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I ndividuals of any age group benefit 
from being socially connected: hav-
ing friends, outside activities and 
people to talk to. Older adults, espe-

cially those with a mental illness, poten-
tially have more difficulty remaining con-
nected because it is easier for them to 
gradually lose their social relationships as 
a result of their illness or as they retire 
from their jobs and physically challenging 
social activities. Many studies, old and 
new, have found that older adults who 
adjust to later life transitions by remaining 
socially active are happier and healthier 
than those who don’t engage in social 
activities (Cavan et al. 1949; Lemon, 
Bengtson, and Peterson 1972). While it is 

not easy for many seniors, especially 
those who are home bound to remain so-
cially active, there are very few programs 
that address social isolation. This article 
highlights an exciting program in New 
York City that tries to address loneliness 
among homebound seniors.  
     Despite how aware we are about the 
importance of being socially connected, 
the truth is that most older adults eventu-
ally lose many of their relationships due 
to retirement, relocation, or a death of a 
loved one. Mullins and Dugan (1990) say 
that individuals who are 65 and over are 
at higher risk of becoming socially iso-
lated with advancing age than younger 
adults. Compared to several decades ago, 
changing family structures and cultural 
shifts have compelled many seniors to 
live alone. A study on seniors living be-
low the poverty line (Klinenberg. Pg. 32) 
concluded that of all seniors living alone, 
one out of three do not see friends or 
neighbors for as long as two weeks at a 

time, and one out of five have no phone 
conservations with friends. The Baby 
Boomer generation, which will be the 
largest cohort of seniors ever, is expected 
to be at even more risk for social isolation 
than their parents.  
     Sadly, even in a place like New York 
City that has over eight million people 
(almost a million of whom are seniors age 
65 and above), as many as thirty five per-
cent of them live alone (United Neighbor-
hood Houses, 2005). And even in densely 
populated areas like upper Manhattan, the 
South Bronx, central Brooklyn, and por-
tions of lower Manhattan, many seniors 
live in isolation.  
     As mentioned earlier, older adults 
who suffer from a physical or mental 
disability are usually even further iso-
lated from the rest of the community. 
Many are unable to travel or the nature 
of their illness prevents them from initi-
ating and maintaining social relation-
ships. Reports estimate that roughly forty 

six percent of New York City’s seniors 
live with a physical or mental disability. 
The New York City Community Health 
Survey (2009) showed that thirteen per-
cent of the City’s adults 65 and older 
reported a history of diagnosed depres-
sion. Many more seniors remain undiag-
nosed because they are reluctant to seek 
help or because they don’t have access to 
screening and treatment.  
     To address the mental health needs of 
older adults, New York City currently has 
about 120 publicly funded mental health 
programs throughout its five boroughs. 
More than half of the programs provide 
treatment for mental illness and the rest 
provide a range of services from outreach 
and advocacy to case management and 
rehabilitation. A few of the latter group of 
programs try to address social isolation by 
providing outreach and recreational op-
portunities for their senior members. 
 

see Companionship on page 8 

Senior Peers Provide Companionship to Homebound:  
New York City Program Addresses Social Isolation in Older Adults 

By James Spencer, MD 
Project Specialist, NYS-OMH Bureau 
of Program and Policy Development  
and Juliet Frodella, Project Director 
and Mental Health Practitioner, 
South Oaks Hospital 
 
 

M ore than half of the older 
adults who receive behav-
ioral health care receive it 
from their primary care 

physician. There has been much recent 
interest in the medical or health home 
model that provides comprehensive care, 
and in which a primary care physician 
(PCP) leads a team, which may include 
nurse practitioners or physician assistants. 
The team is responsible for providing all 
the patient’s health care and, when neces-
sary, arranges for appropriate care with 
other physicians. This model integrates 
behavioral health and primary care.  
     The New York State Office of Mental 
Health is currently supporting a group of 
Geriatric Demonstration Projects that have 
shown the value of behavioral and primary 
health care integration for the elderly. Pri-
mary care physicians have found that 

added assessment and treatment services 
provided by a mental health professional 
(MHP) are not only helpful in addressing 
varied behavioral health problems, but also 
may improve physical health and care de-
livery (e.g., better adherence to treatment 

plans, reduced frequency of unnecessary 
phone calls and office visits to MD).  The 
MHP in a primary care practice or health 
home provides a practice component for 
identifying behavior related issues and 
dealing with them. 

     Important behavioral conditions that 
have been identified and addressed in the 
primary care setting by these projects are 
symptoms of depression and anxiety, 
some of the psychiatric disorders de-
scribed in DSM IV, and behavior related 
issues like smoking and obesity. These are 
all problems by themselves, but they can 
also have a significant impact on an indi-
vidual’s physical and mental health. 
     In addition to these symptoms, disor-
ders and behavioral problems, certain 
types of psychosocial needs or stresses are 
often found; problems related to domestic 
conflict, care taking responsibilities, hous-
ing, financial management, home health 
support, safety, nutrition, social isolation, 
health insurance, and medication manage-
ment appear with great frequency.  They 
are elements in a complex set of needs of 
older adults who are “aging in place”. 
These difficulties are particularly preva-
lent for the elderly who live alone without 
family or other support, and feel that they 
have nowhere to turn for help.    
     Primary care practitioners often strug-
gle with these patient needs, because they  
 

see Older Adults on page 6 

The Medical Care and Psychosocial Needs of Older Adults 
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— Letter to The Publisher —  
The Arizona Killing: Let's Get the Facts Before We Act 

By Michael Friedman, LMSW 
Adjunct Associate Professor,  
Columbia University's Schools of Social  
Work and Public Health 
 
 

H orrifying, but rare events, like 
the recent killings in Tucson, 
Arizona, sometimes result in 
changes in public policy that 

calm the fears evoked by the events, but 
which may not actually reduce the risk 
that they will occur again. Of course, 
calming public fears can be useful, par-
ticularly to elected officials, who need to 
show their constituents that they are tak-
ing action to protect them from what eve-
ryone hopes are preventable events. 
Hopes, however, are not realities. Sadly, 
not all terrible events are preventable. 
And it is far easier to create emotionally 
satisfying changes in policy than to create 
changes that will work. 
     In response to the assumption (which 
may or may not be true) that the man who 
shot and killed so many people in Arizona is 
severely mentally ill, many people are ques-
tioning mental health policy in the United 
States. Some are calling for increased use of 
coercive interventions and for more use of 
inpatient treatment. Some decry these ap-
proaches and argue instead for increased 
availability of, access to, and engagement in 
mental health services in the community. 
     Those who call for increased coercion 
generally refer to research findings that 

people with serious mental illness are 
somewhat more likely to commit acts of 
violence than those who do not have seri-
ous mental illness. Those who argue 
against increased coercion generally refer 
to research findings that people with seri-
ous mental illness are not more likely to 
commit acts of violence than others in the 
absence of other factors such as substance 
abuse and that they are more often victims 
than perpetrators of violence. 
     Before jumping to a conclusion, pol-
icy makers should look carefully at the 
available research. To do so they will 
need to ask the right question. The issue 
raised by the incident in Arizona is not 
about the possible link between mental 
illness and violence, which has been the 
center of most of the debate. Studies 
about violence in general include getting 
into fights, waving weapons to threaten 
people, and other relatively minor acts as 
well as acts that result in serious injuries 
or deaths. The question provoked by in-
cidents like the one in Arizona should 
really be about the link between severe 
mental illness and homicide. To be more 
precise, the question should be about the 
link between mental illness and killing 
strangers. (Most homicides involve fam-
ily or acquaintances). 
     Unfortunately, it appears that little is 
known about mental illness and “stranger 
homicides” in the United States. Re-
searchers (Nielssen et al 2009: http://
schizophreniabulletin.oxfordjournals.org/content/

early/2009/10/12/schbul.sbp112.abstract) re-
cently reported the findings of an analy-
sis of seven research studies in the devel-
oped world about psychosis and homi-
cide. They noted that they were unable to 
find studies about the incidence of 
stranger homicide by people with psy-
chotic illness in the United States.  
     However, what they report about stranger 
homicide in other parts of the world is im-
portant. First, it is extremely rare -- approxi-
mately 1 per 14 million population. If that is 
the rate in the United States, there would be 
about 21 stranger homicides by people with 
psychotic illness per year. Second, it is even 
rarer among people who have had treatment 
for mental illness than among those who 
commit homicide during their first episode 
of psychosis, prior to identification and 
treatment. 
     What do these findings suggest as 
sound public policy? 
 
• As awful as it is when a person with a 

severe mental illness murders people, 
we should be careful not to over-react 
to these exceedingly rare events. 

 
• Much more research is needed re-

garding the incidence of stranger 
homicide and murderous rampages 
by people with severe mental illness 
and about what distinguishes them 
from the vast, vast majority of people 
with mental illness, who do not com-
mit such acts. 

• Earlier identification of people ex-
periencing their first episodes of psy-
chosis and helping them get good 
treatment might reduce the already 
low rates of stranger homicide. 

 
• Earlier identification of people who 

have dropped out of treatment for 
psychotic conditions and outreach to 
re-engage them in treatment might 
also be helpful. (New York City and 
New York State have started a joint 
project to do this. It will be important 
to see what the outcomes are. http://
w w w . o m h . n y . g o v / o m h w e b /
justice_panel_report/). 

 
     Should there be increased use of co-
ercive interventions so as to prevent 
stranger homicide by people with psy-
chotic illness? Should there be im-
proved access to high quality mental 
health services? The recent research 
data suggest that what is important is 
early identification and engagement in 
treatment. 
     The aftermath of a tragedy is often 
the occasion for unreflective action to 
quell public fears. It can also be an op-
portunity for reflective policy change. 
Let's be careful to base responses to the 
horrifying shootings in Arizona on the 
facts and not on fears and futile hopes. 
 
     Reprinted from The Huffington Post, 
January 18, 2011. 

— From the Publisher —  
Reflections On My Father’s Golden Years 

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

I n recent years there has been an ex-
plosion of interest and research to 
discover the cause and ways to suc-
cessfully treat Dementia and Alz-

heimer’s Disease. There are new medica-
tions to stave off brain decline and if al-
ready in decline, to improve the brain’s 
cognitive ability. There are also many 
recommendations for ways to exercise the 
mind to keep it sharp, including reading, 
playing board games, and even ballroom 
dancing (WebMD). Certainly, many sen-
iors are now more computer savvy, surf-
ing the Internet, social networking, and 
web-cam chatting with friends and family; 
all wonderful ways for older adults to 
keep their minds active and to avoid so-
cial isolation. 
     But what did older adults do years ago 
when there was no science working on 
ways to combat brain decline, and there 
were no computers, email, social network-
ing, and so forth? It’s shocking to realize 
that personal computers, email, and the 
internet only become popular around the 
mid 1990’s. That’s only 15 years ago, and 
about the time I got my first computer and 
started Mental Health News. 

     While thinking about this, I can’t help 
but reflect on my father Herbert’s life. My 
father was born in 1913, was a successful 
attorney, raised five children, and lived 
another 20 years in Florida after my 
Mother passed away. Dad was 89 years 
old when he died in 2002, and he re-
mained sharp and lived on his own up 
until the very end of his life. 

     One thing my father was known for 
and had mastered into an exact science 
was his gregarious and out-spoken per-
sonality. He developed these skills in part 
because of his line of work as an attorney 
in private practice. What he would often 
do was recount past achievements, clients 
and cases over and over again to us (his 
kids) and to new people he would meet 
throughout his life. I used to cringe and 
often leave the room in embarrassment 
when he would go into one of his sto-
ries—partly because members of the fam-
ily had obviously heard the same stories 
over and over again, and also because as a 
youngster, I didn’t understand the genius 
behind what he was doing. I can laugh 
about it now and think of how many epi-
sodes of Seinfeld could have been written 
about someone like my father, his outgo-
ing personality, and the endless stories he 
told. 
     But you know what? I think it was 
those very same stories that kept his mind 
sharp throughout his life and into his 
golden years. He didn’t have a computer, 
the internet, or email. He was a master of 
the spoken (and hand-written) word. He 
always took an interest in people and 
would encourage them to speak about 
how they were doing, and loved to be 
consulted about a problem someone may 
be having. 

     He brought those same skills with him 
when he retired to Florida.  He  became a 
sought-after advisor to the local condo-
minium scene, who often came to him to 
answer legal questions or to resolve a 
dispute between boards and their resi-
dents.  He loved and thrived on the atten-
tion he received, and would always send 
me clippings about his appearance on a 
local radio talk-show or in the local news-
paper about his condominium activities. 
     During my father’s golden years I fi-
nally came to understand the many good 
qualities he had, that I did not appreciate 
when I was younger. He taught me many 
lessons during those years that I still cher-
ish and hope I too may be remembered for 
as I now approach my own golden years. 
     I often think about my own experience 
overcoming mental illness, starting over 
again, and what it has taught me. It is that 
you need to find something you really 
love and are passionate about, and use it 
as much as you can in your day-to-day 
life.  For me, it became starting this news-
paper 20 years ago. It has not only helped 
a lot of people get connected to the mental 
health community, but it has given pur-
pose to my life, was instrumental in my 
recovery, and keeps me going every day.  
 

Good Luck in Your Recovery 
Have a Wonderful Spring Season! 

Ira H. Minot, LMSW 

PAGE  4 MENTAL HEALTH NEWS ~ SPRING 2011 visit our website: www.mhnews.org 



PAGE  5 MENTAL HEALTH NEWS ~ SPRING 2011 visit our website: www.mhnews.org 



By Kimberly Williams, LMSW 
Director, The Center for Policy,  
Advocacy, and Education, at the 
Mental Health Association of NYC 
 
 

T he first wave of the baby boom 
generation turns 65 this year. In 
New York State, the number of 
older adults will grow 50% over 

the next twenty years from 2.7 million in 
2011 to 3.9 million in 2030. 20% of these 
individuals have diagnosable mental and/
or substance use disorders.  As a result of 
this population growth, the number of 
older adults with mental disorders in New 
York State will grow from 540,000 to 
780,000.  Are we ready to confront the 
mental health challenges of this demo-
graphic shift? 
     Over the past few years, we have made 
some important strides in NYS to prepare 
for the mental health needs of the elder 
boom.  We have the nation’s first Geriat-
ric Mental Health Act, landmark legisla-
tion that is leading the way in addressing 
the unmet mental health problems of older 
adults.   The Act’s Interagency Geriatric 
Mental Health and Chemical Dependence 
Planning Council, which is chaired by the 
Commissioners of the Office of Mental 
Health, Office for the Aging, Office of 
Alcohol and Substance Abuse Services 
and Division of Veterans Affairs with 
representation from six other state depart-
ments as well as six public appointments 
is conducting long-term planning regard-
ing the mental health needs of older 
adults.  NYS provides $2 million per year 
for the Act’s service demonstration pro-
grams -- innovative community based 
projects in two areas, (1) integrating men-
tal health into primary care and (2) edu-
cating and training community gatekeep-
ers to identify at-risk older adults and 
connect them with services.  An effort is 
also underway to assist these projects to 
structure their services and billing systems 
to bring in entitlement funding, mostly 
Medicare, so they can become financially 
sustainable once the grant funding ends. 
Important regulatory changes, such as the 
lifting of Medicaid neutrality, have also 
paved the way for potential significant 
service expansion. In New York City, The 
City Council has recognized the critical 
need for more geriatric mental health ser-
vices by providing over $12 over the past 
six years to fund the expansion of commu-
nity-based mental health services for older 
adults in non-traditional settings. A range 
of diverse supports have been mounted 
including mental health education; out-
reach and engagement; screening, assess-

ment and onsite treatment or referral; sup-
ports for family caregivers, and more.  
     Although we have had some signifi-
cant accomplishments in New York State, 
for which we should be proud, the elder 
boom is here, and we are not yet ready.  
We still have, as the saying goes, "miles 
to go before we sleep."  We need more 
meaningful planning and substantial ex-
pansion and restructuring of services to 
adequately prepare for the increase of 
geriatric mental health problems over the 
next several years. Our goals should be to: 
 
• Enable older adults with mental 

health and/or substance use problems 
to age in the community 
 

• Improve access to services through 
service expansion and by offering 
more services in the home and com-
munity-based settings where older 
adults congregate such as senior cen-
ters and NORCs (naturally occurring 
retirement communities) 

 
• Enhance quality of care and treatment 

in the community and in long-term 
care facilities  

 
• Integrate health, mental health, and 

aging services to provide comprehen-
sive, coordinated care tailored to the 
needs of the individual  

 
• Build a workforce of clinically and 

culturally competent mental health, 
health and aging service providers 

and more extensively engage older 
adults in peer-to-peer service roles 

 
• Provide support for family caregivers 
 
• Provide public education and out-

reach to address ageism, stigma, and 
lack of knowledge of and fears about 
treatment and its effectiveness 

 
• Improve research on effective pre-

vention, intervention, and recovery 
support strategies 

 
• Design finance models that support 

best and innovative practices, inte-
grated service delivery, and incentives 
to enter, and remain in, the workforce 

 
• Promote governmental and private 

sector readiness including dedicated 
leadership, interdepartmental plan-
ning, and program development 

 
     Given the current economic restraints, 
accomplishing these lofty but critically 
important goals will be exceedingly diffi-
cult. We have great challenges ahead, but, 
we also have reason for hope. 
     At the federal level, mental health par-
ity in Medicare will be fully implemented 
in 2014, which will support expansion of 
geriatric mental health services. In addi-
tion, federal health care reform offers 
opportunities for better mental health care 
for older adults. It improves coverage of 
physical health care, which will benefit 
older adults with co-occurring mental and 
physical health disorders. There is also 
improved coverage of mental health ser-
vices, expanded integration of health and 
mental health care, and enhanced long-
term provisions. Ensuring the success of 
health care reform, however, will be diffi-
cult, to say the least. 
     In NYS, the health and mental health 
care systems are experiencing additional 
reform of their own. Out-patient mental 
health clinics are undergoing program-
matic and fiscal restructuring, and a newer 
form of programming called Personalized 
Recovery Oriented Services (PROS), 
which focuses on recovery and rehabilita-
tion, has been expanding in recent years.  
With this restructuring, we need to be sure 
that services effectively meet the clinical 
and programmatic needs of older adults 
and are fiscally sound so they can result in 
increased service capacity for the geriatric 
population.  
     Medicaid is also being re-
conceptualized. In an effort to help close a 
$10 billion budget gap, NYS Governor 
Cuomo has formed a Medicaid Redesign 

Team to find ways to cut cost and im-
prove efficiency in the program. Geriatric 
mental health initiatives can help.  For 
example, long-term care services for older 
adults and individuals with disabilities are 
a major driver of Medicaid costs.  What is 
rarely understood, however, is the high 
prevalence of mental illness among indi-
viduals with long-term care needs and the 
extent of unnecessary placements in ex-
pensive institutional settings due to the 
failure to address mental health issues of 
those who are disabled and of their fami-
lies, who are at high risk for mental disor-
ders that limit their ability to provide the 
care their family members need to remain 
in the community. In reforming Medicaid, 
we must see to it that mental health is 
effectively integrated into long-term care 
restructuring efforts so as to reduce cost 
and improve the quality of life of older 
adults both now and in the years ahead. 
     We should also optimize the use, and 
fight for the preservation, of the existing 
structure and leadership of the Geriatric 
Mental and Chemical Dependence Plan-
ning Council.  With the Governor’s Com-
mission to reduce the size of government 
by 20%, the continuation of the Council, 
although established by law, is not at all 
certain.  The Council’s work is not yet 
done, and its efforts to foster interagency 
coordination and ensure effective service 
delivery for older adults are all the more 
vital as the population grows over the next 
several years.  The geriatric mental health 
demonstration programs are also provid-
ing us with significant insight about suc-
cessful organization and delivery of care.  
Their continuation and expansion will be 
important for the dissemination of state-of
-the-art models that support older adults 
with mental disorders to age in the com-
munity across the state. 
     It’s an uncertain time, but a critical 
time for us to be rethinking the structure 
and financing of health and human ser-
vices. As we confront the challenges and 
seek opportunities for progress in the 
midst of crisis, all of us who care about 
the mental health of older adults will need 
to be vigilant and dedicated to assuring 
that geriatric mental health gets the atten-
tion, planning, and funding it deserves. 
And, time is of the essence. The elder 
boom has already begun. 
 
     Kimberly Williams is the Director of 
the Center for Policy, Advocacy, and 
Education at the Mental Health Asso-
ciation of New York City and the Direc-
tor of the Geriatric Mental Health Alli-
ance of New York. She can be reached at 
kwilliams@mhaofnyc.org. 

Geriatric Mental Health in New York State:   
A Reflection on Progress and Future Directions 

Kimberly Williams, LMSW 

Older Adults from page 1 
 
can complicate medical care and patient 
follow through, including proper adher-
ence to care recommendations and be-
cause they often cause stress with conse-
quent anxiety and depression. These 
needs can lead to serious deterioration of 
a patient’s physical condition, unneces-
sary office visits, or time-consuming 
phone calls to the doctor.  Sometimes 

emergency room visits, hospitalizations 
and other forms of intensive, intrusive and 
costly medical intervention can occur 
because of the psychosocial difficulty and 
the stress they cause. 
     Such problems may be well known to 
the patient’s doctor, but he/she may have 
neither training nor time to deal with 
them.  When effective professional inter-
vention does occur it often takes the form 
of what is called case management, be-

cause they are mainly psychosocial prob-
lems for which the patient needs help 
from family or social service agencies, or 
other sources that lie outside the usual 
range of medical services.    
     However, patients often do not know 
that help is available or how to obtain it.  
Or they may resist help for a variety of 
reasons.  There is a need for intermediate 
flexible intervention by a physician or 
physician’s representative. When success-

ful, this may be followed by more sus-
tained support from an agency or other 
non-medical source, but the initial inter-
vention (which may involve expertise in 
overcoming resistance and forming a sup-
portive relationship, identifying problems 
and potential types of aid, knowledge of 
available services, and immediate practi-
cal help) must come from the people  
 

see Older Adults on page 16 
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WE ARE THOUSANDS OF INDIVIDUALS AND  
ORGANIZATIONS INCLUDING:  

 
• Mental health, health, and aging services     
     professionals and providers  
• Researchers  
• Academic leaders  
• Consumers  
• Older adults 
• Advocates  
• Public Officials 

OUR ACTIVITIES INCLUDE: 
 
• Policy Analysis and Development  
• Advocacy for Systems Change  
• Qualitative Research  
• Conferences  
• Presentations on Best Practices  
• Technical Assistance  
• Promotion of  Innovative Programs  
• Information Updates 

If  you wish to join the Alliance, please contact us at  
center@mhaofnyc.org or (212) 614-5753 

I’m Still Here™ 
Montessori-Based Activities for Persons With 

Dementia 

Get trained in the I’m Still Here Montessori-
Based Activity Program (MAP)TM, an  

innovative approach to working with people with 
cognitive disabilities.  

 
Facilitated by Dr. J. Cameron Camp, Director of  

Research and Product Development at Hearthstone. 
 

Sponsored by The Geriatric Mental Health Alliance of New York, 
Hearthstone Alzheimer Care, and Montefiore Medical Center 

 
For more info and to register, visit www.mha-nyc.org/gmhany 

March 7, March 8, and March 9, 2011 
New York City 

Geriatric Mental Health:  
Overcoming Obstacles and  

Seizing Opportunities 

Join the Geriatric Mental Health Alliance for its 
Fifth Annual Conference!  

Learn, build new skills, and network with other  
people who are committed to geriatric mental health.  

 
KEYNOTE SPEAKER: Frederic Blow, Ph.D., Professor, 

Dept. of Psychiatry, University of Michigan 
 

Visit www.mha-nyc.org/gmhany for more information 

SAVE THE DATE 

Friday, May 13, 2011 
Marriot Hotel, Brooklyn Bridge 

THE GERIATRIC MENTAL HEALTH ALLIANCE OF NEW YORK  
50 Broadway, 19th Floor, New York, NY 10004 • (212) 614-5753 • center@mhaofnyc.org 

http://www.mha-nyc.org/gmhany 
 

DO YOU WANT TO PROMOTE BETTER GERIATRIC  
MENTAL HEALTH PRACTICE AND POLICY? 

 

JOIN THE GERIATRIC MENTAL HEALTH ALLIANCE OF NEW YORK 
 

Our goal is to meet the urgent need for better  
geriatric mental health practice and policy. 
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Jo Anne Sirey, PhD, Associate  
Professor of Clinical Psychology in  
Psychiatry, Weill Medical College of  
Cornell University 
 
 

E arly in my career, I took my 
oldest daughter to her first den-
tist appointment. Making small 
talk, the dentist asked me what I 

do. I told her about my research on barri-
ers to care, the stigma surrounding mental 
illness and interventions to improve treat-
ment participation for older adults. As she 
listened, I saw her eyes well up with tears. 
She told me about her father, who had 
been depressed in the final years of his 
life and had refused mental health care. 
Looking back, she remembered his fears 
about talking to a mental health provider. 
She told me that the family had difficulty 
untangling her father's medical illness 
from his aging-related functional losses 
and from the symptoms of major depres-
sion. They recognized later that their own 
biases were subtle and insidious. I have 
heard similar stories from family mem-
bers, friends, providers and my own pa-
tients. As older adults are identified as 
needing mental health care or seek it out 
themselves, they often come face to face 
with barriers to care.  
     Much can be learned about the psycho-
logical perspectives of older adults who 
may need mental health care by conduct-
ing research out in community settings.  
When you speak with older adults in sen-
ior centers or apartment buildings, they 
openly talk about their reluctance to seek 
care.  They do not perceive the need for 
treatment, either because they attribute 
their difficulties to normal aging or medi-
cal illness; or perceive the financial and 
social costs of treatment to be too high.  
In addition to the financial costs of care, it 
is the anticipated social costs of stigma 
and rejection by others that are often 
equally intimidating.  For many of these 
older adults, mental illness is not like 
pneumonia where symptoms such as 
shortness of breath that cause distress are 
readily identifiable as abnormal and pre-
cipitate seeking care.  Instead, many de-
pressed older persons struggle to get mov-
ing, take care of themselves and their 
families, and manage their day to day 
affairs .They do not perceive themselves 
as suffering from a mental illness. As a 

natural consequence, these older persons 
do not see that their difficulties could be 
ameliorated by seeking and participating 
in treatment.  Many older adults perceive 
their distress as an intractable part of the 
aging process. If depression, medical ill-
ness and loss are a normal part of aging, 
why would one think to seek help? 
     Seeking care is a health behavior that 
emerges out of an often “non-conscious 
cost benefit analysis”.  It is only when we 
ask older adults the rationales for their 
choices and about their experience that 
these attitudes and beliefs become clear.  
To accept a referral and participate in 
mental health treatment reflects a balanc-
ing of barriers to care and the perceived 
need for care.  Many providers are aware 
of the barriers older adults face due to 
transportation, expenses living on a fixed 
income, and the impact of medical ill-
nesses.  But often these factors obscure 
the attitudes and barriers that may be 
equal determinants. For older adults with 
depression, their low energy and resigna-
tion resulting from symptoms, cognitive 
deficits and associated difficulties in func-
tioning each compound one another.  In 
our work with community-dwelling cli-
ents of Westchester County aging ser-
vices, we have found that half of elders 
who report symptoms of depression that 
would warrant attention do not perceive 
themselves as suffering from an emotional 

illness.  Many express concern about the 
social costs of being stigmatized for seek-
ing depression treatment.  Even among 
those older adults who do initiate mental 
health care, perceived stigma is a barrier 
to both participation in treatment and anti-
depressant adherence. When teased apart, 
beliefs about depression, preferring self-
reliance and lack of knowledge about ser-
vices can contribute to the lack of mental 
health service usage. 
     Additionally, barriers may reflect cul-
tural assumptions about need and mental 
health care.  Concerns about stigma, fear 
of involuntary hospitalization and reluc-
tance to divulge personal information are 
common among older persons from cul-
turally diverse and less economically ad-
vantaged communities.  Based on resil-
ience theory, at the individual level reluc-
tance to seek care among minority older 
persons may reflect effective coping mecha-
nisms and adaptations to having survived 
racism and discrimination. Over time, these 
coping mechanisms and adaptations can 
evolve into obstacles to health care in 
later years..  Preferences for self-reliance, 
use of home remedies, faith-based inter-
ventions and care avoidance due to mis-
trust of care providers may be powerful 
remnants from earlier healthcare abuses. 
In these cases, the predisposing factors 
that once served to protect the individual 
have now become barriers to care. 

     In our recent work we found that older 
adults are aware of concerns about both 
public perceptions of stigma and personal 
social costs.  When asked if “most people 
would willingly accept a person who has 
had depression as a close friend”, 39% of 
older adults interviewed who endorse 
symptoms of depression did not agree. 
Similarly, 47% felt that most people did 
not believe that a person who has been 
hospitalized for depression is just as trust-
worthy as the average citizen. When re-
flecting on the reactions of their own fam-
ily and friends, more than a third were 
concerned that others would treat them 
differently (40%), judge them (40%) or 
distrust them (40%).  These reports con-
firm the continued concerns of older 
adults about societal stigma as well as 
personal stigma. 
     To combat stigma and other barriers to 
care we are working to develop interven-
tions that promote engagement in mental 
health services among older adults identi-
fied in the community.  Inquiries about 
what they expect when seeking mental 
health care, who in their lives has had 
similar difficulties or treatment, and who 
in their community knows about their 
illness can elicit information about stigma 
and other barriers. Prior experiences and 
concerns about what will happen in treat-
ment can provide a way of openly dis-
cussing barriers to care. By understanding 
the concerns about accessing care, defin-
ing goals that could be achieved if care is 
effective and collaborating to address the 
barriers, our interventions hope to help 
older persons seek the care they can use, 
engagement in a collaborative treatment 
relationship with a provide and adhere to 
treatment agreed upon.  Taking these 
steps may help address depressive symp-
toms that compromise the quality of life.  
     Jo Anne Sirey, PhD, is Associate Pro-
fessor of Clinical Psychology in Psychia-
try at the Weill Medical College of Cor-
nell University and is associated with the 
Weill Cornell Institute for Geriatric Psy-
chiatry, both in New York City. The Weill 
Cornell Institute located on the campus of 
New York Presbyterian Hospital in White 
Plains provides screening for depression 
to older adults. For more information, 
please call (914) 997-4331. Her research 
is supported by research funding from the 
National Institute of Mental Health (R01 
MH079265, R01 MH087562). 

Barriers to Accessing Mental Health Care for Older Persons with Depression 

 

Companionship from page 1 
  
     Among these few programs is a unique 
Peer Volunteer program called the Baruch 
Elders Services Team (BEST) run by 
Grand Street Settlement. Located in a pri-
marily Hispanic, Asian and Jewish 
neighborhood in New York City’s Lower 
East Side, Grand Street Settlement offers a 
continuum of innovative programs from 
early childhood and youth development to 
community support for adults and seniors. 
Established in 2003, BEST is one of the 
several recreational and socialization pro-
grams for seniors offered by the agency. It 
is located in the Bernard Baruch Houses’ 
NORC (Naturally-Occurring Retirement 
Community) environment, the largest pub-
lic housing complex in Manhattan, and has 

senior Peer Volunteers serving home 
bound senior clients.  
     BEST, designed after the evidence-
based Peer Support model, has an active 18
-member Peer Volunteer Corps that live in 
the Bernard Baruch Houses. They serve 
around thirty homebound, frail, and so-
cially isolated seniors, 95% of whom are 
Hispanic. The majority of Peer Volunteers 
themselves are of Hispanic origin and all 
are fluent in Spanish. The average age of a 
Peer Volunteer is 70-72 years and many 
are women. About half have a history of 
depression and most suffer from physical 
ailments like arthritis and diabetes. The 
Peers receive extensive training on mental 
health and other related issues when they 
are first hired and continue to receive re-
fresher trainings throughout the year. They 

do home visits, go to medical appoint-
ments, run small errands and make fre-
quent phone calls to their clients who are in 
their 80s and 90s. The majority of the sen-
ior clients also have a history of depression 
and suffer from various physical ailments.  
In exchange for their small stipend of $50 a 
month, the Peer Volunteers are expected to 
work only about 12 hours a month.  Never-
theless, almost all of them voluntarily put 
in many more hours without any additional 
compensation. Case Managers and Clini-
cians at Grand Street Settlement refer cli-
ents to the BEST program and Lead Ser-
vice Volunteers coordinate Peer activities. 
Peers have supervision with program staff 
twice a month and staff is also available to 
assist them with any challenges encoun-
tered during their meetings with clients.   

     Many of the Peer Volunteers have 
worked with the program for several years 
and say that their work is very rewarding. 
They tend to visit their clients in the eve-
nings and nights when the seniors are less 
likely to have home attendants or other 
companionship. They also visit seniors 
while they are hospitalized. Most Peer Vol-
unteers as well as the seniors they serve 
shared with us that they have few family 
members or friends in the city and feel 
somewhat isolated. Many are widowed. 
Peers and their clients have lived in the 
same community for several years and 
know each other so they find this compan-
ionship mutually rewarding. One senior 
said that her Peer Volunteer is her best  
 

see Companionship on page 13 
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By Elizabeth H. Cymerman, MNH, BSN, 
RN-C, HNC, Assistant Manager,  
Mental Health Services, Visiting Nurse 
Service of Westchester 
                                                                                                                                                                                                       
 

A ccording to the National Insti-
tute for Mental Health in Eng-
land (2005), “The presence of 
Mental Health problems [for 

the elderly], is a strong independent pre-
dictor of poor outcomes, such as increased 
mortality, length of stay, institutionalism, 
and resource use.” 
     In North America an estimated 20% of 
seniors living on their own, and 80-90% 
of those living in institutions have Mental 
Health issues or illness. In addition, de-
mentia cases are expected to double in the 
next 30 yrs. Over the next 25 yrs, the US 
will have a large growth in the population 
of older adults age 65 and over. This 
population will double, and the proportion 
of this sector of the American population 
will grow to 13-20%. 
     The mental disorders discussed are not 
a part of normal aging. Unrecognized and 
untreated Mental Health conditions can be 
severely impairing, even fatal. In the US, 
the rate of suicide, a consequence of De-
pression, is highest among older adults. 
The largest prevalence rate for people 55 
and over of Mental Health disorders are 
the following: Depression and Anxiety, 
Dementia, Drug  and  Alcohol Abuse, and 
other Mental Health Disorders. 
     Mental Health problems can lead to or 
exacerbate other physical conditions, by 
decreasing the ability of older adults to 
care for themselves, by impairing their 
capacity to rally social support, and  im-
pairing physiological functions. Depres-
sion and anxiety can increase mortality 
from coronary disease and cancer. 
     Many older adults experience loss with 
aging: loss of social status and self-
esteem, death of friends and loved ones. 
Loss of a spouse is common. Bereave-
ment may increase the probability of, or 
cause/exacerbate mental disorders. Be-
reavement is a risk factor for depression. 
Ten to twenty percent of widows/
widowers develop Major Depression dur-
ing the first year of bereavement. Some 
succumb to Depression and suicidality, 
while others find new adaptive strategies. 
The reason for this is unknown, but one 
could speculate that it has to do with the 
person’s previous coping strategies and 
attitudes toward living. 
     According to a study done by Texas 
A&M University, people 65 yrs and older 
are unlikely to receive mental health ser-
vices. Data from a National Survey on 
Drug Use and Health found that older 
adults were three times less likely than 
younger adults (ages 16-64), to receive 
Outpatient Mental  Health treatment. Only 
2.5% of older adults, compared to 7% of 
younger adults utilized any Outpatient 
treatment. There may be several reasons 
for this which includes: The elderly may 
have difficulty with mobility and trans-
portation, and the commonly held miscon-
ception that Depression , Dementia, and 
Anxiety is a normal response to aging. 
     Older people with Mental Health 
needs are at greater risk for abuse than 
other groups of older people. The risk is 

greater for abuse under the following 
circumstances. When older people : (1) 
have cognitive impairment (2) people 
who are depressed (3) caregiver drinks 
alcohol heavily (4) poor relationships 
within the household (5) when the older 
person is physically or mentally abusive, 
or has behavior problems. Older people, 
especially those with mental illness, need 
to be examined periodically for suspi-
cious bruises, scratches, and potential 
fractures induced by caregivers. General 
practitioners need to be more aware of 
elderly patient’s mental status and mood, 
and inquiring about recent functioning 
and losses. 
     Cognitive impairment, which is loss of 
brain function, is seen in varying degrees 
in older patients, which is often memory 
loss. Memory complaints are reported in 
50-80% of these patients. These complaints 
may not actually correspond to actual per-
formance. Long and short term memory 
declines along with recall, slowing of in-
formation processing, selective attention, 
problem solving, and fluid intelligence. 
     Males and females have different risk 
factors for age-related cognitive impair-
ment. Risk factors for females are more 
relationship focused. They lacked a strong 
social network and are dependent (3.5 
times greater than those that are independ-
ent. Females with Depression are 2 times 
more likely to progress to dementia, than 
those who are not depressed. Males with 
mild cognitive impairment were likely to 
be overweight, have Diabetes and/or CVA 
(stroke), a 3 time increase in developing 
dementia. There is also a genetic factor 
(ApoE), which is seen frequently in pa-
tients with Dementia. 
     A French study also revealed that, in a 
4 yr period, 42% of 7,000 people showed 
mild cognitive impairment initially. At the 
end of 4 yrs, 6.5% developed Dementia, 
while 37% returned to normal, implicat-
ing that people can drift in and out of mild 
impairment.  Some suggestions from this 
study included: (1) maintain good rela-
tionships with friends and family (2) pre-

vent or treat Depression (3) maintain a 
healthy weight (4) prevent or manage 
Diabetes (5) prevent a CVA (stroke). 
These suggestions highlight the fact that 
cognitive decline may be prevented to 
some degree, through lifestyle changes. 
     In normal aging, there is a gradual 
decline of physical and mental function-
ing, but not as severe as negative stereo-
types portray. Trends show that the preva-
lence of chronic disability is declining, 
and extreme disability, including mental 
disorders, is not an inevitable part of ag-
ing. There is much variability in individu-
als,that is dependent on lifestyle and psy-
chosocial factors. According to research, 
again, lifestyle modifies genetic risk in 
influencing the outcomes of aging. 
     Another study postulates that success-
ful aging is contingent upon 3 elements 
(1) avoiding disease and disability (2) 
sustaining high cognitive and physical 
function, (3) and engaging with life- i.e. 
maintaining interpersonal relationships 
and productive activities (paid or unpaid). 
All 3 elements must be included in order 
to affect aging. Aspects of Mental Health 
in normal aging include stable intellectual 
functioning, capacity for change and pro-
ductive engagement with life. 
     Erik Erikson, a Developmental Theo-
rist, characterizes the final stage of psy-
chosocial development as “ego integrity 
versus despair,” the final life crisis. The 
question a person asks is “Have I lived a 
full life?” There is a natural slowing of 
activity, thus allowing one the time to 
contemplate accomplishments. If one 
feels we have achieved our goals, one 
feels contentment and integrity, if one 
feels dissatisfied with life and in despair, 
this can lead to Depression. 
     This stage normally begins before retire-
ment. In the recent years however, the age at 
retirement has gone steadily up, as well as 
life expectancy, leaving more years of being 
productive and more time to achieve life 
goals. In North America, female current life 
expectancy is 86, and male is 83 yrs old. 
     Relationships improve life expectancy 

and bolster cognitive functioning, through 
social support when life is difficult, by 
assisting with concrete and emotional 
issues. Another theory is that the benefit 
from social support is due to actual bio-
chemical changes in the body that pro-
duce chemicals when we are in relation-
ships that protect our health. 
     Exercise is an important part of a 
healthy brain while aging. Studies have 
shown a lower risk of decline in elderly 
who exercise regularly. Exercise also as-
sists in maintaining a healthy weight, 
blood pressure, and blood sugar goals as 
well, and reduces depressive symptoms. 
     A positive attitude toward aging may 
add additional years to your life. A study 
of 660 people revealed that those with a 
positive perception of aging lived an 
average of 7.5 yrs longer. This has impli-
cations for retraining society’s image in 
middle age and senior yrs. Researchers 
also believe that positive thinking about 
aging can increase the will to live, and as 
a result, increase resiliency and proactive 
behaviors toward health. It is also 
thought that positiveness reduces mental 
stress of aging. 
     There has been much information in 
recent years regarding improving or main-
taining brain fitness. As boomers have 
entered into this age group, they have 
clamored for more ways to save brain 
cells.  Again, is biology or lifestyle re-
sponsible for the 20% of people over 85 
having Dementia? Research has found 
that remaining engaged in cognitive ac-
tivities will help maintain brain fitness. 
Basic principles include: (1) variety and 
curiosity. Suggestions include: Sudoku, 
crosswords, and electronic games for 15 
minutes per day. (2) Meditation daily (3) 
Nutrition-include Brain foods: fish oils, 
nuts, seeds, olive oil, and antioxidant rich 
foods found in fruits and vegetables. (4) 
Turn off the TV and use your mind and 
body!(5)  Exercise- vary your workout (6) 
Reading, but change genre for variety. (7) 
Learn a new skill- Chinese cooking, nee-
dlework etc. (8) Cultivate relationships- 
stay engaged ( 9) Live with meaning and 
purpose- find a passion. 
     Here, at the VNS of Westchester and 
Putnam, the average age of our patients is 
older than the national and state averages. 
As noted at the beginning of this article, 
Home Care will experience a doubling of 
patients over 65 in the coming years. As 
with other services of the Health Care Con-
tinuum, it is vital that we address the issues 
relevant to maintaining mental and cogni-
tive health, and identifying/diagnosing and 
treatment of mental illness in the elderly. 
Education regarding steps one can take to 
maximize mental health in the golden years 
should be a part of the Mental Health 
Home Care visit, and at every point of en-
try in the Health Care Continuum.  
 

Notes 
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By Alla Bazay, LCSW, Supervisor 
FEGS Brooklyn Resource Center 
 
 

M any people from the former 
Soviet Union seek and receive 
culturally sensitive services 
from the FEGS Brooklyn 

Resource Center on Kings Highway in 
Brooklyn. This outpatient OMH licensed 
clinic provides psychiatric and counseling 
services to many Russian speaking individu-
als of whom a majority are between the ages 
of 60-85. Certainly there are commonalities 
among older adults, but older adults who 
have immigrated to the United States as 
adults have a particular set of emotional is-
sues that we are familiar with at the Resource 
Center Clinic, where I am a Supervisor. 
     The trauma of immigration is a pri-
mary stressor and can lead to emotional 
disorders in the older adults we serve. The 
transition into life in a new country often 
triggers frustration and stress. Some com-
mon stresses of immigration are: learning 
a new language, getting more education, 
finding employment, and dealing with the 
changes in family roles and family rela-
tionships. 
     Immigration also comes with many 
personal and significant losses including: 

loss of loved ones or friends who were 
left behind, loss of property and posses-
sions, and loss of social status. 
     One of the most profound losses, lead-
ing to tremendous stress, financially, so-
cially and personally, is the loss of previ-
ous employment status. No matter how 
educated you were in the former Soviet 

Union and what personal and professional 
accomplishments you had, once you im-
migrate, you have to start everything from 
the beginning. You are challenged to 
prove yourself professionally. There are 
many instances when people, who were 
scientists, teachers, lawyers, and doctors 
in the former USSR, could not attain their 

professional status in the US and started 
working as car-service drivers or home-
attendants. Such a tremendous change in 
one’s social status could cause persistent 
frustration and contribute to emotional 
disorders including major depression.  
     Another major stressor leading to emo-
tional problems for elderly Russian-
speaking immigrants is isolation due to 
very limited English language skills and a 
poor social and community network.  
     Yet another is the pressure to meet 
citizenship requirements in a new lan-
guage that is increasingly difficult to learn 
with age, for many immigrants).  
     How do Russian-speaking immigrants 
deal with their mental health issues? Once 
again a cultural perspective is vital to con-
sider. In general, psychiatry in the former 
Soviet Union was associated with social 
oppression. It was used by government as a 
sentence to deal with many dissidents whose 
opposition was defined as only possible as a 
consequence of mental illness; at least this 
was the popular perception. People who 
needed mental health care were severely 
ostracized out of fear of association. 
     Russian-speaking immigrants may view 
visits to mental health specialists as  
 

see Emotional on page 38 

The Emotional Needs of Older Adults from the Former Soviet Union 

By Laura Williams, Regional Director,  
Sara Smith, Residential Director, 
and Alice Lundrigan, Clinical Supervisor 
F·E·G·S Behavioral Health Residential Services  
 
 

G rowing old in America today 
carries a different connotation 
than it did in the past. The eld-
erly are no longer settling for 

aging gracefully, rocking chairs, and per-
mitting family members to decide how 
they will spend the remainder of their 
lives. Instead, striving for a youthful ap-
pearance and healthy body, meaningful 
relationships, financial stability and hav-
ing a productive role in their life, is tanta-
mount to overall wellbeing for adults as 
they age.   
     Adults with psychiatric conditions who 
are aging also want the same experience 
of wellbeing, activity and relationships.  
In persons challenged by mental illness 
and recovery, meeting their multiple 
needs requires added support from their 
family or care takers. Residential provid-
ers need to add supports that address their 
physical as well as their psychological 
needs if aging populations are to remain 
in and flourish in their communities. As 
new housing opportunities for the men-
tally ill open in the community, aging 
should not be viewed as an impediment to 
advancement and self-sufficiency. 
     Fifteen years ago, the F·E·G·S Commu-
nity Residence/Single Room Occupancy 
(CR/SRO) in Harlem opened its doors as 
the agency’s first SRO residential program.  
The 60-bed facility is now just one of 
many F·E·G·S sites meeting the needs of 
aging consumers. The residential pro-

gram’s roster reflects 30% of its residents 
as part of the older population, all of 
whom have psychiatric conditions.   
     The CR/SROs are often stepping 
stones for persons moving towards greater 
independence in supportive housing.  
Learning to function in the least restric-
tive environment is the key to success, 
and the challenge for many older residents 
as they age. Too often, elders become 
accustomed to increased services as their 
day-to-day functioning decreases. As the 
probability of older residents becoming 
independent also diminishes, the expecta-
tion becomes discharge to more depend-
ent care such as a nursing home or as-
sisted living facility.  
     Conversely, by supporting the consum-
ers’ strengths and decision making abili-
ties, through motivational interviewing, 
rehabilitation and recovery, and other 
supportive methods, additional loss of 
functional capacities have been prevented 
and/or minimized while they are residing 
in the supervised residence. 
     Across the various F·E·G·S residential 
programs, consumers that are ready for 
more independent lifestyles are given the 
opportunity to view available apartments.  
Apartment tours are arranged with spe-
cific consumer needs in mind.  
     As in the case of Eileen, (not her real 
name) a feisty, widowed African Ameri-
can female in her late 60’s. Eileen was 
anxious to move from the CR/SRO where 
she resided for nine years but knew that 
the independent life she had once strived 
for was beyond her physical ability.  After 
several housing application rejections, she 
attended an interview at a medical model 
facility whereby her multiple medical 

needs would be met.  Dejected, and dis-
couraged, she returned stating “I ain’t 
ready for that kind of place, they won’t 
even let me go out by myself!”   Eileen 
declined the offer to enroll deciding that 
she had too much of life left to live with 
restrictions. 
     Within the span of time she resided at 
the CR-SRO, Eileen’s health had spiraled 
downward.  Diabetes was taking its toll, 
and she suffered a diabetic coma. After 
her hospitalization, and difficult recovery, 
her days were plagued with the discom-
fort of neuropathy, arthritis, and overall 
weakness.    
     She relied on residential staff for her 
day to day living, from bed checks at 
night to escorts to and from appointments 
and program during the day.    
     No one could imagine a more unlikely 
companion for Eileen than Allen (not his 
real name). A single, African American 
male, diagnosed with paranoid schizophre-
nia, Allen had difficulty with socialization. 
Raised in foster care and later group 
homes when he was deemed unmanage-
able, Allen realized his own strengths in 
his intelligence, eagerness to learn and 
athletic capabilities.  He became homeless 
after a lengthy hospitalization and devel-
oped the needed survival skills.  His con-
tact with a community outreach team di-
rected him to F·E·G·S.   
     Allen gradually learned a lot about 
himself while residing at the CR/SRO.  
He had an excellent aptitude for electron-
ics and computers and developed skill in 
repairing equipment. Allen also enjoyed 
sports, music and learned the art of DJ’ing 
and mixing music.  
     With staff support, Eileen and Allen 

developed a lasting and complementary 
friendship that continued to grow at the 
residence.  Eileen was able to provide a 
sense of comfort and nurturing that was 
lacking in Allen’s life, while Allen of-
fered the caring and security that Eileen 
needed to cope with her physical decline.    
     Individually, neither Eileen nor Allen 
was interested in moving to a new Bronx 
Supported Housing Program. Together, 
however, their mutually supportive role 
made them ideal candidates to share a two 
bedroom apartment.  A ground floor, two-
bedroom unit in the apartment house was 
secured and they moved into their home 
together. 
     Staff from both the CR/SRO and the 
Support Housing Program worked to-
gether to assure a smooth transition. 
     Eileen and Allen easily demonstrate 
that it’s never too late to start over.  They 
are flourishing in their new home and 
enjoy being host to visitors. They have 
attained the self confidence and reliance by 
having the opportunity to attain independ-
ence in a home of their own.  As Allen 
says, “I never would have left if all of you 
didn’t show me what was out there. . .” 
     For people with a mental illness who 
are aging in place in supported housing 
programs it is important for providers to 
recognize their changing needs but con-
tinue to support independence. As F·E·G·S 
population of aging consumers continues 
to grow, we will increase our efforts to 
improve services and seek out opportuni-
ties for residents to lead active, productive, 
lives as independently as possible.   
     For more information on FEGS hous-
ing and other services call 212-366-8038 
or visit our website, www.fegs.org. 

Aging with Optimism in F·E·G·S Behavioral Health Residential Programs 
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Companionship from page 8 
 
friend. Another said that she prefers spend-
ing time with her Peer Volunteer more 
than with her own children because she 
has more patience and understands how 
she feels. When asked why they chose to 
become Peer Volunteers, many replied, 
“this work helps me overcome my own 

loneliness” and “it is very rewarding to be 
able to help someone else.” 
     V. Yoshita Pinnaduwa, MA, MPA, is a 
Policy Analyst in the Office of the Assistant 
Commissioner, and Pilar Pardon, MSW is 
a Program Specialist, in the Office of 
Treatment Programs at the Bureau of 
Mental Health, New York City Department 
of Health and Mental Hygiene (DOHMH). 

Upstate Providers Promote Awareness 
Of Mental Health Issues in Older Adults 

By Nadia Allen, Executive Director, 
Mental Health Association of Orange 
County, and Susan K. Miller, Managing 
Director of the Orange/Sullivan Division 
of Rehabilitation Support Services 
 
 

T hree years ago, under the direc-
tion of the Orange County De-
partment of Mental Health, the 
Geriatric Mental Wellness Alli-

ance in Orange County (NY) was estab-
lished. Comprised of representatives from 
Orange County government, private non-
profit agencies, various health care agen-
cies, and interested community members. 
The committee meets on a monthly ba-
sis.  The mission of the committee is to 
promote, educate and advocate for the 
mental health needs of elderly persons so 
those needs can be addressed by govern-
ment, social service, educational, health 
and community agencies in Orange 
County and neighboring areas.   
     The committee, which is co-chaired by 
staff from two of the mental health pri-
vate not-for-profit agencies in Orange 
County, is also fortunate to have an advi-
sor/liaison from the Orange County De-
partment of Mental Health. The support 
and guidance from the Orange County 
Department of Mental Health has been 
instrumental in the success of the com-
mittee.  Over twenty different community 
agencies participate in the meetings, 
which gives the committee a wide per-
spective of opinions and knowl-
edge. Major issues are discussed and 
ways to address these issues are brought 
back to the agencies and commu-
nity.  Some of these issues are:  (1) How 
to integrate mental health, health and ag-
ing services, (2) Increasing the capacity 
of the system to service cultural minori-
ties through outreach and enhanced cul-
tural competency/equity, and (3) Increas-
ing public education to address issues of 
stigma, ageism and ignorance about 
mental illness. 
     Finally, for the past two years the 
Geriatric Mental Wellness Alliance and 
the Orange County Department of Mental 

health have also sponsored eight two-
hour lectures on a variety of topics, such 
as “Trying to Hold it Together – the Prob-
lem of Hoarding in Older Persons,” 
“Understanding Addictions Later in 
Life,” “Alzheimer’s, Dementia, Disease 
and Depression,” and “Practical Strate-
gies for Addressing Medication Safety 
Issues Among Older Adults.” These lec-
tures have been attended by 75-110 peo-
ple from all areas of psychiatric and 
medical health care, such as clinicians, 
direct care staff, physicians and consum-
ers.  These lectures have been instrumen-
tal in increasing awareness and knowl-
edge of the mental health needs of older 
adults in the community and have been 
well received. The Geriatric Mental 
Health Alliance of New York, which has 
consulted with the committee, provides 
the lecturers for this popular series.   
     In 2011 the committee looks forward 
to the continuation of the lecture series 
and its ongoing work in effecting positive 
change in the service delivery system for 
older adults with mental health issues.     

Nadia Allen 
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By The National Institute  
on Aging (NIA) 
 
 

S cientists are seeking ways to de-
tect the earliest stages of Alz-
heimer's disease, since harmful 
changes may be taking place in 

the brain years before symptoms appear. 
Now, researchers report that a blood test 
detecting a specific protein in blood sam-
ples from cognitively normal older people 
may reflect the levels of beta-amyloid 
protein in the brain-a hallmark of the dis-
ease. Supported in part by the National 
Institutes of Health, the findings may 
eventually lead to a blood test that helps 
predict risk for Alzheimer's disease and 
who may be a good candidate for partici-
pating in clinical trials. 
     Madhav Thambisetty, M.D., Ph.D., of 
the Intramural Research Program at the 
National Institute on Aging (NIA), part of 
the NIH, was the lead author on the study 
with collaborators from the Institute of 
Psychiatry at King's College, London, and 
the Department of Radiology at Johns 
Hopkins University, Baltimore. The study 
appears in the Dec. 20, 2010, issue of the 
Journal of Alzheimer's Disease. 
     “Recent advances in imaging and bio-
markers that help track the onset and pro-
gression of Alzheimer's disease show prom-
ise for early detection of the disease process, 
and for tracking the effectiveness of early 
interventions," said NIA Director Richard J. 
Hodes, M.D. "This is critically important in 

streamlining and conducting trials more 
efficiently so that we can find out about 
possible therapies that much sooner.” 
     Using proteomics technology, a 
method of studying hundreds of proteins 
from a small blood sample, the research-
ers analyzed blood samples of 57 older 
and symptom-free volunteers to determine 
whether specific proteins were associated 
with amyloid burden in the brain. They 
measured brain amyloid using PET 
(positron emission tomography) scans 

with Pittsburgh Compound B, a tracer that 
binds to amyloid plaques. The volunteers 
are participating in the NIA's Baltimore 
Longitudinal Study of Aging (BLSA), 
America's longest-running scientific study 
of human aging. 
     The researchers found the amount of a 
specific protein called apolipoprotein E, 
or ApoE, in the blood samples was 
strongly associated with the level of beta 
amyloid in the brain. Those with high 
blood levels of the protein had signifi-

cantly greater deposits of amyloid in the 
medial temporal lobe, the region of the 
brain important to memory function.  
     “These results are especially intriguing 
as this protein is made by the APOE gene, 
the most robust genetic risk factor for late
-onset Alzheimer's,” Thambisetty said. 
Late-onset Alzheimer's is the most com-
mon form of the disease and occurs 
around age 65 or later.  
     He now plans to test these findings in 
serial blood samples collected every year 
in BLSA volunteers to determine how 
changing blood levels of ApoE protein 
may relate to pathological changes in the 
brain over time.  
     “If the results are equally positive, we 
may be able to develop a blood test that 
provides a less invasive, inexpensive 
method that helps to detect the early 
pathological changes of Alzheimer's dis-
ease,” he said. 
     The NIA leads the federal government 
effort conducting and supporting research 
on aging and the health and well being of 
older people. For more on health and on 
aging generally, go to www.nia.nih.gov. 
The NIA provides information on age-
related cognitive change and neurodegen-
erative disease specifically at its Alz-
heimer's Disease Education and Referral 
(ADEAR) Center at www.nia.nih.gov/
Alzheimers. To sign up for e-mail alerts 
about new findings or publications, please 
visit either website. To learn more about the 
BLSA, go to http://www.grc.nia.nih.gov/
branches/blsa/blsanew.htm.  

Study Ties Blood Protein to Alzheimer’s Brain Abnormalities 

 

By Barry T. Hawkins, PhD, Director 
Chemical Dependency Services 
Orange County Department  
of Mental Health  
 
 

I  recall when I was doing a field 
placement in a geriatric care facility 
in Joliet, Illinois, I encountered a 
resident who kept a flask of whiskey 

in his robe pocket, and seemed to always 
have a ready replacement when one was 
empty.  Often the patient was in a stupor, 
and had several incidents in which falls 
and other accidents had impacted his 
health. When discussing this with one of 
the administrators, I was surprised to find 
that instead of concern about the abusive 
pattern, or how the alcohol was being 
supplied, the staff person suggested that 
this behavior didn’t hurt anyone. The pa-
tient had been a regular drinker his entire 
life, this staff person continued, and why 
should anyone begrudge him a little pleas-
ure in his final years of life. This was 
forty years ago, and at the time I was a 
student, trying to learn about geriatric 
care, with little knowledge or self-
confidence. I didn’t realize either the 
gross misunderstanding this administra-
tor’s statement represented, or the shock-
ing lack of appropriate care.  Even people 
advanced in age can benefit from life 
changes that increase health and resil-
ience. As the U.S. population ages, in-

creasingly we are going to have to come 
to terms with problems of alcohol and 
substance use that were once the province 
of younger people. Trends reported to 
SAMHSA’s Treatment Episode Data Set 
(TEDS) show an increase of 32% in the 
number of older adult admissions from 
1995 to 2002 and that trend is accelerat-

ing. Primary drug admissions among 
older adults increased 106% for men and 
119% for women in the same period. 
     Results of the National Household 
Survey on Drug Abuse suggest that more 
than two million people 65 and older had 
some sort of alcohol problem.  Likewise, 
a study titled “Substance Use by Older 
Adults: Estimates of Future Im-
pact” (Korper, 2002) estimated that by the 
year 2020, the number of problem sub-
stance abusers aged 50 or older will reach 
five million.  
     Changes in the aging body – lower tol-
erance, decreased water content, and less 
efficient metabolism – mean that an aging 
person may not be able to use alcohol or 
other drugs in the same quantity or fre-
quency without increased consequences  
(Hawkins, 2008).  These exaggerated reac-
tions may not appear as typical 
“alcoholism” or “substance abuse” because 
of the smaller amounts involved, but may 
exacerbate problems that already are preva-
lent in older adults, such as hypertension, 
diabetes, gastrointestinal problems, lower 
bone density, sleep problems, as well as 
various mental health diagnoses.  It has 
been many years since the clinical commu-
nity recognized that children are not just 
“small adults” and need to be treated by 
professionals with special knowledge and 
skills.  A similar realization is needed that 
elderly persons are not clinically equivalent 
to “young people with more wrinkles.” 

     Overdose, medications errors, and such 
aside, there are a number of interesting 
modalities in incidence of actual depend-
ency, but two important categories are 
early and late onset.  Early onset describes 
the history of individuals who have 
abused substances for many years and 
now are joining the ranks of the elderly.  
Though this group is partially self-
winnowed by the number who die from 
their addiction or develop such catastro-
phic medical consequences they are 
forced to abstain, there are increasing 
numbers entering the geriatric age set, 
whose baby-boomer lifestyle included 
regular use of illegal drugs or excessive 
alcohol use. 
     More problematic in some ways, is late 
onset dependency, because a life of re-
sponsible use makes both the individual 
and his/her support system hesitant to 
apply a label that never before fit.  Seniors 
are less ready to admit a problem that had 
an even greater stigma during their youth 
than it does today. 
     Yet healthcare providers, themselves, 
sometimes maintain ageist attitudes.  
They may not be trained to recognize 
signs of substance abuse, may be unwill-
ing to listen attentively to older patients, 
and often dismiss older patients’ observa-
tions about their own attempts at diagnosis,  
while attributing all complaints or changes  
 

see Problem on page 42 

The Growing Problem of Drug and Alcohol Use in Older Adults 

Barry T. Hawkins, PhD 
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Sheridan Hill House: An Alternative Residential Model  
for Older Persons with Serious Mental Illness and Medical Conditions 

By Peter D. Beitchman, DSW, LMSW 
Executive Director of The Bridge 
and Chairman of the Board, 
Mental Health News Education, Inc. 
   
 

I n the context of recent national re-
search findings that people with seri-
ous mental illness have a signifi-
cantly shorter lifespan than the gen-

eral population, the mental health commu-
nity has directed much attention to ad-
dressing this disparity.  Integrating mental 
health and health care has become an im-
portant theme of our work as we recog-
nize the necessity to address the complex 
and comprehensive needs of our clients.   
     Several models have emerged to ad-
dress this challenge, including: partnering/
co-location of mental health and primary 
care services, the establishment of pri-
mary care programs by mental health 
agencies, and linkages with outside hospi-
tal - or community-based primary care 
providers. However, little attention has 
been focused on the housing needs of 
older persons who have serious mental 
illness with co-occurring serious medical 
conditions. This article describes one such 
model developed by The Bridge, a New 
York City-based non-profit mental health 
rehabilitation agency that provides ser-
vices to 1,800 men and women annually. 

     Sheridan Hill House, located in The 
Bronx, is a newly constructed permanent 
housing building consisting of 24 studio 
apartments with community space and 
staff offices.  Capital funding to develop 
the building was provided by the U.S. 
Department of Housing and Urban Devel-

opment (HUD), New York State Home-
less Housing Assistance Program, NYC 
Department of Housing Preservation and 
Development, and the Federal Home 
Loan Bank of New York.  Ongoing oper-
ating and services funding is provided by 
HUD, the NYS Office of Mental Health, 
NYC Department of Homeless Services, 
and a special geriatric mental health grant 
from the NYC Council. 
     Each of the 24 residents, who are sin-
gle adults who have serious mental illness 
and are medically frail due to age and 
illness, lives in a conventional studio 
apartment. The program has 24-hour 
staffing to meet the special needs of the 
residents.  In addition to case management 
and medication monitoring, the program 
includes an on-site nursing component 
and an established linkage with a home 
care providing agency. 
     Nursing services at Sheridan Hill House 
are provided by a part-time Bridge nurse 
care manager and a nurse practitioner con-
tracted through the Lifecare System of the 
Jewish Home and Hospital (which also 
provides the home care services).  In addi-
tion to providing basic primary care ser-
vices, the nurses provide staff and resident 
education, monitor treatment adherence 
and serve a vital function in communicat-
ing with outside medical providers to coor-
dinate and integrate care. 

     The age range of residents at Sheridan 
Hill House is 58 to 81 years old; the me-
dian age is 63. Fourteen residents are di-
agnosed with schizophrenia, four with 
schizoaffective disorder, six with bi-polar 
or uni-polar depressive disorder.  Twenty 
of the 24 residents have hypertension, 17 
have hyperlipidemia, nine have COPD, 
six have insulin-dependent diabetes, six 
non-insulin dependent diabetes, three 
have serious stroke histories, five have 
cancer histories (three receiving active 
treatment), two have Hepatitis C, three 
have neuropathy, two are legally blind, 
and six are wheelchair bound. 
     Funded for services by the NYS OMH 
as an SP-SRO with supplemental funding 
from the NYC Department of Homeless 
Services, regular staffing includes a Resi-
dence Director, round-the-clock residence 
counselor staff, part-time cook (a nutri-
tious dinner meal is served daily), part-
time peer worker, and weekend geriatric 
recreational specialist.  Interns from the 
Bronx High School for Medical Science 
also participate in the program.  Nursing 
staff is funded through the geriatric men-
tal health initiative of the NYC Council. 
     The outcomes of the program have 
been truly gratifying. As a cost-
containment model, the program has 
 

see Residential on page 36 

Peter D. Beitchman, DSW, LMSW 
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By Cameron J. Camp, PhD, Director 
Research and Product Development 
Hearthstone Alzheimer Care 
 
 

A  few years ago I was conduct-
ing training for staff in a long-
term care facility in Australia. It 
was a two-day training pro-

gram, focusing on the use of the Montes-
sori-based Activities Programming (MAP). 
I have been conducting research on the use 
of Montessori educational methods as a 
means of developing engaging activities 
for persons with all levels of dementia for a 
number of years (Camp, 1999, 2006, 
2010), and training care staff and family 
members on its application on an interna-
tional basis, as well. It has been heartening 
to see this approach being replicated in a 
number of countries and settings (e.g., Lin 
et al., 2009; Giroux, Robichaud, & Paradis, 
2010). The emphasis of MAP is to focus 
on the strengths and capabilities available 
to persons with dementia, to create activity 
materials and procedures which capitalize 
on those strengths and the person’s inter-
ests, and to provide meaningful engage-
ment with the person with dementia. The 
emphasis is on the person in the phrase 
“person with dementia,” echoing John 
Zeisel’s message in his book titled “I’m 
Still Here” (Zeisel, 2009). 
     On the afternoon of the second day of 
training, staff went out onto the units to 
apply their training. It was Christmas sea-
son, and a musical program was being 
held on the first floor while the training 
was taking place on the second floor -- 
which housed residents with moderate to 
advanced dementia. The nursing staff had 
sent down all of the residents judged to be 
“able to get something out of” the musical 
program. As a result, the residents avail-
able for my trainees work with were not 
the highest functioning persons with de-
mentia available. However, all of the 
trainees were able to immediately engage 
theses residents in activities. This was 
done in front of a company executive, 
who also had attended the training. In one 
instance, as a trainees began to approach a 
resident, a nurse on the unit said, “Don’t 
waste your time with her. There’s nothing  
there.” My trainee’s response was most 
heartening. She said, “Bite your tongue.” 
     There was one exception (there always 
is). Three of the trainees came back to me 
and said “There is a woman we cannot 
reach. She just does not react to anything 
we do. Show us how to engage her.” I 

always tell persons I work with or super-
vise that “I’ll never ask you to do some-
thing I would not or could not do myself, 
so may God have mercy on your soul.”  
With the three trainees in attendance, 
standing off to one side at a distance, I 
approached the woman, who was in a 
wheelchair, and pulled up a chair so that I 
could address her face-to-face. I intro-
duced myself, and asked her permission to 
show her some materials that I thought 
she might find interesting. She stared 
blankly ahead, giving no response. Next, I 
took out some sea shells that were of dif-
ferent tactile textures. I put one in her 
hand and gently moved her fingers over 
the smooth inner surface, saying 
“smooth” aloud. Then I replaced it with a 
shell that had a rough surface and let her 
fingers trace it, saying “rough” aloud. All 
the while I spoke in a calm, soothing 
voice making eye contact with her as 
much as I could. I repeated the smooth 
and rough demonstration, then thanked 
her for working with me. I said, “I en-
joyed my time with you, and I hope that I 
can see you again. I will look forward to 
it.” As I turned and started to walk away I 
heard the trainees gasp aloud. I ap-
proached them and said, “What hap-
pened?” They looked startled, and one 
said, “When you started to leave, she 
waved good-bye.” I then approached the 
woman, and waved good-bye to her.  
     This may seem like a very small 
thing, a very small achievement. But in 
reality, it is huge, because it represents 

the first step in a major shift in providing 
care and treatment to persons with de-
mentia. As I said to my trainees on de-
parting, “Your job is not simply to pro-
vide engaging activities to residents. It is 
to transform your organization, to be-
come agents of positive change and a 
shift in how your residents are per-
ceived.” This is the true nature of the 
“I’m Still Here”TM method of working 
with persons with dementia, in which 
MAP now is embedded. 
     As I’ve written in the past (Camp & 
Nassar, 2003), and emphasize in training 
seminars, the biggest barrier to providing 
good care to persons with dementia is a 
belief, often called therapeutic nihilism, 
which assumes that because a person has 
dementia that the person no longer is 
there, and that attempts to do more than 
“keep them busy” are wasted.  Therapeu-
tic nihilism emphasizes that nothing can 
really be “done” for persons with demen-
tia, and that because of their cognitive 
deficits anything other than palliative care 
is a waste of time and a frustration to the 
person with dementia. As a result, those 
who believe in therapeutic nihilism create 
environments and care systems that be-
come self-fulfilling prophecies.  
     There is only one way to reverse thera-
peutic nihilism, and that is to work mira-
cles. The good news is that it is very easy 
to do. If individuals believe in therapeutic 
nihilism, and that persons with the diagno-
sis of dementia will never improve, never 
show competence, and only get worse over 
time, then when those individuals see per-
sons with dementia: “waking up,” discuss-
ing why hydrogen was chosen as the gas to 

inflate The Hindenburg, anticipating trips 
to a museum, lecturing to children on the 
process of metamorphosis, and engaging 
with family and staff while in hospice care 
on the day that they die, then beliefs in 
therapeutic nihilism change. Seeing truly is 
believing, and the examples I just gave are 
real and recent.  
     Those of you reading this article have a 
vested interest in changing the way we 
think about persons with dementia. Almost 
all of us are affected by dementia. We have 
family members or friends who have been 
given this diagnosis. We worry about our 
own chances of getting the diagnosis. The 
way in which we think about and provide 
care and treatment for persons with demen-
tia now is very likely the system that will 
deliver care and treatment to us if we de-
velop dementia. It is time to get serious 
about changing our attitudes and percep-
tions about dementia. It is time to create 
systems that emphasize the “living” in the 
phrase “living with dementia.”  
     We are part of an international effort to 
emphasize that non-pharmacologic treat-
ment of dementia is, indeed, treatment. 
This is a matter of providing basic human 
rights.  When a person with dementia is 
engaged in meaningful activity, the per-
son is truly present.  My group of trainees 
in Australia decided to form a task force, 
and to become a support group for each 
other in their efforts to change the culture 
within their organization. They named 
themselves, “The Miracle Workers.” I 
invite you learn more about the philoso-
phy and methods involved in the “I’m 
Still Here”TM method and MAP. I invite 
you to become a miracle worker. 

I’m Still Here: Engagement as Treatment for Dementia 

Cameron J. Camp, PhD 

Older Adults from page 6 
 
responsible for the patient’s medical or 
mental health care. 
     The following case examples are taken 
from one of the OMH Geriatric Demon-
stration Projects.  In these projects an MHP 
was available in a primary care setting to 
identify and address the mental health 
needs of older adults.  In a number of 
cases, however, the patient needs identified 
had largely involved psychosocial issues.  
 
Case 1: Mrs. S is an 88-year-old widow 
whose present medical problems include 

congestive heart failure, spinal stenosis with 
back pain and an unstable gait, and depres-
sion with periods of paranoia, The PCP con-
tacted the MHP to request assessment be-
cause of concern over increased calls to the 
office during which she sounded somewhat 
confused and agitated.  The family has also 
been calling the PCP not knowing what to 
do to help their mother. 
 
Assessment: Phone contact was made with 
the patient who agreed to an initial home 
visit because it was recommended by her 
physician.  It was evident that she was 
struggling to maintain her home and, 

though she still had a car, recognized she 
should no longer be driving. She seemed 
to realize she needed help with transporta-
tion, her bank account, and other ADLs.   
During the initial visit the MHP provided 
support and assured her that she was not 
there to have her removed from her home. 
 
Intervention: The MHP established a rela-
tionship with further home visits.  She 
learned that the patient had four children 
who all lived a distance away. She had a 
paranoid belief that one of her daughters 
was coming into the house at night and 
stealing from her. Mrs. S at first became 

very upset at the thought of her children 
having contact with the PCP or MHP and 
did not want people talking about her 
“behind her back”.  The MHP finally got 
permission to speak with her son.  A dia-
logue was established with the family on 
how to deal with her paranoid ideas. She 
allowed her son to take over her bill pay-
ing.  A caregiver was hired to assist with 
ADL’s and transportation through a local 
home companion agency.  The PCP was 
updated regularly on the status and needs 
of the patient so collaborative care could  
 

see Older Adults on page 42 
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By Nancy Harvey, LMSW 
Executive Director, Service Program 
for Older People, Inc. (SPOP) 
 
 

A s our population continues to 
age, it is not uncommon for 
many of us to have an older 
neighbor who has become 

homebound and disappeared from view.  
Maybe once they were an active part of 
the community, but now as a result of life 
changes associated with aging, such as 
declining health or the loss of loved ones, 
their world has shrunk rendering them 
homebound. In addition what if these 
homebound individuals are also suffering 
from depression, anxiety, substance abuse 
or other mental health illnesses? Many 
service providers or family members are 
unfamiliar with how to identify mental 
health or deal with these issues in regards 
to the frail elderly. They might call the 
client’s doctor regarding a physical ail-
ment, but would they know what to do if 
there is a psychological issue? Would 
they consider this just another inevitable 
factor of growing old? They probably 
would not know that with the right inter-
vention and treatment these isolated older 
adults can improve and enjoy a much bet-
ter quality of life. 
     Since our founding in 1972 Service 
Program for Older People, Inc. (SPOP) has 
been providing comprehensive mental 

health services to older adults. Historically 
SPOP largest program has been our Clinic 
which offers individual and group counsel-
ing, psychiatric evaluation and supervision 
of medication, case management, and fam-
ily/caregiver counseling. SPOP has always 
provided its services to older adults where 
they could best access the treatment.  If a 
client was unable to come to our Clinic, we 
could provide services at select senior ser-
vice sites throughout Manhattan. If a quali-
fied client could not get to these sites, 

SPOP would arrange for clinical staff, in-
cluding bi-lingual Spanish-speaking or 
French-speaking clinicians, to come to 
their home. 
     There are a variety of factors that can 
make a client homebound. The most obvi-
ous reason is physical infirmity or lack of 
mobility. This can be a chronic physical 
condition, such as someone who is in a 
wheelchair or bedridden. Or it can be pe-
riodic, such as the client who regularly 
comes to the clinic except when the eleva-
tor in their building breaks down and the 
clinician must come to them.  This allows 
the client to keep up with their treatment, 
while also conveying to the client that 
they and their treatment are valuable.  
Similarly a clinic client who was being 
treated for depression and became home-
bound after a knee replacement operation 
did not have to discontinue their treatment 
during this recovery period. Instead their 
clinician came to their home. This re-
sulted in the client’s mental health and 
physical health treatment both working to 
the common goal of helping the client 
resume normal activities, such as being 
able to return to the Clinic.  Some clients 
are unable to leave their homes for psy-
chiatric reasons.  For an individual suffer-
ing from agoraphobia the mere act of go-
ing to a clinic could bring on panic or 
anxiety attacks. For these individuals the 
ability to receive treatment in their home 
including the prescribing of the anti-

anxiety medication can prove essential for 
maintaining them in the community. 
     The SPOP’s homebound services repli-
cate what is offered to our traditional 
Clinic clients. For each of the homebound 
clients, one of the program’s social work-
ers conducts a mental health assessment 
that consists of a psychosocial evaluation, 
a psychiatrist does a mental status exami-
nation, and together they develop a Com-
prehensive Treatment Plan. Based on each 
client’s Comprehensive Treatment Plan, 
the assigned social worker provides indi-
vidual counseling and the psychiatrist pro-
vides medication management, as needed. 
Clients typically receive treatment once a 
week. Additional program services in-
clude family/couples counseling and sup-
port which is provided by a social worker.   
     Though SPOP’s Homebound program 
parallels services offered in our Clinic, the 
clinicians find significant differences in 
how they interact with their clients. For 
example when treating a client in a tradi-
tional clinic setting the clinician is able to 
close the door of the treatment room and 
block out all other distractions focusing 
exclusively on the treatment itself.  How-
ever when a social worker enters a client’s 
home they also are stepping directly into 
this client’s world. The clinician gets to 
see firsthand the client’s living environ-
ment and the family dynamics. Is the  
 

see Homebound on page 36 
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Older Consumers and the PROS Model: A Growing Challenge 

By Lauren Hagemann, MA    
Gathering Place PROS – Advisor,  
Geriatric Specialist, 
Mental Health Association  
of Nassau County 
 
 

I n 2011 the post-World War II 
“baby boom” generation starts 
turning 65. With this change it is 
expected that the census of elderly 

people diagnosed with a mental illness 
will also increase. It is projected that by 
the year 2030, the number of older 
adults diagnosed with a mental illness 
will rise significantly from 7 million to 
14 million people. With the anticipation 
of this large growth in our nation’s geri-
atric cohort it becomes imperative to 
not only acknowledge the medical needs 
of this generation, but their psychiatric 
needs as well.  
     In a report published in 2006 by the 
National Association of State Mental 
Health Directors (NASMHPD) entitled 
“Morbidity and Mortality in People with 
Serious Mental Illness” it was found that 
individuals suffering from a severe and 
persistent mental illness die on average, 
25 years prematurely than when com-
pared to the general population. As the 
average U.S, citizen lives to age 78, this 
means that the average mental health 
consumer has an expected lifespan of 53 
years. This statistic indicates that many 
mental health consumers will not even 
reach the traditional “geriatric” age of 
65, making it an even more imperative 
task to clinically intervene as early as 
possible.  
     A major factor in the early mortality 
of older clients is the diagnosis of serious 
mental illness, combined with substance 
abuse and chronic health conditions. The 
types of mental disorders most com-
monly afflicting older adults include 
anxiety, depression, schizophrenia, and 
dementia. Individuals suffering from 
these diagnoses also experience greater 
rates of medical conditions such as dia-
betes, cardiovascular, respiratory and 
infectious diseases. Such conditions, 
combined with the prevalence of nega-
tive health habits such as poor diet and 
exercise routines, higher rates of smok-
ing and the low utilization of medical 
services, in conjunction with medication 
side effects, all result in the tragic early 
death of mental health consumers. An-
other factor shortening the life span of 
consumers is the stress of years of insti-
tutional living in large state psychiatric 
hospitals, as well the psychosocial strain 
caused by homelessness and poverty.    
     With a lack of age appropriate psychi-
atric services available for older adults it 
is crucial that additional programs con-
tinue to develop in order to ensure ade-
quate care for this unique group. Local 
senior and recreational centers may be an 
option, however, age requirements prove 
to be a limiting factor as these programs 
typically accept individuals 65 and older.  
Additionally, staff at Senior Centers may 
not be equipped to meet the needs of older 
mental health clients. 
     So, what options exist for older mental 
health consumers?  

     One program making strides to tackle 
this predicament is the PROS program 
operated by the Mental Health Associa-
tion of Nassau County. To help offset 
such discouraging projections, the MHA 
has initiated an age specific geriatric track 
open to all members ages 50+, to educate 
consumers about age related issues rele-
vant to both mental and physical health 
and well being. 
 

What is the PROS Model? 
 
     PROS stands for Personalized Recov-
ery Oriented Services and is defined by 
the Office of Mental Health as a short-
term, comprehensive recovery program 
for individuals with severe and persistent 
mental illness. It is a model that intends to 
integrate treatment, support and rehabili-
tation in a manner that facilitates a con-
sumer’s recovery. Such goals of the 
PROS model include: improving func-
tioning, reducing the need for inpatient 
hospitalization, increasing employment 
and educational opportunities as well as 
securing housing. Structurally and con-
ceptually the PROS model has proven to 
be successful for adult consumers; how-
ever there lies a major discrepancy for its 
use with geriatric clients.  
     Anecdotal evidence suggests that there 
is some confusion about the applicability 
of the PROS model for older adults. 
PROS and Medicaid require that the con-
sumer demonstrate “progress.” If the con-
sumer does not show progress, then the 
“medical necessity” of the services ren-
dered can be called into question; a lack 
of medical necessity will result in the 
claim being denied, and the provider 
would undergo a “take back” of the funds. 
Some in the field would argue that it is 
much easier to show “progress” with 
younger consumers who would be better 
able to demonstrate the attainment of 
goals in regards to employment or educa-
tional pursuits.  
     Some of the early PROS programs 
reported that when they converted from a 
clubhouse or social club model that many 
older members left, and were replaced by 
a group of younger consumers. What then 
does recovery mean for our older clients? 

Will the mental health system allow them 
to “retire” from the pursuit of employ-
ment and educational goals, and instead 
pursue other goals that can be deemed 
“medically necessary?” 
     To avoid the loss of members, and to 
help enhance the experience of our pro-
gram’s older clientele, our geriatric track 
has maneuvered the PROS concept to 
include groups that integrate services 
specific to the health and wellness needs 
of our older adult population. Our sched-
ule is constructed to include groups that 
focus specifically on medical and physi-
cal concerns, complete with weekly 
weight and blood pressure management 
and groups that teach age appropriate 
exercise, fitness and nutrition for clients 
to implement in their daily lives. Addi-
tional groups provide a review of the 
mental health concerns associated with 
aging, including depression, anxiety and 
long term conditions such as schizophre-
nia, in addition to reviewing effective 
coping strategies.  
     To help offset the development of 
such conditions as dementia and Alz-
heimer’s disease, members are encour-
aged to participate in our “Thinking 
Skills for seniors” group, which teaches 
simple and fun exercises to engage the 
brain and help prevent future cognitive 
decline. Our program also looks to en-
hance socialization and relationship 
building. Members participate in a so-
cialization group that teaches social and 
communication skills pertinent to older 
adulthood and emphasizes the impor-
tance of maintaining interpersonal rela-
tionships across the lifespan.  
     Our program also provides the oppor-
tunity for members to revisit and process 
their own personal experiences. The 
PROS program addresses pertinent issues 
that are not oftentimes discussed, for ex-
ample, the struggles with parenting men-
tally ill children and taking on the care-
giver role for grandchildren, while at the 
same time managing their own aging and 
mental health needs. 
     Our geriatric track provides an age 
appropriate arena for older clients to share 
in their experiences and to learn from one 
another in a comfortable setting. Our goal 

is to allow members to be responsible for 
their own health and wellbeing, teach 
warning signs and preventative measures 
to avoid the development of negative 
health conditions, and most importantly, 
increase longevity.  
     Within the year our program has wit-
nessed the untimely passing of several 
members, both young and old. Such inci-
dents serve as an eerie reminder of the 
reality that mental illness creates more 
challenges than originally thought. How-
ever despite such events, our program 
continues to service older clients effec-
tively and help assist with important as-
pects of life including finding appropriate 
housing, securing benefits and providing 
socialization outlets to improve interper-
sonal relationships.  
     Specific cases exemplifying the bene-
fits of the PROS model for older adults 
can be measured by the improvement 
seen in several members of our geriatric 
track. One consumer, a 62 year old male 
suffering from Schizophrenia, has led a 
life of isolation. With paranoid symp-
toms such as delusions and hallucina-
tions believed to come from the televi-
sion and newspaper, he was unable to 
accumulate a work history and develop 
interpersonal relationships. In his time at 
the Gathering Place PROS he has de-
creased his anxiety and the presence of 
symptoms. He has utilized the material at 
PROS to return to his long lost hobbies, 
and has organized several fishing trips 
and group outings to continue to improve 
his socialization and self esteem; a feat 
30 years in the making. Gary has also 
conquered his fears of social interactions 
by participating in several public speak-
ing engagements at the NYAPRS and 
Geriatric Mental Health Alliance of NYC 
conferences.  
     Another example of our PROS suc-
cess is demonstrated by a 61 year old 
Vietnam veteran, diagnosed with schizo-
phrenia and PTSD. This member served 
for 15 months in Vietnam and was hon-
orably discharged. Upon his return 
home, he developed symptoms of PTSD 
and schizophrenia. For 40 years, he was 
institutionalized at various state hospitals 
and psychiatric programs. During that 
time, no one assisted him with the task to 
obtain the veterans benefits he deserved. 
The PROS program intervened and has 
since connected him with the VA; help-
ing him file a claim for veterans benefits 
related to his PTSD. 
     The older adult client encompasses a 
distinctive history and psychiatric devel-
opment and requires a specific approach 
to treatment. It is crucial that treatment be 
age appropriate and relevant. It is impera-
tive that all health and medical providers 
strive to improve their geriatric services in 
order to create a united and cohesive ap-
proach to care. The PROS model, despite 
initial criticism, can be viewed as a useful 
treatment modality for older consumers. 
Its structure and mission for rehabilitation 
can prove beneficial for all age groups. 
However it is recommended that a 
stronger, more direct approach to geriatric 
mental health be put forth, starting today 
in order to prevent an epidemic of ne-
glected consumers. 
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— Point of View —  
Generational Competence: A Conceptual Framework for Aging in America 

By Michael B. Friedman, LMSW 
 
 

T wo major demographic trends will 
unfold in America during the first 
half of the 21st century.  Minori-
ties will grow from 29% to 47% 

of the American population, and older adults 
(65+) will increase from 13% to 20%, be-
coming roughly as large as the population of 
children and adolescents under 18 for the 
first time in history.  The concept of cultural 
competence has emerged as a central orga-
nizing principle in response to the growing 
multi-cultural character of the American 
society.  But there is no comparable orga-
nizing concept regarding the aging of Amer-
ica.  It strikes me that “generational compe-
tence”1 could serve as a useful counterpart to 
“cultural competence.”  
     Of course, “generational competence” 
suggests not just competence serving older 
adults, but competence serving people in 
all stages of human life--from birth through 
working age--as well as older adults.  Here 
I will focus only on generational compe-
tence regarding older adults, but it seems to 
me that much work could usefully be done 
to conceptualize and develop systems of 
health and mental health promotion and 
intervention for all ages. 
     By “generational competence” I have 
in mind not just the use of age-appropriate 
clinical practices.  I am referring to gen-
erationally competent systems.  The gen-
eral idea is twofold--to bring (1) a devel-
opmental perspective and (2) knowledge 
of differences among age cohorts2,3 to the 
design of health, mental health, and hu-
man service systems.  
     I do not have nearly enough space in 
this column to explore each of the compo-
nents of a generationally competent men-
tal health system for older adults.  Suffice 
it to say, as I frequently have before, that 
a sound geriatric mental health system 
would include efforts to overcome ageism 
and stigma; mental health promotion; 
outreach and engagement; better identifi-
cation of mental and substance use disor-
ders; improved access to treatment in the 
community, including treatment in the 
home and in natural community settings; 
an emphasis on aging in the community 
rather than in institutions; more housing 
alternatives; enhanced family support; 
improved quality of care, including better 
translation of research findings into prac-
tice; greater integration of aging, health, 
and mental health services; extensive ef-
forts to develop a clinically and culturally 
competent workforce, including the use of 
older adults themselves in helping roles; 
restructured financing mechanisms that 
will support a generationally competent 
system; and equal attention to the mental 
health needs older adults as to those of 
younger people. 
     In this column, I will touch on just a few 
of the key themes of a generationally com-
petent mental health system for older adults. 
     Overcoming Ageism: Just as overcom-
ing racism and cultural stereotypes is a 
critical dimension of meaningful cultural 
competence, so overcoming ageism is a 
critical component of generational compe-
tence.  In our culture, age is associated 

with decline, disability, and death.  Com-
monly, calling someone “old” implies that 
they are decrepit, “over the hill,” or “done 
for.”  So people evade the fact of old age.  
“You're as old as you feel,” they say.  
Nonsense!  You are as old as you are.  
But, if you are over 65, the chances are 
excellent that you can get great satisfac-
tion out of life.  You can be old and good.  
Strange thought?  That's because of ageist 
expectations.  Think about this: major 
depressive disorder actually declines in 
old age.  Hard to believe, perhaps, but that 
has been the finding of all epidemiologi-
cal studies for more than a quarter of a 
century.  Yes, mood and anxiety disorders 
are serious problems for some older 
adults.  Yes, suicide rates are extremely 
high.  Yes, cognitive impairment becomes 
more common as we age, and by 85 
nearly half of older adults will have sig-
nificant impairment.  But that's 20 years 
of potentially good, independent living for 
the majority of older adults and--hard as it 
is for younger people to believe--it is pos-
sible for people with cognitive impair-
ment to continue to have satisfying lives.  
In the field of mental health, we use the 
term "recovery" to refer to the potential 
for people with severe, prolonged psychi-
atric disabilities to lead lives they find 
satisfying and meaningful.  We need a 
similar concept for old people with cogni-
tive impairment. (More below.)  
     Aging Well: Because there is so much 
opportunity to live well in old age despite 
the challenges of role changes, diminished 
physical and mental capacity, loss of fam-
ily and friends, and the inevitability of 
death, a generationally competent mental 
health system would emphasize and facili-
tate successful aging.   The key to aging 
well is remaining active and involved.  
Obviously, creating opportunities for sat-
isfying and meaningful relationships and 
activities is not primarily the responsibil-
ity of a mental health system.  But the 
mental health system can help.  For exam-
ple, the concept of “age-friendly” commu-
nities is catching on as a way to organize 
the our cities and towns so that older peo-
ple can have, and take advantage of, op-
portunities not to be isolated, to pursue 
personal interests, and to maintain or de-

velop significant, even sexually intimate, 
relationships.  There are important mental 
health dimensions of age-friendly com-
munities.4 

     In addition, outreach into the settings 
where older adults live or go--such as sen-
ior centers, houses of worship, senior hous-
ing, and naturally occurring retirement 
communities (NORCs) can help older 
adults (1) to learn about how to maintain 
their mental health (without which they 
cannot age well)5 , (2) to identify mental 
and/or substance use disorders, and (3) to 
get access to good treatment (which, unfor-
tunately, is difficult to find.)  All of these 
mental health services and more are part of 
a generationally competent mental health 
system for older adults.  
     Boomers Will Be Different: Age 
groups from different periods of time are 
developmentally similar but have impor-
tant differences in experiences, expecta-
tions, and values. There is little doubt 
that elder boomers will be different from 
the generation of people who are already 
old.  The boomers are physically health-
ier than the generation before them and, 
generally, will be able to work and live 
independently longer. In addition, they 
are from the generation of “drugs, sex, 
and rock and roll” and have attitudes and 
expectations different from their parents, 
including greater expectations of happi-
ness..  What this means for the mental 
health system is not clear.  For example, 
it is possible that the prevalence of de-
pression will be greater among boomers.  
It is now.  Will it decline as they age, as 
it did for their parents’ generation?  We 
don't know yet.  Boomers may also ex-
perience less stigma about getting treat-
ment.  Indeed they may be more inclined 
to understand their fears and sorrows as 
mental disorders than just as unavoidable 
aspects of human life.  A generationally 
competent mental health system would 
try to anticipate “cohort effects” like 
these and adjust accordingly. 
     Living With Disability - Recovery and 
Integrity:  Obviously, older adults are 
more likely to experience disabilities than 
younger people.  But this is far from the 
end of their potential to get satisfaction 
out of life.  In the field of psychiatric re-
habilitation, a concept of recovery has 
emerged that does not mean that people 
with long-term psychiatric disabilities 
eventually get over their mental illnesses 
fully.  Some do; but many continue to 
experience the symptoms and psychologi-
cal struggles of schizophrenia, bi-polar 
disorders, treatment refractory depres-
sions, or disabling anxiety disorders such 
as obsessive-compulsive disorder.  
“Recovery” means that many can never-
theless discover ways of living that they 
find satisfying and meaningful.   
     We need, as I said before, a similar 
concept for people who develop cognitive 
impairments or continue to have psychiat-
ric disabilities as they age.  Here's the 
twist.  Virtually all of the most eloquent 
spokespeople for recovery--people who 
are in recovery themselves--note the im-
portance of hope to their finding meaning 
and satisfaction in their lives.  Hope, how-
ever, suggests a desire for future out-

comes that may not be open to very old 
adults.  Erik Erikson, the originator of the 
idea that each stage of life has its pitfalls 
and potentials and that each has its own 
goal, maintains that the goal of very old 
age is not hope but integrity.  In part this 
is a sense of a life well-lived--a challenge 
for anyone who had great disappointments 
along the way.  But in part integrity refers 
to a sense of personal authenticity.  Many 
older adults with cognitive impairment 
have much “to look backward to with 
pride,” to steal a phrase from Robert 
Frost, and many people with long-term 
psychiatric disabilities can take pride in 
the hard routes they traveled to reach a 
point of self-acceptance and peace with 
themselves.  This state of being is differ-
ent from the state of hope that is at the 
heart of recovery as it is usually con-
ceived.  A generationally competent men-
tal health system would adjust its expecta-
tions accordingly. 
     Coming To Terms With Death: Integ-
rity in very old age also means accepting 
the inevitability of death and coming to 
terms with it in one's own way.  This is 
extremely hard in a culture which as-
sumes that we should fight death to the 
bitter end.  “Do not go gentle into that 
good night.  Old age should burn and rave 
at close of day.  Rage, rage against the 
dying of the light.”  This is what the poet 
Dylan Thomas said to his dying father.  
Cruel, it seems to me.  Journalists assume 
much the same thing when they report 
about virtually everyone who dies after a 
protracted illness that they lost a long 
“battle” with their disease.  Apparently, 
no one ever makes peace with death in 
our culture. 
     A generationally competent mental 
health system would help adults nearing 
death to make their peace with it, particu-
larly by helping those who are believers to 
connect with spiritual communities.  In 
addition, a generationally competent men-
tal health system would not abandon and 
let die alone in hospitals and nursing 
homes  those for whom mental health 
programs have become virtual family. 
     Conclusion: My goal in this column 
has been to suggest that because America 
is aging as well as becoming increasingly 
culturally diverse, we need an organizing 
concept such as “generational compe-
tence” as a counterpart to “cultural com-
petence.”  Here I have applied the concept 
in a very limited way to meeting the men-
tal health needs of older adults.  Far more 
needs to be done to flesh out a generation-
ally competent mental health system for 
older adults as well as for other age 
groups.  I want to emphasize again that 
the concept of generational competence is 
not the same as age-appropriate mental 
health treatment.  The challenge is to de-
scribe a generationally competent system.  
It is, I think, a challenge worth taking on. 
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DBT at Four Winds and Your Patient’s Aftercare 

By Jonathan Bauman, MD 
Chief Medical Officer 
Four Winds Hospital 
 
 

F or the past two years, Four 
Winds has been developing the 
application of Dialectical Behav-
ior Therapy (DBT) in its Adult 

and Adolescent Inpatient and Partial Hos-
pital programs. DBT is an evidence-based 
form of Cognitive Behavioral Therapy 
that integrates traditional CBT with dia-
lectical philosophy and Eastern mindful-
ness practice.  While originally developed 
to treat patients with Borderline Personal-
ity Disorder, DBT has been adapted to 
treat many forms of emotional distress.  
     With DBT, your patient learns about 
their problem target behaviors that may 
have precipitated the current episode of 
treatment, such as suicide attempts or 
threats, non-suicidal self-injurious behav-
ior, risky or impulsive behavior that put 
self or others in harms way, drug or alcohol 
abuse, and behaviors that interfere with or 
destroy treatment. They learn to identify 

prompting events (triggers) and vulnerabil-
ity factors (hunger, fatigue, intoxication, 
not taking prescribed medication, etc.) that 
make them vulnerable to behaving in prob-
lematic ways. During the course of treat-
ment at Four Winds, your patient is asked 
to complete one or more Behavioral Chain 
Analyses in order to identify behavioral 
and emotional links from prompting events 
to problem behaviors. 
 
     DBT is based on several principles, such as: 
 
• Our patients’ problem behaviors are 

the direct result of emotion dysregu-
lation or are misguided attempts to 
regulate emotions 

 
• Biological predisposition and an in-

validating environment (the Biosocial 
Theory) result in problems with emo-
tion regulation 

 
• Patients want to get well and are do-

ing the best that they can 
 
• Although patients may not have 

caused all their problems, they have 
to solve them anyway 

 
• Patients need to do better, try harder 

and be motivated to change 
 
• Change cannot be accomplished 

without an equal measure of valida-
tion and acceptance  

 
     In order to help patients better control 
behaviors that can lead to hospitalization, 
we teach mindfulness skills to help patients 
observe and describe their thoughts, feel-
ings, and reactions non-judgmentally so 
they can better attend to the present mo-
ment. They receive coaching on distress 
tolerance (coping) skills to provide alterna-
tives to destructive behaviors until the pain-
ful moment passes.  In addition, they are 
introduced to principles of emotion regula-
tion to enhance their emotional resilience 
and fortitude. Finally, they learn about ways 
to improve their interpersonal effectiveness.   
     Patients return to their outpatient pro-
viders with a Relapse Prevention Plan – 
an analysis of the chain of events and re-

lated behaviors that may lead to relapse or 
another hospitalization.  To help break 
this chain, the plan includes skills and 
alternate behaviors the patient can utilize 
to avoid relapse and re-hospitalization. 
 
     DBT focuses on teaching patients spe-
cific skills to manage their symptoms and 
problem behaviors. These skills are pre-
sented in five modules: 
 
1. Mindfulness – This is the bedrock on 
which all the other skills rest.  Mindful-
ness is about developing the ability to 
focus on the present moment.  Patients are 
taught to observe and describe objects and 
events without attaching judgments, so as 
to learn to be objective. 
 
2. Emotion Regulation – This group of 
skills teaches patients to identify their 
feelings and manage them in appropriate 
ways.  For example: it is okay to feel an-
gry; it is how you express your anger that 
makes all the difference. 
 

see DBT on page 24 

By James Barrett, PhD 
Professor of Psychology, Psychiatry 
Department, Harvard Medical School  
and Faculty, Department of Psychiatry, 
Cambridge Hospital, Cambridge, MA 
 
 

T his past October I had the op-
portunity to speak at Grand 
Rounds at Four Winds Hospital 
in Katonah, NY.  When I talk 

about gangs I first give an overview of 
formal youth gangs in America as well as 
a hierarchy system to classify “types” of 
gangs from most organized to most dif-
fuse.  When many people hear the term 
“gang” they think of young people 
dressed in the same colored clothes or 
wearing bandanas and flashing hand 
signs.  Indeed, this can be an accurate 
description of formal gangs, however the 
problem of group violence among youth 
runs much deeper than that.  For example, 

gangs can be highly organized through 
national chapters such as the Blood and 
Crips or gangs can be local and specific to 
a region such as neighborhood gangs. 
Across the country, young people are be-
ing seriously injured or in some cases 
killed over conflict among informal 
cliques, crews or groups of friends.  The 
most effective way to prevent youth vio-
lence is to anticipate conflict before it 
arises.  In order to do this successfully, 
one must know both the “players” and 
identifiers in their communities. Conse-
quently, the challenge for parents, clini-
cians, teachers and school staff is to first 
be able to recognize identifiers of national 
gangs as well as local groups or cliques 
that are unique to a certain area.  Here are 
two practical tips I offer to the audience to 
improve their gang awareness: first, be 
versed in the identifiers of the youth 
gangs and crews in your area.  For exam-
ple, if you know that a certain sports 

team’s colors or logo represent a local 
gang, you will be better able to recognize 
which students are at-risk for group vio-
lence.  Second, it is important to stay 
abreast of technology such as YouTube, 
Facebook, and local message boards as 
students can be quite brazen in terms of 
posting threatening messages or gang-
related content.   
 

The Allure of Gangs 
 
     When I meet with audiences about 
youth violence I make it a point to remind 
them that we must not be dismissive of 
the incredible appeal that gangs and crews 
have to teens.  It pains me to hear some 
adults make statements such as, ‘why 
would they fight over something so stu-
pid?’ when discussing gang violence.  We 
know that adolescents and pre-teens are at 
a developmental stage where they are pre-
disposed to identify strongly with their 

peers and act without thinking of the con-
sequences when it comes to group vio-
lence.  Young men in particular are so-
cialized to believe that they are a punk or 
coward if they do not respond to per-
ceived disrespect with violence. This 
problem is exacerbated when groups of 
young men become involved in a conflict 
or “beef.”  The mentality is often, “if you 
have a problem or beef with one of my 
people then I have no choice but to fight 
you.”  One of the ways that adults can be 
essential in preventing future violence 
after there has been a conflict is to help 
the parties mediate the beef in a manner 
that allows both to save face.  One can be 
fairly certain that if there is a fight and 
one person walks away feeling that he 
looked like a “punk” he is likely to come 
back with his friends to settle it.  This 
cycle of retaliation is often at the heart of  
 

see Gangs on page 24 
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Gangs from page 21 
 
flare-ups in gang and group violence.  The 
better we as supportive adults can be in 
anticipating fallout from previous violent 
encounters and intervening with the af-
fected parties the better we can be at pre-
venting future violence.   
 
 
Collaborative Practice and the Safety Net 

Program in Cambridge, MA 
 
     The Office for Juvenile Justice and 
Delinquency Prevention stresses that col-
laborative practice is essential for the ef-
fective prevention of gang violence.  We 
as professionals must move outside of our 
“silos” so that schools, clinicians, and law 
enforcement can collaborate to effectively 
and efficiently prevent youth violence.  I 
am part of one such effort to establish and 
sustain partnerships across youth-serving 
agencies to support at-risk youth and pre-
vent group violence: The Safety Net Col-
laborative in Cambridge, Massachusetts.   
     The Safety Net Collaborative is a part-
nership among the police department, 

Cambridge Health Alliance, the public 
schools, and the Department of Human 
Services in Cambridge, Massachusetts.  
The planning committee for Safety Net 
also utilized the National Center for Men-
tal Health and Juvenile Justice’s blueprint 
for addressing the needs of youth with 
mental health needs in contact with the 
juvenile justice system to develop the 
programmatic structure and activities.  
The NCMHJJ believes that any effective 
intervention program with at-risk youth 
will include at least the following: (a) 
collaboration among juvenile justice and 
mental health professionals; (b) identifica-
tion of the mental health needs of youth in 
contact with police or juvenile justice; (c) 
diversion whenever possible of youth with 
identified mental health needs away from 
incarceration and (d) access to effective 
mental health treatment.   
     Over the past 3 years Safety Net has 
incorporated the principles outlined above 
into a working structure for the program. 
The primary goal of Safety Net is to iden-
tify those children and teens in Cambridge 
who may be at risk for problematic or 
unsafe behavior and link them to the sup-

port and services they need.  Every other 
week a group of police officers, clini-
cians, and youth workers meet to review 
current cases and initiate discussion on 
possible new cases.  A course of action is 
developed for each case and examples of 
services and interventions include: home 
and school visits, screening for mental 
health problems, linkage to formal mental 
health services and supports, linkage to 
mentoring, linkage to youth development 
activities, and increased support in the 
schools.  If the child has committed a for-
mal offense a determination is made as to 
whether he or she is eligible for the juve-
nile diversion program.   
     In closing, if you are interested in 
gang and violence prevention in youth, 
I invite you to visit my website: 
www.jamesbarrettphd.com.  On my site I 
have a blog that focuses on making men-
tal health more relevant for hard-to-reach 
boys and young men.  I also have re-
sources and tips for parents, teachers and 
clinicians who work with at-risk youth 
and boys in particular.  You can also sign 
up for my e-newsletter: “Beyond Boys 
Will Be Boys.”  Finally, I share articles 

and relevant research on boys and mental 
health on my Twitter account: 
@JBarrettPhD.   
 

Web-Based Resources: 
 

OJJDP: Gangs and Schools 
 

http://www.ncjrs.gov/pdffiles1/
ojjdp/183015.pdf 

 
Gang prevention 

 
http://www.safeyouth.org/scripts/topics/

gangs.asp 
 

FBI and gangs 
 

http://www.fbi.gov/hq/cid/ngic/
violent_gangs.htm 

 
Operation Ceasefire 

 
http://www.hks.harvard.edu/

criminaljustice/research/bgp.htm 
 

National Center for Mental Health and 
Juvenile Justice:  

 
http://www.ncmhjj.com/ 
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3. Distress Tolerance – This group of skills 
focuses on how to tolerate and manage 
distress. The focus is on developing cop-
ing skills so that when things are bad, you 
do not make the situation worse. 
 
4. Interpersonal Effectiveness – This 

group of skills teaches patients how to 
get their needs met, preserve a relation-
ship, or not lose self-respect by advocat-
ing for themselves in effective and posi-
tive ways. 
 
5. Walking the Middle Path – The focus 
of this module is on helping patients un-
derstand what is valid in the other per-

son’s point of view.  The basic concept is 
that being right is less important than be-
ing effective.  This is also the essence of 
dialectical thinking. 
  
     During a patient’s hospital stay, Four 
Winds therapists discuss the patient’s 
treatment plan with their outpatient 
therapist, as well as the patient’s pro-

gress toward effectively managing their 
problem behaviors as they approach dis-
charge.  For outpatient therapists unfa-
miliar with DBT, our treatment teams 
will discuss how DBT can be integrated 
with the work already occurring in the 
outpatient setting so that generalization 
of adaptive skills in the real world is fa-
cilitated.   



— The NYSPA Report —  
New York State Psychiatric Association’s 2011 Legislative Agenda 

By Barry B. Perlman, MD 
Legislative Chair and Past President 
New York State Psychiatric Association  
 
 

P resenting the New York State 
Psychiatric Association’s legisla-
tive agenda for the 2011 session 
in Albany represents more of a 

challenge than usual because the gover-
nor’s budget proposal will be presented 
after the writing of this report and the print-
ing of this issue of Mental Health News. 
This is later than usual due to a grace pe-
riod afforded to a new governor. No matter 
the lack of budget specifics, we know that 
NYS faces a projected budget deficit in the 
range of $10 billion which is likely to re-
sult in severe budget cuts to those sectors 
of the state’s budget for which the largest 
amounts of money are appropriated. For 
advocates for persons with mental illness, 
especially those with serious and persistent 
mental illness, cuts to the Medicaid pro-
gram present the greatest concern. 
     As a consequence of our state’s fiscal 
crisis, NYSPA’s most important efforts 
this year will be aimed at preserving the 
many important accomplishments of re-
cent years, minimizing the adverse impact 
on what are certain to be targeted service 
areas, and identifying areas in which sav-
ings can be affected while simultaneously 
improving the mental health system. 
     Newspaper articles have raised the pros-
pect of an intense focus on the high cost of 
mental health care, especially the burden of 
inpatient care for what are often referred to 
as the “high user” population. It is esti-
mated that NYS Medicaid expends $18 
billion on 700 thousand individuals with 
two or more chronic illnesses; for a large 
proportion of these persons, mental illness 
is one of their chronic illnesses. As a result, 
the state will be looking to “managed care” 
approaches to lessen the cost. Unfortu-
nately, “managed care” approaches have 
proven highly problematic in many states 
when applied to those with “serious and 
persistent mental illness” (“spmi”). While 
NYSPA cannot endorse any particular ap-
proach to “managing” this group, we do 
ask that creative approaches such as that 
being pursued by the New York Care Co-
ordination Program be considered as a 
clinically better alternative than commer-
cial “managed care” as we have experi-
enced it. As effort is exerted to shift the 
locus of care from the inpatient to the clinic 
setting, we suggest that even if clinic ser-
vices are to be globally ratcheted down that 
the focus of services in state licensed clin-
ics be those with “spmi”. Furthermore, as 
clinic restructuring proceeds we suggest 
that the state make an effort to maximize 
reimbursement to clinics while simultane-
ously leveraging a maximum federal share. 
Accomplishing this would shore up finan-
cially stressed clinics while providing a 
measure of budget relief for the state. Real-
izing this goal would require revisiting the 
coding scheme incorporated in the recent 
clinic restructuring regulations. Advocacy 
organizations should also be wary of possi-
ble attempts to merge the state’s so called 
“O” agencies, that is OMH, OASAS, and 
OPWDD or to invest all rate setting power 
for Medicaid in DOH while leaving the 

“O” agencies solely as regulators and pro-
viders of direct care. It should be remem-
bered that each of the “O’ agencies was 
established to address the particular needs 
of vulnerable populations. That laudatory 
goal should not be lightly undone.  
     With respect to initiatives which  could 
potentially save money without damaging 
the mental health system, NYSPA en-
dorses the following:  
     First, NYSPA asserts that significant 
savings can be affected in relation to the 
purchase of psychotropic medications by 
refining the state’s Medicaid formulary. 
NYSPA’s endorsement of such an approach 
in 2005 was predicated on the physician 
retaining the final say in choosing medica-
tions for their patients and NYSPA contin-
ues to hold this position. (See the NYSPA 
Report in the Summer, 2005 edition of Mental 
Health News.) The goal of negotiating lower 
cost to the Medicaid system also might be 
used to strengthen the NYS OMH PSYCKES 
quality initiative. That program utilizes the 
state’s Medicaid data base to flag individuals 
receiving antipsychotics that are considered to 
be an increased risk for “cardiometabolic” 
syndrome, an important health concern. 
Perhaps lower cost to the state’s Medicaid 
formulary could be negotiated for those 
antipsychotics least likely to cause adverse 
health consequences if they were designated 
as the medications to be used as first line 
medications when antipsychotic drug ther-
apy is initiated.  
     Second, NYSPA has long advocated 
against the program of civil confinement 
for sexually violent predators both be-
cause of its expedient use of the mental 
health system to solve a problem of the 
criminal justice system and because of its 
potential for ballooning cost growth. This 
year’s budget crisis should prompt a re-
view of a program which costs the state 
over $175,000 per year per individual 
versus $56,000 per year if they remained 
in prison. Currently about 6 new individu-
als are civilly confined monthly or more 
than 70 per year while over the 4 years of 
the program none of those confined have 
been released. Thus the cost to the state is 
increasing by almost $13 million per year 

with no upper limit in sight. Nor do these 
costs include the substantial legal costs of 
the process of litigating the cases which 
are also borne by the state. NYSPA sug-
gests consideration of alternate ap-
proaches such as indefinite sentencing, 
treatment in prison, and increased reliance 
on outpatient models used in other states.  
     Timothy’s Law, the NYS mental health 
parity legislation, was passed in 2006 and 
the federal mental health parity legislation 
was passed in 2008. Together these laws 
compliment each other to provide powerful 
protections for persons requiring treatment 
for mental illness including those who may 
be required to enroll in managed care plans 
including Medicaid HMOs.  The American 
Psychiatric Association, along with coali-
tion partners, advocated for and was 
pleased that there was no diminution of the 
federal parity law in the Affordable Care 
Act, the national healthcare legislation 
passed in 2010. However those protections 
have yet to be fully realized. Medicaid 
managed care organizations in NYS have 
yet to take concrete steps towards imple-
mentation, despite existing statute and a 
guidance document issued by DOH in Sep-
tember, 2010. Given the expectation that 
more New Yorkers, including those with 
“spmi”, will soon be moved into managed 
care it is critical that managed care organi-
zations be made to abide by the federal law 
and the DOH guidance, both its quantita-
tive and non quantitative requirements. If 
necessary, NYSPA suggests that the legis-
lature hold hearings to draw attention to the 
failure of Medicaid managed care organi-
zations to become compliant.  

     Finally, I should like to draw attention 
to an arcane issue but one of importance 
to all New Yorkers. As readers may be 
aware, many NYS hospitals have been 
forced to shutter their doors in recent 
years and additional closings are likely. 
Many hospitals depend on fulltime medi-
cal staff and those with large psychiatric 
departments utilize salaried psychiatrists. 
Salaried staff are usually insured by their 
institutions. When bankruptcy is declared, 
the salaried medical staff often are left 
without medical liability coverage. This 
situation presents a concern both for phy-
sicians as well as for patients who may 
not receive payment of existing liability 
awards or be left without appropriate ave-
nues for redress of possible malpractice 
claims. NYSPA believes that NYS should 
require that hospitals and agencies, which 
insure their medical staff, including psy-
chiatrists, create vehicles which would 
come into play in the event of bankruptcy 
to protect the employed physicians and 
the patients they have cared for. 
     The matters discussed above represent 
some of the concerns which NYSPA will 
be addressing during this year’s legislative 
session. We hope readers will consider 
these concerns from their own perspective 
and, if you agree with the issues we have 
identified, will join with NYSPA’s mem-
bers in advocating for them. 
 
     Barry B. Perlman, MD, is the Legisla-
tive Chair and Past President, New York 
State Psychiatric Association and is the 
Director, Dept. of Psychiatry, Saint Jo-
seph’s Medical Center, Yonkers, N.Y. 
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By Carolyn R. Wolf, Eric Broutman, 
and Douglas K. Stern, Esqs., Abrams, 
Fensterman, Fensterman, Eisman,  
Greenberg, Formato & Einiger, LLP 
  
  

D uring recent debates over 
healthcare legislation the term 
“death panels” was thrown 
around at a regular interval, 

conjuring up ideas of bureaucrats meeting 
in secret to decide who would live and 
who would die. Despite the ominous title 
and political imagery it provoked, “death 
panels” simply referred to a rather mun-
dane piece of end-of-life planning. This 
small portion of the otherwise large 
healthcare legislation allowed physicians 
to receive compensation through Medi-
care for discussing documents such as 
health care proxies and living wills; es-
sentially, what decisions will be made for 
you at he end of your life and whom you 
want to make those decisions for you.  
     Often times these very important deci-
sions are neglected when we are of sound 
mind and body because they are too diffi-
cult to think about or because we do not 
wish to burden friends and family with the 
thought of our eventual death. While this 
topic may be uncomfortable to discuss, 
the burden is increased many fold when 
we are of failing health and unable to ex-
press our wishes because ultimately these 
decisions do fall upon family and friends. 
If one does not make their wishes known 
to the people you hoped to protect from 
discomfort by having a conversation they 
are left to guess as to what you really 
wanted. Even worse, if no family or friend 
is available the decision is left to strangers 
who did not know you at all.  
     This article will discuss the many op-
tions available to people to ensure that 
their wishes are met when it comes to 
many of the most important decisions of 
our lives. Specifically, it will give a brief 
overview of many of the tools available 
for “advanced planning” such as a Living 
Will, Health Care Proxy, Power of Attor-
ney, Guardianship, and the new Family 
Health Care Decisions Act. This article 
will also discuss the relative limitations of 
these options.   
 

Living Will 
 
     A Living Will is a fairly simple docu-
ment that details what sort of life sustain-
ing treatment you do or do not want per-
formed if you lose the capacity to make 
that decision for yourself. For instance, if 
you are suffering from an incurable illness 
that will surely take your life, you can 
decide, in advance, while you are still of 
sound mind, that you do not wish to be 
resuscitated if that is necessary, or that 
you do not wish to have breathing or feed-
ing tubes inserted to prolong your life.  
This provides health care providers with 
an unmistakable account of your wishes if 
you are to befall such a situation.  

Health Care Proxy 
 
     A Health Care Proxy allows you to 
appoint a Health Care Agent, someone to 
make decisions for you, if you become 
incapacitated. This allows you to choose 
exactly whom you trust most to carry out 
your wishes. It becomes particularly im-
portant if you are not married, or if the 
person you wish to make decisions for 
you is a friend and not immediate family.  
     Important to note, however, a Health 
Care Agent cannot make decisions regard-
ing involuntary psychiatric care and treat-
ment. In other words, if an individual with 
a mental illness suffers a deterioration of 
his condition their agent cannot commit 
them to a psychiatric hospital or consent 
to psychiatric medication in a psychiatric 
hospital setting.  In addition, even if an 
individual lacks the capacity to make a 
decision on their own, but is still con-
scious and expresses wishes for treatment 
that are contrary to the Health Care Proxy, 
the proxy becomes void. Hence, if a men-
tally ill person loses capacity and begins 
to refuse medical treatment of a non-
psychiatric nature an agent cannot make 
the decision for the person. In this situa-
tion, only a Court can override someone’s 
active refusal to receive treatment.  
 

Power of Attorney 
 
     A Durable Power of Attorney allows 
an individual to make financial decisions 
on your behalf. Unlike the Health Care 
Proxy, which only goes into affect when 
you lose capacity to make decisions for 
yourself, a Durable Power of Attorney 
authorizes your agent, called an “attorney-
in-fact”, to make decisions while you are 
capacitated and also when you lose capac-
ity, unless you specify otherwise.  A 
Power of Attorney can be as broad or lim-
ited as you would like, authorizing your 

agent to make all or only specific finan-
cial decisions on your behalf.  Under a 
recent amendment to New York’s law a 
separate form must be filled out if you 
wish your agent to have the ability to 
make gifts in excess of $500.  
 

Guardianship 
 
     A Living Will, Health Care Proxy, and 
Power of Attorney can only be executed 
when someone is of sound mind to make 
these decisions. Once someone has lost 
the capacity to make decisions, however, 
whether it is due to mental illness or any 
other infirmity, these instruments cannot 
be created. In these situations the law al-
lows for a guardianship proceeding. A 
guardianship allows the Court to appoint 
an individual to make financial and per-
sonal decisions for an individual who has 
lost capacity to make a decision for them-
selves. A guardianship proceeding can be 
initiated by family, friends, the director of 
a facility where an individual resides, or 
certain governmental agencies charged 
with the welfare of the population. Al-
though a guardianship can be tailored to 
be as limited as necessary, a guardian can 
also be granted the authority to make es-
sentially all decisions for the incapacitated 
person. In addition to financial decisions 
and health care decisions a guardian can 
make decisions about whether the inca-
pacitated person can drive, travel, where 

they can live, etc. Also, unlike a Health 
Care Proxy, a guardian can make deci-
sions for an individual even if that person 
verbally disagrees with the decision.  
     Like the Health Care Proxy, however, 
a guardian cannot make decisions regard-
ing involuntary psychiatric treatment. The 
Courts have been clear that these deci-
sions can only be made by a Court. So 
while a guardian can make a decision 
regarding major or routine medical proce-
dures, a guardian cannot involuntarily 
commit or make decisions about whether 
or what psychiatric medication an inca-
pacitated person should receive. Only a 
Court can make that decision.  
 

Family Health Care Decision Act 
 
     Recently New York State passed the 
Family Health Care Decisions Act 
(“FHCDA”). The FHCDA fills a huge gap 
in the law where a person had not com-
pleted an advanced directive such as a 
Living Will or Health Care Proxy, and 
there was no “clear and convincing” evi-
dence of their prior expressed wishes so 
therefore no one could make decisions if 
the person lost capacity. This often re-
quired cumbersome and time consuming 
petitions to a court even if family was 
available to make decisions. This law now 
provides a hierarchy of decision makers 
 

see Decisions on page 37 
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By Donald M. Fitch, MS 
Executive Director 
Center for Career Freedom 
 
 

T he Daily Show’s Jon Stewart 
recently stated, “You hear about 
crazy – but it’s rarer than you 
think.” The tidal wave of media 

coverage over the tragic shooting of Rep. 
Giffords in Tucson, Arizona, a shooting 
that wounded thirteen and killed six peo-
ple including a nine year old girl, pro-
duced a plethora of terms to describe and 
explain why Jared Loughner had commit-
ted these atrocities.  
     The Bazelon Center for Mental Health 
Law suggested “untreated mental illness,” 
combined with “today’s vitriolic political 
climate,” may be the cause and called for 
increased services and system reforms.  
Many advocates and providers in the 
trenches of direct care spoke out against 
disability profiling, discrimination or pur-
suing laws that try to use the courts to 
compensate for gaps in basic services.  
Even President Obama questioned “the 
adequacy of our mental health system.” 
     The terminology used to describe 
Loughner in the media by public officials, 
law enforcement, professionals, and pun-
dits ranged from biblical to clinical; “A 
blood tide of massacres perpetuated by 
crazy people;” “Unmedicated loons with 
hatchets;” “Possessed by the devil;” “A 
pot-smoking loner;” “Mentally unstable;” 
“Paranoid schizophrenic.” 
     Past tragedies were brought up: Virginia 
Tech, Columbine, and Kendra Webdale.   
     “Solutions” ranged from developing a 
national data base to keep guns out of the 
hands of “crazy people,” to lifelong incar-
ceration, more court-ordered treatment, 
one-way bus tickets, easier access to pre-
scription drugs, more laws and a lot more 
money. A Professor at Rutgers said that 
even if Loughner had been treated sooner, 
“treatment alone is not necessarily going 
to stop someone with a mental illness 
from engaging in criminal behav-
ior” (TIME Magazine). What seemed to 

be coming through all this “noise” was 
that we are surrounded by “crazies” and 
there was little we could do about it.  Gun 
sales soared. 
     Estimates of the incidence of “adults 
with mental illness” range from 5% to 
25%.  In a press release, The Substance 
Abuse and Mental Health Services Ad-
ministration (SAMHSA) reported that 
“20% of American adults (45 million) 
have experienced mental illness over the 
past year,” and “4.4 million Americans 
with a serious mental illness are walking 
around untreated” (11/18/10).  
     The confusion over the incidence of 
“mentally ill” may arise from at least three 
official government sources: 1) The Social 
Security Administrations’ 2) SAMHSA’s 
National Survey on Drug Use and Health 
and, 3) The U.S. Census Bureau/ACS.  
     The Social Security Administration de-
fines adults with serious mental illness (SMI) 
as having a diagnosable mental, behavioral or 
emotional disorder (DSM-IV) “that has re-
sulted in functional impairment which sub-
stantially interferes with or limits one or more 
major life activities” (SSA.GOV). 
     The SSAs’ definition differs from the 

other two in three important ways: 1) The 
person rendering the SMI opinion is a medi-
cal professional – usually a psychiatrist and 
after a thorough medical history review and 
several diagnostic assessment sessions, 2) 
The impairment “substantially interferes 
with a major life activity” e.g. employment, 
and 3) The diagnosis is contained within the 
latest version of the DSM. 
     SAMHSAs’ definition is not based on 
an objective medical professional’s opin-
ion, functional impairment, or on the DSM.  
It is based on the responses to questions 
(K6 scale) about “psychological distress” 
during the past year, “when they were at 
their worst emotionally” (Kessler et al., 
2003).  The six questions asked how often 
they felt: nervous, hopeless, restless, sad/
depressed, worthless, and that “everything 
was an effort.”  SAMHSA acknowledges 
“the K6 scale does not directly measure the 
presence of a diagnosable mental illness,” 
so they created a new definition of mental 
illness, called Serious Psychological Dis-
tress (SPD) (SAMHSA NSDUH, Appen-
dix “B”, 2009).  SAMHSAs’ new defini-
tion and the self-report survey methodol-
ogy could explain the four-fold increase in 
the number of Americans who are 
“mentally ill” from 5% to 20%. 
     The Census Bureau’s ACS definition of 
“mental disability” is even broader than 
SAMHSAs. “Because of a physical, mental 
or emotional condition lasting six months or 
more, does this person have any difficulty in 
doing any of the following activities; learn-
ing, remembering, or concentrating?” (Q. 
17a). One must wonder why the U.S. Census 
Bureau and a prestigious University would 
issue and support data generated by such an 
obviously vague question, and then go on to 
classify the answers as accurately describing 
the incidence of persons with a “mental dis-
ability” (www.census.gov/acs/www/
methodology, 2011) (www.ilr.cornell.edu/
edi/nymakesworkpay/, 2010). 
     As a former Marketing Consultant, 
which included several Big Pharma cli-
ents, I believe the purpose of using SAM-
HSA’s and the Census Bureau’s data is to 
expand the definition of Mentally Ill (MI), 

thereby creating four times the number of 
potential consumers of prescription drugs.  
Further, if one could incorporate these self-
reported symptoms into DSM-5, this would 
establish a basis for reimbursement which 
would expand the dollar value of this market 
by several billions of dollars. Now that’s 
strategic marketing!  (Just a theory) 
     Stretching the definition of MI four-
fold wouldn’t just be a windfall for Big 
Pharma. Imagine what it could do for our 
own budgets, head counts and salaries!  
Though, main streaming the definition of 
MI raises the question of how to define 
“normal.”  Would having a bad hair day 
be a billable event?  (Why is it always 
about the money?) 
     With all these definitions of mental ill-
ness flying around we wondered what 
terms our students would prefer (next to 
their own names).  So we asked our folks 
to rate sixty-five items on how well they 
thought the term described them; perfectly, 
very well, fairly well, poorly, or not at all.  
“Survivor” was the overall favorite.  
     Some pointed out that the terms were 
situational.  They felt the terms described 
phases of their recovery, e.g. they were 
called patients when they were inpatients, 
clients when they were in Program, and 
survivors when they were resettled in the 
community. Further, the terms “consumer” 
and “recipient” were felt to be commercial 
and passive, and did not reflect their strug-
gles and victories.  Perhaps OMH’s Office 
of Recipient Affairs should change their 
name to the Office of Survivor’s Affairs? 
     According to Wikipedia, “stigma” is a 
Greek word that referred to a kind of tattoo 
that was cut or burned into the skin of crimi-
nals, slaves and traitors in order to identify 
them as “morally polluted persons to be 
shunned.”  For our population, stigmatiza-
tion is an issue of disempowerment and 
social injustice.  Time will tell if we have 
suffered a serious setback.  It is complicated. 
     To quote part of President Obama’s 
eulogy for Tucson’s victims; “Let us use 
this occasion to expand our moral imagina-
tions, to listen to each other more carefully, 
to sharpen our instincts for empathy.” 

Donald M. Fitch, MS 

The Economics of Recovery: What’s In a Name? 
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On The Precipice of Living a Full Life in the Community:    
Institute for Community Living Awarded Contract to Provide Supported Housing  

For Almost 1,200 New Yorkers With Mental Illness 

By Adrienne Johnson 
Freelance Writer 
Institute for Community Living (ICL) 
 
 

T he first time the Institute for 
Community Living received a 
court-monitored receivership, it 
not only succeeded—it spent the 

next 25 years growing into an agency now 
capable of helping 9,000 individuals 
struggling with mental illness, develop-
mental disabilities, substance abuse and 
homelessness. Now in its 25th year, Insti-
tute for Community Living (ICL) has 
come full circle with a court-monitored, 
three-year and $20 million contract. 
Through the award, ICL will assist close 
to 1,200 individuals with psychiatric dis-
abilities presently living in Brooklyn, 
Queens and Staten Island Adult Homes 
move to their own community apartment. 
This marks ICL’s first foray into Staten 
Island and the first time that the nonprofit 
will have programs in all five boroughs. 
     The project is part of an $80-million 
program launched by the New York State 
Office of Mental Health. Seven different 
providers will develop 4,500 units of sup-
ported housing so that individuals with 
mental illness, now living in adult homes, 
can transition into the community. The 
program is a direct response to last year's 
District Court judgment in the case of 
Disability Advocates, Inc. v. Paterson, et 
al.  The court declared that adult homes 
amounted to warehousing individuals 
with serious mental illness, and it ordered 
that these individuals be transitioned out 
of group homes into supported housing in 
a community setting. 
     Beginning February 1, 2011, ICL will 
initiate the process to engage, assess and 
provide support services to assist these 
individuals to transition from adult homes 
into scatter site apartments within the 
community. 
     “These folks will be embarking on a 
journey filled with pride, adventure, 
workable challenges and immense per-
sonal growth,” says Dr. Peter C. Campan-
elli, President and CEO, ICL. He contin-
ues, “We are delighted to be working with 
the New York Association of Psychiatric 
Rehabilitation Services and the Coalition 
of Institutionalized and Disabled; their 
experience, especially with training, 
brings another depth to our own. This 
project is an opportunity and a challenge 
to transform lives, and we are eager to 
embrace it.” 
 

Collaboration of Three Agencies to  
Improve Lives in the Community 

 
     The individuals moving into sup-
ported housing will be coming from 
adults homes, which by their very nature, 
cannot and do not promote community 
integration. Supported housing is the best 
opportunity for residents to integrate 
with the community, but without the 
proper supports, services and considera-
tions, they will not thrive any better liv-

ing in their own apartments than they did 
in the group homes from which they 
came.  
     ICL's services and approach are 
rooted in the belief that community inte-
gration is vital to recovery, wellness and 
independence, and that with proper sup-
ports—psychiatric, medical, vocational 
and social—an individual with mental 
illness can lead a full life in the commu-
nity. ICL will be collaborating with the 
New York Association of Psychiatric 
Rehabilitation Services (NYAPRS) and 
the Coalition of Institutionalized and 
Disabled (CIAD) to train staff and to 
provide evidence-based treatment, best 
practices and comprehensive services for 
the individuals transitioning into sup-
ported housing.  
     Harvey Rosenthal, NYAPRS, Execu-
tive Director, says, "This project builds 
upon our long history advocating for 
group home residents with psychiatric 
disabilities, and it brings so many of 
those efforts to fruition. The combined 
effort of ICL, NYAPRS and CIAD, who 
will work together to support these indi-
viduals every step of the way, will ensure 
that these men and women can look for-
ward to a meaningful recovery and a full 
life in the community—a chance that 
until now, has passed them by." 
     What is remarkable about this col-
laboration is what it means for the 
client. Dr. Campanelli explains, “At 
the heart of this endeavor, are the 
three agencies that are bringing vastly 
different expertise to the table – all of 
which will surround each client with 
the right support services to live in the 
community successfully. ICL’s profi-
ciency at housing and integrating 
medical  and physical  heal th, 
NYAPRS’s advocacy and pioneering 
skills in developing peer support and 
CIAD’s know-how on working effec-
tively with consumers is an incredibly 
powerful three-way combination.”  

Not Without Precedent 
 
     Beginning with the assumption of a 
court-monitored receivership 25 years 
ago, ICL has come full circle with this 
new project, ICL's largest to date. The 
$20-million contract will allow ICL to 
create scattered site apartments in Brook-
lyn, Queens and Staten Island, meaning 
ICL's impact will now reach into all five 
boroughs.  
     ICL has reached the quarter-century 
mark, and with the advent and promise of 
this new project, ICL has even more to 
celebrate. Founded by ICL CEO and 
President Dr. Peter C. Campanelli in 
1986, ICL began in Brooklyn with the 
ICL Stepping Stone Residence, a court-
monitored receivership and supported 
housing program for individuals with 
mental illness. Under Peter's leadership, 
ICL expanded to provide housing and ser-
vices to individuals in Queens, Manhattan 
and the Bronx; in the community, in schools 
and in shelters. ICL now provides recovery 
and rehabilitation services, supported hous-
ing, integrated medical and psychiatric care, 
and vocational support to adults, families 
and children with mental illness.  
 

A Share of the Responsibility 
 
     In October of last year, the New York 
State Office of Mental Health requested 
proposals to develop and operate up to 
4,500 units of supported housing to serve 
the current residents of 28 adult homes in 
New York City.  The supported housing 
needs were broken down into eight geo-
graphic groupings, and seven different 
agencies were chosen to provide services. 
The total units, listed below, will be rolled 
out in three phases, over the course of 
three years:  
 
• F.E.G.S: Bronx, 455 units 
 
• Services for the UnderServed: Brook-

lyn, 571 units  
 
• Postgraduate Center for Mental 

Health: Brooklyn, 468 units 
  
• Institute for Community Living: 

Brooklyn and Queens, 621 units 
 
• Pathways to Housing, Inc: Queens, 

516 units 
 
• Transitional Services for New York, 

Inc.: Queens, 660 units 
 
• Catholic Charities Neighborhood 

Services: Queens, 640 units  
 
• Institute for Community Living: 

Staten Island, 569 units 
 
     By the third year of the program, it is 
estimated that these contracts will provide 
a total of $65.9 million in annual rental 
stipends and $13.5 million to support staff, 
putting the total value of the project close 
to $80 million. ICL's proposal was ranked 

#1 among the providers, and it was the 
only agency awarded two groupings, giv-
ing ICL a quarter of the responsibility for 
transitioning the residents of group homes 
into a community setting. With this con-
tract, ICL anticipates adding 100 new staff 
members, some of whom will be peer spe-
cialists who share similar histories and 
experiences to those they will be helping. 
 

Background 
 

     Institute for Community Living: The 
Institute for Community Living, Inc. 
(ICL), founded in 1986, is a not-for-profit 
corporation that assists individuals with 
psychiatric disabilities, intellectual dis-
abilities and/or developmental disabilities. 
At the heart of ICL are the people that are 
served and the communities in which they 
live. The agency provides 100+ evidence-
based and best practice innovative treat-
ments, rehabilitation programs and sup-
port services to over 9,000 adults, chil-
dren and families in Brooklyn, Manhattan, 
Queens, the Bronx and Montgomery 
County, Pennsylvania; offers over 1,400 
housing units and a comprehensive sys-
tem of clinical treatment options; and op-
erates a transitional residence in Queens 
for 243 veterans and a Brooklyn shelter 
for women with mental illness. 
 
     New York Association of Psychiatric 
Rehabilitation Services: The New York 
Association of Psychiatric Rehabilitation 
Services, Inc. (NYAPRS), founded in 
1981, is a statewide coalition of people 
who use and/or provide recovery oriented 
community based mental services. Its 
membership includes over 100 commu-
nity mental health service agencies that 
support the efforts of tens of thousands of 
New Yorkers by providing a wide range 
of services that share a fundamental belief 
in the capacity for recovery, healing and 
independence for every individual with a 
psychiatric disability. Through its individ-
ual and organizational memberships, it 
reaches over 20,000 individuals who cur-
rently receive recovery, rehabilitation and 
peer supported services. For more infor-
mation, visit www.nyaprs.org. 
 
     Coalition of Institutionalized and Dis-
abled: The Coalition of Institutionalized 
Aged and Disabled (CIAD) is a non-
profit, consumer-led advocacy organiza-
tion of adult home and nursing home 
residents and residents’ councils. CIAD 
was established in 1973 to bring pride, 
purpose and self-determination to resi-
dents. Our mission is to provide residents 
with the information and skills they need 
to advocate for themselves, to protect 
and promote the rights of residents, and 
to improve the quality of their lives and 
their care. CIAD organizes residents into 
resident councils, training and nurturing 
resident leaders, educating residents 
about their rights, and promoting their 
participation in the affairs of their own 
residences as well as broader public pol-
icy issues. 

Dr. Peter C. Campanelli 
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By Jeffrey Perry, CPRP (MSM)  
and Vera Popko 
Baltic Street, A.E.H., Inc. 
 
 

T he Baltic Street, Advocacy, Em-
ployment, and Housing, incor-
porated, Geriatric Peer Advo-
cacy Program may be the only 

peer to peer program in New York City 
that offers services to seniors that have 
psychiatric disabilities. The program has 
been in existence since 1998 and although 
it is a small program, over the course of 
its lifetime, its mission has been and con-
tinues to be to provide support to seniors, 
based on their needs for a successful life 
in their communities. We have been able 
to provide support and services for the 
older peers at locations like, adult homes, 
nursing homes, psychosocial clubhouses, 
etc. Our purpose is to help them sustain a 
well-balanced standard of living. 
     The Geriatric Peer Advocacy Program 
began under the guidance of the New 
York City Department of Mental Health 
and was approved as a result of a Request 
for Proposal (RFP) that Baltic Street, 
AEH, Inc., had submitted to the City of 
New York DOHMH to provide advocacy 
and support services to seniors, with an 
Axis 1 mental health diagnosis. We assist 
consumers who are at least sixty years of 
age or older. They may need help with 
housing (Senior Apartments, in particu-
lar), referral services to outpatient clinics, 
doctors’ offices, benefits and entitlements, 
financial matters, and any other supports 
or resources that are applicable to the 
adult services and programs. In addition, 

the program also helps   advocate for legal 
advice and services. All of our services 
are delivered in an atmosphere that is 
friendly and trusting. This attitude of sup-
port is crucial to seniors and demonstrates 
that we sympathize with their situations 
and that they are not alone and not forgot-
ten. As peer advocates we maintain con-
tact and often give a supportive call just to 
inquire if there are any immediate needs 
or to just say “How are you doing?” As. 
Peers, we provide a number of other ser-
vices through collaboration with other 
programs and resources and we continu-
ally help coordinate essential services for 

older adults. We also do escorts or go- 
along-services with persons to appoint-
ments when necessary. Some of our cli-
ents may only need help with specific 
questions or just reminders of when they 
have an appointment. 
     In some of the Brooklyn adult homes, 
we facilitate groups where we meet a 
number of new consumers who may be 
dealing with mental health issues for the 
first time or the onset of mild dementia or 
who may have aged out of the mental 
health system. There is a need of a special 
relationship for older adults that are not 
the same for those younger in age and in 

spirit. Some of the needs remain the same, 
like housing, financial support, and even 
alcohol and substance abuse, but these 
often  are new and unique problems that 
arise. We always treat our clients in a 
respectful and caring manner. We under-
stand that our elders need to be recog-
nized as valuable members of our society, 
although they may not seem to be as at-
tentive to what we feel is important in our 
society today. They could probably tell us 
all, a few things or two, about how to bet-
ter our lives and we never minimize or 
under estimate their wisdom.   
     In the groups we facilitate, we discuss 
self-esteem issues, overall wellness, and 
recovery tools. We speak about health 
issues; from stress management, diabetes, 
better diets, exercising, and anything that 
is related to good health, in particular. 
Some seniors ask about information on 
traveling, employment, and personal 
needs, all of which we try to assist them 
with individually. We use a self-help ap-
proach, where seniors are shown that they 
can still do many things on their own with 
just a little coaching and encouragement. 
At this time in their lives, many find just 
our presence to be helpful. They are 
happy, sometimes, just to know that 
someone cares and is concerned. 
     A Case Study: George (not his real 
name) a senior came to Baltic Street, 
AEH, Inc. Geriatric Program some time 
ago, seeking support with financial issues 
and was given referrals and a listening ear 
to help him through the process. He came 
back to us on several occasions with  
 

see Peer on page 36 

Support for Older Adult Peers 

Jeffrey Perry, CPRP (MSM) Vera Popko 

Staff Writer 
Mental Health News 
  
 

S aint Joseph’s Medical Center 
(Saint Joseph’s) of Yonkers, New 
York has purchased St. Vincent’s 
Hospital Westchester (St. Vin-

cent’s) of Harrison, New York. The sale 
included St. Vincent’s main hospital cam-
pus in Harrison, which includes 138 inpa-
tient beds and large ambulatory mental 
health and chemical dependency pro-
grams throughout the region, with more 
than 600,000 annual visits. In Westchester 
County, the Bronx, Brooklyn, Queens, 
and Staten Island, St. Vincent’s also oper-
ates 600 residential beds for people with 
mental illness.  
     “We are very pleased to have St. Vin-
cent’s join the Saint Joseph’s family and 
remain under the sponsorship of the Sis-
ters of Charity,” said Michael J. Spicer, 
Saint Joseph’s President and Chief Execu-
tive Officer. “Our acquisition of St. Vin-
cent’s, combined with Saint Joseph’s ex-
tensive behavioral health services, will 
mean we are one of the largest providers 
of mental health and chemical depend-
ency services in the region.” 

     The Department of Psychiatry at Saint 
Joseph's Medical Center serves Yonkers 
and surrounding communities with a wide 

array of outpatient and inpatient mental 
health services as well as substance use 
disorder treatment programs. Dr. Barry 

Perlman, Director of Psychiatry for Saint 
Joseph’s, said, “We are delighted to have 
our St. Vincent’s colleagues, with whom 
we have worked for many years, become 
part of Saint Joseph’s.” 
     James J. Landy, Chairman of the 
Saint Joseph’s Board of Trustees said, 
“By becoming a division of Saint Jo-
seph’s, with its commitment to behav-
ioral health and other community-based 
programs, St. Vincent’s can continue its 
long history of providing mental health 
and addiction treatment services. We 
look forward to this new chapter in our 
history.” 
     Founded by the Sisters of Charity, 
Saint Joseph’s is a not-for profit health-
care facility that has been serving the 
community from the same location on 
South Broadway in Yonkers since 1888. 
Saint Joseph’s provides a vast array of 
services for all ages, ranging from a chil-
dren’s dental clinic and Family Health 
Center to a state-of-the-art Emergency 
Room, one of the busiest in Westchester 
County, and an Ambulatory Surgery 
Center. In addition, Saint Joseph’s offers 
the only family medicine residency pro-
gram in Westchester and is a leader in 
providing geriatric services.  

Saint Joseph’s Medical Center Purchases St. Vincent’s Hospital Westchester  
Purchase Preserves Large Mental Health and Addiction Programs Serving the Region 

Barry B. Perlman, MD, Director, Dept. of Psychiatry, Saint Joseph’s Medical  
Center; Mr. Michael J. Spicer, President & CEO, Saint Joseph's Medical Center;  

Ms. Bernadette Kingham-Bez, Senior V.P. Saint Joseph’s Medical Center and  
Executive Director, St. Vincent's Hospital - Westchester, A Division of SJMC 
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By Susan Lesco 
 
 

O nly a few short years before 
leaving his cat and clothes in 
the covered alleyway, next to 
the dumpster behind the deli 

on 2nd Avenue, Bob was an accomplished 
plastics engineer. His parents, brother and 
sister were living back east, and his favor-
ite aunts, an uncle and cousin lived a cou-
ple of hours north of Los Angeles. He had 
a home with a pool and a spa, three beau-
tiful little boys and a wife who could no 
longer live in denial.  
     It’s not that his family didn’t care; they 
just didn’t know that the severe mood 
swings, violent outbursts and overly en-
thusiastic reactions to mundane events 
that Bob experienced in his younger 
years, had a name. They didn’t know that 
the similarities between their mom and 
her oldest son weren’t simply a result of 
being so close. It wasn’t just that Bob was 
a genius with quirky habits, or that he was 
the oldest of three who often stayed home 
to help his mom take care of the kids: Bob 
had bipolar disorder. 
     It’s not that his family didn’t care; they 
just didn’t know that bipolar disorder 
can’t be ignored. If left untreated, Bob’s 
enthusiastic happy moods would eventu-
ally turn into uncontrolled fits of violent 
rage.   They had all heard about the fights 

between Bob and his wife. She said he 
spent money like water, was collecting 
and storing things she called garbage, and 
he just wouldn’t help around the house, 
which incidentally was now in foreclo-
sure. And to top it off, he lost his job.  His 
bad luck would turn around. 
     All couples argue over finances and 
chores, particularly when the breadwinner 
of the household loses his job, most cer-
tainly due to no fault of his own.  His wife 
was just cranky because she had to cut 
down on the luxurious lifestyle she was 
living. It had nothing to do with Bob’s 
increasingly bizarre behavior. There was 
no reason for her to call the police to have 
him removed from the house just because 
he broke a few things in the den.  After all, 
he was the one who paid for that stereo and 
the window he threw it through, in the first 
place. Look what she did to the kids.  
     Bob had never imagined that feeling 
elated could be a problem, even if he had 
to deal with a few days of crushing de-
pression every now and then. There was 
no need to take medication or talk to a 
therapist like his ex-wife had been nag-
ging him to do. He had gotten over the 
divorce and was looking for another job. 
The studio apartment he rented would 
work perfectly as his main office and he 
would soon buy a new house for his three 
growing boys to visit. Besides, his family 
would help him out in a pinch. 

     The only thing Bob couldn’t under-
stand was why the landlord kept threaten-
ing to evict him. Bob had told him that he 
would pay the rent as soon as he got a job 
and the small fire in the bathroom didn’t 
really cause a lot of damage. The landlord 
knew that he had to buy more office sup-
plies to keep up with the work he was 
doing and it was none of his business how 
much stuff he stored in the apartment. 
     The shelter was getting a bit crowded 
and everyone was nagging Bob to take 
medication and see the therapist at the 
hospital.  Since his cousin had been so 
helpful to him in the past, he thought it 
best to move there.  His cousin would 
understand; he’s family. Bob knew that 
his cousin would realize why he had to set 
up a tent in his backyard while he was at 
work.  His cousin’s kids would be happy 
to see him there in his new main office 
when they returned home from school.  
Bob wouldn’t be disturbing anyone since 
he slept outside and would only use the 
house when everyone was out. In fact, he 
could babysit for the kids to give his 
cousin and wife a break.  Bob couldn’t 
understand why his cousin made him 
move out.  He was just playing around 
with his youngest child in the swimming 
pool. He didn’t mean to hold him under-
water for so long. His cousin really over-
reacted by diving in the pool with his 
clothes on to grab his child away from 

Bob. After all, the child started breathing 
again in a few minutes. No one got hurt. 
     Money was tight and Bob needed a 
new suit for the many job interviews he 
was expecting to get. It was tough getting 
around without a car and using the local 
Kinko’s as his main office. He didn’t 
mind living in state park since the weather 
was warm and he always loved camping 
anyway. However, even California gets 
cold in the winter.  
     Bob was ready for a place to stay with a 
phone and indoor plumbing. Luckily, his 
elderly single aunt wanted nothing more 
than to help her first nephew get back on 
his feet, so she told Bob he could stay with 
her for a couple of months. She had a one 
bedroom apartment and a pull out couch in 
Ventura County. However, when she made 
that offer, no one would have predicted 
that a few adolescent moods swings in his 
past would lead Bob through an intermina-
ble path of self-destruction. 
     It seemed like decades, but it was only a 
couple of years that Bob stayed with his 
aunt.  Even though her own health was 
failing, she tried hard to help him by giving 
him her debit card to buy food and proper 
clothing to wear at a job interview. Bob 
knew that he was really the one helping his 
aunt since he was convinced that she had 
Alzheimer’s disease. Unfortunately, Bob’s 
 

see Bob on page 34 

Bob – The Beginning: 
A Family Member’s Journey Into the Depths of Bipolar Disorder 
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By Elizabeth H. Cymerman, MNH, BSN, 
RN-C, HNC, Assistant Manager, Mental 
Health Services, Visiting Nurse Service of 
Westchester, White Plains, New York 
 
 

T  1999 Report of the Surgeon Gen-
eral, entitled Mental Health: Cul-
ture, Race, and Ethnicity, high-
lighted the uncomfortable fact that 

not all Americans share equally in accessing 
and receiving treatment for mental illness. 
Many disparities exist, making it a critical 
public health concern. The report stated, 
“Even more than other areas of health and 
medicine, the Mental Health field is plagued 
by disparities in the availability of and ac-
cess to its Mental Health Services. These 
disparities are viewed readily through the 
lenses of racial and cultural diversity.”  
     In this report, the disparities for minori-
ties noted were: (1) Less access and avail-
ability of Mental Health Services; (2) Less 
likely to receive mental Health Services; 
(3) Poor quality of care; and (4) Underrep-
resentation in research. 
     Usual barriers to care include: cost, 
fragmentation, lack of availability, and the 
stigma of mental illness. In addition, mi-
norities experience mistrust, fear of treat-
ment, racism, and discrimination, and dif-
ferences in language and communication, 
which is essential for treatment of mental 
health disorders. 

     All of the above disparities in mental 
health care causes a greater disability bur-
den for minorities. This influences the de-
gree of disability in terms of activities of 
daily living and lost employment. This, in 
consequence, leads to less economic pros-
perity, more poverty and violence, and ulti-
mately more mental health issues, increas-
ing rates of mental illness by two to three 
times that of the non minority population. 
 

Culture’s Influence 
 
     Culture is important when considering 
treatment and access to care. It determines 
the differences in how symptoms are 
communicated and reported, societal cul-
ture-bound syndromes, who or what help 
is sought, coping skills, social support and 
degree of stigma felt attached to mental 
illness. Culture’s influence is underesti-
mated, and must be included in the deliv-
ery of care. 
     Culture also influences the profession-
als who treat their clients - within the pro-
fessional group and as a result of their 
ethnic/cultural group. This governs the 
societal response to the patient, and influ-
ences the delivery of care. This can make 
the professional ill-equipped and occasion-
ally biased in how the care is delivered. 
     Western Medicine as it is practiced in 
the U.S. emphasizes disease rather than 
Holistic or Eastern methodology, which 

may be in conflict with clients, creating 
barriers to care. 
     The environment of the mental health 
system may deter clients and provoke 
mistrust when it does not respect or are 
incompatible with the cultures they serve. 
 

Cultural Competency 
 
     Many mental health agencies and pro-
fessionals are aware of the national stan-
dards developed by the Federal Office of 
Minority Health (Dec 2000) for culturally 
sensitive practice. Some are recommenda-
tions and others mandated by the Office 
for Civil Rights. The areas included are: 
clinical, organizational, and linguistic 
standards. 
     Dr. Campinha-Bacote, President and 
Founder of Transcultural  C.A.R.E. Asso-
ciates, defines cultural competence as “a 
process in which the nurse strives to 
achieve the ability and availability to ef-
fectively work within the cultural context 
of the client (patient, family, or commu-
nity).” This process is on going, and con-
sists of five constructs: cultural desire, 
awareness, knowledge, skill and actual en-
counters with clients of differing cultures. 
     At Visiting Nurse Service of West-
chester (VNSW), mental health nurses are 
on the front line of racial and cultural di-
versity. As one of those nurses, it is my 
job to prepare and understand how clients 

from different cultures express their need 
for nursing care and treatment. Cultural 
sensitivity is of great importance in deal-
ing with clients in their own community. 
Cultural competence should be in the 
forefront of Home Care and Community 
based agencies. 
 

Racial and Ethnic Differences 
of Minorities in the U.S. 

 
     African Americans are 12 % of the US 
population. Approximately 25 % are poor, 
with income lower than whites. African 
Americans tend to have greater health 
problems, and a higher mortality from 
disease. Discrimination and racism influ-
ences all areas of life. 
     American Indians and Alaska Natives 
are the most impoverished with greater 
than 25% living in poverty. They are five 
times more likely to die from alcohol re-
lated causes than whites, 50% higher sui-
cide rates, and more likely to live in high 
need areas being homeless, or  incarcer-
ated, and a disproportionately higher rates 
of mental health disorders. 
     Asian Americans and Pacific Islanders 
are a very diverse group, with 43 different 
ethnic groups, and are increasing rapidly 
among the U.S. population. Income is 
equal to whites, but with great variability.   
 

see Disparity on page 38 

Disparity Without Despair: How Mental Health Nurses 
Deal with Racial or Ethnic Inequality - One Visit at a Time 
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Bob from page 32 
 
aunt did have dementia. She never real-
ized that her nephew had filled her house 
with his stuff. She didn’t know that the 
$300,000 she had saved over the years 
was spent on rubber bands, cameras, a 
knife collection and other important mate-
rials for Bob’s main office.  
     When the police arrived after a particu-
larly loud conversation between them, she 
couldn’t remember how she wound up on 
the floor with a broken arm. Bob couldn’t 
explain it either and he certainly couldn’t 
understand why he was taken back to the 
emergency room yet again. His aunt was 
the problem, not him. 
     Bob’s brother had tried to help. He 
went to California more than once to track 
Bob down and bring him home. But, Bob 
was fine and didn’t need more nagging 
from his younger brother about taking 
medication and seeing a therapist. Bob’s 
ex-wife got remarried and moved out of 
state and his aunt was in a nursing home; 
supplemented by his cousin, brother and 
sister. Bob couldn’t understand why there 
was an order of protection to prevent him 
from visiting her since he had just spent a 
couple of years caring for her. Back east, 

Bob’s mother was diagnosed with cancer 
and dementia and had to move to a nurs-
ing home. Bob’s dad was hit by a car and 
needed his children’s’ assistance to live. 
     It’s not that his family didn’t care; they 
just didn’t know how to make Bob accept 
help. His three sons loved their father and 
were now old enough to let him stay with 
them until he got back on his feet. The 
boys were ready, willing and able to do 
anything possible to help their dad. His 
oldest was planning to get married soon 
and Bob got to see his younger sons be-
come college graduates.  Bob set up his 
new main office in his sons’ apartment. 
He knew that he’d get a new job soon and 
he was on top of the world. He simply 
couldn’t understand why even they were 
nagging him to take the medication that 
the doctor prescribed during his last emer-
gency room visit.  
     The new apartment that his sons rented 
for him would be a perfect main office, 
even if it wasn’t in the neighborhood of 
his choice. As soon as he got a new job, 
Bob would be out of there. He wouldn’t 
have to hear nagging words from any one. 
He had it all under control, until the day 
his oldest son was killed at work. 
     Bob didn’t seem to have anymore 

elated feelings. The crushing depression 
he used to put up with once in a while was 
there to stay. He didn’t care that his job 
prospects were fading or that he was 
evicted from another apartment. It didn’t 
matter that his aunt died in the nursing 
home or that his brother and sister-in law 
came to visit again: nothing would ever be 
the same. His youngest sons moved out of 
state to be with their mother. They still 
kept in touch with him, but were trying to 
start again themselves. They were the 
only reason Bob procrastinated about kill-
ing himself.  
     The people at the new shelter were very 
nice, but they wouldn’t let him move into 
transition housing until he agreed to go to 
the program they offered, at their clinic. In 
the meantime, the guy at the deli on 2nd 
Avenue let him stay there during the day 
when he had nowhere to go. The cat that 
lived in the parking lot was Bob’s best 
friend. Even though he wanted nothing 
more than to end the pain, he couldn’t put 
his sons through another loss. Bob joined 
the program and began taking medication. 
     It’s not that his family didn’t care; they 
were afraid that he would simply give up. 
He seemed to be doing a little bit better with 
medication and therapy, but he was living in 

transitional housing and had nowhere to go 
once he stabilized. Bob’s father passed 
away and he didn’t get to say goodbye in 
person.  He wanted the chance to be with his 
mother before her time came. Bob’s sons 
called his brother back east to tell him that 
they just couldn’t take him in again, no mat-
ter how much they loved him. Bob was 
finally ready to accept help. 
     This time, Bob was happy to see his 
brother.  He finally reached the turning 
point: acceptance.  Bob could no longer 
manage his ups, downs and delusions 
with herbal supplements and denial. He 
returned to New York with a few pre-
established rules in place.  He would take 
medication. He would allow his brother to 
handle his finances. He would see the 
doctor and attend a bipolar support group 
on a regular basis. He’d allow a commu-
nity action team to help him really get 
back on his feet.  
     He’d let his family love him. He’d 
begin again. 
 
     Reference: Goodwin, F.K., and Jami-
son, K.R. (2007). Manic-Depressive Ill-
ness: Bipolar Disorders and Recurrent 
Depression, 2nd edition, New York Oxford 
University Press.  

Competence from page 20 
 
competence.”  At a meeting regarding the 
geriatric mental health needs of Latinos, he 
suggested that there was a need for both 
generational and cultural competence.  
 
2. The Ceridian Corporation uses the con-
cept of ‘generational competence” to refer 
to different age groups of working people-
- “matures,” “baby boomers,” “generation 

x,” and “generation y,” each of which has 
different characteristics both as workers 
and as markets. See “Changing The 
World of Work,” 2005. 
 
3. Peggy Gleeson has used the concept of 
“generational competence” to suggest that 
an effective professional workplace needs 
to take into account the “values, work 
characteristics, and customs” of different 
age groups.  See “Understanding Genera-

tional Competence Related to Profession-
alism,”  Journal of Physical Therapy Edu-
cation, Winter 2007.  

 
4. Williams, K and Friedman, M.  Ad-
dressing the Mental Health Needs of 
Older Adults in Age-Friendly Communi-
ties. The Geriatric Mental Health Alliance 
of New York. 2010. http://www.mha-
nyc.org/media/1251/agefriendly.pdf  

5. Friedman, M and Williams K., “You 
Cannot Age Well Without Mental 
Health,”  Huffington Post,  December 23, 
2010.   
 
     Michael Friedman is an Adjunct 
Associate Professor at Columbia Uni-
versity's schools of social work and 
public health.  He can be reached at 
mbfriedman@aol.com. 
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By Andrew Malekoff, LCSW, CASAC 
Executive Director, North Shore Child 
and Family Guidance Center  
 
 

G roup work is a wonderful way 
of reducing prejudice and big-
otry, promoting inter-group 
relations and enhancing ethnic 

group identity in adolescence. With its 
emphasis on mutual exploration and dis-
covery, group work is very well suited to 
address these issues. The following are 
seven principles for addressing diversity 
in group work with adolescents. The prin-
ciples may also be easily adapted for con-
fronting other forms of diversity in groups 
(e.g., religion, gender, sexual orientation, 
age, disability). 
 
1. Address diversity as a normative ado-
lescent issue in the group. Encourage in-
teraction about group identity, prejudice 
and inter-group relations as a normal part 
of adolescent development and not only in 
reaction to emergent conflicts or crises. 
 
2.  Help the group to tune in to ethnically 
and racially-charged events impacting 
on youth. This includes an awareness of 
local, national and international events 
with racial–ethnic overtones (e.g., Sep-
tember 11th terrorist attack on America; 
defacing of synagogues, churches and 

other religious institutions; 2008 attack 
and murder of Ecuadorian immigrant 
Marcello Lucero in Suffolk County, N.Y. 
by a seven teenagers). When such stories 
dominate the media and youth’s con-
sciousness, stereotyping and polarization 
are often reinforced. A healthy and spir-
ited exchange of ideas and opinions 

about controversial subjects in a safe 
environment enables young people to 
test their beliefs and attitudes, to practice 
listening to others’ views, to respectfully 
express differences and to discover com-
mon ground. 
  
3. Confront prejudice, stereotyping and 
oppression in the here-and-now of the 
group and workplace. Confront issues 
such as stereotyping and the use of racial/
ethnic slurs as they arise in the here-and-
now of the group. Facilitative confronta-
tion involves addressing issues and prob-
lems in a direct, caring and forthright 
manner. When the group or workplace 
replicates the oppressive or prejudicial 
behavior of society, the practitioner must 
skillfully intervene to raise consciousness, 
stimulate interaction, foster understanding 
and motivate change. 
 
4. Use cultural self awareness to model 
effective cross-cultural relationships. Tune 
in to personal feelings, experiences, attitudes 
and values related to one’s own group iden-
tity and views about different groups. Model 
respectful and effective cross-cultural rela-
tionships in the group and workplace. This 
is essential in post-9/11 America when pro-
filing people of middle-eastern descent as 
terrorists or as sympathetic to terrorists has 
been expressed more openly among youths 
and adults.  

5.  Promote understanding and respect for 
the world view and values of culturally 
different members. Help group members 
to develop, if not an emotional affinity 
with different ethnic and racial groups, a 
cognitive empathy and cultural sensitivity 
that can lead to a deeper understanding of 
culturally different group members. This 
may be developed through a combination 
of self-awareness, eradication of stereo-
types and unsubstantiated views and at-
tainment of objective information about 
and real interaction with members of a 
particular cultural group. 
 
6.  Tune in to the differential experiences 
of ethnic group members within their own 
particular cultures. Help group members 
to understand the different experiences of 
members of ethnic groups that may cus-
tomarily be perceived through an undif-
ferentiated lens (i.e., “They’re all the 
same”). In post-9/11 America, youths of 
middle-eastern descent are more likely to 
be taunted with the label “terrorist.” So 
fearful was one Muslim mother, that she 
dyed her children’s hair a lighter color to 
prevent them from being profiled as “kin 
of terrorists.” 
 
7. Open pathways for intercultural com-
munication and socialization. In addition  
 

see Group on page 36 

Principles for Promoting Inter-Group Relations 
Among Adolescents Through Group Work 

Andrew Malekoff, LCSW, CASAC 
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Dr. Kenneth Popler Reappointed 
Chair of Community Services Board 

Staff Writer 
Mental Health News 
 
 

M ayor Michael R. Bloomberg 
has reappointed Dr. Ken-
neth Popler as chair of the 
New York City Department 

of Health and Mental Hygiene's Commu-
nity Services Board (CSB), for a four-
year term through December 2011. 
     The CSB is empowered by New 
York State Mental Hygiene Law and 
the New York City Charter to advise 
the department's commissioner and ex-
ecutive deputy commissioner - cur-
rently Drs. Thomas Farley and Adam 
Karpati, respectively - in all areas of the 
city's responsibility for services and 
programs relating to community mental 
health, developmental disabilities, and 
substance abuse prevention, treatment, 
and harm reduction. 
     As the CSB's chair, Dr. Popler contin-
ues to serve as a member of the New 
York City Board of Health, a post that he 
has held since 2004. 
     Now in his seventh term, Dr. Popler is 
the CSB's longest-serving member. First 
appointed to the board in 1984 by Mayor 
Edward I. Koch, Popler has been reap-
pointed by each successive mayor. 
     Dr. Popler is the president and chief 
executive officer of the Staten Island 
Mental Health Society (SIMHS), West 
Brighton, which he has led since 1981. 
The SIMHS is a children's services 
agency that provides mental health and 
related services to over 6,000 Staten Is-
land children and their families each year, 
with a budget of $22 million, a staff of 
300, and a volunteer corps of 500. 
     An officer or member of numerous 
Boards of Directors and advisory com-
mittees throughout New York, Dr. Popler 
is the founding president of the Staten 

Island Behavioral Network, Inc., a pro-
vider-owned care-coordination company. 
He is also a senior active member of the 
Rotary Club of Staten Island. 
     Dr. Popler earned his Master's and 
Doctoral degrees in Psychology from the 
New School for Social Research, Manhat-
tan, and is board-certified in Clinical Psy-
chology from the American Board of Pro-
fessional Psychology. He is licensed as a 
psychologist in New York and New Jer-
sey, and is certified as a school psycholo-
gist in New York State. He holds a Mas-
ter's degree in Business Administration 
from Wagner College, Staten Island. 
     Dr. Popler and his wife Lois, a clinical 
social worker employed by the Archdio-
cese of New York, reside in Westerleigh, 
Staten Island.  

Dr. Kenneth Popler 

Residential from page 15 
 
documented a sharp decrease in the num-
ber of emergency room visits and inpa-
tient hospitalizations by residents. The 
rate of missed medical appointments is 
now close to zero and there is a very high 
rate of medication and treatment compli-
ance.  Many residents whose health was 
previously highly unstable have been 
maintained in the residence without sig-
nificant medical emergencies. 
     Housing for older people with serious 
mental illness will become an even 
greater need and challenge as the mental 
health population ages and as the recent 
adult home relocation order is imple-
mented.  The Sheridan Hill House model 

is appropriate for those who have serious 
medical conditions but who, with appro-
priate supports and services that an en-
riched congregate care setting can pro-
vide, are able to remain in the community 
to protect their quality of life and avoid 
costly nursing homes.  As such, Sheridan 
Hill House is a model nursing home di-
version program.  Its $23,000 per resident 
annual cost is a small fraction of the 
$130,000 average annual cost of a nurs-
ing home in New York City.   
     For further information on Sheridan 
Hill House or to arrange a visit contact 
Olga Brito, CSW, Assistant Residential 
Director for Supported Housing at The 
Bridge, at 718-328-1490, or email her at 
obrito@thebridgeny.org. 

Group from page 35 
 
to advancing an understanding of cultural 
differences, reach for commonalties ex-
perienced among adolescents across cul-
tures to encourage inter-group pathways 
for relating. For example, it is not uncom-
mon for groups of culturally-different 
adolescent group members to discover 
some common ground in their experi-
ences of negotiating with parents or other 
authority figures for greater freedom and 
more privileges. 
 
     In conclusion, a good group experi-
ence can provide adolescents with a good 
opportunity to explore the typically taboo 
areas of race and ethnicity, exposing 

deeply ingrained or loosely-formed be-
liefs and attitudes. The mature group, 
through the development of its own his-
tory and culture, becomes a special frame 
of reference for its members, influencing 
their perceptions and behavior in the 
world outside of the group. 
     Group work is a special arena in which 
the problems of diversity may be con-
fronted openly, honestly and safely where 
the richness of diversity can be celebrated. 
     Andrew Malekoff, LCSW, CASAC, is 
Executive Director of North Shore Child 
and Family Guidance Center in Roslyn 
Heights, New York and author of the 
popular textbook Group Work with Ado-
lescents: Principles and Practice (New 
York: Guilford Press). 

Homebound from page 17 
 
client being mistreated or exploited? Are 
there visible signs of alcohol or substance 
abuse (i.e., empty bottles)?  As one clini-
cian stated “You see so much when you 
walk into someone’s home.”  Though our 
homebound program does not focus on 
case management services, it is important 
to help clients to advocate for themselves 
and to get the services they need.  This is 
another step in the process to help the 
clients regain their independence. For 
example the New York Times recently ran 
a story about a chronically depressed 
woman who had become a virtual recluse. 
When her apartment was hit with an in-
festation of bed bugs, her SPOP therapist 
helped the client to apply for funding to 
replace her discarded household goods. 
     For an isolated homebound older 
adult, the routine of having someone 
come to their home to just focus on them, 
is important to their own self-esteem and 
gives them a sense that they have some 
control over their lives. As a result of this 
treatment some patients make very dra-
matic progress.  For example, there is an 
81 year old single, woman who came to 
SPOP with a long history of major de-
pressive episodes, including two suicide 
attempts and several psychiatric hospitali-
zations.  Two years ago, upon her release 
from a local hospital the client was re-
ferred to SPOP’s Homebound program 
for mental health services. This client 
began receiving weekly home visits from 
SPOP’s clinical staff, due in part to her 
depression which left her socially isolated 
and unable to leave her apartment. In ad-
dition the client suffered from neuropathy 
of the spine, making ambulation difficult 

and painful. As a result of the home vis-
its, this client was encouraged to see the 
SPOP psychiatrist, who managed the cli-
ent’s psychotropic medications, stabiliz-
ing the client for the first time in years. 
Since then, the client has not been re-
hospitalized, is attending physical therapy 
sessions twice a week, is re-engaged with 
friends, and has returned to her great 
love, attending the opera.  
     There are many challenges in running 
a homebound program. It requires a 
highly skilled staff, greater flexibility in 
terms of scheduling appointments than in 
a traditional clinic setting, and clinicians 
have to spend more time traveling, which 
means they can see fewer clients. All of 
this contributes to higher operating costs 
for the program. However over the long 
run it is actually cheaper to provide 
timely intervention to a homebound cli-
ent, thus avoiding the more costly alterna-
tive of long term hospitalization.  
     Timely intervention by mental health 
professionals helps to deter the emer-
gence of more severe mental health prob-
lems with all their potentially disastrous 
consequences, including displacement 
through institutionalization, loss of funds, 
and additional isolation.  
     As our frail elderly population contin-
ues to grow, so too will the demand for 
homebound mental health services. As 
SPOP has shown, this is a group that can 
be effectively treated with such positive 
outcomes as increasing socialization; re-
ducing isolation; and preventing and re-
ducing hospitalizations for both physical 
and mental health disorders, with the ulti-
mate benefit of improving the quality of 
life for participants and allowing them to 
age in place in their community. 

Peer from page 30 
 
various needs, including housing assis-
tance. Then we submitted the required 
paperwork for the housing application. 
He attended the housing interviews and 
was quickly accepted, without having to 
go onto a waiting list. Today he enjoys 
freedom in sharing an apartment which he 

has personal responsibilities for, that is in 
a safe and warm environment. 
     This is just one of many success sto-
ries that are borne out of the work of 
Geriatric Peer Program. 
     Jeffrey Perry, CPRP (MSM) is the 
Bridger Program Manager, and Vera 
Popko is Program Manager for, Geriatric 
Peers at Baltic Street, A.E.H., Inc. 

Promote Your Vital Programs and Services for the Mental Health Community 
And Reach Our 160,000 Readers Across the Nation 

Place Your Advertisement for the Year In Advance and Save 25% - See Page 43 

PAGE  36 MENTAL HEALTH NEWS ~ SPRING 2011 visit our website: www.mhnews.org 



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 

 

Search for Change has been rebuilding lives and strengthening 
communities for more than 30 years and continues to be a  

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

• Residential Services 
• Career Support Services 

• Private Case Management 
• 24 Hour Staff Support 

95 Church Street, Suite 200, White Plains, New York 10601 

(914) 428-5600    www.searchforchange.com 

Since 1975 

 

Decisions from page 26 
 
beginning with a spouse and proceeding 
to adult children, parents, siblings all the 
way to a close adult friend. This person 
must make decisions in accordance with 
the incapacitated person’s moral and reli-
gious views.  
     In the instance where there is no fam-
ily or friend available to act as a surro-
gate, the FHCDA allows a hospital where 
the individual is being treated to make 
these medical decisions. A treating physi-
cian alone can make minor medical deci-
sions. For major medical decisions two 
physicians must agree on a particular 
course of treatment and that the treatment 

is medically necessary. In the event that 
an individual does not have a potential 
surrogate a hospital may also make end of 
life decisions, such as withholding life 
sustaining treatment where it would pro-
vide no medical benefit because the pa-
tient will imminently die and to provide 
such treatment would violate medical 
standards.  
 

Conclusion 
 
     As this article illustrates, there are 
many options that allow for whom and 
how decisions can be made for individu-
als once they lose capacity to make deci-
sions for themselves. All of these options 

can be tailored to be as broad or narrow as 
is needed in the particular situation. There 
is a great deal of debate in the instance of 
mental illness as to whether or not a sur-
rogate is allowed to make psychiatric de-
cisions. On the one hand, unlike other 
areas where one loses capacity as a result 
of a loss of consciousness, an individual’s 
bodily autonomy should only be overrid-
den by a Court. Others feel that mental 
illness, at times of extreme deterioration, 
robs an individual of the capacity to make 
rationale decisions and therefore those 
who have cared for the individual and 
know his/her wishes best should have the 
authority to make these decisions. This, 
the argument goes, would save a great 

deal of time and expense allowing for 
greater treatment options, potentially a 
quicker recovery period. The recently 
passed Family Health Care Decisions Act 
continues to require interpretation and 
clarification in the area of persons with 
mental illness, developmental disability or 
mental retardation. There is much work 
being done with the hope of a timely reso-
lution as to what a surrogate can and can-
not consent to in these instances, as well 
as those who require treatment, some-
times life sustaining treatment, but have 
no surrogate. As the law in this area be-
comes more defined we will inform our 
readers of these updates and hopefully full 
clarification and direction will come soon. 
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Emotional from page 12 
 
threatening because of ideologically based 
stigmas in their native country. The Rus-
sian-speaking immigrants often experience 
“psychophobia” – a strong denial of psy-
chological problems and mask their de-
pression by multiple somatic complaints.  
     During an intake interview with a Rus-
sian-speaking client, when he is asked 
about his presenting problem, you will 
often hear “My back hurts, I have terrible 
headaches” rather than “I feel sad” or “I 
feel lonely.” Fear of coming to a mental 
health clinic and denial of psychological 
problems in the Russian-speaking popula-
tion often makes doctors and medical 
facilities the primary mental health re-
source for this population. 
     However, when seeing a Russian-
speaking patient a medical doctor may 
easily miss the depression behind somatic 
complaints and may refer the patient for 
an inappropriate treatment for a physical 
illness. Untreated depression not only 
limits a person’s daily functioning and 
places a difficult burden on their family, 
but also dramatically increases the risk of 
suicide. The timely treatment of depres-
sion is important to prevent an exacerba-
tion of the symptoms and escalation of 
suicidal behaviors. 
     Education about depression and other 
mental health disorders for Russian-
speaking immigrants may help reduce the 
cultural stigma about getting help for 
mental health problems. 
     Since Russian-speaking immigrants 
don’t often refer themselves to mental 
health professionals for the treatment 
of psychological problems, it’s ex-

tremely important that the community 
members; educators, clergy, doctors, 
and family members, recognize the 
signs of emotional disorders in this 
population and make referrals that 
might save  lives.  
     At the FEGS Brooklyn Resource 
Center Clinic we have helped many 
older adults overcome depression 
through medication and counseling, with 
sensitivity to their individual cultural 
perspective. As a result, clients forged 
better relationships with family members 
and found connections in the community 
that lessened their social isolation. This 
then made their lives fuller and helped 
alleviate their depressive symptoms. 
Many psychological problems could be 
prevented and the treatment of depres-
sion would be more effective if a person 
has a reliable support network that is 
attuned to a contemporary approach to 
mental illness. Thus, more family in-
volvement and community education are 
still important tools in treating clients as 
members of communities, especially 
immigrant communities.  
     More about the F.E.G.S Brooklyn Re-
source Center: In addition to the OMH 
licensed mental health clinic, with a fully 
bi-lingual clinic staff, the Center also 
houses a computer resource center, em-
ployment preparation and job placement 
services and the agency’s long standing 
citizenship program where thousands 
of  refugees have received tutoring for the 
written test and interview to become a 
U.S. citizen.  
     For information about FEGS programs 
please call 212-366-8038 or visit our 
website www.fegs.org. 

Disparity from page 33 
 
Southeast Asians and Pacific Islanders 
have increased poverty rates. 
     Hispanic Americans are the fastest 
growing and largest minority in the US. 
Income is the lowest, and the group is 
very diverse in regard to education, gen-
eration, and country of origin. Mexican 
Americans have a 27% poverty rate, while 
Cuban Americans have a 14% poverty 
rate. Overall rates of mental illness are the 
same as whites, but varies, with the lowest 
rating among Hispanics born in Mexico or 
living in Puerto Rico. Those born in the 
US have higher rates of mental illness. 
 

Availability and Access to Treatment 
 
     Due to less government financing and 
a limited number of African American 
specialists (2-4% of all MSWs and MDs), 
African Americans are more apt to go to 
Emergency Rooms and Psychiatric Hospi-
tals for care. This is in response to de-
layed treatment and acuity of symptoms. 
Asian and Pacific Islander Americans 
have a 50% rate of problems with lan-
guage, a 21% lack of health insurance and 
do not avail themselves of Medicaid en-
rollment as do other groups. Of Hispanic 
Americans, 40% did not speak English 
well, and have limited access to Spanish 
speaking providers. They are least likely 
to have health insurance (37%, two times 

that of whites). American Indians and 
Alaskan Natives have severely limited 
access to treatment. Clinics are located on 
the reservations, yet most Indians do not 
live on the reservation. Of this group, 
20% do not have health insurance. 
     VNSW is an equal opportunity em-
ployer, which is very helpful in recruit-
ment of nurses and social workers to 
meet the demands of clients with diverse 
ethnic and cultural origins. On the men-
tal health team, we have 2 nurses and 3 
social workers who speak and understand 
fluent Spanish, and have a variety of 
other professionals who are representa-
tive of the community we serve. Our 
social work department is available to 
assist patients in applying for Medicaid 
funding with Spanish speaking social 
workers available to those clients who 
require assistance. 
     Mental Health Home Care nurses as-
sist patients in their home in maintaining 
compliance with meds, monitoring mood, 
behavior, and thought processes. We are 
in frequent contact with psychiatrists, case 
workers, medical doctors, outpatient treat-
ment centers and day programs. Mental 
Health nurses encourage compliance in 
maintaining appointments in these areas 
as well. Significant caregivers and family 
members are included in the treatment 
plan whenever possible. We are there to 
work with clients who may have reserva-
tions about a particular treatment, to dis-

cuss potential barriers to care, within the 
context of culture and the home environ-
ment, where the client feels more secure 
and in control of their life and surroundings. 
 

The People We Serve 
 
     Westchester County has less white 
people and more minorities than the aver-
age US population. VNSW provides care 
for more minorities, specifically Blacks 
and Hispanics, and less whites than the 
average Home Care agency in New York. 
     The median income in Westchester is 
$77,856. The median income is highest 
among whites, middle for Asians, and 
lowest for Blacks and Hispanics. Income 
of less than $15,000 is highest among 
Blacks (15.6%), Hispanics 12.1%, whites 
6.6%, and Asians 4.1%. Unemployment is 
highest among Blacks (9.8%), Hispanics 
8%, whites 5.8%, and Asians 3.8%. Poverty 
rates are highest in Hispanics 15%, Blacks 
13.2%, Asians 5.5% and Whites 4.1%. 
     Blacks and Hispanics are a higher per-
centage of the population in Westchester, 
and have the most problem with economic 
issues, which puts them at risk for poor 
mental health outcomes. VNSW sees a 
higher percentage of these disadvantaged 
than the average New York Home Care 
Agency. 
     It is also known that in Westchester 
County, greater than 50% of Spanish 
speaking people spoke English less than 

very well, and 30% spoke not well or not 
at all. Again, VNSW utilizes staff with 
Spanish fluency to serve these clients. 
 

The Future 
 
     Funding for the most vulnerable cli-
ents is in question. Recently Medicaid 
funding has been cut by over 1 % for 
Home Care. Due to economic insecurity, 
many employers are limiting or eliminat-
ing medical insurance, making access to 
mental and medical services less finan-
cially feasible for many. This may 
change when the economy returns to 
baseline, but when cannot be predicted. 
Many people who would benefit from 
early intervention will not receive the 
same, resulting in more disability and 
rising use of acute Emergency Room 
visits and Hospitalizations. 
     Higher education for minorities must 
continue in order to encourage college 
students to enter the mental Health field 
as nurses, social workers, and psychia-
trists, and serve the people within their 
community. Improving language and 
mental health access in each individual 
minority community would make mental 
health services more visible and “user 
friendly” for potential clients. 
     In the future VNSW and mental health 
home care nurses will be there, on the 
front lines, serving the minority commu-
nity, one visit at a time! 
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N o one signs up ahead of time to 
become a caregiver, yet mil-
lions of Americans today are 
caregivers. The Family Care-

giver Alliance’s definition of caregiving 
states that the group of caregivers is com-
posed of, “Anyone who provides assis-
tance to someone else who is, in some 
degree, incapacitated and needs 
help” (www.caregiver.org/caregiver/jsp/
content_node.jsp?nodeid=439). Typically, 
when one considers  the statistics and the 
definition of caregiving the image one 
conjures up is of an older adult receiving 
care provided by either an informal care-
giver (spouse, adult child, sibling, friend 
or relative) or a formal caregiver (home 
care professional). This perspective is 
prevalent in both the professional and 
consumer literature where the caregiver is 
often typified as the adult child, usually 
the adult daughter, who is the one caring 
for their older parent. These adult children 
have been labeled as being the 
“sandwiched” generation, caught between 
caring for their older parents and their 
own families. Yet, caregiving roles are 
much broader than this narrow conceptu-
alization. Older adults do find themselves 
in caregiving roles, most often caring for 
their spouses or siblings. What is less ob-
vious, are those older adults who have 
assumed the role of caregiver for their 
adult children. They constitute a hidden 
sandwich generation of caregivers.   
     This sandwiched cohort is caught be-
tween caring for their own adult children 
and their own physical and mental health 
needs. There are various reasons underly-
ing why this cohort finds themselves in 
this position, ranging from having a child 
born with a developmental disability, to 
having a child who suffers from a long 
term disability or having an adult child 

who has been diagnosed with a psycho-
logical disorder. Parents of those with 
long term disabilities have spent many 
years as caregivers, a role many of them 
have successfully managed with the aid of 
both informal and formal supports. How-
ever, as these children age and become 
adults their parents are confronting aging 
issues as well.  
     Families are the primary providers of 
care for adult children who have a devel-
opmental or psychological disability.  
Mothers, whether young or old, continue 
to be the primary caregiver, with fathers 
generally accepting this role only once the 
mother has died (Factor, 2004). Accord-
ing to Factor (2004), parents who had 
learned to embrace, negotiate, and man-
age the role of caregiver, even seeing it as 
a legitimatizing and important social role, 
which has provided them with a purpose, 
may begin to face challenges as a result of 
their own aging process. As older adults 
experience age related changes they may 
become less able to provide care for their 
children, many of whom are now begin-
ning to experience their own aging related 
issues. 

     Older adults are plagued by many of 
the same physical and emotional struggles 
and challenges as their younger caregiver 
counterparts. Research has found that 
caring for a mentally ill child has a long-
term impact on the caregiver’s well-being, 
both physically and psychologically 
(Ghosh & Greenberg, 2009). In general, 
caregivers are less likely to practice pre-
ventative healthcare, develop poor eating 
habits, fail to exercise or to stay in bed 
when they are ill, and postpone medical 
appointments. These caregivers, not only 
suffer from medical problems, but are also 
likely to suffer from mental health prob-
lems. It has been well documented that 
caregivers are more likely than their non-
caregiving counterparts to suffer from 
symptoms of depression and anxiety as 
well as suffering from burnout 
(Cannuscio, Jones, Kawachi, Colditz, 
Berkman, & Rimm, 2002).  Ghosh and 
Greenberg (2009) found that aging fathers 
caring for schizophrenic children reported 
experiencing higher levels of depression, 
poorer perceived health, lower levels of 
psychological well-being, and decreased 
marital satisfaction as compared to non-
caregiving aging parents. In addition, 
these men were unlikely to seek out or 
utilize formal support services despite 
their distress.  
     Mental health professionals must help 
older adults cope with the numerous 
stressors and strains resulting from being 
sandwiched between caregiving roles and 
their own aging. On one side of the sand-
wich are the stressors arising from the 
financial impact that caregiving has on 
them, the emotional strain from caring for 
another person, frustrations when the per-
son being cared for does not respond to 
one’s efforts to help them, worries about 
who can be relied on within one’s family 
to assist with the caregiving role, and feel-
ings of anger towards family members 
who do not offer assistance. On the other 
side of the sandwich are the issues relat-
ing to facing one’s own fears about grow-
ing older, facing one’s own health issues, 
mortality, and worries over who will ad-
vocate for them as well as their adult child 

if they should ever face a health crisis.  
Many older adults experience symptoms 
of anxiety related to numerous concerns 
about the long range needs of their adult 
children, particularly what will happen to 
this adult child when they are no longer 
physically capable of providing for this 
child’s care. For some older adults who 
are caring for an adult child who is suffer-
ing from psychological problems, emo-
tions may center on feelings of failure, 
responsibility for their child’s emotional 
state, self-doubt, and despair.  
     Older adults benefit from mental 
health treatment when experiencing 
stressors and strains related to caregiving, 
whether it is caring for a spouse or an 
adult child. Strategies to improve care-
giver mental health are similar to those for 
any caregiver. It is important for caregiv-
ers to take care of themselves first if they 
are going to provide care to anyone else. 
This includes, maintaining a healthy diet, 
regular exercise, getting sufficient sleep, 
not abusing drugs or alcohol, making time 
to find an activity that they enjoy to par-
ticipate in, even if it is just for a few min-
utes a day, recognizing the signs and 
symptoms of stress, burnout, and over-
load, recognizing and seeking treatment 
for depression and anxiety,  maintaining 
supportive relationships and support net-
works, embracing one’s limits, asking for 
help with caregiving tasks,  utilizing res-
pite services when needed, and engaging 
in long range planning for themselves as 
well as for their adult children. 
     Mental health professionals must ac-
knowledge that adult children are not the 
only caregivers caught in this “sandwich” 
role. Older adults are often the hidden 
generation of sandwiched caregivers. At-
tention needs to be provided to the strug-
gles that they face when caught between 
caring for their adult children and their 
own aging. With proper mental health 
care and support older adults can continue 
to provide care for their children. 
 
     Dr. Abramson is also the Co-Chair of 
the Nassau County Geriatric Mental 
Health Alliance. 
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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 

Problem from page 14 
 
in health status merely to the aging process. 
(Walker, 2004) 
     With over 30% of seniors taking eight or 
more prescriptions medications, as well as 
over-the-counter drugs and supplements, 
many seniors are not only in danger of over-
medication, but may fit the definition of 
abuse, because they use more than their 
health conditions require and become vic-
tims of dependency.  The potential for 
harmful interactions and overmedication are 
so wide reaching that one researcher stated, 
“Any symptom in an elderly patient should 
be considered to be a drug side effect until 
proven otherwise.” (Gurwitz, et. al, 1997) 

     There is plenty of good news along with 
the alarms.  Increasing resources are available 
to train clinicians in the specific needs of the 
aging.  Furthermore, seniors tend to respond 
well to intervention, with those needing treat-
ment completing at a higher rate than 
younger people. Also, those who may not 
have crossed the line into addiction often 
benefit from interventions that may change 
patterns or frequency of use. (Promoting 
Older Adult Health, SAMHSA, 2002). 
     The following features are recommended 
for incorporation into the treatment of older 
persons: 
 
• Age-specific group treatment that is sup-

portive and non-confrontational, which 

aims to build or rebuild self-esteem. 
 
• A focus on coping with depression, 

loneliness, and loss. 
 
• A focus on rebuilding the client’s 

social network. 
 
• A pace and content appropriate to the 

older person (noting potential sensory 
and cognitive losses). 

 
• Staff who are interested and experi-

enced working with older adults. 
 
• Linkages with medical services, ser-

vices for the aging, and institutional 
settings for referral in and out of 

treatment, including case manage-
ment. (Schonfeld and Dupree, 1996) 

 
     Elements of specialized treatment  
elements, including modality specific 
strategies and phase appropriate interven-
tions for older adults are described and 
organized in a excellent guides available 
from the Center For Substance Abuse 
Treatment, including the valuable Treat-
ment Improvement Protocol (TIP) #26.  

 
     Barry T. Hawkins, Ph.D. is the Direc-
tor of Chemical Dependency Services for 
Orange County, New York, and the Men-
tal Health liaison to the Orange County 
Geriatric Mental Wellness Alliance. 

Older Adults from page 16 
 
be provided and so the patient would rec-
ognize that the changes made had the sup-
port of her doctor.  
 
Outcome: The relationship with her chil-
dren improved and she began to speak 
with the daughter she was estranged from 
due to her delusion.  She is now comfort-
able with her caregiver and reports feeling 
better both physically and emotionally.  
Her agitation and the number of unneces-
sary, time-consuming calls from the pa-
tient and family to the PCP have been 
greatly reduced.  No psychiatric medica-
tions or conventional psychiatric treat-
ments were necessary. 
 
Comment: The initial assessment sug-
gested that much of her anxiety and some 
of the paranoid tendency derived not from 
medical or psychiatric symptoms, but 
from her fear that she was losing her inde-
pendence and control of her daily life.  
Time was necessary to establish a work-
ing relationship with patient and family, 
and the backing of the patient’s physician 
was critical in order to get her to accept 
the practical advice and help she needed.  
The main interventions with patient and 
family were primarily case management.  
The psychosocial improvements yielded a 
considerable reduction in her agitation 
and in the family’s worry.  
 
Case 2:  Mr. N is a 68 year old single 
male with a medical history including 
severe heart disease and significant 
weight loss.  His PCP requested assess-
ment because of concern about medica-
tion non-compliance and possible psycho-
social stressors, and the stability of his 
medical condition.  He had recently lost 
his job of 23 years. 
 
Assessment: The MHP completed assess-
ment and found that the patient was strug-
gling with his recent job loss and loss of 
prescription drug coverage. He was illiter-

ate which made navigating “the system” 
very difficult.  He was also eating very 
poorly which increased his risk factors.   
 
Intervention: The MHP helped the patient 
apply for assistance for high cost meds 
and assisted in securing prescription cov-
erage through Medicare Part D.   Mr. N 
was referred to a senior center for meals, 
and new opportunities for activity and 
socialization were identified.   His finan-
cial resources were very limited, but a 
plan was developed which allowed for 
retirement.  The MHP was able to provide 
counseling to assist with adjustment of 
losing his job and transitioning his con-
cept of unemployment to one of retire-
ment.  Information was shared with the 
PCP during weekly case review to plan 
psychosocial interventions. 
 
Outcome: There were positive changes in 
Mr. N’s physical state and care, including 
better medication compliance and stabili-
zation of medical conditions.  He has en-
gaged in the congregate dining program at 
the local senior center which provides 
socialization and additional support.  
 
Comment: The working relationship with 
the patient was satisfactory at the onset in 
part because he viewed the MHP as repre-
senting his physician.  Again, it appeared 
that his worsening medical condition and 
difficulties with treatment planning and 
compliance derived from his anxiety 
about several realistic concerns regarding 
his life situation.  He needed help with 
high cost medication and practical assis-
tance with retirement planning.  The inter-
ventions were mostly case management, 
although the MHP also provided counsel-
ing to alleviate the stress and shame of 
feeling “unemployed” and viewing him-
self as “retired”. 
 
     The psychosocial problems illustrated 
by these cases: 
 
• Come to the attention of the patients’ 

doctor or someone in his/her office, 
through observation, patient request or 
family concern expressed to the doctor. 

 
• Are not “medical” problems, but do 

significantly affect patient health and 
medical care. 

 
• Had not been resolved because the 

patients lacked information or 
lacked the cognitive or financial 
capacity to resolve them, or because 
they resisted the decisions or actions 
needed.  

 
 
     The interventions made by the MHP: 
 
• Do not fit the usual categories of medi-

cal care, but benefit from the patients’ 
recognition that their physician is in-
volved and supports the intervention 

 
• Are flexible and aim to do whatever 

necessary to support better health and 
better care 

• Are sometimes resisted by the patient 
at first, but can be overcome with 
psychological expertise. 

 
• Cannot initially be referred for con-

ventional services because of patient 
resistance. 

 
     In a Health Home or integrated pri-
mary care practice, an MHP can: 
 
1. Screen and assess for symptoms such  
    as depression, anxiety, and specific   
    psychiatric disorders, and then provide 
 
    a. Short-term counseling or therapy,  
        sometimes with medication from the      
        PCP 
 
    b. Referral to more extended care when  
        necessary 
 
2.  Screen and assess for other behavioral  
     issues such as dietary habits, smoking,  

     and alcohol use that affect health and  
     medical care, and then provide 
 
    a. Short-term counseling and other brief  
        interventions aimed at behavior  
        change or preparation for referral 
 
    b. Referral to longer term intervention  
        aimed at behavior change 
 
3. Screen and assess for psychosocial  
    problems that affect health and care,  
    and then provide 
 
    a. Short term brief case management  
 
    b. Referral to more extended case  
        management care and assistance 
 

Brief Case Management 
 
     Brief case management as discussed 
above can include any or all of the following: 
 
1.  Evaluating the need for help and services 
 
2.  Establishing a working relationship 
 
3.  Getting family support and involvement 
 
4.  Overcoming resistance when necessary 
 
5.  Providing information 
 
6.  Providing assistance 
 
7.  Arranging for a sustainable case  
     management plan, with help and  
     services from family or other  
     professional sources 
 

Reflections 
 
Case management interventions like the 
above prove clinically valuable; they re-
sult in better care and increased patient 
satisfaction.   They can also decrease the 
overall cost of care because they obviate 
later more expensive medical interven-
tions or placement in a nursing home.  
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