
+ 
NON PROFIT 

ORGANIZATION 
U.S. POSTAGE PAID 

MONROE, CT PERMIT NO. 137 

 Mental Health News Education, Inc. 
 460 Cascade Drive 
 Effort, PA 18330 

SUMMER 2018                             ON MENTAL HEALTH AND SUBSTANCE ABUSE TREATMENT AND SERVICES                VOL. 6 NO. 1 

BEHAVIORAL HEALTH NEWS TM 

                                   YOUR TRUSTED SOURCE OF INFORMATION, EDUCATION, ADVOCACY AND RESOURCES 

By Dr. Herbert Pardes 
Reprinted from The Hill 
 
 

T here was a time when no one 
talked about mental illness. But, 
today, every tragic shooting is 
accompanied by calls for greater 

access to mental health treatment. The 
wheels of legislation turn slowly, but 
mental illness is a public health crisis that 
requires immediate attention to improve 
access to care, raise awareness, and fund 
mental health research. In order to move the 
needle, we need real bipartisan leadership. 
     First, we have to separate facts from fic-
tion. While many people erroneously be-
lieve that mental illness has a direct correla-
tion to violence, the vast majority of people 
with mental illness are not violent. How-
ever, mental illness is a strong risk factor for 
suicide, accounting for 62 percent of all 
firearm deaths in the United States. 
     In fact, suicide has risen to the highest 
levels in more than 30 years. It is now the 
10th leading cause of death among 
American adults and the second leading 
cause of death for young people ages 10 

to 24. Suicide rates have risen for every 
age group, except older adults, and a re-
cent study in the British Medical Journal 

found that incidents of self-harm among 
girls aged 13 to 16 increased by 68 per-
cent over a four year period. We also con-
tinue to see an increase in psychiatric ill-
nesses among veterans. 
     It is virtually impossible to calculate 
the human cost of these tragedies, but one 
study found that after factoring in under-
reporting, suicide and suicide attempts in 
2013 cost an estimated $93.5 billion na-
tionally, primarily in lost productivity. 
     Psychiatric illness has also become one 
of the major conditions affecting the 
health of the world population. We are 
seeing a growing number of people suf-
fering from anxiety and depression with 
other serious medical conditions or co-
morbidities. The rising death toll from 
alcohol and opiate abuse has decimated 
families and entire communities. 
     Millions of people with serious mental 
illnesses, such as schizophrenia and bipo-
lar disorder, go untreated due to a persis-
tent lack of psychiatrists and hospital 
beds. In many cases, people become 
homeless or incarcerated; our prison sys-
tem has become the nation’s largest care-
taker of the mentally ill. 

     These issues are not someone else’s 
problem. Mental illness affects one in five 
people, so it is quite likely that every sin-
gle member of the House or Senate has a 
spouse, a child, a relative, or a friend who 
has been touched by mental illness. 
     Over the years, few major figures have 
had the clout to successfully press for men-
tal health parity. There are, however, some 
advocates who stand out as important 
voices in the call for greater attention and 
support for programs for the mentally ill. 
     One example was the late Sen. Pete 
Domenici (R-N.M.), who took a leader-
ship role in convincing Sen. Warren Rud-
man (R-N.H.) to recognize the issues of 
psychiatric patients, support mental health 
programs, and offer greater equity for 
those with psychiatric illness. As the fa-
ther of a child with schizophrenia, Senator 
Domenici knew the issues first hand. 
     Rep. Tim Murphy (D-Conn.) made 
some progress through the Helping Fami-
lies in Mental Health Crisis Act. With his 
departure from Congress, we are sorely in 
need of new champions for the mentally  
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Behavioral Health News 
 
 

W hat does the Brain & Be-
havior Research Founda-
tion do? The Brain & Be-
havior Research Foundation 

is the largest non-governmental funder of 
mental health research grants in the world. 
The Foundation funds the most innovative 
ideas in psychiatry and neuroscience to 
better understand the causes and develop 
new ways to effectively treat brain and 
behavior disorders. These disorders include 
depression, bipolar disorder, schizophre-
nia, autism, ADHD, anxiety, borderline 
personality disorder, obsessive-compulsive 
disorder, addiction and post-traumatic 
stress disorder. BBRF grants support a 
broad range of the best ideas in brain re-
search and our grantees have taken sub-
stantial steps forward on the path to devel-
oping new treatments and finding cures 
for mental illness. 
     What kind of grants do you fund?  
BBRF supports approximately 400 Young 
Investigator Grantees, 80 Independent 

Investigator Grantees and 15 Distinguished 
Investigator Grantees each year. These 
grants enable these outstanding scientists 

to pursue new, cutting-edge ideas to an-
swer important questions or help identify 
new potentially game-changing targets 
for treatments. 
     The Young Investigator research grant 
program was initiated in 1987 to help 
researchers launch careers in neuroscience 
and psychiatry. This unique program is 
intended to facilitate innovative research 
opportunities and supports basic, transla-
tional and clinical researchers and helps 
expedite the gathering of crucial pilot data 
necessary for future funding. The Founda-
tion’s Independent Investigator research 
grant program was initiated in 1995 to 
support mid-career scientists during the 
critical period between initiation of re-
search and receipt of sustained funding 
and our Distinguished Investigator re-
search grant program was initiated in 
1988 to enable outstanding scientists to 
pursue new, cutting-edge ideas with the 
greatest potential for breakthroughs. 
     What kind of research do you support? 
BBRF supports innovative research studies 
that offer the potential for breakthrough 
discoveries. These discoveries are changing 
what it means to live with mental illness.  

     Our Grants support a broad range of 
the best ideas in brain research. Funding 
for our grants is focused on four priority 
areas to better understand and treat mental 
illness, aiming toward prevention and 
ultimately cures. These areas include: 
Basic Research to understand what hap-
pens in the brain to cause mental illness; 
New Technologies to advance or create 
new ways of studying and understanding 
the brain; Diagnostic Tools and Early 
Intervention to recognize early signs of 
mental illness and treat as early as possi-
ble; and Next Generation Therapies to 
reduce symptoms of mental illness and 
ultimately cure and prevent brain and be-
havior disorders. 
     Who selects your grantees? All Foun-
dation Grant projects are selected by the 
176 members of our all-volunteer Scien-
tific Council which is led by Dr. Herbert 
Pardes and comprised of leading neurosci-
entists across disciplines in brain and be-
havior research. The Scientific Council 
includes two Nobel Laureates and four 
former and the current director of the  
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The Brain & Behavior Research Foundation: A Personal Perspective 

By Ira Minot, LMSW 
Founder and Publisher 
Behavioral Health News 
 
 

T he Brain & Behavior Research 
Foundation (BBRF) is unravel-
ing the many mysteries of men-
tal illness, autism spectrum dis-

orders, and many other diseases and disor-
ders of the brain. I would like to thank Dr. 
Jeffery Borenstein and his team at BBRF 
for their help in bringing our salute to their 
vital scientific research to the readers of 
Behavioral Health News. 
     I was inspired to write this personal per-
spective by two things: BBRF’s article about 
Dr. Lisa Pan and her patient Bruce on the 
following page, and by my personal recollec-
tions of Constance and Stephen Lieber, the 
driving force behind the National Alliance on 
Schizophrenia and Depression (NARSAD).  
     Following my own experience with 
treatment-resistant depression which be-
gan in my late 30’s, I started the precursor 
to this publication which was then called 
Mental Health News.  
     I was getting back on my feet in 1998 
when I had the idea to take my experience 
battling depression into creating a publi-
cation to educate individuals and families 
struggling with mental illness about the 
latest treatments and the organizations 
that were in the community to help them. 
Since I was rebuilding my life from scratch, 
I decided to dive right into it. 
     I went out and met with many mental 
health organizations and many of the 
leaders of the mental health community in 
New York State to get their advice and 
participation in launching the first issue of 
Mental Health News. One of the first peo-
ple I met along the way was Constance 
Lieber the President of NARSAD. I called 
her on the phone and told her about my 
new project and she graciously invited me 
over to her home just minutes from where 
I was living in my supported-housing 
apartment in the neighboring village. 
     I told her about my journey through 
the depths of depression and how I 
wanted to help others who were traveling 
the same path. She immediately under-
stood. Before leaving, I asked her if she 
would help me by featuring a column in 
Mental Health News about NARSAD. 
She readily accepted the idea and did so 
for a number of years.  
     Constance Lieber was an inspiration 
and a mentor to me during the early days 
of Mental Health News. I would often call 
her and ask her advice on an article I had  
received or if an organization that wished 
to be included in an issue was known to 
be a trusted representative of the mental 
health community. She would always give 
me sound advice. In addition she would 
always go on to give me a list of five or 
more other people I should reach out to in 
order to create an issue that was a great  
success. I will never forget her.  
 
A Tribute to Constance and Stephen Lieber 

As Reported in the New York Times 
 
     Constance Lieber transformed her fam-
ily’s experience with significant mental 
illness into a life suffused with meaning, 
purpose, and extraordinary effectiveness. 

Few people could imagine the breadth and 
depth of her interests, ranging from the 
most creative modern art to inspiring ar-
chitecture, exhilarating music, and in-
sightful studies of neuroscience and hu-
man behavior.  
     Guided by her compassion, dedication, 
and curiosity—as well as her personal 
relationships with scores of leading psy-
chiatrists and neuroscientists—Constance 
informally advised thousands of parents 
who were desperately seeking better treat-
ments and cures for their mentally ill chil-
dren. During their sixty-five year mar-
riage, Constance and her husband Stephen 
A. Lieber shared enduring love and in-
tense intellectual insights to transform the 
field of basic and clinical research into the 
origins of schizophrenia and other mental 
illnesses.  
     Since 1980, Constance and Steve have 
been among the leading public advocates 
and philanthropic supporters of schizo-
phrenia and depression research in the US 
and around the globe. Their efforts in-
cluded the creation of significant clinical 
and scientific institutions to support 
emerging discoveries in the fields of bio-
logical psychiatry and patient services.  
     For over twenty-five years, they gave 
exemplary leadership to the Brain & Be-
havior Research Foundation (formerly 
NARSAD), the world's largest private 
funder of mental health research. Con-
stance served as President from 1989 to 
2007. In 2014, their activities were hon-
ored by the American Psychiatric Asso-
ciation with a Special Presidential Com-
mendation, stating “Constance and Steve 
have provided unwavering moral and ma-
terial support to unravel the mysteries of 
the brain, and to better understand and 
treat mental illness.”  
     In 1987, the Liebers established an 
annual award for outstanding achieve-
ments in schizophrenia research. To date, 
two Lieber Prize winners have gone on to 
win Nobel Prizes. At Columbia Univer-
sity, they founded two centers of excel-
lence - the Lieber Recovery and Rehabili-
tation Clinic for Psychotic Disorders and 
the Lieber Schizophrenic Clinic. At Wil-
liams College, they were the founders of 
the undergraduate neuroscience program. 

In 2011, they created the Lieber Institute 
for Brain Development, affiliated with the 
Johns Hopkins University, to integrate 
new discoveries in developmental neuro-
biology and genetics in order to achieve 
clinical advances that can change lives. 
Constance was a graduate of Brooklyn 
College and attended Columbia Univer-
sity for her post-graduate studies. She 
received honorary doctorates from Wil-
liams College and Brooklyn College. She 
received over two dozen awards to recog-
nize her outstanding leadership, including: 
the Brooke Astor Award for Outstanding 
Contribution to the Advancement of Sci-
ence, the Women in Science Award from 
The Rockefeller University, the Distin-
guished Service Award from the Yale 
University's Department of Psychiatry, 
and the Humanitarian Award from the 
Society of Biological Psychiatry. 
 

Dr. Lisa Pan’s Research on 
Metabolite Replacement Therapy 

 
     In addition to the other wonderful BBRF 
articles in this issue, I urge everyone to read 
the article about Dr. Lisa Pan, her patient 
Bruce, about the breakthroughs she and her 
colleagues are having using “Metabolite 
Replacement Therapy,” a treatment which 
shows great promise for those with untreat-
able depression. Their scientific research, 
supported by the BBRF, in finding a con-
nection between the body’s metabolism 
and depression, is complex and awe inspir-
ing, and the personal vignette about Dr. 
Pan’s patient Bruce was something I can 
personally relate to.  
 

How Depression Can Get So Bad 
You Can No Longer Function Anymore 

 
     As Dr. Pan’s article states: “Of the 15 
million American adults diagnosed with 
major depression, 15 percent do not re-
spond to any available treatments. They, 
like Bruce, have treatment-refractory de-
pression. In many cases the illness poses 
significant risk of suicide.” 
     The account of Bruce’s battle with 
major depression was very similar to my 
own and I am sure, countless others who 
have experienced it. But what does it 
really feel like on a day to day, month to 
month and year to year basis? 
     A person’s history before their illness, 
and the financial resources and family 
support system they may or not have is 
important. However, being that seriously 
ill can feel like your whole life has fallen 
into a dark pit that is so deep you cannot 
escape back to reality. 
     In Bruce’s case “He went from being a 
high-functioning professional, designing 
and repairing submarines for the Depart-
ment of Defense, to someone who could 
barely muster enough willpower and cog-
nitive capacity to shower, eat, and show 
up for work.” In my case, I had earned a 
BA in Psychology and a Masters Degree 
in Social Work. At age 35, I was married 
and the happy father of my son David. 
Then, something happened that changed 
everything. The world to me started to 
become gray then black as a major de-
pression took hold of me. People around 
me couldn’t understand my predica-
ment—it was horribly frightening. 

 On Becoming a Professional 
Appointment Keeper Seeking a Way Out 

 
     Twenty years ago when I was in the 
midst of having this major breakdown (as 
it is commonly called), I began searching 
for an answer to what was happening and 
desperately tried to find a physician or a 
therapist who could help me find my way 
back to my normal self. It took years of go-
ing to appointments, trying a multitude of 
medications with their many side-effects, 
experiencing the stigma and shame of hav-
ing a mental illness, being hospitalized 
when in total despair, losing jobs due to 
recurring episodes, and attending outpatient 
programs to assist me in becoming normal 
again. It was a long and difficult journey. 
 

Stigma, ECT, Supportive Housing, and 
Rebuilding Your Life Through Recovery 

 
     Stigma is not something that can be   
understood in the laboratory. It’s people’s 
lack of understanding about an illness or a 
another person’s disability. Only by contin-
ued education across the nation, can we 
ever hope to have a more informed society. 
This lack of understanding and discussions 
surrounding it was clearly evident in the 
recent surge of celebrity suicides reported 
in the media. Why weren’t the early warn-
ing signs heeded? 
     In Bruce’s case he was given ECT and 
it did not help him. According to the 
Mayo Clinic’s website, ECT often works 
when the full course of treatment is com-
pleted, but it may not work for everyone. 
Much of the stigma attached to ECT is 
based on the way it was administered 
many years ago, but it is much safer today 
especially when medications and other 
forms of therapy have failed to help indi-
viduals with severe depression get better. 
     Nobody simply jumps out of their ill-
ness and back into normalcy without some 
form of recovery. In most cases it takes 
time and deliberate effort on the part of the 
individual. Many recovery programs and 
drop-in centers run by consumers are avail-
able in most communities. They are a great 
help in the healing process. Housing pro-
grams that help people recovering from 
mental illness and other conditions are 
another essential part of the recovery proc-
ess. Receiving supportive housing during  
one’s recovery is one of the most important 
components to getting better. 
 

BBRF Scientists: Offering a  
New Future to Treating Illness 

 
     Is the next scientific breakthrough for  
people suffering with depression, anxiety, 
addiction, attention-deficit hyperactivity 
disorder, autism, bipolar disorder, eating 
disorders, obsessive-compulsive disorder, 
post-traumatic stress disorder and schizo-
phrenia only moments away? It may be, 
thanks to the funding and support of the 
Brain & Behavior Research Foundation. 
Their scientists are investigating the causes 
and cures of illnesses every day. This is the 
future and we are seeing it now! It is my 
hope that Behavioral Health News can 
continue to follow the advancements and 
breakthroughs uncovered by the BBRF and 
bring them to the attention to our many 
online and hard-copy readers. 

Ira Minot, LMSW 

PAGE 4 BEHAVIORAL HEALTH NEWS ~ SUMMER 2018 visit our website: www.mhnews.org 



Relief from Decades of Treatment-Resistant Depression  
Comes with Metabolite Replacement Therapy Trial 

By Fatima Bhojani 
Freelance Writer for the Brain & 
Behavior Research Foundation (BBRF) 
 
 

B ruce had tried everything. And 
yet, for three decades, he could 
not find any relief from his 
debilitating depression and 

suicidal thoughts. Twenty medications. 
Electroconvulsive therapy. Countless hours 
of counseling and cognitive behavioral 
therapy. Nothing had worked.  
     Of the 15 million American adults 
diagnosed with major depression, 15 per-
cent do not respond to any available treat-
ments. They, like Bruce, have treatment-
refractory depression. In many cases the 
illness poses significant risk of suicide.  
     Bruce’s symptoms began early in his 
teens. As time went on, they became 
worse, slowly consuming all aspects of 
his life. He went from being a high-
functioning professional, designing and 
repairing submarines for the Department 
of Defense, to someone who could barely 
muster enough willpower and cognitive 
capacity to shower, eat, and show up for 
work. “But even this was becoming a tre-
mendous struggle,” Bruce recalls. 
     By the time Bruce turned 35, in 2000, 
his depression became so debilitating that 
he lost the ability to function day-to-day, 
and had to resign from his job. The reali-
zation that he was once successful and 
independent, but now on the verge of as-
sisted living, caused him great anguish.” 
     “How could that possibly be? With my 
career accomplishments, how could I now 
lack the capacity to even minimally func-
tion?” Bruce wondered. 
     Bruce turned into a “professional ap-
pointment keeper.” His entire day was 
spent keeping up with doctor’s appoint-
ments and managing his symptoms and 
the side effects from his medications.  
     Last year, at age 51, Bruce’s current doc-
tor referred him to Dr. Lisa Pan, who was 
leading research that offered great promise 
for those with untreatable depression.  
     Dr. Pan, a 2012 Brain & Behavior Re-
search Foundation Young Investigator 
Grantee, had long worked with teens at 
risk for suicide. It was one such young 
person, under her care at the STAR 
(Services for Teens At Risk) Center at the 
University of Pittsburgh Medical Center’s 
Western Psychiatric Institute, that led her 
to draw a connection between metabolism 
and depression.  
     For years, Dr. Pan struggled to treat a 
teenager with debilitating, persistent de-
pression, suicidal thoughts, and a history 
of multiple near-lethal suicide attempts.  

     Out of desperation and out of options, 
and recalling research from the 1980s that 
linked low levels of the neurotransmitter 
serotonin to suicide, Dr. Pan asked col-
leagues at the University of Pittsburgh, Dr. 
David Finegold, a professor of human ge-
netics, and Dr. Jerry Vockley, a biochemi-
cal geneticist, if they could glean any clues 
by examining the young man’s neurotrans-
mitter profile. Our metabolism is responsi-
ble for manufacturing message-carrying 
chemicals called neurotransmitters, like 
serotonin and dopamine and norepineph-
rine, which help regulate our mood.  
     After running an extensive neurologic 
panel by analyzing the young man’s cere-
brospinal fluid (CSF), her colleagues found 
he was missing small molecules of tetrahy-
drobiopterin, or BH4, which helps synthe-
size neurotransmitters. The young man was 
given a synthetic BH4 replacement. Within 
weeks his symptoms greatly improved. 
The young man went off to college and 
was able to turn his life around.  
     Dr. Pan began analyzing the cerebro-
spinal fluid of other patients with treat-
ment-refractory, life-threatening depres-
sion. The next three patients she tested all 
showed low levels of  folate, an essential 
metabolite, in their cerebrospinal fluid, 
even though the levels in their blood were 
normal. After being treated with folinic 
acid over a period of weeks, these patients 
began to show improvement.  
     Encouraged by these results, Dr. Pan, 
through her 2012 Young Investigator 
Grant from BBRF, conducted a small 
pilot study, the results of which were pub-
lished in the American Journal  of Psy-
chiatry in August 2016.  
     Beginning in 2014, Dr. Pan and her 
team evaluated 33 patients with treatment-

refractory depression. They found that 21 
patients had metabolite abnormalities, 
with the majority suffering from cerebral 
folate deficiency. 
     Once treated, most patients showed a re-
duction in suicidal ideation and an improve-
ment in their symptoms. In some cases, their 
depression disappeared altogether.  
     “The thing that is really exciting about 
these findings is that they suggest that we 
may have underlying metabolic abnor-
malities that are contributing to psychiat-
ric illness, particularly depression,” says 
Dr. Pan.  
     Dr. Pan’s best theory is that in most 
cases these patients’ bodies cannot make 
the neurotransmitters the same way other 
people can. That would also explain why 
they don’t respond  to traditional psychi-
atric medications.  
     A common class of depression medica-
tions, called selective serotonin reuptake 
inhibitors (SSRIs), blocks the “re-uptake” 
of serotonin, which means that they stop 
neurons from reabsorbing serotonin after 
it has been released into the gap, or syn-
apse, that separates communicating cells. 
However, if  the body does not create 
enough serotonin to begin with, there is 
no “re-uptake” to block, she suggests.  
     Dr. Pan and her team are trying to fully 
understand the physiology behind the 
results to comprehend “why we are find-
ing what we are finding,” she says. 
     She has so far expanded her study to 
140 participants. To qualify for the study, 
patients must have had three maximum 
dose anti-depressant trials for at least six 
weeks. However, Dr. Pan points out that 
most participants have undergone more 
treatments than that. 
     “Many have had multiple treatments 
trials, and so much therapy that they can 
almost teach it. Quite a few had suicidal 
behavior and ideation,” she says. “This is 
a chronically ill population, who is at risk 
for death. Their life is very hard. I admire 
these people more than anyone because 
they really fight every day.”  
     Last fall, Bruce joined the study. “Dr. 
Pan’s staff have been incredibly engaging, 
and involved to a depth I have never ex-
perienced in the medical community,” he 
remembers.  
     An analysis of Bruce’s CSF revealed 
that he too, like the suicidal teenager ear-
lier, had drastically low levels of BH4. He 
began oral BH4 replacement therapy in 
late April 2017. Within a few days, he 
knew “something was happening.” Tack-
ling his monthly bills had usually taken 
him a painfully long time, but by the first 
of May he was able to get them done in 
15 minutes. 

     As time went on, the improvements 
kept coming. Before he had spent his 
whole day managing his condition, but 
now Bruce found free-time in his day to 
actually “live.” 
     Almost two months into his treatment, 
Bruce cooked a barbecue dinner from 
scratch for his extended family on Fa-
ther’s Day, after he spent five hours work-
ing on his car. This would have been im-
possible before he started treatment. 
     “I did not need one moment of time to 
manage my illness,”  Bruce recalls.  
     Bruce’s cognitive functioning and will-
power have improved so much that he is 
now contemplating a return to the profes-
sional scientific community.  
     This is “a remarkable contrast” to his 
life before, he says.  
     Bruce was one of the study participants 
who showed immediate and drastic im-
provement. Dr. Pan remembers Bruce as a 
very “slowed down” person.  
     “He moved slowly, spoke slowly. And 
now we have a very energetic and excited 
person, who is motivated,” she says.  
     In her larger sample of patients, Dr. 
Pan’s initial findings stand. More than 50 
percent of those tested have a treatable 
metabolic disorder.  
     So far, Dr. Pan’s team has found seven 
disorders, most commonly cerebral folate 
deficiency and BH4 deficiency. There are 
also patients for whom the team has yet to 
find a known metabolic disorder.  
     The study requires patients to come 
back for a follow-up visit six months after 
beginning treatment, and Dr. Pan says 
most are showing improvements in their 
symptoms.  
     “We see everything from a really star-
tling change (such as with Bruce) which is 
very impressive, to a gradual improve-
ment over time,” says Dr. Pan. 
     Every day, Dr. Pan receives calls and 
emails from fraught patients and family 
members across the country.  
     “I really hope that Dr. Pan’s diagnostic 
technology is made available to as many 
doctors throughout the U.S. and the world, 
because depression is a true biological, 
medical condition that can be diagnosed 
under a microscope,” says Bruce. “It is not 
a moral or character flaw.”  
     Depression by itself is difficult, if not 
disabling. “But to have a depression that 
has been going on for years, or even dec-
ades, without any relief is an incredible 
burden to bear,” says Dr. Pan. 
     And Dr. Pan’s research could change 
the way we treat those who bear that 
burden.  
     “The promise of that, even though it’s 
very early, is very exciting,” says Dr. Pan.  

Dr. Lisa Pan and Bruce 

Interview from page 1 
 
National Institute of Mental Health. These 
men and women are uniquely qualified to 
identify new research projects that may be 
unproven but offer potential for signifi-
cant breakthroughs. They select the most 
promising ideas in which to invest, 
whether proposed by budding early career 
neuroscientists or by established scientists 
seeking to explore new paths.  

     To date, how many grantees have you 
funded? We started with 10 grants in 1987 
totaling $250,000. By the end of 2017 we 
had awarded more than $380 million to 
more than 4,500 grantees in the U.S. and 
34 other countries. Over the past 30 years 
we have helped psychiatry and neurosci-
ence advance significantly and have estab-
lished great momentum in the field. 
     What have BBRF grantees achieved? 
Typically BBRF grants lead to additional 

funding from government, universities 
and industry sources. A survey of our 
grantees revealed that Foundation grants 
increased a researchers’ ability to secure 
additional grant support. So the $380 mil-
lion in grants awarded to date has resulted 
in more than $3.8 billion in additional 
brain research funding for these scientists.  
In fact, a recent RAND Europe analysis of 
the global mental health research funding 
landscape found that we are the top non-

governmental funder cited in published 
articles and virtually every scientific jour-
nal in psychiatry, neuroscience, molecular 
biology, and genetics includes articles on 
the research achievements of BBRF grant-
ees. Highlights of our grantees are many 
and the totality of their work showcases 
progress and advances in psychiatric diag-
nostic tools, treatments, and technologies.  
 

see Interview on page 37 
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Parenting: Diagnosing and Treating   
Anxiety Disorders in Children and Adolescents 

By Fatima Bhojani 
Freelance Writer for the Brain & 
Behavior Research Foundation (BBRF) 
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PhD, Weill Cornell Medical College, 
BBRF Scientific Council Member, 2010 
Independent Investigator 2005, 2002 
Young Investigator 
 
 

D r. Francis Lee, is the Mortimer 
D. Sackler Professor and Vice 
Chair for Research in the De-
partment of Psychiatry at Weill 

Cornell Medical College, and an attending 
psychiatrist at NewYork-Presbyterian Hos-
pital. He is also the Co-Research Director 
of the Youth Anxiety Center at NewYork-
Presbyterian Hospital. His research focuses 
on leveraging molecular neuroscience tools 
to improve our understanding of anxiety 
disorders. His current research has cen-
tered on factors that influence the plastic-
ity of the brain – its ability to change in 
response to experiences, both good and 
bad. Dr. Lee additionally sees patients 
with a focus on anxiety disorders. 
     Over 20 percent of adolescents have 
anxiety disorders. How does this compare 
with other mental health issues?  
     Anxiety disorders are the most com-
mon psychiatric disorder in children and 
adolescents. Studies differ, but most sug-
gest between 15 percent and 30 percent of 
youth will have an anx-iety disorder be-
fore age 18. This is more than other com-
mon childhood and adolescent conditions, 
such as ADHD (eight to 10 percent), or 
depression (10 to 20 percent). The preva-
lence of anxiety disorders in adults is 
around 30 percent, and the prevalence of 
depression in adults is about seven per-
cent, schizophrenia is one percent, bipolar 
disorder is about three percent.  
     And yet you say that anxiety disorders 
are under-recognized and misdiagnosed 
in young people. Why?  
     Anxiety disorders are under-recognized 
because everyone, children and adults 
alike, experience anxiety. In children, for 
example, it is normal to be anxious before 
an exam or on the first day of school. Your 
child comes to you and says they are anx-
ious. You yourself are anxious at times, so 
you don’t recognize the difference in de-
gree. Your hope is that this is due to an 
adjustment to routine, for example going 
to a new school. You figure this will all 
go away on its own.  
     Anxiety is also frequently misdiag-
nosed because of the way it manifests 
sometimes as a bodily symptom, like a 
stomach ache. If a child has chronic stom-
ach aches, they might refuse to go to 
school. This could be a tip off that there 
may be something more there.  
     Compared to the anxiety that any 
young person normally feels, how does 
anxiety in a young person  with an anxiety 
disorder differ? 
     Feeling anxious about a few things 
some of the time, like giving a speech or 
taking a test, is in itself not a disorder. An 
anxiety disorder is a condition in which 
there is a significant distress and func-
tional impairment. When a child’s severe 

distress or avoidance of anxiety-
provoking situations gets in the way of the 
child’s day-to-day life, and/or the family’s 
daily life, then the anxiety has likely 
crossed a threshold that would warrant a 
professional assessment and intervention. 
An obvious warning sign would be if your 
son or daughter refuses to go to school. 
This is probably one of the most severe 
manifestations. Other warning signs 
would be if your child does not seem to 
spend much time outside his or her room, 
or does not seem to want to interact or be 
part of various activities. Anxiety is a 
normal emotion to have. It’s when it gets 
to an extreme level that you should start 
keeping track, like when you see your 
child avoiding things that other children 
are not avoiding, like going to parties, 
hanging out with friends, or joining 
school activities, clubs, or team sports.  
     Is avoidance the main symptom par-
ents would see?  
     There are a panoply of symptoms. 
Anxiety is also associated with frequent 
worry or reassurance-seeking, chronic 
irritability, difficulty sleeping, and anxiety
-related physical symptoms, which for 
some youth can progress to a panic attack 
(a brief period of intense fear and inability 
to act). 
     What should parents do if they  think 
their child might have an anxiety disor-
der? Who should they consult first?  
     There are very good national organiza-
tions such as the Anxiety and Depression 
Association of America (ADAA), the 
Association for Behavioral and Cognitive 
Therapies, and the National Institute of 
Mental Health (NIMH), as well as our 
organization, the NewYork-Presbyterian  
Youth Anxiety Center, all of whose web- 
sites provide a very detailed description  
of each type of anxiety disorder, as well 
as information on the recommended evi-
dence-based treatment options, and often 
links to well-trained providers in your 
geographic area. Looking at those web-
sites should be step one. Step two would 
be to meet with your child’s primary care 
doctor, and get a referral to a psychologist 
or psychiatrist for an assessment.  

     If you start to have a sense that there 
seem to be greater levels of fear-related 
symptoms as well as avoidance behavior, 
then you want to see a professional to get 
a sense of whether the anxiety warrants a 
diagnosis and treatment.  
     What we have learned, from both clini-
cal experience and from research, is that 
these disorders don’t go away on their 
own. They need to be treated.  
     Tell us about the different types of 
anxiety  disorders and the different treat-
ments for them. 
     The first anxiety disorders we tend to 
see in youth are separation anxiety disor-
der, a fear of being separated from one’s 
par-ents or safety figure, or a specific 
phobia, for example fear of the dark, 
heights, animals, insects, getting sick, etc. 
Many youth have these fears to a certain 
extent, but for some it becomes extreme, 
interfering with the child and family’s 
functioning.  
     In later childhood, generalized anxiety 
is characterized by frequent worry about 
many things, including school, friends, 
fam-ily members, world events, health, 
and safety. Obsessive compulsive disorder 
has specifically to do with intrusive, un-
wanted obsessive thoughts or urges that 
cause distress and anxiety, and associated 
compulsions, habits, or behaviors that 
temporarily relieve the anxiety but cause 
other impairments in daily life.  
     Social anxiety disorder is more com-
mon in adolescence and is focused more 
on anxiety symptoms related to social 
events, meeting new people, or public 
speaking. Panic disorder is typically not 
seen until later adolescence, but includes 
out-of-the-blue panic attacks and invokes 
fear and avoidance of situations that 
might cause a panic attack.  
     Is there a reason why anxiety  peaks 
early in life? 
     Anxiety disorders seem to peak at two 
main times: during childhood (between 
five and seven years of age), and during 
adolescence.  
     There is definitely a cohort of patients 
who have anxiety disorders in childhood, 
which corresponds to when they have to 
leave the house and go to school. This 
environmental change seems to trigger 
these symptoms. The second wave of 
anxiety in early- to mid-adolescence is 
harder to understand. There is still great 
debate amongst psychiatrists and epidemi-
ologists whether there is a second wave, 
or whether these adolescents have had 
low levels of anxiety all along throughout 
childhood, and it is only now finally get-
ting to the attention of a care provider. As 
I said, there is a significant under-
diagnosis of this disorder.  
     If the child has had symptoms during 
childhood, his or her chances of also be-
ing diagnosed with depression and sub-
stance use disorders during adolescence 
also increase. This is one of the main rea-
sons why diagnosing and treating anxiety 
early is so important. If not treated, these 
disorders build upon themselves. If par-
ents notice a significant level of anxiety, 
irritability, or even a persistent stomach 
ache, or some other type of symptom, 
they should not ignore it.  

     If an anxiety disorder is allowed to 
linger for, say, five years from onset, not 
only do the symptoms get worse, but you 
then have a child who has a very limited 
world, in which they have been avoiding 
things. At that point, you’re starting treat-
ment at a different point than you might 
have five years earlier and it’s more diffi-
cult to treat.  
     Does anxiety disorder run in families?  
     Just as with many other psychiatric 
disorders, there is high heritability. But 
heritability is difficult to explain, because 
it’s not like getting a diagnosis of Hunt-
ington’s disease, where there is a genetic 
test and if you have the gene, you have 
the illness. Heritability for anxiety disor-
ders, like any psychiatric disorder, just 
means that there is a higher chance of 
having an anxiety disorder if it runs in 
your family. Parents who have anxiety 
themselves may also model or reinforce 
anxious or avoidant coping with their 
children, which can send an unhelpful 
message to a child who is genetically pre-
disposed to anxiety.  
     Can factors in the environment, such 
as trauma, trigger anxiety disorders?  
     When you try to do a natural history 
intake [asking patients and their family 
members] of what environmental factors 
or other circumstances caused or contrib-
uted to the disorder, it’s very difficult to 
pin down [the cause]. There is a biologi-
cal component, including genetics, which 
we don’t understand, which obviously 
interacts with the environment. There is 
nothing that suggests there is something 
in the environment itself that causes an 
anxiety disorder. There is no direct corre-
spondence with, for example, the way the 
child was reared — except for significant 
trauma. But in such a case, that anxiety 
disorder when diagnosed is referred to as 
post-traumatic stress disorder, since it is 
the result of an earlier trauma or chronic 
acute stress.  
     What are the therapeutic options? 
     All of these anxiety disorders are ame-
nable to the same type of therapy, called 
cognitive behavioral therapy (CBT). The 
patient meets with a therapist, usually on 
a weekly basis, and gets exposed in a con-
trolled environment to things that make 
them anxious. The point of the treatment 
is to ensure that adolescents will be able 
to confront their anxieties and work 
through them using adaptive coping 
strategies. The goal is to experience the 
anxiety and learn that the feeling can be 
tolerated and managed, and will likely get 
better the more the adolescent confronts 
the experience instead of avoiding it. 
Thus, therapy may consist of going to a 
nearby Starbucks, or some other pub-lic 
place, and interacting with strangers, or 
touching something “germy,” speaking in 
public, or purposely practicing another 
feared experience. 
     This is why it’s so helpful to see a pro-
fessional, because there are certain things 
that they do that may seem a little bit 
counterintuitive – like having a socially 
anxious person go into a crowded place 
where they have to interact. But this is 
 

see Parenting on page 34 
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Testing a Simple Strategy to  
Prevent Schizophrenia via Dietary Supplements 

By Peter Tarr, PhD 
Freelance Writer for the Brain & 
Behavior Research Foundation (BBRF) 
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Chair of Psychiatry, University of  
Colorado; Editor-in-Chief, The American 
Journal of Psychiatry, and Member of 
the Foundation’s Scientific Council; 
2015 Lieber Prize for Outstanding 
Schizophrenia Research; 2006, 1999 
Distinguished Investigator 
 
 

A t what point do the fruits of 
basic research—the hard-won 
bits and pieces of knowledge 
about brain function that the 

Foundation’s grants generate—result in 
the development of new treatments? 
There’s an exciting example now emerg-
ing in the laboratory run by Robert Freed-
man, MD.  
     Dr. Freedman, Chair of Psychiatry at 
the University of Colorado, editor in chief 
of The American Journal of Psychiatry, 
and a member of the Foundation’s Scien-
tific Council since 2001, has been on a 
long journey that began in medical school 
at Harvard in the late 1960s.  
     The winner of the 2015 Lieber Prize 
for Outstanding Schizophrenia Research 
and twice (2006, 1999) a Distinguished 
Investigator, Dr. Freedman has been on 
the trail of what neuroscientists call inhi-
bition—specifically, its role in schizo-
phrenia. Inhibition refers to the brain’s 
ability to dial down the strength of signals 
being exchanged among excitatory nerve 
cells. In schizophrenia, evidence suggests 
that an insufficiency in inhibition leads to 
hyperactivity in key areas involved in 
cognition and emotional processing.  
     Much of what Dr. Freedman and his 
colleagues have learned over decades has 
been translated into a simple and safe 
preventive strategy to bolster inhibition in 
the fetal brain, and thereby lessen the risk 
and perhaps actually prevent some new-
born children from developing schizo-
phrenia—one of the great objectives in all 
medical research.  
     The strategy involves providing ex-
pecting mothers with supplements of cho-
line, an essential nutrient that plays an 
outsized role in the fetal brain while it is 
developing in the womb. The fetal brain is 
hyperactive as it assembles itself. “It just 
fires up all of its nerve cells, no inhibition 
whatsoever,” Dr. Freedman says. “Of the 
20,000 genes we humans have, more are 
devoted to building the brain than any-
thing else. And most of them are most 
active—about tenfold more—before birth 
compared with after.”  
     Just before birth all this activity needs 
to quiet down, how-ever. “The brain is 
settling down,” Dr. Freedman explains. 
“This turns out to be the final step right 
before delivery, the last of five or six dis-
tinct steps which correspond with major 
changes in brain organization.” In each 
step, he says, “you not only get more 
memory and more function—as you do 
each time you upgrade your computer—
but you also install a new operating sys-
tem. In the early brain, each operating 

system is installed by the one that came 
before it.” 
     Dr. Freedman’s research focuses on 
one of the earliest operating systems, 
which unlike the others that follow it, 
“hangs around to do the very last installa-
tion.” This final step in the pre-birth de-
velopmental program makes normal inhi-
bition possible.  
     Evidence shows that in infants who go 
on to develop schizophrenia, the brain’s 
inhibitory system does not establish itself 
as robustly as it should. The results are 
evident to those who treat and spend time 
with patients, including Dr. Freedman, 
still an active clinician.  
     “You may hear a patient say, ‘I vaguely 
overheard someone talking and I con-
cluded they were talking about me, and 
that they were saying bad things.’ There is 
often a hyper-sensitivity to sound. When 
you investigate, the sound is really there, 
but misinterpreted. You or I would proba-
bly ignore it as noise, if we did hear it. 
We might say, ‘This is a noisy apartment.’ 
But we wouldn’t say, ‘And they’re talking 
about me.’” 
     A hypersensitivity to sensory informa-
tion, accompanied by difficulty discrimi-
nating the nature or emotional salience of 
the information, is characteristic in schizo-
phrenia. It can be traced biologically, at 
least in part, to a deficiency in inhibition. 
There is too much excitation, not enough 
inhibition—as, indeed, Dr. Freedman and 
colleagues showed in a schizophrenia 
study of the brain’s hippocampus, a vital 
center for emotional processing. Even in 
its “resting state,” this part of the brain is 
hyperactive in people with schizophrenia, 
the study showed. 
     Several converging lines of evidence 
have pointed Dr. Freed-man to a gene 
called CHRNA7 (pronounced “CHUR-na 
7”). Very active early in development, the 
gene quiets down just before birth to a low 
activity level that continues into adulthood. 
This is the gene, it turns out, that encodes 
receptors on nerve cells that become vital 
at the end of gestation, in the emergence of 
neural inhibition. The receptors are called 
alpha-7 nicotinic receptors, or α7 receptors.  

     CHRNA7 is the gene whose expres-
sion is most significantly decreased in the 
brains of people who have had schizo-
phrenia (as measured in postmortem brain 
analysis). Genetic studies have also 
shown that a subset of schizophrenia pa-
tients have genomes in which the area on 
chromosome 15 containing CHRNA7 is 
deleted, meaning they do not make 
enough α7 receptors. 
     In adults, α7 receptors are activated by 
a neurotransmitter called acetylcholine. In 
related research, Dr. Freedman and col-
leagues have been testing drugs that 
stimulate the α7 receptor in adults with 
schizophrenia—who, presumably, have 
had insufficient inhibitory activity from 
the time near birth when the system is 
first activated.  
     In the fetus, it is choline in the 
mother’s amniotic fluid that activates 
these receptors. Choline is needed 
throughout pregnancy in considerable 
amounts for various purposes, not only to 
prepare the brain’s inhibitory system but 
also to build the walls of cells throughout 
the body. Studies show that one expectant 
mother in five does not get enough cho-
line in her diet. While meat and eggs are 
rich sources of the nutrient, which is also 
found in many other foods, poor diets do 
not supply nearly enough. 
     These facts led Dr. Freedman and col-
leagues to an experiment that has taken 
the last nine years to complete. They 
wanted to know whether giving expectant 
mothers extra choline in the second and 
third trimesters might help their children 
develop more robust inhibitory capacity. 
[The accompanying story explains how 
they conducted the experiment and 
showed that it works.] 
     “The larger story is that we’ve gone 
from learning ways in which the nervous 
system doesn’t work in schizophrenia to 
actually doing something to prevent it 
from happening,” says Dr. Freedman. 
“This is the first group of children that we 
can point to and say, yes, we can treat 
earlier and do it effectively.” 
 

Choline Supplementation in Mothers  
Has Yielded Positive Results in Children 

 
     “We know that babies born to moms 
who have schizophrenia, as well as babies 
from other moms who later go on to de-
velop schizophrenia, already have recog-
nizable differences from babies who don’t 
carry that risk,” says Dr. Robert Freed-
man. The problem, he notes, is that de-
tecting these differences in the first years 
of life is not predictive of schizophrenia. 
All who develop the illness have biologi-
cal differences from the beginning; but 
many infants with these differences don’t 
go on to become ill.  
     By the time of the first definitive diag-
nostic symptoms—typically, a first 
“psychotic break,” in the late teens or 
early 20s—it is already too late to prevent 
schizophrenia from occurring. Hence, Dr. 
Freedman decided to focus on reversing 
or blunting the first step in the multi-step 
process toward disease onset. “We thought 
that if we could bolster the brain’s inhibi-
tory system even before a child is born, 

then perhaps we could lessen the risk that 
the other biological steps toward the ill-
ness would occur. We might even prevent 
the illness in some cases.” 
     His team demonstrated, first in rodents 
and then in people, that supplying choline 
in high doses to expectant mothers would 
suffice to activate the inhibitory system in 
the developing fetus. They noted that this 
supplementation would bring the choline 
level up to levels others had measured in 
the amniotic fluid of healthy mothers. The 
team also drew heavily on medicine’s past 
success with another kind of prenatal sup-
plementation—that of folic acid, another 
vital nutrient that expectant moms must 
have lest their infants suffer from neural 
tube defects and a variety of associated 
birth defects. Folic acid fortification, ide-
ally begun before conception and contin-
ued throughout the perinatal period, espe-
cially in women with poor diets, is ac-
cepted practice in the U.S. and worldwide.  
     Dr. Freedman, with critical help from 
Camille Hoffman, M.D., an assistant pro-
fessor of maternal-fetal medicine, and 
Randal Ross, M.D., a professor of child 
psychiatry, both at the University of Colo-
rado School of Medicine, took a parallel 
approach with choline. Led by Dr. Hoff-
man, who was awarded the Foundation’s 
Sidney R. Baer Jr. Prize in 2015, the team 
recruited 100 healthy women from the 
Denver area. In a double-blind trial they 
tested whether giving cho-line supple-
ments during pregnancy to increase the 
nutrient’s level in the amniotic fluid 
would enhance the development of inhibi-
tion in the fetal brain’s cerebral cortex. 
The supplements (twice normal dietary 
levels) were given by pill, twice a day 
throughout the second and third trimes-
ters, and then to mother and newborn 
through the third postnatal month. 
     Happily, there were no adverse effects 
in maternal health, delivery, birth or infant 
development. But did the supplements 
make any difference? Dr. Freedman’s team 
gave the newborns a crucial test after five 
weeks. Each child was exposed to two 
identical sounds—a succession of clicks. 
The team measured the activity of the brain 
during this test. A baby or adult with nor-
mal inhibition responds much less robustly 
to the second sound, which is filtered out 
as comparatively insignificant. A sharp 
response to the second sound is what scien-
tists call a “surrogate marker” of a defi-
ciency in inhibition.  
     This marker, called the P50 response, 
indicated normal inhibition in 76 percent 
of the infants whose mothers had been 
given choline supplements. In babies 
whose mothers received placebo instead 
of extra choline, only 43 percent had nor-
mal inhibition. That figure would likely 
have been lower if every mother in the 
trial, regardless of her treatment, had not 
received special instructions from visiting 
nurses to eat a diet rich in choline. (The 
aim was to compare choline supplementa-
tion with normal, not subpar, choline in-
take by the expecting mother.)  
     The study showed, too, that choline 
supplements even benefitted the infants of 
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Treating Psychosis Patients Early and Comprehensively  
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A new approach to treating schizo-
phrenia is based on a  revamping 
of the way patients are treated, 
and when they are treated, rela-

tive to the onset of the illness. 
     Spearheading much of the new and 
more optimistic research on treating 
schizophrenia is an Australian doctor, 
Patrick McGorry. In 2015, the Foundation 
awarded its prestigious Lieber Prize for 
Outstanding Achievement in Schizophre-
nia Research to Dr. McGorry for efforts 
that have “shifted the therapeutic para-
digm for schizophrenia to early detection 
and intervention in young people.”   
     Early intervention has resulted in some 
eye-opening results in Dr. McGorry’s 
research that have given hope to many. To 
cite one example, in a trial involving 661 
patients with first-episode psychosis, pub-
lished last September in Social Psychiatry 
and Psychiatric Epidemiology, Dr. 
McGorry and colleagues reported that 63 
percent reached “symptomatic remission” 
and 44 percent reached “functional remis-
sion.” (The former involves significant 
moderation or disappearance of symp-
toms; the latter signifies the ability to 
function in society, in a job, for instance). 
This was their status 18 months after re-
ceiving treatment for a first episode of 
psychosis, in centers for youth that Dr. 
McGorry and colleagues established to 
deliver this care, which stress a compre-
hensive approach including social and 
vocational rehabilitation. 
     In order to detect and intervene early 
in young people who are at high risk of 
psychosis, have just had a first episode of 
psychosis, or have begun to experience 
symptoms associated with schizophrenia, 
there needs to be a system of care that is 
ready to receive them, and that young 
people know about and are not afraid to 
access. In a nutshell, this has been the 
focus of Dr. McGorry’s work and a cause 
he has been laser-focused on since the 
1980s, and his efforts and political acu-
men have resulted in the creation in his 
native Australia of a system of mental 
health care geared to young people that 
might be considered revolutionary.  
     We asked him how he came to the idea 
that early intervention might change the 
course of schizophrenia, especially in light of 
the pervasive traditional view of the illness 
which stresses its incurability. “It started back 
in 1984, when I was still a trainee psychia-
trist,” he said. “I had the opportunity, when I 
moved to Melbourne, to set up a research unit 
for schizophrenia, which was a new thing in 
those days in Australia. We didn’t have any 
research units focusing on that illness.” 

     He and his colleagues decided to focus 
on first-episode psychosis patients. Since 
psychosis occurs in several illness 
(including bipolar disorder and depres-
sion, although in a much smaller fraction 
of cases than in schizophrenia) this meant 
the focus was on “the psychotic break,” 
but not the specific diagnosis of the indi-
vidual. This would be an important aspect 
of the model that would emerge from his 
experimental treatment program.  
     “We noticed three things pretty 
quickly,” Dr. McGorry recalls. “First, our 
first-episode patients were young – teen-
agers or young adults, in the majority of 
cases. Second, they had long delays in 
getting treatment. It was usually some-
thing like a suicide attempt or an aggres-
sive incident or some other kind of crisis 
that propelled them into treatment – often 
under traumatic and draconian circum-
stances, with police and handcuffs, coer-
cive measures, involuntary treatment. 
     “The third thing we noticed was that 
they were terrified, because they were 
being brought into a mental hospital sur-
rounded by people who were middle-
aged, with the most severe, disabling ill-
nesses. And psychiatrists were telling 
them things like, ‘this is a terrible, devas-
tating illness; you’ll never get better; your 
life will now be very different.’” 
     At this early moment in his career, Dr. 
McGorry was stopped in his tracks. “All 
of those things were absolutely shocking 
to me – that such things could be happen-
ing! I had decided to train in psychiatry 
because I wanted to do something posi-
tive. And yet, I saw that there was so 
much harm being done to patients.” 
     As time passed, he noticed a fourth 
theme. In his view, patients “were being 
given 10 to 20 times as much antipsy-
chotic medication as they really needed to 
get better.” At the same time, there was no 
real psychosocial treatment being offered. 
These observations provided the impetus 
for all that has followed in Dr. McGorry’s 
career. “We decided to try to turn all of this 
around – to basically challenge the idea 
that these people couldn’t get better.” 
     The new approach began with a deci-

sion “to try to limit the harm by using very 
low doses of medication,” but was accom-
panied by efforts to address the develop-
mental and family needs of patients, 
“which were quite different from the needs 
of middle-aged chronic patients” receiving 
care in the hospital, he says.  
     At this early stage, the program was 
being run in a part of Royal Park Hospital, 
a chronic-care mental hospital in Mel-
bourne. “But after a while we realized we 
needed to be based in the community, and 
using the hospital as a kind of backup 
system, rather than the other way around,” 
Dr. McGorry says. The result of moving 
into the community, to treat young people 
where they lived, led to the development 
of a program called EPICC, which was 
extensively described in papers published 
by McGorry and colleagues in the 1990s. 
A major success that has been adopted in 
other nations in the intervening years, 
EPICC begins with the premise that psy-
chosis causes acute distress in young peo-
ple experiencing it for the first time, as 
well as among their family and friends, and 
that this distress needs to be attended to.  
     In retrospect, Dr. McGorry says, “what 
we have been trying  to do is apply princi-
ples established in the care of heart dis-
ease and cancer, to psychiatry. Once we 
‘found’ our patients, we didn’t discard 
them after initial treatments. Can you 
imagine doing that in cancer? With can-
cer, there’s a premium on early diagnosis; 
then you treat the patient as consistently 
and intensively as you can, or as is neces-
sary, according to disease stage, until the 
patient gets better or dies. That has saved 
a lot of lives. It’s also lengthened the lives 
of many people who would have died 
more quickly. In other words, cancer 
treatment is disease-modifying. Whereas, 
in the way that serious psychiatric illness 
is treated, there is often revolving-door 
neglect.” Patients who lack insurance or 
the means to get first-rate care must access 
the public health system, where typically 
they “are patched up, episode to episode, 
but they are not maintained,” he said. 
     This situation, acknowledges Dr. 
McGorry, has a great deal to do with the 
failure of governments to effectively re-
place chronic long-term care in psychiat-
ric hospitals with an effective community 
mental health system. Australia had very 
poor resources with which to deal with the 
psychiatric problems  of the general popu-
lation, and nothing that was geared  
to find and treat people in their late ado-
lescence and early adulthood, the time in 
life when so many mental illnesses begin 
to manifest.  
     He has since received backing from 
various sectors, including Australia’s na-
tional government, to establish youth 
mental health centers nationwide. There 
are now over 110 such centers – called 
“headspace” clinics – and more are on the 
way. There is no publicly backed equiva-
lent in the United States, although various 
localities in the U.S. and Europe have 
invited Dr. McGorry to help them design 
systems along the lines of the headspace 
centers he has established back home.  
     “I think what our experiment has 
shown is that when we do for first-episode 

psychosis patients what is done for those 
with serious physical illnesses, you get 
similar results,” he says. “We’ve shown 
this not only with early intervention for 
psychosis, but also in extending this idea 
to a broader youth mental-health para-
digm, one that applies to all the emerging 
disorders in teenagers and young adults.” 
 

Making Recovery Possible: 
Treatment That Begins Before Diagnosis 

  
     In their still-growing Australian net-
work of over 110 “headspace” clinics for 
youth mental health, Dr. Patrick McGorry 
and his colleagues are putting into prac-
tice ideas at the cutting edge of psychia-
try, ideas that he hopes will eventually 
replace “flawed conceptions from the age 
of steam.” This means two things above 
all, Dr. McGorry said last year in remarks 
written to help commemorate the 30th 
anniversary of the Foundation. One is 
shifting the focus to early diagnosis; the 
other, which is related, involves beginning 
treatment during the earliest stages of 
illness, and even before a diagnosis is 
possible to make, in many cases. This 
shift in focus “has shown that the course 
of illness is plastic and can be greatly im-
proved if timely, evidence-based care is 
provided,” Dr. McGorry said. 
     One thing he and his colleagues have 
learned in their headspace clinics is that 
treatment is most effective when it  
is begun immediately after a troubled 
youth enters the clinic. The treatment he 
is talking about usually begins before a 
diagnosis is determined. This has a pro-
found implication: in Dr. McGorry’s 
view, the diagnostic categories that we are 
familiar with are often not even needed to 
begin helping a young person at high risk 
for mental illness or in the first stages of 
illness, no matter what the diagnosis 
might turn out to be. 
     “We have a staging model for care that 
has been very important. Some people 
have tried to develop such models based on 
the traditional diagnostic ‘silos.’ But those, 
we find, miss the whole point of staging, at 
least in the period when an illness is just 
beginning to emerge,” he says. “We found 
consistently that our patients had a need for 
care – they were distressed, their function-
ing was definitely suffering.” 
     Critics have charged that this approach 
can lead to over-diagnosis and overtreat-
ment. “It’s just the reverse,” Dr. McGorry 
insists. “We’re trying to provide care 
where it’s clearly needed, even when the 
patients have not reached the threshold to 
qualify for one of those more traditional 
diagnoses like schizophrenia or bipolar 
disorder, which can take years to become 
clear enough to actually make the diagno-
sis. And by that time, in our experience, 
the person already has been in need of 
care for months or years.” Perhaps the 
most valuable insight to emerge from his 
clinical experience is that damage is done 
– to the brain and to the person – if proper 
treatment is not begun at the very begin-
ning of the disease process. This is the 
best time to intervene. 
 

see Improved Outcomes on page 34  

Patrick McGorry, MD, PhD 
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A Performance Driven System of Care at NYS’s OASAS 

By Arlene González-Sánchez 
Commissioner 
NYS Office of Alcoholism and  
Substance Abuse Services 
 
 
 

T he New York State Office of 
Alcoholism and Substance 
Abuse Services (OASAS) envi-
sions a performance-driven sys-

tem of care, one that is adaptable to the 
changing needs of individuals with sub-
stance use disorder (SUD) and their fami-
lies. A learning system that is integrated 
with healthcare, person-centered, utilizes 
the best addiction technology available 
and can prove its benefits to patients. This 
will require us to be able to track out-
comes at an individual, program, network 
and system level so that we can target 
interventions and resources. In this article, 
I will give an overview of several of these 
projects with a broad update on each and 
the overall research plan. 
 

LOCADTR 
  
     OASAS and the Center on Addiction 
worked extensively with the providers and 
payers to develop the LOCADTR 3.0 
application. The LOCADTR is an algo-
rithm for determining a recommendation 
for level of care for individuals in need of 
treatment based on a clinical assessment 
of current risks associated with use and 
the resources available to the individual in 
her or his community. The collective wis-
dom of everyone who participated in 
workgroups and testing of the tool has 
helped us to make a practical clinical tool 
that will have tremendous potential to 
inform policy, identify service gaps and 
identify factors impacting outcomes. To 
date we have a data base of over 830,000 
completed LOCADTR assessments. We 
can connect 80% of individuals who had a 
LOCADTR to data in our statewide regis-
try of treatment episodes (Client Data 
System) so we can study system perform-
ance, including capacity gaps in service 
needs and patient outcomes.  
     We recently published an article in The 

Journal of Behavioral Health Services and 
Research describing the development of 
the tool and its reliability. The paper was 
comprised of two studies: one in which 
139 clinicians were tested for interrater 
reliability and the second study looked at 
the characteristics of system overrides to 
the initial LOCADTR recommendation. 
In the first study, we found acceptable 
interrater reliability (IRR = 0.57-0.59) in 
the administration of the LOCADTR. In 
the second study of nearly 390,000 LO-
CADTR administrations we found that 
clinicians changed the clinical algorithm 
determination in only 10% of the admini-
strations. We will continue to study the 
LOCADTR data and make adjustments to 
the tool and/or our system of care in-
formed by our analyses. 
     This year we rolled out a concurrent 
review tool to complement the LOCADTR 
using the same process with providers and 
payers to develop the tool. The concurrent 
review includes questions to determine the 
appropriateness of continued stay in the 
current level of care as well as guide 
clinicians through a process of docu-
menting provision of care in accordance 
with the clinical practice guidelines.  

     The LOCADTR and Continuing Re-
view tools provide a rich trove of data for 
examining treatment system gaps as well 
as performance. They provide data on an 
individual level that include: SUD symp-
toms, primary substance of focus, risks 
including medical and psychiatric, hazard-
ous use patterns, interpersonal and in-
trapersonal patterns that interfere with 
recovery goals, and social, interpersonal, 
community and personal resources avail-
able to support recovery goals. Together 
with the admission and discharge infor-
mation gathered, that includes data on 
admission and discharge disposition, 
criminal justice, mental health, medical, 
substance use and employment, we will 
be able to identify correlations between 
factors that relate to successful engage-
ment and outcomes and support, and mod-
ify algorithms within the tool.  

 
VBP Metrics  

 
     Our team at OASAS has been work-
ing closely with the Department of 
Health to establish a practical yet ade-
quate set of metrics that will be included 
in forthcoming value-based purchasing 
(VBP) contracts. Metrics for VBP need 
to fit certain criteria: feasibility, parsi-
mony, consistency with other healthcare 
metrics, and clinical meaningfulness. 
The challenge we face is that there are 
few national measures of effectiveness or 
quality of substance use treatment that 
have been validated. Given the current 
changes in the health care delivery sys-
tem and the crisis facing the state due to 
the opioid crisis, we recognized the ur-
gent need to develop and implement met-
rics. OASAS and the Center on Addic-
tion worked with the Medicaid Clinical 
Advisory Group, Managed Care Plans, 
Providers and the Department of Health 
to more fully develop and implement 
several measures to support Value Based 
Purchasing arrangements. Some of these 
new measures assess whether patients 
continue in care after inpatient discharge, 
use of FDA approved medications, and 
retention in care. OASAS expects to ex-
tend their use to monitoring provider 

performance across payers. These meas-
ures have support in the literature and are 
process indicators that are correlated 
with outcomes. We recognize that work 
in this area is still very early and that 
metrics that are more focused on actual 
outcomes associated with treatment are 
needed.  
 

Opioid Treatment CASCADE 
 
     Drawing from our work on VBP met-
rics and inspired by an article published 
by Williams and colleagues “To Battle the 
Opioid Overdose Epidemic, Deploy The 
‘Cascade of Care’ Model” (Arthur Wil-
liams, Edward Nunes, Mark Olf-
son, 2017), OASAS has developed a 
monitoring tool for tracking our treatment 
system progress in addressing the needs 
of those afflicted by opioid use disorders. 
The tool is based on a similar one that was 
developed for addressing the HIV/AIDS 
epidemic. The management tool shows 
performance on treatment indicators 
across different components of effective 
interventions, from identification of the 
disorder to retention in care for six 
months or longer. We will be able to use 
this tool to highlight gaps in care as well 
as track progress over time and for differ-
ent regions and subgroups of people.  
 

Treatment Progress Assessment Tool 
 
     The measures workgroup recom-
mended that SUD treatment needed a tool 
to measure treatment progress that could 
inform clinical decision making, and also 
to establish a baseline and subsequent 
scores to measure individual and program 
level performance in treatment improve-
ment. There is no Hemoglobin A1C meas-
ure for substance use. A toxicology report 
can determine if someone has used sub-
stances within a few days to weeks, indi-
viduals can report perception of care but 
we lack a practical, quick measure of re-
sponse to treatment that is sensitive 
enough to capture changes that are indica-
tive of progress.  
 

see OASAS on page 38 

Arlene González-Sánchez 
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By Ann Marie Sullivan, MD 
Commissioner 
NYS Office of Mental Health 
 
 

T he NYS Office of Mental Health 
(OMH) operates two institutes, 
making our psychiatric research 
enterprise among the largest in 

the country. We are proud of the work un-
derway at the institutes, knowing that their 
continued clinical advances will improve 
the lives of New Yorkers, as well as people 
throughout this country and the world. 
       The OMH Institutes are the NYS Psy-
chiatric Institute (PI), affiliated with Co-
lumbia, and the Nathan Kline Institute 
(NKI), affiliated with the NYU Langone 
School of Medicine. Dr. Jeffrey Lieberman 
directs PI and Dr. Donald Goff directs 
NKI. Both institutes report to the Office of 
the Chief Medical Officer of OMH. Here 
are some highlights from each. 
 

NYSPI 
 
     PI began as the New York State Patho-
logical Institute in 1896. Since 1925, 
OMH has worked with Columbia Univer-
sity in an historic, public academic part-
nership. Psychiatrists, scientists, psy-
chologists, social workers and nurses 
work closely together to conduct both 
basic and clinical research designed to 
better comprehend mental disease from 
the molecular level to the societal impli-
cations of mental disorders. 
     PI is an internationally recognized 
leader in psychiatric research, with 180 
researchers who successfully competed 
last year for $119 million in federal gov-
ernment, foundation, pharmaceutical and 
biotech funding to support research rang-
ing from molecular neuroscience to men-
tal health services and policy in many 
brain disorders and patient populations.  
     PI’s mission is to better understand how 
the brain works, what causes both normal 
and abnormal human behavior, how we 
can improve psychiatric treatment, and 
implement programs and models of care 
that will best serve individuals and com-
munities. Some highlights of the current 
research at PI are summarized as follows. 
     Research on Anxiety, Mood, Eating, 
and Related Disorders. PI researchers are 
advancing the understanding of and treat-
ments for conditions such as anorexia 
nervosa, social anxiety disorder, obsessive
-compulsive disorder (OCD), posttrau-
matic stress disorder (PTSD), neuroin-
flammatory disorders (including tic-born 
infections such as Lyme disease and 
chronic fatigue syndrome) and somatic 
conditions (such as illness anxiety and 
conversion disorders). Over 40 faculty 
researchers in this area are conducting 24 
different funded research studies.  
     We are using state-of-the-art neuroi-
maging (including functional MRI) to 
better understand how the brain functions 
in individuals with anxiety disorders, 
OCD, PTSD, and chronic pain. By learn-
ing about how these disorders affect the 
actual functioning of the brain, our re-
searchers seek to discover innovative ways 
to treat those ill with these conditions.  

     In addition, the PI Eating Disorders 
Clinic provides outpatient and inpatient 
research and treatment program focused 
on the underlying mechanisms of anorexia 
nervosa and bulimia. Likewise, the De-
pression Evaluation Service, an outpatient 
research clinic, conducts studies on the 
causes of and treatment for depression for 
those who have failed conventional care.  
     The New York State Center of Excel-
lence for Cultural Competence conducts 
research that improves the quality and 
cultural competence of mental health ser-
vices to help reduce health and health care 
disparities in New York State and nation-
wide. We focus on six research initiatives: 
integration of physical and mental health 
services, access to language interpreters, 
culturally competent engagement, suicide 
prevention, mental health policy and so-
cial determinants of mental health, and 
first-episode psychosis. 
     Substance Use Disorders Research. PI 
is developing and disseminating innovative 
treatments for those suffering from sub-
stance use disorders. We are also working 
to combat the stigma of these conditions as 
well as training the next generation of ad-
diction investigators and clinicians.  
     Researchers in this area are at the fore-
front of confronting the current opioid 
crisis. This includes: evaluating the abuse 
potential of novel pain medications (such 
as kappa opioid partial agonists and sub-
stance P antagonists), studying how an 
individual’s genetic make-up can be used 
to improve treatment outcomes, and part-
nering in national efforts to ensure that 
evidence-based interventions, what actu-
ally works for people with substance use 
disorders, are delivered to individuals and 
their families, across New York and 
throughout the country.  
 

MIND Research Program:  
Molecular Imaging and Neuropathology 

 
     MIND applies neuroimaging to study 
how brain dysfunction can lead to mood 
disorders and suicidal behavior.  
     MIND also leads the Silvio O. Conte 
Center for Suicide Prevention, the only 
such federally-funded suicide research 
center in the country. Its mission is to 

investigate the neurobiology of mood 
disorders and suicide risk, and develop-
ment preventive strategies. 
     Psychotic Disorders. The mission of 
this program is to advance our under-
standing of the causes, natural history, 
underlying pathology and treatment of 
schizophrenia and related psychotic disor-
ders. One aspect of this research is to de-
velop measures of violence potential for 
people with incipient psychotic disorders, 
including an instrument for violence as-
sessment and a biomarker indicative of 
imminent potential for violence. In addi-
tion, this research seeks to align scientific 
investigation with the needs of public 
mental health programs and initiatives, as 
well as build research into the education 
programs and clinical services of the de-
partment and the OMH system of care. 
     Currently funded research in Psychotic 
Disorders is supported by 38 grants or 
contracts, including 24 NIH awards.  
     The Center for Practice Innovation 
(CPI) provides extensive educational and 
training on evidence-based practices, what 
works in real practice, how to deliver it, 
and how to continuously improve ser-
vices. The success of CPI is evident in 
that its work is being used in many other 
regions of the country.  
     CPI also oversees OnTrackNY, a 21-
site program that is a national leader in 
the delivery of coordinated specialty care 
for individuals within two years of the 
onset of non-affective psychosis.  
     The Global Mental Health Program 
(GMHP) aims to reduce the burden of 
mental illness in under-resourced commu-
nities throughout the world. GMHP works 
closely with the World Health Organiza-
tion (WHO) in conducting field studies 
and technical consultation to update the 
International Classification of Diseases 
(ICD), the diagnostic system used by all 
WHO member nations to capture public 
health data and set national health and 
mental health policies.  
     Last but not at all least at PI, is the new, 
groundbreaking, NIMH-sponsored center, 
“Optimizing and Personalizing interven-
tions for people with schizophrenia Across 
the Lifespan” (OPAL). The OPAL Center 
will create an infrastructure to enable re-
search that tests ways to accelerate the 
development and use, in real clinical set-
tings, of effective, individualized treat-
ments for schizophrenia.  
     In addition to the research areas de-
scribed above, PI’s other research pro-
grams include: Neuroscience, to study 
how the brain works; Child and Adoles-
cent Psychiatry, to advance child mental 
health; Epidemiology & Population Sci-
ence, to identify what puts us at risk for 
mental illness; Gender, Sexuality and 
Health, to serve HIV and LGBT commu-
nities; Brain Aging and Mental Health, to 
study how age impacts mental health; 
Behavioral & Psychosomatic Medicine, to 
determine how medical illness affects our 
mental health; and Mental Health Data 
Science, to ensure that our researchers use  
the latest methods for data analysis.  
     It is no overstatement to say that the PI 
research enterprise is broad, deep and 
innovative. Its work is among the best in 

this country and the world. And PI, is but 
one of the two OMH research institutes. 
     The Nathan Kline Institute was estab-
lished in 1952. It is in New York’s Hud-
son Valley, less than an hour from Man-
hattan, on the campus of the OMH’s 
Rockland Psychiatric Center. NKI is af-
filiated with the NYU, Langone School of 
Medicine. 
     In 2015, NKI was rated among the top 
one percent of international research insti-
tutes. This ranking, which we are proud to 
convey, is based on the impact of its sci-
entific publications - the national and in-
ternational journal reports by its remark-
able scientific investigators. Moreover, 
three NKI investigators are among the top 
one percent of the most highly cited scien-
tific authors in the world. 
     The NKI’s Center for Dementia Re-
search (CDR) has received more than $25 
million in federal awards in the past year, 
alone. It is principally funded by the Na-
tional Institutes of Health, including the 
highly prestigious Program Project Grant.  
     The Center’s work has special promise 
for understanding the causes and of devel-
oping novel therapies for Alzheimer’s 
Disease (AD). Discoveries by CDR scien-
tists have stimulated research world-wide, 
revealing promising new targets for drug 
development to slow or prevent AD. 
     The Center for Brain Imaging and 
Neuromodulation explores the functioning 
of our brains. Their work uses highly so-
phisticated neuroimaging and electro-
physiology techniques combined with 
new methods drawn from basic neurosci-
ence. Their aim is to identify brain circuit 
dysfunction in psychiatric illness, and 
thus pursue and develop new treatments 
for mental and addictive disorders.  
     The federally-funded “NKI/Rockland 
Project” has NKI scientists performing 
non-invasive, brain scans in over 1000 
members of the Rockland community. 
Their work has produced more than 200 
published scientific articles reporting on 
healthy brain development over the life-
span. This research serves as a leading 
guide, nationally and internationally, for 
understanding the developmental origins 
of psychiatric illness. 
     Investigators in NKI’s “Social Solu-
tions and Services Research Division” 
recently received a large federal grant to 
support their studies of the impact of so-
cial determinants of health (i.e., racial 
discrimination and socioeconomic disad-
vantage) on psychiatric and physical 
health. Their work involves a long-term 
study of individuals who were first en-
rolled 30 years ago in New York City. 
This particular project combines clinical 
and social science interviews with bio-
logical and behavioral measures of stress 
to examine how adverse life experiences 
affect health over time. 
     The Emotional Brain Institute, studies 
the development of anxiety disorders, 
particularly the impact of early life ex-
periences in animals and humans. The 
team of highly innovative investigators at 
NKI are now exploring emotional devel-
opment, the impact of early maternal  
 

see OMH on page 38 
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By Michael B. Friedman, LMSW 
Adjunct Associate Professor, Columbia  
University School of Social Work   
 
 

R ecent social research suggests 
that the next generation of 
older adults may be more trou-
bled than the current and previ-

ous generations. This, of course, is coun-
terintuitive. 70 is the new 50, we say; 80 
the new 60. We are living longer, and we 
are healthier, right? 
     Yes, but will the next generation be 
like this generation? 
     Anne Case and Angus Deaton1,2—
sociologists at Princeton University—and 
others writing about “deaths of despair” 
are predicting a significant increase in 
illness and disability in the next genera-
tion. Pursuing a totally different line of 
research, Julie Phillips3—a sociologist at 
Rutgers University—is predicting a rise in 
suicide rates among future elder boomers.  
 

Deaths of Despair 
 
     Case and Deaton’s research focuses on 
the fact that life expectancy in the United 
States has declined in the past few years, 
reversing a trend of longer life over sev-
eral decades. This change is particularly 
surprising because death rates among 
older adults have continued to decline and 

because there have been particularly dra-
matic reductions in death rates due to can-
cer and heart disease. Why, then is life 
expectancy decreasing?   
     According to Case and Deaton declin-
ing life expectancy is due to a vast in-
crease in deaths due to drug overdoses, 
suicide, and alcohol-related disease 
among working age, white, non-Hispanic 
people who have a high school education 
or less. Taken together these “deaths of 

despair,” as they have come to be called, 
are now the 5th leading cause of death in 
the United States. 
     It is tempting to believe that this is an 
historical blip due to the recession of 2007 
and the years it has taken for economic 
recovery. But, Case and Deaton note, in-
creasing death rates are unique to the 
United States. Other developed countries, 
which also were deeply affected by the 
recession, have continued to see death 
rates decline. 
 

What is different in the United States?  
  
     Case and Deaton’s analysis focuses on 
“cumulative disadvantage” including the 
decline of job opportunities and stability for 
people with low education, declining rates 
of marriage due both to cultural changes and 
struggles with the economics of family life, 
declining connections with religion as a 
source of meaning, and more. In short, Case 
and Deaton see a kind of Durkheimian con-
nection between rates of death and a lost 
sense of hopeful connection that white*, 
working class people have historically had 
with the American society.**  
 

Issues For The Next Generation  
of Older Adults 

 
     But what does a rise in death rates 
among working age whites have to do 

with projections of increased illness and 
disability in the next generation of older 
adults?  After all, those who have died 
will not become older.  
     Case and Deaton cite data that indicate 
that illness and disability (“morbidity”) 
are also on the rise in the working age 
population with high mortality. Self-
reports on health surveys indicate that 
they perceive themselves as in poorer 
health, in more pain, with more limits on 
activities of daily living, and with more 
emotional distress than in the past. 
     In addition, deaths due to overdoses, 
suicides, and alcohol related diseases are 
almost certainly just the tip of the iceberg. 
Many more people are addicted to drugs 
than who die from accidental overdoses. 
Many more people attempt suicide than 
complete it. And alcohol related diseases 
can persist well into old age. Epidemiol-
ogical data already indicate increasing 
use, misuse, and abuse of alcohol and 
drugs among older adults.  
 

Suicide 
 
     In general, suicide rates have been 
increasing in the United States since the 
end of the 20th century. But there has been 
a significant change in the population 
most at risk of suicide. Early in this  
 

see Trends on page 36 

Deaths of Despair: Social Research Suggests 
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Consumer Perspectives: The Right Research  

By Mike, Jamise, Janine, Michelle, 
Faith, Maya, Tanisha, Lisa K., Lisa M., 
and Robert, Tyler, S:US Consumers 
 
 

T his article is part of a quarterly 
series giving voice to the per-
spectives of individuals with 
lived experiences as they share 

their opinions on a particular topic. The 
authors of this column facilitated a focus 
group of their peers to inform this writing. 
The authors are served by Services for the 
UnderServed (S:US) a New York City-
based nonprofit that is committed to giv-
ing every New Yorker the tools they can 
use to lead a life of purpose.  
     Among the eleven of us who gathered 
together to discuss the topic of research in 
behavioral health from our perspectives, a 
few common experiences were shared. 
Our group included individuals of many 
different backgrounds, but most of us had 
been impacted by substance use addiction 
and mental illness. Most of us are cur-
rently living in an S:US residential treat-
ment program or supported housing. 
While our understandings and involve-
ments with research have varied, some 

telling themes emerged from our discus-
sion about this topic.  
     A few of us shared that we had been 
involved in studies of various kinds – 
from sleep studies, to obesity studies, to 
smoking studies, to those that went further 
into our substance use and mental health 
histories. While some of us had heard of 
behavioral health research studies, most 
of us had not participated, and some of us 
were not aware that there was research 
into behavioral health, or what that even 
looked like. One of us recently partici-
pated in an NYU study meant to prepare 
people for outpatient treatment, which 
delved deeper into their family history of 
mental illness and substance use by ex-
ploring areas that were not discussed dur-
ing standard counseling.  
     For those of us that had participated in 
research we had been motivated to partici-
pate as supplements to our own treatment, 
because we felt it would be beneficial to 
our own recovery and stability. As one of 
us stated, “I figured out that I couldn’t do 
it by myself, and I was putting myself in a 
place where I could have people around 
me that shared the same issues and get 
options from them that I didn’t already 

explore.” And, from our discussion, it 
seems that participation in research can 
provide benefits in addition to any posi-
tive outcomes of the studies themselves. 
One of us stated that participation, “was 
informative. It made me think outside of 
the box, provided me with more resources 
and options. Even if I didn’t feel that what 
they provided to me was what I needed, 
they always provided referrals so I could 
seek it elsewhere if I needed help.”  
     Even for those of us who have never 
participated in formal research studies our-
selves, our discussion uncovered the ways 
that research, particularly in the field of 
substance use treatment, can potentially 
have real impacts on how services are de-
livered. This was most evident to those of 
us who have received services over several 
decades and have witnessed changes in 
how substance use treatment is delivered. 
One of us currently in substance use treat-
ment pointed out how, years ago, a pro-
gram they participated in had drinking 
privileges at the end of the week, permitted 
because at the time alcohol was not consid-
ered as harmful as the other drugs being 
used. But research and treatment experi-
ences of people like us have since changed 

this approach. Treatment programs at that 
time also seemed to be harsher, based on 
the idea that, “If we knock you down to the 
ground, then we can build you up,” a con-
trast to the more support-based, person-
centered services that are more common 
today, thanks again to changes in how ser-
vice providers and researchers understand 
recovery. These shifts in service and treat-
ment models are presumably the result of 
research and study over the last few dec-
ades, and have a profound impact on the 
lives of those in recovery.  
     As our discussion moved to this topic 
– the tangible impact that research can 
have on the way services are delivered – 
we began discussing areas we are curious 
about or feel would be helpful in our re-
covery. Although our conversation often 
focused on service needs as opposed to 
specific research areas, our discussion 
revealed that it is important to many of us 
that researchers listen and acknowledge 
treatment needs that are important to us. 
One area that had nearly unanimous favor 
among us was the idea of including a fam-
ily intervention model in our treatment.  
 

see The Right Research on page 38 
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By Amy Joscelyne, PhD, Medical Affairs 
Consultant; and Erin M. Falconer, PhD, 
Associate Director, Medical Affairs 
ODH, Inc. 
 
 

T his paper reviews current treat-
ment recommendations for post-
traumatic stress disorder (PTSD). 
We focus in particular on thera-

peutic interventions and how neuroimaging 
studies have informed treatment options.  
     PTSD can develop after exposure to 
potentially traumatic events such as as-
sault, combat, disasters, and accidents. 
While approximately half the U.S. popu-
lation will experience at least one poten-
tially traumatic event in their lives, 
PTSD prevalence for American adults is 
estimated at 6.8 percent across the life-
time (Kessler et al., 2005a), and 3.5 per-
cent over the past year (Kessler et al., 
2005b).  
     Rates are much higher in certain popu-
lations such as combat veterans and refu-
gees, with trauma exposure among veter-
ans linked to alarmingly high suicide 
rates. In 2014, an average of 20 veterans 
died by suicide each day, accounting for 
18 percent of all deaths by suicide in the 
U.S., despite only accounting for 8.5 per-
cent of the population (U.S. Dept. of Vet-
erans Affairs, 2016). 
     Individuals with PTSD may experience 
distressing memories of the event, height-
ened startle reactions, avoidance of cer-
tain situations, and sleep and concentra-
tion difficulties that can impair daily func-
tioning. In light of the pervasive effects of 
trauma, further research is needed to help 
improve available treatment options. 
     Last year, the American Psychological 
Association released empirically-derived 
treatment guidelines for PTSD (APA, 
2017), which strongly recommended the 
use of cognitive behavioral therapy (CBT) 
for PTSD; in particular, cognitive proc-
essing therapy (CPT), cognitive therapy 
(CT), and prolonged exposure (PE).  
     Cognitive therapy focuses on modify-
ing and replacing maladaptive thoughts, 
beliefs and expectations. CPT and PE 
involve processing trauma memories by 
going over, or exposing, the trauma narrative 
to enhance the individual’s ability to toler-
ate, rather than avoid, trauma memories.  
     Dysfunctional cognitions are often 
identified through this process as targets 
for intervention. These treatments outper-
formed waitlist and treatment-as-usual in 
various randomized controlled trials of 
military-related PTSD (Steenkamp, 2015), 
with 49 – 70 percent of participants re-
ceiving CPT or PE experiencing clinically 
meaningful symptom improvement. How-
ever, approximately two-thirds of these 
individuals retained their diagnosis of 
PTSD even after treatment. It is possible 
that improvements would have been 
greater in civilian populations, given that 
combat veterans typically experience mul-
tiple traumas following deployments.  
     Current evidence indicates that that 
treatment for PTSD can be significantly 
improved by psychotherapeutic ap-
proaches alone. Regarding pharmacother-
apy, the APA guidelines state that selec-

tive serotonin reuptake inhibitors (SSRIs) 
may be used. However, the U.S. Depart-
ment of Veterans Affairs cautions that 
medications do not treat the underlying 
cause of PTSD symptomatology (U.S. 
Veteran’s Affairs, 2018) and therefore, 
psychotherapeutic interventions should be 
offered as first line treatment.  
     Neuroimaging studies provide one 
important avenue for improving PTSD 
interventions. To date, these studies 
suggest that psychological trauma leads 
to dysregulation of fear processing cir-
cuitry in the brain, as well as changes in 
brain structure (Erickson et al., 2014; 
Pagani and Cavallo, 2014). Clinicians 
may need training to understand, and be 
able to deliver, validated treatments that 
prevent or reverse these alterations in 
brain function.  
     Neuroimaging research on PTSD has 
mostly focused on circuits that are thought 
to be important for fear learning and ex-
tinction, including the ventromedial pre-
frontal cortex (PFC), which has an inhibi-
tory influence on the amygdala, a brain 
structure associated with emotional control 
in the fear processing network. Taken to-
gether, these areas are important in fear 
learning and extinction, as well as the hip-
pocampus which is important in declara-
tive memory (Erickson et al., 2014).  
     Importantly, neuroimaging studies 
have shown that successful exposure-
based cognitive behavioral therapy can 
impact the neurophysiology of PTSD 
(Felmingham et al, 2007). In other words, 
successful CBT treatment not only can 
reduce PTSD symptoms, but also may 
improve the brain’s ability to regulate fear 
processing as evidenced by changes in 
neural fear processing networks. It is criti-
cal to understand that successfully treating 
PTSD using psychotherapeutic ap-
proaches can clearly impact the physiol-
ogy in the brain that underlies PTSD 
symptoms. To our knowledge, there is no 
such similar evidence supporting neural 
change with medication (SSRI) treatment 
in PTSD patients.  
     Furthermore, other neuroimaging stud-

ies have shown a relationship between an 
individual’s successful response to expo-
sure-based CBT and frontal brain circuitry 
responsible for fear processing (Falconer 
et al., 2008; Bryant et al., 2008). 
     While these studies provide encourag-
ing evidence for trauma-focused therapy, 

not all individuals who may benefit from 
treatment are able to access it. Barriers to 
treatment include the unavailability of 
appropriate services, high costs, and lack 
of transportation to access services. 
     Moreover, one of the largest obstacles 
to treatment is the stigma surrounding 
mental health issues. This may be particu-
larly true for certain populations such as 
military veterans. Innovative research is 
attempting to overcome this challenge by 
exploring other avenues for the collection 
of trauma-related data. For instance, one 
study found that service members disclose 
their PTSD symptoms more fully when they 
anonymously answer Post-Deployment 
Health Assessment (PDHA) questionnaires, 
compared to the official PHDA adminis-
tered by the military which is tied to their 
identity (Lucas et al., 2017). This study 
also examined the use of automated vir-
tual reality humans that interview people 
about their symptoms and found that ac-
tive-duty service members reported more 
symptoms to a virtual human interviewer, 
compared to an anonymized PDHA.  
     In summary, while promising and 
somewhat effective treatments for PTSD 
do exist, these interventions may benefit 
from ongoing innovations made possible 
by advances in neuroimaging and tech-
nology- supported approaches to manag-
ing PTSD.  

Treatment Recommendations for Post-Traumatic Stress Disorder:  
Lessons from Neuroimaging  

Amy Joscelyne, PhD Erin M. Falconer, PhD 

 

PAGE 18 BEHAVIORAL HEALTH NEWS ~ SUMMER 2018 visit our website: www.mhnews.org 



PAGE 19 BEHAVIORAL HEALTH NEWS ~ SUMMER 2018 visit our website: www.mhnews.org 



Permanent Supportive Housing: The State of the Research  

By Ashley Brody, MPA, CPRP 
Chief Executive Officer 
Search for Change 
 
 

R esearchers have a host of meth-
ods at their disposal with which 
to assess the efficacy of service 
interventions and to establish 

the foundations on which evidenced-
based practices emerge. Some of these 
methods, such as the Randomized Con-
trolled Trial (RCT) (arguably the most 
potent of instruments in the empiricist’s 
toolbox), have rarely been applied outside 
the rarefied realm of medical research and 
were heretofore unavailable to practitio-
ners within the social sciences. In recent 
years, however, more robust and rigorous 
analyses of social service interventions 
have emerged in the research literature. 
These provide stakeholders with the infor-
mation needed to render objective ap-
praisals of publicly-funded programs and 
to direct scarce resources accordingly. 
Permanent Supportive Housing (PSH) is 
one of many targets of increasingly so-
phisticated investigations within the realm 
of social services, as it is presumed to 
hold great promise for many of society’s 
most vulnerable individuals. A survey of 
research to date suggests this presumption 
is largely correct, although additional stud-
ies are needed to elucidate the mechanisms 
through which PSH exerts its salutary ef-
fects and to identify the populations for 
whom it may provide the greatest benefit. 
     It is generally impractical, and often 
unethical, to apply RCTs or similarly rigor-
ous analyses to interventions that affect 
human subjects in natural settings, as sub-
jects assigned to “control” groups in RCTs 
are necessarily denied potentially benefi-
cial interventions available to “treatment” 
group participants. Nevertheless, some 
researchers have managed to overcome this 
challenge and to administer RCTs of PSH 
through which subjects were assigned to 
“treatment” groups (i.e., placement in PSH 
with associated support services) or “usual 
care” groups (i.e., placement in other tem-
porary or transitional residential settings as 
are customarily available to homeless and 
vulnerable persons). One study examined a 
sample of 405 homeless individuals, 201 of 
whom were assigned to a treatment group 
and 204 of whom were assigned to a con-
trol group, in order to determine the impact 
of PSH on treatment group members’ utili-
zation of inpatient hospital and emergency 
department services (Sadowski et al., 
2009). These researchers applied a variety 
of controls characteristic of RCTs and nec-
essary to mitigate the impact of potentially 
confounding variables. For instance, subjects 
were randomly assigned to treatment and 
control groups, practitioners associated with 
the project remained “blind” to subjects’ 
group designations and a variety of demo-
graphic variables were evaluated in order to 
ensure relative uniformity among groups. 
This study found the provision of PSH and 
support services resulted in fewer hospital 
days and emergency department visits among 
its recipients during an 18-month survey pe-
riod (Sadowski et al., 2009).  
     Other investigators offered a qualified 
endorsement of these findings through a 
comprehensive review and meta-analysis 

of the research literature, but they suggest 
more rigorous examinations are needed to 
bolster the evidence base for PSH (Rog et 
al., 2014). These authors cited certain 
deficiencies in the literature due to meth-
odological limitations associated with natu-
ralistic observation (a mode of investiga-
tion commonly used in the social sciences 
that cannot control for potentially con-
founding variables as rigorously as RCT or 
other “laboratory-based” approaches). The 
authors cited additional concerns about the 
current state of research on PSH, including 
inconsistencies in the operational defini-
tions of housing models and their associ-
ated service interventions, small sample 
sizes and ill-defined subject selection crite-
ria, among others. These factors compro-
mise the validity of any conclusions that 
may be drawn and suggest a need for 
greater methodological rigor. These defi-
ciencies notwithstanding, the authors con-
cluded a “moderate” level of evidence indi-
cates PSH promotes housing stability and 
reduces homelessness among its recipients. 
These findings were consistent among stud-
ies they surveyed irrespective of sampling 
and procedural variations and other meth-
odological differences (Rog et al., 2014). 
     Another team of investigators em-
ployed a sophisticated epidemiological 
analysis in the development of a predic-
tive modeling tool designed to boost the 
efficiency with which PSH services are 
provided (Toros & Flaming, 2018). These 
authors acknowledge the prevalence of 
homelessness among individuals with 
disabilities and a paucity of PSH re-
sources available to them, and they sug-
gest predictive modeling would enable 
stakeholders to identify individuals for 
whom PSH might provide the greatest 
benefit and to allocate scarce resources 
accordingly. They surveyed demographic 
data and health and social service utiliza-
tion records for 57,259 individuals during 
a two-year period and developed an algo-
rithm that identified 1,000 members of 
this cohort for whom health and social 
service expenditures would be greatest in 
the following year. Inasmuch as predic-
tive modeling is inexact its application 
invariably entails a tradeoff between 

“sensitivity” and “specificity.” That is, 
modeling aims to maximize the percent-
age of “true positives” (i.e., those who 
fulfill modeling criteria) and to minimize 
the percentage of “false positives” (i.e., 
those who fail to fulfill modeling criteria 
but are erroneously included in the former 
category due to natural variations in the 
data that inform the predictive algorithm). 
The model developed by these authors 
achieved a very strong “Concordance 
Statistic” (C-statistic) of .83. (C-statistics 
higher than .7 suggest considerable pre-
dictive power.)  The potential value of 
predictive modeling becomes clear when 
considered against the economic toll of 
chronic homelessness among the most 
vulnerable individuals. One study of a 
chronically homeless population in north-
ern California determined only 10% of its 
population incurred 61% of health and 
social service costs (Economic Roundta-
ble, 2015). Another study found 20% of 
shelter users consumed the largest share 
of health, social and criminal justice ser-
vices at a similarly exorbitant cost (Ly & 
Latimer, 2015). In 2012, the New York 
State Medicaid Redesign Team (MRT) 
instituted numerous reforms within its 
Medicaid program, many of which en-
tailed the identification of individuals who 
incurred the greatest costs and for whom 
PSH and other community-based inter-
ventions would produce favorable out-
comes. MRT reforms have been largely 
successful in reducing expenditures among 

the most costly cohort of Medicaid recipi-
ents, but these reforms would surely have 
benefitted from sophisticated predictive 
modeling technologies that accurately iden-
tify the subsets of chronically homeless indi-
viduals that incur the greatest costs. 
     As a variety of transformative efforts 
presently underway aim to replace fee-for
-service reimbursement systems with 
value-based alternatives, payers, policy-
makers and other stakeholders will seek 
sophisticated technologies with which to 
allocate scarce resources to those for 
whom the need (and potential savings) is 
greatest. The tools of the empiricists’ 
trade, including systematic observation, 
experimentation and predictive modeling, 
will surely prove invaluable to this en-
deavor. We should expect them to play an 
increasingly prominent role in cultivating 
the evidence basis for PSH and other so-
cial service interventions. 
     Located in Valhalla, New York, Search 
for Change is dedicated to improving the 
quality of life and increasing the self–
sufficiency of individuals with emotional, 
social, and economic barriers. We teach 
the skills needed to choose, obtain and 
maintain desirable housing, meaningful 
employment, higher education and pro-
ductive relationships with family and 
friends. Our programs and services are 
focused on individual choices, needs, in-
terests and abilities. The author may be 
reached at (914) 428-5600 (x9228) or by 
email at abrody@searchforchange.org. 
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By Jorge R. Petit, MD, President and 
CEO, and Barry Granek, LMHC, 
Senior Director, Pathway Home 
Coordinated Behavioral Care 
 
 

C ommunity-based behavioral 
health organizations and the indi-
viduals they serve would benefit 
from embracing new media and 

digital technologies. Technology-assisted 
care allows providers an additional set of 
tools to supplement engagement and es-
tablish more meaningful lines of commu-
nication. With the expansion of audio, 
video, mobile and other digital devices 
and/or multimedia programs, we are see-
ing this technology shift in all sectors of 
healthcare, including behavioral health. 
Organizational tools, apps and communi-
cation systems that utilize innovative 
technology allow healthcare workers to be 
better attuned to customer needs, with 
increased information and in real time; 
boosting patient engagement, leveraging 
support systems and providing critical 
cost and time saving advantages.  
     The rising need for services for those 
with Serious Mental Illnesses (SMI) that 
is accessible, less expensive, and more 
effective, highlights the needs for more 
intensive and innovative communications 
strategies to change health behaviors and 
manage chronic conditions, than our cur-

rent system of weekly/monthly visits per-
mit. Utilizing novel and innovative tech-
nology may be the only solution to reach 
more people. These resources can allow 
healthcare workers to reduce the reaction 
time and distance, enabling the human 
touch when otherwise unavailable. These 
tools are not meant to replace face to face 
visits, rather supplement, enhance, and 

offer added choice in how one elects to 
engage with their healthcare providers.  
     These technologies can better address 
treatment gaps, facilitating access and 
linkages to needed services, overcome 
geographic and transportation barriers, 
foster engagement by enabling anonymity 
as well as decreasing stigma about access-
ing behavioral health services. For provid-

ers there is a growing body of evidence 
that these technologies offer more real-
time access to critical information about 
the patients, makes managing caseloads 
more efficient and effective and poten-
tially freeing clinician time to better ad-
dress patients with more intensive needs. 
     Coordinated Behavioral Care’s Path-
way Home (PH) Program draws on crea-
tive approaches to deliver community-
based care, including advances in technol-
ogy-assisted care. PH has started using 
texting, videoconferencing, ridesharing, 
and other mobile tools to support treat-
ment adherence and to prepare staff for 
the changing realities of a more techno-
logically integrated exchange between the 
individuals we serve and providers.  
     For the PH teams, meeting with indi-
viduals frequently and on an as needed 
basis is essential to ensure improved con-
nectivity and ultimately engagement in 
services with consequent improved health 
outcomes. It is not uncommon for indi-
viduals in a PH Team to receive multiple 
weekly and at times daily visits. PH staff 
use phone calls or other means of commu-
nication to supplement and offer support 
in between more traditional visits. Never-
theless, there can remain large gaps of 
time between contacts where urgent mat-
ters can arise or even a small gesture of  
 

see Technology on page 36 

A Virtual Pathway to Technology-Assisted Care Models:  
Keeping Up with New Technology in Behavioral Health Care 
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By Elisa Chow, PhD, Director,  
Innovations, Outcomes Evaluation; and 
David Kamnitzer, LCSW-R, Chief 
Clinical Officer/Senior Vice President 
ICL 
 
 

D oris has been living in her stu-
dio apartment in the Crown 
Heights section of Brooklyn 
for the past 15 years. She ob-

tained this apartment after finding herself 
homeless following the breakup of her 
marriage and other stressors she was ex-
periencing. Doris is quite humble as she 
describes how her agency has supported 
her in so many ways. Yet today, she finds 
herself feeling anxious and worried about 
her future. Doris reports her third-floor 
walk-up studio is adorned with lovely 
family memorabilia which include pic-
tures of her mother and two children, 
Thomas, 31, and Mary, 27. She reports 
not knowing her natural father, and has 
one sister, Margaret whom she speaks to 
every now and then. Doris is 54 years old 
and has had various jobs throughout her 
life and was in a committed marriage for 
12 years. Doris reported her husband 
cheated on her which caused her to go 
into a “dark place”. She said that she 
started drinking at the time and found 
herself unable to manage her finances and 
was eventually evicted. Sadly, she told me 
that her children blamed her for the family 
break up.  
     Her apartment is under the auspices of 
a large social service agency that houses 
individuals with a wide range of needs 
including many with a diagnosis of seri-
ous mental illness. Doris reports her apart-
ment feels homey. She takes great pride in 
her ability to cook and says she enjoys 
sewing and her cat, Leo. Doris explains 
that her sister always encouraged her to 
seek counseling because her sister noticed 
some changes in Doris’s behavior. Truth 
be told, Doris admitted that she was be-
coming increasingly sad and that she 
started self-medicating with alcohol.  
     Doris enjoys her visits with her Sup-
ported Housing Case Manager. She de-
scribed him as caring and that while she 
was initially reluctant to open up, she 
found herself having very few people in 
her life with whom she can connect with. 
Distrust of various systems can compro-
mise a person’s sense of control, choice 
and efficacy and lead to poor health out-
comes. For Doris to feel socially connected, 
the experiences must be accompanied with a 
sense of stability, safety and trust. 
     Doris’s Case Manager began to en-
courage her to seek counseling after notic-
ing her sluggish behavior. According to 
her Case Manager, Doris often appeared 
morose and detached and this concerned 
him. Since she started coming to see me 
for psychotherapy she admitted she spends 
much of the time in her apartment alone. 
She admitted that she hadn’t spoken to her 
children in many years. Her youngest son, 
Thomas, has been incarcerated for the 
past six years on a drug conviction and 
her daughter, Mary, recently got married 
and moved to another state. She shared 
with me that she has been estranged from 
her daughter for many years and says 
there are many reasons for this. Many of 

our sessions together focused on how 
Doris felt her husband was emotionally 
unavailable. She said that they were rarely 
intimate with each other. Doris felt con-
fused at the time and devoid of social con-
nectedness. Mutuality is important for a 
healthy relationship. These factors enable 
social connections to develop and help to 
offset negative health outcomes. She also 
said that her relationships with her chil-
dren became increasingly strained as she 
felt a sense of malaise and emptiness. 
After obtaining this family history, I felt it 
was important to focus on Doris’s 
strengths and interests. Doris shared that 
she used to love going to church services 
but that she now finds the commute in-
creasingly difficult. Together we have 
explored finding a closer church but Doris 
expressed ambivalence and increased 
hopelessness. As people age, their social 
support networks often become smaller 
and their social ties lessen.  
     It should be noted that when obtaining 
her history, Doris shared that she was 
hospitalized twice; once after she lost her 
job in her 40s and shortly after her mar-
riage ended. She said that she could not 
get out of bed after this loss and that she 
felt increasingly paralyzed. While she was 
given medication at the time, she admitted 
she did not take it because it conflicted 
with some of her religious beliefs. Doris 
did say she soon began to feel better 
through worship and eventually obtained 
a part-time clerical position. Doris and I 
agreed that her religious and spiritual ac-
tivities were clearly important to her and 
we began to examine some of the underly-
ing causes of her sadness and what we 
would later classify as depression. Doris 
admitted her mother was a heavy drinker 
and her home environment was often 
volatile. Doris would often hide in her 
room growing up and found great solace 
reading scripture. There were times where 
Doris even talked about certain passages 
of the bible that gave her comfort. While I 
initially felt ambivalent having such dis-
cussions I recognized they were important 
to Doris so we continued to pursue them. 
Studies have shown that religion or spiri-
tuality are effective in helping individuals 
cope with major life stressors such as ill-
ness, divorce, or mental illness (Harvey & 
Silverman, Journal of Cross Cultural Ger-
ontology, 2007). Religious or spiritual be-
liefs can provide a sense of meaning and 
connectedness especially to individuals 

with the least amount of resources who are 
encountering difficult life circumstances. 
     Vincent is a 62-year-old male living in 
the Williamsbridge section of the Bronx. 
Recently he was hospitalized and referred 
to a CR/SRO as he found himself home-
less with no support. Vincent lived with 
his parents, Joseph, 86, and Maria, 84 
until their death. Vincent was never mar-
ried, but takes great pride in talking about 
working in his family restaurant for over 
50 years. He completed 10th grade. He 
said he found it hard to concentrate in the 
classroom and remembers getting into 
trouble often.  
     He reported that he felt great joy in 
joining his three siblings who also worked 
in the family business. It should be noted 
that Vincent is the youngest of four sib-
lings. His two brothers, Angelo and John, 
are both married and each have children 
and grandchildren of their own. His sister, 
Theresa, is also married with children. 
Vincent talks about his relationships with 
his nuclear family with a sense of longing. 
While he reports they spend Christmas 
and Easter together he admitted that it is 
difficult to visit them due to his complex 
medical issues and what he now calls be-
ing labeled as the “crazy one”. He re-
ported having diabetes, hypertension, and 
obesity. Vincent spoke quite openly about 
being over 400 pounds but never saw this 
as a problem. Eventually it was at the 
recommendation and urging of his pri-
mary care physician and Case Manager 
that Vincent decided to see me. Vincent 
reported his doctor felt his obesity may be 
tied to some underlying issues. Health 
effects impacted by social isolation have 
been known for some time. Recent evi-
dence indicates that there is an association 
between a lack of social connectedness, 
obesity and diabetes (Nonogaki, Nozue & 
Oka, Endocrinology, 2007) 
     During our initial sessions together, 
Vincent said that he was often bullied in 
school and never had many friends. While 
he did admit to feeling different from oth-
ers, he never felt he had a problem. After 
school he would immediately go to his 
family’s restaurant. There he would be 
smothered with attention by his “Nona” 
who would have an abundance of food 
waiting. He said that it was a joyous time 
being in the restaurant and that school was 
never a priority. Taking care of Vincent’s 
parents was also something that he spoke 
a lot about in our sessions. Vincent vacil-

lated between feelings of guilt and admi-
ration. At times it seemed as if the roles 
were being reversed. Clearly Vincent par-
ents were quite worried about him and his 
lack of fundamental life skills. Moreover, 
there were clear signs that Vincent’s par-
ents adored him and fostered a type of co-
dependency that may have in fact pre-
vented Vincent from moving forward. He 
wondered why most of his siblings were 
rarely available. At times Vincent said he 
felt tired after being in the restaurant. He 
did admit that his sister Theresa was his 
favorite sibling and it was she who first 
recommended that Vincent seek counsel-
ing. At age 20, Vincent reported to 
Theresa that he was hearing voices com-
ing from the television and that he felt 
scared leaving the home. He was hospital-
ized in his early 20s and prescribed medi-
cations for what was eventually labeled as 
paranoid schizophrenia.  
     My work with Doris and Vincent was 
similar in that they were both interested in 
attaining goals related to their housing, 
integrated health and social connected-
ness. Today, health care professionals 
often refer to these factors as social deter-
minants of health and it’s noteworthy to 
highlight components that contribute to 
positive outcomes.  
 
• Collaborative partnerships such as Health 
Home Care Coordination, regular commu-
nication with housing providers, on-going 
dialogues with both behavioral health and 
primary care professionals, and discus-
sions with natural supports such as 
friends, families, clergies/spiritual leaders. 
 
• HCBS (Home and Community-Based 
Services cover a myriad of skills develop-
ment, activities that can benefit the overall 
health and well-being of people served. 
These include Community Support and 
Treatment, Peer Support Services, and 
Habilitation Services.  
 
•  Therapy Models – there are a number of 
effective treatment interventions that may 
assist with social isolation. As discussed 
in the aforementioned vignettes, one may 
consider a strengths-based approach to 
treatment, wellness self-management, 
family systems psychotherapy, and grief/
bereavement counseling. 
 
     Social isolation is a growing concern 
in today’s society and it is noteworthy that 
people with a diagnosis of serious mental 
illness often die 25 years earlier than the 
general population. At ICL, this has 
played a significant role in the way we 
approach care. Social isolation or having 
few social contacts has significant health 
implications on one’s overall health. For 
example, Case Managers are trained to 
pay equal attention to both behavioral 
health symptoms as well as medical con-
ditions. Moreover, it is recommended 
when considering review of risk, that staff 
maintain an integrated health lens.  
     Social isolation is different from lone-
liness although they are intricately linked. 
Social isolation is defined by the level of 
social connections such as small social 
networks, infrequent social interaction,  
 

see Social Isolation on page 38 

Social Isolation: A Solution-Focused Approach 
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By Jeffrey Borenstein, MD 
President, New York State  
Psychiatric Association (NYSPA) 
 
 

I  am excited about this edition of 
Behavioral Health News, “Spotlight 
on Research Honoring the Brain & 
Behavior Research Foundation.”  As 

President and CEO of the Foundation, I 
have the privilege of working with out-
standing scientists and generous donors 
who are collaborating to develop new 
treatments, cures and methods of preven-
tion for psychiatric illnesses. 
     I am also honored to begin to serve as 
President of the New York State Psychiat-
ric Association (NYSPA) and want to 
share with you some of the reasons why 
NYSPA plays such an important role for 
people who live with mental illness. On a 
national level, NYSPA serves a signifi-
cant role in terms of the advocacy work 
being done by the American Psychiatric 
Association, including issues related to 
parity, access to care, and the criminal 
justice system and mental health.  
     We are also very active in New York 
State. NYSPA regularly advocates on 

behalf of our members and their patients 
with respect to parity enforcement and 
implementation efforts. NYSPA has been 
integral in the introduction of the Mental 
Health and Substance Use Disorder Parity 
Reporting Compliance bill, legislation 
that would require the New York State 
Department of Financial Services to in-
clude in its annual Consumer Guide infor-

mation measuring insurers' and health 
plans' compliance with parity statutes. If 
enacted, this legislation would represent a 
valuable step forward in ensuring full 
enforcement of the parity laws. I am 
pleased to report that the bill was passed 
by the New York State Assembly this 
June and has been delivered to the Senate 
for its consideration.  

     NYSPA continues its Veterans Mental 
Health - Primary Care Training Initiative 
(VMHPCTI), a program funded by the 
New York State Legislature that provides 
education and training to physicians and 
other health care professionals on combat-
related mental health disorders, including 
post-traumatic stress disorder, traumatic 
brain injury, and substance use disorders, 
as well as information on suicide preven-
tion and military culture. To date, the 
VMH-PCTI has trained more than 600 
primary care physicians and providers on 
combat-related mental health disorders.  
     NYSPA continues to advocate for a 
statutory prohibition on the provision of 
so-called “Conversion Therapy” to indi-
viduals less than 18 years of age. This bill 
would prohibit a mental health profes-
sional from engaging in efforts to change 
a minor's sexual orientation and would 
define any such efforts as professional 
misconduct that would subject the pro-
vider to discipline by the provider's li-
censing entity.  
     We will continue to advocate in support 
of the mental health of all New Yorkers 
and always appreciate any suggestions or 
ideas from you, the readers of this column. 
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W hile experiences of victimi-
zation are more common in 
clinical populations, and 
adolescent psychiatric pa-

tients have often been the objects of vari-
ous forms of bullying, there is reason to 
believe that bullying via the internet may 
be particularly harmful for contemporary 
youths. The nature of internet and social 
media communications and the high 
value placed on these sources of informa-
tion by teens may increase their power, 
while their broad reach and the anonym-

ity of those who use them to hurt others 
may serve to aggravate the harm that they 
do. Therefore, it is important to under-
stand the role that cyberbullying may play 
in the lives of those adolescents who seek 
mental health care.  
     At the annual convention of the 
American Psychiatric Association in May 
2017, the Four Winds research team, led 
by David L. Pogge, Ph.D., Director of 
Psychology and Research, in partnership 
with investigators from the University of 
Miami Miller School of Medicine and 
Farleigh Dickinson University, presented 
a study entitled “Cyberbullying and  
 

see Cyberbullying on page 37 
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By Andrew Malekoff 
Executive Director, North Shore  
Child & Family Guidance Center 
 
 

I n the immediate aftermath of the 
suicides of Kate Spade and Anthony 
Bourdain Gov. Cuomo issued a 
press release about new funding to 

address the rising rate of suicide.  
     He stated: “Two high-profile suicides 
this week put mental illness front and 
center, but while those names were the 
ones in the press, every day there are 
thousands of New Yorkers who struggle 
with suicidal thoughts, and we must do 
everything we can to support them. De-
pression does not discriminate. It affects 
every part of society and people from all 
walks of life.” 
     I applaud the Governor for bringing this 
matter to light. He stated, “Depression does 
not discriminate.” Nevertheless, health 
insurers that do not comply with federal 
parity law, denying timely access to care, 
do discriminate. When New York State 
government does not enforce this law, 
they aid and abet discrimination against 
the “thousands of New Yorkers,” who the 
Governor referred to as those “who strug-
gle with suicidal thoughts”.  
     The difficulty people have accessing 
mental health and addiction care is not 
simply a matter of stigma. It is a matter of 

discrimination. This is a civil rights issue 
that an announcement of new funding 
alone will not solve. 
     On December 15, 2017, North Shore 
Child and Family Guidance Center held a 
press conference at its headquarters in 
Roslyn Heights and issued the results of a 
research study – Project Access that we 
conducted in collaboration with LIU Post 
Department of Social Work. In this year-
long study, hundreds of Long Islanders 

were surveyed about their experiences 
attempting to obtain help for mental 
health and addiction problems. Of the 650 
Long Islanders who took part in the sur-
vey, almost half said that it was more dif-
ficult finding help for mental health or 
substance abuse problems than finding 
help for physical illnesses, nearly 40 per-
cent said that their insurance company did 
not have an adequate number of providers 
and two-thirds said that their insurance 
company was not helpful to them in find-
ing a suitable provider for themselves or a 
loved one. 
     NY State Senator Todd Kaminsky, 
who attended the December 15th press 
conference, stated that the findings were 
“Damning.” In a bipartisan effort, Kamin-
sky and Senator Elaine Phillips wrote to 
the Department of Financial Services 
(DFS) on January 9, 2018 citing the Project 
Access study and requesting “a thorough 
investigation to determine why insurance 
companies are not being held accountable 
for network adequacy.” Network adequacy 
is the part of the federal parity law that 
states that health insurers who cover men-
tal health and addiction care must have an 
adequate number of providers in their net-
work. Many more people wrote directly to 
Gov. Cuomo, requesting the same.  
     Almost five months later Scott Fischer, 
Executive Deputy Superintendent for In-
surance, a division of DFS, responded in 

writing to the Senators. Fischer wrote: 
“DFS’s review of the various networks 
has confirmed that each of the insurance 
companies in Long Island exceeds the 
standards for mental health and substance 
use providers, for the purpose of the com-
mercial products sold outside of New 
York State.”  
     Translation: There is no problem. 
There is nothing more to do. This does not 
square with the results of Project Access. 
     Health insurers and government ignor-
ing federal parity law is discrimination. 
When it comes to suicide prevention: ac-
cess delayed, is access denied. 
     Discrimination deserves a place along-
side stigma when the conversation turns to 
access to care. It’s a matter of civil rights.  
     Long after the tragic deaths of Kate 
Spade and Anthony Bourdain fade from 
the front pages, the lack of compliance 
and enforcement of federal parity law will 
persist and the thousands of people that 
the Governor spoke of in his press release 
will still be unable to access care. 
     The North Shore Child & Family Guidance 
Center provides comprehensive mental health 
services for children from birth through 24 
and their families. To find out more, visit 
www.northshorechildguidance.org. To read 
more about Project Access go to: 
www.northshorechildguidance.org/wp-
content/uploads/2017/12/north-shore-project-
access.pdf 

Depression, Suicide, Discrimination and Parity 

Andrew Malekoff 

Coordinated Behavioral Care Wins Prestigious  
Heritage Healthcare Organizational Leadership Award 

By Staff Writer 
Behavioral Health News 
 
 

C oordinated Behavioral Care 
(CBC) has won the prestigious 
Heritage Healthcare Organiza-
tional Leadership Award at the 

3rd Annual Heritage Healthcare Innova-
tion Awards sponsored by Heritage Pro-
vider Network and Crain’s New York 
Business. CBC was among an incredible 
group of honorees for this award, includ-
ing Healthfirst, Mount Sinai Hospital Sys-
tem and Essen Health Care.  
     The event was very well attended and 
there were some amazing honorees in the 
different categories. CBC had also been 
nominated but did not win the Heritage 
Innovation in Healthcare Delivery Award 
for their Pathway Home program.  
     This was an acknowledgment that 
CBC and the member agencies that make 
up the Health Home and the IPA are em-
barking on a transformative path. Being 
a clinically integrated delivery system 
that will be able to leverage the full array 
of community-based services and pro-
grams offered within their 50 network 
providers, whether they be health or be-

havioral or housing, was recognized as a 
transformative trend that will close gaps 

in services and increase access to high 
quality programs for all New Yorkers.  

     In accepting the award, CBC President 
and CEO, Jorge R. Petit, MD, highlighted 
the importance of not-for-profit, behav-
ioral health organizations in being hon-
ored and stressed the importance of hav-
ing a spotlight shine on the work that 
these organization’s do day-in and day-
out to care for New Yorkers with serious 
behavioral health conditions was espe-
cially gratifying.  
     Petit stated, “CBC wishes all the 
awardees our heartfelt congratulations and 
a special thank you to the Heritage Pro-
vider Network and Crain’s New York 
Business for honoring us with this award. 
As a not-for-profit, behavioral health or-
ganization, it is truly heartening to be con-
sidered among such amazing organiza-
tions and having a spotlight shine on the 
work we do day-in and day-out to care for 
New Yorkers with serious behavioral 
health conditions.”  
     CBC and its member agencies are con-
tinuing to develop needed ambulatory 
services, improve on the existing service 
array within the traditional framework and 
are working closely with the State and 
payers to envisions a new paradigm of 
behavioral healthcare that promotes value 
and outcomes.  

Timothy C. Peck, MD, CEO and Co-founder, Call9;  Matt Loper,  
Co-founder and CEO, Wellth; Jorge R. Petit, MD, President and 

CEO, CBC and David Sandman, PhD, President and CEO,  
New York State Health Foundation  
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T he grand opening and ribbon cut-
ting ceremony of Lynn’s Place, 
the much anticipated first afford-
able mixed-income development 

created by Unique People Services (UPS) 
took place on May 11, 2018.  
     Ann Sullivan, Commissioner of NYS 
Office of Mental Health, Emily Lehman, 
Assistant Commissioner of the NYC De-
partment of Housing Preservation and De-
velopment, Kristen Miller, Center from 
Supportive Housing, former NYC City 
Council Speaker Melissa Mark Viverito and 
Assemblyman and Vice Chair of the De-
mocratic Party Michael Blake and various 
community stakeholders were in attendance. 
A special presentation was also made be 
made to key stakeholders as appreciation of 
their involvement in the project.  
     “As the Chair of the Committee on 
Mental Health, Disabilities, and Addic-
tion, I would like to thank Unique People 
Services for their commitment to support-
ing individuals with mental health condi-
tions, said Councilperson Diana Ayala. 
“Mental health has been stigmatized in 
our communities for generations. This 
stigma, coupled with lack of resources in 
underserved neighborhoods, has caused 
people to go without treatment for far too 

long. She further stated, “that is why or-
ganizations such as Unique People Ser-
vices are so important. “  
     Lynn’s Place, named after the organi-
zations founder Lynn Wonsang provides 
homes for a mix of formerly homeless 
individuals and low income families. Dur-
ing the event, a Lynn’s Place tenant 

shared, “I am grateful for the services 
provided by UPS—I finally have a home, 
where I can be myself and not worry 
about the negative stigma and effects of 
homelessness. I’m happier than I’ve ever 
been and it’s all because of UPS.”  
     The sentiment of the day echoed the 
role collaboration. “Everyone here today 

is a UPS champion and a true testament 
that the key to this new day in the history 
of our organization is collaboration. Col-
laboration and dedication to the people we 
serve today and tomorrow” stated Yvette 
B. Andre, Executive Director of Unique 
People Services. “This accomplishment 
would not be possible without the gener-
osity of our partners and stakeholders. All 
of them are such great examples of what 
creative collaboration can achieve.”   
     Unique People Services provides vital 
resources to a wide range of programs and 
projects that are effective in the fight to 
end homelessness. Lynn’s Place is their 
first affordable mixed-income develop-
ment and provides safe and affordable 
housing to individuals from all walks of 
life with varied circumstances.  
     Lynn’s Place features 69 units of 
housing, with 42 units of supportive 
housing for individuals with a mental 
illness and 27 units of affordable housing 
for individuals and families making less 
than 60% AMI. Lynn’s Place earned 
LEED for Homes v3 Gold certification 
from the US Green Building Council, as 
well as the ENERGY STAR Multifamily 
High Rise label, demonstrating a com-
mitment to providing efficient, healthy 
housing that is good for the environment 
and residents alike. The development  
 

see Affordable Housing on page 37 

Unique People Services Opens Lynn’s Place:  
Agency’s First Mixed Income Affordable Housing Development 

Yvette B. Andre, Executive Director of Unique People Services  
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MHNE Announces New Board Officers and Outgoing Members 

By Staff Writer 
Behavioral Health News 
 
 

M ental Health News Educa-
tion (MHNE), publisher of 
Behavioral Health News 
and Autism Spectrum News, 

is pleased to announce the slate of Offi-
cers for the 2018-2019 fiscal year. “On 
behalf of our entire Board, I wish to thank 
everyone for their continued support and 
participation,” stated Ira Minot, Executive 
Director, and publisher of Behavioral 
Health News. 
     Debra Pantin, the new President and 
CEO of Outreach and past Vice-Chair of 
MHNE, will be the new Chair of the Board 
of Directors. Outgoing Board Chair Con-
stance Brown-Bellamy, President of Brown-
Bell Consulting stated, “I have served on the 
MHNE Board since 2008 and as Chair for 
the past two years, and I will continue as an 
active Member of the Board. It has been a 
remarkable experience for me to see 
MHNE grow in its mission of providing a 
trusted source of behavioral health and 
autism education to the community. 
     Rachel Fernbach, Esq., Deputy Di-
rector and Assistant General Counsel 
for the New York State Psychiatric As-
sociation, will succeed Debra Pantin as 
Vice-Chair of the MHNE Board. David 

Minot, Associate Director and publisher 
of Autism Spectrum News stated, “We 

are so pleased to announce that Rachel 
Fernbach will step into the Vice-Chair 

position. Rachel has been on the MHNE 
Board since 2016. Her expertise in non-
profit governance and operation will be an 
asset to the organization during our period 
of growth and change over the next few 
years, as will her affiliation with the New 
York State Psychiatric Association.” 
     The remaining officers, both of whom 
will be serving their second terms, in-
clude: Yvette Brissett-André, Executive 
Director of Unique People Services, 
who will continue to serve as Secretary; 
and Kimberly Williams, MSW, Presi-
dent of Vibrant Emotional Health 
(previously the MHA of NYC), who will 
continue to serve as Treasurer of MHNE. 
Continuing their vital service as mem-
bers of the Board are Josh Rubin, Jonathan 
Edwards, Barry Perlman, Peter Beitchman, 
and Jorge Petit. 
     We have two 15-year founding Board 
Members who will be stepping down from 
the Board: Alan Trager, who recently re-
tired as Executive Director and CEO of 
Westchester Jewish Community Services 
(WJCS) and Peg Moran, a well-known 
leader of the behavioral health community. 
Ira Minot stated, “It is with sadness and joy 
that we say goodbye to dear friends who 
were mentors to us from the beginning, and 
welcome new leaders to work with us as 
MHNE continues to be a cornerstone of 
education to the communities we serve.” 

MHNE Board. Front Row: Josh Rubin, Rachel Fernbach, Debra 
Pantin, Constance Brown-Bellamy. Back Row: David Minot Jonathan 
Edwards, Yvette Brissett-André, Alan Trager, Barry Perlman, Peter 

Beitchman, Ira Minot. Not shown: Jorge Petit and Kimberly Williams 

By Staff Writer 
Behavioral Health News 
 
 

O utreach has announced a 
change of leadership. After 39 
years, Kathleen Riddle, foun-
der, president and CEO of the 

non-profit substance abuse treatment or-
ganization based New York City and 
Long Island, will retire. Taking over as 
president and CEO will be Debra Pantin, 
formerly CEO of VIP Community Ser-
vices in the Bronx. 
     During her leadership tenure at Out-
reach – which began with a Glendale, 
Queens storefront, three employees and a 
$60,000 budget – Riddle grew the agency 
into a nationally recognized organization 
with eight primary locations, 300 employ-
ees and a budget of $24 million, serving 
more than 4,000 people per year. In addi-
tion, she became one of New York State’s 
leading advocates for alcohol and drug 
treatment services, primarily through her 
efforts as a leader in the New York State 
Association of Alcoholism and Substance 
Abuse Providers (ASAP) and Therapeutic 
Communities of Association (TCA) of 
New York, both for which she served as 
president for many years and continues to 
serve on the executive board. She has also 
served on the board of Treatment Com-
munities of America as an officer. 
     “Kathy Riddle is an icon in this area of 
behavioral health,” said Pantin. “It will be 
a challenge to fill her role at Outreach, but 
I vow to continue the fight to recognize 

treatment as critical measure to address 
the life challenges stemming from addic-
tion and allow people and their families to 
recover and move on to healthy lives. 
This is especially important, at a time 
when opiate abuse is such a widespread 
problem in New York State and beyond. 
My challenge will be to fight for more 
treatment slots, more funding and more 
recognition for treatment as an alternative 
to incarceration, which we know is better 
for families and society as whole.” 
     Riddle, who will continue to serve 
Outreach in a part-time, advisory role, 
worked tirelessly for support for treat-
ment facilities throughout the state. Her 

vision began more than 40 years ago 
when she recognized the need for adoles-
cent treatment while working in the New 
York City school system as a drug coun-
selor. Through her early efforts, Out-
reach opened the first residential sub-
stance abuse facility to serve children as 
young as 12 years old. She continued on 
to start niche programs for adolescents 
(outpatient and residential), women, 
women with children, and adults. Riddle 
also helped create the Outreach Training 
Institute to allow for more Certified Al-
cohol and Substance Abuse Counselors 
to enter the treatment workforce, while 
also providing professional development 

opportunities to those already in the 
field. She became a regular in Albany, 
working with OASAS and legislators to 
increase recognition for substance abuse 
treatment. Rallying the construction and 
real estate industry and trades to assist 
with the building of treatment facilities 
in Queens and on Long Island, Outreach 
continues to grow, with several capital 
projects underway. 
     “It is with mixed emotion, joy, pride, 
sadness and relief that I step back from 
my lead role at Outreach,” said Riddle. 
“Serving as the leader of this incredible 
organization has been the greatest honor 
of my life. This decision, while difficult 
for any of us, is made easier by knowing 
the extraordinary capabilities and commit-
ment of our Boards of Directors, our lead-
ership and staff. It if further aided by the 
selection of an exceptional leader in the 
field, Debra Pantin.” 
     Debra Pantin, MSW, MS, has more 
than 30 years of experience in the fields 
of addiction and mental health treatment 
services, housing and homeless services, 
and health care, beginning as a practitio-
ner and later as a leader in establishing 
programs. At VIP, she successfully pro-
pelled the organization that provides com-
prehensive health and behavioral health 
services in the Bronx toward a model of 
integrated care. During her tenure, to name 
a few of her accomplishments, VIP opened 
a mental health clinic and transformed its 
health services into a Federally-Qualified  
 

see Outreach on page 38 
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I t was recently announced that Tino 
Hernandez will step down as Presi-
dent and CEO of Samaritan Daytop 
Village this summer.  

     During Mr. Hernandez’ ten-year ten-
ure, he oversaw the merger of Samaritan 
Village with both Veritas (2013) and Day-
top Village (2015), significantly growing 
the agency’s scope of services. Today, 
Samaritan Daytop Village remains a pio-
neer in substance use treatment.  
     Nationally recognized for its work in 
substance use treatment, specialized ser-
vices for veterans, and housing, Samaritan 
Daytop Village’s continuum of services 
includes addiction treatment, health care, 
mental health care, care coordination, 
recovery services, shelter, transitional and 
permanent housing assistance and ser-
vices for veterans and seniors.  
     Thanks to his leadership, Samaritan Day-
top Village’s budget grew from $23 million 
to approximately $200 million. Annually, 
Samaritan Daytop Village serves over 
28,000 vulnerable New Yorkers at more 
than 50 facilities throughout New York 
City, Long Island and upstate New York.  
     “Under Tino Hernandez’ leadership, 
Samaritan Daytop Village has been a bea-
con of hope for New Yorkers struggling 

with substance use disorders,” said New 
York State Office of Alcoholism and Sub-
stance Abuse Services Commissioner 
Arlene González-Sánchez. “It has been a 
pleasure working with Mr. Hernandez, 
and I look forward to a continued partner-
ship with Samaritan Daytop Village and 
his successor.” 
     On Mr. Hernandez’ watch, Samaritan 
Daytop Village has matured into the place 
“Where Good Lives,” helping thousands 
of New Yorkers reclaim their lives every 
day. Yet ten years ago, when he returned 

to the agency after a prominent 15-year 
career in government, the organization 
faced a changing and challenging health 
care environment. Mr. Hernandez envi-
sioned ways to transform the agency into 
a premier service provider and position it 
for health care reform, working closely 
with staff, the Board, the Samaritan Day-
top Foundation and their partners. 
     He embarked on a series of strategic 
initiatives including efforts to strengthen 
and expand the agency’s mission to en-
compass services for those battling sub-

stance use disorder, homelessness and 
mental illness, as well as for seniors and 
veterans in need; rebrand the organization 
to reflect its expanded services; diversify 
and deepen funding streams and services 
to create a comprehensive continuum of 
care; expand the agency’s housing portfo-
lio consistent with its mission to assist 
clients; and enhance Samaritan Daytop 
Village’s commitment to quality care 
through evidenced-based and best prac-
tices linked to research.  
     Mr. Hernandez said of his departure, 
“This was a very difficult decision for me 
and it’s a bit like leaving home again. It 
has been my privilege to lead this incredi-
ble organization and I am extremely 
proud of all that Samaritan Daytop Vil-
lage has accomplished to assist New 
Yorkers in need. I will watch with much 
excitement, and perhaps with a bit of 
envy, as under new leadership it continues 
to grow and improve the quality of life for 
thousands of New Yorkers.” 
     Mitchell Netburn, who has served for 
eight years as President & CEO of Pro-
ject Renewal, an organization dedicated 
to ending the cycle of homelessness by 
empowering individuals and families to 
renew their lives with health, homes and 
jobs, has been named Samaritan Daytop 
Village’s new President and CEO. Under  
 

see Transition on page 34 
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O n June 1, 2018, the Board of 
Directors appointed Jason 
Lippman Interim President & 
CEO of The Coalition. Jason 

brings much experience to his new posi-
tion, through his long association with The 
Coalition, including most recently serving 
as its Executive Vice President, and previ-
ously as Director of Policy & Advocacy. 
      “It is truly an honor to serve in this 
leadership position,” according to Jason. 
“Thank you to the Board of Directors and 
membership for having confidence in me 
to lead The Coalition through this impor-
tant transformation.” 
     In the months ahead, Jason’s primary 
objective will be to refocus and strengthen 
The Coalition’s advocacy efforts on foster-
ing the sustainability and viability of the 
community-based behavioral health sector. 
As part of this effort, The Coalition will 
enhance our presence in Albany and to 
position us as the go-to advocate and re-
source for our membership, in navigating 
the many changes now underway in the 
community behavioral health sector. 
     The Coalition for Behavioral Health is 
the umbrella advocacy organization of 
New York's behavioral health commu-

nity, representing over 140 non-profit 
community based behavioral health agen-
cies that serve more than 500,000 clients 
in the five boroughs of New York City 
and its environs. Founded in 1972, The 
Coalition is membership supported along 
with foundation and government funding 
for special purpose advocacy, training 
and technical assistance projects. 

Coalition Appoints Lippman as  
Interim President and CEO 

Jason Lippman 

Diamond New CEO at Westchester  
Jewish Community Services 

By Staff Writer 
Behavioral Health News 
 
 

W estchester County Jewish 
Community Services has 
announced that its Board 
of Directors has unani-

mously approved the selection of Seth 
Diamond as its new CEO. Mr. Diamond 
will officially assume all duties as CEO 
on June 25, 2018.  
     “We are very happy to have Seth join 
us as the next CEO of WJCS,” said Neil 
Sandler, President of the WJCS Board of 
Directors. “He brings a wealth of experi-
ence in public service and in helping un-
derserved communities. The Board was 
very impressed by Seth’s credentials and 
his proven track record of shaping and 
implementing strategic plans. In numer-
ous positions, he has worked with multi-
ple stakeholders to ensure programs pro-
vide assistance in the most accessible, 
efficient, and impactful manner possible. 
We are confident that Seth will lead 
WJCS to its next level of success.”  
     Diamond has extensive experience 
working in New York City government, 
most recently as Chief Operating Officer 
of Metroplus, a health insurance company 
serving a half million New Yorkers. Pre-
vious to that, he was Executive Director 
of the Governor’s Office of Storm Recov-
ery for New York City, Commissioner for 
the Department of Homeless Services in 
New York City, Executive Deputy Com-
missioner of New York City’s Human 
Resources Administration, and Deputy 
Commissioner of its Job Center Opera-
tions. He holds a J.D. degree from New 
York University School of Law and a 
B.A. degree in Political Science and Eco-
nomics from Brown University. 
     Diamond will succeed Alan Trager, 
who has been CEO at WJCS for 20 years 
and at the organization for 42 years. “I 
am pleased to pass the baton to Seth Dia-
mond,” said Trager. “I’ve no doubt that 
with his background, expertise, and val-
ues, Seth will build on WJCS’s key 
strengths that we’ve developed over 

many decades and continue to expand the 
organization’s impact in benefitting 
Westchester residents.”  
     “I am proud to have the opportunity to 
lead WJCS, an organization that has had 
such an important and positive impact on 
generations of families throughout West-
chester,” said Diamond. “I’m deeply 
committed to WJCS’s mission of provid-
ing outstanding and compassionate care 
to the residents of Westchester County. I 
am honored to join the dedicated Board, 
staff, and volunteers to seek new ways to 
improve lives of every person in need in 
Westchester.”  
     Founded in 1943, WJCS (www.wjcs.com) 
is one of the largest non-sectarian, not-for-
profit human services agencies in West-
chester. We support 20,000 Westchester 
residents, of all ages and backgrounds, 
annually to help them overcome chal-
lenges and achieve personal success. Our 
88 programs include: mental health treat-
ment, child and youth development initia-
tives, programs for people with disabilities 
and autism, homecare, services for older 
adults, and privately funded programs for 
the Jewish community.  

Seth Diamond 
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Providing award-winning programs  
staffed by highly skilled professionals, since 1895 

 



HOPE House - Clubhouse 
100 Abendroth Avenue 
Port Chester, NY 10573 

(914) 939-2878 

HDSW - Main Office 
930 Mamaroneck Avenue 
Mamaroneck, NY 10543 

(914) 835-8906 

Human Development Services of Westchester is a  
social service organization providing quality psychiatric,  
rehabilitative, residential and neighborhood stabilization 

services in Westchester County. 
 

 HDSW is dedicated to empowering the individuals and 
families we serve to achieve well-being. The mission is ac-
complished through the provision of housing, vocational 

services, case management, community support, and  
mental health rehabilitation services.  

Human Development  
Services of Westchester 

 

By Robert Motta, PhD, ABPP 
Professor of Psychology, Director  
Doctoral Program in School-Community 
Psychology, Director Child and Family 
Trauma Institute, Hofstra University 
 
 

I t is well known that exercise results 
in numerous physical health benefits 
and it is becoming increasing real-
ized that it also alleviates psycho-

logical distress. The studies are too nu-
merous to mention in a brief article but 
suffice it to say that exercise; particularly 
aerobic exercise, has been associated with 
reductions in anxiety and depression in 
children, adolescents, adults, and seniors. 
The impressive impact that exercise has 
on these psychological states leads to a 
number of questions, three of which will 
be addressed here. First, why does this 
occur?  What is the mechanism or mecha-
nisms?  Second, what form of exercise 
and how much is needed to bring these 
effects about?  And finally, given that 
anxiety and depression are central compo-
nents of PTSD, could exercise also reduce 
symptoms of PTSD when used as an ad-
junct to traditional therapy or as a stand-
alone intervention?  
     Why is Exercise Effective  The short 
answer is that nobody knows for sure but 
there are a number of hypotheses. A few 
will be covered here but none of these 
have been universally accepted: 
     The thermogenic hypothesis asserts 

that rising body temperature accounts for 
the reduction in negative emotional states. 
The fact that fevers and hot climates don’t 
seem to have an effect on negative emo-
tion calls this view into question. Also, 
peripheral elevations in body temperature 
are not necessarily associated with central
-neurological elevations. 
     The endorphin hypothesis is perhaps 
the most popular and most widely known. 
Vigorous exercise is known to stimulate 
the body to produce an endogenous 
opioid, beta endorphin, and this has been 
said to be associated with the “runner’s 
high.”  Two contrary lines of evidence 
arise. The opiate blocking substance nal-

axone does not block the runner’s high, 
and there is little evidence that endorphins 
cross the blood –brain barrier and there-
fore it is unlikely that endorphins are hav-
ing a direct effect on the central nervous 
system. Perhaps they are a correlate of 
some other effect of exercise. A more re-
cent alternative to the endorphin hypothesis 
is the endocannabinoid hypothesis. Again 
the view is that energetic physical activity 
produces endogenous substances similar 
to that found in marijuana and this is what 
accounts for the positive psychological 
effects of exercise. There are to few stud-
ies to provide validity to this relatively 
new view. 

     The monamine hypothesis suggests that 
exercise produces increased brain avail-
ability of dopamine, serotonin, and nore-
pinephrine. Animal research suggests that 
this may be the case, but verification in 
human research is too problematic and 
ethically challenging to provide support 
for this view. 
     Self-efficacy and distraction hypothe-
ses suggest that exercise increases one’s 
sense of competence to attain goals and 
may also distract one from ruminating 
over their problems. Available research 
does show that exercise is distracting and 
can make one see themselves as more 
capable of setting goals but there has been 
no strong, one to-one relationships dem-
onstrated between these outcomes and 
reductions in negative affective states. 
 

What Form of Exercise is Best? 
 
     The majority of research studies has 
been done on, and support, the value of 
aerobic exercise. This does not mean that 
anaerobic or resistance exercises are of no 
value but emphasis on aerobic activity 
may be due to the fact that it is easier to 
quantify than anaerobic exercise. For ex-
ample, many studies state that in order to 
be considered an aerobic activity one 
must elevate one’s heart rate to 60 to 80% 
of its maximum rate. The maximum rate 
is given by subtracting one’s age from 
 

see Exercise on page 37 

The Role of Exercise in Alleviating Anxiety, Depression, and PTSD 

      
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

Brown Bell Consulting is a full service Government  
and Community Relations company. We provide  

organizations with customizable solutions to meet all of 
their local, state and federal government relations needs.   

To find out more about how we can help your organization, 
please contact us for a personal consultation.  

 
We look forward to working with you. 

 
Constance Y. Brown-Bellamy, MPA  

President and CEO - Brown Bell Consulting, LLC  
External Relations Specialist  

BrownBellConsulting@gmail.com      (202) 486-0495 
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Supplements from page 8 
 
mothers who carried genetic risk factors for 
schizophrenia, including variants of 
CHRNA7. But in mothers carrying these 
risk factors who received placebo, even the 
benefit of dietary advice (as opposed to 
supplementation by pill) during pregnancy 
did not prevent their children from showing 
diminished P50 inhibition after birth. In 
2015, Dr. Freedman’s team reported follow-
up results when infants in the original trial 
reached 40 months of age—the time when 
behavioral patterns become settled and in-
cipient problems are discernible.  
     “Children who will go on to develop 
schizophrenia already have recognizable 
motor problems in the first year of life,” 
Dr. Freedman says, “which are not in 
themselves diagnostic. But by early child-
hood they also show clear signs of atten-

tion difficulties and social withdrawal, 
effects that we can trace at least partly to 
deficits in inhibition.”  
     At 40 months, the team was excited to 
observe that children of mothers who had 
received choline supplements had fewer 
attention problems and less social with-
drawal compared with children in the pla-
cebo group. It is of course impossible to 
know the “final” outcome of this experi-
ment until the children reach their 20s. 
Right now, says Dr. Freedman, “what we 
know is that the babies exposed to supple-
mental choline as four year-olds are 
healthier children than if we had not inter-
vened.” 
     The team will continue to test whether 
the specific form of choline used in the 
trial—called phosphatidylcholine—is 
indeed the best supplement to give. The 
optimum dose also remains under study. 

Parenting from page 6 
 
ultimately the bedrock of this kind of 
behavioral treatment. These treatments 
usually last 12 to 16 weeks. This will not 
only help the child in the moment, but 
also help them equip themselves on how 
they can manage their own anxiety going 
forward, post-treatment. 
     Medication within the serotonin reup-
take inhibitor class, such as fluoxetine 
[Prozac] is an additional option. Usually, 
one follows a stepped-care model, where 
you start with psychotherapy, and con-
sider adding medication depending on the 
severity of symptoms.  
     What role do parents play in treatment? 
     The family plays a significant role. 
Parents have to stay actively involved in 
the various behavioral measures taken 
during the treatment, not only during the 
therapy hour, but also outside the therapy.  
     So, for example, if the child refuses to 
go to school, the parent has to make sure 
their child goes to school. The normal im-
pulse is to not subject your child to stress-
ful scenarios. Therapists discuss with par-
ents ways to push their child to confront 
their anxiety, and not enable avoidance 
behavior. Avoidance behavior leads to 
overdependence on parents. Therapy tries 
to place the responsibility of growing inde-
pendence back on the adolescent.  
     Working with a skilled therapist will 
always involve not only the parent but 
also siblings, on how to deal with a situa-
tion where one person in the family 
seems to take up more attention.  

     When someone who has had anxiety 
symptoms early in life goes to high school or 
begins college, what can a parent expect?  
     If you have an anxiety disorder or de-
pression before the age of 18, we know 
exactly what to do: you go to a pediatri-
cian, who then refers you to a psycholo-
gist or psychiatrist who specializes in 
children and adolescents. When you turn 
18, it’s unclear whom you should see. 
The young adult has outgrown pediatric 
care, but is not the typical patient seen in 
the adult mental health care system. This 
change occurs when youth are transition-
ing to college, or another post-high 
school experience. So, you might have 
been in a very protected environment at 
home, possibly seeing a therapist, and 
then when you go to college, you jump 
into a new context, possibly hundreds 
of miles away, with none of the same 
support systems in place. It’s estimated 
that over 20 percent of the adolescents 
who are going to college have a diag-
nosable anxiety disorder, and the men-
tal health services at colleges are usu-
ally not equipped to handle the large 
number of cases.  
     If my child is going off to college, what 
kind of support network can I create? 
     Start by having a fairly long discus-
sion with their current mental health care 
team. It might be possible to maintain 
continuity of care with their current pro-
vider through Skype or other tele-health 
methods. Also find out what services are 
available in the college and the city your 
child is going to.  

Improved Outcomes from page 10 
 
     Headspace is a primary-care model, 
McGorry explains. It is not specialized to 
particular diagnoses, but rather reflects 
what he considers a 21st-century notion of 
treating the manifestations of mental ill-
health while these are still plastic. These 
manifestations - they could be symptoms, 
behaviors, genetic predispositions, or, in 
the period just ahead, biomarkers – com-
bine in a person to generate what he calls 
“microphenotypes.” By this he means that 
youth who may ultimately receive a wide 
range of diagnoses may have some of 
these individual components of mental ill-
health in common. The key point is to 
address the behaviors or symptoms as 
soon as they are manifest, and to treat 
them not only with medications, where 
appropriate, but importantly, with robust 
social, family, and developmental support, 
to the extent possible. This is the formula 
that has resulted in “symptomatic” recov-
eries of two first-episode psychosis pa-
tients out of every three within the first 18 
months in the headspace clinics. Data on 
longer-term trajectories are being devel-
oped, McGorry says.  
     The headspace clinics are more like 
primary-care clinics than mental health 
centers by design. “We have built an en-
trance hall, the front rooms of the house 
that provide care across the lifespan,” says 
Dr. McGorry. “It is vital to get these vul-
nerable and suffering young people into 
care, and to stay with them. But we have 
not yet built the rest of the house, involv-
ing more specializations, for the later 
stages of illness.” 
     He believes one reason the clinics have 
succeeded so far is that “they are stigma-
free. And they are popular because people 
don’t worry about all the arcane debates 

that we have in psychiatry about diagnos-
tic boundaries, or criteria or labeling. Or-
dinary people, including politicians in 
Australia, understand that these young 
people are in trouble. We’re trying to help 
them, trying to make it easy for them to 
seek help. The entry into headspace is 
‘soft.’ We are welcoming; there are no 
barriers, including financial ones. Young 
people just come in and talk to someone. 
     “We scale up the intensity of our re-
sponse according to the needs the person 
has. Not just narrow medical needs. Medi-
cation can be part of it, but we’re also 
helping them get a job or finish their edu-
cation or deal with substance abuse or 
relation-ships. These are young people in 
transition, trying to master developmental 
tasks, like identity. Many have sexual 
orientation issues. So it’s very holistic. 
We embed our psychiatric expertise 
within that kind of needs-based frame-
work. Within that structure, we conduct 
[National Institute of Mental Health] 
NIMH-level research,” which has resulted 
in many publications and the start of a new 
journal to address this emerging field: 
Early Intervention in Psychiatry, published 
by John Wiley & Sons since 2007. 
     The RAISE clinical trial in the U.S., in 
which many researchers supported by the 
Foundation have participated, has pointed 
to the vital importance of treating psycho-
sis early and comprehensively, in care that 
is integrated. The RAISE study (Recovery 
After an Initial Schizophrenia Episode), 
along with nine other clinical trials, now 
shows that specialized first-episode pro-
grams produce better medium-term re-
sults, Dr. McGorry says. He adds: “They 
clearly have a much more potent effect if 
the delay in accessing treatment is not too 
long. Beyond a year or so of delay, they 
don’t seem to be able to reverse the im-

pact of the illness so well, which makes 
perfect sense clinically.”   
     To Dr. McGorry, the RAISE results 
echo findings from his years of research 
dating back to the 1990s with first-
episode patients. “If you do things prop-
erly for first-episode patients, from the 
earliest point of the illness – and the ear-
lier the better, we have evidence of this – 
the better the outcome is liable to be. Our 
research shows that the best results come 
from identifying the patient in the first 
three months of development of sustained 
psychosis to really make a difference with 
early treatment programs like ours. So the 
timing (as well as specialized first-episode 
psychosis care) is very, very important. In 
2012, the TIPS study (TIPS is an  acro-
nym for early detection and treatment) in 
Norway also showed in a population of 
174 patients, 101 of whom received early 
treatment for first-episode psychosis, that 
if treatment delay is reduced to a few 
weeks, recovery rates are ‘significantly’ 
better 10 years later. And new research 
shows that you have to safeguard and 
build on those gains and not consign pa-
tients back to revolving-door care in tradi-
tional psychiatric services.” 
     Data from the headspace clinics also 
support the importance  of engaging and 
following up with so-called ultra-high 
risk individuals, those with genetic and 
behavioral warning signs that mark what 
doctors call the prodrome, the period 
leading to a psychotic episode. Only one 
person in three in this high-risk group 
progresses to psychosis. In a certain 
number of these people, Dr. McGorry 
hypothesizes, the condition may resem-
ble – surprisingly – asthma. “Certain 
young people may have a [biological] 
vulnerability, which they may grow out 
of,” he says. Others may progress to psy-

chosis, but if treated comprehensively in 
the very earliest stages, the damage may 
be limited and the impact of the illness 
either attenuated or perhaps postponed 
for some number of years.  
     This evidence seems to suggest there is 
a “critical period,” says Dr. McGorry, 
which describes this first period of psy-
chotic illness. “I’ve worked in the same 
place for 30 years,” he says. “So I’ve 
looked after patients for very long periods 
of time.” In his experience, young pa-
tients, when treated comprehensively and 
consistently followed up, improve over 
time, so the prognosis is better and more 
malleable than people have realized. 
Some fraction of patients, perhaps one in 
five, clearly deteriorate, he acknowledges. 
“These are the patients we have not 
learned how to help yet.” Some young 
people at high risk of psychotic disorder 
seem to outgrow their vulnerability, while 
others do not. In some ways this pattern is 
reminiscent of childhood asthma, he says. 
Some of the latter become chronic pa-
tients, for reasons still not clear. Dr. 
McGorry suspects some portion of 
chronicity and the premature mortality 
that flows from physical illness and sui-
cide “is built in by neglect, drugs, or just 
inactivity, as well as unemployment, so-
cial deprivation and poverty.” One clear 
objective of the headspace clinics and the 
kind of early intervention he has inspired 
others to try to provide is “to prevent a lot 
of those co-morbidities, as best as we are 
able, given our resources.” 
     He concludes: “There’s a tremendous 
amount that can be done, if only the society 
and governments would actually commit 
the amounts of money and support for 
clinical care systems that are appropriate, 
and also to medical research, just as they 
do for cancer and HIV.”   

Transition from page 31 
 
Mr. Netburn’s leadership Project Re-
newal has become universally recog-
nized as a premier agency for its respect-
ful, compassionate, innovative and re-
sults oriented approach to serving home-
less individuals and families, and those 
with mental health issues and substance 
use disorders.  
     Mr. Hernandez will assist with the 
transition and depart the agency by mid-
July 2018. 
     About Samaritan Daytop Village. For 
more than 50 years, Samaritan Daytop 

Village has been improving the quality of 
life for New Yorkers facing adversity. 
We are nationally-recognized for our 
work in treatment for substance use disor-
der, specialized services for veterans, and 
services for homeless individuals and 
families. Our continuum of services in-
cludes health care, mental health care, 
addiction treatment, care coordination, 
transitional and permanent housing assis-
tance, and services for seniors. Annually, 
Samaritan Village serves over 28,000 
people at more than 50 facilities through-
out New York City, Long Island and up-
state New York.  
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Unique Perspectives: Harnessing Multimodal Assessment to  
Understand How Children with Autism Decode the Social World 

By Erin Libsack, BA, and Tessa  
Clarkson, MA, Graduate Students 
and Matthew D. Lerner, PhD,  
Associate Professor, Department of 
Psychology, Stony Brook University 
 
 

I t is well-known that children and 
adolescents with Autism Spectrum 
Disorder (ASD) see and make sense 
of the social world differently than 

their typically-developing (TD) peers. Of-
ten less appreciated is that the way the 
mind and brain give rise to this social per-
ception and cognition is quite complex, 
with many interlocking abilities being nec-
essary to decode a social scenario and then 
engage with it (and the people within it). In 
recent decades, numerous psychological 
scientists have attempted to map out these 
various abilities in TD populations (e.g., 
Crick & Dodge, 1994; Lipton & Nowicki, 
2009; Beauchamp & Anderson, 2010). 
However, the field of ASD research has 
been slower to appreciate this complexity, 
often attributing differences in social cog-
nition among individuals with ASD to a 
single “silver bullet” differentiating factor, 
such as perspective-taking, emotion recog-
nition, or self-regulation. 
     In recent years, researchers, including 
those of us in the Social Competence and 
Treatment Lab (SCTL) at Stony Brook 
University, have started to assess various 
aspects of social cognition and perception 
within an individual with ASD. This ap-
proach allows for the evaluation of social 
patterns and profiles which differ within 
and between people. Utilizing such an 
approach has allowed us to begin answer-
ing important questions about which 
unique factors give rise to social chal-
lenges for a specific person, as well as 
which areas may not be impacted for that 
same person. In doing so, we can begin to 
tailor our interventions to more precisely 
address those issues which matter most 
for a given individual. 
     A key example of a project that aims to 
identify patterns and profiles of social 
perception and cognition is the SCTL’s 
study of the SELWeb program. Con-
ducted in collaboration with colleagues at 
the Rush NeuroBehavioral Center (NBC), 
this study examines an interactive web-
based tool set called SELWeb, which uses 
a series of game-like activities to examine 
each of the following discrete aspects of 
social cognition:  
 
• Non-verbal awareness - the perception 
and processing of gestures, facial expres-
sion and body language.  
 
• Social perspective taking (theory of 
mind)- the ability to guess or infer what 
another person may think about a social 
situation or interaction. 
 
• Social reasoning - the ability to under-
stand, interpret and make decisions based 
on social information and context. 
 
• Emotion regulation- the ability to appro-

priately monitor and control one’s emo-
tions in social situations. 
 
     The original SELWeb games were 
developed by our colleagues at Rush 
NBC with the goal of assessing these 
four facets of social emotional learning 
(SEL; McKown et al., 2013). After ini-
tial development, the tasks were pooled 
together, standardized, and tested across 
two studies which collectively involved 
approximately 9,500 school-age TD chil-
dren and evaluated whether the SELWeb 
tasks indeed measure the specific aspects 
of social cognition they were designed to 
assess (McKown et al., 2015). Results 
showed that the SELWeb games do suc-
cessfully measure their targeted domains 
of social cognition, are comparable 
across domains of social cognition, are 
consistent for each child over a six-
month period, and can be administered in 
a variety of ways and settings.  
     With support from the Simons Foun-
dation, we examined SELWeb further in 
a sample of 60 children with ASD. In 
addition to finding that SELweb seems 
to measure the same social cognitive 
abilities typically assessed using longer 
and more demanding assessment tools, 
we found that performance on the SEL-
Web games was closely associated with 
parent and clinician ratings of various 
aspects of social abilities. On average, 
individuals with ASD show impair-
ments in most (but not all!) SELWeb 
domains. However, we found dramatic 
differences within and between chil-
dren, with some exhibiting a pattern of 
strengths and challenges in certain do-
mains (e.g., strong ability to read emo-
tions but poor ability to plan social re-
sponses), and other exhibiting an en-
tirely different pattern. Thus, SELWeb 
can be utilized to elucidate unique pro-
files of strengths and weaknesses in 
social cognition abilities that vary be-
tween individual children. However, to 
really understand the diversity of ways 

children with (and without) ASD under-
stand social information, we must 
search deeper. Specifically, we must 
examine how the brain goes about proc-
essing social information – in real time.  
     Electroencephalography, or EEG, is a 
safe, non-invasive, and cost-effective 
method of measuring the electrical activ-
ity of the brain while the brain is proc-
essing information, features which make 
EEG an ideal tool for pinpointing the 
exact point in time when differences in 
social processing occur. One way of do-
ing this is to use event related potentials 
(ERPs). ERPs represent specific neural 
responses to a specific event. For in-
stance, when seeing a face, one’s brain 
first registers the visual input, then iden-
tifies it as a face, then begins the process 
of decoding its emotions, familiarity, and 
identity. ERPs can be used to differenti-
ate each of these steps.    
     Through generous support provided 
by a grant from the Brain & Behavior 
Research Foundation (BBRF; formerly 
NARSAD), the SCTL adapted the origi-
nal SELWeb paradigm to be compatible 
with simultaneous EEG data collection. 
Combining these methodologies allows 
our team to measure brain activity while 
children complete the SELWeb tasks. 
This allows us to assess not only whether 
an individual is experiencing problems 
(or strengths) in one aspect of social cog-
nition, but when exactly their social 
processing may be going awry. 
     For example, it is well known that 
many individuals with ASD have diffi-
culty accurately identifying emotions in 
faces. A child’s performance on the non-
verbal emotion recognition SELWeb 
module would show us whether such a 
broad impairment is present. Our previ-
ous ERP research has shown that such 
challenges in reading emotions among 
teenagers with ASD can arise from diffi-
culties in orienting to emotional faces, 
rather than difficulty decoding faces 
(Lerner et. al, 2013). Now, we can ex-

tend this type of fine-grained analyses 
across many aspects of social cognition. 
For instance, during our social perspec-
tive taking game, participants must make 
sense of what a cartoon character in a 
short scene thinks or does (e.g., where 
they will look for a lost mitten that has 
been moved without their knowledge). 
Perhaps a child provides an incorrect 
answer (e.g., looking for the mitten in 
the place to which it has been moved) – 
why does she do so? Is it because she 
cannot hold in mind the idea of the 
scene? Is it because she cannot under-
stand what the cartoon character thinks? 
Looking at ERPs recorded during the 
task can help us answer these questions. 
Then, when knit together with the ERP 
responses to all SELWeb tasks, we can 
get a deeper, more precise picture of how 
a child is decoding her social world be-
yond their responses to questions, and 
across multiple domains - a capability 
that was not previously achievable.  
     Thus, support from the BBRF has 
helped us to begin to unlock a deeper 
understanding of how children with 
ASD think about and process their so-
cial world than has ever been possible. 
Tools such as SELWeb are vital for ad-
vancing our ability to understand the 
unique ways that individuals with ASD 
may differ in how they think about so-
cial situations, and how those differ-
ences impact social functioning. The 
addition of EEG introduces the ability 
to disentangle the various minute proc-
esses involved in specific areas of social 
cognition. This deepens not only our 
understanding of the science of ASD, 
but will also provide much more spe-
cific targets for the next generation of 
precision interventions for the core 
challenges of youth with ASD. At the 
SCTL, we aim to be among the groups 
to usher in this next generation. It is 
with support from organizations like 
BBRF to us and others that will acceler-
ate its arrival. 

Erin Libsack, BA Tessa Clarkson, MA Matthew D. Lerner, PhD 

Subscribe to “Autism Spectrum News” - See Page 39 for Details - or Online at www.mhnew-autism.org 
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century it was adults over 65. Now it is 
working age adults.  
     In her remarkable work, Julie Phillips 
has tracked suicide rates by age, historical 
period, and generation from 1940 on. Her 
work indicates that the elder boom gen-
eration is at higher risk for suicide than 
previous generations and that the risk is 
greater among the younger members of 
the elder boom generation than among 
those who are already old. Her conclusion 
is that the cohort of working age adults 
who will become old in 10 to 20 years is 
likely to have higher suicide rates than 
those who are currently old.  
     Why? Like Case and Deaton, Phillips 
uses a Durkheimian perspective to try to 
understand rising suicide rates. There are, 
she believes, weaker connections between 
individuals and their society due to such 
factors as increased mobility and separa-
tion from extended family, increased di-
vorce rates, increased loneliness, decreased 
civic participation, unstable employment, 
decreased religiosity, and more.*** 
     Has there also been an increase in 
mental illness?  Given the close connec-
tion between mental illness and suicide, 
that seems likely.  
 

Implications for  
Geriatric Mental Health Policy 

 
     It has been clear for many years that 
the projected growth of people 65 and 
older4 both in absolute numbers (they will 
double) and as a proportion of the Ameri-
can population (they will outnumber chil-
dren) will create very tough challenges for 
the mental health system. The research on 
“deaths of despair” suggests that the chal-
lenges will be even greater than antici-
pated because the prevalence of emotional 
distress for older adults may be higher 
than it has been in the past.  
     As I noted earlier, this is counterintui-

tive because people seem to be living 
longer and better. However, this research 
reveals that, while people with more than 
a high school education are doing better, 
the 40% of the American population that 
does not go beyond high school is not. 
That population may have growing needs 
for medical, behavioral, and social ser-
vices as they become old. 
     What can be done?  In part the answer 
is more and better services****, espe-
cially for people of lower socio-economic 
status and especially in localities that have 
had relatively high death rates. In part the 
answer is a comprehensive public health 
campaign to reduce drug and alcohol 
abuse. In part, the answer is more effec-
tive interventions to reduce the incidence 
of suicide and suicide attempts, including 
meaningful gun control. And for older 
adults, plans are needed that anticipate not 
just a growth in numbers but a growth of 
morbidity among those who will become 
old in 10 or 20 years.  
     Much of this is already on the behav-
ioral health agenda to some extent. Not 
nearly enough, of course, but at least it’s 
on the radar screen. 
     But if Case and Deaton, Phillips, and 
others are right that deaths of despair re-
flect widespread disconnection between 
individuals and their societies, we need to 
think much more broadly and address the 
dimensions of the American society that 
contribute to growing division and alien-
ation. Inequality; job insecurity; social 
isolation and loneliness; racial, gender, 
and class divisions; lost sources of mean-
ing and hope—it is these trends that need 
to be addressed.  
     Is this too much for the physical and 
behavioral health systems?  Probably. Per-
haps the best we can hope for is continuing 
to chip away at problems of behavioral 
health, which sadly are unlikely to dimin-
ish and may in fact increase in a nation that 
appears to have abandoned what progres-
sives at the beginning of the 20th century 

called the “promise of American life”.7     
     But perhaps health and behavioral 
health policy makers can begin to think 
big, not just about ingenious ways to man-
age care and cost, but also about alien-
ation and division in America today. I’m 
skeptical, but still hopeful. 
 
     Michael B. Friedman, LMSW is an 
Adjunct Associate Professor at Columbia 
University School of Social Work and 
Chair of the Geriatric Mental Health Alli-
ance of New York. He can be reached at 
mf395@columbia.edu.  
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* Case and Deaton speculate why death 
rates have continued to decline for black 
and Hispanic populations despite the on-
going travails of life as a minority and the 
entrenched racial divide in America. Per-
haps people of color have always had 
lower expectations and less hope than 
whites. Perhaps they have lost less than 
working class whites because they had 
less to begin with. Just speculation, Case 
and Deaton tell us. 
 
** President Carter referred to this as an 
American “malaise” and paid a great po-
litical price when running against Presi-
dent Reagan’s vision of a great America. 
President Trump appears to have under-
stood the profound desire of the white 
working class for a return to the heyday of 
blue collar jobs that paid a living wage. 
 
*** A very recent study shows enormous 
differences in deaths due to overdoses, 
suicides, homicides and alcohol related 
illnesses from county-to-county in the 
United States. The authors say that this 
indicates that so-called “deaths of de-
spair” may be more related to local cir-
cumstances than to broad social changes.5 
 
**** A good example of advocacy for 
improvements in America’s health and 
behavioral health systems is a report call-
ing for a “national resilience strategy” to 
address deaths of despair recently released 
by The Trust for America’s Health.6  It 
emphasizes the need for more and better 
mental health and substance abuse ser-
vices, more preventive efforts, improved 
pain management, etc. 

Technology from page 22 
 
support can go a long way to minimize the 
loneliness that may lead to isolation and 
decompensation.  
     To further relationship building and 
ongoing communication, the PH Teams 
has started utilizing a mobile messaging 
application: a secure texting engagement 
platform providing assistance with reach-
ing clinical goals, through reminders to 
take medication and attend appointments, 
as well as texts that educate on healthy 
living habits. PH staff schedule reminders 
and health education texts, either preemp-
tively or in real time. The system can also 
check-in after tasks like appointments, 
inquiring how it went or if the appoint-
ment was made. After-hours, an automatic 
text responds with directions of who is on
-call and how to reach on-call staff, to 
ensure 24/7 coverage. 
     One PH staff remarked “For my own 
clinical work, it’s been monumental to 
break out of traditional phone calls. Not to 
mention, this is how most of us communi-
cate in 2018. It makes my job a lot more 
convenient, authentic, and genuine.” “I 
have seen great benefits for the individu-
als on our team with secure text messag-
ing... it has really helped build relation-
ships.”  another PH clinician stated.  

     As an example, PH used this technol-
ogy with Luz, a shy 19-year-old who at 
first was not talkative during in person 
meetings or over the phone. When Luz 
started using the application, she would 
type out answers to questions about her 
goals and symptoms, in a way never de-
tailed in verbal conversations. As some-
one who had experienced suicidal ideation 
and serious attempts and often described 
feeling “overwhelmed in life,” it was 
helpful for PH clinician to begin seeing 
signs and symptoms based on responses 
through text messages. During a trip out 
of state, it proved a useful way to keep in 
touch and check in regularly. She is now 
well connected to providers, has not re-
turned to hospital or experienced suicidal 
ideation, volunteers at a pet shop, and 
returned to school to continue her education.  
     Luz sums it up best; “Texting is a lot 
easier for me than calling. I really do not 
like talking on the phone but texting is 
simpler, quicker, and more likely to get a 
response from me. If you don’t have time 
to call someone, you can find a few sec-
onds to reply to a text.”  
     In our work, a common theme from 
hospital and housing staff is medication 
adherence. For individuals with medica-
tion management needs, PH uses elec-
tronic medication reminder & dispenser 

machines as a tool and reminder that 
addresses adherence. The machine is 
programmed by a PH nurse and is set to 
dispense medications at the appropriate 
time, prompted by the user. Visual and 
audio alarms continue to sound from the 
dispenser and are not dismissed until the 
medication is dispensed. If not dis-
pensed, the PH Team nurse receives a 
message and can follow up with a call or 
visit to the individuals setting and ad-
dress the lack of adherence. One PH 
nurse noted, “The medication dispensers 
is a good starting point to help increase 
awareness of the benefits of medication 
adherence.”  
     In one instance, PH was serving Mal-
com, who was prescribed 12 oral medica-
tions to be taken three times a day. Mal-
com had reported past challenges with 
medication adherence and concerns about 
forgetting to take them on time. For three 
months, the PH nurse assisted with medi-
cation management using the dispenser 
machine. The machine alerted Malcom to 
take notice of the prescribed times, in-
creasing awareness and adherence. Prac-
ticing this routine led Malcom to no 
longer rely on the electronic medication 
and begin to take medication with increased 
independence, continuing adherence months 
later at completion of PH services. 

     In this ever-changing healthcare and 
technology world, it is imperative for be-
havioral health community-based agencies 
to remain relevant with the changing tide 
of new technology-assisted care. With the 
ubiquity of Smartphone apps, including 
hundreds that target mental health and 
substance use disorders, and inventiveness 
in technological tools, it is difficult to 
ignore this trend in healthcare. Individuals 
in the service delivery system in NYC 
with psychiatric conditions would benefit 
from beginning to use these and the ser-
vice delivery staff should begin to become 
aware of the various resources that exist. 
If we do not embrace the innovation in 
healthcare and be present to shape it, we 
run the risk of it happening without our 
input. Piloting and testing technological 
solutions is the only way to assess useful-
ness, determine ability to support, and 
elicit buy-in from administrative and di-
rect care staff. Behavioral healthcare pro-
fessionals can be on the forefront of inno-
vation, we simply need to have the cour-
age to follow the virtual pathway forward.  
 
     Barry Granek is the Senior Director of 
Pathway Home at Coordinated Behavioral 
Care and can be reached at 917-242-2090 
or BGranek@cbcare.org. For more infor-
mation, visit www.cbcare.org. 
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also includes a community space on the 
ground floor, a sunken courtyard, and a 
landscaped back yard.  
     Residential services are provided 
through a NY/NY III contract from the 
NYS Office of Mental Health. Permanent 
financing, including grants, loans and tax 
credits, came from NYC Department of 
Housing Preservation and Development, 
NYC Resolution A funds, Capital One 
Bank, CSH, and the Community Preser-
vation Corporation. Hudson Housing 
Capital is the syndicator for the tax cred-
its. The architect is Tony Shitemi of Ur-
ban Architectural Initiatives and the con-
tractor is Procida Construction Corp. 
Robert Sanborn of Robert Sanborn De-
velopment is the housing consultant. 
     About Unique People Services. 

Unique People Services, Inc. (UPS) is a 
New York-based nonprofit 501(c) 3 that 
provides supportive housing and medical 
case management services to individuals 
and families living with mental health 
challenges, developmental disabilities and 
HIV/AIDS. The agency operates more 
than 24 supportive housing programs in 
the Bronx, Manhattan, Brooklyn, Queens, 
and Westchester County.  
     More than 800 New Yorkers call UPS’ 
home, living in well-appointed residences 
where they receive meals and support 
services to help them achieve the highest 
possible levels of independent living and 
community inclusion. The transitional, 
long-term and permanent housing UPS 
provides has also become a safe haven for 
many formerly homeless individuals.  
     For more information about UPS, visit 
www.uniquepeopleservices.org. 

Do More from page 1 
 
ill, humanitarians who care about the 
broad aspects of mental health and its 
impact on the community. 
     It is heartening to see some members of 
the Senate and Congress step up. In early 
October, Sens. Roy Blunt (R-Mo.) and 
Debbie Stabenow (D-Mich.), and Reps. 
Leonard Lance (R-N.J.) and Doris Matsui 
(D-Calif.) introduced the Excellence in 
Mental Health and Addiction Treatment 
Expansion Act, a small (two-year, eight-
state) initiative to expand access to commu-
nity-based mental health and addiction care. 
     There are other small steps being taken, 
but we cannot wait to deal with the escalat-
ing mental health crisis in this country. 

     We know that people with mental ill-
ness respond to treatment. But in order to 
help the millions of Americans who are 
suffering, we need leaders who will come 
together to raise awareness, ensure access 
to care, and provide funding for scientists 
working to find better ways to diagnose, 
treat and cure mental illness. 
     Dr. Herbert Pardes is executive vice 
chairman of the NewYork-Presbyterian 
Hospital Board, and President of the 
Brain & Behavior Research Foundation’s 
Scientific Council. 
 
     Credits: The Hill - 12/10/17, http://
thehill.com/opinion/healthcare/364166-
we-need-to-do-more-than-just-talk-about-
mental-illness. 
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     What kind of advancements have 
BBRF researchers found as a result of 
funding? Advancements funded by our 
grants continue to define the leading edge 
of all research in the mental health field. 
Examples include the use of Clozaril for 
the treatment of schizophrenia, optoge-
netics which helps scientists around the 
world to better understand the brain, tran-
scranial magnetic stimulation for depres-
sion and other conditions, deep brain 
stimulation for treatment resistant depres-
sion, the ongoing development of rapid-
acting anti-depressants, and as shown on 
60 Minutes this past May, magnetic 
stimulation therapy that can be used to 
treat depression without causing the 
memory loss that can happen with ECT.  
     What kind of public education does the 
Brain & Behavior Research Foundation 
do? In addition to funding research, the 
Foundation spearheads ongoing cam-
paigns to raise awareness and educate the 
public about research. Free monthly we-
binars for the lay public, feature conver-
sations with leading scientists on topics 
that include mechanisms of antidepres-
sant effects, child and adolescent anxiety, 
understanding the chaos and complexity 
of borderline personality disorder, addic-
tion as a brain disease, new approaches to 
treating depression, and the adolescent 
brain and mood disorder risk. 
     BBRF holds an annual mental health 
research symposium in New York City in 
October with complimentary admission 

so the lay public can hear presentations 
on the current research happening in the 
labs of BBRF grantees and prizewinners. 
This year’s symposium will be on Friday, 
October 26th at the Kaufman Music Cen-
ter in New York City.  
     We also hold a monthly “Meet the 
Scientist” webinar series which I moder-
ate where people can learn about the lat-
est research from international experts in 
the field of brain and behavior research. 
The Foundation also produces the Emmy 
nominated public television series Healthy 
Minds which aims to remove the stigma of 
mental illness, educate the public and 
offer a message of hope by shedding light 
on common psychiatric conditions 
through inspiring personal stories and 
experts sharing cutting edge information 
on treatment. As the host of Healthy 
Minds, my goal is to inspire conversations 
about mental illness, and provide under-
standable information and resources for 
viewers. 
     Information is available on our web-
site, bbrfoundation.org, and on our so-
cial media channels which include Face-
book, Twitter, Instagram, LinkedIn and 
You Tube. 
     How is Brain & Behavior Research 
Foundation funded? One hundred percent 
of donor contributions for research are 
invested in our grants leading to advances 
and breakthroughs in brain and behavior 
research. This is made possible by the 
generous support of two family founda-
tions which cover the Foundation’s oper-
ating expenses. 

Exercise from page 33 
 
220. The result is then multiplied by .6 
or .8 to be considered aerobic. The re-
search studies in which I have been in-
volved typically employ brisk walking, 
jogging, bicycling, etc. approximately 
three times a week for approximately 30 
to 40 minutes, for between six to 10 
weeks. This level of aerobic exercise re-
sults in reductions in anxiety, depression, 
and (as stated below) PTSD and these 
results are sustained in follow-up assess-
ments. However, it should be noted that 
beneficial psychological effects have actu-
ally been demonstrated in a single session 
of exercise. 
     There are studies, one of which was a 
doctoral dissertation I supervised, where 
weight lifting and resistance training 
three times per week led to reductions in 
negative affective states. So what form of 
exercise is best? Perhaps the answer to 
that question is similar to the question of 
which form of relaxation is best. The an-
swer to both is the type that best suits you 
and the type you are most likely to con-
tinue doing while not becoming bored or 
discouraged. This is the “best” form of 
exercise. 
 

Can Exercise be Useful in 
Reducing PTSD? 

 
     I have been involved in at least five 
research projects that have used exercise, 
primarily although not exclusively aero-
bic exercise, and we have found signifi-
cant reduction in PTSD. Recent empirical 
studies support that conclusion. It is pos-
sible that because anxiety and depression 

are so much a part of PTSD, and it is well 
known that exercise reduces both of 
these, that this is the reason for its sur-
prising impact on PTSD.  
     Traumatized individuals are notori-
ously avoidant of psychologically based 
interventions and are also reluctant to 
take psychotropic medication. The ex-
treme anxiety that is elicited in well 
meaning therapeutic attempts to get the 
traumatized individual to confront and 
reprocess their traumatic experiences, 
results in fleeing from, and avoidance of 
therapy. For this and other reasons, alter-
native approaches to traditional forms of 
psychotherapy are called for. Exercise is 
clearly of value in this regard as are other 
approaches such as yoga, mindfulness, 
acupuncture, wilderness and animal as-
sisted therapies, etc.  
     If one reviews the available research 
on the psychological effects of exercise, 
it is hard not to be impressed. Empirical 
studies show that exercise not only alle-
viates anxiety, depression, and PTSD but 
it also enhances self-esteem, improves 
concentration and memory, improves 
academic skills and IQ in children, re-
duces OCD symptoms, enhances percep-
tions of well-being and many other posi-
tive outcomes. Mental health providers 
probably have no other intervention that 
has such wide ranging utility as exercise. 
It is not far fetched to say that exercise is 
the “magic bullet” for numerous psycho-
logical and physical problems. We clini-
cians can benefit ourselves by taking a 
dose of our own non-medical prescrip-
tion, exercise. 
     You can reach Dr. Motta by email at 
Robert.W.Motta@hofstra.edu. 

Cyberbullying from page 26 
 
Adolescent Mental Health: A Study of 
Adolescents on an Acute Inpatient Psy-
chiatric Unit.” This study suggests that 
cyberbullying does indeed have a signifi-
cant impact on the mental health of ado-
lescents. 
     The study followed upon earlier work 
by members of the research team, who 
had found that cyberbullying was a com-
mon experience among adolescent psy-
chiatric patients. In the follow-up study, a 
total of 50 adolescent inpatients (13-16 
years of age) agreed to complete surveys 
regarding childhood trauma, emotional 
and trauma-related symptoms, and ex-
periences of cyberbullying. Three of the 
50 participants acknowledged that they 
had cyberbullied others and 10 reported 
having been the victims of cyberbullying. 
Participants who reported experiencing 
previous emotional abuse were more 
likely to report having been cyberbullied. 
The victims of cyberbullying reported 
more depression, anger and dissociation 
than the nonbullied patients. 

     These findings further document the 
prevalence of this phenomenon in mental 
health settings and raise the possibility 
that cyberbullying may cause or exacer-
bate emotional problems. They also sug-
gest that those teens who have previously 
been victimized—particularly those who 
report having been emotionally abused in 
the past—may be more vulnerable to 
abuse and may suffer exacerbation of 
their symptoms as a result. In the future, 
the Four Winds, University of Miami 
Miller School of Medicine and Fairleigh 
Dickinson University research team plans 
to examine the prevalence of cyberbully-
ing in the general population and attempt 
to identify its impact on teens outside of 
clinical settings. 
 
     References: Saltz, SB, Rozon, M, 
Mavrides, NA, Pogge, DL, Harvey, PD 
(2017, May). Cyberbullying and adoles-
cent mental health: A study of adolescents 
on an acute inpatient psychiatric unit. 
Poster presented at the 2017 Annual 
Meeting-American Psychiatric Associa-
tion, San Diego, California. 
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and lack of participation in social activi-
ties whereas loneliness involves the sub-
jective nature of these social disconnec-
tions. Research findings indicate that 
loneliness and social isolation are simi-
larly bad for one’s health. However social 
isolation poses more significant health 
risks and higher likelihood of premature 
mortality. On average, people who are 
socially isolated have a 29 percent in-
creased risk of death compared to 26 per-
cent for those who are lonely (Holt-
Lunstad, Smith, Baker, Harris & Stephen-
son, Perspectives on Psychological Sci-
ence, 2015). Of note is the finding that 
there was no distinction between subjec-
tive or objective measures of social isola-
tion when predicting mortality (Holt et 
al., 2015). A recent study reported find-
ings that socially isolated individuals 

were on average 30 percent more likely to 
have a heart attack or stroke compared to 
individuals who had strong personal rela-
tionships (Valtorta, Kanaan, Gilbody, 
Ronzi & Hanratty, Heart, 2016). Other 
findings noted higher rates of infection, 
depression, and cognitive decline (York 
Cornwell & Waite, Journal of Health and 
Social Behavior, 2009).  
     The discussion on social isolation is 
indeed complex as noted in the cases of 
Doris and Vincent. In today’s changing 
health care climate, social service provid-
ers must take into account the impact of 
Managed Care, Value Based Purchasing, 
and Medicaid Redesign (MRT). Rather 
than seeing these changes as barriers, we 
must be proactive and creative around 
conceptualizing new program models that 
may ultimately reduce social isolation, 
improve whole health, and attain better 
outcomes.  
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Health Center (FQHC) with care coordina-
tion services. Ms. Pantin’s leadership role 
extends beyond the provider level, as she 
maintains active executive roles on key 
boards and coalitions for the field, among 
them, the New York State Alcoholism and 
Substance Abuse Providers (ASAP), and 
Mental Health News Education, Inc., pub-
lishers of Behavioral Health News. 
     Prior to joining VIP Community Services 

in 2013, Ms. Pantin served as COO of Palla-
dia, Inc. (formerly Project Return) where she 
spent 25 years directing program and opera-
tional services serving 26,000 clients annu-
ally. Debra earned her Master’s Degree in 
Social Work from the Hunter College School 
of Social Work and her Master’s of Science 
in Management and Health Care Manage-
ment from the University of Rochester’s 
Simon Business School. She earned her 
Bachelor of Arts from SUNY College at 
Purchase, New York.  

OMH from page 13 
 
contact, sleep, and methods of coping 
with anxiety. 
     In addition to the well-established 
NKI clinical research programs in 
schizophrenia and mood disorders, 
there are new programs in Obsessive 
Compulsive Disorder and Suicide. This 

work has received funding to develop 
novel, human biomarkers to guide opti-
mal, clinical strategies for the biologi-
cal and psychosocial treatments of these 
conditions. 
     It is a great privilege to be involved 
with these two extraordinary research 
institutes. The future for discovery has 
never been greater. 

 
Behavioral Health News  

Theme and Deadline Calendar 
 

Fall 2018 Issue:  
“System Transformation: Challenges and Opportunities” 

Deadline: October 1, 2018 
 

Winter 2019 Issue:  
“Changes in Our Children’s System of Care” 

Deadline: January 8, 2019 
 

Spring 2019 Issue:  
“Caring for Older Adults: Challenges and Solutions” 

Deadline: April 1, 2019 
 

Summer 2019 Issue:  
“The Behavioral Health Workforce: 

On the Front Line of Behavioral Health Care” 
Deadline: July 1, 2019 

 
Fall 2019 Issue:  

“Models of Integrated Care  
Across the Healthcare Sector” 

Deadline: October 1, 2019 

The Right Research from page 16 
 
Recognizing that everyone’s family rela-
tionships differ, many of us expressed a 
desire to have some kind of involvement 
of family or familial relationships in re-
covery, as a way to rebuild relationships 
that may have been strained due to sub-
stance use or mental illness, and to (as one 
of us put it), create “less separation and 
more unity to help with healing.”  
     Another topic that emerged as an area 
of interest in the group was the question 
of why there seem to be fewer women in 
residential treatment than in previous 
years. The difference has been noticeable 
to those of us who have returned to resi-
dential treatment after being previously 
enrolled a few years prior. Many of us 

appreciate the benefits of co-ed programs, 
and wonder why there seems to be lower 
participation for women and if this is a 
trend that also exists outside of our par-
ticular S:US program. Has there been 
research into the pros and cons of gender 
segregated or co-ed residential treatment? 
Others expressed wanting to know 
whether one’s childhood environment, 
neighborhood, and household had an im-
pact on recovery. Another topic raised 
was whether people who have mental 
illness and are homeless may stay longer 
in housing if they have the ability to inter-
view their roommates prior to moving in 
with them. We are impacted by these and 
many other areas of treatment services, so 
we feel that service providers should 
share their knowledge of the research that 

informs the services we receive.  
     Ultimately, our discussion group came 
to appreciate the value of research, and 
even those of us who had never partici-
pated in research studies grew more open 
to the idea. We did identify several factors 
that would impact our decision to partici-
pate, however. Financial compensation was 
mentioned as a motivating factor for par-
ticipation. Many of us also would prefer to 
know how research studies are monitored. 
Would we have quick access to help if 
something were to go wrong over the 
course of the study? Are there known side 
effects of whatever experimental treatment 
or model we would be participating in? 
Could it have a negative impact on our 
recovery? Having histories of substance 
use, many of us expressed hesitation about 

participating in any studies that would in-
volve experimental medications or sub-
stances. Also, information about existing 
research studies doesn’t seem readily avail-
able, or is not usually brought to our atten-
tion. Perhaps researchers could do more to 
seek us out and maybe our providers could 
let us know about local studies that may be 
important to us.  
     Toward the end of our discussion, an-
other point of agreement emerged: we see 
the value in research and the information 
found in research studies if the end result 
could lead to quality services for those 
impacted by substance use and mental 
illness. As one of us stated, “I would hope 
it could help somebody -- if I could just 
help one person not go through what I’ve 
put myself through.”  

OASAS from page 12 
 
     OASAS and the Center have been 
working with several providers to pilot a 
tool that we developed focused on eight 
self-reported measures of SUD. It in-
cludes question related to symptoms such 
as cravings, use pattern and problems 
relating to use and questions related to 
response to the treatment process includ-
ing hopefulness and bonding with addic-
tion program staff. Initial testing of this 
tool show promise in the tool’s sensitivity 
and correlation with other signs of pro-
gress including completion of treatment.  

Quality Improvement 
 
     To achieve our reform goals for New 
York, OASAS is encouraging providers to 
become learning systems of care. Metrics 
alone are not sufficient for creating a per-
formance driven system. Organizations need 
to have the capacity and protocols for im-
proving clinical practice in response to feed-
back from measures. OASAS together with 
the Center on Addiction will be providing 
technical assistance for providers to develop 
this capacity for clinical practice change. 
The methods are drawn from those used in 
other industries for improving quality.  
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