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N ew York State is engaged in a 
multi-year initiative to restruc-
ture the way the State delivers 
and reimburses publicly sup-

ported mental health services.  Over the 
past 50 years, New York’s public mental 
health system evolved from one domi-
nated by large State psychiatric hospitals 
serving tens of thousands to a highly dis-
persed system of non-profit organizations, 
county mental hygiene departments, and 
state and private hospitals. There are now 
more than 2,500 mental health programs 
in New York State. These programs pro-
vide Medicaid and non-Medicaid funded 
mental health outpatient (clinic, CDT, 
Day Treatment, PROS), emergency, resi-
dential, community support, vocational 
and inpatient care services to 688,000 
individuals annually. 
     As this change was occurring, New 
York, like many states, expanded Medi-

caid funded mental health services. To-
day, Medicaid pays approximately 50 
percent of the more than $6 billion annual 

cost of public mental health services in 
New York State.  However, the distribu-
tion of funding for this system has not 
adjusted to reflect changes in our service 
delivery system.  As a result we have a 
system where: 
 
1. Approximately half of the public men-
tal health dollars finance mental health 
hospitalization while the vast majority of 
people with mental illnesses need outpa-
tient services; 
 
2. Reimbursement for mental health services 
is complex and inequitable. “Short term” 
Medicaid initiatives like “Comprehensive 
Outpatient Programs” (COPs), a Medicaid 
payment rate add-on for clinics and selected 
other outpatient providers, have become per-
manent solutions;  
 
3. Research shows that the onset of seri-
ous mental illness occurs in early adoles-
cence, yet identification and treatment are 
often delayed for years; 
 
4. In some areas of the State, there is in-
sufficient access to specialized services 

(e,g., case management, vocational ser-
vices, children’s waiver) that assist indi-
viduals in meeting life roles; 
 
5. The financing system does not incentivize 
recovery/resiliency, success in school and/or 
employment, and other desirable outcomes; 
 
6. Many consumers experience a system 
plagued by fragmentation, poor communi-
cation, poor coordination, and a lack of 
accountability. 
 
7. There is poor integration between men-
tal health/substance abuse/physical health 
care.  As a result, individuals with emo-
tional disturbance/mental illness often 
have unaddressed debilitating health con-
ditions (e.g., obesity, diabetes); 
 
8. There is insufficient data to demonstrate 
the effectiveness of service outcomes; and 
 
9. Other systems serving children and 
adults (i.e., schools, criminal/juvenile jus-
tice, social services and emergency rooms)  
 

see Restructuring on page 38 

NYS OMH Engaged in Mental Health Services Restructuring 

By Phillip A. Saperia 
Executive Director 
The Coalition of  
Behavioral Health Agencies  
 
 

T he Coalition of Behavioral 
Health Agencies has been grati-
fied to be an active participant 
in the stakeholder process estab-

lished and nurtured by the New York 
State Office of Mental Health (SOMH). 
For close to five years, we have main-
tained that restructuring of clinic reim-
bursement and attendant program design 
is long overdue. In fact, we have seen the 
closing of large numbers of Article 31 
outpatient clinics in the New York City 
area, a consequence of the gross imbal-
ance between the costs of running clinics 
and the inadequate Medicaid and other 
reimbursements for services. The closing 
of clinics is threatening the fabric of com-
munity care, the continuity of service de-
livery, especially for hospital discharges, 
and to the welfare of consumers who have 
depended on them for stability and pre-
dictability of care. 

     Properly alarmed, The Coalition, in 
2005 convened a workgroup of its provid-
ers and hired a team of consultants. Mem-

bers engaged in a long process of review, 
analysis of clinic operating data and con-
sideration of alternative models of service 
delivery. The Coalition produced a con-
ceptual framework for reimbursement and 
clinic reform that was presented to the 
newly appointed NY State Office of Men-
tal Health’s (SOMH) Commissioner Mi-
chael Hogan at a meeting in his first week 
in New York. We are mindful still of his 
auspicious response: “I know that clinics 
are the portal to the mental health system.” 
     Now we have been engaged for two 
years in an intense and meaningful 
SOMH/DOH process that is heading 
down the road towards major reform, 
scheduled to begin in January, 2010, a 
scant five months away. We have seen 
considerable accomplishments: 1) a pool 
of dollars established to cover those peo-
ple who are not covered by insurance (the 
uninsured); 2) the measured phase-out of 
a Medicaid rate add-on called COPs, the 
previous mechanism for covering these 
people; 3) a new reimbursement mecha-
nism that will be compliant with federal 
HIPAA law, guaranteeing confidentiality 
to consumers of service; 4) a broadened 

range and flexibility of services for recipi-
ents (although recent rumors about last 
minute unilateral changes in procedures by 
State authorities may belie this accomplish-
ment); 5) increasing the base Medicaid rate 
(although, the exact rate and the rate for 
supplemental services is still in discussion 
and providers await the outcome of the 
deliberations before assessing the impact 
on community clinic service delivery); and 
6) regulatory changes that are designed to 
promote more integration of care, both 
within behavioral health and with primary 
care (although the sector is still unsure how 
these services will be reimbursed). 
     The work has been intense and SOMH 
must be applauded for all its hard work. 
So too do the stakeholders deserve plau-
dits for determined participation that has 
required data collection and analysis, 
many meetings within each group, un-
countable trips to Albany, conference 
calls and webinars. Many good results 
may be observed. 
     Yet there remain a variety of unad-
dressed issues on which the future of New 
 

see Commentary on page 41 
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From the Publisher 
The Economy’s Impact on People and Community Services 

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

A s we all watched on TV and 
felt first hand when we pay our 
monthly bills, we have been in 
the midst of an economic melt-

down not seen since the Depression of the 
1930’s. The Stock Market tanked, the 
housing market crashed, foreclosures 
reached all time highs, and many people 
lost their homes and life savings.  In addi-
tion, there is rampant unemployment, 
businesses large and small are downsiz-
ing, people have lost their medical insur-
ance, and many are having difficulty af-
fording basic necessities. 
     I can’t think of a worse situation for 
everyday people who are suddenly being 
thrown into their own personal or family 
crisis due to the down-turn in the econ-
omy. To suddenly lose one’s job, home, 
and life savings is a horrible thing to go 
through. I know, because I lost all of these 
things during my illness. I can’t help but 
also be deeply concerned about the econ-
omy’s impact on people with mental ill-
ness and other disabilities, and for the 
vital community services that provide 
vital services to them on a daily basis. 
     During my battle with depression, I 
had to take advantage of numerous treat-
ment and support services that make up 
the mental health system of care, includ-
ing: in-patient and out-patient hospital 
services, community day-treatment pro-
grams, entitlement advocacy programs, 
supportive housing agencies, vocational 
programs, and consumer clubhouse and 
drop-in centers.  During my illness I was 
living in the Metro-NY area where I was 
fortunate to have access to all of these 
services. However, such a menu of ser-
vice providers may not exist in every 
community, especially in more rural areas 
where it is not uncommon to have one 
mental health center that addresses all or 
some of these services under one roof. 
     Some may ask why so many different 
services are really needed to help some-
one get well?  I can honestly tell you that 
they are not only needed but can be the 
difference between life and death for 
someone who has suddenly fallen ill to a 
serious mental illness. It is hard to de-
scribe unless you’ve been there yourself. 

     The sudden onset of a serious depres-
sion or other emotional disorder can grab 
hold of a person’s life much like an ava-
lanche grabs hold of the side of a moun-
tain. At the very beginning of the event it 
may appear as only a minor disruption, 
but as it progresses it destroys everything 
in its path. 
     Based on my own personal experience, 
I have always believed that mental illness, 
and caring for someone with one, is not an 
exact science. There are so many differ-
ences in the symptoms each person might 
have—even with the same diagnosis. 
Similarly, the same medication may help 
some people and not others. Often, a mix 
of medications may be necessary to find 
the right chemistry that will help a person 
feel better. This may take weeks or 
months of trial and error to find the right 
medication(s) that work. 
     The reason that a community of treat-
ment and support services are such a life-
line to people who develop a mental ill-
ness is the extreme free-falling nature of 
the experience for many. Much like a sky-
diver jumping out of a plane you are in a 
free-fall with your symptoms hoping that 
your chute will open for a smooth and 
safe landing. Unfortunately that’s not al-
ways the case. For an adult (as I was) the 
experience is even more unnerving be-
cause you are responsible for providing 
for yourself and your family. As your 

illness emerges, your symptoms interfere 
with your daily life—so much so that in 
some cases that you are unable to function 
at work. There isn’t always that much lee-
way given to you to get back on track, and 
managing the normally simple responsibili-
ties of your life can come crashing down 
on you quite suddenly in only a few days 
or weeks. You may then have to be admit-
ted to a psychiatric hospital as I was, and 
when you come out you may feel a bit bet-
ter, but the world you once knew may not 
be the same.  In my case, I had lost my job 
and felt a great embarrassment and hu-
miliation—unable to explain my condition 
to my employer, friends and family.  Thus, 
this first breakdown triggered a series of 
unexpected changes in my life beginning 
with the collapse of my ability to support 
myself on a daily basis. That only added to 
the emotional distress of my illness that 
took over ten years to struggle through.  If 
it were not for all the services that I previ-
ously mentioned I would not have sur-
vived.  I had lost everything, and was 
forced to fall into that safety-net. Thank 
heaven it was there to catch me.  
     Community mental health organiza-
tions and other disability and support ser-
vices are feeling the squeeze that the 
economy has placed on them.  State and 
local governments are in a terrible crisis 
and most are unable to meet budgets that 
fund essential services to communities 
everywhere. The nonprofit sector is reel-
ing. Some organizations are losing their 
entire budgets and are being forced to 
close, while others are having to let staff 
members go, while trying to provide the 
same or increasing service demands with 
an even smaller workforce. This may have 
a serious impact on people with mental 
illness who rely on these services and the 
people who deliver them. Unfortunately, 
there have always been cracks in the men-
tal health care system that caused some 
people to not get the care that they 
needed. It is likely that we will begin to 
see even larger cracks in our community 
services network as a result of the strug-
gling economy. How will this effect the 
most vulnerable people in our society? 
Will the safety-net remain in place? 
     We all have basic needs for food, shel-
ter, friends and family, a sense of worth 
and wellbeing (that comes about by hav-
ing a meaningful life), and a positive and 
nurturing feeling that we are part of a sup-

portive community in which we live.  
When I recently moved from the Metro-
NY area to a somewhat rural part of 
Northeast Pennsylvania, I found I had left 
behind a sense of community that I had 
developed over the years I lived in sup-
portive housing in New York following 
my illness.  They say you don’t appreciate 
the things you have until you lose them.  
It may sound trivial, but little things that I 
came to enjoy where I used to live are 
harder to find now. Things like having a 
cup of coffee at the deli down the block 
and seeing familiar faces just outside my 
door on a daily basis had become a part of 
who I was at that time in my life. Moving 
to a new location, means having to de-
velop an entirely new social network that 
may not equal the one you had. 
     It may be difficult to measure the im-
pact today’s economy is having on every-
day people, some of whom are being up-
rooted from their familiar surroundings 
due to losing their job or their home. 
Many are being forced to move when 
their home goes into foreclosure, and 
many who have recently lost their jobs 
may take whatever job they can find—
even if it means moving to another loca-
tion far from where they now live. For a 
single person it is certainly traumatic, but 
when families are uprooted it may have 
far deeper psychological consequences for 
parents and their young children. This is 
also true where a parent has to travel a 
long distance to a new job, or has to relo-
cate to another city in order to work and 
provide for their families. This can cer-
tainly put a strain on families and can be a 
huge emotional hardship for the parent 
forced to live away from home for long 
periods of time. 
     Let’s hope that the economic reces-
sion will be over soon and that local and 
state government can stem the tide of 
budget cuts to the nonprofit sector.  Too 
much is at stake in an already stressed 
system of care. Perhaps in meeting dwin-
dling budgets, organizations will find 
ways to be more cost effective while still 
delivering the highest level of care to 
their clients.  This will be a real chal-
lenge and something we will continue to 
follow here at Mental Health News. 
 
     Good luck in your recovery, never give 

up, and don’t be afraid to ask for help. 
Have a wonderful fall season ! 

Ira H. Minot, LMSW 
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Staying in Balance:  
Helping Nonprofits Manage Stress in an Uncertain Economy 

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

A s the economy began to cool 
down, business at New York 
City nonprofit organizations 
began to heat up. In June of 

2009, more than 375,000 New York City 
residents were unemployed, increasing 
NYC’s unemployment rate to 9.5% - the 
highest level in over 10 years ( New York 
State Department of Labor, 2009). Losing 
a job can be life-changing, and financial 
strain can be overwhelming, especially if 
you find yourself in need of social ser-
vices for the first time. 
     In the past year, emotional stress stem-
ming from the economic downturn has 
driven more and more New Yorkers to 
seek assistance from local nonprofit or-
ganizations. Increases in service demands 
place additional stress on the frontline 
staff members who deliver these essential 
services. As New Yorkers find themselves 
increasingly unable to make ends meet, 
our city’s nonprofits are stretching their 
resources to meet the demand.  
     In response to the growing need for 
these services, the Mental Health Associa-
tion of New York City (MHA of NYC), 
with support from The New York Com-
munity Trust, has developed a ground-
breaking new program to promote emo-
tional wellness and organizational health 
during the economic crisis.  

     Staying in Balance: Managing Stress 
in an Uncertain Economy provides key 
safety-net organizations with a tool-kit 
and training for managing the stress asso-
ciated with economic loss.   
     Staying in Balance is designed to meet 
the needs of individuals and families 
whose economic stability has been threat-
ened to the point that they must seek as-
sistance from a safety-net organization, 
and the needs of the front-line staff mem-
bers whose own economic situation may 
mirror that of their clients. 

     For staff members, the Staying in Bal-
ance training will focus on: 
 
• Reducing Stress in the Workplace: 

Day-to-Day Tips for Supervisors 
 
• Reducing Personal Stress: Helping 

Yourself, Helping Your Clients – A 
training for front-line workers 

 
• Managing Challenging Client Behav-

ior: Resources for Clients in Serious 
Emotional Distress 

 
     Client material will promote coping 
skills by offering stress reduction tips, 
information on navigating the social ser-
vice system, and resources to help clients 
overcome barriers imposed by the eco-
nomic crisis.  
     Staying in Balance has been funded 
by the New York Community Trust to 
provide emotional support to eight New 
York-based organizations that deliver 
critical services to the neediest of New 
Yorkers, including: The Bridge Fund; 
Legal Services NY; NY Financial Net-
work Action Consortium; City Meals-on-
Wheels; Cancer Care; City Harvest; 
Food Bank of NYC; and United 
Neighborhood Houses. 
     Staying in Balance will prepare these 
organizations to distinguish between nor-
mal emotional responses to difficult times 
and responses that demand professional 
attention. Through this project, MHA of 
NYC will provide these organizations 

with tailored trainings and materials to 
identify when and how to refer emotion-
ally fragile clients to 1-800-LifeNet, New 
York City’s primary 24/7 mental health 
crisis, information and referral hotline or 
1-800-273-TALK, the National Suicide 
Prevention Lifeline. 
     Following 9/11 and again after Hurri-
cane Katrina, MHA of NYC was a first 
port-of-call for those on the frontlines of 
disaster response delivery. Through les-
sons learned from years of post-disaster 
work, MHA of NYC has crafted a public 
health approach that builds community 
resilience and engages and prepares a 
wide range of human service providers 
impacted by crisis or disaster. Staying in 
Balance is one way in which MHA of 
NYC is responding to the emotional 
needs of those experiencing the finan-
cial crisis.   
     The Staying in Balance training and 
toolkit will be made available to wider 
audiences of social service providers, 
clergy, educators, government agencies 
and private sector employees in the com-
ing months. Staying in Balance resources 
will be available online on the MHA of 
NYC website (www.mhaofnyc.org) in the 
fall of 2009.  
  
     Organizations interested in receiving 
the Staying in Balance training, should 
contact Kathryn M. Salisbury PhD, Direc-
tor of Program Innovation and Commu-
nity Partnerships at the MHA-NYC at 
Ksalisbury@mhaofnyc.org  

Giselle Stolper 
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MENTAL HEALTH NEWSDESK 

By National Research Council  
and Institute of Medicine 
 
 

H ealth and social service pro-
fessionals who care for adults 
with depression should not 
only tackle their clients' 

physical and mental health, but also de-
tect and prevent possible spillover effects 
on their children, says a new report from 
the National Research Council and Insti-
tute of Medicine.  To achieve this new 
family-focused model of depression care, 
federal and state agencies, nonprofits, 
and the private sector will have to ex-
periment with nontraditional ways of 
organizing, paying for, and delivering 
services, said the committee that wrote 
the report.  
     Depression affects roughly 7.5 mil-
lion parents (about one in five) in the 
United States annually, and about 15.6 
million children under 18 live with an 
adult who has had major depression in 
the past year, the report notes.  Effective 
tools and strategies exist to treat and pre-
vent depression, but only one-third of 
adult sufferers get treatment.  Although 
many factors affect children's develop-
ment, parental depression can increase 
the chances for health, emotional, and 
behavioral problems in children.  The 

report does not suggest that every parent 
with depression will inadvertently or 
deliberately cause harm to their children, 
but rather that parental depression in-
creases the risks for spillover conse-
quences during critical periods of child 
and adolescent development.   
     “To break the vicious circle of de-
pression, we need to refocus our view of 
this illness through a broader lens that 
sees the whole family, not just the indi-
vidual with depression,” said committee 
chair and psychiatrist Mary Jane Eng-
land, President, Regis College, Weston, 
Mass. “Our report describes a new vision 
for depression care that would provide 
comprehensive services not just to 
adults, but to their children as well.  It 
will take significant policy changes to 
make this vision a reality, but the bene-
fits warrant the effort.”  
     Endeavors to increase the family fo-
cus on depression should aim to remove 
barriers that inhibit more coordinated 
care across organizations and among 
service providers.  Children and adults 
are treated by separate health care pro-
viders who too often do not look at the 
whole family, and many health and 
social services are disconnected.  Few 
programs and health care providers 
routinely ask patients with depression 
if they have children and if their de-

pression has affected their family 
members.  Health plans are not geared 
to pay for services delivered in nontra-
ditional settings.   
     Fathers and mothers may benefit from 
counseling to improve their parenting 
and coping skills, and children may need 
treatment for emotional, behavioral, or 
physical problems.  Services need to be 
available in a range of locations that in-
clude not just obstetrics-gynecology and 
pediatric clinics, but also Head Start fa-
cilities, schools, prisons, other commu-
nity locations, and even people's homes, 
the report says.  This means that clini-
cians must gain experience in delivering 
services in a variety of settings.  States 
should revise policies that prohibit ser-
vices outside of clinical settings. Fed-
eral agencies should establish a national 
program to improve the abilities of pri-
mary care providers, mental health pro-
fessionals, and those who treat sub-
stance abuse to identify, treat, and pre-
vent depression and lessen its effects on 
children of all ages.  
     Public and private health insurance 
plans should support access to screening, 
treatment, and supportive services.  The 
Centers for Medicare and Medicaid Ser-
vices (CMS) could extend Medicaid ser-
vices provided to new mothers to two 
years after birth, which includes a critical 

period of early childhood development, 
the report says.  CMS could reimburse 
primary care providers for mental health 
services and cover preventive services 
for children at risk of developing health 
problems, rather than covering only 
treatment.  Private health plans could pay 
for parental depression screening and 
treatment, and support the implementa-
tion of effective models of depression 
care in a range of settings.  
     Lack of insurance coverage is not 
the only reason that two-thirds of peo-
ple with depression do not get treat-
ment.  Public and private groups also 
need to tackle the insufficient numbers 
of care providers and facilities, diffi-
culties that low-income individuals in 
particular confront in traveling to ser-
vice providers, and the stigma associ-
ated with mental illness.   
     Given the variation in health and 
social services across states, broad ex-
perimentation with service strategies 
will be needed.  Governors of each 
state should convene a task force of 
state and local agencies to coordinate 
efforts and to design and implement an 
array of programs involving multiple 
organizations and settings.  State offi-
cials should document their activities 
and results so that they can learn from 
one another. 

New Family-Focused Model of Depression Care Needed 
To Minimize Risks and Problems for Parents With Depression and Their Children 

Staff Writer 
Mental Health News 
 
 

G rant Mitchell, MD, Commis-
sioner of the Westchester 
County Department of Com-
munity Mental Health pre-

sented the Twentieth Annual Anthony 
Maniscalco, MD Lecture in Public Psy-
chiatry to the Department of Psychiatry of 
Saint Joseph’s Medical Center in 
Yonkers, New York. The lecture was cre-
ated in honor of Dr. Maniscalco who had 
been the Director of the Department of 
Psychiatry from 1970 until 1980, a period 
during which many of the full range of 
mental health services currently available 
at Saint Joseph’s were established.  Ste-
ven Friedman, M.P.H., a former West-
chester Commissioner who had presented 
the first Maniscalco Lecture, was present 
for this year’s address. 
     Dr. Barry B. Perlman, Director of the 
Department of Psychiatry, introduced this 
year’s lecturer. Dr. Mitchell has been 
Commissioner since 2007. Prior to that he 
served as the Chief of Behavioral Health 
at Northern Westchester Hospital Center 

and Chair, Department of Psychiatry at 
Sound Shore Health System. He is the 
CEO of  Prime Care, a multidisciplinary 
behavioral health group practice and was 

the founder of Virtual Briefcase-Psych, a 
behavioral software company. 
     Dr. Mitchell’s topic was “Mental 
Health in the New Environment” and he 

utilized the  presentation to lay out his 
vision for his Department in the areas of 
leadership, services delivery, and policy 
making. Programmatically, he spoke about 
the county’s initiatives which, among oth-
ers, include: (1) a new person-centered care 
coordination program for individuals with 
historically poor outcomes and high costs; 
(2) mental health collaboration teams 
which place a care manager with police 
units with the goals of early intervention 
with individuals a risk for decompensation; 
(3) advocating for flexibility in utilizing 
Medicaid funds; (4) seeking to rationalize 
use of resources in the children’s mental 
health system in relation to housing, emer-
gency and transitional services; and (5) 
pioneering a county based Autism Advi-
sory Committee. Dr. Mitchell described his 
department’s  quantitative, outcomes ori-
ented approach to each of the domains 
being focused on. 
     The Department of Psychiatry at Saint 
Joseph's Medical Center, which serves the 
community of Yonkers, New York and 
contiguous communities, includes a wide 
array of outpatient and inpatient mental 
health services as well as substance use 
disorder treatment programs. 

Grant Mitchell, MD, Commissioner, Westchester County Department of Mental 
Health, Steven Friedman, MPH, former Commissioner, Nancy Maniscalco, daughter 
of Anthony Maniscalco for whom lecture is named, and Barry B. Perlman, MD, 

Director, Department of Psychiatry at Saint Joseph's Medical Center 

Mitchell Presents 20th Annual Maniscalco Lecture at Saint Joseph’s 
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MENTAL HEALTH NEWSDESK 

By The National Institute 
of Mental Health (NIMH) 
 
 

A  trio of genome-wide studies -- 
collectively the largest to date 
-- have pinpointed a vast array 
of genetic variation that cumu-

latively may account for at least one third 
of the genetic risk for schizophrenia. One 
of the studies traced schizophrenia and in 
part, to the same chromosomal neighbor-
hoods. “These new results recommend a 
fresh look at our diagnostic categories,” 
said Thomas R. Insel, M.D., director of 
the National Institute of Mental Health 
(NIMH), part of the National Institutes of 
Health.  “If some of the same genetic risks 
underlie schizophrenia and bipolar disor-
der, perhaps these disorders originate 
from some common vulnerability in brain 
development.” 
     Three schizophrenia genetics research 
consortia, each funded in part by NIMH, 
report separately on their genome-wide 
association studies online July 1, 2009, in 
the journal Nature. However, the SGENE, 
International Schizophrenia (ISC) and Mo-
lecular Genetics of Schizophrenia (MGS) 
consortia shared their results - making pos-
sible meta-analyses of a combined sample 
totaling 8,014 cases and 19,090 controls. 

     All three studies implicate an area of 
Chromosome 6 (6p22.1), which is known 
to harbor genes involved in immunity and 
controlling how and when genes turn on 
and off. This hotspot of association might 
help to explain how environmental factors 
affect risk for schizophrenia. For example, 
there are hints of autoimmune involve-
ment in schizophrenia, such as evidence 
that offspring of mothers with influenza 

while pregnant have a higher risk of de-
veloping the illness. 
     “Our study was unique in employing a 
new way of detecting the molecular signa-
tures of genetic variations with very small 
effects on potential schizophrenia risk,” 
explained Pamela Sklar, M.D., Ph.D., of 
Harvard University and the Stanley Cen-
ter for Psychiatric Research, who co-led 
the ISC team with Harvard's Shaun Pur-

cell, Ph.D.  “Individually, these common 
variants' effects do not all rise to statisti-
cal significance, but cumulatively they 
play a major role, accounting for at least 
one third -- and probably much more -- of 
disease risk,” said Purcell. 
     Among sites showing the strongest 
associations with schizophrenia was a 
suspect area on Chromosome 22 and more 
than 450 variations in the suspect area on 
Chromosome 6. Statistical simulations 
confirmed that the findings could not have 
been accounted for by a handful of com-
mon gene variants with large effect or just 
rare variants. This involvement of many 
common gene variants suggests that 
schizophrenia in different people might 
ultimately be traceable to distinct disease 
processes, say the researchers. 
     “There was substantial overlap in the 
genetic risk for schizophrenia and bipolar 
disorder that was specific to mental disor-
ders,” added Sklar. “We saw no associa-
tion between the suspect gene variants 
and half a dozen common non-psychiatric 
disorders.” 
     Still, most of the genetic contribution 
to schizophrenia, which is estimated to be 
at least 70 percent heritable, remains un-
known. “Until this discovery, we could  
 

see Genetic Roots on page 40 

Schizophrenia and Bipolar Disorder Share Genetic Roots 

NYS Researchers to Test Approaches to Alter Course of Schizophrenia 

Staff Writer 
Mental Health News 
 
 

M ichael F. Hogan, Ph.D., 
Commissioner of the New 
York State Office of Men-
tal Health (OMH), today 

announced that researchers in New York 
State will head the two independent 
teams selected by the National Institute 
of Mental Health (NIMH) to develop and 
test new therapeutic strategies for treat-
ing people experiencing a first episode of 
the psychotic symptoms of schizophre-
nia. The Recovery After an Initial 
Schizophrenia Episode (RAISE) project 
is based on the premise that early inter-
vention with optimized treatments and 
services can alter the course of the illness 
and reduce disability while increasing 
recovery. The research teams will be 
headed by: 
 
• Jeffrey A. Lieberman, M.D., Law-
rence E. Kolb Professor and Chairman, 
Department of Psychiatry, Columbia 
University College of Physicians and 
Surgeons; Director, New York State Psy-
chiatric Institute; and Director, Lieber 
Center for Schizophrenia Research. Dr. 
Lieberman will lead a team of research-

ers from the University of Maryland, 
Dartmouth College, University of Cali-
fornia Los Angeles (UCLA), Duke Uni-
versity, University of North Carolina 
Chapel Hill, University of California 
Davis, and Harvard University Beth Is-
rael Deaconess Medical Center. 
 
• John M. Kane, M.D., Chairman, 
Department of Psychiatry at The Zucker 
Hillside Hospital of the North Shore- 
Long Island Jewish Health System and 
Professor of Psychiatry, Neurology and 
Neuroscience and the Dr. E. Richard 
Feinberg Chair in Schizophrenia Re-
search at the Albert Einstein College of 
Medicine. Dr. Kane will lead a team of 
researchers from SUNY Downstate 
Medical School, Dartmouth College, 
University of North Carolina, Weill Cor-
nell Medical College, Yale University 
and the University of Calgary. 
 
     Commissioner Hogan said, “All New 
Yorkers can be proud that both teams 
involved in this intensive effort to fore-
stall the disability associated with 
schizophrenia will be led by researchers 
in New York State. New approaches to 
the treatment of schizophrenia will be 
tested, emphasizing aggressive interven-
tions as early as possible. These new 

approaches are aimed at helping people 
and their families to live with the illness 
and successfully transition to adult life. 
The Office of Mental Health intends to 
use the findings of these projects to help 
transform the care for all New Yorkers 
with serious mental illness.”  
     Dr. Lieberman said, “This award will 
enable researchers to demonstrate how a 
strategically timed intervention at the 
onset of symptoms can prevent the de-
bilitating effects of one of humankind's 
most devastating and costly mental dis-
orders.” 
     Dr. Kane said, “We are very pleased 
to have this opportunity to work with 
colleagues, families and individuals with 
schizophrenia to develop and test a com-
prehensive early treatment program that 
can not only alter the course of this po-
tentially devastating illness, but also 
change the way that it is perceived.” 
     “This new initiative will help us de-
termine whether intervention that is 
started early, incorporates diverse treat-
ment and rehabilitation approaches, and 
is sustained over time, can make it possi-
ble for more people with schizophrenia 
to return successfully to work and 
school,” said NIMH Director Thomas R. 
Insel, M.D. “Moreover, the interventions 
being tested will be designed from the 

outset to be readily adopted in real world 
health care settings and quickly put into 
place.”  
     “Depending on the study's outcome, 
RAISE could help set the stage for a 
paradigm shift in the way schizophrenia 
is treated in the United States,“ said 
Robert Heinssen, Ph.D., acting director 
of the NIMH division of Services and 
Intervention Research and project officer 
for RAISE. “The ultimate goal of the 
initiative is to eliminate the chronic form 
of schizophrenia that is so costly and 
devastating to the individual, family 
members, and society as a whole. This 
Recovery Act-supported project will hire 
and help train many mental health re-
searchers and care providers for a project 
that is likely to help some of our most 
vulnerable citizens lead more productive 
and satisfying lives.” 
     Affecting just over one percent of the 
adult population, schizophrenia is often 
thought of as the most serious and intrac-
table mental illness. Schizophrenia often 
strikes in the college or early adult years, 
and although many experience a substan-
tial recovery, many others experience 
substantial and lifelong disability. People 
with schizophrenia often do not receive  
 

see Schizophrenia on page 40 
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Staff Writer 
Mental Health News 
 
 

B ehind every successful non-
profit organization is a Board 
of Directors that is made up of 
dedicated men and women. 

These prominent individuals, who hold 
key positions at their own organizations, 
volunteer their time and energy to serve 
on another organization’s Board to assist 
the organization in key areas of its mis-
sion and overall operation. 
     Mental Health News Education, Inc. 
(MHNE), the organization that publishes 
Mental Health News and Autism Spectrum 
News is extremely fortunate to have a 
Board of Directors which is made up of 
many of the mental health and autism com-
munity’s most prominent leaders. 
     At its recent June meeting, the Board of 
MHNE recognized its outgoing Chairman 
and Co-Chairwoman, elected a new slate 
of Officers who will lead the organization 
in the coming years, and bestowed addi-
tional honors to two members who have 
recently left the Board after many years of 
dedicated service.  In this multi-page re-
view, we have the pleasure of introducing 
you to the MHNE Board’s newly elected 
officers and to also pay tribute to board 
members who have given many years of 
service to the organization. 
 

Chairman: Dr. Peter Beitchman 
 
     Dr. Peter Beitchman who joined the 
MHNE Board in 2006 and was the organi-
zation’s immediate past Treasurer, has 
worked and advocated within New York's 
mental health system for the past 42 
years.  He is Executive Director of The 
Bridge, Inc., a comprehensive multi-
service agency for men and women with 

serious mental illness located in New 
York City. Before becoming Executive 
Director of The Bridge in 2000, Dr. 
Beitchman served as the agency’s Deputy 
Director for 17 years.  Prior to The Bridge, 
Dr. Beitchman held a number of key public 
mental health policy positions in the New 
York City Department of Mental Health, 
Mental Retardation and Alcoholism Ser-
vices, the New York State Assembly and 
the Coalition of Voluntary Mental Health 
Agencies, the advocacy and technical as-
sistance organization that represents New 
York City’s nonprofit mental health sector.  
     Dr. Beitchman received a Doctorate in 
Social Welfare from the City University 
of New York and has a Masters degree in 
Social Work from Hunter College School 
of Social Work.   
     According to Dr. Beitchman, “Mental 
Health News and Autism Spectrum News 
have filled a void that very much needed to 
be filled to keep both the professional and 
lay communities informed on critical is-
sues in their respective fields. These publi-
cations have set a gold standard in report-
ing and informing.  In assuming the role of 
Chairman of the Board, so impressively 
filled by Dr. Alan Siskind and Dr. Peter 
Campanelli, I look forward to working 
with the board and our extraordinary ex-
ecutive staff of Ira and David Minot, to 
maintain the excellence of our publications 
and to address the emerging needs and 
interests of our readers.  In this regard I 
urge readers to share your suggestions and 
thoughts about our publications.” (more 
about Dr. Beitchman’s background and 
The Bridge later in this article)  
 

Vice-Chairman: Barry B. Perlman, MD 
 
     Barry B. Perlman, MD, a founding 
member of the MHNE Board, is a gradu-
ate of the Yale University School of 

Medicine, and completed his residency 
in psychiatry at Mount Sinai Hospital in 
New York City.  He is Board Certified in 
Psychiatry by the ABPN. Since 1981 he 
has been the Director of the Department. 
of Psychiatry at Saint Joseph's Medical 
Center in Yonkers, New York.  He is a 
Clinical Associate Professor of Psychia-
try at New York Medical College.  He is 
the Legislative Chair of the New York 
State Psychiatric Association of which 
he is a past president. He served as Chair 
of the New York State Mental Health 
Services Council and as a member of the 
State Hospital Review and Planning 
Council.  He is currently the Vice-Chair 
of the Council on Advocacy and Govern-
ment Relations of the American Psychi-
atric Association. He has published both 
academic and general articles in the field 
of public policy and psychiatry. 
     “Dr. Perlman is someone I can always 
call with a question and know that I will 
get a thoughtful and well informed an-
swer. His extraordinary  knowledge of 
psychiatry and his fair and balanced 
views on the politics of mental health 
care has been a continual source of learn-
ing and inspiration to me,” stated  Ira 
Minot, LMSW, Executive Director. 
 

Secretary: Peg E. Moran 
 
    Peg Moran, LMSW, a founding mem-
ber of the MHNE Board, has been with 
F●E●G●S Health and Human Services Sys-
tem since 2005, and is presently the Sen-
ior Vice President of Residential and 
Housing Services. F●E●G●S is one of the 
largest housing providers in New York 
City and Long Island with over 1200 
beds representing a range of housing 
options for people with mental illness, 
developmental disabilities and other 
needs.  

     Prior to coming to F●E●G●S Peg served 
as Vice President for Behavioral Health 
Services at St. Vincent Catholic Medical 
Centers, Associate Hospital Director for 
Psychiatry at Mount Sinai Medical Center 
and Vice President for Network Develop-
ment at Four Winds Hospital.  She served 
with the New York State Office of Mental 
Health as Director of State Operations and 
Deputy Regional Director. She also served 
at the New York State Office of Mental 
Retardation and Developmental Disabili-
ties and the Association for Retarded Citi-
zens. She has previously served on the 
Board of Directors for Mental Health As-
sociation of New York State and Putnam 
Family and Community Services, and 
held an academic appointment at New 
York Medical College. She is currently on 
the Advisory Board of the Supportive 
Housing Network of New York, and 
works with the Urban Institute for Behav-
ioral Health, the New York State Associa-
tion for Community Living, the Coalition 
of Behavioral Health Agencies, the New 
York City Coalition of the Continuum of 
Care, and the Geriatric Mental Health 
Alliance.  
     Peg stated, “Mental Health News 
brings a unique, powerful message as a 
best practice disseminator and connector 
for consumers, families and providers. It 
has been a privilege to be part of this col-
laborative venture since its early begin-
nings in Westchester County and experi-
ence its growth and expansion under the 
leadership of the newspaper’s founder, Ira 
Minot. Congratulations Ira on MHN’s 
10th Anniversary!” 
 

Treasurer: Alan Trager, LCSW 
 
     Alan Trager, a founding member of the 
MHNE Board, is Chief Executive Officer 
 

See Newspaper Board on page 9 

Prominent Leaders Elected to Key Positions on Newspaper Board 

Peter Beitchman, DSW Barry B. Perlman, MD Peg E. Moran, LMSW Alan Trager, LCSW 

In The Mental Health News Spotlight 
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Newspaper Board Members Recognized for Years of Service 

In The Mental Health News Spotlight 

Peter Campanelli, PsyD and Janet Segal, LMSW Jonas Waizer, PhD Leo Leiderman, PsyD 

Newspaper Board from page 8 
 
of Westchester Jewish Community Services 
(WJCS), a diverse, nonprofit human service 
agency in Westchester County New York, 
where he has worked since 1976.  Among 
the many positions and accomplishments 
during his tenure at WJCS, Mr. Trager 
gained national recognition for the creation 
and development of the Child Sexual 
Abuse Treatment Center, which has devel-
oped into the Treatment Center for Trauma 
and Abuse, a model program in the New 
York metropolitan area.  He served as an 
adjunct Associate Professor at New York 
University Graduate School of Social 
Work for 15 years and is a member of the 
training faculty at Fordham University 
since 1985.  He has written for a variety of 
publications and has been the recipient of a 
number of professional awards, including 
the Leonard Rohmer Award for Profes-
sional Achievement and the NASW Social 
Worker of the Year (Westchester). Mr. 
Trager received his Masters Degree from 
Columbia University and bachelors degree 
from Binghamton University. 
     “As we celebrate the 10th Anniversary of 
the launch of Mental Health News we have 
seen this organization become an important 
part of the fabric of the mental health com-
munity and I look forward to continuing part 
of the team that supports Ira and David 
Minot as we continue to contribute to that 
quilt and grow as an organization.” 
 
Outgoing Chair and Vice Chair Honored 

 
     Dr. Peter Campanelli joined the 
MHNE Board in 2004 and has served as 
Chairman of the Board for the past three 
years. Janet Segal is a founding member 
of the MHNE board, and has served as 
Co-Chairwoman since the organization 
began. Both were presented with leader-

ship awards in recognition of their many 
years of service to MHNE at the organiza-
tion’s recent June meeting. 
 

Peter C. Campanelli, PsyD 
 
     Dr. Peter Campanelli is the President and 
Chief Executive Officer of the Institute for 
Community Living, a not-for-profit agency 
he founded in 1986 which provides rehabili-
tation, housing, vocational and support ser-
vices to over 8000 serious mentally and/or 
developmentally disabled New Yorkers. 
     Dr. Campanelli is a licensed Clinical 
Psychologist in both New York and New 
Jersey and is the recipient of numerous 
local and national awards including the 
Peterson Prize awarded by the Graduate 
School of Applied and Professional Psy-
chology of Rutgers University, two Gold 
Awards from the American Psychiatric 
Association, as well as various congres-
sional and legislative awards. Dr. Cam-
panelli previously served as Chief of 
Service of the Community Residential 
Service for South Beach Psychiatric Cen-
ter, a New York State psychiatric hospi-
tal.  He has served on the faculty of Pace 
University, Rutgers University and Met-
ropolitan College of New York within 
their graduate training programs.   
     Dr. Campanelli has been the Chair of 
the Board of Directors of the Association 
of Community Living, Inc. a statewide 
residential group of providers consisting 
of over 120 residential providers and has 
served as Chairman of the Board of Direc-
tors of the Coalition of Behavioral Health 
Agencies, an organization which is com-
prised of the majority of mental health care 
providers in New York City. He currently 
serves on the Coalition’s Executive Com-
mittee.  In addition, Peter is Co-chairman 
of the Governance Committee of the Hu-
man Services Council of New York City. 

Janet Z. Segal, LMSW 
 
     Over the past thirty years, Janet Segal’s 
innovative and steady advocacy for people 
in need of mental health treatment has had a 
strong impact on the quality of mental 
health services throughout the tri-state area. 
In 1979, Janet joined the staff of Four 
Winds Hospital located in Katonah, New 
York. Then a 35-bed facility, she served as 
the Director of Social Work, eventually 
becoming a member of the senior manage-
ment team as they grew the hospital to 175 
beds.  During this time she assumed respon-
sibility for program development, treatment 
initiatives and marketing strategies, eventu-
ally becoming Chief Operating Officer.  
     She worked to improve services to pa-
tients and to strengthen training and coordi-
nation among clinical staff.  As part of this 
effort, she began a Group Therapy Training 
Program for nurses and mental health work-
ers to make them an integral part of the 
treatment program.  To help people in crisis, 
she instituted an around-the-clock admis-
sions policy at Four Winds, putting herself 
and the admissions staff on call, 24/7.  Re-
sponding to the challenges of managed care, 
she helped to establish three partial hospi-
talization programs for children, adolescents 
and adults so that patients could continue 
their treatment.  
     Janet’s community outreach efforts to 
clinics, agencies, emergency rooms, schools, 
and residential treatment centers, has forged a 
new path, enabling referents to participate in 
their patient’s treatment through communica-
tion with Four Winds clinical staff.  This 
collaboration had great benefit to patients. 
     A graduate of Bard College, Janet had 
originally pursued a career in music as an 
instructor of piano and composition at 
Bard and then as Assistant Director of 
Recorded Music at Radio Station WQXR 
in New York City.  After her marriage, 

and while raising three children, she re-
turned to school where she earned a Mas-
ters Degree in Pastoral Counseling at Iona 
College and a Masters Degree in Social 
Work at Fordham University.   
     As Executive Vice President of Four 
Winds Hospital, Janet continues her focus 
on advocacy for people with mental ill-
ness and outreach to the community. She 
is also the President of the Four Winds 
Hospital Foundation.  She serves on the 
Boards of the National Council on Alco-
holism and Drug Dependence and the 
Community Counseling Center of West-
chester. With the participation of local 
clergy, she has started spiritual meetings 
at Four Winds that incorporates music and 
explores the benefits of spirituality for 
people with mental illness. She has 
reached out to the veteran community 
through the various county offices and the 
Veteran’s Administration and is currently 
working with the Red Cross of West-
chester, in collaboration with Four Winds 
colleagues, to establish support groups for 
veterans and their families.  Janet believes 
collaboration, partnerships and communi-
cation are at the heart of effective mental 
health treatment. 
 

Waizer and Leiderman Retire 
From Board After Years of Service 

 
     At MHNE’s June meeting, Dr. Jonas 
Waizer and Dr. Leo Leiderman, were rec-
ognized for their many years of service to 
the organization.  Each brought their ex-
pertise in mental health care to improve 
the scope and reach of MHNE’s educa-
tional publications. In recent years, Dr. 
Waizer was instrumental in helping 
MHNE develop Autism Spectrum News.  
Dr. Leiderman, a leader in the Latino 
 

see Newspaper Board on page 40 
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By Harvey I. Newman 
Chief Executive Officer 
Wellspring 
 
 

W hen I reflect on the impact 
of the economy on mental 
health services, I find it 
impossible to describe the 

effect beyond the organization that I man-
age in Bethlehem, Connecticut. Well-
spring is a nonprofit multi-service mental 
health organization that serves children, 
adolescents, young adults and adults, and 
their families.  Services provided by Well-
spring and the highly regarded Arch 
Bridge School include a community-
based outpatient  psychotherapy  practice 
for children and adults, an educational 
program for ages 6 to 21, and a set of age 
specific residential/congregate care pro-
grams for ages 5 to young adult (we are 
licensed to 65). Wellspring is a small or-
ganization with a capacity of 41 residents 
and 51 special education students and, at 
any one time, serves about 200 individu-
als and families through our outpatient 
practice. Since we work with a small op-
erational reserve and no endowment, we 
are very concerned about the effect of the 
economy on our organization. 
     This fiscal year, 2009, was the most 
financially volatile we have experienced 
in 12 years. Although the fiscal trend was 
the same as every year, the valleys were 
deeper and the peaks were higher.  Since 

we predominately serve children, our fis-
cal year is structured around the school 
year, with census low in summer, rising 
from the fall to the spring, then plummet-
ing at the end of June. Financially, we 
always spend nine months chasing the 
first three months. The calendar year 2008 
(last six months of FY 08 and the first six 
months of FY 09) was the worst we have 
experienced in more than 10 years—
probably the worst in our 32 year history. 
It represented a seven percent deficit, 

more than three quarters of the loss in 
cash.  Then, suddenly in January, referrals 
picked up and for the first five months of 
2009 we experienced the second highest 
census in 12 years. 
     So, what was the impact of the econ-
omy on Wellspring? Did families feel that 
our services were a luxury during these 
difficult times, and then realize it was a 
need? Was the change in our fiscal for-
tune due to the economy – a situation be-
yond our control? Or, did we make bril-
liant management decisions that turned 
our fortunes around? As the CEO, I still 
do not know the answers to these and 
other pertinent questions about our current 
and recent past. Regardless of the cause, 
we needed to act. 
     In several different ways, Wellspring 
reaffirmed its commitment to mission, to 
intensity of clinical practice, and to qual-
ity of services. We cut back, but not at the 
expense of programs and staff integral to 
the accomplishment of the mission. This 
was important because as a mission 
driven organization, how we meet our 
mental health purposes is as important as 
balancing a budget. We have a clinical 
philosophy that was developed over 32 
years ago which has had significant suc-
cess, along with clinical practices that set 
us apart from many other mental health 
serving organizations. Next, we looked at 
the three streams of funding used to support 
Wellspring -- private payment (including 
reimbursement by insurance companies to 

families), government payment (including 
per diem and contract methods of payment) 
and philanthropy (a modest 3% of our in-
come). As a result of this analysis, we de-
cided that we needed to market to each tar-
get source of income. 
     Also, expenses needed to be con-
trolled.  In fact, expenses were the only 
financial aspect of the organization we 
could control. Over the 20 months be-
tween October 2008 and May 2009, we 
eliminated four positions, just below 4% 
of our employee count. We eliminated the 
positions of COO, one of two admissions 
coordinators, a discharge planning Social 
Worker, and an assistant to the Director of 
External Affairs.  The reductions of per-
sonnel had little, if any, effect on direct 
clinical services. Non-personnel expenses 
were reduced within each program by the 
line staff. Even though income was re-
duced in 2008 because of lower census, 
expenses also were lowered through staff 
cuts and non-program reductions. In this 
period, we created a position for a market-
ing director to assist in increasing our 
census and our philanthropic visibility and 
asked some clinical managers to develop 
more functional direct relationships with 
referrals sources. 
     At the same time, we looked at ways to 
lower non-program expenses. We refi-
nanced mortgages, renegotiated leases, 
stopped advertising to fill vacant positions  
 

see Response on page 36 

An Organization’s Multi-dimensional Response to the Economy 
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POINT OF VIEPOINT OF VIEWW  

We Need a Sound Bite for Mental Health: Please Send Suggestions 
By Michael B. Friedman, LMSW  
 
 

A s health policy reform is un-
folding, it has become clearer 
and clearer that mental health 
is not much on the minds of 

health policy makers in Washington—
despite the best efforts of national mental 
health advocacy organizations. The 
Bazelon Center, Mental Health America, 
NAMI, the National Council of Commu-
nity Behavioral Health Organizations, and 
others have each developed an agenda of 
mental health issues that should be ad-
dressed as part of health policy reform 
(fortunately with lots of overlap), but they 
haven’t gotten much traction. 
     The problem, it seems to me, is that the 
mental health community hasn’t come up 
with a few sound bites that resonate with 
the American people and their elected 
representatives. 
 
> “Universal health coverage”—everyone 
gets that, and it is the driving goal of 
health policy reform even though, I would 
argue, the driving goal really should be to 
improve the health of Americans.  Health 
care should be understood as a means, not 
as an end in itself. 
 
> “Contain health care costs”—everyone 
gets that, too.  We have all experienced 
first hand or heard stories about people 
who can’t afford the health care they need 
or have even been wiped out by health 
care costs.  And it is striking, to say the 
least, that the U.S. spends double per cap-
ita what the highest rated health care sys-
tem in the world spends and is ranked 
only 37th in the world. 
 
> “Improve quality of care”—everyone 
gets that, too, because we all have per-
sonal knowledge of someone who has 
gotten just awful care.  It is entirely be-
lievable and horrifying that 100,000 peo-
ple or thereabouts die from medical mis-
takes in hospitals each year. 
 
     So these three sound bites—health 
coverage for all, contain costs, and im-
prove quality—work in the political 
arena.  But what about mental health? 
     “There is no health without mental 
health”.  Many of us have quoted the Sur-
geon General’s line confident that it is 
persuasive.  But I’m afraid that while it’s 
true, most people don’t get it.  And, come 
to think of it, what does it mean?  What’s 
the policy goal?  It’s not clear. 
     The most effective sound bite for men-
tal health over the past couple of decades 
has probably been the call for “parity”.  It 

has a strong moral ring to it and also calls 
for a policy that at least seems clear and—
presumably—won’t cost any additional 
money.  Even so it took nearly 20 years to 
win that issue, and—as Dr. Michael Hogan, 
Commissioner of the NYS Office of Mental 
Health has been asking —what’s next?  
Been there, done that.  What’s “beyond 
parity?”  Implementing parity?  Yes, that 
needs to happen, but it’s just not a com-
pelling policy issue. 
     The most popular contender for a new 
central theme, it seems to me, is 
“Integrate physical and mental health.”  
It’s a one-liner that covers a lot of terri-
tory.  We need to focus on the health 
needs of people with serious and persis-
tent mental illness, who—we now be-
lieve—die 25 years younger than the gen-
eral population, largely because of unat-
tended health problems.  We need to fo-
cus as well on the mental and substance 
use disorders of people who are not iden-
tified when they get primary health care, a 
very serious failure since 70% of those 
who complete suicide have seen their pri-
mary care provider within 30 days of tak-
ing their own lives.  Not to mention the 
unnecessary suffering of people with un-
treated depression and so forth.  We also 
need to focus on the mental health needs 
of people with co-occurring mental and 
chronic physical illnesses; they are at high 
risk for disability and premature death, 
and their medical costs are far higher than 
people without mental illnesses.  In addi-
tion, we need to focus on the behavioral 
health problems of people in, or at risk of 
needing, long-term care.  Federal and state 
governments have made long-term care 
reform (aka reduced Medicaid expendi-

tures on long-term care) a major goal; but, 
as we have argued elsewhere, it can’t hap-
pen fully without dealing with behavioral 
health issues. 
     So, as a sound bite “integrate health and 
mental health” covers a lot of important 
ground.  But it also leaves out a lot that’s 
important.  As Richard Franks and Sherry 
Glied point out in their book, Better But 
Not Well, one of the critical mental health 
policy issues at the moment is whether we 
should pursue mental health “mainstreaming” 
or mental health “exceptionalism.” By 
“mainstreaming” they mean embedding men-
tal health services more and more in the health 
system.  By “exceptionalism” they mean con-
tinuing to provide services—especially for 
people with long-term psychiatric disabili-
ties—outside of the health system in a spe-
cial mental health system.  Their answer—
clearly correct—is that we need to do 
both—more integration of mental health in 
the health system and continued expansion 
of a broad range of treatment, rehabilita-
tion, support, and residential services for 
people with long-term psychiatric disabili-
ties.  The sound bite “integrate health and 
mental health” just doesn’t capture that 
complexity, I’m afraid. 
     And, frankly, I don’t think the idea 
speaks to most of the American people, 
who still don’t get what mental health is 
about, still don’t believe it’s all that im-
portant, and for whom the idea of integra-
tion is very abstract and hard to grasp. 
     There are some other fundamental or-
ganizing principles for mental health pol-
icy.  Good ideas, but do they work as po-
litically persuasive sound bites? 
 
> “Recovery oriented”:  It strikes me that 
people who don’t speak jargon but do 
speak ordinary English would be as-
tounded to think that mental health care 
now is not recovery oriented and would 
be bewildered by what recovery oriented 
care might be as distinct from ordinary 
treatment. 
 
> “Patient-centered”:  Again, in ordinary 
English it doesn’t make a lot of sense to 
call for patient-centered care.  What are 
we doing now if we’re not centered on the 
care of our patients? 
 
> “Mental health home”:  I’m very taken 
by the recent suggestion to think about 
mental health needs via an analogy to the 
increasingly popular concept of a medical 
home.  But, how many people know what 
a “medical home” is, let alone get the 
analogy between it and the provision of a 
comprehensive array of services for peo-
ple with serious mental illnesses?  A 
home?  Isn’t that either where you live or 

an institution you go to when you can’t 
live at home? 
 
     So I think the search for a sound bite 
needs to continue.  Preferably we need 
one that has a clear meaning in ordinary 
English.  (For example, I would not use 
the term “behavioral health.”  No one 
outside of our field knows what that 
means.)  In addition, the sound bite 
should implicitly contain a broad agenda 
including: 
 
• Coverage of behavioral health care in 

all benefits packages 
 
• Continued incremental improvement 

of community supports for people 
with long-term psychiatric disabilities 

 
• Expansion of, and improved access 

to,  mental health and substance use 
services for the 50% of us who will 
experience mental and/or substance 
use problems in our lifetimes 

 
• Pursuit of new opportunities for early 

intervention and prevention 
 
• Preparation for major demographic 

changes—the growth of aging and 
minority populations 

 
• Quality improvement 
 
• Integration of health and behavioral 

health services in primary, specialty, 
and long-term care 

 
• Inclusion of mental health in the drive 

to improve information technology 
 
• Workforce expansion and enhanced 

competence 
 
• Enhanced research and translation of 

research into practice. 
 
     As I assume is apparent, I haven’t a 
glimmer what the mental health sound bite 
should be.  So, I am issuing this invitation:  
 

PLEASE SEND ME SUGGESTIONS 
Email me at center@mhaofnyc.org 

 
I’ll publish the promising ones  

in my next column. 
 

     Michael B. Friedman, LMSW is the 
Director of the Center for Policy, Advo-
cacy, and Education of the Mental Health 
Association of New York City.  The opin-
ions in this essay are his own and do not 
necessarily represent the positions of the 
Mental Health Association. 

Michael B. Friedman, LMSW 
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The NYSPA Report  
Outpatient Mental Health Clinic Reimbursement Reform: The NYSPA Perspective 

By Seth P. Stein, Esq. 
Executive Director and General  
Counsel, NYS Psychiatric Association 
 
 

T he New York State Office of 
Mental Health (OMH) has em-
barked upon a far-ranging pro-
ject to reform outpatient mental 

health clinic programs and the Medicaid 
reimbursement methodology which sup-
ports them. A particular target of this re-
form process is the elimination of the COPs 
add-on. COPs (short for “Comprehensive 
Outpatient Programs”) was implemented in 
the early 1990s as an add-on to the Medi-
caid rate paid to clinics for providing out-
patient care and treatment to patients cov-
ered by Medicaid.  In order to receive 
COPs payments, clinics were required to 
see patients referred upon discharge from 
inpatient psychiatric services or emer-
gency departments within five working 
days.  Many of the issues discussed in this 
article may appear arcane or irrelevant to 
the care and treatment of patients with 
mental illness.  However, the reform of 
the clinic reimbursement methodology 
ultimately comes down the simple issue 
of how much money will clinics receive 
for treatment of patients and, as is always 
the case, adequate funding is an essential 
prerequisite to continued access to appro-
priate care and treatment. 
     All OMH licensed outpatient clinics 
receive the same base rate for treatment of 
Medicaid patients, but only certain clinics 
receive the additional COPs add-on or 
additional payment.  The COPs payment 
varies widely from clinic to clinic because 
the COPs payment was itself merely a 
device to translate local assistance monies 
provided to certain clinics by the state and 
localities (the various counties and NYC) 
to enhance their funding for uncompen-
sated and undercompensated care.  Essen-
tially, the COPs add-on was calculated by 
dividing the local assistance dollars by the 
Medicaid units of service.  The state de-
vised this approach for one reason only – 
to access federal Medicaid dollars to 
reduce the cost of local assistance.  By 
converting local assistance funding for 
which there was no federal Medicaid 
participation into a Medicaid rate add-on, 
the state was able to draw down federal 
Medicaid matching dollars – the federal 
government provided 50% of the COPs 
add-on rate. 
     During the final years of the most re-
cent Bush administration, concerns arose 
that the Medicaid division of the US De-
partment of Health and Human Services 
would take issue with the methodology 
used to determine the COPs add-on.  Fed-
eral Medicaid rules require that reim-
bursement methodologies established by 
state Medicaid program to set payment 
rates reflect reasonable costs incurred and 
most important, pay the same amount for 
similar services provided by similar pro-
viders.  There was fear that the COPs add-
on would be rejected by the federal gov-
ernment and that the state would have to 
repay hundred of millions of dollars.  
However, we are uncertain whether this 
issue of federal regulatory compliance is 

at the same level of concern for the 
Obama administration. 
     It is correct that the COPs payment 
methodology system has resulted in sig-
nificant and unjustified differences in the 
Medicaid reimbursement for identical 
services often provided by clinics only 
miles apart.  The problem is that eliminat-
ing COPs payments will undoubtedly 
result in significant reimbursement swings 
with some clinics receiving far more 
Medicaid reimbursement than they cur-
rently receive (or even need to cover their 
costs) and other clinics will face a dra-
matic drop in reimbursement that threat-
ens their financial viability.  Although the 
new methodology will be phased in over 
several years, many clinics may not sur-
vive the phase-in period and services to 
patients may be jeopardized.  We are con-
cerned about the financial viability and 
survival of individual clinics because of 
significant reductions in reimbursement.  
Contingency plans need to be developed 
now to prevent an adverse impact on pa-
tients’ access to treatment. 
     Apart from the direct financial impact, 
NYSPA has also suggested taking into 
consideration factors such as the patient’s 
prior history of hospitalization, recent 
discharge from an inpatient psychiatric 
facility or the acuity of the patient’s men-
tal illness. NYSPA recommended that 
OMH provide enhanced reimbursement to 
clinics to ensure proper aftercare follow-
ing an inpatient psychiatric hospitaliza-
tion. The primary cause of re-hospitalization 
is the failure of patients to maintain outpa-
tient follow-up and continue to take their 
medication.  Avoiding unnecessary re-
hospitalization is both cost effective and 
good care.  Thus, we recommended that 
the new reimbursement system provide 
enhanced reimbursement for outpatient 
treatment following hospital discharge.  
Another target of enhanced funding 
should be the care and treatment of pa-
tients with serious and persistent mental 
illness and children with serious emo-
tional disturbance. OMH has estimated 
that at any one time there are approxi-

mately 50,000 patients with serious and 
persistent mental illness receiving ser-
vices in this state. This cohort is not stable 
and persons move in and out of this core 
group all the time. However, it is this 
group that typically utilizes a dispropor-
tionate share of services dollars. Targeting 
funding with incentives to meet the needs 
of this population will also ensure that 
limited resources go to those with the 
greatest need. 
     OMH responded to suggestions that 
funding be targeted for special popula-
tions that it was unable to confirm from 
the financial data available to OMH that 
treatment of these patients is more costly 
or time consuming.  However, the typical 
financial data available to OMH from 
clinics was never intended to assess this 
type of cost data.  Second, and more im-
portant, the prioritization of limited mon-
ies for the highest risk and most poten-
tially costly patients is entirely appropri-
ate and reasonable. OMH has already 
agreed to recognize the higher costs in-
curred by clinics operated by counties in 
this state because these clinics typically 
have significant forensic responsibilities 
in the court system.  Clinic reorganization 
at this time incorporates no element to 
replace the COPs requirements for expe-
dited intake for patients referred upon 
discharge from inpatient services or emer-
gency rooms.  We believe that treatment of 

patients discharged from psychiatric hospi-
tals and patients with serious and persistent 
mental illness (and children with serious 
emotional disturbances) should also be 
recognized as a priority for funding. 
     OMH has proposed several new ser-
vices targeted for patients whose needs 
require enhanced services.  The new ser-
vices include off site outreach and en-
gagement, crisis intervention, and com-
plex care management.  The inclusion of 
these new services is a positive step to 
adding new tools to address the needs of 
patients with significant clinical needs.  
However, there is a potential financial 
trade-off in adding these new services.  
Because OMH is working with a fixed 
pool of funds, dollars used to pay for 
these new services will inevitably reduce 
funding for essential services such as psy-
chotherapy and medication management.  
Care needs to be taken to ensure that new 
services are not funded at the expense of 
core services. 
     NYSPA also recommended a change 
in the role of psychiatrists in clinics.  Un-
der current Medicaid rules, psychiatrists 
are compelled to divert a significant por-
tion of their time from patient care to pa-
perwork. Under current rules, every pa-
tient’s treatment plan must be signed off on 
by a psychiatrist even when the psychiatrist  
 

see NYSPA Perspective on page 38 
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By Carolyn R. Wolf, Douglas K. Stern,  
and Eric Broutman, Esqs. 
Abrams, Fensterman, Fensterman, Eisman,  
Greenberg, Formato & Einiger, LLP 
 
 

O ne can hardly turn on a televi-
sion or listen to the radio with-
out coming across some discus-
sion of our present economic 

times. Terms like financial tsunami and 
economic disaster are cavalierly bandied 
about as ways of describing where our 
economy presently stands. With unemploy-
ment rates reaching levels not seen in the 
past 30 years our present circumstance has 
been compared to by experts and pundits 
alike, and arguably rightfully so, that hor-
rific span of time in American history, the 
Great Depression. Naturally, with such a 
difficult economic climate State and Local 
Governments have felt the pinch with se-
verely reduced tax revenue. In New York, 
where State law mandates that the Gover-
nor and Legislature produce a balanced 
budget, less money coming into the system 
means less money going out. Programs are 
cut, salaries are, at best, stagnated, and 
planned improvements are either put on 
hold or completely disregarded. 
     As those in the mental health commu-
nity are all too aware, when government 
seeks to cut its overall expenditures cuts 
in mental health spending are likely 
among the first items on the chopping 
block. In the past two fiscal budgets, 
while funding for mental health services 
were certainly cut, advocates and Legisla-
tures with an understanding of the need 
for appropriate services have preserved 
critical programs. 
     This article will discuss some compo-
nents of New York State’s Budget over 
the past two years as it relates to spending 
on mental health programs and what the 
anticipated effect of these cuts can be. In 
addition, this article will highlight some 
of the achievements that were previously 
mentioned. 
 

New York State Budget Spending 
Over the Past Two Years 

 
     New York by far exceeds the rest of 
the country in terms of mental health 
spending on a per capita basis. However, 
that lead has slimmed significantly in the 
past 30 years. In 1981, New York ex-
pended $69 per person on mental health 
treatment, exceeding the national average 
by 155%. By 1997, while New York had 
increased its per person spending, the 
ratio dropped by half to 88% greater than 
the national average. Indeed, over the past 
10 years mental health spending has re-
mained idle in the State. It is with this 
background in mind that we look to the 
present cuts in spending over the past two 
fiscal years. 
     In the 2008 and 2009 budgets, reduc-
tions in spending on mental health ser-
vices totaled approximately $240 million. 

Many of these cuts were realized by de-
ferring or outright cancelling previously 
approved projects that had not yet begun. 
Adopting this posture with respect to the 
construction, maintenance, and rehabilita-
tion of state facilities, most notably psy-
chiatric facilities, is where a large portion 
of these savings took place. As an exam-
ple, 450 beds were eliminated from State 
run psychiatric facilities. Significant re-
ductions were also exercised in the area of 
aid by the State to community based men-
tal health programs. 
     Specifically in the 2009 Budget, nearly 
half of the savings achieved that year 
were at the expense of State workers who 
were forced to do without a cost of living 
adjustment to their salaries. The Medicaid 
reimbursement rates for psychiatric care 
to hospitals were also appreciably re-
duced. This reduction will most certainly 
have the effect of reducing the length of 
in-patient hospitalizations possibly against 
better clinical judgment. 
     Despite what appears to be an other-
wise bleak outlook, these cuts must be 
considered in light of the fact that all State 
agencies were called upon to reduce 
spending, reduce salaries, and eliminate 
programs. With that in mind, mental 
health advocates, and likeminded mem-
bers of the New York State Legislature 
achieved fairly significant successes in 
terms of limiting, and more specifically, 
targeting spending cuts to those programs 
deemed of least importance. 
     Mental health advocates, such as the 
New York State Mental Health Associa-
tion, have fiercely argued that if cuts were 
necessary, the first place where reductions 
should take place is spending on Sex Of-
fender Programs. One can argue the rela-
tive merit, or lack thereof, of the civil 
confinement and treatment of sex offend-
ers on a separate basis. However, the fact 
that these programs, not to mention these 

individuals, are indiscriminately lumped 
together with those suffering from a men-
tal illness has been a thorn in the side of 
the mental health community for some 
time. Nevertheless, because this is the 
political reality presented, mental health 
advocates worked hard to garner cuts in 
sex offender programs so as to alleviate 
the pressure on programs that deal strictly 
with people with mental illness. Those 
efforts were rewarded in the most recent 
Budget by forcing cuts in programs desig-
nated for the civil confinement of sexual 
offenders, thereby limiting the spending 
cuts necessary for other core mental 
health programs. 
     While cost of living adjustments to 
mental health worker’s salaries were de-
ferred in the 2009 Budget they were main-
tained the previous year, which was a 
rather significant success in 2008 for 
mental health advocates and consumers of 
services alike. Also in the 2008 budget, 
increases in spending were achieved for 
housing services, children’s services, and 
co-occurring disorders. Successes, in the 
2009 Budget were markedly more mod-
est; resigned to ensuring that funding con-
tinued at similar levels for already enacted 
programs, such as supported housing. In 
light of the worsening economic picture 
this year as opposed to last, forestalling 
reductions in a program’s funding must be 
considered an accomplishment. 

The Effects of These Cuts 
On People with Mental Illness 

    
     The direct impact of these spending 
cuts will be sweeping. A reduction in the 
number of beds available at State run fa-
cilities, which are almost exclusively long
-term care options, means one of two 
things; either patients will languish in 
acute care facilities where they are unable 
to receive the long-term care they require, 
or, because these patients are unable to 
obtain a bed at a long-term care facility, 
acute care hospitals will seek to discharge 
patients into the community before they 
are psychiatrically capable of handling 
that environment. This will lead to vulner-
able individuals being taken advantage of, 
or worse, suffering physical harm. 
     Reductions in funding for Medicaid 
will no doubt affect inpatient care. A re-
duction in Medicaid dollars will cause a 
shortening of days available for inpatient 
care and the premature discharge of these 
patient. In turn, this leads to patients being 
placed in harms way because they are left 
to survive in an environment they are not 
yet clinically capable of dealing with. 
Another affect of premature discharge is 
the exacerbation of the already pervasive 
problem of the “revolving door” of psy-
chiatric care.  In essence, patients leaving  
 

see Budget on page 39 

         THE MENTAL HEALTH LAWYER 

Our Economy’s Effect on New York State’s Mental Health Budget 

 
Carolyn Reinach Wolf, Esq 

and Douglas K. Stern, Esq of    
ABRAMS, FENSTERMAN, FENSTERMAN, EISMAN, 

GREENBERG, FORMATO & EINIGER, LLP  
Attorneys at Law  

Devoted to the Practice of Mental Health Law 
 

The Firm represents more than twenty major medical centers,  
as well as community hospitals, nursing homes and outpatient clinics,  

in the New York metropolitan area in the field of mental health litigation,  
consultation, advocacy, and related disciplines. 

 
In addition, our team of attorneys, with more than forty years combined 

experience, offers legal representation to families and individuals affected  
by mental illness.  We provide a broad range of legal services and counsel on 

such matters as: mental health case management and continuity of care;  
discharge planning; Assisted Outpatient Treatment (Kendra’s Law);  

Mental Health Warrants; Hospital Treatment over Objection and   
Retentions; Patients’ Rights and Guardianships. 

 
Our firm regularly contributes to a number of publications concerned with 
Mental Health and related Health Care issues and participates in seminars 

and presentations to professional organizations and community groups. 

 

220 E. 42nd Street - Suite 505 
New York, New York 10017 

(212) 279-9200 

1111 Marcus Avenue - Suite 107 
Lake Success, New York 11042 

(516) 829-3838 

Carolyn R. Wolf, Esq 

PAGE  15 MENTAL HEALTH NEWS ~ FALL 2009 visit our website: www.mhnews.org 



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

J oanne is diagnosed with Schizo-
phrenia.  She receives $761/Mo. in 
Social Security Disability Income 
(SSI), $200/Mo. in Food Stamps, 

she has her own one bedroom apartment 
thru Supported Housing (Section 8), 
Medicaid and a half-fare bus pass. 
     She applied for a part-time cashiers’ 
position at A&P across town, she’ll earn 
eight dollars an hour and work seven 
hours on Saturdays. 
     Joanne and her Caseworker are estimat-
ing her monthly budget. They’re shocked 
to learn the work-related expenses come to 
$77/Mo. – that’s about one-third of her 
estimated gross salary of $224/Mo.  But, if 
Joanne brings her own sandwich and water 
from home, she estimates she could cut her 
expenses by $20/Mo. 
     However, the earnings penalties from 
three of Joanne’s’ Government Benefit 
Programs; disability income, housing & 
food are substantial; they total $233/Mo. 
Together with her $77/Mo. in work re-
lated expenses, they wipe away any finan-
cial reason for her to return to work. 
     Her Caseworker then remembers 
SSAs’ Red Book that said if a person on 
SSI applied for various work incentives, 
like Ticket-To-Work and Pass Plan, they 
could return to self-sustaining work.  
They clicked on ssa.gov/work incentives. 
     Joanne consults SSAs’ Ticket-To-
Work Booklet, (05-10060), and learns 
that the only benefit for her to enroll 
would be to avoid triggering a disability 
review, (CDR) if she ever makes over the 
$700/Mo. Substantial Gainful Activity 
(SGA).  The Ticket To Work will not 
solve her problem of how to keep more of 
her $224/Mo. gross salary. 

     She then explores SSAs’ Pass Plan 
(05-11017), and learns this is a savings 
plan.  This won’t help her either because 
there is no money left over for her to save. 
     Her Caseworker has heard 1619(b) 
will let her earn over forty thousand dol-
lars a year and enable her to keep her 
Medicaid.  But, this won’t help Joanne, 
her problem is much smaller.  Same 
story with the Medicaid Buy-In; she can 
only dream of making more than 
$19,000/Yr. 
     After reviewing the various Impair-
ment Related Work Expenses (IRWE’s), 
only “transportation”; consisting of an 
unreimbursed medically prescribed car 
service might apply.  But, it still wouldn’t 
solve her problem of helping her keep 
more of her salary. 
     The $2,400 Work Opportunity Tax 
Credit would only help her employer, not 
her.  And, she knows A&P wouldn’t go 
for a Subsidy. 

     Out of the eight work incentives, only 
one; HUDs’ Earned Income Disallow-
ance would actually help Joanne.  If she 
could save the $67/Mo. Section 8 rent 
deduction for the first year ($33/Mo. for 
the 2nd) – she could reduce her total Gov-
ernment deductions to $166.  However, 
these deductions and, the $77/Mo. in work 
related expenses, a total of $243/Mo., 
would still result in a net monthly loss for 
Joanne of nineteen dollars. 
     Joanne and her Caseworker conclude 
these work incentives don’t address her 
basic financial needs and decide not to 
pursue employment.   
     In spite of the hundreds of billions of 
dollars spent in the United States for the 
recovery and rehabilitation of persons 
with disabilities; health care, housing, 
education/VR, community supports, job 
supports and more, we are unable to help 
more than one-half of one percent 
achieve self-sustaining employment  
(SSA, 2007 Annual Statistical Report; 
tables 43 and 53).   
     When you examine the fine print of 
SSA’s work incentives, you find they 
don’t apply to ninety-nine percent of SSI 
Recipients.   
     This failure affects every one of the 
over twelve million persons with physical 
and mental disabilities in the U.S.; it is a 
waste of their lives and talents an enor-
mous loss to the economy, an unnecessary 
burden to the taxpayer and drain on the 
Social Security Trust Fund. 
     America cannot afford to continue this 
colossal waste of life and resources.  It is 
time for change.  It is time to act.  We 
don’t need another study, SSA has already 
provided the data. 
     Whatever the solution is for achieving 
self-sufficiency, it will require leadership 
and bi-partisan coordination.  History has 
demonstrated it won’t be solved by SSA 
and the Academics. 

     We envision a series of public-private 
partnerships, with business persons lead-
ing the way. These pilot studies could 
include a variety of scenarios: (1)
European-style integrated on-site em-
ployer-caregiver programs; (2) Incentiv-
ized work-study programs based on abil-
ity/performance & a waiver of Govern-
ment earnings penalties; (3) Parity return-
to-work regulations for SSI & SSDI popu-
lations; and (4) Outsource transition-to-
work programs from SSA/VR to DOL & 
OMH, Manpower and Goodwill Industries. 
     In light of this evidence, we submitted 
testimony last June recommending that 
the Ways & Means Committee postpone 
reauthorization of WIPA & PABSS until 
a thorough review of the Economics of 
Recovery can be conducted for both SSI 
& DI recipients. 
     SSA’s testimony to the House Ways & 
Means Subcommittee on the reauthoriza-
tion of work incentives would have us 
believe their work incentives would be 
effective in returning recipients to self-
sufficient work, if only more people knew 
about them.  They talk of Demonstrations 
& Studies that will prove their effective-
ness in years to come if the Committee 
will only be patient.  SSA’s requests to 
the Committee are the same in 1999 and 
2009; “give us more time and money”. 
     The promise of hope is that for each one 
percent we help get off Government Bene-
fits, they will contribute over three billion 
dollars to SSA’s Trust Fund (GAO). 
     These facts present a unique historical 
opportunity to correct this injustice by 
helping millions of persons with disabili-
ties become self-sufficient. 
     Please help by making self-sufficiency a 
part of your 2009 agenda.  To read the full 
report, go to: www.economicsofrecovery.org/
employmentoutcomes. 
 

Thank you.  

Donald M. Fitch, MS 

The Economics of Recovery: Demystifying Government Work Incentives 
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By Susan  Briskin, MCAT, DTR 
Psychosocial Rehabilitation Department 
New York Presbyterian Hospital 
Westchester Division 
 
 

T raditionally, behavioral health 
patients have been referred for 
vocational counseling because 
their illness has formed a barrier 

to obtaining and maintaining employment.  
Patients may have presented with ambiva-
lence about entering the work force, or 
fears that their treatment may interfere 
with the scheduling demands of a regular 
job.  Along with the downturn in the 
economy, however, there has been a shift 
in patient’s issues and needs.  More often 
we are seeing patients who have a sub-
stantial work history and are eager to 
work again. 
     Identity issues are different.  Instead of 
dealing with the maturation from depend-
ence to independence, people who have 
lost their jobs have usually already devel-
oped a mature work identity, and are strug-
gling with its loss, as well as other losses 
including income, structured time, sociali-
zation and purpose.  In addition to the nuts 
and bolts of vocational counseling such as 
updating a resume and assisting with job 
search strategies, as therapists we also try 
to support patients in this mourning proc-
ess.  The reality of the current recession is 
also forcing patients to learn acceptance, 

perhaps by taking a lower paying, lower 
prestige and often less interesting job.  
Throughout this process, we encourage 
patients to re-evaluate their life style 
choices, spending habits and ways in 
which they allocate their free time. 
     Now more than ever, patients are en-
couraged to learn and incorporate stress 
management techniques into their daily 
lives.  When people are searching for a 
job, experiencing financial pressure, de-

pression and anxiety, they can easily feel 
like they don’t deserve to engage in en-
joyable leisure activities.  We continu-
ally remind patients that there are plenty 
of low-cost ways to relax and spend 
quality time with people they care about, 
which in and of itself can be a powerful 
stress booster. 
     Volunteer work is also useful, often 
providing the same depth of experience as 
a paying job, but without the income.  
Volunteer work can also provide a current 
reference to a prospective employer, as 
well as a sign of initiative and motivation, 
and valuable ties to the community. 
     Also vitally important right now are 
practices of good follow-through in the 
job search strategy.  As anyone looking 
for work knows, this is made more diffi-
cult by companies utilizing internet sites 
for advertising positions (e.g., mon-
ster.com, Linkin.com, etc.)  No longer can 
applicants forge a phone relationship with 
a voice from Human Resources or the 
department of hiring, as sending resumes 
into the ether of the internet has become 
the norm.  As always, however, using and 
expanding one’s personal network is es-
sential and in fact, 85% of people find 
their jobs through a personal contact. Let-
ting friends, family, acquaintances and 
former colleagues know you are on a job 
search is a very important technique as 
well as a way to avoid social isolation.  
Simply continuing to ask the questions, 

“Do you know of any job openings?” or  
“Do you know anyone who might know 
of any openings?” can make a big differ-
ence in urging personal contacts to pass 
your name along to someone else who just 
may be hiring.  While many of these may 
sound like very basic techniques, learning 
to market oneself is a real challenge for 
people struggling with depression and 
feelings of shame. 
     A period of unemployment can also 
present an opportunity to evaluate a ca-
reer change and re-tool one’s skills sets. 
Especially for older job candidates, this 
is often the time to update things like 
computer skills and presentation style.  
There are free or low-cost skill develop-
ment classes in every area, and learning 
or improving on skills like these results 
in a feeling of mastery, as well as the 
ability to offer a prospective employer 
all that much more. 
     Until the economy turns around, the 
needs of the behavioral health patients we 
serve will undoubtedly be affected by the 
changing work climate.  This recession is 
uncharted territory for all of us, and it is 
important to remember to try to learn as 
we go, get advice from people we trust, 
and as always, help each other.  I am cer-
tain that the vocational therapists and the 
rest of the staff at New York-Presbyterian 
Hospital will continue to find strategies to 
meet this challenge and support our com-
munity, whatever the future brings. 

The Economy’s Impact on Vocational Services 

Susan  Briskin, MCAT, DTR 

By Steve Miccio, Executive Director 
PEOPLe, Inc. 
 
 

P rojects to Empower and Organize 
the Psychiatrically Labeled, 
(PEOPLe, Inc.) is a Peer Run 
organization that was founded in 

1990. What started as a Drop-In Center 
and advocacy organization has now be-
come an organization that continues to 
advocate and provide peer services that 
attempt to make a difference in terms of 
improved quality of life outcomes for the 
people we serve. We currently provide an 
array of services in 5 counties in New 
York that include but are not limited to: 
Peer Advocacy, Supported Housing, 
Adult Home Advocacy, Representative 
Payee services, Warm Line Services, 
Emergency Room Advocacy Services, 
Drop-In/Social Connection Center, HUD 
Housing, Peer Support Groups, Nights 
Out Activities, In-Home Peer Companion 
Services, Peer Services in Clinics, Hospi-
tal Diversion Services, Peers on ACT 
Teams, Peer Advocacy Training, Consult-
ing Services, Transformation Education/
Implementation, Wellness/Recovery Edu-
cation, Research Partners, Suicide Inter-
vention Training, Systems Advocacy, and 
Specialized Contractual Services 
     PEOPLe, Inc. has grown in size and 
grown in its mission to advocate for and 
with people in our community. As we 
have worked over the years we have had 
the opportunity to share our stories and 

hear many personal stories concerning 
the different levels of care delivered in 
several counties and different parts of the 
state and country. When The Presidents 
New Freedom Commission Report on 
Mental Health, Achieving the Promise: 
Transforming Mental Health Care in 
America was published in 2003, it con-
firmed what so many people knew in that 
the mental health system is “broken”. 
The report talks about how fragmented 
the mental health service system is and 

that many services do not necessarily 
support recovery. 
     Prior to that report PEOPLe, Inc. had 
embarked on a local mission to move 
beyond advocacy and begin to design 
and deliver peer services that “made 
sense” and focused on recovery of the 
people we served. One of the first new 
services we offered was employing Peer 
Advocates in a hospital emergency room. 
The concept focused on having the peers 
assist people in navigating the often trau-
matic process of being screened and/or 
admitted or discharged to/from the hos-
pital. Having advocates directly in the 
ER serves to improve the level of com-
passionate care that people deserve and it 
expedites the process. This has been suc-
cessful over the past eight years and we 
are now working with two hospitals, one 
rural and one urban, employing peers in 
emergency departments. 
     We then developed a hospital diver-
sion house that serves Ulster and Orange 
Counties called The Rose House. It’s a 
hospital diversion model whereby people 
in crisis or heading towards crisis can 
seek temporary residential care. People 
can stay from one to five nights in a 
warm, friendly, safe and supportive home-
like environment where peers teach op-
tional recovery and relapse prevention 
skills. The goal of the house is to help 
people not just avoid hospitalization, but 
learn ways to break the cycle of going 
from home to crisis to the hospital. People 
that have stayed at the house have some-

times had long histories of cycling though 
hospitals and often the house serves to 
break the learned helplessness if people 
are open to trying new things. In addition 
to the Peer Companions offering tools for 
recovery they are trained to listen to peo-
ple intently and compassionately. The 
Rose House is staffed 24 hours a day and 
offers additional tools that can remind 
people that they are “people first.” The 
additional tools consist of professional 
musical instruments, art equipment, exer-
cise equipment, video games, books, 
movies, self-help tapes/CD’s/Videos, 
computer access and other amenities as 
people request. These tools help one to 
become distracted from the traditional 
acute care approach that often focuses on 
“symptoms” and crisis rather than well-
ness, recovery and hope.  
     The Rose House also offers In-Home 
Peer Companion services to people that 
would like supports in one’s own home. 
Appointments are made to arrange visits to 
people that request support in one’s home 
rather than stay at The Rose House. The 
visits offer an empathetic ear, peer support 
and the same wellness tools that are offered 
in the Rose House. This service has also 
helped people avoid utilization of hospitals 
and more importantly how to focus on a 
more successful lifestyle. 
     A third service that grew out of the 
Rose House was a warm line service. Peo-
ple can call the Rose House and receive  
 

see Providers on page 36 

A Peer Run Service Provider that is Making a Difference 

Steve Miccio 
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Four Winds Hospital is the leading provider of Child and Adolescent Mental Health services 
in the Northeast.  In addition to Child and Adolescent Services, Four Winds also provides comprehensive 

Inpatient and Outpatient mental health services for Adults, including psychiatric and dual diagnosis treatment. 
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Are Psychiatric Disorders Over-diagnosed in Children?   
Are Medicines Over-prescribed?  13 Myths & Facts 

By Kevin T. Kalikow, MD 
Author of “Your Child in the Balance: 
An Insider’s Guide for Parents to the  
Psychiatric Medicine Dilemma” 
 
 

H eadlines scream that too many 
kids are taking Ritalin or Ad-
derall or whatever the latest 
ADHD medicine du jour is.  

TV’s talking heads complain that we’re 
drugging our kids with Prozac, Zoloft and 
other “dangerous drugs.”  But your child’s 
teacher recommends your child be 
“evaluated” — a code word that tells you 
to consider medicine.  And mental health 
professionals tout medicine’s benefits.  
What’s a parent to do? 
     Parents are understandably confused 
and frustrated.  Are these medicines over-
prescribed?  If I consent to medicine, will 
my child become a statistic?  If I don’t, 
am I withholding needed treatment? 
     Let’s trash the myths and examine the facts. 
 
Myth #1  Children do not suffer with psy-
chiatric disorders. 
 
Fact:  While we like to think of childhood 
as a simple time, a bastion of happiness, it 
is not for all children.  Research has 
shown that about 20% of children and 
adolescents have a psychiatric disorder 
and about half of these have a disorder 
which disables them. 
 
Myth #2  Psychiatrists invent psychiatric 
disorders at the drop of a hat. 
 
Fact:  Psychiatric disorders are based on 
years of research and much debate.  Even 
with all the research, are these disorders 
evolving concepts?  Absolutely.  Research 
is painstaking and takes years, so our un-
derstanding of these disorders changes 
slowly.  Some doctors are more liberal in 
applying the criteria for a particular disor-
der and others more conservative.  This 
can frustrate parents who receive different 
opinions from different physicians.  Bipo-
lar Disorder is a perfect example.  What 
Bipolar Disorder looks like in children 
has been debated for the past decade or 
so.  Some doctors apply a broader set of 
criteria and others a narrower set.  The 
final word has yet to be determined. 

Myth #3  When I was a boy, nobody had 
these disorders. 
 
Fact:  When I was a boy, children had 
these disorders, they simply were not rec-
ognized or the kids were labeled “bad 
seeds” and the like.  Truth is, if I look 
back to elementary school, even decades 
later, I can pick out at least some of the 
kids who would have been given a diag-
nosis today. 
 
Myth # 4  Psychiatric disorders are not 
real illnesses with real bad consequences. 
 
Fact:  Psychiatric illnesses carry what 
doctors call significant morbidity and 
mortality.  That is they can be debilitating 
and deadly.  For example, 5-10% of de-
pressed adolescents will commit suicide 
over the next 15 years.  If your child’s 
doctor told you that there was a 5-10% 
chance that your child’s illness could be 
fatal before they were 30, you would not 
hesitate to pursue treatment aggressively.  
Other disorders, like Anxiety disorders, 
while less lethal, also adversely affect a 
child’s functioning.  Some of my patients 
are unable to attend school, go to a 
friend’s house or even leave home be-
cause of anxiety.  And, ADHD is associ-
ated with higher rates of Emergency 

Room visits, medical costs, traffic acci-
dents among teens, cigarette smoking, 
early pregnancy, divorce, job changes, 
and dropping out of high school.  While 
some of these risks are probably higher 
among youth with ADHD combined with 
certain other disorders, I’d say ADHD 
could be a fairly nasty disorder. 
 
Myth #5  Anyone can have a little bit of 
ADHD or OCD. 
 
Fact:  We all have characteristics that 
make us who we are.  Some of us are a bit 
more fidgety and others more slow mov-
ing.  Some are fastidious and others are a 
mess.  But, for those with a disorder, the 
characteristic has become a symptom, 
something that significantly interferes 
with the person’s life. 
 
Myth #6  Psychiatric disorders are caused 
by bad parenting. 
 
Fact:  Parenting has an important and 
unique impact on child development, but 
children also come into the world with 
biological propensities and risks.  For 
example, researchers at NYU showed that 
about 15% of children were characterized 
as being Slow to Warm.  That is, when a 
stranger was present, they clung to their 
mothers, eyes open wide and saying noth-
ing.  Researchers at Harvard showed that 
similar children had faster heart rates and 
more dilated pupils during a problem 
solving task and that about 1/3 of them 
would go on to have Social Anxiety Dis-
order as teens.  More recent research is 
demonstrating that a part of the brain 
called the amygdala is also different in 
children with anxiety disorders. 
 
Myth #7  More kids are using psychiatric 
medicine than ever before. 
 
Fact:  Just want to keep you awake.  That 
last one is actually a fact.  Over the past 
20 years, the number of prescriptions 
given to children and adolescents has in-
creased considerably, perhaps 2, 3, or 4 
times the rate in the 1980’s.  But, the 
number of children using cell phones and 
laptops has also increased dramatically.  
Like these other innovations, other than 
Ritalin, most of the medicines used in 

child psychiatry were not around until the 
very late 1980’s or even later. 
 
Myth #8  Most kids today take a psychiat-
ric medicine. 
 
Fact:  The overwhelming majority of chil-
dren do not take any of these medicines.  
National studies demonstrate that about 5% 
of children are given a prescription for a 
stimulant, such as Ritalin or Adderall.  
About 2% of children are treated with anti-
depressants.  And about 1% or fewer are 
treated with other psychiatric medicines. 
 
Myth #9  Children become addicted to 
psychiatric medicines 
 
Fact:  While some of the medicines used 
in psychiatry, such as stimulants, like 
Ritalin, or the anti-anxiety medicines, like 
Xanax, are addictive when used inappro-
priately, such as used at too high a dose, 
the responsible, physician-managed use of 
these medicines does not lead to addiction 
in children.  In fact, research suggests that 
taking stimulants lowers the risk of drug 
and alcohol abuse among young people 
with ADHD. 
 
Myth #10  Never take a medicine that 
isn’t FDA approved for the condition 
you’re treating. 
 
Fact:  The FDA approves of medicines for 
a specific age group and a specific condi-
tion.  If the patient is not in that age group 
or does not have the specified condition, 
the use of the medicine is called “off-
label.”  Medicines are used off-label eve-
ryday by all physicians.  This is legal and 
ethical.  In fact, about 70% of all medi-
cines (including non-psychiatric medi-
cines) prescribed to children are off-label.  
A medicine can be very effective, but still 
off-label.  For example, the use of the 
SSRI’s, such as Prozac, for anxiety disor-
ders in children is off-label.  There are 
many reasons a medicine might not have 
FDA indication for a specific disorder for 
a specific age group.  But, over recent 
years, the government is trying to encour-
age pharmaceutical companies to research 
the use of medicines in children and apply 
 

See Myths and Facts on page 24 

Kevin T. Kalikow, MD 
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See Myths and Facts from page 21 
 
for FDA approval for children. 
 
Myth #11  Never take a medicine that has 
the FDA’s Black Box warning! 
 
Fact:  A Black Box warning is the FDA’s 
strongest way of pointing out that a medicine 
has a certain risk.  The FDA still approves 
of the use of the medicine for treating a 
specific age group with a particular disor-
der.  Some of the side effects that are given 
black box warnings are rare.  The specifics 
must be discussed with one’s physician. 

Myth #12  If medicine helps, it’s the only 
treatment my child needs. 
 
Fact: Research has shown that while 
medicine is effective for the treatment of 
ADHD and Depression, treatment with 
medicine combined with a behavioral 
treatment, such as Cognitive Behavioral 
Therapy (CBT), is more effective.  For 
disorders such as Obsessive Compulsive 
Disorder, CBT has been shown to be at 
least equally effective as medicine and 
perhaps more effective in the long run.  
For OCD, a combination of these treat-
ments seems best of all.  Many parents 

also benefit from counseling that teaches 
them how to deal with their child’s diffi-
culties, regardless of whether their child 
takes medicine. 
 
Myth #13  Too many children are taking 
medicines, like Ritalin and Prozac. 
 
Fact:  Some children are given psychiatric 
medicine too quickly when another treat-
ment might be indicated.  For example, 
cognitive behavioral therapy should always 
be considered for children with anxiety 
disorders or Obsessive Compulsive Disor-
der.  However, other children would bene-

fit greatly from medicine and never receive 
it.  For example, about half of children 
with ADHD are not treated with stimulants 
which could be very effective.  
 
     In short, medicines are probably over 
prescribed to some and under prescribed to 
others.  However, parents should be neither 
fearful, nor cavalier, about psychiatric 
medicine.  Rather, with their physician, 
they must weigh the risks and benefits of 
medicine against those of other treatments 
and against those of not treating at all.  
Then, with their child in the balance, they 
will decide on the best course. 
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Visiting Nurse Services in Westchester: 
Providing Mental Health Care in Tough Times 

Staff Writer 
Mental Health News 
 
 

I t is becoming increasingly understood 
and appreciated just how much heal-
ing and comfort extend beyond the 
physical. There is a decided mental 

well-being component as well, recognized 
by Visiting Nurse Services in Westchester 
(VNSW), the White Plains-based home 
health care agency that several years ago 
created a program of psychiatric healthcare 
– in the patient’s home, for maximized 
comfort and effect. Under this unique pro-
gram, VNSW’s registered nurses, with 
advanced psychiatric training, conduct 
home visits to develop a plan to treat men-
tal health issues in conjunction with medi-
cal/surgical needs, and to support commu-
nity integration for its patients.  Adjunct 
services complementing the mental health 
component include home health aides, 
medical/surgical nurses, social workers and 
relevant rehabilitation therapies. This pro-
gram has proven to be an important com-
ponent in the care and mainstreaming of 
psychiatric patients. 
     It is imperative that individuals with a 
psychiatric diagnosis being discharged –  
following either a psychiatric or medical 
hospitalization – get comprehensive fol-
low-up care in the community.  The role 
of discharge planners in the hospital is 
crucial. They are the link between the 
patient and the community and it is very 
important that they access all available 
community resources to ensure a smooth 
transition back home.  When the client 
does not have a proper discharge plan, the 
patient’s transition back into the commu-
nity becomes much more difficult. 
     Due to the current state of the econ-
omy several referral sources for Visiting 
Nurse Services in Westchester have had 
cuts in staffing at all levels. This has im-
pacted these agencies ability to perform 
timely and comprehensive discharge 
plans. Unfortunately, many agencies are 
having to do more with less. Visiting 
Nurse Services in Westchester’s Mental 
Health Program has tried to help our re-
ferral sources address this need by provid-
ing a psychiatric intake nurse who will 
visit sites in the community and assist 
staff at these agencies with the discharge 
process to our agency. The response to 
our efforts has been very positive. This 
nurse decreases the burden of referral 
source staff by completing the intake 
process for them. We assist with case co-
ordination and ensuring that the patient 
has a safe and appropriate discharge plan 
in place prior to returning home. VNSW 
also obtains all managed care authoriza-

tions for homecare services for patients 
being discharged to our agency.  This 
helps our referral sources focus their ener-
gies on other pertinent matters.  
     Visiting Nurse Services in Westchester 
is typically one piece of a very comprehen-
sive treatment plan. Patients typically have 
several follow-up medical and psychiatric 
appointments post discharge. They often 
have to utilize transportation provided by 
the department of social services or other 
community agency. The first week or so 
after discharge can be quite overwhelming 
for our patients. Our psychiatric intake 
nurse helps try to increase the patient’s 
familiarity with their discharge plan and 
will assist the patient through navigating 
appointments and utilizing community 
resources those first few days following 
discharge. This nurse often will be the 
nurse admitting the patient to homecare 
and will often meet the patient at impera-
tive appointments to ensure compliance. 
They will also provide this service for pa-
tients who are being referred to us from an 
outpatient program and who have compli-
ance difficulties with medical and /or psy-
chiatric appointments. The intake nurse 
will also meet frequently with the patient 
while in the hospital so that the patient 
becomes familiar with this nurse, who es-
tablishes a trusting relationship with the 
patient. in an effort to allow a smooth tran-
sition to the community and increase com-
pliance with the discharge plan.  
     Many agencies that are part of the pa-
tient's follow-up care plan in the commu-
nity have also experienced decreased 
staffing and funding.  This has led to a 
decrease in the services provided. We see 
transportation companies putting more 

patients on a van route which increases 
the patients travel time between appoint-
ments. This can lead to increased anxiety 
for patients who get concerned with being 
prompt to appointments or who need to 
take a medication upon returning home. 
Patients are reporting a need to purchase 
food on their own when they previously 
received meals at no cost outside of the 
home at different programs. This increase 
in food expense impacts their ability to 
have funds available for other expenses 
such as medication, co-payments or Medi-
caid spenddown payments, and funds for 
transportation.  Patients are also reporting 
an inability to pay the rent and are con-
cerned about the cost of medications and 
often want to stop taking a medication due 
to cost. 
     A goal of all treatment is for individu-
als to be active members of the commu-
nity.  In order for this to be accomplished 
it is important to identify a person’s 
strengths, capacities, preferences and 
needs, as well as, their knowledge of their 
local community, its opportunities, re-
sources and potential barriers. VNSW’s 
mental health team helps its patients capi-
talize on their strengths and negotiate the 
barriers they are experiencing while trying 
to access care and resources in the com-
munity. Two main components to build-
ing a life in the community are housing 
and employment. The current state of the 
economy is a strain on the ability of many 
of the patients who participate in VNSW's 
Mental Health Program to remain active 
members of the community. Many of 
those who are employed are afraid of or 
are at risk of losing their jobs.  This 
causes increased anxiety for many pa-

tients. Patients with limited funds but in-
creasing living expenses are at risk for 
losing their housing if they can no longer 
afford their rent. 
      Patient independence and the ability 
for the patient to recover at home are 
among the primary objectives at Visiting 
Nurse Services in Westchester.  VNSW’s 
services allow individuals with all levels 
of mental illness the ability to remain in 
their homes and involved in the commu-
nity mental health programs that are an 
integral part of their treatment. The 
agency’s ability to monitor psychiatric 
symptoms and medication compliance – 
in addition to teaching the skills needed 
by each individual to help manage their 
specific psychiatric needs- empowers pa-
tients to obtain their optimal level of inde-
pendent functioning/living. VNSW nurses 
have the ability to help the patient advo-
cate for their needs as they see the person 
in their environment and are well aware of 
their needs and ability to remain safely in 
their homes. If the patient is having diffi-
culty managing in their home for any rea-
son we have the ability to assist the pa-
tient in improving the situation before it 
escalates. For example, if we notice a lack 
of food or medications that aren’t being 
purchased or taken as ordered by a physi-
cian, we can explore these issues and help 
address the problem.  VNSW’s mental 
health team is the link between the patient 
and his/her providers in the community. 
     Visiting Nurse Service in Westchester 
is a not-for-profit agency. VNSW pro-
vides care irrespective of  an individual’s 
ability to pay for services.  For those 
individuals with insurance complica-
tions, the agency works closely with in-
surance companies and patients to help 
them understand and access their plan 
benefits. The agency provides free and 
subsidized care to the uninsured and 
is dedicated to helping individuals attain 
and maintain optimal health and func-
tioning in their communities.    
     In addition to nursing care, VNSW 
provides a full range of rehabilitative 
therapies, social work and home health 
aide services; psychiatric patients receive 
comprehensive care from a coordinated 
team of health care professionals versed 
in, and sensitive to, their complete history 
and needs, providing a complete package 
of essential multidisciplinary services. 
With its dedicated Mental Health Home 
Care Program, Visiting Nurse Services in 
Westchester is achieving this objective, 
emphasizing treatment of the whole per-
son with the agency’s core multidiscipli-
nary approach. For details, visit 
www.vns.org, call (914) 682-1480 Ext. 
648 or e-mail MentalHealth@vns.org.  
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Mental Health Services Restructuring Begins with Article 31 Rate Reform 

By John C. Rossland, PhD 
President, The Federation of  
Mental Health Centers 
 
 

Article 31 Clinic Rate Reform 
 

T he Federation of Mental Health 
Centers first filed lawsuits on 
the issue of clinic rate parity in 
1998 and since then the FMHC 

has been vigorously advocating for Medi-
caid rate reform to change the vast reim-
bursement disparity between Comprehen-
sive Outpatient Programs (COPs) and non
-COPs clinics. Finally in 2008 a combina-
tion of forces that included the 2007 
benchmark Public Consulting Group 
(PCG) study on Article 31 clinic fees and 
productivity, the Medicaid reform orienta-
tion of the current administration, pres-
sure from the Federal Government, and 
the fair-mindedness of Officials from the 
New York State Office of Mental Health 
(OMH), Department of Budget, and De-
partment of Health all came together to 
result in a statewide effort to begin the 
process of dissolving the COPs/Non-
COPs system and the creation of, in its 
place, an equitable, economical and uni-
form Article 31 Medicaid rate structure. 
     Led by the Office of Mental Health, 
numerous meetings and conference calls 
involving leadership and stakeholders 
statewide have taken place and have re-
sulted in a rate reform concept paper.  The 

recommendations of this paper are ex-
pected to begin to be phased-in beginning 
January, 2010. 
 

Initial Phase of Reform Now a Reality 
 
     Most Article 31 Non-COPs (Level II 
COPs) and low COPs (Level I COPs) 
agencies should be receiving by now an 

enhanced Medicate Rate. This is New 
York State’s first step towards rate equity 
and it brings the minimum downstate 
clinic Medicaid rate to $100 per full visit 
and the upstate and western state rates to a 
minimum of $90 per visit. 
     Article 31 clinic restructuring demon-
strates New York’s understanding of the 
necessity of Medicaid rate parity and clinic 
reform across mental health services. 
These changes allow for much needed fis-
cal support and financial bolstering to the 
lowest paid clinics, which, despite lower 
reimbursement rates, have continued to 
provide and expand the delivery of highly 
efficient, quality services to their commu-
nities.  This is especially important since it 
is now recognized that clinic treatment is 
most often the foundation and entry point 
for consumers utilizing New York’s vast 
Public Mental Health system. 
     This investment is expected to realize 
returns many times over as agencies 
which are receiving this new support con-
tinue to utilize the most effective models 
of service and hire staff and pay benefits 
in order to enhance patient care.  These 
agencies have historically been able to 
provide services at one half to one third 
the cost of contracted clinics. 
 

OMH Standards of Care  
and Clinic Restructuring 

 
     In the fall of 2008, OMH held a series 
of day long clinic restructuring meetings 

about many important issues including the 
fact that clinics are going to have to 
document that they are carefully identi-
fying, evaluating, monitoring and treat-
ing risk factors such as danger to self 
and others and substance abuse.  This 
emphasis constitutes a focus on stan-
dards of practice instead of regulatory 
change and will be reflected in Recerti-
fication Audits starting in July of 2009.  
Other issues include licensure and the 
expansion of services to substance abus-
ers and the provision of multiple ser-
vices on the same day in order to better 
serve more complicated and seriously ill 
clients. Clinic administrators need to be 
aware that these changes will involve 
substantial changes to audit procedures 
including what is known as “tracer 
methodology.”  With some technical 
issues notwithstanding, the Federation 
generally supports this revised approach 
and also supports OMH’s Care Monitor-
ing Project as long as consumer rights 
are protected. 
 

Other Reforms 
 
     Other progressive reforms are also 
taking place which include the much 
needed expansion of the Interim List of 
clinics for SED children, the creation of 
an Uncompensated Care Pool in order to 
provide the uninsured with services, and  
 

see Rate Reform on page 37 

John C. Rossland, PhD 



By Barry B. Perlman, MD, Director 
Department of Psychiatry 
Saint Joseph’s Medical Center 
 
 

O n February 17, 2009, within a 
month of his inauguration, 
President Barack Obama 
signed into law the American 

Recovery and Reinvestment Act (ARRA) 
of 2009, the $787 billion economic pack-
age meant to stabilize and stimulate the 
nation’s economy. Contained within the 
Act was $1.1 billion dollars designated for 
Comparative Effectiveness Research 
(CER). CER looks to improve healthcare 
by development of evidence based prac-
tice guidelines based on systematic re-
views and synthesis of existing basic and 
clinical research, through data mining of 
registries and cohort studies to understand 
the natural progression of diseases and 
factors which influence their clinical out-
comes, among other approaches. This 
large infusion of funds into an already 
evolving area of research placed CER at 
center stage of the push towards national 
healthcare reform and thus evoked a great 
deal of controversy. Important stake-
holders immediately started weighing in 
on the issue, either supporting it as a path 
to more rationale and cost-effective thera-
peutics or condemning it as antithetic to 
individualized, person centered care. Each 
group’s arguments often seem marked by 

hyperbole. How the CER is structured, 
what questions are asked, and how its 
findings are engrafted into clinical deci-
sion making will be of the utmost impor-
tance to physicians, including psychia-
trists, other providers, as well as to pa-
tients/ consumers and their families. 
     No one should fear well done research. 
Rather, it should be embraced as invalu-

able in informing clinical care. However, 
concern should arise when research find-
ings are used to dictate clinical decisions 
rather than to inform them. This is so be-
cause medical science is complicated, 
difficult to control and dynamic. This 
observation is especially true for clinical 
science due to the multiplicity factors 
impacting on each individuals  healthcare 
outcomes, such as their genetic makeup, 
environment, co-morbidities, etc.. In addi-
tion, the complexity of research method-
ologies make it notoriously easy to misin-
terpret data and misapply them to practice 
and policy. Individuals will need to be 
better informed in order to advocate about 
their own care while stakeholders use 
information to advocate with government 
and other powerful organizations, such as 
health insurers, that increasingly decide 
which therapies will be accessible and 
covered. In an age marked by calls for 
adherence to “best practices” and 
“evidence based medicine” it is important 
to be aware of the shallow and narrow 
nature of many of those clinical guide-
lines. Skepticism and humility about clini-
cal research is warranted. We would do 
well to remember an interchange about 
Miles, the protagonist in Woody Allen’s 
1973 movie “Sleeper”. A doctor observ-
ing Miles’ behavior notes his request for 
“wheat germ, organic honey and Tiger’s 
milk”. Another informs that, “Those are 
the charmed substances that some years 

ago were thought to contain life-
preserving properties.” The first contin-
ues, “You mean there was no deep fat? 
No steak or cream pies …?” The response 
was, “Those were thought to be unhealthy 
… precisely the opposite of what we now 
know to be true.” 
     That humorous yet cynical interchange 
draws attention to the often tenuous basis 
of what we think we know. While there 
are undoubtedly domains in which CER is 
likely to yield clear guidance, perhaps 
with medical devices, comparative thera-
peutics, etc., its ability to provide clear 
pathways is not always evident. Many 
recent clinical examples support the need 
for skepticism but not cynicism. Recent 
examples of radical reversals of policy 
within relatively short time frames have 
emerged from clinical research in the 
fields of cardiology, hypertension, endo-
crinology, and psychiatry among others. 
They have involved positions of  federal 
agencies, the organization which certifies 
hospitals, and a medical specialty society. 
For example, as evidence mounted that 
antidepressants, when prescribed for chil-
dren and adolescents, might evoke suici-
dal thoughts, the FDA in 2004 required 
that a “black box” warning be added to the 
medication package inserts. It now seems 
that the FDA’s warning resulted in a de-
cline in the prescribing of antidepressants  
 

see Research on page 37 
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What to Say 
When Your Friend is Fired 

By Irene S. Levine, PhD  
 
 

G iven the current economic 
climate, most of us know 
someone who has lost a job 
since the start of the reces-

sion. Last January, the Washington Post 
reported that 2.1 million workers were 
fired last year in massive layoffs 
(affecting 50 or more workers), the sec-
ond-highest figure since U.S. Depart-
ment of Labor began collecting this data. 
Small businesses haven't been exempt 
either, many folding or downsizing. Ac-
cording to the Bureau of Labor Statis-
tics, the number of long-term unem-
ployed (those jobless for 27 weeks or 
more) increased by 433,000 to 4.4 mil-
lion between last May and June. 
     While the large majority of these losses 
aren’t “personal” (e.g. based on an individ-
ual’s non-performance), when someone 
you care about is downsized, let go, or 
forced to retire, it is no longer a matter of 
numbers. It is upfront and personal. Aside 
from a downward economic spiral, unem-
ployment is associated with increased 
stress, sleep loss, and depression. While 
friends may be less able to “fix” some-
one’s employment situation, per se, there 
are things they can do to help a friend 
deal with the emotional trauma of being 
fired. Yet many people, even close friends, 
feel uncomfortable; they aren’t sure what to 
say or do, so they withdraw and do nothing. 
Yet, these are times when the support of 
friends can be instrumental in enabling 
someone to better cope with a difficult 
situation. Here are a few suggestions for 
helping a friend who has been fired: 
 
1) Be there: Listen to what happened. Let 
your friend tell her story. Don't pry un-
necessarily. Follow her lead in determin-
ing how much she wants to tell you. Don't 
recite all the grim unemployment statis-
tics she's already been bombarded with by 
the media. Tell her that you're sorry and 
will do what you can to help. 
 
2) Follow his lead: Losing a job is a little 
like losing a loved one. People go through 
stages from anger to acceptance. Don't try 
to talk your friend out of his feelings. 
Don't tell him know how he feels because 
you really can't put yourself in his shoes. 
 
3) Reach out: If she hasn't told you about 
her job loss directly -- perhaps you saw it 
on her profile on Facebook or LinkedIn, 
or you learned about it from a mutual 
friend -- give her a call or send her an 
email acknowledging the loss. True 
friends don't pretend not to know about 
bad things. Recognize that it may be hard 
for her to repeat the same story to every-
one she knows. 

4) Offer concrete help: Do you have 
networking ideas to share? Job leads? 
Can you help your friend brainstorm or 
reinvent his career? Offer to edit or proof-
read his resume. Research whether there's 
a job support group or pink slip party 
locally that your friend could attend.  
 
5) Don't be cloyingly annoying: Stay in 
touch. Email or call regularly but don't 
come on too strong or too often. There's 
nothing more annoying than being con-
stantly asked if you've found a job yet. Wait 
for your friend to tell you the good news. 
 
6) Distract him: Remind your friend that 
there are other aspects of life beyond 
work. Offer to join him for a walk or in-
vite him over for dinner. Remember that 
your friend is on a tight budget so don’t 
propose anything extravagant.  
 
7) Offer her a bridge loan: Many people 
say that friends and money don't mix, but 
if you can afford it and she really needs it 
-- and she's a close friend -- offer a mod-
est loan to help tide her over this rough 
period. Just make sure that it isn’t money 
that you can’t do without yourself.  
 
8) Don't wallow in guilt: If you worked 
with the person, you may experience a 
profound sense of guilt that he was axed 
and you were left behind -- survivor's guilt. 
Recognize that you aren't responsible for 
his termination. While you can be helpful 
and supportive, you need to draw limits. 
 
9) Watch for signs of (emotional) de-
pression: With a sinking economy, it's 
tough to find a new job. Like beautiful 
houses that remain on the market, capa-
ble people remain unemployed for 
months and years. Recognize that ex-
tended unemployment takes an emo-
tional toll. If your friend seems very dis-
tressed, tell someone close to her 
(perhaps a relative) and/or suggest that 
she seek professional help. 
     Yes, it's awkward to console someone 
who has just lost her job but everyone 
needs a little nurturance from their 
friends, especially at times like this. 
Think about what you would want if you 
were in the same situation.  
 
     Irene S. Levine, PhD is a psychologist, 
freelance journalist, and author. She holds 
an appointment as a professor of psychia-
try at the New York University School of 
Medicine and recently completed a book 
about female friendships, Best Friends 
Forever: Surviving a Breakup with Your 
Best Friend (Overlook Press, September, 
2009) and recently co-authored Schizo-
phrenia for Dummies (Wiley, 2008). She 
also blogs about friendship at The Friend-
ship Blog (www.TheFriendshipBlog). 

Promote Your Upcoming Conference 
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The Economy’s Effect on People: A Peer Perspective 
By Jeffrey Perry, CPRP, MSM 
Program Supervisor, Bridger Program 
Baltic Street Advocacy, Employment, 
and Housing, Brooklyn, New York 
 
 

W ith the current economic 
recession our society has 
developed more fears about 
day to day life and what the 

future may hold than in recent memory.  
This translates into volumes for people 
who may require mental health treatment 
as well as community support services.  
Mental health services are increasingly 
seen as playing a vital role in addressing 
the mental health fallout of the current eco-
nomic crisis. With that comes the increas-
ingly important role of the recovery model 
of mental illness as an essential component 
of treatment. Unfortunately, many critics 
still question the validity of utilizing  peers/
consumers as a component in providing 
treatment services within the mental health 
system.  Many consumers like myself, 
understand that our struggle for acceptance 
is similar to hardships endured by black 
Americans during the Civil Rights Move-
ment of the 1950’s and 1960’s.  Much of 
the rights of the Consumer/Peer Movement 
are being compromised due to the stigma 
attached to mental illness. 
     Today’s economic problems are felt to 
an even greater extend within the peer/
consumer community. People with mental 

illness who are already living close to the 
economic edge are faced with the rising 
cost of basic everyday needs such as food, 
shelter, healthcare, and transportation. 
     When a society is going through diffi-
cult times mental health issues typically 
rise at a similar pace. With the wars in Iraq 
and Afghanistan, our troops are returning 
home with more mental health issues. The 
not so distant events of 9/11 brought a 

greater awareness for the need for in-
creased mental health services. Now, we 
hear more and more about how mental 
health issues are resulting from the wars in 
the Middle East, and our current economic 
recession. As the nation learns to be more 
understanding of the mental health needs 
of soldiers returning home from battle and 
with millions of people losing their jobs, 
homes, and life savings due to the current 
economy, we are seeing the ever-
increasing personal side of mental illness. 
     Rather than simply becoming victims 
of everyday crises we must learn to face 
the mental health issues created by these 
events in a more effective way.  Surely, 
when we are in good mental health we 
can.  The increasing use of recovery, peer 
support, and self-help that community 
based services are adopting is a wonderful 
step in the right direction.  Society’s new 
understanding that mental illness can 
strike anyone has caused more people to 
realize the complex nature of mental 
health and mental illness.  The stigma 
towards mental illness is slowly decreas-
ing with our increased understanding that 
recovery is possible.  In addition, we have 
learned that keeping people in institutions 
is more costly than providing community 
services—a more sound economic ap-
proach to be sure. 
     As in communities across the nation, 
the current economic climate has also 
created hardships for people living on a 

low fixed income who receive govern-
ment entitlements such as Social Security 
Income (SSI) and Social Security Disabil-
ity (SSD).  A new and positive approach 
has recently been undertaken by the U.S. 
Treasury Department. They have intro-
duced the “Go Direct Campaign” which 
enables people in government disability 
benefit programs to receive their monthly 
support allowance in the form of a direct 
deposit to their checking or savings ac-
count.  The program also utilizes a bene-
fits credit card which is a cost savings for 
the government who can transfer benefits 
electronically to recipients rather than 
sending a paper check in the mail each 
month.  It seems like a great idea to me.   
     However, advocates who attended a 
recent internet conference sponsored by 
the New York State Office of Mental 
Health that addressed the government’s 
new Go Direct Campaign had concerns 
about how consumers would be intro-
duced and trained to use the new direct-
deposit benefits system. The benefits 
credit or debit cards are being offered free 
to those who sign up for the program. 
This new initiative by the U.S. Treasury 
can have a real positive impact for people 
in mental health care.  The Go Direct 
Campaign needs to be energetically intro-
duced to consumers across the entire local, 
state and national consumer community.  
 

see Peer Perspective on page 36 

Jeffrey Perry, CPRP, MSM 
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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 

95 Church Street, Suite 200, White Plains, New York 10601 
(914) 428-5600    www.searchforchange.com 
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A  record number of participants 
attended MHA’s 29th annual 
Ira Stevens Conference, held 
recently at the Westchester 

County Center.  More than 350 mental 
health individuals attended. 
     MHA CEO/Executive Director Dr. 
Amy Kohn welcomed the participants to 
the day’s proceedings.  New York State 
Commissioner of Mental Health Michael 
F. Hogan, PhD and Westchester County 
Department of Community Mental Health 
Commissioner Grant Mitchell, MD  ad-
dressed the ways the County and State are 
implementing Person-Centered planning 
and service delivery.  
     The Keynote Speaker was Mark 
Ragins, MD, of California, a nationally 
prominent psychiatrist who has promoted 
and implemented effective means of pre-
paring individuals with psychiatric diag-
noses for life in the community at The 
Village Integrated Services Agency.   
The Village was founded in 1990.  
Ragins used the hospice movement as a 
model of person-centered service deliv-
ery and told how his own psychiatric 
practice and the programs at the Village 
had adopted the person-centered perspec-
tives and values. 
     Lunchtime speakers were Mathew 
Mathai, Deputy Director of New York 

Association of Psychiatric Rehabilitation 
Services (NYAPRS) and Joshua Koerner, 
Executive Director of CHOICE. Each 
spoke of his own recovery and of serving 
as leaders of organizations that help oth-
ers to recover.  Afternoon breakout ses-
sions provided a variety of opportunities 
for discussion and further examination of 
the principles of person-centered plan-
ning.  In one session, mental health 
agency leaders met with Commissioner 

Mitchell and with Gary Weiskopf, Project 
Director, Mental Health Financial Re-
structuring Project, New York State Of-
fice of Mental Health and Glenn Gravino, 
Project Consultant, Coordinated Care 
Services, Inc. to review the state’s current 
process of restructuring clinic regulations 
and rates. 
     Other afternoon sessions were “From 
Passenger to Driver: What it Takes to Be 
in Charge of Your Recovery,” presented 

by Eva Dech, Director, Systems Advo-
cacy; “Emerging Best Practices in Devel-
oping a Peer Workforce” presented by 
LaVerne D. Miller, Esq., Policy Research 
Associates, CMHS Transformation Cen-
ter; “Motivational Interviewing and Per-
son-Centered Planning,” presented by 
Raquel C. Andres Hyman, Ph.D. Clinical 
Psychologist and Assistant Professor, 
Program for Recovery and Community 
Health, Yale University School of Medi-
cine; and “The Last of Human Freedoms: 
Choice in a Given Set of Circumstances,” 
presented by Mark Giuliano, MSW, Di-
rectory of Community Support, West-
chester Department  of Community Men-
tal Health. 
     The conference theme reflects MHA’s 
organization-wide transformation of val-
ues and practice to person-centered prac-
tice. This transformation is inspired by the 
2003 report of the New Freedom Com-
mission, Achieving the Promise: Trans-
forming Mental Health in America calling 
for drastic reform of the US mental health 
system. The chair of the federal commis-
sion that produced this ground-breaking 
report was Dr. Michael J. Hogan, Com-
missioner of Mental Health in New York, 
who opened the conference. 
      Ira S. Stevens, (1922 - 1976), a former 
President of MHA and a gifted leader, was 
eager for and responsive to new concepts 
and ideas.  Mr. Stevens is remembered  
 

see Conference on page 40 

Westchester MHA and DCMH Present Person-Centered Conference 

Grant Mitchell, MD, Amy Kohn, DSW, and Michael F. Hogan, PhD 

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

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

 
• In the Residential Program, our staff works with each resident to select the 

level of supportive housing and the specific rehabilitation services which will 
assist the person to improve his or her self-care and life skills, with the goal of 
returning to a more satisfying and independent lifestyle. 

 
• The Housing Services Program, available to low and moderate income  
        individuals and families in Port Chester through the Neighborhood  
       Preservation Company, includes tenant assistance, eviction prevention, home   
       ownership counseling, landlord-tenant mediation and housing court assistance. 
 
• Hope House is a place where persons recovering from mental illness can find 

the support and resources they need to pursue their vocational and  
       educational goals. Located in Port Chester, the Clubhouse is open 365 days a  
       year and draws members from throughout the region. 
 
• In the Case Management Program, HDSW staff provides rehabilitation and 
        support services to persons recovering from psychiatric illness so that they 
       may maintain their stability in the community. 

Human Development 
Services of Westchester 

HDSW 
930 Mamaroneck Avenue 
Mamaroneck, NY 10543 

(914) 835 - 8906 

HOPE HOUSE 
100 Abendroth Avenue 

Port Chester, NY  10573 
(914) 939 - 2878 

 

PAGE  34 MENTAL HEALTH NEWS ~ FALL 2009 visit our website: www.mhnews.org 



PAGE  35 MENTAL HEALTH NEWS ~ FALL 2009 visit our website: www.mhnews.org 



Visit Mental Health News Online at www.mhnews.org 

Response from page 10 
 
(almost all positions were filled for the 
past 18 months), purchased cheaper en-
ergy and fuel, maintained but reduced the 
cost of staff celebrations and fund raising, 
and most difficult of all, eliminated a pay 
raise scheduled for January 2009.  These 
economies made us leaner, but not at the 
expense of program quality. 
     During this difficult time we needed to 
sustain faltering morale, and decided to 
absorb all health care cost increases in FY 
2009 and again for FY 2010. The latter 
decision was based on the theory that this 
was not very expensive, but a real boost 
to morale. The decision was an attempt to 
show our concern for our employees and 
not place further economic burdens on 
staff. Because our situation improved in 
the last half of FY 2009, we provided a 
modest increase in salaries for 2010. We 
controlled what we could, engaged staff 
in controlling what they could, and pro-
vided small concrete gestures of support. 
     Among our responses to the economic 
plight, the most important was our con-
stant reiteration of Wellspring’s mission. A 
year ago, we began a strategic planning 
process with board of directors and man-
agement staff work groups. The combined 
process focused on mission and the devel-
opment of a vision for the future. The mis-
sion was endorsed again and a new vision 
gave us a vital developmental goal, well-
grounded in foundational activities and 
excitement for the future. The vision–long 

term connection and relational care–has 
sound philosophical roots for Wellspring. 
It created a need to engage residential and 
educational program alumni, board mem-
bers and management staff, in new think-
ing. The necessity of responding to the 
economy created a better understanding of 
the mission and a new commitment to pro-
gram development. 
     At Wellspring we attempt to engage in 
what I refer to as relational management, 
just as we follow a relational model of 
therapeutic care. This type of manage-
ment is a long term investment in devel-
oping an organizational culture that 
builds relations with and among staff. To 
paraphrase Marshal McLuhan, we try to 
use “the medium as the message”.  How 
our managers manage informs therapy 
models and supports our therapists in how 
they should conduct treatment. Relational 
management does not negate managing 
the bottom line, but is an adjunct to good 
technical management in finance, human 
resource, information technology, exter-
nal affairs and plant management. 
     The economy has pushed us to a wall, 
but sticking to our core business, manag-
ing “as well as we can,” supporting our 
staff through a united and multi-
dimensional response to our fiscal plight 
has made us stronger. I am reminded of 
the quote, “that which does not kill us 
makes us stronger.” Although I hope the 
worst is over, or at least is greatly dimin-
ished, I know Wellspring is better for 
what we experienced in 2008. 

Providers from page 18 
 
phone-based peer support at all hours of 
the day and night to help people reduce 
loneliness and despair. This service has 
been growing over the past two years and 
has become a vital link for people that feel 
isolated in their homes or living situations.  
     We at PEOPLE, Inc. began to realize 
that we had developed a very appropriate 
and vital hospital diversion service that 
was different than traditional services but 
at the same time was embraced as a com-
plimentary continuum of care by peers 
and professionals. While all of PEOPLe, 
Inc’s services are self-referral, the profes-
sional community has embraced the ser-
vice and will educate people within their 
services about our services. Avoiding 
hospitalization is an important service but 
developing “community” and a different 
focus on wellness, hope and a self-
determined lifestyle promotes a shift 
moving people away from a fear of crisis 
to a life of possibilities.    
     PEOPLe, Inc. has recognized as a peer 
run organization that we must continue to 
build integrity and trust within the peer 
community and the professional commu-
nity if we want to build a wellness-
focused mental health system. We have 
been working with local counties and 
providers as partners in an effort to trans-
form the “medical” model system of care 
to that wellness-focused system of care. 
Through sharing our experiential insight 
and knowledge we have been partnering 
on a new approach that would change 
values and beliefs of professionals around 
recovery. We are in our fourth year of 
working in Ulster County, New York on 
system transformation and the county 
services and private mental health service 
providers are collaborating on many new 
approaches and projects to improve re-
covery outcomes for people.  
     Some of the outcomes of the work we 
are doing has resulted in hiring a peer to 
work directly in the Clinics in Ulster 
County. The services that the Clinic Peer 
offers are peer advocacy, empathetic mu-
tual support, recovery groups, education 
and assistance in the development of 
wellness planning and education around 
health and wellness self- management 
techniques. The Peer Advocate partici-

pates in all management meetings and is a 
key in continuing to educate the clinic 
staff about the mission of wellness-based 
service delivery. This service has also 
been included in our hospital diversion 
model as it has been helpful for people at 
the clinic to know that there is a Peer Ad-
vocate there to support him/her in the 
clinic should there be a conflict between 
the person and the therapist. 
     A Nights Out program was also devel-
oped as a partnership between county 
government, local providers and peers in 
the community. It is a simple concept that 
brings people together in a community 
setting to plan activities and events. It 
first started at coffee house as a social 
night out. It was not about “mental 
health” which meant the focus was on 
socializing. The people that attend are of 
all walks of life and it has grown in popu-
larity over the years. As the participation 
grew, the people that met regularly de-
cided that a larger space was needed. 
Nights Out was moved to a local Church 
in Kingston and now averages 30 – 60 
people every Thursday night and includes 
activities such as book club, men’s club, 
game club, hobby clutch and many more. 
In addition to holding different groups 
within the meeting location a resource 
guide was designed to offer links and 
information to natural supports similar to 
the activities so that people could choose 
to integrate into the community on one’s 
own time. The result has been positive in 
that people have developed friendships 
and found other interests that have pro-
moted personhood into the community.  
     These and the other services that we 
offer have contributed to PEOPLe, Inc’s 
success over the years and has given us 
opportunity to share our knowledge and 
gain new knowledge that promotes 
healthier lifestyles for the people we 
serve. We have become a multi-faceted 
organization that is attempting to partner 
with research to measure and show out-
comes on how a peer run organization 
can vastly contribute to transforming the 
mental health system. We look forward to 
learning more from our peer community 
and to continuing to be a voice in our 
community to implement new ideas that 
truly promote a recovery-focused mental 
health system.   

Peer Perspective from page 32 
 
Without doing so, this new program will 
become just another underutilized service 
that is of benefit to consumers yet has 
failed due to a lack of understanding and 
sensitivity needed to engage the members 
of our community. 
     On the bright side, this initiative by the 
Treasury Department involves consumers 
in “a greening campaign” by using im-
proved technology.  This type of approach 
may go far in helping peers/consumers feel 
they are a part of mainstream society by 
recognizing that people with mental illness 
are also part of our nation’s economy. This 
redirection of energy and resources may 

help lessen the negative effects of stigma 
toward people with mental illness. It pro-
vides everyone with a renewed perspective 
about mental health that focuses on inclu-
sion rather than stigmatization—an out-
dated and fear driven idea of social and 
economic separation. 
     More attention is needed to address 
the needs of our nation’s mental health 
system of care.  The issues surrounding 
mental health – like global warming – 
require increased education followed by 
direct action to address the many issues 
involved.  Mental health is about all of us, 
and in addressing our overall health and 
well-being mental health cannot be 
viewed as an afterthought. 
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The Psychological Impact of the Economic Down-Turn 
By Herb Ruben, Executive Director 
Peninsula Counseling Center 
 
 

T he economic down-turn has in-
dividuals deeply troubled about 
housing, jobs, and finances.  
Business and governmental 

leadership are involved in serious discus-
sion about what remedial steps might be 
taken to alleviate the growing sense of a 
national crisis. 
     What also is at stake is the psychologi-
cal impact this down-turn has on the lives 
of millions of Americans.  People feel a 
loss of confidence in institutions and are 
left with a shaken confidence in them-
selves.  They are worried, scared and feel 
threatened by a breakdown in personal 
security.  They are concerned about their 
own savings and investments and the 
higher cost of living.  They lack certainty 
about what they should be doing. 
     All this gives rise to anxiety.  As anxi-
ety mounts, this spawns the development 
of a whole host of related symptoms.  
Individuals complain that they can’t fall 
asleep or remain asleep. Under stress, 
they begin fearing the possibility of a 
heart attack.  They may turn to drinking 
more or taking more drugs or popping 
more pills to escape their despair. 

     They begin to brood about decisions 
made and feel a loss of hope about their 
future.  They feel angry that all this could 
happen to take away what they’ve worked 
a life-time to build.  And they feel angry 
at themselves that they were not wise 
enough to see this coming. 

     Inevitably, the toll extends to other 
family members – individuals who are 
being laid off or facing a reduction in 
work hours, individuals having to sharply 
tighten the belt on spending or foregoing 
other plans around home re-modeling, 
moving, and vacations. 
     In the face of this ominous cloud, 
there are steps which can be taken mak-
ing it easier to weather this crisis.  These 
include: 
 
1. Don’t keep exposing yourself to the 
constant stream of bad news you’ll get by 
watching the news on TV or reading the 
newspaper.  You already are aware that 
things are difficult.  You don’t have to be 
reminded around the clock that this is so. 
 
2. Maintain a sense of perspective. Re-
member that we’ve experienced signifi-
cant down-turns in the past and have had 
the resiliency to bounce back.  There is no 
reason to believe that this won’t happen 
again.  Having a sense of hope about this 
is important to personal well being. 
 
3. Build something joyful and pleasurable 
into your life.  You need this for balance 
and for an appreciation that there are other 
important values in your life. 

4. Your body in a state of depression will 
feel sluggish and fatigued.  Nevertheless, 
compel yourself to be involved in daily 
physical activity, whether it is the gym or 
yoga or walking.  Each can help drain 
anxiety. 
 
5. Avoid blaming others or yourself.  
There is a large part of our life that we 
can’t control, and economic down-turns is 
one of these.  We need to live with a sense 
of understanding that there are forces be-
yond us which often shape the environ-
ment in which we live. 
 
6. Trust your own gut reactions.  There 
are all kind of charlatans wanting to give 
or sell you advice about what you should 
be doing living under these circum-
stances.  The best and most effective thing 
you can do is to step back and listen to 
what your insides tell you. 
 
7. It is a sign of strength, not weakness if 
you decide to turn to a counselor or coach 
to help sort out your options and how you 
want to address them.  Responsible Com-
munity Resources exist all around you to 
give you some of the support you may 
feel you need. 

Herb Ruben 

Research from page 29 
 
for the identified groups and, inadver-
tently, resulted in the reversal of what had 
been a declining rate of youth suicide. 
The take away message from these epi-
sodes is of the overriding power of gov-
ernment, accreditation organizations, and 
large health insurers’ policies to influence 
care on a vast scale, for better or worse. 
     Why choose to raise the matter of CER 
for the readers of Mental Health News? 
First, ARRA directed the Institute of 
Medicine (IOM) to identify national pri-
orities as research questions to be ad-
dressed by CER using ARRA funds. The 

IOM, which had no psychiatrist or other 
mental health expert on its Committee on 
CER Priorities, published its recommen-
dations on 6/30/09 which included many 
addressing a wide array of mental health 
concerns. (The American Psychiatric As-
sociation was invited to present very brief 
comments at one of the Committee’s lis-
tening sessions.)  It is unclear whether the 
questions brought forward in the report 
were ones those in the field would have 
posed and whether if translated into re-
search they will provide direction to the 
field’s critical concerns. (The IOM Report 
is easily reviewed on the web.) I suggest 
that Mental Health News readers familiar-

ize themselves with the report and the 
CER process as envisioned. 
     Second, as the IOM research topics 
and others are undertaken as CER is pur-
sued, we must wonder how and by whom 
they will be applied to public policy and 
individual plans of care. Let me provide 
an example from the arena of psychophar-
macology. What psychopharmacologic 
treatments will be considered acceptable 
and paid for in caring for persons with 
serious and persistent mental illness such 
as chronic schizophrenia remains an im-
portant and exemplary question. It is a 
fact that to date there has been no research 
which shows a “significant” benefit from 

using of two atypical antipsychotics si-
multaneously. Anecdotally such cases 
exist and there is some support for using 2 
atypicals in the clinical literature. These 
medications are very expensive and costly 
to state Medicaid programs or private 
insurers. Given this background, the ques-
tion then is, what latitude will clinicians 
retain when treating persons who have 
remained refractory to the evidenced 
based care laid out in clinical guidelines?  
The New York State Office of Mental 
Health will be using its PSYCKES data base 
to identify cases for which 2 “atypicals”  
 

see Research on page 41 
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Rate Reform from page 28 
 
the removal of the Medicaid Neutrality 
which precluded the natural expansion 
of services to meet consumer need. 

Going Forward 
 
     In general, the Federation is thus 
far very supportive of OMH’s clinic 
reforms.  The Federation cautions that 

the momentum of this effort should 
not be slowed as such a state of affairs 
could, with COPs deregulation, drain 
the state of much needed mental 
health funds.  Once these reforms are 

fully implemented, we can all expect 
greatly expanded consumer access 
and service expansion with perhaps 
some savings in aggregate clinic ex-
penditures. 



Restructuring from page 1 
 
experience the effects of uncoordinated 
and/or limited access to mental health care. 
 
     To address these challenges, The New 
York State Office of Mental Health 
(OMH) has undertaken a multi-year initia-
tive to restructure the way the State deliv-
ers and reimburses publicly supported 
mental health services.  Quality reforms 
have included new "standards of care" 
emphasizing such key issues as patient-
centered treatment, engagement, appropri-
ate case loads, risk assessment and super-
vision. OMH is also updating its licensing 
methodology to emphasize clinical and 
quality of care concerns over narrower 
aspects of standards compliance. The goal 
of these and other reforms is to develop a 
system of quality care that responds to the 
individual needs of adults and children and 
delivers care in appropriate settings. 
     Clinic restructuring represents the most 
developed phase of this transformation 
process. OMH commenced clinic restruc-
turing in the fall of 2007 and anticipates 
implementation beginning in January 
2010.  Major clinic reforms have included 
new resources for clinic expansion in the 
2007-2008 budget, elimination of the 
"Medicaid Neutrality" policy that limited 
clinic expansion, and provisions to facili-
tate integrated care (for co-occurring alco-
hol, drug and medical problems). 
     In addition to clinic restructuring, par-
allel initiatives have begun tackling the 
many challenges facing adult and child 
non-clinic ambulatory services, inpatient 
services, and the treatment of co-
occurring disorders in both mental health 
and substance abuse clinics. 
     These efforts include significant stake-
holder participation and input.  Clinic 
restructuring is being done with the exten-
sive involvement of an Advisory Work-
group consisting of a broadly representa-
tive range of local government officials, 
mental health providers, and mental 
health advocates. 
     Over the last two years, OMH has de-
veloped a plan for clinic restructuring that 
reflects significant input from our stake-
holder group.  The plan encompasses sev-
eral key elements: 
 
1. A redefined and more responsive set 
of clinic treatment services and greater 

accountability for outcomes.  Clinic is 
defined as a level of care with specific 
services such as outreach and engage-
ment, crisis response, and complex care 
management.  These services should en-
hance consumer engagement and support 
quality treatment. 
 
2. Redesigned Medicaid clinic rates and 
phase out of COPs.  Medicaid payment 
rates will be based on the efficient and 
economical provision of services to Medi-
caid clients.  Payments will be compara-
ble for similar services delivered by simi-
lar providers across service systems.  Pay-
ments will also include adjustments for 
factors which influence the cost of provid-
ing services.  The new system will elimi-
nate rate add-ons such as COPs. 
 
3. HIPAA compliant procedure based 
payment systems with modifiers to re-
flect variations in cost.  The Federal HI-
PAA Administrative Simplification Act 
requires the use of a HIPAA compliant 
billing system. Billing codes for clinic 
services will consist of HIPAA compliant 
CPT codes with modifiers to reflect dif-
ferences in resources and related costs 
(e.g., service location, after hours, lan-
guage other than English). 
 
4. Address Medicaid HMOs/State in-
surance plan underpayments.  Medicaid 
Managed Care, Family Health Plus and 
Child Health Plus (CHP) plans frequently 
underpay for mental health clinic services.  
The average managed care payment for 
clinic services is approximately one-third 
to one-half of actual cost.  This is signifi-
cant because Medicaid Managed Care and 
Family Health Plus visits combined repre-
sent 12% of clinic visits.  This percentage 
is expected to grow as the state expands 
mandatory managed care enrollment. 
     To ensure continued access to clinic 
services, OMH needs to address Medicaid 
managed care underpayments.  We are 
working with DOH and Managed Care 
companies to address this issue as part of 
clinic restructuring.  Additionally, OMH 
and DOH need to monitor managed care 
plans to ensure appropriate member ac-
cess to mental health services. 
 
5. Provisions for indigent care.  Assuring 
access for the uninsured to mental health 
clinic services is a key element of clinic 

restructuring.  Currently, OMH clinics 
receiving COPs are required to serve all 
clients regardless of ability to pay.  As part 
of restructuring, New York State is re-
questing a CMS approval of federal finan-
cial participation in the existing state 
funded indigent care pool for Diagnostic 
and Treatment Centers.  Under this waiver, 
if approved, reimbursement for indigent 
care would be expanded to include free-
standing OMH licensed mental health clin-
ics.  Funding from the pool will enable 
uninsured middle class and working poor 
individuals and families to continue receiv-
ing care at OMH licensed clinic sites. 
     OMH has also put in place additional 
measures to help seriously emotionally 
disturbed low income children get access 
to care.  For several years, OMH has ex-
cluded mental health services for children 
with serious emotional disturbance from 
Medicaid Managed Care.  This “carve–
out” allows children with greater needs to 
access specialty mental health clinics 
without prior authorization and allows 
Medicaid to reimburse these clinics at the 
higher Medicaid fee-for-service rate. 
     There is no doubt that clinic restructur-
ing will require change on the part of pro-
viders.  And this restructuring will affect 
clinics in different ways.  Mental health 
clinics have a wide range of costs and 
staff productivity. Clinics will need to 
assess their current operations in light of 
the new array and packaging of services 
as well as the new payment rates.  While 
the new approach will smooth the reim-
bursement differences between providers, 
the base Medicaid rate paid to providers 
will be significantly increased.  Addition-
ally, unlike the current system where clin-
ics receive one payment regardless of the 
number of services provided to a recipient 
on one day, the new system will pay clin-
ics for multiple medically necessary same 
day services to a recipient.  This should 
help both the clinics and the recipients to 
avoid unnecessary trips back to the clinic 
to get the services they need. 
     Separate from clinic restructuring, 
clinics will also need to respond to 
changes in staffing requirements brought 
about by a 2002 New York State licensing 
law. This law established licensing re-
quirements for psychologists, social work-
ers and four new licensed mental health 
professionals (Mental Health Counseling, 
Licensed Marriage and Family Therapist, 

Licensed Creative Arts Therapist, and 
Licensed Psychoanalyst).  The law also 
provided an exemption from these re-
quirements to programs or employees of 
programs “operated, regulated, funded or 
approved” by the department of mental 
hygiene, local government units, the Of-
fice of Children and Family Services, or 
local social services districts.  This waiver 
expires June, 2010.  Currently, about 28% 
of staff in OMH licensed clinics are not 
licensed.  OMH recognizes the difficulty 
this presents and is actively working for a 
legislative extension of the waiver to pro-
vide mental health clinics with the time 
they need to come into compliance. 
 

Conclusion 
 
     To summarize, the metal health clinic 
system faces numerous and pressing finan-
cial and programmatic challenges.  New 
York must and is taking the actions needed 
to address these challenges.  Our clinic 
restructuring plan, developed with enor-
mous input from stakeholders, responds to 
these challenges by (1) adding a range of 
new services to clinics; (2) restructuring 
rates to support comparable payments for 
similar services; (3) incentivizing services 
provided off-site, after hours, in languages 
other than English and by physicians; (4) 
complying with federal HIPAA billing 
requirements; (5) beginning to address 
underpayments by Medicaid HMOs; and 
(6) establishing a pool to compensate clin-
ics for providing indigent care.  While 
these are major changes, they are necessary 
to improve service delivery and ensure the 
survival of a quality mental health clinic 
system in New York. 
     We recognize that providers need time 
to adjust, to understand the service and 
revenue implications of the new service 
and reimbursement design and to respond 
to the incentives and disincentives in the 
new design.  That is why we are providing 
a 4 year phase-in of the new reimburse-
ment system.  In the first year of the tran-
sition, almost all providers are shielded 
from major reduction in State financial 
support.  Some providers will necessarily 
have to implement their practice changes 
by year two to preserve their viability.   
This prolonged phase-in allows time for 
providers to adapt and move New York 
toward a more accessible, person cen-
tered, and cost effective clinic system. 
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NYSPA Perspective from page 14 
 
has not treated or even seen the patient.  
We recommended elimination of this 
requirement. A psychiatrist who treats or 
directly supervises the treatment of a 
patient should participate in the develop-
ment and updating of the treatment plan 
together with the other professionals 
involved in the patient’s care and treat-
ment.  This simple change will free up 
psychiatrists to focus on treatment of 
patients and will eliminate the need of 
clinics to use limited resources to pay 
psychiatrists for unnecessary paperwork.  
OMH staff  have expressed support for 
these concerns and we look forward to 
reviewing OMH specific recommenda-
tions on this issue. 
     Finally, under the new system, a new 
billing system will be implemented using 
the same clinical service codes (the AMA 

CPT codes) used by Medicare and other 
third party payers.  NYSPA strongly rec-
ommended that the permissible codes for 
psychiatrist’s services include the CPT 
evaluation and management codes.  Use 
of these codes for psychiatrist’s services 
will enhance Medicare reimbursement for 
patient’s covered by both Medicare and 
Medicaid and thereby reduce Medicaid’s 
financial responsibility. 
     NYSPA has participated actively on 
the various OMH work groups formed to 
implement the change to the new pay-
ment system. We will continue to work 
with OMH to ensure that patients in need 
of outpatient mental health services can 
access necessary and appropriately 
funded care and treatment. 
 
     Seth P. Stein, Esq. is a Partner in the 
law firm of Moritt, Hock, Hamroff, and 
Horowitz. 
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DO YOU HAVE TROUBLE BEING SOCIAL 
OR FINDING MOTIVATION?  OR KNOW  

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

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

active treatment with a psychiatrist. 
 

Please contact the Clinic Coordinator at 
212-543-5767 or email to BBClinic@columbia.edu 

   
Out-patient Treatment for People of All Ages  

Specialized services for individuals  
with developmental disabilities  

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

Geriatric Care 
Continuing Day Treatment 

Mobile clinical services 
Case management  

Social Clubs 
COMPEER 

All services are offered on a non-sectarian basis 

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

  
Call  WJCS  at  (914) 761-0600 

 
WJCS offers comprehensive mental health services 

 

   
Mental Health Association 

in Putnam County, Inc.  
1620 Route 22 

Brewster, NY 10509     
Promoting a vision of recovery for individuals and 

families coping with mental health issues 
 

●  Peer-Run Information and Referral Warmline 
●      Consumer-Drop-In-Center 

●     Peer Bridging Program 
●     Self-Help Groups 

●    Education and Support for Family Members 
●    Community Outreach and Education 

 
all of our services are available free of charge 

 

(845) 278-7600 
www.mhaputnam.org 

Budget from page 15 
 
an inpatient setting before they are clini-
cally appropriate for discharge only to 
find themselves right back on an inpatient 
unit because they were never ready to 
leave in the first place. One can certainly 
ask the question how money is saved with 
this myopic approach. 
     Another ubiquitous difficulty during 
the best or financial times let alone these 
difficult times is that of housing for peo-
ple with mental illness. It goes without 
saying that a stable home, a place to feel 
safe and secure, has a significant impact 
on one’s mental health. This is true for 
those that do not suffer from any mental 
illness and is especially true for those 
unfortunate individual’s that must strug-
gle with a severe diagnosis of mental ill-
ness. A reduction, or even a limited in-
crease, in dollars targeted to housing 
leaves people with mental illness home-
less and susceptible to the dangers of the 
street or shelter life. Likewise, it leads to 
the same “revolving door” dilemma that 
was previously discussed. 
     Although more subtle than these direct 
impacts, but perhaps more severe, is the 
elimination of a cost of living adjustment 
in the 2009 Budget for those that work in 
the mental health field. Mental health 
services are only as good as the people 
that deliver them. A sparklingly new, up 
to date facility is worthless without the 
nurses, social workers, psychiatrists, and 
countless others needed to effectuate the 
implementation of services. While the 
large majority that work with people with 
mental illness are extraordinarily dedi-
cated people who clearly are not in it for 
financial gain, at some point the financial 
reality of limited pay will force these in-
dividuals to find new careers. Likewise, 
low pay without the prospect of improve-
ment will scare away the new crop of 
employment talent that is sorely needed.      
     Compounding the problem of a reduc-
tion in services is that now more than ever 
mental health services are needed. Recently, 
the World Health Organization (“WHO”) 
issued a report on the impact on the global 
financial crisis on people with mental ill-
ness. As we all intuitively know, the report 
concluded that due to financial stressors it 
can be anticipated that there will be an in-
crease in the acute exacerbation of symp-
toms of mental illness and of course, a rise 
in suicide rates. The study notes the clear 
link between suicide attempts and financial 

difficulties. Furthermore, WHO expressed 
its severe concern for people with mental 
illness in poorer nations that already re-
ceive, at best, sub-standard care. 
     There is no doubt that the impact of 
this financial climate will reverberate far 
beyond the borders of New York State.  
To a large extent however, New York 
will feel the pain of this crisis a bit more 
severely considering the State’s reliance 
on financial institutions for a large por-
tion of employment. A quick look at pre-
sent unemployment numbers within the 
State and more specifically, within the 
New York City region, indicates that 
countless individuals have lost their jobs 
and remain jobless, without health insur-
ance. Moreover, many of those that are 
fortunate enough to remain employed are 
gripped with fear that they may be next to 
lose their jobs. Hence, it is likely that 
those that are jobless and those that are 
fearful of becoming so that already suffer 
from a mental illness will exhibit an exac-
erbation of their symptoms as a result of 
such a significant stressor in their lives. 
     Even those that are financially stable 
as a result of the largess they acquired 
when times were good are not free from 
the psychiatric impact of these times. 
“The big guys, the wheelers and dealers 
of the hedge funds, and the mutual funds 
and such, their stressors come from a lit-
tle bit different angle. It’s not the finan-
cial so much as it is the loss of their iden-
tity. And, if they don’t have a life other 
than their company, then they really are at 
a loss,” was a recent quote from Deborah 
Cross, head of the New York State Psy-
chiatric Association. 
 

Conclusion 
 
     Advocates for people with mental ill-
ness must scratch and claw for every dol-
lar of spending they achieve regardless of 
the state of the economy. In that respect, 
they are well trained to deal with times 
like this where cuts to spending are inevi-
table and the key is to target and limit 
them. Although spending cuts did take 
place it is heartening to see a recognition 
of the importance of mental health pro-
grams, particularly during stressful times. 
The question remains though, if short 
term savings on mental health programs 
really leads to long term financial sense if 
thrift in the present will lead to expensive 
future care. Perhaps a longer range view 
of the effects of these cuts is warranted. 
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Genetic Roots from page 7 
 
explain just a few percent of this contribu-
tion; now we have more than 30 percent 
accounted for,” said  Thomas Lehner,  
Ph.D., MPH, chief of NIMH's Genomics 
Research Branch “The new findings tell 
us that many of these secrets have been 
hidden in complex neural networks, pro-
viding hints about where to look for the 
still elusive -- and substantial -- remaining 
genetic contribution.” 
     The MGS consortium pinpointed an 
association between schizophrenia and 
genes in the Chromosome 6 region that 
code for cellular components that con-
trol when genes turn on and off. For 
example, one of the strongest associa-
tions was seen in the vicinity of genes 

for proteins called histones that slap a 
molecular clamp on a gene's turning on 
in response to the environment. Geneti-
cally rooted variation in the functioning 
of such regulatory mechanisms could 
help to explain the environmental com-
ponent repeatedly implicated in schizo-
phrenia risk. 
     The MGS study also found an associa-
tion between schizophrenia and a genetic 
variation on Chromosome 1 (1p22.1) 
which has been implicated in multiple 
sclerosis, an autoimmune disorder. 
     “Our study results spotlight the impor-
tance not only of genes, but also the little-
known DNA sequences between genes 
that control their expression,” said Pablo 
Gejman, M.D., of the NorthShore Univer-
sity HealthSystem Research Institute, of 

Evanston, ILL, who led the MGS consor-
tium team. “Advances in biotechnology, 
statistics, population genetics, and psy-
chiatry, in combination with the ability to 
recruit large samples, made the new find-
ings possible.” 
     The SGENE consortium study pin-
pointed a site of variation in the suspect 
Chromosome 6 region that could impli-
cate processes related to immunity and 
infection. It also found significant evi-
dence of association with variation on 
Chromosomes 11 and 18 that could help 
account for the thinking and memory defi-
cits of schizophrenia. 
     The new findings could eventually lead 
to multi-gene signatures or biomarkers for 
severe mental disorders. As more is 
learned about the implicated gene path-

ways, it may be possible to sort out what's 
shared by, or unique to, schizophrenia and 
bipolar disorder, the researchers say. 
     Schizophrenia and bipolar disorder 
share genetic roots that appear to be spe-
cific to serious mental disorders, and are 
not shared by non-psychiatric illnesses. 
Bars representing different study samples 
show that the same genetic variations that 
account for risk in both mental disorders 
account for virtually none of the risk for 
coronary artery disease (CAD), Crohn's 
disease (CD), hypertension (HT), rheuma-
toid arthritis (RA), or Type 1 (T1D) or 
Type 2 (T2D) diabetes. 
 
     Source: Psychiatric and Neurodevelop-
mental Genetics Unit, Center for Human 
Genetic Research, Harvard University. 

Newspaper Board from page 9 
 
mental health community, was instrumen-
tal in MHNE developing Salud Mental, 
the organization’s bilingual and multi-
cultural publication which was in circula-
tion for over four years. 
 

Jonas Waizer, PhD 
 
     Dr. Jonas Waizer, a founding member 
of the MHNE Board, has been with 
F●E●G●S since 1991, presently as Chief 
Operating Officer.  He is currently serving 
as the President of the New York Coali-
tion of Behavioral Health Agencies, Inc.   
     His career has included government 
service as the Associate Commissioner for 
the New York State Office of Mental 
Health from 1987-90.  His prior govern-
ment appointments included 12 years as 
the Assistant Director for the New Jersey 
Mental Health Department, and as past 
Chair of the NIMH Mental Health Statis-
tics Improvement Project. 
     Dr Waizer’s academic appointments 
included the Departments of Psychiatry at 
Downstate Medical Center, Albert Ein-
stein College of Medicine, and NYU 
Medical Center, along with administrative 
positions at other general and public New 
York hospitals.    
     Dr. Waizer has a Doctorate in Psychol-
ogy and is licensed to practice in New 
York State.  He has published and pre-
sented extensively.   

 
Leo Leiderman, PsyD, ABPP, CGP  

 
     Leonardo Leiderman, PsyD, ABPP, 
CGP, a member of the MHNE Board 
since 2004, received a Doctorate and 
Masters Degrees in clinical psychology 
from the Ferkauf Graduate School of Psy-
chology at Yeshiva University. He is a 
New York State licensed psychologist and 
is nationally certified as a group psycho-

therapist. Dr. Leiderman is also board 
certified with a Clinical Psychology Spe-
cialty by the American Board of Profes-
sional Psychology and is a fellow of the 
American Academy of Clinical Psychol-
ogy.  He has been the director of Latino 
Treatment Services at Saint Vincent 
Catholic Medical Center Westchester for 
almost 15 years.   
     Dr. Leiderman is Supervisor of a mul-
tidisciplinary team providing bilingual 
and bicultural outpatient mental health 
and substance abuse treatment. At Saint 
Vincent’s Hospital he has also served as 
Director of the Doctoral Psychology Ex-
ternship Program, coordinating the stu-
dent’s yearly clinical training and supervi-
sion including process groups. He is a 
member of the Board of Directors of the 
Westchester Group Psychotherapy Soci-
ety, an affiliate of the American Group 
Psychotherapy Association, where he was 
recently elected to serve a two year term 
as President Elect, before assuming the 
role as President of this association.  For 
the last several months he has been work-
ing with other members of the board to 
plan an international group psychotherapy 
conference in Buenos Aires, Argentina in 
December, 2010.  Dr. Leiderman has also 
been a member of Congresswoman Nita 
M. Lowey’s Hispanic Advisory Board for 
the 18th Congressional District for several 
years.  Since 2003 he has also been serv-
ing on the Westchester County Commu-
nity Services Board focusing on mental 
health, alcohol and substance abuse, and 
developmental disabilities services and 
programs throughout Westchester County.  
Similarly in 2003 he was appointed to the 
Westchester County Hispanic Advisory 
Board which advises the County Executive 
on matters of policy with regards to His-
panic Americans and immigrants.  During 
the last several months he has been chair-
ing an Ad-Hoc Committee dedicated at 
reducing crimes and violence against 

Westchester’s Hispanic immigrant popula-
tion..  He has published many articles, lec-
tured extensively, and made guest appear-
ances on both radio and television on top-
ics related to the mental health and sub-
stance abuse treatment interventions, pri-
marily with the Hispanic population. He 
has a private practice in New York City 
and Westchester County providing individ-
ual, couple’s and group psychotherapies.  
Being a native Argentine, he has served the 
Hispanic communities in New Jersey, the 
South Bronx, New York City and West-
chester County for over twenty years as a 
bilingual, bicultural social worker and then 
as a clinical psychologist. 
 

More about Dr. Beitchman 
and The Bridge 

 
     In addition to his work at The Bridge, 
Dr. Beitchman taught in the Masters and 
post-Masters programs at the Hunter Col-
lege School of Social Work for more than a 
decade. He is also active in several mental 
health advocacy organizations. Dr. Beitchman 
was a long-time board member of the Coali-
tion of Voluntary Behavioral Health Agencies 
and chaired its Committee on Co-Occurring 
Psychiatric and Substance Abuse Disorders.  
He is a member of the Steering Committee 
of the Urban Institute for Behavioral 
Health and for six years he served on the 
board of NAMI NYC-Metro and held the 
position of Treasurer for part of that tenure.  
He has also served as Vice President of the 
American Association for Psychosocial 
Rehabilitation, the U.S. affiliate of the 
World Association. For many years, he has 
been an active member of the New York 
City Chapter of the National Association of 
Social Workers where he chairs the Fund-
raising Committee and serves on the Fi-
nance Committee. Peter was honored with 
the Chapter Service Award, from the Na-
tional Association of Social Workers NYC 
Chapter and was Honoree at the 2007 

NAMI NYC-Metro Gala where he was pre-
sented with NAMI NYC-Metro’s “Housing 
Leader Award”. 
     The Bridge, Inc., a comprehensive 
multi-service agency for men and women 
with serious mental illness is located in 
New York City. The people served at The 
Bridge including the homeless, persons 
with co-occurring mental health and sub-
stance disorders, persons who have a 
mental health diagnosis and HIV/AIDS, 
and people with mental illness who have 
been in the criminal justice system.  The 
Bridge operates more than 50 programs in 
Manhattan, Queens and The Bronx, pro-
viding residential, rehabilitation, clinical, 
and support services to more than 1500 
individuals each year. The Bridge offers a 
variety of person-centered, evidence-based 
treatments and programs designed to sup-
port consumers in their recovery. 
     The Bridge Housing Program includes 
595 beds, with an additional 232 beds in 
development.  The agency operates eleven 
24-hour congregate supervised residences, 
67 scatter-site apartment treatment beds, 
and more than 300 single-site and scatter 
site permanent housing beds.  Innovative 
programs include specialized housing for 
the homeless, for persons with co-
occurring mental health and substance 
abuse disorders, and for persons with 
mental health diagnoses, substance abuse, 
and HIV/AIDS. Recent examples of inno-
vative Bridge housing programs include 
Iyana House, a model permanent housing 
and rehabilitation program for women 
with serious mental illness and substance 
abuse released from Bedford State Cor-
rectional Facility, and Sheridan Hill 
House, the City’s first 24-hour supervised 
congregate program for aging men and 
women who have serious mental illness 
and serious medical conditions.  This pro-
gram includes on-site medical and home 
health services provided by the Jewish 
Home and Hospital. 

Conference from page 34 
 
each year by an event which presents an 
issue of major public concern. 
     The Mental Health Association of 
Westchester County, Inc. (MHA), a non-
profit organization, is the leading re-
source for mental health services in 
Westchester County, NY.  Through its 
advocacy, community education, and 
direct services, MHA meets a broad 

spectrum of critical needs of thousands 
of children, adults and families each 
year.  MHA is committed to eliminat-
ing the stigma associated with mental 
illnesses and fulfilling its guiding val-
ues of hope, respect, commitment and 
progress. You are invited to visit the 
Mental Health Association’s website, 
www.mhawestchester.org, for informa-
tion on critical mental health issues and 
services in Westchester County.   

Schizophrenia from page 7 
 
treatment until the disease is already well-
established, with recurrent episodes of psy-
chosis resulting is costly multiple hospitaliza-
tions and disabilities that can last for decades. 
People with the illness are over-represented 
on disability rolls, and among the homeless 
and imprisoned. Their unemployment rate is 
more than 70 percent, and the lifetime sui-
cide rate for people with the disease is over 

ten percent. People with schizophrenia oc-
cupy approximately 25 percent of the na-
tion's hospital beds.  
     A number of research projects interna-
tionally have signaled that early interven-
tion–combining medical treatment with 
consumer and family education, and em-
phasizing a transition to a productive 
adult life–holds great promise in reducing 
the disability that is associated with 
schizophrenia.  
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Commentary from page 1 
 
York’s clinics depends. Let me state un-
equivocally, that although The Coalition 
represents community based providers; 
we believe deeply that quality care and 
continuity of care are at stake here. These 
are crucial issues for recipients of care. 
Clinics provide access to care for many 
needy and distressed residents of commu-
nities all around New York. If clinic pro-
grams cannot find the wherewithal to sur-
vive, many consumers will be deprived of 
care; if clinics cannot afford the most 
qualified professional staff, consumer care 
will be compromised. If consumers can-
not access the “gold standard” of care that 
our clinics provide, then care will be 
shifted to more costly (in fiscal and hu-
man terms) providers of care, such as hos-
pital emergency rooms, inpatient wards, 
and jails. 
 

Issues that Remain Unaddressed  
in Clinic Restructuring 

 
1) We all would benefit from more trans-
parency. As of the date this article is writ-
ten (July 26, 2009), we do not yet know 
the SOMH proposed base rates nor the 
weighted amounts that will be provided 
for specialized services. Agencies are way 
past their deadlines for developing FY 
2010 program budgets. SOMH must 
quickly move to provide reasonable mod-
els that show impacts on providers, by 
type and location, using fair assumptions 
of service demand and costs of doing 
business. Without this analysis, we won’t 
be able to determine how many consum-
ers may be dislocated from their services 
due to clinic closures; 
 
2) Currently, and for decades, a full Arti-
cle 31 clinic visit has been defined by the 
State and permitted by federal Centers for 
Medicare and Medicaid Services (CMS), 
as 30 minutes in duration. Many interven-
tions, particularly new evidence based 
therapies, can be delivered in 30 minutes. 
Many children with serious emotional 
disturbance and other fragile and seriously 
ill consumers have difficulty concentrat-

ing for more than 30 minutes or decline to 
participate in longer sessions. Moreover, 
many poor and minority communities 
have limited provider capacity and access 
to services. The unfortunate consequence 
of lengthening the visit duration is that it 
further stretches inadequate capacity and 
resources, commensurately lengthens 
waiting lists, and even would deprive 
some consumers from accessing clinic 
care. Ominously, many clinics will not be 
able to survive the lessened reimburse-
ment and may have to close, even further 
depriving community residents of clinic 
care. By contrast, Article 28 community 
health clinics that are licensed by the State 
Department of Health may provide com-
parable behavioral health services in in-
crements of 30 minute sessions or less for 
full reimbursement. We seek parity in this 
matter for SOMH licensed Article 31s. 
 
3) Professional licensing requirements 
under New York State laws threaten the 
implementation of the reform endeavor. 
SOMH asserts this very problem in its 
article in the current issue of MHN. The 
legislature and other State authorities 
must be convinced to enact a longer ex-
emption from the provisions of the law for 
the community based provider workforce. 
We also must work in tandem with 
SOMH (and the other impacted State 
agencies, including OASAS) to seek more 
flexibility in the application of the train-
ing and licensing requirements or many of 
our programs will be deprived of licensed 
professional staff. This will have negative 
consequences for service delivery and 
reimbursement for care. 
 
4) Many of our agencies provide full time 
salaries and benefits, including health 
care, to their workforce. Many of these 
clinics are unionized and have signed 
agreements governing the terms of em-
ployment. Other clinics use a model of 
care that relies heavily on “in locum 
tenens,” or part time consultant profes-
sional staff. These workers are paid an 
hourly fee, dependant on consumer atten-
dance (they are not paid for “no shows,” a 
widespread problem in clinics). Only the 

staff model approach provides health care 
benefits to professional staff. At a time 
when the nation’s attention is focused on 
universal health care delivery, it is even 
more troubling that New York State 
would be implementing a clinic system 
that would, in effect, deprive professional 
staff of health benefits. 
     The Coalition believes that a model of 
care based on a preponderance of full time 
clinical staff is preferable as it promotes 
case conferencing and mutual help among 
staff that brings more expertise to bear on 
consumer issues, more consistent supervi-
sion, a greater guarantee of continuity of 
care, and not to be discounted, it strength-
ens the economic viability of communities 
whose residents we employ in consider-
able numbers. The new reimbursement 
system does not distinguish between these 
two models of care and is likely to push 
the clinic system to reliance upon the in 
locum tenens model. We believe that shift 
to be against the interests of consumers, 
particularly those with multiple and very 
high needs. We believe that it is ethically 
wrong to promote a system of care that 
will not pay health insurance to the pro-
fessionals that devote themselves to this 
life saving work. 
 
5) SOMH has not addressed the impact of 
significantly lower rates paid by commer-
cial insurance. Many of our clinics treat 
working adults and children who have 
significant behavioral health problems, 
including serious mental illness and co-
morbid problems. Without adequate reim-
bursement from these payers, many adults 
and children will be deprived of care by 
community based clinics that cannot af-
ford to treat underpaying clients. In many 
communities, there are no alternatives to 
community based clinics, making Timo-
thy’s Law and federal parity laws, a myth 
for these adults and children who will be 
unable to access care. This has major 
ramifications for individuals and commu-
nities as the nation and the State are un-
dergoing economic stress, growing unem-
ployment, housing loss and other family 
pressures. At a time when demand for 
access to quality mental health care is 

growing, SOMH seems to be receding 
from the imperative of providing care for 
all State residents in need. The resultant 
emotional and practical disinvestment in 
the public mental health system by work-
ing and middle class voters will have 
grave implications for future public men-
tal health policy and funding. 
 
     The Coalition joins SOMH in wanting 
meaningful and implementable clinic 
restructuring and reform. We believe in 
cost effectiveness in service delivery. 
Community based care is prevention 
based care and person based care. Our 
clinics join with other community based 
services in helping consumers stay on the 
path of recovery. We intervene to help 
keep consumers functioning in the com-
munity and away from costly intensive 
hospital based services. 
     More time is needed to make the 
changes that will help improve the sys-
tem. Both time and money are needed to 
bring IT systems up to date, especially to 
function in the era of electronic records, 
yet federal and State stimulus monies are 
available only to hospitals and physicians. 
     More attention and political pressure 
is needed to address all aspects of the 
payer systems. Bring on change; but 
change that is adequately planned; 
change that will help community based 
providers transition without interrupting 
care; change that provides technological 
underpinning for moving forward; 
change that puts into place new replace-
ment services before the elimination of 
existing services. Responsible change 
will bring consumers of care into the 
new paradigm without losing any of 
them to care in the transition. This is the 
reasonable way “to move New York to-
ward a more accessible, person centered 
and cost effective clinic system.” 
 
     Mental Health News note:  We wel-
come other perspectives on this impor-
tant initiative.  Please contact Ira Minot, 
Publisher at (570) 629-5960 or email 
iraminot@mhnews.org. All articles will 
be considered for publication in our next 
issue—deadline, November 1, 2009. 
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Research from page 37 
 
are being prescribed as part of its quality 
indicator study. The NYS Office of the 
Medicaid Inspector General, charged 
with rooting out fraud and abuse, planned 
to review such cases as part of its 2008 
work scope but deferred pending the re-
sults of the OMH initiative. The question 
is should all such use be adjudged im-
proper? Scientifically the resounding 
answer should be “no”. As a matter of 
policy, the answer is less certain. From a 
statistical perspective, the absence of a 
finding of significance does not mean 
there may not be meaningful subgroups 
or individuals which would benefit. The 
criteria of large clinical trials are so broad 
as to obscure what might be important 
treatment effects for subgroups. As statis-
ticians know, the absence of evidence is 

not evidence of absence (of an effect). 
Once government focuses on a practice, 
such as the “inappropriateness” of pre-
scribing 2 atypical antipsychotics at once, 
doctors become far less likely to treat a 
patient with the “targeted” combination, 
even when they have exhausted standard 
options, due to their fear of being sighted. 
Likewise, if time consuming hoops are 
created as barriers to such prescribing by 
insurers, will time pressed doctors make 
the necessary effort to clear the hurdles? 
Will clinics, whose quality may be 
judged on such criteria, discourage their 
physician employees from going beyond 
the “approved” prescribing practices 
when they perceive a need?  Can we be 
comfortable that an insurer’s policy is 
clinically not financially based given that 
industry’s problematic record? Will large 
governmental agencies or insurers be 

nimble enough to adapt their policies to 
clinical science’s rapidly changing land-
scape? (Perhaps, going forward, the use 
of data mining on vast data sets such as 
Medicaid’s, Medicare’s, or private in-
surer’s may help identify those for whom 
less recognized approaches to care such 
as the 2 “atypicals” is beneficial, if there 
are enough cases to provide the statistical 
power to perform the analysis.) 
     Alerted to CER and what we may ex-
pect over the coming years as this process 
gains momentum, how might readers of 
MHN think about this movement? Read-
ers should welcome the use of CER and 
other avenues to improved treatment and 
recovery. However, we should do so with 
open yet skeptical minds. Dr. Jerry Av-
ron, Professor of Medicine at Harvard 
and Director of the Harvard Interfaculty 
Initiative on Medications and Society, in 

a recent article in the New England Jour-
nal of Medicine, asks, “What is the moral 
responsibility of the physician to care for 
a patient for whom the best therapy may 
not meet the conventional standards of 
cost-effectiveness?” He continues, 
“These aspects of the debate will need to 
continue as we begin to implement CER 
with this vital new funding.” While all 
cannot become statisticians or method-
ologists, we can inform ourselves and 
raise questions and concerns with policy 
makers, both governmental and private 
sector, when they promote or act to cir-
cumscribe access to a variety of ap-
proaches to care. 
 
     Dr. Perlman is a past President of the 
New York State Psychiatric Association 
& past Chair of the New York State Men-
tal Health Services Council. 

If you are experiencing a difficult time in your life, always remember that you are not alone. 
There is a caring and helpful mental health community nearby that can help you get through this difficulty. 

Don’t feel embarrassed or afraid to ask for help, it is not a sign of weakness. Best wishes, from Mental Health News. 



Would You Like To 
Provide Your Organization 
Or Your Entire Community 
With a Trusted and Readily 
Available Source of Essential 
News, Education and Resources 
About Mental Illness? 
 
But You Haven’t Yet Done So 
Because You Think It Would Be Too Costly, 
Too Difficult, and Too Time Consuming? 
    

Well...Now You Can Jump Right In      
Call Mental Health News Today!    

And Ask About Our Affordable Group Subscriptions 
 
 
                   

Call: (570) 629-5960 
Or Email: iraminot@mhnews.org 
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Recovery from mental illness is possible 
but it takes a community of support. 

 
Mental Health News provides news, information,  

education, advocacy, and resources in the community  
that adhere to our strict evidence-based standards 

and is a vital link to that community of support. 
 

Learn how Mental Health News can help provide your  
organization or community group with an affordable 

and trusted source of mental health education. 
 

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