate for appropriate planning and funding. 

With our unified voice we can make a 
difference in the lives of elders with be-
havioral problems.  
     To speak with a qualified professional 
about a patient’s of family member’s sub-
stance abuse problem, call the New York 
State HOPEline 1-877-8-HOPENY. 
     Michael B. Friedman, LMSW, is the 
Co-founder and Honorary Chairman of 
the Geriatric Mental Health Alliance. He 
teaches at Columbia University School of 
Social Work. Kimberly A. Williams, 
LMSW, is Vice-President of Integrated 
Policy and Program Solutions of The 
Mental Health Association of NYC.  She is 
also the Co-Founder and Director of the 
Geriatric Mental Health Alliance and 
Chairs the National Coalition on Mental 
Health and Aging. 
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Elder Abuse from page 6 
 
     Across all clinical settings it is impor-
tant to assure that there is adequate and 
routine screening of signs of potential 
elder abuse. This should be conducted by 
clinicians, who have an ethical obligation 
to take care of vulnerable patients, and are 
best qualified to distinguish normal aging 
from the manifestations of abuse. Clinical 
screening is best when patients are inter-
viewed alone. Patients should be asked 
directly about abuse, neglect or exploita-
tion, and also questioned about family 
composition and living arrangements. 
Screening of elder patients should include 
asking directly about abuse, neglect or 
exploitation.  
     When there is a suspicion of elder 
abuse, there are three levels of interven-
tion that should be considered. These in-
clude reporting abuse, medical interven-
tion, and social interventions. If a health 
care worker has reason to believe that an 
elder is in a state of abuse, neglect, or 

financial exploitation, appropriate report-
ing should be promptly initiated. A pri-
mary obligation for all health care work-
ers is to assure the health and safety of 
the at-risk elder. There are also a num-
ber of social interventions that should 
be encouraged. Adult protective ser-
vices agencies can provide resources or 
help activate resources from other agen-
cies in the community. Law enforce-
ment should also be considered when 
there is a need for safety, a more sup-
portive living environment, or when 
guardianship is necessary. 
     For those that provide services for 
elderly populations, it is important to be 
aware that New York and other states 
have enacted legislation providing for 
the protection of elders found to be 
abused, neglected, and financially ex-
ploited. This is provided by the state’s 
adult protective services agencies 
(APS). These agencies are chartered to 
receive and investigate allegations or 
complaints, and provide social, legal, 

medical and material interventions to 
help identified victims. Elders in institu-
tional settings are also protected by the 
state’s Long-Term Care Ombudsman 
Programs (LTCOP) that receive com-
plaints and advocate on behalf of long-
term care residents. 
     The awareness and prevention of 
elder abuse is the responsibility of the 
entire health care team. The mistreatment 
of the elderly is a significant public 
health concern and Optum is committed 
to educating its staff to be able to help all 
elder care stakeholders to address this 
problem. Working together it is possible 
to improve health outcomes for this sig-
nificant public health issue and prevent 
abuse of older adults. Information is the 
key, collaboration is essential, and per-
sistent attention is required. 
 
     Optum does not recommend or en-
dorse any treatment or medications, spe-
cific or otherwise. The information pro-
vided is for educational purposes only 

and is not meant to provide medical ad-
vice or otherwise replace professional 
advice. Consult with your clinician, phy-
sician or mental health care provider for 
specific health care needs, treatment or 
medications. Certain treatments may not 
be included in your insurance benefits. 
Check your health plan regarding your 
coverage of services. 
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Integrating from page 31 
 
operated in different organizational set-
tings ranging from large hospital centers 
to primary care physician offices and a 
home-based geriatric primary care prac-
tice. Co-located programs housed in hos-
pital settings have cited the importance of 
a champion for mental health/physical 
health integration high within the admin-
istrative hierarchy. Supporters placed stra-
tegically in important administrative posi-
tions can disseminate the vision of inte-
gration and facilitate resolution of barriers 
to integration that inevitably arises.   
 
• Understand the culture of primary care: 
Successful integration of mental health 
into primary care depended on securing 
effective access to the primary care ser-
vice delivery setting. This presented a 
variety of challenges at demonstration 
sites.  At the onset of integration efforts, 
protocols for conducting mental health 
screening, communication with primary 
care staff (clinical and administrative) 
needed to be established.  An understand-
ing of traditional office processes was 
crucial to the development and implemen-
tation of integration protocols acceptable 
to primary care staff. 
 
• Prepare for resistance from primary 
care: Resistance to integration of mental 
health in primary care was cited in various 
ways and at various levels of intensity by 
all demonstration sites. The importance of 
discussing and demonstrating the benefit 
of integration for primary care was evi-
dent.  Primary care physicians were often 
described as feeling too busy to incorpo-
rate formal screening into their routine 
practice. In addition, the value of formal 
screening was underappreciated as pri-
mary care physicians felt they were able 
to identify mental health problems in the 
course of a routine office visit. Many sites 
described the diligence needed to ensure 
that screening protocols were adhered to. 
 
• Use multidisciplinary teams: Integration 
of mental health and physical health re-
sulted in the identification of issues that 

call for the professional expertise from a 
variety of health care disciplines. A num-
ber of co-location sites developed teams 
consisting of primary care physicians, 
psychiatrists, nurse practitioners, social 
workers and case managers that met regu-
larly to review new and ongoing cases.  
These processes added to more seamless 
referrals between the primary care and 
mental health sectors, improved relation-
ships between practitioners and a greater 
acceptance of the mental health interven-
tions in physical health settings.   
 
• Monitor patient reaction to integration: 
As the demonstration project was imple-
mented, a common concern was that 
stigma associated with mental illness 
would result in patient reluctance to en-
gage in the issue of their mental health. 
Project staff report that through the estab-
lishment of a screening protocol and suc-
cessful interaction between mental health 
and physical health practitioners, patients 
came to accept the attention to mental 
health.  Sites reported that patients were 
comfortable in the location where they 
receive their primary health care and that 
ultimately, primary care involvement in 
mental health has reduced any stigma that 
may been associated with discussion of 
mental health concerns.   
 
• Prepare to uncover unmet psychosocial 
needs: The identification of behavioral 
health concerns uncovered many complex 
psychosocial situations that needed to be 
addressed. Sites found that in many cases 
psychosocial interventions involving hous-
ing, transportation, family caregiving, fi-
nancial problems and other such needs, 
may be more important than psychother-
apy or medication.  At some programs, 
providers felt that addressing these needs 
was beyond their expertise. Compounding 
the issue was the difficulty programs 
found in being reimbursed for these ser-
vices.  Planners of an integrated physical 
health/mental health delivery system 
should anticipate that these psychosocial 
services will be important and plan for 
how they can provide them directly or 
through a linked social service agency. 

• Plan for sustainability: All sites reported 
that shifting to a culture of billing was 
difficult, underscoring the importance of 
planning for fiscal viability and program 
sustainability prior to implementation.  
After program models became opera-
tional, sites received extensive technical 
assistance in navigating and negotiating 
service reimbursement systems. In some 
cases, programs needed to make changes 
to already established staffing patterns.  
 
     For models that operated using satellite 
locations, sustainability is best assured if 
productivity is monitored on an ongoing 
basis. Clinical staff in primary care office 
settings should monitor the balance of the 
assignment of client cases and clinician 
credentialing in each location to ensure 
reimbursement for services is captured.   
     The mental health/physical health inte-
gration demonstration projects all suc-
cessfully implemented depression and 
anxiety screening protocols in primary 
health care settings. Although the project 
focused on older individuals, some pro-
grams also screened younger patients. As 
a result higher rates of recommendation 
for treatment were observed for individu-
als 50-59 years of age compared to pa-
tients 60 and older.  
     Although the demonstration sites pur-
sued different approaches to bringing 
mental health screening and treatment into 
primary care most sites succeeded in es-
tablishing a culture of integration. With 
modifications most programs have been 
able to continue the work started as a re-
sult of grant funding.  
 

Program Follow Up Evaluation 
 
     Two years following funding, OMH con-
ducted a follow up evaluation to determine 
the extent in which the service demonstra-
tion experience had a lasting impact each 
participating program. The evaluation con-
sisted of a set of phone interviews at each 
demonstration site. Interview questions were 
established to determine factors influencing 
program functionality and sustainability; 
while assessing the agencies’ overall experi-
ence as a service demonstration participant. 

     Findings regarding functional status 
conclude that each program developed 
under the service demonstration grant 
remain operational, with nearly half plan-
ning to expand or in the process of ex-
panding. In correspondence with the wide 
success of program sustainability, all pro-
gram directors conveyed that their partici-
pation in the demonstration grant was a 
valuable experience and prepared their 
organization for the impending changes to 
the healthcare system. Moreover, partici-
pants found the initial lessons learned 
developed during implementation to still 
be relevant to their program’s success and 
sustainability. As such, emphasis was 
made on the necessity to adapt program 
models based on the cultural needs of 
clients, as well as staff. This, in turn, al-
lowed the program participants to estab-
lish a seamless service delivery system 
and culture of integration.   
     Additional finding from the post fol-
low up included an expressed value in 
participating within the service demon-
stration learning collaborative and data 
collection process. These tasks were re-
quired by the OMH in order to measure 
program outcomes. As a result, participat-
ing agencies felt that the technical assis-
tance provided and supportive learning 
environment enabled them to build a 
strong program foundation before funding 
ended; which ultimately led to minimal 
issues encountered afterwards. Further-
more, many programs found the collected 
data regarding client screenings, treat-
ment, and outcomes to be essential in ob-
taining a higher level of administrative 
support and establishing an argument for 
the necessity of integrated behavioral 
health/ physical health services.   
     Steve Huz is a Research Scientist at 
the New York State Office of Mental 
Health’s Bureau of Performance Man-
agement and Evaluation.  Donald Zalucki 
is Director of the New York State Office 
of Mental Health’s Bureau of Program 
and Policy Development.  Emily 
DeLorenzo and Nina Candels are mem-
bers of the team at the New York State 
Office of Mental Health’s Bureau of 
Program and Policy Development. 
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