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Managing Life Transitions 

“ 

By The National Institute 
of Mental Health (NIMH) 
 
 

I t started 10 years ago, when I had 
just graduated from college and 
started a new job.  I was sitting in a 
business seminar in a hotel and this 

thing came out of the blue. All of a sud-
den I began to feel a violent change in the 
way I was feeling.  It began with a feeling 
that I was becoming disconnected from 
reality. My heart began to pound really 
hard and I could not get my breath.  I ex-
cused myself from the meeting and pro-
ceeded to the bathroom and splashed 
some water on my face.  After a few min-
utes I was able to calm down and went 
back into the meeting. I felt very embar-
rassed, and when asked if I was all right, I 
said that I was.  Little did I know that this 
little episode was a precursor of more 
trouble to come. 
     A month after my first attack, I had 
several more and they began to increase in 
intensity. During the attacks, I felt like my 
entire world was crashing in on me and I 
felt like I was dying. In between attacks 
there was this dread and anxiety that it's 
going to happen again. I began to be 
afraid to go back to places where I had an 
attack. Unless I get help, there soon won't 
be anyplace where I can go and feel safe.” 
 

Panic Disorder 
 
     Panic disorder is an anxiety disorder 
and is characterized by unexpected and 
repeated episodes of intense fear accom-

panied by physical symptoms that may 
include chest pain, heart palpitations, 
shortness of breath, dizziness, or abdomi-
nal distress. 
     Panic disorder is a real illness that can 
be successfully treated. It is characterized 
by sudden attacks of terror, usually ac-
companied by a pounding heart, sweati-
ness, weakness, faintness, or dizziness. 
During these attacks, people with panic 
disorder may flush or feel chilled; their 
hands may tingle or feel numb; and they 
may experience nausea, chest pain, or 
smothering sensations. Panic attacks 
usually produce a sense of unreality, a 
fear of impending doom, or a fear of 
losing control. 

     A fear of one's own unexplained physi-
cal symptoms is also a symptom of panic 
disorder. People having panic attacks 
sometimes believe they are having heart 
attacks, losing their minds, or on the verge 
of death. They can't predict when or 
where an attack will occur, and between 
episodes many worry intensely and dread 
the next attack. 
     Panic attacks can occur at any time, 
even during sleep. An attack usually 
peaks within 10 minutes, but some symp-
toms may last much longer. Panic disor-
der affects about 6 million American 
adults and is twice as common in women 
as men. Panic attacks often begin in late 
adolescence or early adulthood, but not 

everyone who experiences panic attacks 
will develop panic disorder. Many people 
have just one attack and never have an-
other. The tendency to develop panic at-
tacks appears to be inherited.  
     People who have full-blown, repeated 
panic attacks can become very disabled 
by their condition and should seek treat-
ment before they start to avoid places or 
situations where panic attacks have oc-
curred. For example, if a panic attack hap-
pened in an elevator, someone with panic 
disorder may develop a fear of elevators 
that could affect the choice of a job or an 
apartment, and restrict where that person 
can seek medical attention or enjoy enter-
tainment. 
     Some people's lives become so re-
stricted that they avoid normal activities, 
such as grocery shopping or driving. 
About one-third become housebound or 
are able to confront a feared situation only 
when accompanied by a spouse or other 
trusted person.  When the condition pro-
gresses this far, it is called agoraphobia, 
or fear of open spaces. 
     Early treatment can often prevent ago-
raphobia, but people with panic disorder 
may sometimes go from doctor to doctor 
for years and visit the emergency room 
repeatedly before someone correctly diag-
noses their condition. This is unfortunate, 
because panic disorder is one of the most 
treatable of all the anxiety disorders, re-
sponding in most cases to certain kinds of 
medication or certain kinds of cognitive 
psychotherapy, which help change thinking 
 

see Panic Disorder on page 38 
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for their inspiration, guidance and support. 
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without which this publication would not be possible. 
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From The Publisher   
The Transition of Recovery: Finding the Courage in Each of Us  

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

T his issue of Mental Health News 
looks at how the transitions we 
experience in our lives affect 
our mental health. As we grow 

up, we begin to realize that life is a jour-
ney—thru good times and bad—learning 
what works for us and what does not. 
     Being diagnosed with a mental illness 
is not a good time in a person’s life. How-
ever, it represents a transition that they 
and those close to them must endure. Get-
ting to the point when a specific diagnosis 
is given to us means that our situation has 
progressed further than a mere fleeting 
symptom. Everybody experiences blue 
days or unhappiness for example, but 
when prolonged periods of these feelings 
persist and begin to disrupt our normal 
day to day existence, then psychiatric 
intervention is required.  
     As someone who struggled for many 
years with an unrelenting and life-
threatening case of depression, I learned 
first-hand, that psychiatry is far from be-
ing an exact science, and that the mental 
healthcare system isn’t perfect. However, 
I do believe that the caregivers in the 
mental health system really do care, and 
with limited resources, provide life-saving 
treatment and support services to people 
with mental illness each and every day.  
     As a survivor, I feel a kinship with 
others who have struggled with mental 
illness—we are a community. We are a 
courageous group of people. It takes a lot 
of courage to stand up to a mental illness. 
You should never feel ashamed that you 
have a mental illness, and certainly never 
allow anyone or anything to make you 
feel bad about your condition.       
     My ten-year battle with depression 
began in my late thirty’s when suddenly, 
out of nowhere, I became ill. When my 
symptoms began, I didn’t have a clue 
about what was happening, what to do 
about it, or how serious my condition was 
going to get.  Looking back, I know that I 
made critical mistakes that cost me many 
additional years of prolonged suffering. 
For example, soon after my first break-
down subsided, I decided to leave treat-
ment and my medications behind. I fell 
into the trap of caring how others viewed 
me, thinking me weak for being de-
pressed, instead of being very cautious 
about the early signs of what could be a 
very serious condition.  
     I thought I was so smart...but my ill-
ness had other ideas in store for me.      
Several months after my initial episode, 
and without the support of treatment or 
medicine, my depression struck again and 
with more intensity than the first time. 
This went on for 10 years, and during that 
time I lost relationships, jobs and my self-
esteem—not to mention the will to live on 
many occasions. 
     I wish I knew then what I know now 
about surviving a mental illness and some 
of the most basic concepts of recovery.      
If you are in the same situation today, as I 

was in then, I hope you are reading this.      
The first thing you need to understand, is 
that your current situation is not your fault 
and there is a way out. 
 

Letting Go 
 
     Sadly, I did not have this epiphany 
until the last year of my illness. I was in 
my final private hospital stay before all of 
my COBRA insurance ran out, and at that 
point had lost everything. I was homeless 
and destitute and was told by the doctors 
there, that if I didn’t get better soon, I 
would end up in a state hospital for the 
rest of my life. I was horrified by that 
thought, and when my doctor recom-
mended ECT (Electro Convulsive Ther-
apy) as a last hope, I practically ran into 
the treatment room and begged for them 
to begin treatment. I thought, what do I 
have to lose? 
     My doctor also told me: let go of your 
illness and allow yourself to heal.  
     The ECT proved to be the key for me, 
and broke the shackles of my depression. 
Using the letting go idea, I envisioned 
myself at a doorway, with me on one side 
of the door and my illness on the other. 
Throughout my illness, I had been strug-
gling against it. The concept of letting go, 
allowed me to stop pushing on that door 
and fighting my illness. I could now sim-
ply open the door, let my illness come in, 
embrace it, and try to learn things about 
myself from it. I then found I could work 
with my illness and gain from it, rather 
than wasting so much time fighting with 
it. I was not going to fight it anymore. 
That was the beginning of my recovery. 
 

Trust In Your Treatment 
 
     As hard as it may be to accept that you 
may have a serious mental illness, deny-
ing that possibility could prove more 
harmful that it is worth. Perhaps you don’t 
like your doctor and nobody likes taking 
psych meds. Listen...most doctors aren’t 

out to win a personality contest with you 
during the time you spend with them in 
your session. For the most part, however, 
they are very nice people who do care 
about getting you better.  
     Medications take time to work in your 
system—some longer than others. Give 
them time and stick with them. What’s 
your option? Do you want to feel lousy? 
Finally, don’t abruptly stop taking them as 
I did, thinking that you are out of the 
woods. In spite of their side-effects, they 
may be what you need to feel better. You 
need time to heal, and a long-term plan on 
getting to a place where you have a secure 
and substantial quality of life. That is 
what recovery is all about. 
 

Work A Plan 
 
     You have a right to be an active par-
ticipant (the best to your ability) and 
monitor of your treatment plan. If you are 
in the hospital, even for a short stay, you 
should not be discharged without a rea-
sonable plan. Before leaving the hospital, 
your treatment team may refer you to an 
outpatient program to continue your care. 
In most cases (either in the hospital or at 
your outpatient center), you will have a 
case-manager to work with who should 
act as an advocate to assist you in attain-
ing additional objectives including: enti-
tlements (SSI, SSD, Medicaid), housing, 
employment and other support systems. 
     Be aware however, that it’s not always 
one-stop shopping. You need to learn 
about the other support systems that may 
be available to you in your local mental 
health community. 
 

Build A Community 
 
     Recovery doesn’t come easy, it’s hard 
work, especially when your illness drags 
you down. You need to build a commu-
nity of supports around you. When your 
feeling down, you can sometimes find 
strength from people who are going 
through the same struggle you are. Many 
communities have peer programs called 
clubhouses or drop-in centers, which can 
provide support  to you outside of the 
clinical setting. This may make a big dif-
ference in your recovery. Many of these 
programs have seasoned peer-advocates. 
They know how to help you with entitle-
ments or other support systems, when you 
find yourself going around in circles, get-
ting nowhere fast. 
     Many communities also have a local 
chapter of The Mental Health Association 
(MHA) and a local chapter of The Na-
tional Alliance on Mental Illness (NAMI). 
Both may be invaluable to you and your 
family. Your MHA may provide commu-
nity treatment and support services and 
may have a calendar of educational events 
you may find helpful. NAMI is a family 
oriented organization that provides sup-
port and education to families coping with 
a loved one’s mental illness. You are wel-
come (even if you are alone) to seek out 
both of these organizations. and you 
might find them to be a life-line for you. 

Don’t Isolate Yourself 
 
     One of the surest ways to put yourself 
in danger is to become isolated and alone. 
When you’re alone without friends or 
support people nearby, chances are, bad 
feelings about yourself or your situation 
will get the upper hand. During our illness 
some of us tend (as I certainly did) to ru-
minate. What this means is that your mind 
keeps repeating negative thoughts which 
brings you further down. Tragically, you 
may begin to feel hopeless, and retreat to 
your bed. The next thing you know, you 
may begin skipping your treatment pro-
gram and your medications. You could 
become trapped in a quicksand situation 
that can often lead to feelings of suicide. 
     If that happens and you feel suicidal, 
please call your treatment professional 
right away.  If you can’t reach anyone, go 
directly to the closest hospital emergency 
room. This is nothing to play around with. 
I know because I have been there.   
     Always remember that these are irra-
tional thoughts that are occurring inside 
your mind, making you think you don’t 
have any reason to live. THESE ARE 
FALSE AND DECEPTIVE THOUGHTS 
THAT YOUR ILLNESS CREATES, 
AND NOT PART OF REALITY.  
     In reality, you are special and needed 
in this world, no matter who you are or 
what you think you may be worth. You 
will realize this once you are feeling bet-
ter. I know these are just words but they 
are true. I can attest to that. 
 

Get Outside Your Illness 
 
     Getting outside your illness, is one of 
my final secrets to getting better. When I 
started feeling better, I spent a lot of time 
at a peer clubhouse in my community. I 
made new friends and felt needed. This 
was very important to me in my healing 
process. Spend as much time with other 
people as you can, and consider doing 
volunteer work where you can help oth-
ers. By helping others in some form or 
fashion, you may find a great meaningful-
ness return to your life. It takes a lot of 
courage, but you can do it. 
     That is what happened to me when I 
started Mental Health News. I knew that 
outside of the few hours a week people 
spent at day-treatment programs, they 
were isolated and alone—as I was in my 
tiny one room apartment. Nobody was 
reaching out to us where we lived, and 
when we needed it most. I was deter-
mined to make a difference in the lives of 
people with mental illness and their fami-
lies. By helping others, a whole new 
world opened to me, and the loud voice of 
my illness eventually became just a weak 
little whimper.  Now that’s courage. 
     We have a wonderful mental health 
community that stands ready to help you. 
I hope you continue to find inspiration 
within the pages of this publication. □ 
 

Good luck in your own recovery  
and NEVER give up trying . 

Wishing You a Wonderful Winter !! 

Ira H. Minot, LMSW 
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MENTAL HEALTH NEWSDESK 

By The National Institute 
of  Mental Health (NIMH) 
  
 

P eople with treatment-resistant 
depression experienced symptom 
relief in as little as two hours 
with a single intravenous dose of 

ketamine, a medication usually used in 
higher doses as an anesthetic in humans 
and animals, in a preliminary study. Cur-
rent antidepressants routinely take eight 
weeks or more to exert their effect in 
treatment-resistant patients and four to six 
weeks in more responsive patients—a 
major drawback of these medications. 
Some participants in this study, who 
previously had tried an average of six 
medications without relief, continued to 
show benefits over the next seven days 
after just a single dose of the experi-
mental treatment, according to research-
ers conducting the study at the National 
Institutes of Health’s National Institute 
of Mental Health. 
     This is among the first studies of hu-
mans to examine the effects of ketamine 
on depression, a debilitating illness that 
affects 14.8 million people in any given 
year. Used in very low doses, the medica-

tion is important for research, but is 
unlikely to become a widely used clinical 
treatment for depression because of poten-
tial side effects, including hallucinations 
and euphoria, at higher doses. However, 
scientists say this research could point the 
way toward development of a new class 
of faster—and—longer-acting medica-
tions.  None of the patients in this study, 
all of whom received a low dose, had seri-
ous side effects. Study results were pub-
lished in the August issue of the 
“Archives of General Psychiatry.” 
     “The public health implications of be-
ing able to treat major depression 
this quickly would be enormous,” said 
NIH Director Elias A. Zerhouni, M.D. 
“These new findings demonstrate the im-
portance of developing new classes of 
antidepressants that are not simply varia-
tions of existing medications.” 
     For this study 18 treatment-resistant, 
depressed patients were randomly 
assigned to receive either a single intrave-
nous dose of ketamine or a placebo 
(inactive compound). Depression im-
proved within one day in 71 
percent of all those who received keta-
mine, and 29 percent of these patients 
became nearly symptom-free within one 

day. Thirty-five percent of patients who 
received ketamine still showed benefits 
seven days later. Participants receiving a 
placebo infusion showed no improvement. 
One week later, participants were given 
the opposite treatment, unless the benefi-
cial effects of the first treatment were still 
evident. This “crossover” study design 
strengthens the validity of the results.  
     “To my knowledge, this is the first 
report of any medication or other 
treatment that results in such a pro-
nounced, rapid, prolonged response 
with a single dose. These were very treat-
ment-resistant patients,” said NIMH Di-
rector Thomas R. Insel, M.D. 
     Ketamine blocks a brain protein called 
the “N”-methyl-D-aspartic acid (NMDA) 
receptor. Previous studies have shown that 
agents that block the NMDA receptor re-
duce depression-like behaviors in animals. 
     NMDA receptors are critical for re-
ceiving the signals of glutamate, a brain 
chemical that enhances the electrical flow 
among brain cells that is required for nor-
mal function. Studies indicate that dys-
regulation in glutamate could be among 
the culprits in depression. Using ketamine 
to block glutamate's actions on the 
NMDA receptor appears to improve func-

tion of another brain receptor -- the 
AMPA receptor -- that also helps regulate 
brain cells' electrical flow. 
     Scientists think the reason current anti-
depressant medications take weeks to 
work is that they act on targets close to 
the beginning of a series of biochemical 
reactions that regulate mood.  The medi-
cations’ effects then have to trickle down 
through the rest of the reactions, which 
takes time.  Scientists theorize that keta-
mine skips much of this route because its 
target, the NMDA receptor, is closer to the 
end of the series of reactions in question. 
     “This may be a key to developing medi-
cations that eliminate the weeks or 
months patients have to wait for antidepres-
sant treatments to kick in,” said lead re-
searcher Carlos A. Zarate Jr., of the NIMH 
Mood and Anxiety Disorders Program. 
     The researchers who conducted the 
study now are zeroing in on other areas of 
the glutamate system.  Specifying which 
components of the system are affected by 
compounds such as ketamine may help 
scientists understand how and why de-
pression occurs, reveal biological markers 
that may one day aid in diagnosis, and 
point the way to more precise targets 
for new medications. □ 

Experimental Medication Kicks Depression in Hours Not Weeks 

By The National Institute 
of Mental Health (NIMH) 
 
 

C ommonly prescribed antipsy-
chotic medications used to treat 
Alzheimer's patients with delu-
sions, aggression, hallucina-

tions, and other similar symptoms can 
benefit some patients, but they appear to 
be no more effective than a placebo when 
adverse side effects are considered, ac-
cording to the first phase of a large-scale 
clinical trial funded by the National Insti-
tutes of Health's National Institute of 
Mental Health (NIMH). The trial, known 
as the Clinical Antipsychotic Trial of In-
tervention Effectiveness study for Alz-
heimer's disease (CATIE-AD), was pub-
lished in the October 12, 2006, issue of 
the “New England Journal of Medicine.” 
     “Antipsychotic medications have been 
used extensively for Alzheimer's 
patients without enough solid evidence of 
whether they are effective,” said NIMH 
Director Thomas R. Insel, M.D. "The 
study has vital public health implications 
because it provides physicians and pa-
tients with information to more accurately 
weigh the medications' benefits against 
their drawbacks, with the needs and 
unique reactions of their individual pa-
tients.” 
     The $16.9 million, five-year trial was 
conducted at 42 sites and included 421 peo-

ple. Participants had Alzheimer's-related 
dementia with additional symptoms such as 
delusions, aggression, hallucinations, or 
agitation that were severe enough to disrupt 
their functioning. The study was aimed at 
patients who either lived with a family 
member or caregiver at home, or resided in 
assisted living facilities, and excluded pa-
tients who had already been confined to a 
nursing home. An essential component of 
the trial was caregiver participation. He or 
she provided input to the study doctors on 
the patient's progress and reactions to the 
medication. 
     In this first phase of the trial, patients 
were randomized to olanzapine 
(Zyprexa), quetiapine (Seroquel), risperi-
done (Risperdal) -- all newer antipsy-
chotic medications -- or to an inactive pill 
known as a placebo. Lead author Lon 
Schneider, M.D., of the University of 
Southern California Keck School of 
Medicine and colleagues judged each 
medication's overall benefits and risks by 
measuring how long a patient stayed on 
the medication before discontinuing for 
any reason. On average, patients discon-
tinued their medication after about eight 
weeks, regardless of whether they were 
taking an active medication or placebo, 
indicating no significant differences in 
effectiveness between the active medica-
tions and placebo. 
     Some participants did benefit from the 
treatment; 26 to 32 percent of those taking 

the active medications improved, com-
pared to 21 percent of those taking pla-
cebo. But the antipsychotic medications 
also were more often associated with trou-
bling side effects, such as sedation, confu-
sion, and weight gain, compared to pla-
cebo. Fifteen to 24 percent of those taking 
active medications discontinued use be-
cause of side effects, while only 5 percent 
of those taking placebo discontinued use 
citing side effects.  
     The study investigators determined 
the medications' effectiveness by bal-
ancing their associated benefits with 
their associated risks. "The antipsy-
chotic medications may be effective 
against some symptoms in Alzheimer's 
patients compared to placebo, but their 
tendency to cause intolerable adverse 
side effects in this vulnerable popula-
tion offsets their benefits," concluded 
Schneider. 
     Those who discontinued their medi-
cations in Phase 1 -- 82 percent -- went 
on to subsequent phases of the CATIE-
AD trial in which they were randomized 
to one of the other study medications 
that they had not yet taken, or to citalo-
pram, an antidepressant medication. 
Results of these phases are being ana-
lyzed and will be published later. 
     The flexible design and implementa-
tion of the CATIE-AD trial reflects real-
world practices, in which newer antipsy-
chotic medications often are used to treat 

delusions, aggression, hallucinations, and 
agitation in Alzheimer's patients. Study 
physicians determined medication dos-
age levels according to their patients' 
individual needs, and consulted with the 
patient and caregivers when determin-
ing if and when a patient should discon-
tinue. Patients represented a broad 
range of ages (average age was 80 
years), diversity, level of disability and 
cognitive difficulties. 
     “In many cases, the moderate to severe 
thinking and behavioral symptoms of Alz-
heimer's precipitate placement in a nurs-
ing home, at which point the economic 
and social costs associated with Alz-
heimer's care skyrocket,” said co-lead 
author Pierre Tariot, M.D., of the Banner 
Alzheimer's Institute in Phoenix, AZ. “By 
identifying the limitations of existing 
treatment options, this study is an impor-
tant step toward finding a treatment that 
can delay full-time nursing home confine-
ments, and reduce the suffering of patients 
and their families.” 
 
     Information on Alzheimer's disease is 
available from the Alzheimer's Disease 
Education and Referral (ADEAR) Center, 
sponsored by the NIH's National Institute 
on Aging. The Center has information on 
signs and symptoms of Alzheimer's dis-
ease and lists ongoing clinical trials. Visit 
www.nia.nih.gov/alzheimers or call 1-
800-438-4380. □ 

Antipsychotic Medications to Treat Alzheimer’s Found Lacking 
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MENTAL HEALTH NEWSDESK 

Saint Joseph’s Medical Center in Yonkers New York 
Opens New 14-bed Intermediate Stay Inpatient Psychiatric Unit 

Staff Writer 
Mental Health News 
 
 

W ith much enthusiasm, atten-
dees reveled at the Ribbon-
Cutting Ceremony for 
Saint Joseph’s Medical 

Center’s (SJMC) new 14-bed Intermedi-
ate Length of Stay Inpatient Psychiatric 
Unit. The addition of the unit to the roster 
of services provided by Saint Joseph’s 
was heralded by State Senator Nicholas 
Spano as a much needed resource for 
Westchester County. Jennifer Schaffer, 
Westchester’s Commissioner of Commu-
nity Mental Health, echoed the Senator’s 
sentiments and commended Saint Jo-
seph’s for helping to provide quality and 
dignified care to individuals facing the 
challenge of mental illness. 
     Saint Joseph’s has always been on the 
vanguard of mental health care.  This new 
unit will be a clinically important addition 
to the Medical Center’s broad array of 
psychiatric services which currently in-
clude an acute inpatient service, outpa-
tient mental health services both at the 
main campus and at the Sharing Commu-
nity, the Continuing Day Program, Case 
Management Services, emergency ser-
vices and substance abuse services includ-
ing the Methadone Maintenance Treat-
ment Program and the Positive Directions 
Day Rehabilitation and clinic services. 
Mr. Michael Spicer, the Medical Center’s 
President and CEO, opined that “Our new 

unit will substantially contribute to West-
chester County’s excellent system of men-
tal health services by providing a service 
which currently does not exist in the 
County. It will also contribute to our insti-
tution’s stability and thus its ability to 

continue its mission of local service in 
accord with the directives of the Sisters of 
Charity of Saint Vincent de Paul, our 
sponsoring organization.” 
     Saint Joseph’s has long provided criti-
cally needed medical and psychiatric ser-

vices to an underserved area of Yonkers 
as well as contiguous areas. Dr. Barry 
Perlman, Director of the Department of 
Psychiatry, stated that “this new service 
will further enhance our medical center’s 
services by making possible community 
based care for individuals with serious 
and persistent mental illness who require 
an extended period of inpatient treatment 
before they can return to the community.” 
He expressed appreciation to the New 
York State Office of Mental Health and 
Department of Health and to the West-
chester County Department of Commu-
nity Mental Health (WCDMH) and to all 
others whose support was necessary in 
order for this project to be realized.   
     Dr Khaled Mohamed, a Board Certi-
fied psychiatrist, who completed a fellow-
ship in psychopharmacology, will serve as 
the chief of the new unit. He will collabo-
rate with  Steven Catanzariti, PhD, the 
unit’s program director. Persons will be 
referred to the unit from the acute inpa-
tient units of other Westchester hospitals 
through the “High Need, High Risk” 
Committee of the WDCMH. Questions 
about the any of Saint Joseph’s array of 
mental health services may be addressed 
to Dr. Barry Perlman who can be reached 
through the hospital switchboard. 
     Saint Joseph’s Medical Center, which 
includes a full-service 194-bed acute care 
hospital and 200-bed nursing home as 
well as numerous outpatient programs and 
services, is located at 127 South Broad-
way in Yonkers. □ 

Michael J. Spicer, President & CEO, SJMC, Commissioner Jennifer Schaffer, 
WCDCMH, Dr. Barry Perlman, Director of Psychiatry, SJMC, Sister  

Dorothy Metz, President of The Sisters of Charity, New York State Senator 
Nicholas Spano, James J. Landy, Chairman, Board of Trustees, SJMC, 

President & CEO of Hudson Valley Bank. 
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By The Mental Health Association 
of New York City 
 
 

S urvivors of Hurricanes Katrina, 
Rita, and Wilma who are still 
suffering emotionally from the 
effects of the storms now have 

help obtaining needed professional treat-
ment, through a new benefit offered by 
the American Red Cross. The program, 
Access to Care, allows those in need to re-
ceive outpatient mental health and substance 
abuse treatment from licensed professionals 
across the United States. The program is 
open for all survivors of the hurricanes who 
meet eligibility requirements (see end of 
article for eligibility information).  
     The Mental Health Association of New 
York City (MHA of NYC) administers 
the program on behalf of the Red Cross, 
and utilizing a new hotline phone number, 
1-866-794-HOPE, enrolls participants 
nationwide.  
     Access to Care will be operated under 
auspices of the MHA of NYC’s wholly 

owned subsidiary, Link2Health Solutions, 
through which the organization pursues its 
mission on a national scale. Through such 
programs as the National Suicide Prevention 
Lifeline, 1-800-273-TALK, Link2Health 
Solutions combines expertise in mental 
health assessment, information and refer-
ral with cutting-edge technology to con-
nect people to needed support and ser-
vices nationwide.  
     Giselle Stolper, Executive Director of 
the MHA of NYC stated, “The MHA of 
NYC and Link2Health Solutions are 
pleased to make such an important contri-
bution to this effort, supporting the recov-
ery of those who were affected by the 
devastation in the Gulf Coast.” 
     Designed in consultation with mental 
health experts and other agencies active in 
disaster recovery, the program meets 
needs which are clearly emerging. 
     "Our study showed that the prevalence 
of serious mental illness and mild–
moderate mental illness doubled after 
hurricane Katrina, which is consistent 
with other evidence of adverse mental 

health effects of major disasters,” said 
Professor Ron Kessler of Harvard Medi-
cal School, principle investigator for the 
August 2006 study Mental illness and 
suicidality after hurricane Katrina.  
     “Programs like the American Red 
Cross Access to Care can provide a 
benefit to survivors in need who are 
experiencing chronic adverse circum-
stances, in addition to the acute trau-
matic stressors and secondary adversi-
ties that make the distress linger and 
worsen that natural disasters produce,” 
added Kessler. “The Red Cross benefit 
removes a barrier that might otherwise 
block the ability to receive needed men-
tal health services.” 
     Hurricane survivors experiencing dis-
aster-related emotional distress are now 
eligible to enroll in the program. Up to 
40,000 Access to Care participants are 
expected to enroll in the coming year.   
     You are eligible for Access to Care if you: 
 
• Lived in a pre-disaster ZIP code prior 

to landfall in one of the counties des-

ignated by FEMA for individual as-
sistance following Katrina, Rita or 
Wilma and suffered significant im-
pact, such as: 

  
       1) Displaced from home or school 
 
       2) Participated in the rescue and 
           recovery efforts 
 
       3) Sustained severe damage or  
           destruction of residence 
 
       4) Lost employment 
 
       5) Sustained and obtained medical  
           treatment for a physical injury  
           caused by one of the hurricanes 
 
• Lost an immediate family member, 

defined as grandparent, grandchild, 
spouse, partner, parent, child, sibling, 
step-parent, step-sibling or step-child, 
because of one of the hurricanes. 

 
     For more information about Access to 
Care visit www.A2care.org. □ 

New Program Offers Mental Health Assistance for 2005 Hurricane Survivors 



By Marilyn Kotcher, LCSW, Director 
The Children of Divorce Program 
NewYork-Presbyterian Hospital 
Payne Whitney-Westchester  
 
 

T he impact of divorce is a major 
transition for the family that is 
traumatic in scope.  Oddly 
enough, it is a prevalent trauma 

that is commonplace in our society.  Di-
vorce affects almost one out of every two 
marriages in the United States today.  
However, families often feel remarkably 
alone and different because their family 
no longer lives together.  The statistics are 
astonishing: 26% of children in the coun-
try experience divorce; 66% of divorced 
women remarry; 75% of divorced men 
remarry; and 60% of those parents with 
children from a prior marriage re-divorce.  
Children raised in multiple families ex-
perience radical disruptions during their 
formative years.  Children and parents are 
re-traumatized.  Divorce may often desta-
bilize adults and children without an inter-
vention, and may continue to do so for 
many years. 
     The Children of Divorce Program at 
NewYork-Presbyterian Hospital, Payne 
Whitney-Westchester in White Plains, 
New York, is a haven for both families 
and children to normalize during the tran-
sition from separation and divorce.  The 
late Dr. Paulina Kernberg, a renowned 
child psychiatrist, was Founder and Direc-
tor of this program in 1997.  I had the 
good fortune to be mentored by 
Dr. Kernberg, who co-directed the pro-
gram with me from 1998 until her death 
in April, 2006, at which time I assumed 
the directorship.  The program was de-
signed to help ease the transition of family 
reorganization, which it has done for hun-
dreds of separating and divorcing parents 
and their children. 
     There are many commonalities be-
tween parents sharing their upset, while 
struggling to renormalize their lives that 
are expressed in the Parents’ Group of 
The Children of Divorce Program.  Par-

ents and children feel less alone when 
they recognize that there are other fami-
lies who are feeling similar stresses. 
     The following are some of the parental 
reactions to divorce that have been voiced 
in the parent groups, and which are char-
acteristic of parents experiencing this sig-
nificant life transition: “I look back 10 
months ago and I didn’t know the steps, 
the process.  I wish there was a pamphlet 
that could be put up on a wall.” 
“Everyone tells me I’m strong, but I feel 
insecure inside.  I’ve known him half my 
life.  I wish things could have worked out.  
I don’t give up easily, even with a plant 
that’s dead.” “I felt like everyone must 
know something was wrong, but when I 
finally told people, they had no clue.” “I 
feel like I’ve had major surgery.  I’m so 
sore I could fall apart.” “I didn’t get mar-
ried to get divorced.” 
     Parents need to know that this transi-
tion will not consume them, and they will 
not fall apart.  It is most significant for 
parents to increase their capacity to man-
age this transition in order to help their 
children increase their ability to cope 

more effectively.  During the divorce 
process, parents are faced with multiple 
challenges, such as re-working their rela-
tionship with their ex-spouse, managing 
life as a single parent, and developing a 
new identity as an adult and a single par-
ent.  These transitions typically evolve 
within a two to five-year time span. 
     The parent groups are an intrinsic part of 
the program.  They offer support and guid-
ance for parenting issues related to divorce, 
and provide a focus on improving co-
parenting.  Parents, and children of families 
who are considering divorce, or have sepa-
rated, are helped to understand and address 
the pressures on their relationships, and the 
changes occurring in their lives. 
     The Program offers 10 weeks of group 
sessions for pre-school, school age and 
early teenage children, with the parents’ 
groups running concurrently.  Among the 
goals of the children’s groups are clarify-
ing and problem-solving issues, such as 
loyalty conflicts and feelings of anxiety, 
sadness, and anger.  Children are also 
helped to develop coping strategies and 
assertive communication skills for di-
vorce-related issues such as visitation, 
custody and re-blended families. 
     Children need guidance in developing 
and maintaining their coping skills, as 
upset from divorce often waxes and 
wanes during this difficult period.  Dr. 
Judith Wallerstein, an internationally re-
nowned expert on divorce, who has con-
sulted with the Children of Divorce Pro-
gram’s clinical staff, believes that divorce 
is not a time-limited crisis, but is an on-
going trauma.  I agree and would add that 
children, even under the best of circum-
stances, could use a boost in their coping 
skills.  Many children may outwardly 
appear to be coping successfully due to 
their temperament or parental support, but 
inside they are struggling.  An added bo-
nus to an increase in children’s coping 
skills is a positive effect on children man-
aging their social and academic pressures. 
     According to Dr. Mavis Hethering-
ton’s book, For Better or Worse, Divorce 
Reconsidered, “75% of children from 

divorced families function in the normal 
range of development.”  The developmen-
tal stages of childhood are often unknow-
ingly altered or derailed as children be-
come embroiled in parental conflict, or 
overly solicitous to the parent who is de-
pressed or anxious.  Some children may 
have to assume adult responsibilities, as 
parents are more burdened with financial 
issues, and may be working longer hours 
outside of the home. The Children of Di-
vorce Program helps provide additional 
support to all parental participants in the 
program, while increasing parental aware-
ness to avoid these common pitfalls. 
     According to Dr. Wallerstein, parents 
have to become ‘a different kind of par-
ent.’  They will have more responsibility 
and less control, and need to adjust to that 
fact.  It is important, however, to recog-
nize that there can be a healthy adjustment 
for children.  This most often depends 
upon the quality of the parent-child rela-
tionship, the quality of the parent’s rela-
tionship to each other, and the psychologi-
cal well-being of the parents, especially 
the custodial patent.  The Children of Di-
vorce Program helps parents refocus and 
understand that they have the ability to get 
their own lives in order from the chaos of 
this transition.  The key is helping parents 
find a balance between maintaining their 
values, being flexible, having realistic 
expectations, and focusing on the best 
interest of their children, which entails 
paying attention to the needs of their de-
velopmental stages.  
     For further information on The Chil-
dren of Divorce Program, please call 
Marilyn Kotcher at (914) 997-4338. 
     Marilyn Kotcher, L.C.S.W., is the Di-
rector of The Children of Divorce Pro-
gram and a Lecturer in Social Work in 
Psychiatry at Weill-Cornell Medical Col-
lege.  She frequently presents to profes-
sionals and community members on work-
ing with parents of high-conflict divorce, 
and serves as a consultant on custody and 
visitation issues for divorcing parents.  
Ms. Kotcher also maintains a private 
practice in Pomona, New York. □ 

The Children of Divorce Program at NYPH 
Helping Families and Children Normalize a Difficult Transition 

Marilyn Kotcher, LCSW 
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POINT OF VIEPOINT OF VIEWW  
There Could Be More Money 

For Geriatric Mental Health in New York State 
By Michael B. Friedman, LMSW 

 

A s the Geriatric Mental Health 
Alliance has explored barriers 
to providing services to meet 
the mental health needs of 

older adults, we have heard over and over 
again that there just isn’t enough money.  
Everyone agrees that we need: 
  
• Funding for a broad range of basic 

programs such as screening, assess-
ment, and treatment; prevention of 
institutional placement; family sup-
port; bilingual/bicultural services; 
public education; workforce develop-
ment; and more. 

 
• Special Medicare and Medicaid rates 

for home visits 
 
• Funding for more satellites in com-

munity settings such as senior centers 
and NORCS* 

 
• Funding to support integration of 

mental health, health, and aging ser-
vices 

 
• Funding for innovative programs 
 
• Major reform of Medicare, including 

parity of mental health and health 
coverage 

 
• Release from NYS’s Medicaid neu-

trality requirement 
 
     That is why one of the Alliance’s ma-
jor goals is to advocate for more funding. 
     But we have also learned that many pro-
viders in New York State are not taking full 
advantage of the funding Medicare would 
provide if services were designed and billed 
in accordance with Medicare rules. 

     That is why The Alliance and several 
co-sponsors** recently provided three 
training sessions on optimizing Medi-
care.***  One was for mental health or-
ganizations, one was for private practitio-
ners, and one was for government offi-
cials.  Derek Jansen, Ph.D., a national 
expert on Medicare, Medicaid, and other 
sources of federal funding provided the 
training.  He made it quite clear that there 
are major opportunities for New York 
State to bring in more Medicare funding 
for mental health. 
 

Here’s the gist of what we learned. 
 
1) Medicare is a disproportionately low 
payer for mental health services.  It funds 
only 7% of all mental health expenditures 
in the United States, although it covers 
14% of Americans.  In addition, only 3% 
of Medicare expenditures are for mental 
health and substance abuse services, sig-
nificantly lower than the proportion of 
behavioral costs of all health spending—
roughly 10%. 
 
2) Providers frequently do not take ad-
vantage of mental health funding opportu-
nities in Medicare. For example, although 
Medicare only pays 50% for psychother-
apy as compared to 80% for physical 
health care, consultation and certain  
evaluation and management services by 
psychiatrists and some other medical pro-
viders may be reimbursed at  80%.  In 
addition, although for the most part Medi-
care will not accept bills for more that one 
service per day, there are circumstances 
under which it will pay for more.  And 
although social workers must hold a spe-
cial license (LCSW in NYS) to bill Medi-
care using their own provider identifica-
tion number, services provided by social 
workers without the clinical license or 
their own Medicare provider number may 
be billed as “incident to” services pro-
vided under proper supervision in certain 
settings. 
     Dr. Jansen gave many more examples, 
but the point is clear.  NYS’s mental 
health agencies, hospitals, and private 
practitioners could bring in more Medi-
care funds if all of them knew what is 
allowable and how to bill. 
 
3) Medicare can also be used to fund 
mental health services in community set-
tings such as senior centers and NORCs.  
One way to do this is to establish a satel-
lite clinic in a senior center, NORC, or 
other community setting.  The clinic then 
bills both Medicare and Medicaid as it 
does ordinarily.  Several organizations in 
NYS currently do this.  The problem is 
that it is not easy to establish a licensed 
satellite—in part because of Medicaid 
neutrality provisions.  This problem could 
be overcome by NYS OMH easing the 

process of approving licenses for satellites 
for older adults. 
     Another way to overcome the problem 
is to encourage private practitioners or 
private practice groups to establish offices 
in community settings as many currently 
do in nursing homes.  They could bill 
Medicare and, for people also eligible for 
Medicaid, they could receive “crossover” 
payments that cover part of what Medi-
care does not cover.  Dr. Jansen pointed 
out that this has to be done carefully with 
help from a health care attorney and that 
there are issues of quality assurance to be 
addressed.  But it is doable. 
 
4) Dr. Jansen also spoke about emerging 
opportunities to integrate mental health 
and health services—a major goal for all 
geriatric mental health advocates—by 
providing services in “federally qualified 
health centers” (FQHCs).  These are 
community health centers that receive 
federal funding to cover the costs of serv-
ing people with no health coverage.  They 
also can bill Medicare and Medicaid.  
Until recently community health centers 
were not permitted to provide mental 
health services except for psychological 
conditions linked to a physical illness.  
Now the FQHCs are permitted—even 
encouraged—to provide mental health as 
well as physical health care. 
     Dr. Jansen noted two possible ap-
proaches.  The FQHCs can hire mental 
health professionals to serve on their staff 
or they can partner with mental health 
organizations, an approach many seem to 
prefer.  Either way more older adults with 
mental illnesses could get the treatment 
they need. 
 
 What needs to happen?  To take full ad-
vantage of these federal funding opportu-
nities, we believe that: 
 
• Providers should work with health 

care lawyers and knowledgeable con-
sultants to make sure that they are 
billing properly and are getting as 
much Medicare funding as is allowed 
under law. 

 
• Providers should explore opportuni-

ties to provide services in community 
settings, and local departments for the 
aging and for mental health should 
help them. 

 
• Mental health and community health 

providers should explore ways to inte-
grate health and mental health service 
delivery in community health centers. 

 
• New York State and local govern-

ments should develop expertise re-
garding all of the opportunities to 
generate federal funding support 
through Medicare and FQHCs. 

• Then state and local governments 
should provide technical assistance to 
providers to optimize Medicare, to 
develop services in community set-
tings, and to integrate health and 
mental health services. 

 
• NYS OMH should facilitate the ex-

pansion of clinical services for older 
adults, including the development of 
more satellites in community settings.  
This should include relief from the 
Medicaid neutrality requirement. 

 
     To move ahead on some of these op-
portunities there is no need to wait.  Ex-
pertise is available now.  Private practitio-
ners should look to their professional as-
sociations for help.  Mental health organi-
zations, community health organizations, 
and hospitals should look to their trade 
associations.  And, to repeat Dr. Jansen’s 
caveat, everyone should consult with a 
good health care attorney and with experts 
on Medicare rules. 
     As a final note I want to be clear that 
the Geriatric Mental Health Alliance does 
not believe that pursuing these avenues 
will produce all the funding that will ulti-
mately be needed to meet the mental 
health needs of our growing population of 
older adults.  Not by a long shot.  We do 
need to press for basic geriatric mental 
health services.  We do need to press for 
Medicare reform.  We do need to press for 
parity.  We do need to press for reason-
able funding for home and community-
based services. We do need to press for 
funding for community-based residential 
services. But in the meantime let’s all find 
out what we can do within the current 
system and do it. 
 
 
 * A “NORC” is a naturally occurring re-
tirement community, a building or 
neighborhood with a large concentration 
of older adults.  Some have supportive 
service programs, which are referred to as 
NORC-SSPs. 
 
** The Coalition of Voluntary Behavioral 
Health Agencies and the Mental Health 
Associations of Nassau, NYC, and West-
chester. 
 
*** The training sessions were funded 
through a grant from the van Ameringen 
Foundation. 
 
     Michael B. Friedman chairs the Geriat-
ric Mental Health Alliance of New York and 
is Director of the Center for Policy and Ad-
vocacy of the Mental Health Associations of 
NYC and Westchester.  The opinions ex-
pressed in this column are his own and do 
not necessarily represent the positions of the 
Mental Health Associations. □ 

Michael B. Friedman, LMSW 
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 The NYSPA Report 

Beyond Timothy’s Law 

 

By Barry Perlman, MD 
Immediate Past President 
New York State Psychiatric Association 
 
 

T he NYS Senate passed Timo-
thy’s Law (S. 8482), the NYS 
mental health parity bill, on 
September 15, 2006. The legis-

lation, sponsored in the Senate by Senator 
Tom Libous (R-C, Binghamton) reflected 
an agreement reached with the NYS As-
sembly at the end of the regular session. It 
is anticipated that the identical Assembly 
bill (A. 10280) which is sponsored As-
semblyman Paul Tonko (D, Amsterdam) 
will pass when the Assembly comes back 
into session later this year. It is hoped that 
the Governor will sign the bill into law. 
Passage of this law would represent the 
culmination of more than a decade of ef-
fort for equitable, non discriminatory 
treatment for those suffering with mental 
illness on the part of advocates and would 
have NYS join with the 40 other states 
which have passed progressive mental 
health parity legislation in recent years. 
However, we must also recognize that 
whether or not Timothy’s Law is passed 
this year it will not in itself mean that we 
had reached our goal of equitable consid-
eration and treatment of persons suffering 
with mental illness. That aim is a far 
broader one and seeks the integration of 
persons with mental illness into all realms 
of life to the extent of each of their ca-
pacities. In other words, it requires deal-
ing with persons with mental illness as 
individuals rather than predominantly as 
members of a class of persons suffering 
with mental illness. It means eliminat-
ing “stigma”. 
     By definition “stigma” refers to “a 
mark of disgrace or infamy” or “a brand”. 
Within the mental health community it 
connotes the prejudice based on stereo-
type with which those with mental illness, 
whether severe or other, are viewed in our 
society. The stigmatization of individuals 
with serious mental illness implies that 
others prejudge them based on preconcep-
tions about the diagnostic group to which 
they belong. Even when we believe that 
we have personally sidestepped such a 
perspective, closer examination may re-
veal how we have fallen into the trap. 
“Stigma” is both insidious and pervasive. 
     Two situations reminded me of how 
unintended stigmatization may insert it-
self into the functioning of well intended 
and respected medical institutions and 
public agencies. A case reported by Le 
Melle & Entelis provides insight into the 
prejudice which needs to be overcome 
even within the medical community by 
discussing the initial, automatic rejection 
for cardiac transplant of their patient who 

suffered with schizophrenia based solely 
on his psychiatric diagnosis and related 
concerns. (Clinical Case Conference: 
Heart Transplant in a Young Man with 
Schizophrenia. Amer J Psychiat 2005: 
162; 453-457.) They point out that having 
a diagnosis of schizophrenia is the basis 
for exclusion for heart transplant in the 
majority of transplant programs world-
wide. In their report they describe how a 
patient of theirs diagnosed with schizo-
phrenia had been a priori denied trans-
plant at their institution until their appeal 
to the medical center’s ethics committee 
resulted in reconsideration of the decision. 
They inform that the ethics committee  
“… concluded that the only criteria for 
denying Mr. A a heart transplant were 1) 
that the transplant would not significantly 
improve the quality of his life or 2) that he 
could not comply with the rigorous treat-
ment protocols and the follow-up care 
required after transplant.” They report 
that Mr. A successfully underwent 
transplant and his life then returned to 
its status quo ante. 
     Another example of the stigmatizing of 
persons with mental illness arose in the 
early draft regulations which addressed 
the question of who might serve as a live 
liver donor in New York State. Subse-
quent to the death of a live liver donor at a 
major teaching institution, the Department 
of Health created the, “New York State 
Transplant Council’s Committee on Qual-
ity Improvement in Living Liver Dona-
tion.” The Committee’s report to the 
Commissioner (12/19/02) contained a 
section devoted to the evaluation of the 
potential donor which recommended that, 

“The donor should be free of current psy-
chiatric disorders. In situations where a 
past history of psychiatric illness exists, 
the illness should be in full remission with 
a low likelihood of reoccurrence as docu-
mented by a psychiatric evaluation.” The 
Committee called for the creation of an 
Independent Donor Advocate Team 
(IDAT) which was to include, “… a medi-
cal social worker, with the participation of 
a psychiatrist and/or ethicist as appropri-
ate.” These recommendations, made with-
out a clear factual basis in the medical 
literature, were transformed into draft 
regulations. I had the opportunity to com-
ment on the proposed regulations when 
they were presented to the State Hospital 
Review and Planning Council, a state 
council integral to the regulatory process 
of the DOH. As a result, the a priori ex-
clusion of persons with mental illness as 
live liver donors was dropped and the 
suggestion accepted that a psychiatrist be 
included as an integral member of the 

IDAT in order that decisions be made on 
an individualized basis. 
     Both the medical center which was 
the subject of the Case Report and the 
NYS DOH initially rejected out of hand 
the involvement of persons with mental 
illness from participation in the trans-
plant process. In the first case they were 
rejected as recipients and in the latter as 
live donors. To each of their credit, 
when their respective stigmatizing per-
spectives were challenged, each adopted 
a more rational and humane approach. 
The two situations described serve to 
remind psychiatrists, their professional 
organizations and other advocacy 
groups of the need to be vigilant in or-
der to assure that persons with psychiat-
ric illnesses are not excluded from ac-
cess to important medical procedures 
based on unfounded, preconceived 
notions about their inability to endure 
the vicissitudes associated with the 
procedures. □ 

Barry Perlman, MD 
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INFOPSYCHLINE 
A  SERVICE  OF  THE  PSYCHIATRIC  SOCIETY  OF  WESTCHESTER   

914-967-6810 
 

This is an information and referral service sponsored by the Westchester 
District Branch of the American Psychiatric Association. 

 
Psychiatrists of this organization are dedicated to providing treatment for 

mental disorders and advocating for equal health care for mental 
and physical conditions. 

 
If you need information about psychiatry or assistance in finding 

a psychiatric physician - please call us.   
THE PSYCHIATRIC SOCIETY OF WESTCHESTER 

333 WESTCHESTER AVENUE - SUITE LN-01  •  WHITE PLAINS, NEW YORK 10604 

By J. David Seay, Esquire 
Executive Director 
NAMI-New York State 
 
 

W hile I am not expert enough 
to write a column on the 
topic of this issue, 
“Managing Life’s Transi-

tion,” I do have a little experience in tran-
sitions in Albany politics – and a few 
scars to show for it. Therefore I will de-
vote my NAMI Corner this time to the 
transitions that will take place in Albany 
beginning in January. 
     2007 will usher in a new Governor for 
New York, as well as a new Attorney 
General and the entire Legislature. I say 
the entire Legislature, but everyone 
knows that 98% of incumbents seeking 
re-election win. At least that is the case 
historically. Although I am at a disadvan-
tage writing this before the November 
2006 elections, there are some things 
that are more or less universal to such 
transitions. 
     First, there will be the scramble to put 
new commissioners and top staff in place, 
as well as the scrum of special interest 
groups and lobbyists vying to get the at-
tention of officials old and new. And of 
course the terms “special interest group” 
and “lobbyist” are dirty words, except 
when it comes to your own interests and 
the people fighting for them. Then the 
words take on a different meaning. And of 
course, NAMI-NYS is no exception. It is 
easy fighting on the side of angels and 
persons struggling to recover from or live 
with serious mental illness. That is what 
NAMI members and representatives do 
day in and day out. 
     Each New Year, each new Legislature 
and each new Governor starts afresh our 
battle to improve the lives of all New 
Yorkers affected by the brain disorders 
commonly known as mental illness. Al-
though a new administration always 
brings hope that they will be more under-

standing and sympathetic to our issues 
than the last, I have learned that just as 
mental illness is an equal opportunity dis-
ease, affecting equally people from all 
persuasions and walks of like, so also is 
the ignorance and stigma of mental illness 
equally distributed among people in both 
major political parties. Nonetheless it is 
our mission to educate about and de-
stigmatize mental illness, and to advocate 
for funding, services and policies that 
makes life better for our members and 
their loved ones. 
     Our focal point for the beginning of 
the new season will be the 2007 NAMI-
NYS Legislative Luncheon and Confer-
ence on Tuesday, February 20, 2007 in 
the Legislative Office Building in Albany. 
This time held in “the Well” of the LOB, 
this event frames our major legislative 
and budgetary issues for the year and 
gives elected and appointed officials the 
opportunity to address our audience and, 
hopefully, our concerns. Lunch will be 
provided beginning at 11:30 and the 
speakers will appear from noon until 2:00 

pm. Following the formal presentations 
members of the assembled crowd, along 
with members of the NAMI-NYS Gov-
ernment Affairs Committee, Board of 
Directors and staff will make scheduled 
visits to their respective Senators and As-
semblymen throughout the afternoon. Bus 
transportation to and from New York City 
will be provided. Call the NAMI-NYS 
office at (800) 950-3228 for a ride or 
more information. Flyers about the Legis-
lative Conference will be going out in 
late January or early February with 
more details. 
     From a substantive point of view, our 
top three legislative issues will remain 
what they have been for a number of 
years, namely: Housing, Housing and 
Housing. Throughout the fall campaigns 
the drumbeat steadily grew to implore the 
candidates to pledge to do more to fund 
and build badly needed housing units – 
with support services – for New Yorkers 
with mental illness. Several coalitions 
have made this their top priority and 
NAMI-NYS has been in the forefront of 
them all, as well as pushing our own ad-
vocacy agenda independently as we al-
ways do. We firmly believe that some-
where up to as many as 70,000 more such 
units are needed over a multi-year period 
to meet the needs of such New Yorkers. It 
has long since been documented that it is 
far less expensive to provide such housing 
and services that it is to keep these indi-
viduals in hospitals, jails, prisons, nursing 
homes, adult homes with inadequate ser-
vices or even in homeless shelters, bounc-
ing from one hospital emergency room 
to another. When will the politicians 
wake up and smell the coffee? Maybe 
this year. 
     Timothy’s Law for mental health par-
ity was still hanging in the balance as this 
column was being written. It remains a 
priority for NAMI-NYS. “Civil commit-
ment” for sexually violent predators may 
raise its ugly head again in 2007 and 
NAMI-NYS stands firm against using the 

state’s mental health resources and psy-
chiatric centers for this purpose. Proper 
planning for the expenditure of mental 
health resources also remains a top NAMI 
issue, as we would love to see both the 
spirit and the letter of the law – Section 
5.07 of the Mental Hygiene Law – imple-
mented. Open access to needed medica-
tions – as determined physicians for their 
patients and not some bureaucrat, HMO 
or pharmacy benefit manager – is essen-
tial to the proper care and treatment of 
persons struggling to recover from or live 
with serious mental illness. Access to medi-
cations remains a top NAMI-NYS priority. 
     As to our budgetary priorities, we will 
await the new Governor’s budget. But we 
know one issue, or set of issues, that will 
be included. Any Governor anywhere in 
this country has to deal with the problem 
of Medicaid costs. But there are Draco-
nian ways to do it and there are humane 
and compassionate ways to accomplish it. 
We hope that the new Governor chooses 
the latter, but we will do more than just 
hope. He will hear from us in polite but 
loud and firm voices: “Protect and Help 
Our People.” Another area of the budget 
that is very sensitive to us is research. 
New York is fortunate to have two world-
class mental illness and brain research 
facilities as a part of our Office of Mental 
Health – the New York State Psychiatric 
Institute in Manhattan and the Nathan 
Kline Institute in Rockland County. We 
are the only state in the union to fund such 
research and we are proud of that. More 
than one Nobel laureate has been pro-
duced by these institutes and the funding 
for them must be increased, not cut, as 
research is indeed our hope for the future. 
     A lot more could be said about 
“managing Albany’s transitions” and 
most would involve prognosticating the 
future. But I will close by paraphrasing at 
least one wise philosopher and a popular 
baseball player by saying “the problem 
with the future is that it’s not what it used 
to be.” □ 

J. David Seay, Esquire 

 Managing Albany’s Transitions 
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The Economics of Recovery: 
 How to Understand & Access Government Entitlements 

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

T he purpose of this column is to 
assist providers and consumers 
to be more effective when nego-
tiating with local government 

agencies for income, health care, housing, 
food, transportation, job training, employ-
ment and other social services. 
     The focus is on single adults (18-64 
years) with a mental and/or physical dis-
ability, substance abuse issues and the 
homeless. This information is gleaned 
from government websites and local, state 
and federal government offices. 
     Tips for accessing benefits are based 
on assisting over nine hundred persons at 
the Center. Our experience is supple-
mented by regular mystery shopper, pro-
vider and consumer surveys. 
 
Q. What are the changes in essential 
Government benefits for 2007? 
 
A.  Consumers can expect a few more 
dollars through cost of living adjustments       
(COLA). 
 
   2007*               2006  
Food Stamps:     $155.00        ($152.00) 
 
Personal Needs 
Allowance:           $137.10            ($137.10) 
 
SSI Income:       $710.00             ($690.00) 
 
SSDI  
Income Cap:        $900.00         ($860.00) 
 
* Maximum Amounts 

 
     Providers will again be challenged to 
adapt to new legislation: 
 
● Governor elect Spitzer has stated – “our 
system is broken” and has pledged  to “cut 
fraud in the Medicaid program, expand 
health – insurance coverage, reduce the cost 
of prescription drugs and make it easier for 
the disabled to live outside of nursing 
homes.” (www. spitzerpaterson.com)   
 
● Federal support for these initiatives will 
be provided by the Deficit Reduction Act 
of 2006 and CMS grants to transform       
(“rebalance”) Medicaid incentives away 
from institutional care to at home options.  
(www.cms.gov) 

● About half the states expect to reduce 
Medicaid expenses by instituting new 
citizen documentation requirements and 
tightening asset-transfer provisions for 
Nursing Home eligibility.  (www.kff.org) 
 
● New York State, is the top Medicaid 
spender at almost $50 billion/year.  Long-
term care accounts for over $20 billion.  
The average disabled Medicaid recipient 
receives about $30,000 in Medicaid funds 
each year. Nationally, three entitlement 
programs: Social Security, Medicaid &      
Medicare account for about one trillion 
dollars annually—almost half the total 2.2 
trillion Federal budget.  (www.hhs.gov) 
 
●  Privatization of the Medicare Drug Bene-
fits (Part D) program resulted in substantial 
savings in 2006 which may be passed along 
in the form of lower premiums in 2007.  Co-
pays; $1 generic & $3 branded, are expected 
to remain the same.  CMS states the Federal 
Government is  saving “billions of dollars 
annually.”  (www.cms.gov) 
 
●  38 million persons are enrolled in the Part 
D program and fill 3 million prescriptions 
daily (CMS). 81% are “very or somewhat 
satisfied with their plan.”  (www.kff.org) 
 
● CMS is reportedly planning to tighten 
regulations under the Medicaid Rehab 
Option and Targeted Case Management 
through “clarification” of allowable ser-
vices in the1st quarter of 2007. 
   
●  Social Security Administration tightens 
Christmas bonus definition: Several years 
ago, SSA allowed working SSDI recipi-
ents to exempt their bonus, even if the 
bonus exceeded their Substantial Gainful 
Activity (SGA); $860/Mo in 2006.  SSAs’ 

current policy is to count the bonus as “wages” 
subject to SGA limits.  (www.ssa.gov) 
 
●  SSA is testing a new centralized Medical-
Vocational Expert System (MVES) in the 
Boston Region which will eventually re-
place the current local appeals’ process with 
a national network of experts.  The new 
appeals process will meet qualification stan-
dards set by the Commissioner and report-
edly incorporates Video Conferencing. 
 
●  Passage of Timothy’s Law in January 
07 would provide “a minimum of 
twenty outpatient visits for mental ill-
ness and thirty inpatient days a 
year.”  (www.timothyslaw.org) 
       
Q. I read that California voters passed a tax 
on personal income to fund programs for 
adults and children with severe mental ill-
ness.  How much money has the tax raised? 
 
A. The 1% tax on personal incomes in 
excess of $1 million is projected to gener-
ate an additional $690 million in funds for 
FY 2006-07 programs. The California 
Department of Mental Health pledges to 
use the new revenue stream to create “a 
state-of-the-art system to promote re-
covery/wellness.”  55% of the annual 
monies have been earmarked for Com-
munity Services and Supports (CSS), 
20% for prevention, 10% for capital 
facilities and 5% for State Administra-
tion.  (www.dmh.cahwnet.gov)  
     Please send your questions to don-
fitch@freecenter.org. If your questions 
are used in the column you will receive a 
complimentary copy of Form-Link CD, a 
compilation of over seven-hundred pages of 
Government Benefit application forms. □ 

Donald M. Fitch, MS 
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By Eduvigis Cruz Arrieta, PhD 
Senior Psychologist , Clinical Instructor 
of Pediatrics & Psychiatry, Stephen D. 
Hassenfeld Center for Children’s  
Cancer, NYU Medical Center 
 
 

O n a hot, humid Summer morn-
ing Jade sits on a reclining 
transfusion chair looking min-
iscule and pale, with her big 

blue eyes lighting up the room and her 
bandana hiding her baldness. She smiles 
at my suggestion to watch “Why Charlie 
Brown, Why? — a cartoon about the tem-
porary loss of health of one of Charlie’s 
friends due to leukemia. Jade knows in-
stinctively, as many pediatric cancer pa-
tients do, that I am up to something and 
asks me why I want her to take a look at 
this. Her mother supports the moment, her 
sister, only eight years old, watches in-
tently. Jade’s dad fades in and out while 
reading the news, and joins in only after 
hearing Charlie Brown go off on a bully 
in the playground after his friend gets 
taunted for being bald; a loud “She’s got 
CANCER” blares out of the TV. I cringe 
on my seat worrying about how Jade is 
going to react to the story.  Jade and Dad 
laugh at her description of what she would 
do if someone spoke to her that way. She 
is only six years old and a newly diag-
nosed leukemia patient. 

     From the moment of diagnosis, the 
child’s life and that of their family mem-
bers changes. Familiar routines are al-
tered, and the expected course of growing 
up is temporarily derailed, while doctors 
and parents pursue a permanent cure.  
CureSearch’s website (www.curesearch.org) 
offers high quality information on the vari-

ous aspects of being a childhood cancer 
patient. The type and length of pediatric 
cancer treatments vary depending on the 
specific diagnosis and the age of the child. 
For example, in childhood leukemia, the 
treatment occurs over the course of ap-
proximately three years with a period of 
intensive chemotherapy treatment de-
signed to bring this illness into remission, 
followed by additional chemotherapy to 
sustain it, and ending with a less intensive 
treatment phase to consolidate this return 
to health. When successful, the child re-
turns to his/her ‘new normal’ life, and 
after five years post-completion of treat-
ment, thinking about themselves as a 
‘cancer survivor’ may begin. In contrast, a 
benign brain tumor may only require sur-
gery and periodical medical follow-up 
without chemotherapy, with treatment 
completed in a short amount of time. 
     Throughout this journey, children 
benefit most from multidisciplinary ap-
proaches that support their development 
by providing for all their medical, aca-
demic, psychological, and social needs. 
Various disciplines offer perspectives and 
tools to support the push for normal 
growth that all children demonstrate even 
when at their most ill. Children play on 
their beds, attached to intravenous poles, 
and observe others going about their busi-
ness and having fun even when they can-
not actively participate. Child life special-

ists, creative art and therapeutic recreation 
therapists, psychologists and social work-
ers bring their expertise to support the 
medical teams’ effort to care for a child. 
The child is not just a diagnosis, but is 
understood in his/her context. 
     Pediatric psychologists wear multiple 
hats when working with children with 
cancer. They offer direct and consultative 
services to patients and families including 
psychological screenings, neuropsy-
chological testing, and behavioral inter-
ventions for specific difficulties (e.g. sad-
ness, nervousness, sleep difficulties, fears, 
pain, and difficulties with taking medica-
tion and/or medical procedures). They 
engage patients and family members in 
designing a specific plan to assist them 
through the treatment process, as well as 
provide them with information about what 
to expect after its completion. They offer 
psychotherapeutic support using interven-
tions from various theoretical frameworks 
e.g. deep muscle relaxation; bibliotherapy, 
as well as cognitive rehabilitation or hyp-
nosis for pain management. Many psy-
chologists also act as liaisons with psy-
chiatrists and educators, and provide out-
side referrals for additional mental health 
services. Frequently, while working at the 
patients’ bedside, they help fix the bed, 
hand a tissue, read a story, play a game.  
 

see Cancer on page 42 

Eduvigis Cruz Arrieta, PhD 

Childhood Cancer: Lives in Transition From the Moment of Diagnosis 

By Marc D. Kutner, MSW, MPA 
The Coalition of Behavioral 
Health Agencies 
 
 

T hroughout our nation, mental 
health service delivery systems 
are in transition. With greater 
attention than ever being paid to 

continuous quality improvement and re-
sponsiveness to consumer needs, all par-
ties involved agree that a shift toward 
delivering more recovery-oriented pro-
grams is critical. While there are many 
essential components of truly recovery-
oriented programs affirmative of hope and 
individual empowerment, our body of 
knowledge gained through practice and 
research increasingly indicates that the in-
corporation of perspectives and competen-
cies unique to peers yields positive results.   
     Currently in New York City, mental 
health programs are working toward im-
plementing recovery-oriented treatment or 
rehabilitation approaches to the extent 
possible.  While peer staff do play valued 
roles in the delivery of services, peers 
have yet to be utilized to the degree nec-
essary to achieve systemic impact. In an 

effort toward changing this reality, The 
New York City Department of Health and 
Mental Hygiene (NYCDOHMH), in col-
laboration with The Coalition of Behav-
ioral Health Agencies’ Center for Reha-
bilitation and Recovery (CCRR) and the 
Howie T. Harp Peer Advocacy Center 
(HTH) launched the Peer Recovery Pilot 
Project in November, 2006. This project 
is intended to demonstrate the importance 
and feasibility of using peer staff to de-
liver and promote recovery-enhanced ser-
vices. DOHMH’s Office of Consumer 
Affairs (OCA) is collaborating with the 
department’s Bureau of Planning, Evalua-
tion and Quality Improvement (BPEQI) to 
evaluate the pilot.  
     Lloyd Sederer, M.D., Executive Dep-
uty Commissioner, Mental Hygiene, NY-
CDOHMH, has identified this pilot as a 
priority:”Making New York City's mental 
health system more responsive to con-
sumer needs requires the integration of 
consumers throughout all levels of policy 
planning and program development, im-
plementation, and evaluation. The goals 
of the Peer Recovery Pilot project are 
consistent with our efforts to improve the 
quality of mental health services through-

out our city and beyond." According to 
Jody Silver, the Director of the NY-
CDOHMH Office of Consumer Affairs 
and the City’s representative on the pro-
ject management team, “The Recovery 
Pilot is an example of collaboration be-
tween consumers, providers and govern-
ment improving peoples' lives and trans-
forming systems.  Integrating peer staff 
throughout the entire mental health system 
is essential, it saves lives and dollars.” 
     There are three goals of this year-long 
pilot project: to demonstrate the benefits 
of using trained peer recovery facilitators 
to assist consumers and clinicians in de-
veloping and delivering recovery-oriented 
continuing day treatment program 
(CDTP) services; to assess whether peer-
facilitated individual recovery planning 
and delivery of services creates a more 
recovery-oriented program, and to create 
sustainable conditions for peer recovery 
facilitators to be used in CDTPs.  The 
project partners believe this pilot will pro-
mote recovery-oriented practices such as 
the utilization of recovery-oriented treat-
ment plans. Further, this pilot will help to 
diminish illness-related stigma, strengthen 
awareness of the possibility of recovery 

among consumers and staff, and incorpo-
rate consumers in their wider communi-
ties in meaningful ways. 
     At the conclusion of a twenty-one hour 
training program developed and delivered 
by the Center and Howie T. Harp, Peer 
Facilitators will work with consumers and 
program staff to shape services to better 
meet consumer needs.  Peer Facilitators 
are expected to promote the delivery of 
recovery-oriented services through their 
integration in the daily functioning of the 
CDTP at various levels of program devel-
opment and delivery. By offering support 
in the form of self-help, peer advocacy, 
and by working alongside clinicians in the 
co-facilitation CDTP groups, Peer Facili-
tators will illustrate the importance of the 
consumer perspective on engagement, treat-
ment and reintegration into the community.  
     Following a competitive application 
process in October, 2006 yielding a large 
number of responses from a wide array of 
community-based agencies, the Riverdale 
Mental Health Association (RMHA), and 
The Bridge Inc. were chosen as pilot sites.  
Executive leadership at RMHA and The  
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By Timothy Timlin 
F.E.G.S. Project COPE 
 
 

W hen I was younger, and as 
far back as I can remember, 
my life was topsy-turvy.  I 
always felt out of sorts.  

The world and life within it were immuta-
ble, while I was out of sync.  I lived in the 
world, though isolated from the objective 
reality we call life; removed from the sub-
jective reality, the awareness one needs to 
face life on life’s terms. 
     Like many of my peers, I was drinking 
at seventeen; however, it quickly esca-
lated to a prolific drinking career by the 
time I was twenty-one; drugs entered the 
picture around this time too.  For the most 
part I handled myself rather well more 
often than not at social functions, or so I 
thought. 
     Looking back in time I can now see 
that I was only fooling myself.  Either I 
was tippling the bottle with others of 
equal measure, or I had neither the 
awareness nor the honesty to admit my 
problem. 
     In what could have been a promising 
career I cycled through a number of jobs, 

moving on to the next position just before 
my last one caught up with me.  My 
drinking and drugging was beginning to 
interfere more and more as it had devel-
oped into a daily routine. I was on a slow 
descent into hell. 
     Forty came, and with it a dual addic-
tion to crack and alcohol.  I also started 
psychotherapy for the second time.  How 
effective could that be though, what with 
the ongoing addictions, which would not 
come to their present halt for another 
twelve years? 
     Through those years I was diagnosed 
as depressed: as clinically depressed and 
as manically depressed.  I’d also run the 
gamut of the typical anti-depressants, 
from amitryptiline to Zoloft. 
     In 1992, at forty-one years of age, 
around Christmas time, after a long, hard 
run on booze and crack, I collapsed: 
physically, mentally, and spiritually.  I 
asked my family for help.  I was admitted 
to a detox and what was to become the 
first of three “rehabs”.  Here on a prag-
matic basis I was introduced to the phi-
losophy of the 12 Step Recovery Fellow-
ship of Alcoholics Anonymous. 
     Upon discharge thirty days later I was 
encouraged to seek Recovery by regular 

attendance at Alcoholics Anonymous and 
taking all the suggestions.  I failed horri-
bly at first, getting a day here, a couple of 
days there.  Finally, I was referred to my 
first outpatient rehab. 
     Subsequently, I was able to achieve 
three plus years of sobriety before I re-
lapsed.  It would require a second and a 
third inpatient rehab before I “heard the 
news.” 
     There was something missing.  I had 
failed to integrate the basics of Recovery 
as I have come to know in the 12 Step 
Fellowships (Alcoholics, Narcotics and 
Cocaine Anonymous) with a comprehen-
sive understanding of my mental illness.  
It was only when I became involved in the 
Anonymous Fellowships that I began to 
get a handle on my alcoholism and sub-
stance abuse.  It would take a similar ap-
proach towards my mental illness to do 
the same. 
     In 2004 I was hospitalized for what 
was diagnosed as seizure disorder, cause 
unknown.  The doctors were not sure, but 
they said that it could have been caused 
by all my years of drinking and drugging. 
     The social worker assigned to me 
placed me with an Intensive Psychiatric 
Rehabilitation Treatment (IPRT) program, 

a day program called F. E .G. S./Project 
COPE.  Here a holistic approach is pre-
sented to help me develop and become a 
healthier individual. 
     I am learning to deal with the triggers 
and anxiety of everyday stress, to adapt to 
new life values and challenges.  As I un-
dergo these changes, I am striving to rec-
ognize the advantages and benefits each 
change brings.  Slowly but surely my life 
view becomes reoriented. 
     I grow.  I strive to maintain the neces-
sary balance called on for a successful 
daily journey.  I find that this balance has 
a natural feel to it, when I put my mind to 
it.  There is satisfaction to be found in my 
growth itself, in addition to the individual 
changes along the way. 
     I have traveled far from there to here.  
I am happy.  I am at peace.  Amen. 
     Timothy Timlin is working on his goal 
of becoming a CASAC and a social 
worker. He is the editor of COPING 
News, a publication about recovery for 
consumers and providers. F.E.G.S. Pro-
ject COPE is an IPRT (Intensive Psychi-
atric Rehabilitation Treatment Program) 
in Jamaica Queens. For more information 
on Project COPE or other F.E.G.S. pro-
grams please call 212-366-8038. □ 

Managing Life Transitions:  From There to Here 

By Kathy Rosenthal, LCSW 
Vice President, Long Island Regional 
Operations, F·E·G·S Health  
and Human Services System 
  
 

S ara lives alone in a single family 
home where she has lived for the 
last 45 years.  Her husband died a 
couple of years ago and she re-

cently suffered the loss of one of her sons 
and a few of her close friends.  She has 
two daughters who live several hours 
away in Pennsylvania and one son who 
lives on Long Island, but is consumed 
with caring for his wife who is ill.  While 
she is relatively healthy physically, Sara 
has recently been feeling lonely and iso-
lated, and is having more and more diffi-
culty taking care of herself and her home. 
She has also faced great challenges in 
getting to and from medical appointments 
and attending to daily chores such as 
shopping and cleaning. 
     Sara was seriously considering moving 
out of Long Island to be nearer to her 
daughters who live in PA.  She did not 
want to leave, but felt that her options 
were limited…until she heard about Pro-
ject Independence, a new initiative that is 
being offered in the Town of North Hemp-
stead in Nassau County—a neighborhood 
NORC supportive services program.   
    NORC is a term that was coined in the 
mid 1980’s to describe the growing phe-
nomenon of communities in which people 
had aged together in place, forming Natu-
rally Occurring Retirement Communities.   
     According to the US Census Bureau, 
the population of individuals over the age 
of 65 is projected to double between 2000 

and 2030, growing from 35 – 70 million.  
In response to this exponentially changing 
demographic, programs to support these 
naturally aging communities started to be 
organized in New York City, in several 
upstate New York communities, and in 
other regions of the country. While 
NORC Supportive Service Programs 
(NORC SSPs) look different in each com-
munity, the goal is the same:  to help en-
able people to remain safely in their 
homes/apartments and communities in 
which they have lived for many years, and 
in which they are comfortable with maxi-
mum independence and dignity even as 
they grow older and frailer. NNORC SSPs 
also serve well seniors, engaging them as 

vital community members who help to 
direct and build program services. 
     Individuals transitioning to later stages 
in life commonly face loss: loss of part-
ners or spouses, loss of one’s own health 
or the ability to function well and inde-
pendently, etc.  These losses often result 
in depression, anxiety, fear and increased 
rates of substance abuse.   
     NORC SSPs have helped enable sen-
iors to forestall going into assisted living 
situations. NORC SSPs have become a 
positive, empowering way to tap into the 
skills, interests and needs of aging indi-
viduals and to assist older individuals 
manage their transition to more frail 
physical and emotional states. 

     These NORC SSPs have a few key 
hallmarks: (1) they do not duplicate exist-
ing services but, instead, they bring to-
gether the particular skills of service 
agencies and are organized as partner-
ships; (2) they are characterized by the 
mobilization of the community, in which 
the residents themselves are key players 
in all facets of programming – planning, 
governance, volunteerism and service 
provision,  program development and 
fund raising, and program evaluation; (3) 
the model has attracted a combination of 
private/philanthropic dollars and govern-
ment contracts (city, state and even fed-
eral) to support program services.  
     Through the leadership of UJA-
Federation of New York and New York 
City’s United Hospital Fund, legislation 
and funding was secured, which enabled 
New York City’s Department For The 
Aging and New York State’s Office For 
the Aging to fund a growing number of 
programs.  The first projects, organized in 
NYC, are now referred to as classic or 
vertical NORCs, because they have com-
mon ownership-landlord, co-op board or 
public housing authority.  In order to ob-
tain the government funds, at least 40% of 
the population in the NORC catchment 
area had to be at least 60 years of age, 
and the housing entity was required to 
provide a match.   
     A couple of years ago, it became clear 
to organizations like F·E·G·S Health and 
Human Services System that there was 
both significant need and tremendous 
potential to learn from the NORC SSP 
model that had been successfully utilized  
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By Deborah Langosch, PhD, LCSW 
Project Director, The Kinship Care  
Program and The Center for Trauma 
Program Innovation 
JBFCS 
 
  

A pproximately 2.4 million 
grandparents and extended 
family members are raising 
relative children in the U.S. 

(US Census, 2003). A myriad of societal 
ills have contributed to the increase in 
kinship care families such as substance 
abuse, AIDS, parental neglect, physical 
and sexual abuse, death, family violence, 
incarceration, divorce and homelessness.  
Grandparents have assumed this signifi-
cant role in order to help their grandchil-
dren maintain a sense of family identity 
and provide continuity, conditions se-
verely undermined by separation from 
biological families.   
     This expanding phenomenon of grand-
parents and relatives functioning as parent 
surrogates for their grandchildren has 
posed both challenges and benefits for the 
caregivers. Although relatives’ (referred 
to hereafter as grandparents or caregivers) 
homes are increasingly being considered 
as beneficial placements for children 
without parents, often grandparents enter 
this relationship with ambivalence and 
uncertainty.  Although they care deeply 
about the welfare of their grandchildren, 

understand the importance of maintaining 
familial and ethnocultural ties and do not 
want their grandchildren placed with 
strangers, they are also aware of the sacri-
fices involved in parenting a "second time 
around." They struggle with the discrep-
ancy between their hopes and plans for 
themselves and their concern for their 
grandchildren.  

Developmental Dissonance 
 
     It is helpful to look at custodial grand-
parenting from a life-span developmental 
perspective (Hayslip and Patrick, 2003; 
Kopera-Frye and Wiscott, 2000) and how 
caregiving alters the usual course of mid-
dle and old age. Although most grandpar-
ents voluntarily assume care of their 
grandchildren when parents were unable 
to do so, they had not envisioned raising 
children at this point in their lives.  
     Caregiving causes grandparents to revise 
their lives in their later adult developmental 
stages.  Many had been looking forward to 
being traditional grandparents and now ex-
perience a sense of deprivation as they be-
come parents again.  This developmental 
dissonance was described by Kegan (1982) 
as being painful, protracted and life disor-
dering as the shift occurs from one role to 
the next.  Grandmothers in Poe’s (1992) 
study felt they had lost their identity as lov-
ing grandparents and turned into “mean old 
ladies” as they raised their grandchildren. 
Kelley and Whitley (2003) found that care-
giver’s feelings of anger and resentment 
especially towards the parents were intensi-
fied as a result of assuming this unexpected 
and unwanted role. Minkler and Roe (1993) 
and Poe (1992) found that some grand-
mothers had regressed to earlier develop-
mental stages due to the stress of their 
new roles as they gave up ambitions and 
goals for their future. 

Caregiver Responses 
 
     Grandparent’s reactions to caregiving 
can best be understood as a continuum 
ranging from their being overwhelmed 
and frustrated to feeling rewarded and 
satisfied by this role.  
 

Caregiver Burden 
 
     Langosch, (2005), Conway and 
Stricker (2003), Minkler and Roe (1993), 
Poe (1992), and Thomson and Minkler’s 
(2000) research found that caregivers ex-
perienced disruptions in plans and expec-
tations for mid or late life, a loss of con-
trol relating to giving up jobs, independ-
ence, financial security, privacy, leisure 
and social supports and a loss of self-
esteem and self-image.  
     Some caregivers resigned from jobs 
due to the many demands of raising trou-
bled or ill grandchildren. The grandchil-
dren may have special needs as a result of 
the trauma and circumstances that led to 
kinship care placement and frequently 
have emotional, learning and behavioral 
problems. Grandparents felt overwhelmed 
by their grandchildren's problems, espe-
cially in today's society and might be un-
familiar with services and programs to 
help them. Many had imagined this time 
being one with fewer responsibilities and 
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By Nancy Alexander, LMSW 
Social Worker 
Bronx REAL/Intensive Psychiatric  
Rehabilitation Treatment Program 
JBFCS 
 
 

A t the Bronx REAL Center we 
offer a variety of programs to 
help clients living with mental 
illness, from continuing day 

treatment programs and intensive case man-
agement to a recovery consumer self-help 
program and supported apartment programs. 
The Bronx REAL IPRT (Intensive Psychiat-
ric Rehabilitation Treatment) is all about 
transitions. Consumers come to us deter-
mined to “choose, get and keep” one of four 
goals:  improving socialization skills to 
avoid isolation and to cultivate the social 
networks vital to maintaining recovery and 
stability; finding appropriate and increas-
ingly independent housing; exploring edu-
cation options, whether for literacy, GED 
preparation or college level matriculation; 
or achieving vocational success—training 
and obtaining satisfying voluntary or paid 
employment.   
     Clients seek us out because they want 
to move forward in their recovery process. 
Wanting and achieving, however, do not 
always go hand in hand.  As social work-
ers, caseworkers and direct care givers, 
we are all too aware of how difficult the 
transition can be from a lonely and symp-
tomatic existence to the rewarding but 

stressful world of daily responsibilities.  
We work on balancing optimistic but 
sometimes unrealistic, ambitions with 
obtainable goals. When the plan works 
out, we are thrilled for the client and, yes, 
ourselves. (We also want to see great re-
sults from our collaborative therapy and 
rehabilitation work.)  Sometimes, though, 
implementing a plan proves to be over-
whelming for a client and this disappoint-
ment can be heartbreaking for all of us. 
Some derailings are not a surprise because 
the plan made us apprehensive. This can 
be frustrating, but we need to remember 
that the clients are shaping their lives and 
our job is to support, not control. Our job 
is to hold on to hope, let go of judgments, 
and remember the reality we wish for our 
clients will not have a fairy tale ending, 
but rather, it is a recovery process.  
     At the IPRT our Creative Writing for 
Rehabilitation Readiness group not only 
helps  people communicate in writing, it 
can free imagination and the power of 
expression as a key to self-knowledge, 
self-esteem and self-empowerment.  Some 
clients live in a world in which they feel 
they either have nothing to say or no one 
to listen.  In our group, everyone must 
write, everyone must read aloud what they 
write, and everyone is asked to share their 
observations in an articulate and suppor-
tive manner.  Usually the clients write 
about a picture that seems to have a 
story—or many stories—locked within it 
that they can discover and describe.  

     On one occasion, they were asked to 
write about themselves and their illness; 
about a transitional moment, how they got 
there and how it felt. As they listened to 
each other describe their moments of transi-
tions, there were nods of recognition around 
the room. Their struggles are universal. 
     Below are some samples of the writing 
group as they were asked to write about a 
transitional moment. 
  

Transitions in My Life: 
How I Got There, How it Felt 

 
     “My life was unmanageable.  The peo-
ple I associated with were bad news.  
They were a bad influence over me.  
     I had to go through the hospitals, shelters, 
state hospitals, jail, and then finally a resi-
dence to live in.  Now I live at the Apart-
ment Treatment Program.  I am trying to 
become a renewed person.  It’s still hard but 
I am more stable and happier sober. 
     My breakthrough was being able to get 
the right type of medication but after two 
years I didn’t want to take it any more. 
     I started to want to go to work or 
school but I could not think straight.  I 
had to go into the hospital over and over 
again until I saw that I had to stay on 
medication.   
     I take a lot more medication now but at 
least I am coming back to reality.  Hope-
fully I will have the potential to earn a 
good sum of money one day.”   

Dwayne J. 

     “When I first came to the Bronx REAL 
I felt very shy and was very quiet.  The 
staff introduced me to everybody and also 
to the clients.  I felt very depressed be-
cause no one talked to me.  It took me 
some time to get to know everybody: I 
wanted for them to listen to me so I could 
have their feedback on my feelings.  So 
then I went to my groups.  At first it was 
boring but I gave it a try and went back.  I 
started to speak up little by little, and then 
I started to like it here.  It helped me a lot.  
I also like my internship on the Reception 
Team that I do on Monday and Friday.  It 
was a good experience for me.  I feel 
happy for what I did.” 

Yolanda H. 
 
     “My problem was I never used to take 
the medicine which was so important to 
me. This caused me to have many hospi-
talizations.  In the hospital, when I used to 
feel well, it was because I was taking the 
medication.  Later, when I wasn’t taking 
it, I lost control of my chemical balance 
and had to go back to the hospital.   
     The last time I was in the hospital it 
was for eight months.  To be away from 
my husband and my daughter--it really 
affected me.  It was like I lost custody of 
my daughter; she wasn’t with me.  I had 
time to think and realized how very im-
portant the medicine was; it is my life.  
Now I don’t play with my medication or  
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Grandparents Parenting Again:  
Managing the Challenges and Appreciating the Rewards 

Deborah Langosch, PhD, LCSW 

Supporting Consumers in Transition 
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By Benjamin R. Sher, LMSW, Director  
of Training and Staff Development 
Institute for Community Living 
 
 

A s people live longer and 
medical inventions help to 
sustain life, more and more 
Americans are faced with 

being parents to their aging parents.  
Known as the Sandwich Generation, it 
is believed that almost 22.4 million 
Americans provide care for their elderly 
parents at the same time that they are 
caring for their children under the age 
of 25.  This article attempts to shed 
light on this life transition phenomenon, 
as well as describe some ways to man-
age the process. 
     According to Carol Abaya (1999), a 
prominent New Jersey journalist and 
self-made expert on this life transition, 
more and more people are ‘sandwiched” 
between aging parents who need care 
and care for their own lives, including 
children.  Ms. Abaya adds two new 
terms to the mix; the Club Sandwich, 
people who are in their 50’s to 60’s who 
have aging parents, adult children and 
grandchildren, or are in their 30’s to 
40’s and have aging parents and grand-
parents.  Her second new term is Open 
Faced Sandwich, for anyone else who is 
involved in elder care, be it adult sib-
lings, friends, neighbors, or caregivers. 
     Approximately 22-25% of US fami-
lies are involved in some sort of elder 
care.  It is believed that this number 
could increase to 60% in as little as ten 
years, as more and more Baby Boomers 
get older.  This issue has raised many 
dilemmas for us.  We are raised to be-
lieve that adults should be independent 
and able to care for themselves.  How-
ever, at the same time, as people live 
longer they are more likely to become 
the frail elderly who need more care.  
Also becoming parents to aging parents 
is a role reversal; suddenly the people 
who cared and raised us are depending 
on us for care and decisions.   
     The emotions related to this role 
change are many, from frustration to 
sadness to despair.  The confusion re-
lated to health care for the elderly in the 
United States is enormous, as is the 
fragmentation of services and resource 
limits.  These issues, as well as the new 
experience for the Sandwich Generation 
has raised an entire cottage industry on 
estate planning, advanced directives, 
elder care, and managing the care of 
senior citizens. 
     Our neighbors to the north are not 
immune to this new life transition.  In a 
recent 2002 study in Canada, it was 
found that 3 in 10 Canadians aged 45-64 
(or 712,000 people) were caring for an 
elderly person at the same time they 
were raising children under the age of 
25.  Of this group, 8 out of 10 of them 
worked outside of the home and had to 
change their work schedule to care for 
their elderly parents.  15% of them re-
duced their hours, 20% changed their 
work schedules to fit the needs of their 
parents, and 10% lost income as a result 

of their care giving.  4 in 10 incurred 
extra expenses, such as telephone calls 
and the purchase of durable medical 
equipment.  As in American studies, 
women were sandwiched more than 
men.  Women in Canada spent nearly 
two times (or 29 hours) per month giv-
ing care than men, and they were more 
often called upon to give personal care, 
such as bathing, hygiene, cleaning, and 
laundry.  Men spent less time in care 
per month and were often doing the 
transportation and home repair.  Nearly 
75% of all elder care in Canada was to a 
child’s parents.  One half of the people 
in the study reported changing their 
social activities as a result of their care 
giving, and one third changed their 
work schedule.  The Canadians in-
volved in care reported being stressed; 
70% of them reported stress as com-
pared to 61% of Canadians who did not 
care for elderly adults.  However, these 
individuals still overwhelmingly re-
ported (95%) satisfaction with their 
lives, even on a greater scale than non-
care-giving adults. 
     In America, there has been research 
to examine the financial burdens of the 
Sandwich Generation.  In a 1999 Met-
Life Juggling Act study, eldercare was 
estimated to cost upwards of $659,000 
over a person’s lifetime in lost wages, 
lost social security, and lost pension 
contributions.  Estimates for this lost 
productivity have ranged from $11 to 
$30 billion, or an average of 
$25,000/year for each employee in-
volved in care.   
     84% of the people reporting in the 
MetLife study took sick leave or vaca-
tion time to care for their elderly par-
ents, or they changed from full-time to 
part-time employees, or they flat out 
quit their jobs or resigned to care for 
their parents.  29% of the study reported 
being passed on promotions, training 
opportunities or new assignments due to 
their eldercare responsibilities.  25% of 
the study reported being passed over for 
transfers or relocation opportunities. 
22% of the study said that they could 
not acquire new job skills and compe-

tencies due to outside of work eldercare 
demands.  Members of the study re-
ported spending an average of $19,500 
in non-reimbursable expenses, such as 
food, transportation costs, assistance 
with rent and/or mortgages, and home 
health aide care. 
     A 2005 Pew Research Center Study 
found that 71% of all Baby Boomers in 
the year 2005 aged 41-59 had one living 
parent, up 10% from a study done a dec-
ade ago, where 61% of those surveyed 
had a living parent.  95% of these Pew 
Study members were employed outside 
of the home.  60% were married and 
had at least one child.  Nearly half of 
the 2005 individuals surveyed provided 
care for their elderly mothers (women 
out live men), and most of them were 
45+ and female (75%).  Women in all 
the studies researched for this article 
were the ones who changed jobs, re-
duced hours, or sought flextime to care 
for their elderly parents or in-laws.  
They spend an average of 17 years rais-
ing children and 18 years taking care of 
an elderly parent. 
     The Sandwich Generation is only 
likely to grow as people get older and 
live longer, fertility rates continue to 
decline, and people delay having fami-
lies.  This last issue is one of the major 
reasons why many people find them-
selves sandwiched between children in 
college at about the same time parents 
are getting to the point of needing care. 
Though there are no clear guideposts for 
this new life transition, many people 
have offered ideas to help. 
     The first is to be realistic.  There is 
no right or wrong way (short of elder 
abuse) to manage this sandwich phe-
nomenon.  Every situation and relation-
ship is going to be different, and this 
needs to be the first item to address as 
people plan for their older parents.  
There is also no magic wand to solve all 
of life’s problems; frustration and set-
backs will occur.  In all, take care of 
yourself as you take care of others.  If 
you do not eat right, get enough sleep, 
have fun, laugh, enjoy your life part-
ners, and exercise, then the stress of 
the sandwich generation is sure to eat 
you up. 
     Another idea is to plan early.  If you 
are reading this article and have older 
parents, now would be the time to have 
a realistic discussion with them, one 
that respects their autonomy and life-
long experience.  Explore such options 
as long-term care insurance (insurance 
that pays for extended medical care), 
living arrangements, medical care deci-
sions, financial and estate planning, and 
your parent’s expectations. Ask them 
what they want to do, and consider what 
it means if they choose to live with you 
in your home. 
     Multiple generations growing up in 
one household can be an enriching and 
enlivening experience.  It can also be 
hard.  Knowing your parent’s financial 
assets and limitations may fuel a deci-
sion as to where your parents may live 
in their later years.  Of course, if you 
have your own kids who returned to the 

nest (“boomeranged”) after some time 
away, this will also affect decisions on 
living arrangements.  Your adult chil-
dren living at home should be expected 
to contribute to household finances, and 
they should know what it means if their 
grandparents are going to live with you 
as well.  
     Explore benefit options at your 
workplace.  Some companies, out of 
economic necessity, have begun to ad-
dress the needs of the Sandwich Gen-
eration.  If your company has an em-
ployee assistance program, make an 
appointment with them to discuss elder-
care planning and support.  In the short 
term, you can take advantage of the 
Family and Medical Leave Act 
(FMLA), which (if your company is 
bigger than 50 employees) allows you 
to take up to 12 weeks of leave to care 
for your elderly parent.  The primary 
care physician has to acknowledge you 
as the provider in order to obtain 
FMLA. 
     Many companies offer Flexible 
Spending Accounts, a pre-tax savings 
that is used to reduce the costs of medi-
cal expenses for dependent persons.  
Check with your benefits administrator 
to see if your elderly parents can be 
included in this policy. 
     Longer-term options for care will 
require you to be creative.  Explore 
flextime and telecommuting options 
with your human resources department.  
Some companies offer job sharing and 
staggered hours or compressed shifts.  
Again, these would need to be reviewed 
through your companies’ personnel 
manual or HR Department. 
     If you have siblings, share the elder-
care duties with them.  See if neighbors, 
adult daycare, or home health aides can 
assist in the care of your parents.  Many 
home health aides advertise on Craig’s 
List or in papers geared towards differ-
ent ethnicities.  For a fee, a geriatric 
care manager can be hired who can help 
you in the research and decision-making 
you need to do.  Try not to mix business 
with these personal issues; call on your 
lunch hour or after work.  Have an open 
discussion with your supervisor, more 
than likely they will be able to identify 
with this issue as well. 
     In all, do not neglect yourself or 
your personal life.  Discuss these issues 
with your life partner, and be open 
about the emotions related to caring for 
one’s parents at the same time as raising 
children.  Unfulfilled dreams in your 
relationships that feel like they are “put 
on hold” due to the Sandwich Genera-
tion will surely lead to frustration and 
anger.  Find a listening ear, lean on a 
shoulder, and remember – your parents 
cared for you, and now they need your 
help.  Think of the Canadians who were 
in this sandwich role, though most of 
them were stressed, they were still over-
whelmingly positive about their lives.  
Enjoy the fact that at the same time you 
see the next generation growing up, you 
get to spend many years with the last 
generation who helped raise you. □ 

Managing Life Transitions: The Sandwich Generation 

Benjamin R. Sher, LMSW 
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Easing Life Transitions For Seniors  
By Giselle Stolper 
Executive Director 
The Mental Health Association 
of New York City 
 
 

I n the past year we have devoted a 
great deal of column space in both 
Mental Health News, and its sister 
publication, Salud Mental, to the 

importance of addressing depression in 
older adults in New York City. As this 
issue’s theme is “Managing Life Transi-
tions,” our efforts to heighten awareness 
of depression among our city’s senior 
citizens is especially relevant. 
     Depression among seniors is one of 
our nation’s, and our city’s most pressing 
mental health concerns. Among 35 mil-
lion Americans in the United States, the 
National Institute of Mental Health 
(NIMH) estimates that two million of 
them suffer from some form of depres-
sion. NIMH further cites depression as 
one of the most common disorders associ-
ated with suicide in older adults – signifi-
cant because while older adults comprise 
only 13 percent of the United States popu-
lation, they account for 18 percent of the 
30,000 suicides committed in the US 
each year. White men over the age of 85 
are five times more likely to take their 
own lives than the rest of the population 
in general. 
     Studies over the years have indicated 
that older adults have not taken depres-
sion seriously as an illness, and therefore 
have been reluctant to seek treatment. In 
2002, a study conducted at the David Gef-
fen School of Medicine at UCLA found 
that that 41 percent of the older adults 
who responded – all patients who had 
tested at risk for depression – attributed 
their symptoms to aging and did not be-
lieve it was important to mention their 
concerns to a doctor. 
     In the first half of 2006, in partnership 
with York City Department of Health and 
Mental Hygiene (DOHMH) and the New 
York City Department of the Aging 
(DFTA), the MHA of NYC conducted 
education sessions and mental health 
screening in senior centers to increase 
older adults’ awareness of clinical de-

pression, effectively identify those sen-
iors who may be at risk, and link them 
to treatment. 
 

The Pilot Program Agenda 
Breaking the Ice and Gaining Trust 

 
     The program was designed to help 
increase participating seniors’ receptivity 
toward the training and screening process. 
At each center, staff professionals “broke 
the ice” by introducing a psycho-
educational game, “Feel Good Bingo.”  
Employing a fun and familiar format into 
the psycho-education reduced the stigma 
associated with mental health conditions 
and served as an entree into the mental 
health screening.  Using the traditional 
bingo format, the game educates the play-
ers about the symptoms of clinical depres-
sion, the positive benefits of treatment, 
and provides concrete information about 
how to access treatment from appropriate 
professionals. 
     Immediately following the game, 
participants were asked to complete a 
post-test, consisting of eight true or 
false questions about clinical depression 
and its treatment. Once completed, the 
post-test was reviewed aloud, which 

provided a final opportunity to ensure 
that participants had as thorough and 
accurate an understanding about depres-
sion as possible. 
     During the mental health screenings, 
seniors self-administered the Patient 
Health Questionnaire 9 (PHQ-9) in either 
English or Spanish, and then reviewed the 
results one-on-one with a trained mental 
health screener.  All participating seniors, 
regardless of screening outcome, received 
information about depression self-care, 
information about MHA of NYC’s mental 
health crisis, information and referral hot-
line, 1-800-LIFENET, and a small give-
away prize following the screening. 
     If seniors scored 10 or greater on the 
PHQ-9, screeners recommended a referral 
to their primary care physician (PCP) for 
evaluation, diagnosis, and to discuss treat-
ment options.  If seniors wished to be 
referred to a mental health professional 
rather than their PCP, screeners made 
contact with LifeNet to obtain appropriate 
referrals for the client.  Additionally, if a 
senior presented symptoms which war-
ranted emergency intervention or a more 
elevated response than a referral, MHA 
staff provided an immediate response. 
     The project was a terrific success. The 
MHA conducted seminars for 450 senior 
citizens in 22 Bronx senior centers, 
screened 380 seniors for depression, iden-
tified 63 seniors –16 percent – who were 
at risk for depression and linked 44 per-
cent of them to treatment. 
     Based on the first six months of the 
initiative’s operation, it is clear that this 
program provides a vital portal to mental 
health evaluation and treatment through 
the referral to primary care physicians. 
Further, educating senior center staff 
about the prevalence and dynamics of 
geriatric depression further ensures ongo-
ing access to mental health evaluation and 
treatment through the intervention of their 
social service providers. 
 

An Expanded Public Education 
and Screening Initiative  

for New York City’s Seniors 
 

     With project objectives met for the 
Bronx geriatric depression screening pro-

gram, the MHA of NYC is working in 
tandem with DOHMH and DftA to repli-
cate the geriatric depression education and 
screening model within discrete high-need 
communities. 
     In April, the DOHMH Department of 
Epidemiology issued a survey, Seniors at 
Risk for Social Isolation: Analysis of Vul-
nerability Indicators, which established a 
need to identify populations of older 
adults who lack adequate access to appro-
priate physical and mental health treat-
ment, which can lead to depression, de-
layed care-seeking, poor nutrition, un-
treated medical conditions and ultimately, 
premature death. 
     Through a survey of approximately 
10,000 respondents, the team pinpointed 
several communities in Manhattan, 
Brooklyn, and Queens including China-
town, Bedford-Stuyvesant, Carnarsie, 
Borough Park, Ridgewood, Forest Hills, 
and Flushing. Within these communities, 
seniors are not provided with mental 
health services routinely in the senior cen-
ters, centers may be in service-poor areas 
in which mental health services are not 
available at all, or if they are, are not eas-
ily accessed due to long waiting lists; and 
clients of the city-funded centers are more 
likely to have low incomes or be strug-
gling with poverty, which is another sig-
nificant risk factor for depression (in the 
general population and for seniors). 
     We are targeting approximately 37 
senior centers in which to conduct semi-
nars and screenings among a target popu-
lation of 400 older adults. DOHMH will 
provide professional training to the pri-
mary care physicians and other medical 
staff. 
     Emotional pain and a potentially short-
ened life span are too high a price to pay 
for an illness that can be detected and 
treated. There are many more communi-
ties in need of such education and screen-
ing programs for their seniors. MHA of 
NYC is committed to getting the word out 
that early detection and treatment can 
make a tremendous difference. □ 

Giselle Stolper 
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The Mental Health Association of New York City  
If you are in crisis or want to contact us regarding a personal issue, please call 1-800-LIFENET (1-800-543-3638) 

Our mental health professionals at 1-800-LIFENET are available 24 hours a day, 7 days a week. 
 

For assistance in Spanish call 1-877-AYUDESE (1-877-298-3373) 
 

For assistance in Asian languages call Asian LifeNet at 1-877-990-8585 



By Peter C.  Campanelli, PsyD 
Founder, CEO and President 
Institute For Community Living 
 
 

W hat began twenty years ago 
as a conceptual model in a 
doctoral dissertation is now 
one of the most respected 

and award-winning human service agen-
cies in New York City. The ICL behav-
ioral care network encompasses 83 com-
munity-based programs in New York City 
and Montgomery County, Pennsylvania. 
ICL and its affiliates employ over 1,000 
people that serve over 8,000 differently-
abled New Yorkers and their families 
each year. To these individuals, ICL pro-
vides over 1300 units of housing; service 
in mental health care clinics; health care 
for special needs populations; assertive 
community treatment and blended case 
management teams; support for people 
with AIDS; assistance to families in dis-
tress at schools and community clinics; 
and vocational support. 
     ICL is one link in a growing chain 
dedicated to reaching out and helping a 
vulnerable and diverse population. Mental 
retardation, mental illness, homelessness, 
physical and psychological abuse, sub-
stance abuse and addiction penetrate all of 
society and are not confined to one gen-
der, class, age, race or region. We have 
grown by diversifying our services and 
working together with other community 
organizations and agencies to reach every-
one with the most effective care. As we 
work within our own system to strengthen 
our practices and reach a diverse popula-
tion, we also form new partnerships and 
nurture existing external relationships. 

 
Beginnings 

 
     Twenty years ago, few community 
organizations focused on housing and 
support services in the community, and 
patients would find themselves in a re-
volving door of hospitalization, going in 
for treatment for five-to-six weeks, get-
ting discharged and returning to the hospi-
tal shortly thereafter, having been unable 
to succeed living independently. What 
had begun in the early 1960s as a noble 
social design to permit people to live in 
the least restrictive community setting 
possible had deteriorated into homeless-
ness and substance abuse problems for 
those who had been promised a better 
life outside of the walls of the psychiat-
ric hospital. 
     ICL began by providing residential 
services to 150 people in Brooklyn, New 
York in its Stepping Stone Residence. 
Initially, ICL operated congregate pro-
grams like Stepping Stone that provided 
case management service coordination. 

As it became apparent that consumers 
living in its congregate facilities were 
capable of more independent living, ICL 
programs provided more normalized resi-
dential options in communities through 
scattered-site apartment programs. These 
apartment programs came with the avail-
ability of flexible case management sup-
ports. This sensitivity to individual needs 
and abilities set a precedent for how ICL 
would adapt and respond to the needs of 
the community.  

 
Programs for Different Needs 

 
     ICL programs are person-centered, 
developed based on the expressed need of 
people with serious mental illness and 
developmental disabilities. ICL has grown 
from a residential agency to a behavioral 
care network encompassing mental health 
and mental retardation housing, as well as 
outpatient, outreach and medical services 
to adults, children and families. Many of its 
programs have become models other pro-
viders across the country seek to emulate. 

 
Co-Occurring Substance Abuse  

 
     ICL was one of the first agencies to 
develop a cluster of residential services 
integrated with substance abuse and men-
tal health treatment services in a therapeu-
tic community setting. This approach has 
since been empirically proven to result in 
better outcomes for people suffering from 
co-occurring mental illness and substance 
abuse disorder. As individuals complete 
the rehabilitation and recovery programs 
in ICL's modified therapeutic communi-

ties, they migrate to apartments but have 
constant access to continued support.   
 

Children and Families 
 
     Many individuals have children from 
which they had been separated as a result 
of their homelessness and disabilities. 
Once in recovery, many of these people – 
primarily single mothers – want to reunite 
with their children and raise them. In the 
early 1990s, ICL developed the Emerson 
Davis Family Development Center.  This 
was the very first apartment building in 
New York State designed to provide fam-
ily accommodations to parents who suffer 
from a serious mental illness. Designed as 
a transitional facility that prepared fami-
lies to move into more independent nor-
malized apartment settings, the building 
has on-site supports to provide behavioral 
parent training, case management, tutorial 
services and therapeutic service. 
     Building on the success of the Emer-
son Davis family development Center, 
ICL has formed a child, family and com-
munity support division. This five-year-
old division operates several mental 
health clinics in southern and eastern 
Brooklyn, as well as multiple school-
based mental health teams. This division 
has based its development on the organ-
izational implementation of evidence-
based treatment in the areas of depression, 
trauma and family treatment. 
     ICL’s Child and Family Residences 
include scatter-site apartments in Brook-
lyn serving women with HIV/AIDS. We 
also offer housing and case management 
supports for dually-diagnosed (mentally 
ill and HIV-positive) single women and 
mothers with their children. Linking them 
to the resources and assistance they need, 
we help individuals take care of their 
health so they can lead full lives. 
 

Shelters 
 
     Social, medical, psychiatric and voca-
tional services are as necessary as afford-
able housing in helping the homeless get 
and stay off the streets. In many cases, the 
homeless are severely mentally ill and 
have had bad experiences getting treat-
ment, so they refuse it altogether. In a 
new model of care for people who are 
homeless, ICL now offers on-site mental 
health and medical services at several 
Brooklyn shelters. For participants, there 
is automatic linkage to ICL’s network of 
services. 
     Post-traumatic stress and substance-
use disorders are prevalent among home-
less, urban women with serious mental 
illness. ICL recently received a five-year 
grant of $400,000 per year from the Sub-
stance Abuse and Mental Health Services 
Administration (SAMHSA) that has en-

abled ICL to pilot services to homeless 
women in a 70-bed women’s shelter in 
Park Slope, Brooklyn. 

 
Health in Body and Mind 

 
     Individuals with personal histories of 
poverty, homelessness, chemical abuse, 
hereditary illness and limited access to 
medical care often have co-occurring 
medical illnesses. Their mortality rates are 
substantially higher than the general 
population, and they are plagued by medi-
cal problems reflecting an aging process 
10-20 years ahead of their chronological 
age. In July 2001 HealthCare Choices, 
Inc., (HCC) was licensed as a medical and 
dental clinic for special needs individuals. 
Today that clinic provides service to over 
1500 individuals and received a first-place 
award from the Eli Lilly foundation in the 
area of clinical medicine. 
     HCC recently teamed with ICL 
Lawton Street Residence to bring a 
“Healthy Choice Campaign” to Lawton 
residents. Using some of the curriculum 
from the Eli Lilly Diabetes Smart Start 
program, the campaign teaches residents 
what a healthy lifestyle means and how to 
make changes toward one by incorporat-
ing nutritious food and exercise into their 
routines, managing their chronic medical 
conditions and making the best out of 
medication. To fight the growing inci-
dence of mental illness and co-morbidity 
diseases, such as diabetes, The United 
Hospital Fund has given ICL a $75,000 
one-year grant. Working with 90 consum-
ers, 30 staff members are researching, 
developing and testing protocols. The 
goal is to create a self-care and care coor-
dination multi-dimensional “tool kit” for 
adult clients and health care providers that 
will help control and treat diabetes and 
co-occurring mental illness. Preliminary 
results are encouraging -- reflecting better 
diabetic control in response to the applica-
tion of the toolkit. 

 
Collaborating for Effective Care 

 
     ICL has formed many valuable links 
with other agencies and consultants, too 
numerous to mention individually. They 
come together to learn from each other, 
working toward a common goal. These 
collaborations allow ICL to network, have 
meaningful dialogue on public behavioral 
health issues and create a message of what 
we, the experts in the field, believe is nec-
essary to provide effective care. 
     Outside collaborations improve the 
quality of the care ICL gives to its clients. 
Evidenced-based treatment and best prac-
tice strategies rely on steady collabora-
tions and dialogue. Research and practice  
 

see 20 Years on page 26 
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By Adrienne Johnson 
and Katherine Winkleman 
 
 

A rt can unite a culture or rise 
against it, affect change or 
start a revolution; it can offend 
or inspire, be put on display or 

kept private, speak out opinions and speak 
to others. Art holds the same possibilities 
for the clients at the Institute for Commu-
nity Living (ICL), and its potential has 
helped empower those living with mental 
illness, mental retardation and/or develop-
mental disabilities (MR/DD). Overlook-
ing no outlet for personal growth, recov-
ery and independence, ICL encourages 
the individual expression of its clients. 
The words, images and music, straight 
from the voices, hands and hearts of ICL 
clients, reveal the unique stories and per-
spectives of those in the ICL community, 
and they inspire those of us lucky enough 
to catch a glimpse. 
     The Arts Project Initiative (API) ex-
tends into each program of ICL. Peter 
Campanelli, CEO and President of ICL, 
views API as a vehicle for the use of ex-
pressive arts in the programs, an opportu-
nity for individuals to express themselves 
and a way to showcase their creativity. 
Residences and programs ensure each 
client has the opportunity to explore vis-
ual art, spoken word, music and poetry – 
any creative outlet that speaks to the indi-
vidual. The project has born a body of di-
verse works that ICL celebrates with pride. 
     A banner was created by ICL clients 
with mental retardation and/or develop-
mental disabilities (MR/DD) under the 
guidance and artistic talents of Dylan 
Stanfield, the division’s arts and activities 
counselor. The banner, 15 feet long and 4 
feet wide, was done with color acrylic on 
canvas and, as Andrea Romano, Senior 
Vice President, ICL, and Stanfield had 
envisioned, “takes your breath away.” In 
vibrant designs and colors, the banner 
highlights the living arts, encompassing 
all of ICL and focusing on the people ICL 
serves. The sun and the sky represent the 
artists’ optimism, the different levels of 
growth and their sense of moving for-
ward. According to Romano, “despite no 
previous experience with adults with 
MR/DD, Dylan’s passion for art, excep-
tional talent and an enthusiasm for shar-
ing his passion has encouraged our con-
sumers to express their feelings through 
art, on their own terms.” 
     The banner project paved the way to 
the first exhibition at the Brooklyn Mu-
seum by 20 artists with MR/DD. These 
talented individuals used color, symbols 
and paint to express their emotions, im-
pressions and vision, resulting in the exhi-
bition, Finding Our Voices: Art as Ex-
pression. Each live in one of ICL’s resi-
dential programs for adults with MR/DD. 
In this safe and empowering community, 
they can grow as individuals and feel re-
spected for who they are. The exhibition 
celebrated the exuberance and freedom 
that art brings to people. It was the culmi-
nation of the Art Enhancement Project, a 
year long pilot project between the Mu-
seum and the Institute for Community 
Living (ICL). 

     The exhibit was an important step not 
only for the artists, but for ICL’s mission. 
ICL is committed to changing the outside 
perception of adults with MR/DD from 
those who need care to those who are 
strong and capable. The exhibit was a 
significant step toward breaking stereo-
types and reducing stigma. The art pro-
gram carries on and has expanded into 
select ICL Adult Mental Health Services 
programs. 

     Vividly colored, handmade panels 
form the artwork in The Lightbox Project, 
an endeavor conceived and facilitated by 
Monica Drewer-Tabacchi and Dylan 
Stanfield. Each box was worked on by 
teams of ICL clients, staff and community 
participants, including family members, 
to artistically capture milestones reached 
by participants over the past 20 years. The 
results are beautiful, luminous art pieces 
that express positive aspects of the impor-
tant and varied work that ICL offers each 
year to thousands of men, women, chil-

dren and families who have mental ill-
ness, mental retardation and/or develop-
mental disabilities. 
     At ICL Milestone Residence, the 
agency’s first and only program in 
Queens, clients benefit from integrated 
rehabilitative services and are involved in 
the day-to-day planning and program de-
velopment, as well as the Rehabilitative 
Arts and Activities Center (RAAC). En-
couraging residents to participate in 
RAAC‘s daily activities can be challeng-
ing. The goal is to share some of the 
many ways one can use art to express 
thoughts and feelings. Many clients are 
growing more comfortable taking advantage 
of the art studios, gallery, music rooms, art 
classes and regular poetry readings. 
     Residents are also treated to frequent 
practice sessions and performances of the 
house band The Mixed Nuts. Over the 
past few months, the band has become a 
familiar name in the ICL and mental 
health community. The trio in its present 
state - residents Rod Manigault and Tim 
Quinton, plus Rehabilitation Assistant 
Tim Noe - performed for the first time in 
March 2006. A positive buzz about the 
band began immediately, soon followed 
by offers of other gigs. Tim has come 
far—from being a shy resident who spent 
most time in his room to taking the stage 
as bass guitar player for the band. The 
front person of the band, he chooses the 
covers (all by The Who) and writes much 
of the original material. He says, “I did 
not realize my artistic potential until some 
people said my artwork was good.”  
     Tim has gained confidence and his 
periods of anxiety become less evident 
and frequent. His words are testimony not 
only to the impact music has had on him, 
but the vital role a supportive community 
plays in nurturing the strength of its mem-
bers. Though Mixed Nuts embrace dispa-
rate influences, all three members revel in 
making exuberant, entertaining and 
thoughtful new music. Bonded by living 
and working together, their goal is to tran-
scend their supposed limitations and take 
their talents to the highest levels possible. 
     Each day, clients at ICL continue to 
find their voices and express them. Their 
work summons strength and deepens a 
sense of self that help them to heal. As 
Rhotochia Jones, a former ICL client and 
the president of one of ICL’s Brooklyn 
community boards, writes, “My pain be-
came my gain—I was an emotional mess. 
I wore the garments of Desperation which 
birthed Inspiration.” 
     At the same time, the individual ex-
pression connects each to peers and the 
outside community. The poetry or the art 
of another person reflects a different vi-
sion and experience, but it brings to light 
common ground. In each other’s work, 
clients find someone else who may be 
struggling, someone else who understands 
their pain and their joys, their needs and 
their dreams, and most importantly, cli-
ents see they are not alone. 
 
     Adrienne Johnson is a writer and re-
searcher for Winkleman Company, a New 
York City-based public relations firm. 
Katherine Winkleman is a principal of 
Winkleman Company. □ 

Art That Speaks and A Community That Listens 

“Time Out at the Pizza Parlor”  
A vivid painting with hues of  

red, blue and yellow 

 “Art is the voice  
of the soul,  

and that voice 
is not silenced  
by disability.” 

 
 Andrea Romano 

Senior Vice President, ICL 
and co-founder of the  

Arts Enhancement Project 
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Members of ICL’s Mixed Nuts band meet Barbara Cohen, Executive 
Deputy Commissioner, and on her right, Dr. Sharon Carpinello,  

Commissioner of the New York State Office of Mental Health 

Offering More Than Shelter    
Never Have There Been So Few Resources To Serve A Need That Is Greater Than Ever 

Allyson Hayden, LCSW 
Psychotherapist 
South Beach Psychiatric Center 
 
 

N ew York City’s homeless are 
the shocking evidence of our 
society’s growing inability–or 
reluctance–to take care of its 

most vulnerable members. Shelter is only 
one beginning step in helping the home-
less build healthy, stable lives. To create 
change, the care must continue. We must 
connect each person in need to sensitive and 
comprehensive services—social, medical, 
psychiatric and vocational support. 
     The needs of the homeless are as di-
verse as its faces. In many cases, the 
homeless are severely mentally ill and 
have had horrible experiences getting 
appropriate treatment, so they refuse treat-
ment altogether. They are often actively 
psychotic, aggressive, suicidal, substance 
abusing or physically unwell. Women 
represent a segment of the homeless 
population that is especially challenging. 
Many of them have been a part of the 
shelter system and/or have lived on the 
streets for over a decade. Still others are 
recent immigrants who are not English-
speaking, have no resources or social sup-
ports and have serious mental illnesses. 
     Providing the homeless with mental 
health or medical treatment requires inter-
vention, collaboration and the commu-
nity’s support. Merely hoping they will 
make an appointment and expecting them 
to show up at the office, ready to receive 

services, is not enough. Offering services 
in the shelters is a significant step. 
     Since its beginning close to 20 years 
ago, ICL has been involved, at least tan-
gentially, in service provision to the 
homeless. Residences for reunifying fami-
lies, people living with AIDS, the devel-
opmentally disabled and those who are 
dually diagnosed with mental illness and 
chemical dependency are all long standing 
and successful aspects of ICL’s social 
service network. ICL now offers on-site 
mental health and medical services at two 
women’s transitional housing shelters. 

     Each of these ICL outposts is relatively 
new—both to ICL and as models of care 
to a homeless population. Sequoia 
Women Shelter’s mental health clinic, in 
downtown Brooklyn, is an off-site service 
of the ICL Highland Park Center in East 
New York. SCO Renaissance’s clinic, in 
Brownsville, is an off-site service of the 
ICL Jerome Street Center, also in East 
New York. The medical clinics in both 
shelters are operated by HealthCare 
Choices, an ICL affiliate. At Renaissance, 
ICL offers a medical team, full-time and 
part-time social workers, a full-time reha-

bilitation counselor, a part-time entitle-
ments worker, a part-time supervisor and 
a part-time psychiatrist. At Sequoia, the 
recently expanded program can now meet 
the needs of a larger shelter with a greater 
number of severely psychiatrically ill resi-
dents. Sequoia’s on-site services include a 
comprehensive medical team, five social 
workers, a full-time director/supervisor, a 
case manager and a full-time psychiatrist. 
     The beauty–and promise–of these pro-
grams is that those in these shelters are 
automatically connected to ICL’s network 
of complementary programs and services. 
Women in the shelters who are ready to 
reunite with their children and who need 
ongoing treatment may be housed in an 
ICL residence and continue treatment in 
an ICL outpatient facility. Likewise, those 
who are in need of day-treatment or 
MICA services have ready access to ICL 
CDTP and ICL’s MICA programs. 
     In “thinking globally and acting lo-
cally,” these two women’s homeless shel-
ters in Brooklyn are blazing a trail for 
more services that can reach people in 
need “where they’re at” and in a manner 
they can accept. Organizations must work 
together to reach everyone on the street—
to bridge the gap between comprehensive 
social services and the people in need. 
Connecting them to the care and support 
they need is a challenge and responsibility 
of our society. There is cause for opti-
mism, and even greater cause to support 
programs that reach out and help the un-
derserved, neglected and vulnerable mem-
bers of our community.  □ 

 

The Institute for Community Living ~ Celebrating 20 Years  
Providing Vital Services and Support to Individuals and Families in The Community 

 ICL artwork by an individual with mental retardation  
and developmental disabilities (MR/DD) on display  

during the first art exhibit of its kind at the Brooklyn Museum 
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require adaptation on both ends to ensure 
cultural and geographic compatibility 
with diverse populations. Agencies pro-
viding treatment must share and learn 
from each other to fuel advancements in 
research and practice. Each group identi-
fies the best practices used in the field that 
deserve research consideration and 
thereby establishes a dialogue with the 
research community that will make future 
research more effective. Evidence-based 
treatment and best practices feed each 
other, and result in increasingly effective, 
sensitive treatment. ICL is one of the co-
founders of the learning collaborative 
within New York City, known as the Ur-
ban Institute for Behavioral Health. 

A Changing Organization  
With an Unchanging Mission 

 
     Throughout the last twenty years ICL has 
been recognized for the quality of its work 
by numerous local and national awards. It 
has earned the New York City Agency of 
the Year award, the American Psychiatric 
Gold Award and the Eli Lily award twice – 
once for psychiatric integration and once for 
clinical medicine. In addition, the agency is 
certified for its residential and outpatient 
treatment programs by the Commission on 
the Accreditation of Rehabilitation Facilities 
(CARF). 
     However, none of these would have 
been possible without a steadfast commit-
ment to “Home, Heart & Hope,” the 
theme of ICL’s Twentieth Anniversary 
year and the mission of ICL. 

     Home is where we go at the end of the 
day to find the support of family and 
friends, as well as a sense of security. Safe 
and affordable housing is critical for those 
suffering from mental retardation or mental 
illness. Equally important for these people is 
access to treatment and support without 
which living independently can be lonely, 
isolating and disappointing.  
     Heart is where ICL’s service starts. From 
the Board of Directors through the various 
levels of service delivery at ICL, one thing 
that stands out and has been noted by out-
side stakeholders is that ICL is an organiza-
tion of people who care about the well-being 
of each person who seeks assistance. 
     Hope evokes a vision of an even 
brighter tomorrow. In its twenty-year his-
tory ICL has witnessed vast improve-
ments in the way people with disabilities 

are treated clinically and perceived by 
society. These improvements are the re-
sult of anti-stigma campaigns; the devel-
opment of best practices; the implementa-
tion of evidence-based treatment; and 
advocacy efforts to secure the rights to 
which the disabled are entitled. ICL has 
led and supported these efforts, and it 
continues to do so. 
     The horizon ahead holds many addi-
tional challenges. While the agency has 
optimally realized its community-living 
mission, it must now turn its attention to 
becoming an institute where technology 
can be developed to improve the quality 
of life for people living in the community. 
The pursuit of these visions will ensure 
Hope remains a vibrant concept in the 
rehabilitation and recovery for individuals 
in the future. □ 

 ICL Adult Mental Health Services, Brooklyn 
Michael Skoraszewski, PsyD 

Senior Vice President 
(718) 855-4035 

 
 ICL Child and Family Services 

Linda Nagel, PhD 
Senior Vice President 

(718) 290-8100 
 

 ICL Adult Mental Health Services 
Queens, Manhattan and the Bronx 

Andrea Romano, LMSW 
Senior Vice President 

(212) 385-3030 
 

 ICL Mental Retardation and  
Developmental Disabilities Services 

Nobella Parham, MPA 
Vice President 
(212) 385-3030 

 HealthCare Choices 
an Article 28 Medical Clinic and ICL Subsidiary 

Deborah Roberson, LCSW 
Executive Director 

(718) 234-0073 
 

 Pennsylvania Institute for Community Living (PICL) 
an ICL Subsidiary 

Cassandra Linares, LSW, Program Director 
(215) 706-4330 

 
 Phoenix Recycling & Maintenance 

an ICL Subsidiary 
Caroline Heighter, Interim Business Manager 

718-788-4050 
 

 Guidance Center of Brooklyn 
an ICL Subsidiary 

Mounira Y. Ragsdale, LCSW 
Executive Director 

(718) 256-8600 

The Institute for Community Living 
Directory of Services 

Accessing Our Services 
 

ICL’s Central Access is the key entry point to our housing for individuals with mental illness  
and one of the main points of entry to the full range of our mental health service options. It receives all housing referrals,  

determines the immediacy of need, matches the clients to services, tailors wrap-around service packages and initial  
treatment planning to the individual and assists with clinical and financial planning. 

 
 For general questions and those about ICL’s housing with services please contact toll free:  

 ICL Central Access: 1-888-425-0501 
 

 For specific questions in targeted areas see listings below 

 ICL Real Property Holding 
Pasquale A. Valerio, Vice President 

(212) 385-3030 
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O n Tuesday, September 21, Nas-
sau County Executive Thomas 
R. Suozzi joined with many of 
the county’s leaders in the 

mental health arena at a press conference 
to announce and launch the county’s first 
campaign to address the stigma associated 
with mental illness. The county-wide ini-
tiative, entitled The Campaign to End 
Stigma and Discrimination, is designed to 
help eliminate the stigma and discrimina-
tion that people living with mental illness 
often face, and encourage people with 
mental illness to seek the help and treatment 
they need to live full, productive lives. 
     The Campaign to End Stigma and Dis-
crimination is being directed and spon-
sored by the Nassau County Department 
of Mental Health, Mental Retardation and 
Developmental Disabilities, and the Men-
tal Health Association of Nassau County 
and.  The campaign will feature a series of 
specially-created posters, brochures, PSAs 
and public speaking forums which will 
educate Nassau county residents about 
how stigma and discrimination hurt peo-
ple with mental illness – and how they 
can help by giving people with mental 
illness the respect and opportunities 
they deserve. 
     “Nassau County is proud to take the 
lead toward eliminating stigma and dis-
crimination against people with mental 
illness,” says Suozzi.  “This campaign is 
an important step in helping people 
throughout the region learn the facts about 
mental illness, and to foster equal accep-
tance of all of our community’s citizens.”      
     The campaign kick-off press confer-
ence was held at the Nassau County Of-
fices in Mineola, and attended by local 

leaders in the mental health arena, includ-
ing Arlene Sánchez, Commissioner of the 
Nassau County Department of Mental 
Health, Mental Retardation and Develop-
mental Disabilities, Jana Nachamkin, a 
consumer advocate, and Steven 
Greenfield, Executive Director, Mental 
Health Association of Nassau County.  In 
addition, the press conference also fea-
tured emotional testimonials from a num-
ber of consumers of mental health ser-
vices, to address the impact of living with 
mental illness and overcoming obstacles 
to their recovery. 
     “For too long, people with mental ill-
ness in Nassau County have been sub-
jected to unfair discrimination when it 
comes to issues such as employment and 
housing,”  says Greenfield.  “Our goal is 
to not only let people know how this 
stigma and discrimination greatly hurts 

those with mental illness, but to give the 
public specific ways they can help pro-
mote dignity and respect as they go about 
their everyday lives.” 
     Beginning this week, the new Campaign 
to End Stigma and Discrimination posters 
will blanket the Nassau County region, and 
brochures will be available at many public 
places, including local libraries and schools.  
In addition, radio PSAs  will begin airing 
this month on many popular radio stations 
throughout the region.  All materials will 
highlight the fact that “1 in 5 people” will 
experience a mental illness, and stress the 
point that “mental illness doesn’t discrimi-
nate, and neither should you.”   In addition, 
the campaign will inform people with men-
tal illness and their families about ways to 
seek help, including the resource of the 
MHA’s confidential counseling/referral 
HELPline at (516) 504-HELP.   

     The campaign will also feature presen-
tations at local schools, workplaces, clubs 
and other public forums, where mental 
health experts will address mental illness 
anti-stigma messages and general mental 
health issues.  Those interested in booking 
a presentation or speaking engagement are 
encouraged to call (516) 504-HELP to 
orchestrate the details. 
 
     For additional information about the 
campaign, and ways to become involved, 
visit www.mhanc.org, or contact Steven 
Greenfield at (516) 489-2322.  
 
 

About the Mental Health Association 
of Nassau County 

 
     Founded in 1953, The Mental Health 
Association of Nassau County (MHA) is a 
not-for-profit membership organization 
dedicated to improving mental health in 
our community through advocacy, educa-
tion, program development and the deliv-
ery of direct services.  For more than five 
decades, the MHA has advocated for the 
needs of adults and children with psychi-
atric and emotional difficulties, and has 
developed concrete rehabilitation services 
that benefit adults and children with psy-
chiatric disabilities.  Currently, the MHA 
sponsors 31 services to benefit adults, 
children and the community-at-large, of-
fering housing, employment, education 
and training, adult financial management 
and a Gathering Place Clubhouse pro-
gram.   MHA opened the first group home 
in Nassau County, the first children’s resi-
dence for autistic children, the first sup-
ported education program for college stu-
dents and the first newly constructed perma-
nent-home apartment complex for adults 
with psychiatric disabilities. □ 

Arlene Sánchez, Tom Suozzi, Jana Nachamkin, and Steve Greenfield 

Nassau County Executive Tom Suozzi Announces 
First Campaign to Eliminate The Stigma of Mental Illness   

Top Mental Health Professionals Gather to Launch Major County-wide Initiative 

Dear Friends of The Long Island Mental Health Community 
Won’t You Please Join With Us to Help Bring Life Saving Mental Health Education 

To Individuals and Families Whose Lives Are Affected by Mental Illness  
We Now Have Our Own Nassau County Section in Mental Health News 

And Urge You to Please Call the Publisher at (570) 629-5960 or E-mail at mhnmail@aol.com  
To Discuss How Your Organization’s Vital Programs and Services 

Can Become Part of This Exciting and Necessary Mental Health Education Project 

The Mental Health News  
Nassau County Section Sponsored By 

The Nassau County Department of Mental Health, 
Chemical Dependency and Developmental Disabilities 
and The Mental Health Association of Nassau County 



Helping Suburbia’s Seniors Stay in the Neighborhood 
By Nancy Cohan, LMFT 
Daria Shannon, LMSW 
Gloria Lebeaux, LCSW 
Family and Children’s Association 
 
 

L ong Island, New York offers 
numerous examples of commu-
nities such as Levittown that 
developed after World War II 

and “fit the model of the traditional 1950s 
style suburb.”(Puentes and Warren, 2006). 
These small towns and villages were pri-
marily farm land until the housing boom 
of post-World War II when they rapidly 
grew to meet the housing needs of return-
ing GI’s and their young families.  Parents 
raised their children in safe neighbor-
hoods with good schools and nice lawns 
in first suburbs throughout the 1950’s and 
1960’s. But within fifty years, soaring 
housing costs and high property taxes 
have prompted an exodus of young peo-
ple and many of their older parents were 
left behind.   
     Age demographics have radically 
shifted from the 1950’s when “first sub-
urbs” were young communities; since 
1970, many have seen their over-65 popu-
lation more than triple in size. Today,  
these  suburban communities are torn be-
tween their traditional role as havens for 
children and families and their ability to 
simultaneously cater to an aging popula-
tion. (Puentes and Warren, 2006). 
     Interviews with suburban seniors who 
continue to live in their own homes high-
light the challenges faced by those at-
tempting to “age in place”.  Many experi-
ence difficulties with transportation; most 
seniors are reluctant to give up their auto-
mobiles as buses are the only available 
public transportation and these run infre-
quently or may not stop within a conven-
ient distance. Some residents require as-
sistance with home repairs and mainte-
nance, while others experience isolation 
and/or depression in neighborhoods where 
they once had a strong support network of 
family and friends.   
     Urban seniors often fare better than 
their suburban counterparts as many re-
side in apartment buildings or housing 
complexes designated as NORCS. A 
NORC (Naturally Occurring Retirement 
Community) is a geographically defined 
area with a high concentration of senior 
citizens that has typically developed over 
time as residents raise their families in a 
community and age in place.  NORCS are 
targeted for coordination of social ser-
vices as a way to prevent transfers to in-
stitutional settings and to prevent expen-
sive nursing home care.  The NORC 
model expands the role of older people in 
their community from passive recipients 
of services to active participants in shap-
ing their community as “a good place to 
grow old.” 
       The hallmarks of a NORC include: 
 
• Locating and organizing a range of 

coordinated health care and social 
services and social activities on site 
in a designated community. 

 
• Developing partnerships that unite 

housing entities and their residents, 

with health and social service provid-
ers, government agencies and philan-
thropic organizations. 

 
• Promoting independence and healthy 

aging by engaging seniors before a 
crisis and responding to their chang-
ing needs over time. 

 
• Allowing residents themselves to 

play a vital role in the development 
and operations of the neighborhood 
NORC. 

 
• Financing these programs through 

public-private partnerships that com-
bine revenues and in-kind supports. 

 
• Eligibility for services and programs 

based on age and residence in the 
NORC, rather than on functional 
deficits or economic status. 

 
• A mix of available services specific 

to the needs of the residents. 
 
     NORC’s are a significant departure from 
traditional service delivery systems based 
on the functional deficits of seniors.  In-
stead, NORCS are strength-based in that 
they promote the independence of residents. 
Their active participation in the community-
driven model is crucial to its success. Ac-
tivities such as art instruction and dance 
classes are blended with services that in-
clude health screenings, money manage-
ment and counseling. Because there is a 
range of ages, knowledge, skills and abili-
ties, as well as, needs, services are devel-
oped in partnership with the people who 
use them.    
     Increasingly, human service agencies 
and health care providers are looking to 
replicate the success of the urban NORC’s 
in suburbia.  Translating this model to  sub-
urban census tracts, they have been termed 
Neighborhood Naturally Occurring Retire-
ment Communities, the model works with 
groups of seniors who have remained in 
their homes and wish to continue to do so.     
These NNORC programs seek to develop 
social services as needed, including es-
cort, friendly visiting and telephone reas-
surance and shopping assistance.   
     Ambulatory, active senior residents are 
among those who serve as volunteers in 
assisting isolated and frail residents with 
these services.  Escort, friendly visiting 
and telephone reassurance provide impor-
tant opportunities for socialization and 
reduction of isolation among senior resi-
dents.  These services allow for the obser-
vation of the isolated or homebound indi-
vidual’s condition and circumstances.   
Through such efforts, NNORC residents 
play a key role in maintaining the physi-
cal, mental and emotional wellness of 
each other by referring neighbors or 
friends who demonstrate increased physi-
cal and/or mental deterioration for more 
intensive services.   
     Educational workshops and recrea-
tional activities are an integral part of 
NNORC programs and are developed 
with residents’ input. Discussion groups 
and lectures on topics such as aging, 
home safety, coping with bereavement, 
and health insurance options, exercise and 

craft classes, etc. encourage the full par-
ticipation of senior residents.   In addition 
to direct care, the programs conduct out-
reach and provide community education 
on an array of issues that affect seniors.   
     Health care and education is an impor-
tant component of NNORC services and 
home visits from nurses provide screenings 
and address medical needs.  Mental health 
assessment and counseling services are 
provided on-site to residents, who other-
wise, might not seek services.    
     A suburban NNORC presents special 
challenges to seniors who wish to age in 
place in post-war single family homes. 
Older homes often need major repairs or 
may require accommodations such as the 
installation of ramps or bathroom grab 
bars.  A frail homeowner may need assis-
tance putting up storm windows, changing 
light bulbs or replacing the batteries in a 
smoke alarm.   NNORC programs de-
velop a cadre of community volunteers to 
assist residents with smaller home tasks 
and compile a list of screened, reputable 
home repair resources for large home re-
pairs or remodeling. 
     Research supports the goals of seniors 
who plan to manage the life transition of 
growing older by remaining in their own 
homes and communities.  Health care and 
social services providers, fraternal and 
civic organizations, state and local gov-
ernment and philanthropic organizations 

can join together to close service gaps and 
reduce the adverse effects of fragmented 
services on their aging neighbors.  In ad-
dition, to offering savings to taxpayers by 
providing seniors with preventive health 
care services, education and early inter-
vention to avert costly health crises, hos-
pitalizations and unnecessary institution-
alizations, NNORCS encourage a healthy 
integrated community for all residents.   
 
 
     The mission of Family and Children’s 
Association is to protect and strengthen 
Long Island’s children, individuals, sen-
iors, families and communities.  We offer 
assistance to those who are experiencing 
social, emotional and/or economic diffi-
culties. We reach out to the most vulner-
able members of society through compre-
hensive and integrated services ranging 
from early childhood intervention and 
preventive care to services for senior citi-
zens – all designed to encourage self-
sufficiency whenever possible. We are 
committed to providing high quality, pro-
fessional care through a continuum of in-
home, residential and community-based 
programs, which are individualized, 
strength-based and culturally competent.  
In 2005, we impacted the lives of over 
25,000 Long Island residents of all ages 
through a wide array of community-based 
and residential programs. □ 

 

 

Dedicated to protecting and strengthening  
Long Island’s individuals, families, and communities. 

  If you need… 
 
    ●    Senior services to remain independent  
    ●    Family mediation for parents and teens  
    ●    Case management and counseling for at-risk families  
    ●    Advocacy for residents of nursing, adult and assisted living facilities  
    ●    Respite care for children with severe emotional disabilities 
 
    ●    Spousal abuse group education  
    ●    Behavioral health treatment 

Accreditation attests that Family and Children’s Association 
meets the highest national standards and is delivering the 
best quality services to the community it serves. 

Call us - we can help! 
 

100 East Old Country Road 
Mineola, NY 11501  

(516) 746-0350  
www.familyandchildrens.org 
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By Arlene Sánchez, MS, LMSW 
Commissioner, Nassau County 
Department of Mental Health,  
Chemical Dependency  
and Developmental Disabilities 
 
 

N assau County, with a popula-
tion of 1.3 million people is 
transitioning from a wealthy, 
relatively homogeneous sub-

urb of New York City into a vibrant, eth-
nically, racially and culturally diverse 
county.  With the support  of County Ex-
ecutive, Thomas R. Suozzi and the leader-
ship of Deputy County Executive, Mary 
Curtis, Ph.D., these demographic changes 
have coincided with major adjustments in 
the health and human services delivery 
system.  In Nassau County great empha-
sis is placed on assuring that needed 
assistance is easily accessed, is effective 
and delivered in a culturally competent 
manner.   
     The cornerstone to this approach is the 
“No Wrong Door “ policy that involved 
the co-location of the eight  health and 
human services departments (Dept. of 
Health, Mental Health, Drug and Alcohol, 
Senior Citizens, Youth Board, Veterans 
Affairs, Physically Challenged and Social 
Services) in our new, centralized building 
at 60 Charles Lindbergh Boulevard in 
Uniondale. Upon entering our new loca-
tion, an individual or family will have 
access to any and all needed county or 
community based services. This innova-
tive model is driven by the following prin-
ciples; people who apply for services are 
to be treated with care and respect; clients 
and their needs are seen multi-
dimensionally and clients are understood 
within the holistic context of their fami-
lies, communities, cultural groups, and 
other external forces.  Clients’ needs—not 
bureaucratic tradition—drive service de-
livery. Assessments and interventions 
consider clients’ strengths and resilience, 
as well as their deficits. Teamwork 
(among county department and between 

government and the non-profit agency 
system) is key to effective and efficient 
human service delivery. Under this “No 
Wrong Door” model, clients have access 
to all of the services that will enable them 
to live successfully in the community. 
     Upon entering the Health and Human 
Services center, the client, in a friendly 
environment, is greeted by staff members 
who direct them to the appropriate ser-
vices. The waiting room, known as the 
“Welcome Center,” provides a comfort-
able setting where customer service is 
emphasized.  Our staff includes Welcome 
Desk personnel who guide client to appro-
priate services, a Behavioral Health staff 
with expertise in substance abuse and 
mental health, a domestic violence coun-
selor and a Customer Service Unit to pro-
vide bilingual and other assistance to visi-
tors.  In addition to our regular staff, vol-
unteer also warmly greet and assist visi-
tors.  The Welcome Center also houses a 
staffed Children Center, and a library of 
donated books.  The “Welcome Center,” 
reflecting the “No Wrong Door” policy, is 

client-centered and family-focused. The 
co-location of these health and human 
services departments facilitates the avail-
ability of a diverse and rich mix of clini-
cal treatment, vocational, residential and 
care coordination services.  
     Under my leadership, the Department 
of Mental Health has also embraced the 
“No Wrong Door” model. I have insti-
tuted new accountability systems and 
have promoted new initiatives that foster 
the delivery of evidenced-based practices 
that promote recovery for people with 
psychiatric disabilities. More specifically, 
I have implemented new approaches to 
program monitoring where there is greater 
emphasis on client centered outcomes, 
such as the achievement of competitive 
employment and the reduction of inpatient 
psychiatric care.  
     In 2007, we plan to implement another 
major initiative, specifically the Mental 
Hygiene Treatment Court Part. The mis-
sion of this Mental Hygiene Court Part 
will be to improve the lives of people with 
mental illness, to assist judicial decision-
making and enhance public safety. The 
specialized Court Part will identify indi-
viduals facing criminal charges with seri-
ous mental illness who may be safely di-
verted from current or potential incarcera-
tion, place these individuals in appropriate 
community-based mental health services, 
and monitor their care and cooperative 
participation within these clinical settings. 
This will not only reduce the costs associ-
ated with jail recidivism of mentally ill 
offenders, but more importantly, provide 
appropriate treatment, supports and moni-
toring to enable these individuals to func-
tion productively, adaptively, and safely 
in the community. 
     In addition, with the support of the 
County Executive, Thomas R. Suozzi, the 
Department of Mental Health, in collabo-
ration with the Mental Health Associa-
tion, has launched the first Mental Health 
Anti-stigma Campaign in Nassau County. 
This campaign includes public service 
announcements for the radio, posters and 

flyers of people in our communities high-
lighting the different faces of mental ill-
ness, newspaper articles, and training. The 
campaign has a twofold focus: to reduce 
stigma by educating the general public 
about mental illness and to encourage 
those in need of services to seek services 
without feeling stigmatized or shamed. 
The goal is to raise awareness that mental 
illness is a human condition, that it is 
highly treatable and that most people will 
recover. The hope is to foster a positive 
change in attitudes about mental illness so 
that public policy does not discriminate 
against those afflicted with a mental ill-
ness and to lower the traditional barriers 
for accessing mental health services. 
     Nassau County has taken the important 
step of merging the Department of Mental 
Health, Mental Retardation and Develop-
mental Disabilities Services with the De-
partment of Drug and Alcohol Addiction. 
The merger will take effect on January 
2007 and the new entity will be known as 
the Department of Mental Health, Chemi-
cal Dependency and Developmental Dis-
abilities. This merger will provide coordi-
nated planning, funding and services for 
persons who suffer from mental illness, 
mental retardation and drug or alcohol 
addictions. The planning for such services 
will be accomplished through a unified 
local services plan that addresses the 
needs of persons with multiple disabilities. 
     Finally the Department has also 
strengthened its partnership with the State 
agencies and providers of Developmental 
Disability Services so that county plan-
ning and individual client concerns are 
addressed in a more holistic manner. 
     In essence, the “No Wrong Door” 
model represents a major transformation 
of public human services. The achieve-
ments that have been realized since the 
inception of the “No Wrong Door” policy 
illustrates that we can overcome the tradi-
tional barriers that limited access to ser-
vices when compassion for others is com-
bined with best practices and capable 
leadership. □ 

“No Wrong Door” 
The Transformation of Health and Human Services in Nassau County 

Arlene Sánchez, MS, LMSW 

            Mental Health News is Pleased to Announce Our 
Upcoming Spring 2007 Issue Theme  

Who Will Serve: 
The Challenge of the Mental Health Workforce  

You are Cordially Invited to Submit An 
Article Related to Our Theme 

Or a Display Ad Highlighting Your Agency’s Vital Services 
 

Deadline: Thursday, February 1st 
 

Please Call: (570)629-5960 or E-mail: mhnmail@aol.com 
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Transition Planning in Nassau County 
By Marcia Z. Feuer, Esq. 
Director of Public Policy  
MHA of Nassau County 
 
 

T he Nassau County Transition 
Planning Task Force is very 
pleased to announce the release 
of a new resource for families of 

youth with emotional disabilities. We 
have created a Transition Planning Guide 
to ensure that families of children with 
serious emotional disabilities have access 
to appropriate transition planning infor-
mation along with valuable resources and 
tools as their children exit high school and 
begin their adult life. This Guide is being 
printed by the Office of Mental Health so 
that families in all counties can benefit. 
 

How and Why the Guide Developed 
 
     A long history preceded the making of 
the Transition Planning Guide that is a 
study in determination and advocacy. 
About six years ago, the Mental Health 
Association of Nassau County convened a 
Children’s Mental Health Advocacy 
Committee comprising of mental health 
professionals, parents and advocates. 
Children’s mental health needs had long 
been overshadowed by the adult system, 
where most of the advocacy and funding 

was directed. We believed it was time to 
change that dynamic.  
     A large group met several times, clari-
fying overwhelming issues that needed to 
be addressed. But where should we begin? 
We wanted to direct our efforts where we 
could make a difference. 
      Early in our exploration, parents and 
advocates identified transition planning as 

a crucial unmet need for youth with seri-
ous emotional disturbances. Even though 
federal and state laws and regulations 
mandate that transition planning services 
be in place years before high school 
graduation, little was being done by most 
school districts.  
     We set up a task force and began to 
review the laws, regulations and model 

programs that existed around the country. 
We surveyed agencies to see what transi-
tion services were available in Nassau, 
and we developed a chart of these ser-
vices. Members of the task force met with 
VESID (Vocational and Educational Ser-
vices for Individuals with Disabilities) 
and the NY State Education Department. 
It became clear that school districts varied 
widely in the transition services they of-
fered, and there was little focus on chil-
dren with emotional disorders.  
     Following a successful transition plan-
ning model established in Florida, we 
formed a Steering Committee, bringing 
together “stakeholders” from the mental 
health system, the educational system, the 
criminal justice system, the business com-
munity and parents.  The Steering Com-
mittee met periodically and identified 
barriers to transition planning, developed 
a mission statement and goals. After a 
thorough analysis of the issue, the commit-
tee concluded that all the systems around the 
table, including parents and students, lacked 
the knowledge needed to make changes in 
the transition planning process. 
     The task force continued its work and 
next focused on educating parents and the 
mental health community to become bet-
ter partners. A goal was to bring transition 
 

see Planning on page 38 

 

By Steven Greenfield 
Executive Director 
MHA of Nassau County 
 
 

T ransitions in life can be exciting 
or frightening, challenging or 
discouraging. Whatever the 
change, how we perceive the 

change and how we deal with it can be 
more important than what the actual 
change is.  At the Mental Health Associa-
tion of Nassau County, dealing with life’s 
transitions is a major part of our work. 
     Our Vision Statement is Inspire 
Hope—Open Doors.  Our staff and volun-
teers are committed to assisting people 
recover from the impact of mental ill-
nesses.  We maintain a positive recovery-
based attitude and help individuals gain 
access to a better life. 
     The MHA does not provide any clini-
cal services; our focus is on the practical 
aspects of life:  safe and affordable hous-
ing, work, friendship, education and man-
aging money.  We provide a broad array 
of services that assist people make their 
transitions as successfully as possible.  
Here are some examples: 
 

Community Living Program 
 
     MHA provides housing for over 115 
people each year.  Some people make the 
transition from a hospital to a community 
residence while others move from a CR to 
an apartment program or an independent 
supported apartment.  Our staff assist con-
sumers make the plan that minimizes 

trauma and maximizes success. We try to 
focus on strengths, building on individual 
assets and minimizing the negative.  Help-
ing consumers move from continuing day 
treatment to clubhouses or work programs 
is a central focus. 
 

Employment 
 
     JOBS +, our employment center, assists 
people who have never worked or had their 
careers interrupted, return to the world of 
work.  They help individuals identify their 
skills and desires, create a resume and inter-

view for jobs.   A job coach keeps in touch 
with the new worker to help him or her 
make the transition into new job. If re-
quested, the job coach will maintain a 
relationship with the employer as well and 
assist resolve problems that might arise 
with fellow workers or a supervisor. 
 

College Bound 
 
     Many people had their college experi-
ence interrupted by a psychiatric illness.  
College Bound assists young and older 
adults return to college through an award-
winning model done in cooperation with 
Nassau Community College.  With indi-
vidualized tutoring, financial assistance and 
the emotional support of a peer group, hun-
dreds of Nassau residents have achieved 
academic success and a recovery that they 
did not think was previously possible. This 
program was recognized by the Lilly En-
dowment as a model program in recovery 
several years ago. 
 
 

Consumer Link 
 
     For most of us, we could not achieve 
any successful transitions without the 
support of our family and friends.  Con-
sumer Link, our self-help and empower-
ment program, is devoted to helping peo-
ple face life’s challenges.  Staffed entirely 
by current or former consumers of ser-
vice, Consumer Link offers both individ-
ual and group assistance from a peer’s 
experience.  With the 35 individuals on 
staff as models of recovery themselves, 

Consumer Link presents hope and effec-
tive support for individuals who confront 
transitions in their lives.  These transitions 
can be related to family changes, housing, 
employment or personal relations.  Count-
less individuals have benefited from this 
approach. 
 

The Gathering Place Clubhouse 
 
     The Gathering Place is a friendly club-
house that helps people meet the chal-
lenges of life in the community.  Using a 
work-ordered day model, all members 
participate in a work unit that supports the 
clubhouse: maintenance, clerical, culinary 
or the Repro Print Shop.  A Transitional 
Employment Program assists members 
find and keep part-time employment.  In 
addition to the work focus of the Gather-
ing Place, members make new friends and 
engage in a variety of holiday, social and 
special activities. 
 

(516) 504-HELP 
 
     Whether change is striking you, or you 
are seeking a change yourself, help can be 
found at our (516) 504-HELP line (504-
4357) where trained professionals can 
help you sort out your problem and refer 
you to the program in the community that 
can help.  All calls are free and confidential. 
     These are just a few of the ways in 
which the MHA of Nassau County can 
assist residents of Nassau County make 
those scary but important transitions.  We 
look forward to helping you make a suc-
cessful change. □ 

MHA of Nassau County Helps Individuals Make Difficult Transitions 

Steven Greenfield 

Page 30 Mental Health News - Nassau County Section: Winter 2007 



Page 31 Mental Health News - Nassau County Section: Winter 2007 

Photography by Jean Miele 



By Mary Lou Jones, DSW 
Executive Director 
South Shore Child Guidance Center 
 
 

M arie Curie once said, “Life 
is not easy for any of us but 
we must believe that we are 
gifted for something and 

that this thing...must be attained.”  To 
emphasize this thought in terms of our 
community’s mental health, The National 
Institute of Mental Health (NIMH) indi-
cates that half of all lifetime cases of emo-
tional illness begin in the early teens, but 
even with effective treatments there are 
long periods of time, sometimes decades, 
between onset of symptoms and when 
people reach out for treatment. In addi-
tion, studies also reveal that untreated 
emotional problems can lead to more dif-
ficult-to-treat problems and to the pro-
gression of co-occurring disorders such as 
substance abuse. 
     A study by Ronald Kessler, Ph.D. and 
other colleagues appeared in the June 6, 
2006 issue of The Archives General Psy-
chiatry.  The study, called the “National 
Co-Morbidity Survey Replication” sur-
veyed over 9,000 respondents age 18 and 
older. These studies confirm a growing 
understanding about the nature of mental 
illness across the lifespan. 
     Unlike other physical diseases, mental 
illness starts in early life.  Half of all life-
time cases begin by age 14.  For example, 
anxiety disorders occur in late childhood, 
mood disorders in late adolescence and 
substance abuse in the early 20’s.  As we 
have known, females have a higher rate of 
mood and anxiety disorders; while males 
suffer with higher rates of impulse and 
substance abuse disorders. 
     The study emphasizes that treatment of 
children and earlier intervention could 
prevent major disabilities prior to the ill-
ness becoming more severe and before 
co-occurring disorders develop. 
 

Transitions in Youth 
 
     In terms of life transitions, childhood 
and adolescence are both critical areas 
in emotional and behavioral develop-
ment.  The Latency age child’s (school 
age) main tasks in relation to psychoso-
cial development includes both a sense 
of mastery and achievement in task 

work as well as the development of peer 
relationships – quite often related to 
joining different sports, other groups, 
i.e., boy scouts, girl scouts, etc.  As we 
know, adolescences “heralds” in a diffi-
cult period as one forges an identity in a 
“not so often” smooth transition for 
child and parent alike. 
     Every child experiences life’s ups and 
downs, as well as emotional and social 
growing pains. Navigating life’s chal-
lenges can be more difficult for some than 
others, and family situations can often 
play a major role in how a child copes 
with everyday situations. 
 So often today, families are faced with 
significant changes. These include, but are 
not limited to divorce, separation, single-
parenting issues and bereavement issues.  
Families can learn to adjust to changing 
situations and shifting roles within the 
family structure, and manage the anger, 
fears and stress that frequently accompany 
these changes and transitions.. 
  

About South Shore  
Child Guidance Center “The Clinic” 

 
     South Shore Child Guidance Center 
offers individual, family, multi-family, 
psycho-educational and various group 
therapy options. Every child and family 
situation is unique. Treatment options, 
therefore, are geared to the specific needs 
of the child and family. 

     The Center provides a range of ser-
vices that includes assessment, treatment 
and support, while promoting social and 
educational development. South Shore 
Child Guidance Center is dedicated to 
helping each child and family optimize 
their personal growth and development. 
 

The C.A.R.E. Center: The Children’s  
Addiction Resource and Education Center 
 
     In addition to our “clinic program”, 
South Shore Child Guidance Center’s 
programs also include The C.A.R.E. Cen-
ter serving children who live in a home 
where there is an alcohol or drug abuse 
problem.  Children may feel unhappy, 
lonely, isolated, and experience learning 
difficulties, The C.A.R.E. Center offers 
counseling and education services to help 
these children feel better about themselves 
and achieve greater satisfaction in their 
lives.  We also offer a program for the 
substance abusing adult in addition to our 
DWI Program. 
 

H.B.C.I. Program:  
Home Based Crisis Intervention Program 
 
     There are some professionals who still 
make house calls!  Our Home-Based Cri-
sis Intervention (HBCI) workers provide 
intensive short-term, home-based services 
to families to help prevent the psychiatric 
hospitalization of a child or adolescent.  

HBCI helps keep families together and 
promotes healthier parent-child relation-
ships. Program professionals work with 
the entire family to resolve crisis situa-
tions, enhance family functioning and 
promote self sufficiency. 
     Our Aftercare Program provides ser-
vices to children who are discharged from 
inpatient psychiatric units.  Short term, 
and intensive services for these children 
and their families reduce the risk of re-
hospitalization.  Counselors are available 
24 hours a day, seven days a week.  Re-
ferrals are accepted through select mental 
health professionals. 
 

Children’s Mobile Crisis Team 
 
     The Children’s Mobile Crisis Team 
consists of certified social workers, a 
clinical supervisor and a child psychiatrist.   
     South Shore Child Guidance Center 
developed a Children’s Mobile Crisis 
Team to provide short-term crisis inter-
vention services to help reduce emergency 
admissions to children’s inpatient pro-
grams through early crisis intervention.  
Services provided by the Team will in-
clude crisis triage and assessment, stabili-
zation and referral linkage. The Mobile 
Crisis Team contributes to and augments 
the network of children’s emergency ser-
vices operating in Nassau County.  The 
Mobile Crisis Team in conjunction with 
the Home Bases Crisis Intervention Pro-
gram assures a full continuum of emer-
gency crisis services to the children and 
families of Nassau County. 
 

School Support Program 
 
     South Shore Child Guidance Center 
developed the School Support II Program 
to provide onsite counseling to J.W. Dodd 
Middle School students, age 12-14, to 
improve behavioral as well as academic 
performance. 
     Services provided by the Program in-
clude assessment, evaluation, counseling 
and community linkages, as well as wrap-
around services.  Our goals are to provide 
counseling on site at school in the home 
or the community.  Also to prevent sus-
pension, special education placement, out 
of district placement and to reduce prob-
lem behavior; improve school attendance 
and to improve academic performance. □ 

Addressing Childhood and Adolescent Transitions   
South Shore Child Guidance Center  ~  Helping Families and The Community 

South Shore Child Guidance Center   
• Mental Health Services for Children & Their Families  • Children’s Emergency Services 

• Chemical Dependency Treatment Services for Children & Adolescents   
17 West Merrick Road, Freeport, NY 11520 

(upstairs from Washington Mutual Bank)  
Phone: 516 868-3030  ~  Fax: 516 868-3374 

 
Email: clinic@southshorechildguid.org   Website: www.southshorechildguidance.org 
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By Herb Ruben, LCSW 
Executive Director 
Peninsula Counseling Center 
Woodmere, Long Island 
 
 

Illness as a Turning Point 
 
 

N one of us welcome having to 
live through a major illness.  It 
frightens, immobilizes, demor-
alizes us.  It saps our energy.  

It depletes our resources.  It impairs our 
capacity to work. Major illness, however, 
leaves its mark in even more significant 
ways.  It faces us with a realization of our 
vulnerability.  It confronts us with the possi-
bilities of our own mortality.  It demands 
that we stop and think anew about the mean-
ing of our lives. 
     In this context, we may become de-
pressed, feel hopeless or question whether 
life is worth living.  We are also apt to ask 
“why is this happening to me” and “what 
did I do to deserve this?” 
     Well meaning family members and 
friends seek to be supportive. They of-
fer words of encouragement and advice. 
Too often, though, they fail to grasp the 
inner terror which grips the person with 
a major illness. That terror at times can 
be overwhelming.  Yet that terror can also 
be a catalyst for change.  Facing the ne-
cessity of hospitalization, facing the pos-
sibility of death, no one can emerge from 
that experience unscathed. 
     Frequently what happens is a review of 
the life we had been leading.  We may 
begin to ask ourselves how we might have 
contributed to our own illness. We may 
question the ways in which we handled 
stress, and the ways in which we failed to 
be true to ourselves. Starting this search 
opens still other doors.  We may begin to 
challenge ourselves about whether we 
want to live the same kind of life we had 
been living before. One aftermath of ill-
ness often becomes a time for new resolu-
tions, new personal commitments and 
significant alterations in life style. 
     This can be bewildering and threaten-
ing to those close to the person with the 
major illness.  They find it hard to under-
stand why things can’t be the same as 
they had been before.  They see the ill 
person as going off the deep-end and they 
struggle to maintain or re-establish the 
status quo. In reality, however, the person 
with the major illness has a desperate 
need to feel a sense of control over his or 
her life.  That power of control – and the 
changes induced by this – are critically 
important.  They become the stepping 
stones toward health and recovery. 
     Illness, we know, has its devastating con-
sequences.  It is not something that we seek 
out for ourselves.  But illness can also serve 
as an alarm system, alerting us to the possi-
bility that we have been living a toxic kind 
of life or warning us that we may be de-
stroying ourselves.  As a result of the price 
we pay through an illness, it can also give us 
the capacity, courage and momentum to 
change what needs to be done differently for 
our survival and well being. 

Reaching Out When 
The Death of a Loved One Occurs 

 
 

O ne of the most difficult moments 
for any of us is when a friend or 
family member has experienced 
the death of a loved one. At such 

times we often find it hard to know what to 
say or what to do to bring comfort and sup-
port to the bereaved. Recently a friend in the 
community experienced her own tragic loss. 
From the turbulent nightmare she has had to 
live through, she has pulled together the 
following guidelines on visiting a newly 
bereaved person. With her permission, I 
would like to share her thinking with you: 
 
• Do not display emotions you do not 
really feel or exaggerate your sympathy.  
Sham gives no nourishment to the be-
reaved person.  
• Do not hold back or avoid positive 
memories of the departed.  This is what 
the bereaved needs most.  
• When the bereaved person speaks, 
listen.  Knowing how to listen is knowing 
how to care.  
• If the bereaved person has lost a 
child, do not speak about your children 
and/or grandchildren.  You are pouring 
salt on the wound.  Ditto for a mate if the 
bereaved has lost a mate.  If the bereaved 
asks about your child or mate, etc. make 
your reply brief.  
• Do not recount the sad losses and 
tragic experiences of others.  The be-
reaved person is overwhelmed by his own 
immediate suffering.  
• Do not evaluate or discuss the behav-
ior and/or personality of the departed or 
the bereaved in any negative way.  The 
defense system of the bereaved is at its 
lowest ebb.  If you have nothing positive 
to say, say nothing.  
• Do not attempt to “cheer up” or lift 
the spirits of the bereaved.  His grief is 
real and significant and must be respected. 

• Do not give advice and/or sugges-
tions to the bereaved person.  They are 
useless and unwelcome unless the be-
reaved person makes a specific request.  
• Do not ask questions.  Trying to an-
swer them and/or fending them off is ex-
hausting to the bereaved person.  
• Do not make excuses or justifications 
for your absence or non-participation 
prior to your visit or meeting with the 
bereaved person.  This only points out 
your absence more and worsens matters.  
• Do not exaggerate the importance of 
trivia.  Most of it is not interesting to any-
one, least of all to the bereaved.  
• Do not tell jokes for the mere purpose 
of getting people to laugh.  Humor which 
is related to recollections of the departed 
and put him in an affectionate light is an 
appropriate gift to the bereaved.  
• Do not make a phone call if you can 
write a note or letter to the bereaved.  They 
are more helpful and do not sap his energy.  
• Do not ask the general question: what 
can you do for the bereaved person?  He 
is too disorganized to make decisions 
and/or make assignments.  If you know 
how to “tune in” and have something spe-
cific to offer, check it out with the be-
reaved, or better yet with the person in 
charge.  
• Do not make a fuss over or point out 
anything you bring to the bereaved.  Simply 
give it to him or someone who is in charge.  
You are not the focus of the event.  

• Do not use your time to associate in a 
loud or frivolous manner with other visi-
tors.  The occasion is not a cocktail party.  
• Do not make comparisons:  i.e.: so 
and so’s loss is more terrible, involves 
greater suffering, greater duration of time, 
etc.  Each loss is unique to the bereaved 
person, and is beyond measurement with 
that of others.  
• Do not attempt to comfort with cli-
chés:  e.g. time heals all wounds, count 
your blessings, be grateful that his suffer-
ing is over, now he is with the angels, etc.  
They may bring no solace to the bereaved 
person at all; he may have a different be-
lief system and may find trite remarks 
upsetting.  
• Do not tell the bereaved how fortu-
nate he was to have had the departed in 
his life for a long time, for a short time, 
etc.  Loss is his chief concern, and your 
clock is not his clock.   
     When the bereaved person speaks, do 
not attempt to change the subject.  His 
interest is paramount at this moment, not 
yours.  And considering the nature of life 
and death, your turn to be the central char-
acter will come. Therefore, make room 
and stand by now with genuine caring and 
consideration.  
     Peninsula Counseling Center is a li-
censed, non-profit Community Mental 
Health Center.  Its Counseling Services 
are available to all who live or work in 
Nassau County. □ 

 
Tough Problems? Rough Times?  

Difficult Relationships?  
Peninsula Counseling Center Can Help!  

• One of Nassau County’s oldest and largest licensed non-profit  
       mental health agencies  
• Friendly, caring, confidential and non-judgmental environment  
       since 1913  
• Individual, group and family counseling for children, adolescents, 

adults and seniors  
• High-quality individualized services are custom designed for  
        your special needs  
• Six convenient nearby locations are open days, nights & Saturdays  
• Medicaid, Medicare and most insurance accepted  
• Modest fee for uninsured people with limited finances  

 
Take the First Step Towards  

a Better and Happier Life 
 
   
 

Call 516-569-6600Today! 
 

124 Franklin Place, Woodmere, New York 11598  
Member Agency of the Five Towns Community Chest  

and the United Way of Long Island 

Life Matters 
We Can Help! 

Two Topics on The Transitions of Life    
Illness as a Turning Point and Reaching Out When the Death of a Loved One Occurs 

Herb Ruben, LCSW 
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By John W. Harrington, MD 
Associate Professor of Pediatrics 
New York Medical College 
Maria Fareri Children's Hospital 
Valhalla, New York 
 
 

T ransitions are hard enough for 
normally developing children 
and adults.  Consider the con-
flicting feelings that we may 

have on any average day. Imagine turning 
off your spouse’s favorite television pro-
gram or not letting a sports fanatic hus-
band watch the last inning of a close base-
ball game because it’s time to brush one’s 
teeth.  Now multiply those feeling times 
ten and you start to understand the diffi-
culty some parents go through with a 
child who is diagnosed with an autistic 
spectrum disorder (ASD) and the manage-
ment of a major life transition. Certain 
“life-changes” register higher on our 
stress scales; divorce, new employment, 
or an unexpected death of a relative or 
parent. However, as Will Rogers once 
aptly stated, “What is mentionable is man-
ageable.”  Therefore it is important not to 
stave off the inevitable and hope that your 
child will not recognize the changes. A 
much better plan is to prepare and adjust 
so when the time for transition takes place 
it will be one hundred times smoother.  In 
this brief article I will try and give some 
strategies that we are using with my son, 

who is now eleven years old, and hope-
fully you can tailor some of these ideas to 
help you succeed in making some ‘life-
transitions’.  My only disclaimer is that I 
am not a trained behavioralist, but a pe-
diatrician and parent who has developed 
my own strategies over time through trial 
and error. 
     Let me start with my most recent di-
lemma of transitioning. I have recently 
accepted a job in Virginia. This is going 
to require me to sell my house, purchase a 

new house, and place my two daughters 
and my only son into a new and strange 
school system. In addition, make this dif-
ficult transition during the holiday season.  
I desperately need a plan if I’m going to 
make this a smooth transition. The impor-
tant aspect is to try and make this change-
over smooth for everyone, including my 
son.  If the move is overly stressful on my 
wife or daughters, than my son will ulti-
mately resonate to those feelings of appre-
hension and it will be difficult to achieve 

any semblance of smooth. Children with 
autism, because they have communication 
difficulties, tend to have powerful radar 
for stress and/or a breakdown in family 
dynamics. This is especially true in fami-
lies I have counseled who are going 
through a divorce or separation. Therefore 
it is essential for family members to be 
open and honest about their concerns dur-
ing any life change. So with honest and 
open feedback from all family members, 
it will be easier to predict many of the 
possible hurdles and break those hurdles 
down into small bumps in the road. 
 

The Move 
 
     Where does one start? Always start 
small. First put the idea of the moving 
into everyone’s head. You and your 
spouse should start talking about what 
you will do in the new location, where 
you will shop, and places you would like 
to go. The reality is that your children will 
initially be uncomfortable about this and 
may become whinier, but essentially it is 
like letting the air out of a tire slowly than 
to try and let it explode. Questions such 
as; will I have my own room, are there 
any playgrounds, whose going to be my 
new teacher, can all come out during the 
contemplation phase and allows a healthy 
reality check of how things might be  
 

see Autism on page 40 

Transitioning A Child With Autism 

By Helena Davis, MA, LMHC 
Deputy Director, Mental Health 
Association in New York State 
 
 

I n order to understand transitions, 
first we need to explore the compo-
nents and dynamics of the process.  
We know that transitions cause 

stress and that the definition of stress is 
adaptation to change.  We also must be 
aware that grieving process is part of tran-
sition.  We grieve as part of transition 
because in order to change we must let go 
of old behaviors, beliefs, perceptions, and 
ideas. Letting go of the old, results in 
grief.  Until we allow ourselves to let go 
of and grieve the old, we cannot move 
towards and embrace the new.  Letting go 
can be seen as one step in the attachment 
or transition cycle.  This cycle includes: 
feeling anxiety or crisis in anticipation, 
distancing from the old, letting go of the 
old, feeling anxious about the unknown, 
feeling sad about what is lost, and finally, 
attaching to what is new and integrating it 
into our way of being. 
     There is another very interesting phe-
nomenon regarding transition and change.  
Although our species is one of the most 
intelligent on the planet, we are not will-
ing to change until we are excruciatingly 
uncomfortable with our old selves! We do 
not adapt without putting up a fight.  For 
all of the above reasons and more, it takes 
time to successfully negotiate transition. 
     Prior to the Korean War, when troops 

returned home from the battlefield, they 
traveled by ship.  This very slow journey 
gave soldiers time to process and adjust to 
letting go of their warrior selves and be-
ginning to anticipate and discuss what it 
would be like to return home.  These vet-
erans of war had their buddies to talk to 
any hour of the day or night.  Soldiers felt 
a sense of belonging as they all gradually 
shed one identity and began to move to-
wards another.  This was a timetable that 
supported transition. 

     With the advent of the Korean War, 
troops began to return home via airplane. 
This dramatically cut the time of journeys 
from weeks to hours, leaving returning 
troops little of the time they needed to de-
compress and debrief before returning state-
side.  To be sure, there have been trauma 
victims in every war, but the lack of time to 
adequately let go of the warrior identity and 
experience before arriving home has placed 
extraordinary stress upon service people and 
their families in modern times. 

     The transitions for military personnel 
and their families are very complex and 
must occur on several levels simultane-
ously.  When military personnel deploy 
for duty, bonds with families and commu-
nities must change.  This may be more 
challenging if deployment is unexpected, 
as in the case of Reserves.  Most Reserves 
never expected to be called to war.  They 
expected to contribute a weekend a month 
and a week each summer in return for 
extra income, education benefits, fitness 
and skills training.  Families of Reserves 
never thought they would have to worry 
about new financial stressors due to trad-
ing the salary from a regular job to a 
much lower military paycheck, parenting 
single handed, worrying about the safety 
of an adult child or spouse in a combat 
zone, and dealing with children’s reac-
tions to separation from a parent.  These 
families never expected to have to quell 
their children’s grief and fear as one or 
both parents go off to war. 
     When it is time to return home, many 
troops and families have strong expecta-
tions about what reunification will be like.  
Unfortunately, most of these expectations 
are inaccurate, especially if the family has 
not previously had to experience the re-
turn of a loved one from war.  Both sol-
dier and family members have hopes and 
dreams of how the homecoming will un-
fold and may not be prepared for the real-
ity.  War notwithstanding, any time an  
 

see Veterans on page 40 

Transitions: Veterans Returning Home from Iraq and Afganistan 
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By Glenn Slaby 
A Consumer from New York 
 
 

O ne Saturday during the early 
summer, my wife suggested 
some plans. Throughout the 
day I felt uncomfortable and 

anxious, yet I couldn’t figure out the 
source. Finally it occurred that my daily, 
expected routine was entirely out of bal-
ance with the events of that day. 
     I had to adapt to the situation that sum-
mer morning.  My comfort level abruptly 
shifted. The daily expected routine was 
usurped. Control of events is something 
no one possesses. Everything changes. 
Nothing is absolute. There are always 
going to be changes/transitions. We must 
adopt and accept some degree of change 
for there is little we can do about it.  We 
must be flexible. I have to. Consumers 
and non-consumers must all expect and 
accept it. Resistance will just cause our 
inner balance and struggles to become more 
unsettled. We can either bend or break. 
 

Change and Acceptance 
 
     There are both short and long term 
transitions. The death of a family member 
or friend, break-ups, new relationships, 
having a son home for summer vacation 
and back to school in September, etc. 
Changes at work, losing a job, events 
planned and unplanned all have some 
effect on the things that make us what we 
are. Then there are the seasonal changes, 
with the shift in our emotions reflected by 

shifts in sun and weather patterns. All are 
part of the life cycle. Consumers that may 
find change too overwhelming, should 
pace themselves through such experi-
ences. Always maintain some internal 
reserve of energy. Expect, accept, ac-
knowledge, let go, and release the stress. 
     One way to make change more accept-
able is to find some positive attribute from 
any transition. For example, having to take a 
train instead of driving enables me to relax 
for a few minutes and gives me the opportu-
nity to interact with strangers. 
     The change in daylight savings time 
brings darker nights but brighter mornings. 
I’ll leave more lights on at night to fight off 
the downs of an early dusk. Try to accept it.  

     Try to find the positive aspects in a 
new situation, no matter how small and 
silly they may seem. Adopting to change 
is a must for animals, for individuals, and 
for societies. There are techniques and 
traits we must all develop to grow, to sur-
vive or to just sustain. The discomfort of 
any break in routine is disquieting espe-
cially for us consumers, but non-
consumers also feel the affects. It’s pleasing 
on many levels to have the same routine. 
     The smallest changes/transitions can 
be the most difficult. They may go unno-
ticed to some, but consumers may find 
them to be a cause of great discomfort. 
We may find it hard to accept that some-
thing so insignificant can be so unsettling 
to our inner balance and subconscious. 
 

Faith 
 
     For me, an uncomfortable transition 
can cause me increased anxiety. When 
that happens, I find that I need something 
bigger to hold on to. I need some positive 
affirmation that the situation(s) will 
change for the better - to have hope.  For 
me, there is faith. Faith in oneself, in oth-
ers, and faith in God, provides something 
grander than what we can comprehend but 
is both reachable and comforting. For me, 
my faith is a bond that helps to hold me 
together as an individual and with my 
local community.  
 

Positive Transitions 
 
     Routines can become a trap, and we 
find ourselves in a rut that we’re not even 

aware of until some outside factor dis-
rupts us. It is an unseen curse. My wife 
and I often visit an assisted living resi-
dence and it is there that we notice the 
routines that develop. Individuals and 
groups doing the same thing day after day.  
     Seek out transitions. Daily ones. Espe-
cially during the dark enclosed winter 
months.  Walk into a store and just 
browse. Say hello to a stranger. Pick up a 
CD, DVD or book at the library; just 
browse, daydream and pick a topic that’s 
unusual/different for you. See how an-
other culture lives. Pick up a book on 
modern art or photography and how see 
those crazy images can make sense to 
some people. Also give your brain and 
patience a challenge – with your non-
dominate hand try brushing your teeth or 
some other activity. Experiment with your 
belongings by moving your chair or desk 
– you may find it interesting and benefi-
cial. Seek suggestions from friends. 
Sometimes a positive outcome may occur 
by having a fresh pair of eyes looking at it. 
     There are many ways to look at change 
and transitions. They will and must occur. 
Accept, understand it, and don’t fight it 
too much. We all have our comfort zones 
but they must be flexible. Seek a new 
comfort zone. Think outside the box. And 
seek support. 
 
     Glenn Slaby, a former accountant is 
currently an outpatient at St. Vincent’s 
Hospital in Harrison. He writes and 
works part-time at the New Rochelle Pub-
lic Library. □ 

Understanding and Accepting Transitions: A Consumer’s View 

Glenn Slaby 

By The National Institute 
of Mental Health (NIMH) 
 
 

T he first long-term, large-scale 
study designed to determine the 
safety and effectiveness of treat-
ing preschoolers who have atten-

tiondeficit/hyperactivity disorder(ADHD) 
with methylphenidate (Ritalin) has found 
that overall, low doses of this medication 
are effective and safe. However, the study 
found that children this age are more sen-
sitive than older children to the medica-
tion's side effects and therefore should be 
closely monitored.  The 70-week, six-site 
study was funded by the National Insti-
tutes of Health's National Institute of 
Mental Health (NIMH) and was described 
in several articles in the November 
2006 issue of the "Journal of the 
American Academy of Child and Ado-
lescent Psychiatry." 
     "The Preschool ADHD Treatment 
Study, or PATS, provides us with the best 
information to date about treating very 
young children diagnosed with 
ADHD," said NIMH Director Thomas R. 
Insel, MD. "The results show that 
preschoolers may benefit from low doses 
of medication when it is closely moni-
tored, but the positive effects are less evi-

dent and side-effects are somewhat greater 
than previous reports in older children." 
     Methylphenidate is the most com-
monly prescribed medication to treat 
children diagnosed with ADHD. But its 
use for children younger than 6 
years has not been approved by the Food 
and Drug Administration. And until 
PATS, very few studies -- and no large-
scale ones -- have been conducted to col-
lect reliable, consistent data to help guide 
practitioners treating preschoolers with 
ADHD.  
     The 303 preschoolers enrolled in the 
study ranged in age from 3 to 5 
years. The children and their parents par-
ticipated in a pre-trial, 10-week behav-
ioral therapy and training course. Only 
those children with the most extreme 
ADHD symptoms who did not improve 
after the behavioral therapy course and 
whose parents agreed to have them treated 
with medication were included in the 
medication study. In the first part of the 
medication study, the children took a 
range of doses from a very low amount of 
3.75 mg daily of methylphenidate, admin-
istered in three equal doses, up to 22.5 
mg/day. By comparison, doses for school-
aged children usually range from 15 to 50 
mg total daily. 
     The study then compared the effective-

ness of methylphenidate to placebo. 
It found that the children taking methyl-
phenidate had a more marked reduction of 
their ADHD symptoms compared to chil-
dren taking a placebo, and that different 
children responded best to different doses. 
     "The best dose to reduce ADHD symp-
toms varied substantially among the chil-
dren, but the average across the whole 
group was as low as 14 mg per day," said 
lead author Laurence Greenhill, M.D., of 
Columbia University/New York State 
Psychiatric Institute. "Preschoolers with 
ADHD may need only a low dose of 
methylphenidate initially, but they may 
need to take a higher dose later on to 
maintain the drug's effectiveness."  
     To ensure the safety of the very young 
children involved, the study was 
governed by a strict set of ethical stan-
dards and additional review boards. The 
children's health was monitored carefully 
and repeatedly throughout the study's du-
ration. Their parents were repeatedly con-
sulted for consent prior to every step of 
the program. The researchers also re-
viewed the teacher ratings of the children 
who attended preschool at various stages 
in the study. 
     Similar to 1999 results found in 
NIMH's Multimodal Treatment Study of 
Children with ADHD and other studies on 

school-aged children, the medication did 
appear to slow the preschoolers' growth 
rates. Throughout the duration of the 
study, the children grew about half an 
inch less in height and weighed about 3 
pounds less than expected, based on average 
growth rates established prior to the study.  
     Currently, no data exist that track long-
term growth rate changes among 
preschoolers with ADHD who are medi-
cated with methylphenidate. However, a 
five-year-long follow-up study is under-
way to track the children's physical, cog-
nitive, and behavioral development, as 
well as health care services the family is 
using to care for the child. Those data will 
be available in two to three years. 
     Finally, 89 percent of the children tol-
erated the drug well, but 11 
percent -- about 1 in 10 children -- had to 
drop out of the study as a result of intoler-
able side effects. For example, while 
some children lost weight, weight loss of 
10 percent or more of the child's baseline 
weight was considered a severe enough 
side effect for the investigators to discon-
tinue the medication. Other side effects 
included insomnia, loss of appetite, mood 
disturbances such as feeling nervous or 
worried, and skin-picking behaviors.  
 

see ADHD on page 38 

Preschoolers with ADHD Improve with Low Doses of Medication 
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Panic Disorder from page 1 
 
patterns that lead to fear and anxiety. 
     Panic disorder is often accompanied 
by other serious problems, such as de-
pression, drug abuse, or alcoholism. 
These conditions need to be treated sepa-
rately. Symptoms of depression include 
feelings of sadness or hopelessness, 
changes in appetite or sleep patterns, low 
energy, and difficulty concentrating. Most 
people with depression can be effectively 
treated with antidepressant medications, 
certain types of psychotherapy, or a combi-
nation of the two. 
 

How to Get Help 
for Anxiety Disorders 

 
     If you think you have an anxiety disor-
der, the first person you should see is 
your family doctor. A physician can de-
termine whether the symptoms that alarm 
you are due to an anxiety disorder, an-
other medical condition, or both. 
     If an anxiety disorder is diagnosed, the 
next step is usually seeing a mental health 
professional. The practitioners who are 
most helpful with anxiety disorders are 
those who have training in cognitive-
behavioral therapy and/or behavioral ther-
apy, and who are open to using medica-
tion if it is needed. 
     You should feel comfortable talking 
with the mental health professional you 
choose. If you do not, you should seek 
help elsewhere. Once you find a mental 
health professional with whom you are 
comfortable, the two of you should work 
as a team and make a plan to treat your 
anxiety disorder together. 
     Many times, panic disorders can be 
successfully treated with medication. Re-
member that once you start on medica-
tion, it is important not to stop taking it 
abruptly. Certain drugs must be tapered 
off under the supervision of a doctor or 
bad reactions can occur. Make sure you 
talk to the doctor who prescribed your 
medication before you stop taking it. If 
you are having trouble with side effects, 
it's possible that they can be eliminated 
by adjusting how much medication you 
take and when you take it. 
     Most insurance plans, including health 

maintenance organizations (HMOs), will 
cover treatment for anxiety disorders. 
Check with your insurance company and 
find out. If you don't have insurance, the 
Health and Human Services division of 
your county government may offer mental 
health care at a public mental health center 
that charges people according to how much 
they are able to pay. If you are on public 
assistance, you may be able to get care 
through your state Medicaid plan. 
 

Ways to Make 
Treatment More Effective 

 
     Many people with anxiety disorders 
benefit from joining a self-help or support 
group and sharing their problems and 
achievements with others. Internet chat 
rooms can also be useful in this regard, 
but any advice received over the Internet 
should be used with caution, as Internet 
acquaintances have usually never seen 
each other and false identities are com-
mon. Talking with a trusted friend or 
member of the clergy can also provide 
support, but it is not a substitute for care 
from a mental health professional. 
     Stress management techniques and 
meditation can help people with anxiety 
disorders calm themselves and may en-
hance the effects of therapy. There is pre-
liminary evidence that aerobic exercise 
may have a calming effect. Since caf-
feine, certain illicit drugs, and even some 
over-the-counter cold medications can 
aggravate the symptoms of anxiety disor-
ders, they should be avoided. Check with 
your physician or pharmacist before tak-
ing any additional medications. 
     The family is very important in the 
recovery of a person with an anxiety dis-
order. Ideally, the family should be sup-
portive but not help perpetuate their loved 
one's symptoms. Family members should 
not trivialize the disorder or demand im-
provement without treatment. If your 
family is doing either of these things, the 
National Institute of Mental Health 
(NIMH) has a booklet on their website 
which will educate friends and families so 
that they become allies and help you suc-
ceed in therapy.   
     To find this booklet, visit NIMH at 
www.nimh.nih.gov/publicat/nimhpanic.cfm. □ 

Planning from page 30 
 
planning into the meetings of the Com-
mittee on Special Education in a more 
meaningful and effective way and much 
earlier in the process.  We also knew that 
it was critically important to empower the 
youth and help them to understand and 
“buy into” the transition planning proc-
ess. A series of trainings for families, 
case managers, service providers and 
BOCES staff ensued, which were very 
successful. 
     Another hurdle lay before us. We 
turned our attention to the educational 
system. We invited all the middle and 
high schools in Nassau to join the Steer-
ing Committee. The response to our en-
treaty to join us and become informed 
about this issue was enthusiastically ac-
cepted. They were eager for help. We 
found that school districts recognized that 
they were responsible for providing tran-
sition services but they were at a loss as to 
how to successfully accomplish the task. 
     We wrestled with how to effectively 
disseminate information to everyone. The 
idea for the Guide took root when a par-
ent on the task force showed us a packet 
her school district handed out to parents 
of students with disabilities. The guide 
included tons of information on federal 
and state entitlements, how to apply for 
them and where to go for more informa-
tion. The packet was geared to parents of 
youth with physical impairments, and 
there was no specific information for par-
ents of youth with emotional distur-
bances.  We knew we needed to develop 
our own guide, geared to parents who could 
advocate for their youth and help empower 
them to advocate for themselves.  
 

The Guide and What it Contains 
 
     All young people are faced with 
choices as they approach high school 
graduation, such as pursuing higher aca-
demic education, vocational training or 
getting a job. The transition planning 
process for students with disabilities can 
be more complex and require a great deal 
of planning. In order to be ready to suc-
cessfully meet this challenge, transition 
planning must begin years before high 
school ends.  
     As detailed above, a major problem 
for families has been the lack of informa-
tion available about the transition plan-
ning process and available services. Our 
Transition Planning Guide provides this 
important information in a timely manner 
and in an easily readable format. We hope 
families will use it to work together with 
each other, their schools and their Com-
mittees on Special Education to develop 
an individualized plan to provide the 
skills, experiences and training necessary 
for their children to become independent 
and productive members of society. The 
information contained within the Guide 
will also help families understand their 
rights and become more effective advo-
cates for their children when dealing with 
their school districts.  
     Designed by parents and professionals 
who are dedicated to helping families 
navigate the often overwhelming process 
of transition, this Guide provides an over-
view of transition planning and takes 
families through the process including: 
 
• preparing for meetings with the 

Committee on Special Education 

• what transition services are available  
 
• the responsibilities of school districts 
 
• other areas that families should con-

sider such as housing, clinical ser-
vices, financial and social issues 

• a timeline of planning steps for chil-
dren living at home and for children 
living in residential settings 

 
• how to evaluate the quality of a tran-

sition plan 
 
• NYS graduation requirements and 

types of diplomas available 
 
• sample Level One Assessment Tools 

for families and for students 
 
• explanation and sample of measur-

able post-secondary goals on the In-
dividualized Education Plan 

 
• a transition services worksheet to be 

used as a planning tool: and a  
 
• transition planning profile – another 

tool to help evaluate a student’s 
strengths and needs 

 
     The above information pertains to all of 
New York State. In addition, we have in-
cluded a valuable list of resources and ser-
vices available in our county which can 
easily be replicated for use by any county. 
 
     The Transition Planning Guide for 
Families of Youth with Emotional Dis-
abilities is currently being printed by the 
State Office of Mental Health, to be ready 
for distribution this fall. It is our intention 
to make it available to everyone around 
the state. In addition to booklet form, 
we hope to provide access to it on the 
Internet.  
     For further information, please e-mail 
Marcia Feuer, Director of Public Policy 
at the MHA of Nassau County at 
mfeuer@mhanc.org.   
 

Next Advocacy Steps 
 
     The work on transition planning con-
tinues. We are in the process of forming a 
group of youth who will write a version 
of the Guide geared specifically to youth 
themselves. We will share this booklet 
when it is finished. 
     In addition, our Children’s Advocacy 
Committee is “transitioning” to other 
issues that need attention, including com-
bating stigma and ignorance.  Since com-
pletion of the Transition Planning Guide, 
we are concentrating on ways to educate 
families and the school community about 
the importance of children’s mental 
health issues for everyone. A team is de-
veloping a presentation entitled 
“Children’s Emotional Wellness: Ser-
vices and Support for Families.” It in-
cludes information about what comprises 
emotional and mental wellness in chil-
dren, how to keep kids healthy, how to 
recognize signs of problems, and where 
to get help and support. We have reached 
out to the presidents of all the PTAs and 
SEPTAs in Nassau County asking to 
come and speak to them at any of their 
meetings. If you would like more infor-
mation about this offering, please contact 
Marcia Feuer at the above e-mail address. □ 

ADHD from page 36 
 
Despite concerns that stimulants may 
increase blood pressure or pulse, any 
changes seen in the children's blood pres-
sure or pulse were minimal.  
     "The study shows that preschoolers 
with severe ADHD symptoms can benefit 
from the medication, but doctors should 
weigh that benefit against the potential 
for these very young children to be more 

sensitive than older children to the medi-
cation's side effects, and monitor use 
closely," concluded Dr. Greenhill. 
     PATS was conducted by researchers at 
Columbia/New York State Psychiatric 
Institute, Duke University, Johns Hopkins 
University, New York University, the 
University of California Los Angeles, and 
the University of California Irvine, in 
collaboration with NIMH staff under a 
cooperative agreement. □ 
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search underway to fill the position of  
 DIRECTOR 

MENTAL HEALTH SERVICES  
 

Westchester County Department  
of Community Mental Health 

 
Manage & direct activities for the treatment of persons  

with mental health disabilities.  Applicants must have proven,  
administrative and leadership abilities; sound knowledge in  
clinical issues; familiarity with state regulations and various  

funding mechanisms, and the ability to communicate  
effectively with employees, clients and their family members,  

community groups, and governmental agencies. 
 

Master's Degree and six years experience, four of which  
must have been in a supervisory position in a clinical, planning  

or managerial capacity in a community mental health care setting.  
 

Salary: $87,160 - $112,135. 
 

 Excellent benefit package, no on call or weekend hours. 
 

 EEO/AA Employer. Please submit resumes to: 
 

Robert Kopenhaver, Director of Administrative Services 
Dept of Community Mental Health 

112 East Post Road, 2nd Fl., White Plains, NY 10601 
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Veterans from page 35 
 
outsider (in this case the returning vet-
eran) enters or re-enters a well-
established group, the transition will be 
difficult for both sides.  Veteran and fam-
ily members all have to make adjustments 
to how they think and act. This will feel 
uncomfortable and confusing until a new 
set of dynamics emerges when the veteran 
is once again fully integrated in to the fam-
ily group. 
     When a soldier returns from war with 
physical and/or emotional injuries, the 
reconstitution of the family unit is even 
more difficult.  When the veteran cannot 
step easily into old family roles and the 
family cannot easily let go of current 
roles, conflict will arise.  There is nothing 
wrong with conflict; it is a normal proc-
ess that indicates that change needs to 
occur.  How the conflict gets expressed is 
a prime concern.  Therefore, the more the 
entire family can be supported in talking 
to each other, sharing feelings, asking 
questions, voicing fears, the quicker the 
transition will occur.  When the veteran 
arrives home with physical and/or emo-
tional wounds, both family and veteran 
will need to learn as much as they can 
about each others’ process.  Family mem-
bers will also need to learn how to take 
care of themselves in light of the new 
stressors as well as how to support the 
veteran while still giving him/her the 
space needed to heal and readjust. 
     We have a new challenge with veter-
ans from Afghanistan and Iraq in that far 
more women than ever before have been 
in the battle zone.  In the past, women 
were kept behind the battle lines.  In the 
current war, often there are no lines of 
safety.  Many of these women veterans 
were the primary caregivers for their chil-
dren before they deployed overseas.  As 
they return home and try to resume their 
parenting duties, female veterans may 
find it very difficult to do so due to the 
symptoms from their psychic and physi-
cal wounds.  In addition, a significant 
percentage of female veterans experi-
enced sexual harassment and assault from 
their male counterparts while abroad.  
When these assaults occurred, many vic-
tims felt unable to report them because 
the perpetrators were the very people who 
were supposed to have their backs in bat-
tle.  These victims of sexual assault return 

home with an additional layer of healing 
that needs to occur. 
     Finally, many veterans are returning 
home with undiagnosed, mild traumatic 
brain injury (TBI) from being in close 
proximity to exploding bombs.  Since the 
symptoms for TBI are very similar to 
those of PTSD, these symptoms may go 
untreated far longer than is healthy. 
     So, now that we have explored the 
some of the challenges for veterans and 
their families, what is the prognosis for 
successful reunification and how can we 
support this process? 
     The prognosis for successful reunifica-
tion is very hopeful but it requires help 
and time.  Each person’s process for heal-
ing is unique, therefore the time it takes 
each person to heal is unique.  That being 
said, it generally takes several months to 
a year for the transition process to com-
plete.  For some families it takes less 
time; for others it takes more time.  What 
is important to know is that the transition 
can have a positive outcome.  The chal-
lenge lies in helping veterans and their 
families find the services they need when 
they need them.  The Veterans Admini-
stration may not be able to provide ser-
vices to all veterans and their families in a 
timely manner.  In addition, many veter-
ans may not sign up for or utilize their 
benefit services because of stigma. 
     It is important that all community 
mental health providers begin to familiar-
ize themselves with self-help and trauma-
informed services to assist veterans and 
their families.  A good place to start is the 
National Mental Health Association Web-
site, www.nmha.org.  Another excellent 
resource is the website for the Veteran’s 
Administration, www.va.gov.  All com-
munity mental health providers should 
begin now to ask each new client, male or 
female, if they are a veteran and if so, of 
which operation.  Each provider agency 
should also begin to train staff to assist 
veterans and their families. Finally, as 
individuals, we need to reach out to return-
ing veterans and their families and support 
them by being nonjudgmental listeners who 
can provide connection and caring. 
 
     Helena Davis is a specialist in trauma care 
and can provide materials and/or training in 
assisting veteran and their families. She can 
be reached at hdavis@mhanys.org or (518) 
434-0439, ext. 219. □ 

Autism from page 35 
 
different or perhaps better. Obviously you 
may not be able to answer some of these 
questions, but the ones you do will help 
relieve a bit of stress and the ones you 
don’t can be kept on a list that can be 
addressed over time. 
     Your child with a disability or autism 
may be slower to respond and be more 
likely to resist or deny that a change will 
occur. This is fine, but do not assume this is 
acceptance. You and your spouse will need 
to be persistent and have your child verbal-
ize his or hers understanding of the move. 
For my son this meant talking about the 
school change and things that will be “no 
more.”  No more Anne Hutch (his elemen-
tary school), no more baseball league 
(Miracle baseball league recently started in 
Hartsdale, NY), no more Melissa (his favor-
ite teacher).  This stimulated him to be upset 
but in a safe setting and three months prior 
to the actual occurrence of these new 
changes. As the time of our departure is 
nearing and the house we will be living is 
selected when we arrive in Virginia, we 
now have some tangible things to talk about 
and view thanks to the advancement of 
computers which allow a virtual touring. 
Since Sean loves the computer, he has the 
ability to scan every inch of his new sur-
roundings before even arriving.  The fact 
that there will be a lake in the back yard that 
we can go fishing has now become the focal 
point of his desire to move. Now the mantra 
is not ‘no more’ this or ‘no more’ that it is, 
“I want to go fishing when I go to Vir-
ginia.”  Obviously this is a much happier 
and healthier refrain for decreasing stress 
and improving the family dynamic. 
     What other important aspects should one 
consider before moving? My wife and I 
decided to create a non-comprehensive list 
of the things we will need to reconcile for 
Sean without going overboard. The four 
main areas we covered were: 
 
1)  The new house. (see above) 
 
2)  The new food, specifically rice. 
 
3)  The new school/friends. 
 
4)  The new routines. 
 
     There is always a fine line between 
knowingly eliciting disruption and help-
ing to allow an adjustment to occur in the 
family of a child with autism. I like to 
consider this under the analogy of ‘risks 
versus benefits.’  For example, should we 
buy a years worth of Japanese rice from 
the Asian food market in New York or 
should we hope that we can work some-
thing out down in Virginia?  We actually 
found an Asian food market while we 
were visiting Virginia over the summer.  
Unfortunately they did not have the rice 
Sean likes, but they can order the rice for 
us from New York. The major problem of 
nutrition was essentially averted, yet this 
new arrangement will require some extra 
mailing, ordering and most of all plan-
ning. We could have opted to just let 
Sean get used to American rice, which he 
finds barely acceptable, or cater to his 
needs.  With food being such a strong 
motivator we sagely opted for the latter. 
     Choosing the new school was really an 
exercise in being annoying to anyone 
willing to listen to me. I initially got a 
good lead from a nurse at the hospital, 
who directed me to a special education 
teacher. From there I asked who had the 
best programs for children with higher 

functioning autism. She spent about one 
hour on the phone with me as I quizzed 
her about each program. I than contacted 
the regional office and spoke with the 
directors of the Childhood Special Educa-
tion for Chesapeake, VA. We set up a 
meeting time for when I would be in Vir-
ginia and would answer all my questions.  
I was able to set up Sean’s identical edu-
cation program and will be able to imple-
ment when he starts in 2007. We will try 
and introduce Sean to his new class be-
fore Christmas, and then when his teacher 
is decided, speak with her and have them 
contact Sean’s current teacher to make 
sure everyone is on the same page. 
     Since autism has significant social 
deficits it has been somewhat difficult for 
Sean to develop any friendships. How-
ever, over the last few years he has gravi-
tated towards one or two boys in his 
class.  Sean’s favorite thing to do is to 
join (i.e. parallel play) with boys his own 
age or a little older. This seems to be 
working out recently since he has learned 
how to play basketball and football. 
These are skills which should help him 
down in Virginia.  One positive point 
would be that Virginia has a more mild 
winter and perhaps he can play these 
sports outside longer. He has also learned 
that friends that move away don’t disap-
pear. One of his friends, who had moved 
to Massachusetts last year, recently vis-
ited during Sean’s birthday. This allowed 
Sean to recognize that moving is a change 
but not a permanent condition. Essentially 
the most important issue is managing the 
well thought out routines that have devel-
oped in our current environment. 
     My wife and I have tried to vary our 
weekday and weekend activities enough 
to allow some degree of spontaneity and 
flexibility. Sean has improved over time 
on this and does allow variances in his 
routine, but obviously we are prepared for 
a bit of regression here when we make 
this move. Our 3 responses normally for 
new situations and problems are (1) Just 
do it, (2) Just drop it, and (3) Negotiate 
and adapt. We will probably be working 
on # 3 a lot in the first few months. Since 
the new routines will be starting in Janu-
ary we have searched for specific indoor 
activities and things to do associated with 
the school. We would like to have a 
playground near our house, but we are 
prepared to buy a portable basketball 
hoop for outside. Currently we are hop-
ing the fishing in the back yard is going 
to provide some respite as we move 
forward. 
     Moving is essentially a life-transition 
that you can predict for the most part.  
Obviously, unexpected deaths and marital 
problems may cause a much stronger and 
more difficult emotional transition. How-
ever, utilizing strategies before real emer-
gencies and practicing coping skills in a 
safe environment should be done when 
the opportunity arises. The death of a 
grandparent or a relative/friend that 
moves away are situations not to be 
avoided. Allow your child to experience 
the grieving process and register the loss 
of something valuable so that they will 
develop coping skills now and not at a 
time when you might not be ready to 
teach such skills. Overall the most impor-
tant aspect is to keep an open and honest 
communication flowing between your-
self, your spouse, and your children. 
     That’s all for now; good luck with 
your next big transition. □ 
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Out-patient Treatment for People of All Ages  

Specialized services for individuals  
with developmental disabilities  

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

Geriatric Care 
Continuing Day Treatment 

Mobile clinical services 
Case management  

Social Clubs 
COMPEER 

All services are offered on a non-sectarian basis 

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

  
Call  WJCS  at  (914) 761-0600 

 
WJCS offers comprehensive mental health services 

 

    To Help  A 
Child You Know,     

    Call  
(914) 636-4440 

ext. 200        

  

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

Human Development 
Services of Westchester 

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

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

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

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

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

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

HDSW 
930 Mamaroneck Avenue 
Mamaroneck, NY 10543 

(914) 835 - 8906 

HOPE HOUSE 
100 Abendroth Avenue 

Port Chester, NY  10573 
(914) 939 - 2878 
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Cancer from page 15 
 

Useful Framework 
 
     A patient-based approach to social 
analysis, (as outlined by Alexander R. 
Green, M.D., Joseph R. Betancourt, 
M.D., and J. Emilio Carrillo, MD, 2002) 
facilitates understanding the cancer ex-
perience of children and families from 
diverse backgrounds. It helps clinicians 
focus on the importance of social issues 
in caring for patients of all cultures, in the 
context of various social backgrounds by 
looking at four domains: 1. social stress and 
support networks 2. change in environment 
3. life control and 4. literacy.  
     People bring with them all of who they 
are. For some, cancer is only one of many 
challenges they face. Many have complex 
family problems; pre-existing medical 
conditions; financial difficulties; barriers 
to access to care; are recent arrivals to the 
USA and struggle with navigating the 
new cultural landscape. Often parents ask 
themselves if it is ‘selfish’ to focus solely 
on their individual suffering while the 
whole world is suffering too. Others do 
not allow themselves to think about exter-
nal events not directly related to their 
child’s illness. All, however, find their 
own way of coping with the fear of losing 
their child. 
     Since 1997, the number of cancer sur-
vivors has increased to at least 270,000 
survivors in the USA, one in 1000 of 
which is a childhood cancer survivor. The 
five-year survival rate for pediatric can-
cers is approaching 80%, resulting in a 
growing population of childhood cancer 
survivors (Bhatia, S. 2005 Cancer Survi-
vorship-Pediatric Issues The American 
Society of Hematology). Children and 
family react to this stressful time in dif-
ferent ways. Often adults and teenagers 
experience stages similar to those of 
grieving caregivers: shock; difficulties 
expressing or modulating their emotions; 
depression and/or loneliness; physical 
symptoms of distress; panic or guilt; 
anger and resentment; resistance; hope; 
and finally the affirmation of the fright-
ening realities of a chronic and poten-
tially lethal illness. 
 

Stressors of Survivorship 
 
     For survivors, a new set of emotions 
surface as they face the consequences of 
treatment. Their roles change from that of 
a patient to a regular person in need of 
medical check-ups, which unlike those of 
non-cancer patients, bring some anticipa-
tory fears of the cancer reoccurring. The 
return to regular routines for children of 
all ages includes making new connections 
with peers, teachers, and other members 
of their community. Learning on a regu-
lar, structured way is required now. There 
is also a change of expectations of how 

they should behave and how to discipline 
them. And of course, there is the planning 
for the future. 
     Some patients who received therapy 
that may potentially impact how the brain 
works may experience long-term compli-
cations. Particularly those who: were di-
agnosed at a very young age; had pro-
longed absences from school; had a his-
tory of learning problems before being 
diagnosed with cancer; and/or underwent 
treatment that resulted in reduced energy 
levels, hearing or vision weaknesses, and/
or treatment to the central nervous system 
(Educational issues following childhood 
cancer, Curesearch, 2006). 
     Long-term follow-up care should in-
clude baseline neuropsychological 
evaluations, to be repeated at key transi-
tion points (e.g., when moving from 
grade school to middle/junior high 
school). In addition, annual assessment of 
their vocational or educational progress 
and cognitive rehabilitation when deficits 
are present should be available. 
 

Reacting to the Cancer Experience 
 
     The majority of children and families 
cope well, but those with lingering physi-
cal problems and emotional stress can 
develop anxiety and/or depression (Fact 
sheet: Emotional issues after childhood 
cancer" CureSearch 2006). Children’s 
healthy development pushes them to try 
to understand their story as their thinking 
becomes more abstract, leading to ques-
tioning their parents on details of the ex-
perience. Memories about the illness and 
treatment can become triggers for emo-
tional distress for both the patients and 
their families. 
 

What to Do 
 
     Sharing their concerns with, and ask-
ing questions to, the healthcare team is 
the first step that families can take for 
gaining control over difficulties. Clini-
cians can help them by promoting the 
development of resilience: “… the proc-
ess of adapting well in the face of adver-
sity, trauma, tragedy, threats, or even sig-
nificant sources of stress—such as family 
and relationship problems, serious health 
problems, or workplace and financial 
stressors. It means ‘bouncing back” from 
difficult experiences” (American Psycho-
logical Association (2002) The Road to 
Resilience.) Mental health professionals 
help children and families to connect with 
others; identify ways of strengthening a 
positive self-image and regain confidence 
in their abilities and strengths. They 
make sure patients and families are able 
to communicate and solve problems 
effectively, and increase their capacity 
to manage strong feelings and impulses. 
The rewards come in the shape of a 
child’s smile. □ 

Peer Project from page 15 
 
Bridge are strongly committed to the pi-
lot’s success and expressed their satisfac-
tion upon news of the selection. Accord-
ing to Robert Brewster, LCSW, RMHA’s 
Executive Director, "Riverdale Mental 
Health Association is pleased to have 
been selected to participate in the Recov-
ery Pilot Project in collaboration with The 
Coalition of Behavioral Health Care 
Agencies, the Howie T. Harp Peer Advo-
cacy Center and The New York City De-
partment of Health and Mental Hygiene.  
We look forward to collaborating in this 
endeavor in order to increase consumer 
participation in our Continuing Day Treat-
ment Program and expand our capacity to 
provide recovery-oriented services." 
     The Bridge Inc.’s Deputy Executive 
Director, Robert Yankowitz, Ph.D., 
shared similar sentiments. "The Bridge is 
honored to be chosen as a participant and 
our staff is excited about the Recovery 
Pilot Project.  We expect that this col-
laboration between DOHMH, CCRC, 
HTH and two provider agencies will in-
form the greater provider community's 
understanding of how to both integrate 
Peer Recovery Facilitators into treatment 

programs, and how to optimize recipient 
recovery." In addition to training, teams 
from the Coalition’s Center and Howie. 
T. Harp will provide ongoing technical 
assistance to both sites on the integra-
tion of peer staff. 
     According to CCRR Director Alysia 
Pascaris, “The Coalition’s Center is 
thrilled to be partnering with the Division 
of Mental Hygiene and Howie T. Harp in 
this progressive initiative. We view this 
as an exceptional opportunity for the Cen-
ter to contribute to New York City outpa-
tient services through our training, techni-
cal assistance and consultative expertise.” 
LaVerne Miller, Director of the Howie T. 
Harp Peer Advocacy Center and leading 
peer advocate noted, “Our community is 
excited to embark on this new and ex-
citing collaboration.  This pilot project 
presents a unique opportunity to dem-
onstrate the value of consumer staff in 
assisting other consumers embrace and 
realize recovery.”  
     The launch of the Peer Recovery Pilot 
Project marks a new contribution to the 
movement among New York City behav-
ioral health providers of incorporating 
rehabilitation and recovery approaches in 
their programs and services.  □ 

Mental Health News 
Upcoming Themes and Deadline Dates 

 

Spring 2007 Issue   
“Who Will Serve: The Challenge  
of The Mental Health Workforce”  

Deadline: February 1, 2007 
 

Summer 2007 Issue  
“Child and Adolescent Mental Health”  

Deadline: May 1, 2007 
 

Fall 2007 Issue  
“Understanding and Treating  

Bipolar Disorder”  
Deadline: August 1, 2007 

 
Winter 2008 Issue  
“Understanding Family  
Mental Health Services”  

Deadline: November 1, 2007 
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Advertise in Mental Health News 
 

Promote Your Vital Programs and Services 
 

Call (570) 629-5960 



 
 

Mental Health Association 
in Putnam County, Inc.  

1620 Route 22 
Brewster, NY 10509 

  
Promoting a vision of recovery for individuals and 

families coping with mental health issues 
 

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

●     Peer Bridging Program 
●     Self-Help Groups 

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

 
all of our services are available free of charge.. 

call us at 
 

(845) 278-7600 

Since 1975 

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    fax: (914) 428-5642 

www.searchforchange.com 

 

Robert M. Lichtman, PhD, DAPA, CASAC  
New York State Licensed Mental Health Counselor & Clinical Member 

American Association for Marriage & Family Counseling   
 Relationship and Family Counseling   
 Susan Krieger, MA, Associate Counselor  

 Evening and Weekend Hours. By appointment only  
559 Gramatan Avenue, Suite 202, Fleetwood, NY 10552  

(914) 960-9943 

The Law Firm of  
Reinach Wolf, Rothman, and Stern, LLP 

 
Devoted to the Practice  
of Mental Health Law 

 
The Law Firm of Reinach, Wolf, Rothman, and Stern LLP, represents more 
than twenty major medical centers, as well as community hospitals, nurs-
ing homes and outpatient clinics, in the New York metropolitan area in 
the field of mental health litigation, consultation, advocacy, and related 
disciplines. 
 
In addition, our team of attorneys, with more than forty years combined ex-
perience, offers legal representation to families and individuals affected by 
mental illness.  We provide a broad range of legal services and counsel on 
such matters as: mental health case management and continuity of care; dis-
charge planning; Assisted Outpatient Treatment (Kendra’s Law); Mental 
Health Warrants; Hospital Treatment over Objection and  Retentions; Pa-
tients’ Rights and Guardianships. 
 
Our firm regularly contributes to a number of publications concerned with 
Mental Health and related Health Care issues and participates in seminars 
and presentations to professional organizations and community groups.   
 

60 Cutter Mill Road - Suite 407 
Great Neck, New York 11021 

(516) 829-3838 
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Aging from page 16 
 
in urban/vertical communities; there was 
a need and potential to adapt the model in 
order to serve residents aging in place in 
suburbia.  What we gradually realized is 
that Long Island -- Nassau County in par-
ticular -- is literally peppered with com-
munities that fit the NORC criteria, in 
which more than 40% of the population 
was over the age of 60.  We also quickly 
realized that suburban settings provided 
even more compelling need and reason to 
develop supportive programs, as those 
who are aging are more isolated in single 
family homes and encounter challenges 
that are compounded by the lack of acces-
sible transportation to get to critical 
places, such as the food store, phar-
macy, medical appointments, and the 
difficulties of managing their aging 
homes and property.   
     Following the lead of UJA-Federation 
of New York, United Hospital Fund and 
people like Anita Altman and Fredda 
Vladeck who have been playing an active 
advocacy and planning role in NORC 
development for nearly 20 years, F·E·G·S 
began to delve in.  We also found tremen-
dous assistance and learning opportunities 
from our sister agency, the Samuel Field 
YM& YWHA, which already had three 
successful NORC SSPs operating just 
over the border in Queens. They had pio-
neered the development of a Neighbor-
hood NORC model, which specifically 
addresses the need of suburban communi-
ties, and which formed the basis for New 
York State’s Neighborhood NORC legis-
lation and funding. 
     In forming one of the first suburban-
model NORC SSPs, F·E·G·S created a 
unique partnership by the teaming up 
with local government -- The Town of 
North Hempstead – to form Project Inde-
pendence.  This NNORC SSP is the only 
one that has partnered local government 
with a private agency as the main conven-
ers of program services. The pri-
vate/public partnership made enormous 
sense as we began this endeavor, as the 
Town was already providing an array of 
services to the senior community and 
were able to assist in a variety of very 
powerful ways.  The Town, through its 
Community Services Department, has 

contributed leadership, space, staffing, 
public relations and more, essentially 
filling some of the roles of the housing 
entity in the classic NORC SSP model. 
     We also brought in other critical part-
ners such as the North Shore-LIJ Health 
System to provide nursing services, and 
agencies that were providing case man-
agement, respite and social/recreational 
services including Jewish Association for 
the Aged (JASA), Education and Assis-
tance Corp (EAC, Inc.), Family and Chil-
dren’s Association, and the Sid Jacobson 
JCC.  The North Shore-LIJ component is 
powerful in that the Health System is also 
the health partner on several NORC SSPs 
in the region, providing shared resources, 
knowledge and expertise, and the ability 
to leverage additional financial support. 
     Fast forward to today, approximately 
18 months after the project began, with 
support from the Town and two NY State 
legislators, even before the grant from 
New York State was secured. We have 
reached more than 100 seniors with home 
visits and assessments; we have approxi-
mately 30 seniors from the community 
volunteering on the Project Independence 
Advisory Committee; the first newsletter 
Project Independence Pioneer was pub-
lished; health chats have been organized; 
intergenerational events have been run; a 
new Home Repair program is in forma-
tion; a research project is being under-
taken by the North Shore-LIJ Health Sys-
tem to measure health outcomes; we have 
graduate level student interns learning 
and assisting on the project; flu shots are 
being administered in the next couple of 
weeks, and much, much more.   
     F·E·G·S just recently secured another 
grant from the New York State Office for 
the Aging to replicate this project in Suf-
folk County, in partnership with the 
Town of Huntington and with the Suffolk 
Y Jewish Community Center.   
     Sara is one of many seniors who have 
shared that Project Independence has 
given them a sense of community, safety 
and the security of being able to stay in 
their homes as they transition through this 
later stage of their lives.   
 
     For more information on F·E·G·S’s 
NNORC SSPs, please call (516) 496-
7550, ext. 233. □ 

Consumers from page 18 
 
change it unless the doctor gives me per-
mission. They have lowered the medica-
tion a little bit. 
     I say to give priority to medication. I 
understand it is a very important thing in 
our lives.  I haven’t been in the hospital 
for three years.” 

Zulma R. 
Translated from Spanish by Nancy C. 

 
     “My transition happened for me by 
going from an unsuccessful marriage to a 
successful single life.  It was not easy 
because my husband put me under so 
much stress that I wound up on the psy-
chiatric ward of a hospital, but the experi-
ence showed me that I could get along in 
my life without him, and the end of my 
marriage brought me closer to God which 
is a very good thing!  I am still going 
through a transition being at Bronx REAL 
IPRT program with the Jewish Board.   I 
am now setting goals to get out of an 
apartment program, getting my own 

place, structuring my life in terms of 
work, leisure etc., and just being happy 
and fulfilled in my life. 
     A defining moment in my life was 
when I saw a film on mental illness by 
Patricia Deegan Ph.D.  It dealt with hav-
ing a mindset of concentrating on staying 
out of the hospital and thinking on what 
and how to cope in the community in 
which we are living.  It was very inspir-
ing in that the film covered four different 
people, and how they successfully came 
out of the psychiatric hospitals, faced 
their problems and committed to living 
outside the wall of a hospital environ-
ment.  
     It’s going to be a challenge to live on 
my own, pay my own way, and live as 
full a life as possible, with the help of a 
church community, family members (I 
have children, a twin sister, and a brother) 
but what choice do I have but to either 
live my life or fail and go back to living 
in a fog and going in and out of the hospi-
tal, being miserable and unfulfilled.” 

Marie R. □ 

Grandparents from page 18 
 
more freedom. Instead, they are function-
ing as parents again, a generation older, at 
times with less stamina, more health problems 
and often making considerable sacrifices.  
 

Rewards and Benefits 
 
     Despite the hardships and sacrifices, 
most grandmothers are still willing to 
make the commitment to raising their 
grandchildren. Several studies found that 
grandparents derived positive rewards 
from the experience of caregiving 
(Giarrusso, Feng et al, 1996, Hayslip and 
Patrick, 2003, and Musil, Schroder and 
Mutikani, 2000), Many grandparents re-
ported feeling decreased anxiety once the 
grandchildren were with them as they wor-
ried less about their safety and whereabouts.  
     Many caregivers described how it 
gave them a renewed sense of purpose for 
living (Fuller-Thomson and Minkler, 
(2000), Burton (1992), Campbell-Jackson 
(1997), Jendrek (1994), and Minkler and 
Roe (1993). Other grandparents felt that 
being able to find meaning in the caregiv-
ing situation helped to minimize the nega-
tive effects and sacrifices they had made. 
     Some of the grandparents in Minkler and 
Roe’s study (1993) reported that their 
physical and emotional health actually im-
proved after their caregiving began. All of 
the grandmothers took tremendous pride in 
their grandchildren’s accomplishments and 
many felt that it was a measure of their suc-
cess with them when they did well in school 
or achieved significant milestones. 
 

Strategies for Healthy Coping 
 
     Although this life transition is filled 
with challenges and obstacles, there are a 
number of interventions that can provide 
support, psycho-education and validation 
for the caregivers. These services and 

strategies can build resilience and em-
power the grandparents in their new and 
on-going role. 
     Many grandparents have benefited 
from participating in support groups 
and/or counseling. There are over 500 
grandparent support groups across the 
US, (AARP, 2003). The group experience 
provides a safe place to share the range of 
feelings caregivers experience with others 
in a similar situation. Grandparents often 
are very knowledgeable about resources 
and programs for their families and the 
group becomes the forum for an exchange 
of this information.  
     Spirituality also serves a critical func-
tion for caregivers. They have described 
how their prayers and religious beliefs are 
a sustaining and critical support in their 
lives (Musil et al, 2000, Langosch, 2005). 
     Helping caregivers expand their social 
networks also can ease the burden of 
caregiving. Comprehensive and wrap-
around services that address the legal, 
financial, educational, and entitlement 
needs of kinship families are essential. 
One such program, the Kinship Care Pro-
gram at the Jewish Board of Family and 
Children’s Services, offers a weekly sup-
port group, individual and family coun-
seling, case management, legal consulta-
tions, information and referral and psy-
cho-educational forums on relevant topics 
through the Brooklyn Grandparents’ Coa-
lition. Contact the Kinship Care Program at 
(212)632-4760 or dlangosch@jbfcs.org. 
AARP has a national clearinghouse, the 
Grandparent Information Center, that offers 
information on programs and support groups. 
They can be reached at: 888-687-2277. 
     Often caregivers are so focused on 
their grandchildren’s needs that they take 
little time for themselves. It is important 
to help them consider their own self-care 
as a means of re-fueling. □ 
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To put it all together, simply call 914-493-7088 

CALL US TO 
PUT IT ALL 
TOGETHER. 

Behavioral Health Center 

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

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

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

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

 

c H B 
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