
Last year’s Plan highlighted the importance of recovery,
resiliency, and stigma and discrimination to well-being. This
chapter builds on these concepts by looking at facets of re-
covery and resiliency in the real world. Moreover, it seeks to
re-energize interest in recovery, reinforcing the belief that re-
covery is possible and identifying areas
where each of us can take action. This
chapter explores the notions of cultural
competence, wellness, employment, and
community connections as crucial parts
of any person’s life.

Before exploring these facets of recov-
ery and resilience, it is important to know
that several themes are woven through-
out this Plan, and taken together reflect
our collective efforts to create conditions
that enable recovery and resilience to
flourish. The themes are embodied in the
Recovery Framework, illustrated here,
and in the Child and Adolescent Service
System Program (CASSP) principles out-
lined in the Children’s chapter of this
Plan. The themes reflect a system of care
oriented toward the provision of treat-
ment and supports that:

◆ Regard the individualized needs
of very young to older adults 
engaged in services and their 
families

◆ Are informed by science and
show promise in producing posi-
tive outcomes and better lives for
adults, children and families

◆ Integrate care across health, men-
tal hygiene, social services, early
childhood and educational set-
tings, military, criminal justice,
and specialty (e.g., care of older
adults, children in day care) sys-
tems and focus on producing the
best outcomes possible

◆ Take into account the diversity of communities in
New York State (NYS), examine where disparities
exist, move toward cultural congruence and reap the
benefits of inclusive, culturally and linguistically
competent services and supports
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Chapter 2

Facilitating Recovery and Resilience



Facets of recovery 
and resilience: cultural
competence, wellness,
employment, and 
community connections

Cultural and Linguistic Competence
Cultural and organizational factors influence the use and

delivery of mental health services.1,2, 3 Culture affects how
symptoms of mental illness are exhibited, the types of coping
mechanisms used, social support received, and willingness to
seek care. In addition, cultural and social factors, such as
poverty, racism, and other forms of discrimination may im-
pact mental well-being.

Obstacles to seeking and participating in care range from
mistrust of the system based on previous experience, the
stigma and discrimination associated with having mental ill-
ness, historical oppression, individual and institutional dis-
crimination and differing ideas of what constitutes mental
well-being and mental illness.4 Breaking down barriers, im-
proving access, engaging people, and providing excellent
care all lead to better use of services and improvements in the
quality of people’s lives. Cultural competence—congruent
behaviors, attitudes, and policies that promote cross-cultural
efforts in groups, organizations, and systems—is seen as es-
sential to eliminating disparities in mental health services
and improving outcomes.5,6,7

With funding allocated late in 2007 by the State Legisla-
ture, the Office of Mental Health (OMH) established Cen-
ters of Excellence for Cultural Competence—one at the
Nathan Kline Institute (NKI) for Psychiatric Research and
the other at the NYS Psychiatric Institute (NYSPI). Since
their inception, both centers have been pursuing comple-
mentary research agendas to enhance the availability of cul-
turally and linguistically appropriate services.

◆ The Center of Excellence at NKI (http://ssrdqst.
rfmh.org/cecc/) focuses on adapting evidence-based
practices for Latino, African American and Asian
American populations. It also studies promising pro-
grams for cultural groups that have been identified by
key community leaders, with the goal of bringing
these programs up to the level of evidence-based prac-
tices (see Cultural Elements in Community-Defined
Evidence-Based Mental Health Programs at http://
ssrdqst.rfmh.org/cecc/sites/ssrdqst.rfmh.org.cecc/User
Files/DOCUMENTING%20CC%20IN%203%20P
ROMISING%20PRACTICES.pdf). In 2009, the
Center also made an important contribution to qual-
ity care by introducing a toolkit that aids in adapting
evidence-based practices so they promote cultural

competence (see http://ssrdqst.rfmh.org/cecc/sites/
ssrdqst.rfmh.org.cecc/UserFiles/ToolkitEBP.pdf). The
Center also develops cultural competency measures
and screening instruments and is currently validating
a depression screening tool for Latinos in a New York
City (NYC) primary care setting.

The Center contributes to the
capacity for solid cultural re-
search in NYS through its 
website, which provides a rich
array of online resources such
as cultural group maps and
data, and full profiles of major
cultural groups in the State;
moreover, it is providing
OMH with statistical tools for
monitoring disparities.

◆ The NYSPI Center of Excellence
(http://nyspi.org/culturalcompetence/index.html)
dedicates its work to the study and development of
culturally and linguis-
tically appropriate
mental health serv-
ices for people in re-
covery from serious
mental illness. The
Center combines in-
tervention, services,
and community-
based participatory re-
search to improve
service availability,
accessibility, and
quality of care. Among major research projects has
been a community assessment of culturally and lin-
guistically appropriate physical health services to in-
dividuals being treated for mental illness in NYC.
The Center continues to add to its clearinghouse of
issue briefs, with recent briefs focused on culturally
tailored mental health literacy programs for Hispan-
ics with limited English proficiency.

The OMH Bureau of Cultural Competence launched
its online website this year, which acquaints visitors with the
Bureau and its work (see http://www.omh.state.ny.us/omh
web/cultural_competence/about_us.html). With substantive
support from its Centers of Excellence, the OMH Multi-
cultural Advisory Committee, and an agency workgroup, the
Bureau has nearly completed its first formal plan to promote
cultural and linguistic competence and eliminate dispari-
ties. The plan seeks to eliminate, mitigate, and prevent men-
tal health disparities experienced by traditionally
underserved and underrepresented individuals, which is
consonant with the OMH goal of providing services that
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move children, youth, adults, and families toward recovery
and resilience.

Complementing the plan development was a survey of
counties this spring conducted by the Interagency Mental
Hygiene Planning Committee. Following a presentation
given to the group by the OMH Director of Cultural Com-
petence, the Committee established cultural competence
as a priority for improving the quality of care across the three
mental hygiene agencies. Sixty of 62 counties responded to
the survey. The data are providing OMH and its mental hy-
giene partners with opportunities to work synergistically in
strengthening the delivery of culturally competent care and
integrating culturally and linguistically competent care
across all levels of the services system. A copy of the report is
available in Appendix 1.

Wellness
In January 2010, the Substance Abuse and Mental

Health Services Administration (SAMHSA) introduced its
10 x 10 Wellness Campaign to promote the importance of
increasing life expectancy for persons with mental health
problems by 10 years over the next 10 years.8 Why this goal?

People with serious men-
tal health problems are los-
ing years from their lives due
to treatable medical condi-
tions that are caused by
modifiable risk factors such
as smoking, obesity, sub-
stance abuse, and inade-
quate access to medical care.9 A recent study confirms these
findings, showing that people with serious mental illness lost
14.5 years of potential life, dying at an average of 73.4 years,
while other people in the same community lost 10.3 years of
potential life and died at an average age of 79.6 years.10

The disparity in years of potential life lost can be addressed
and enable people with mental health problems to pursue
optimal health, happiness, recovery, and full and satisfying
community living. Effective services, supports, and resources
that focus on improving overall well-being are essential.

The 10 x 10 Wellness Campaign highlights the impor-
tance of recovery from mental health problems. Wellness
serves as a bridge to reducing the burden of mental health
problems, illness and premature death. The Campaign pres-
ents a model of wellness conceptualized along eight dimen-
sions. Built upon the Hettler model11 and adapted and
enhanced by Swarbrick and colleagues12 from the Collabo-
rative Support Programs of the New Jersey Institute for 
Wellness and Recovery Initiatives, the model features the 
following dimensions:

1. Social—having a sense of connection and satisfying
relationships with family, friends and associates;
being active in community affairs; and being in har-
mony with people and the environment

2. Physical—recognizing the need for physical activity,
adequate sleep, and good nutrition; avoiding risky
practices such as tobacco use, drug abuse, and exces-
sive alcohol consumption

3. Emotional—having the ability to acknowledge feel-
ings, strengths and limitations; having the ability to
cope effectively with stress, challenges, and conflict

4. Spiritual—having beliefs and values that give pur-
pose to life; looking for and coming to appreciate the
meaning of life in the larger world

5. Occupational—deriving personal satisfaction and
enrichment from one’s work; achieving balance be-
tween work and leisure activities; enjoying work re-
sponsibilities

6. Intellectual—being challenged creatively and men-
tally; tapping into existing resources to expand
knowledge, enhance skills, and share with others

7. Environmental—fostering good health by living in
pleasant, stimulating environs that supports well-
being
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With the introduction of the
NYS Office of Consumer Af-
fairs website this year, well-
ness resources have become
highly accessible. In addition,
visitors can find links to infor-
mation sources compiled by
and used with the permission
of the New Jersey Division of
Mental Health Services. Check them out at
http://www.omh.state.ny.us/omhweb/consumer_affairs/
lifespan/NJDMHS.html.



8. Financial—being satisfied with one’s current finan-
cial situation; having tools and knowledge for finan-
cial decision making, managing financial resources,
saving money and building assets; and planning for
the future

A variety of efforts at the national, state and local levels
build on these dimensions and promote good health and
well-being. In addition to the 10 x 10 Campaign, some of
the more visible activities include stop-smoking programs,
promotion of good medical care to prevent the development
of obesity and diabetes associated with psychiatric medica-
tions, health literacy campaigns, and peer wellness coach-
ing. More about these areas appear throughout this Plan.

Employment
Mental wellness and mental well-being reflect our ca-

pacity to learn and grow, be creative and productive, form
nurturing relationships, and make contributions to our com-
munities. Work (and school, which is the main work of chil-
dren) plays an important role in promoting our well-being.13

It is the medium for achieving personal goals and for having
a sense of purpose in life.

While the experience of unemployment is complex and
differs for many individuals and groups of people, the effects
of unemployment are well documented in the literature.
Studies show that people who are unemployed experience

poorer mental health outcomes and more signs of psycho-
logical distress.14 Research also reveals serious medical risks
associated with job loss, including high blood pressure, heart
disease, stroke and diabetes15 as well as increased mortality,
especially from suicide or accidents.16,17

The negative effects of not being employed—anxiety, de-
pression, physical illness and a loss of self-confidence, along
with the loss of structure, self-direction and identity—are
heightened for people with serious mental illness.18 One of
the most devastating effects of serious mental illness, fur-
thermore, is poverty. While the causal nature of the rela-
tionship between mental illness and poverty continues to be
studied, there does appear to be a bidirectional quality to it:
The experience of living in poverty appears to contribute to
poor mental health and people living with serious mental
health problems are more likely to experience poverty.19 No
matter which direction, research demonstrates that mental
illness is detrimental to a person’s ability to earn wages. Ef-
fects include difficulties with finding work because of stigma,
holding onto jobs especially when workers perceive that tak-
ing time away for treatment might be viewed by employers
as being “unreliable,” and feeling unsupported by employers
or colleagues who lack knowledge about mental illness.20

Despite such challenges, not everyone with a serious
mental illness is disabled by it and, even when disabling ef-
fects are experienced, people with mental illnesses want and
need to work.21 Indeed, research shows that people with se-
rious mental illness are able, desirous, and willing to be em-
ployed or engaged in other meaningful work.22,23,24 For
people with the most serious mental health conditions, such
as schizophrenia, nonetheless, unemployment rates reach
80 to 90%,25 contributing to people with serious mental ill-
ness making up the largest group of people now receiving
Social Security benefits.26,27

A growing body of evidence is showing that serious men-
tal illness does not need to lead to a life of dependency and
disability benefits. Refined approaches to seeking and keep-
ing competitive jobs, known as supported employment, are
enabling people with serious mental health challenges and
illness to participate in jobs they prefer, to the degree they de-
sire, and with a level of support that enables their success.
An important alternative to traditional sheltered workshops,28

supported employment is designed to help people with seri-
ous disabilities find and keep competitive work in ways that
are consistent with their strengths, resources, priorities, con-
cerns, abilities, capabilities, interests, and informed choice.29

One widely regarded model of supported employment is
Individual Placement and Support (IPS). The competitive
employment outcomes with supported employment, when
compared to alternative vocational services, are better re-
gardless of a person’s background and other clinical and em-
ployment characteristics. In fact, research shows that on
average 61% of people with serious mental illness become

Chapter 2 Facilitating Recovery and Resilience

OMH 2010−2014 Statewide Comprehensive Plan for Mental Health Services

14

BAM! Body and Mind

BAM! Body and Mind is an
online website for kids be-
tween 9 and 13 created
by the Centers for Disease
Control and Prevention.
BAM! gives children infor-
mation to make healthy
lifestyle choices. The top-
ics engage children using
kid-friendly lingo, games,
quizzes, and other interac-
tive features. BAM! also
aids teachers, providing
them with interactive, ed-
ucational, and fun activi-
ties that are linked to the
national education stan-
dards for science and
health.

To learn more, go to http://www.bam.gov/index.html.



employed when they have access to evidence-based sup-
ported employment, while 23% find jobs when they receive
other types of vocational program services.30 The IPS model
is well researched, effective with young to older adults, and
suitable in urban and rural communities. Features of the IPS
evidence-based supported employment program31 include:

Supported employment is open to anyone 
with an interest.

Because motivation to work is predictive of success, peo-
ple are eligible to participate in the face of psychotic symp-
toms, unkempt personal presentation, recent job losses,
substance abuse, missed mental health appointments, or
other reasons.

Mental health and vocational services 
are integrated.

By co-locating employment and treatment services, the
“treatment team” (e.g., case manager, psychiatrist, employ-
ment specialist) meets regularly to help find strengths-based
solutions to problems. Family participation in the team helps
with identifying strengths.

Benefit planning is comprehensive and ongoing.
People enrolled in the program are given accurate and

comprehensive information about the impact of earned in-
come and work incentives on their specific circumstances.
They also are offered ongoing help with benefits planning
and management as their goals and jobs change.

Client preferences are important.
Employment specialists honor the preferences of indi-

viduals engaged in services (e.g., type of work, job location,
work hours) and spend time in the community with them to
learn more about them as individuals.

Competitive employment is the goal.
Supported employment links people to regular jobs in

the community—not jobs created for people with disabili-
ties—and to part- and full-time work that pays minimum
wage and more.

Job searches are rapid.
Employment specialists help clients to begin their job

searches within a few weeks of their first appointment; peo-
ple engaged in the program are not asked to take part in vo-
cational evaluation, work adjustment programs or
prevocational groups.

Follow-along supports are continuous.
Employment specialists collaborate with each person to

develop an individualized plan of follow-along services, and
meet with clients, helping them to be successful and make
progress in the world of work. When granted permission by
a client, the specialist may also provide support to the em-
ployer. Once a client has been working successfully, he or
she may transition to a case manager or another practitioner
for ongoing support.

Clients are supported when they make job changes.
When clients lose jobs, they are supported in their

choices by the employment specialists and mental health
teams so they can learn as much as possible from the expe-
rience and obtain help with finding other jobs. Employment
specialists also help clients with career planning and ad-
vancement.

The importance of families and peers to the success of
supported employment is beginning to be seen nationally.
Peers are stepping into the role of employment specialists,
bringing their lived experiences to helping others. They are
providing supportive functions and conducting groups that
enable people in competitive employment to discuss shared
concerns and deal with common work issues. The Dart-
mouth University IPS Supported Employment Center—
in partnership with Johnson & Johnson, the National
Alliance on Mental Illness (NAMI), and three states—is ex-
amining ways in which families can promote supported em-
ployment and advocate for high-quality supported
employment services for their loved ones.
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Factors promoting a mentally 
healthy workplace 

◆ A culture and workplace that embrace caring, respect 
and support

◆ Policies and procedures that promote supportive practices
◆ Work approaches that foster peer relationships
◆ Accessible and supportive managerial practices
◆ Flexibility and adaptability of roles and workload to accom-

modate individual worker needs
◆ Effective management of workplace change and of transi-

tions for individuals

From Employees Perspectives on Mental Health in the Work-
place by McCollam, Maclean & Durie, 2003, Scottish Develop-
ment Centre for Mental Health, Edinburgh.



Community Connections
Most of us are familiar with Maslow’s Hierarchy of Needs,

proposed more than six decades ago, whereby human needs
are ordered from the most basic to the more complex.
Within the pyramid, Maslow illustrated and described our
fundamental human need to belong, to be a part of a com-
munity. The social needs of love and belonging are repre-
sented as the third level of need—the desire to be accepted,
build relationships, form friendships, become a part of peer
and other groups, achieve intimacy, have families and con-
nect to our communities.

Since Maslow’s seminal work, much attention has been
focused in the literature on a sense of community and the
psychology of human relationships, including social support,
social networks, social ties, and social exclusion. McMillan
and Chavis are credited with first defining a sense of com-
munity in 1986 as “a feeling that members have of be-
longing and being important to each
other, and a shared faith that
members’ needs will be
met by the commitment
to be together.”32 The four
dimensions of a sense of
community they de-
scribed include:

◆ Membership essentially confers a sense of identity,
emotional support, and a commitment to the good
of the community.

◆ Influence connotes a give-and-take process. While
individuals affect a group’s decisions and function-
ing, the group also has influence over members.

◆ Satisfaction of needs and integration occur when
people experience the benefits of membership (e.g.,
status of belonging, opportunity to tap into mutual
values).

◆ Shared emotional connection results from sharing
experiences and taking part in events that lead to
emotional connections and bonds.

Community connections can be thought of as a social
phenomenon rooted in psychological, social, and cultural

processes and interactions that take place between peo-
ple.33 A sense of community is interpreted diversely and

is often thought of in terms of demographics (e.g., age,
sex, ethnicity, time living in community), location

(e.g., neighborhoods, schools, rehabilitation resi-
dences, senior centers) and processes (e.g., in-

formal networks characterized by their
voluntary nature).

Research demonstrates time and again
that having opportunities to form mean-

ingful relationships and participate in
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On any weekday, the first floor South wing of Building 57 is abuzz
with activity. It holds hope for people like Donna, who has thrived in
her role as a member representative of the Recovery Center. In this
leadership role, she has designed the Center’s brochure and over-
sees the production of its monthly newsletter. She appears in the
Recovery Center’s Public Service Announcement (PSA) on YouTube
and a TV talk show featuring the Recovery Center. She volunteers
for the National Alliance on Mental Illness (NAMI) and is a speaker
in its In Our Own Voice program. Kudos to Donna. She has worked
hard to achieve all of this, while still being hospitalized and attend-
ing the Recovery Center outpatient program at Rockland Psychi-
atric Center.

The Recovery Center assists
members to recover
the skills and confi-
dence that will lead
to their success in

moving back into
their communi-

ties and leading

full and independent
lives. In addition to spe-
cial consideration for
persons hospitalized in
the Psychiatric Center,
the Recovery Center
also accepts people al-
ready living in the com-
munity who wish to
work on recovery goals.

The Recovery Center focuses on employment and volunteerism,
skills development, health and wellness management, access to
community resources, and the creative arts through its Living Mu-
seum. The Recovery Center is peer run and structured around a
series of recovery-oriented work units, co-led by staff and peers.
Everyone works toward the shared value of promoting individual
recovery goals. For example, members’ charts are literally their
charts, where they write daily notes detailing their activities and ac-
complishments, and their own monthly progress notes based on
their own person-centered recovery goals. The success of the

Nurturing Recovery:
The Recovery Center at Rockland Psychiatric Center

Continues next page



social networks are crucial for healthy functioning and
longevity.

A review of nearly 150 studies by researchers from
Brigham Young University published this summer, for ex-
ample, indicates that when people have strong ties to their
families, friends and work colleagues, they have a 50% lower
risk of dying over a given period than those with fewer social
connections.34 The researchers also found that weak com-
munity connections and not having many friends are harm-
ful to health, just as with smoking, alcohol abuse and obesity.

It is well documented that people diagnosed with mental
health conditions often experience difficulties in forming
and sustaining relationships and their social circles tend pri-
marily to include mental health professionals, family mem-
bers, and peers with mental health problems.35,36 Further,
people with serious mental illness are subject to stigma and
discrimination, as well as the effects of poverty and poor
health, making it difficult for them to participate meaning-
fully in social and community activities.37

Despite real challenges to community connection and
integration, persons with serious mental health conditions
do have opportunities for mutual support, self-help, and par-
ticipation in peer-run programs. They are also able to be a
part of natural support networks in communities, such as
Compeer, faith-based groups and schools. The nurturing of
social support and community connections—whether by

professionals, loved ones, or friends—is especially important
for the health, well-being and resilience of persons chal-
lenged with serious mental health problems. As we consider
ways we all can help strengthen community connections for
people with serious mental illness, we might wish to be
guided by some key questions posed by psychologist Sam
Goldstein:38

◆ Where are my connections located? How well bal-
anced are they?

◆ Who are the people in my life with whom I feel
most connected? In what ways do I feel connected
to each?

◆ What do I do to express and demonstrate feelings of
connectedness, keeping the relationships I value vi-
brant and alive?

◆ What activities in my life help me to stay connected
and be a part of my community?

Just as important as examining community connections
in our own lives and helping people with mental health con-
ditions to do the same is the integration of social well-being
measures into regular medical care. A regular physical exam,
for example, may serve as an important point for medical
professionals to identify when clients might benefit from en-
hanced social relationships and community connections.39
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Center stems largely from the talent and energy of its members
who are supported by a caring staff. The collaborations have
yielded wonderful results:
◆ As noted in the introduction, members of the Center, along with

members of the Psychiatric Center Consumer Advisory Board,
filmed a PSA to address concerns about stigma toward people
with mental illness. The PSA was written directly by members
from discussions about what they felt was important to convey
and what they wanted to get out of the experience. The
YouTube address for the PSA is http://www.youtube.com/
watch?v=zPH3Qt2uSqs.

◆ One member, a certified public accountant, provided members
with a budgeting workshop.

◆ Three members of the Center and a staff member attended a
Social Security and benefits seminar, after which they designed

a series of informational workshops they are now offering to
the Recovery Center community.

◆ Two members and the Center’s Director were featured on Health
First, a TV show currently showing in Westchester County.

◆ Members and staff visited Fountain House in NYC and now are
using the experience to introduce new ideas, for example,
structuring email addresses on individual computers to pro-
mote better member communication.

◆ Members participating in the community access unit have
been shown by their leaders how to read bus schedules and
maps and then they have been accompanied on trial runs. One
member reported afterwards, “I took my first bus ride in eight
years, and I feel great.”

◆ Members held the Center’s first Open House during the sum-
mer. A member who ran her own events planning company
taught others how to make a balloon arch for the entrance and
members decorated the space with their own artwork. The
Center choir performed songs and members also provided
tours for guests from the community. Three paintings from the
Center’s Living Museum sold at the Open House, and all pro-
ceeds went to the artists.

If you would like to know more about the program, 
please contact Inge Curran, Deputy Director of the Recovery 
Center, at (845) 680-8120.



18

OMH 2010−2014 Statewide Comprehensive Plan for Mental Health Services

Chapter 2 Facilitating Recovery and Resilience

Strategic framework
In the 2009-2013 Statewide Plan, OMH presented a

newly revised strategic framework that included substantial
input from OMH advisory bodies and numerous external or-
ganizations (e.g., YOUTH POWER!, New York Association
of Psychiatric Rehabilitation Services, Mental Health Em-
powerment Project). Stakeholders provided valuable feed-

back on how best to reflect a recovery orientation in the
framework and were instrumental in guiding OMH toward
this goal. More information on the process used in develop-
ing the revised framework appears in Chapter 5 of the 2009-
2013 Statewide Plan at http://www.omh.state.ny.us/omhweb
/planning/statewide_plan/2009_to_2013/Chap_5.pdf.

As the one year anniversary passed in the aftermath of what has
been classified as a “Suicide Cluster” in Schenectady County, Di-
rector of Community Services, Darin Samaha, reflected on the
event, the impact it had on the community, the continuing chal-
lenges and the tremendous gifts that have emerged from the
tragedy. (See “Becoming resilient: One community’s journey to re-
cover from tragedy” on page 70 of last year’s Plan at http://www.
omh.state.ny.us/omhweb/planning/statewide_plan/2009_to
_2013/full.pdf.)

The most immediate and important impact continues to be the col-
laboration that occurred when representatives from all agencies
convened a task force to review events and responses on a daily,
weekly, biweekly and monthly basis depending on the needs and
crises of the day. While tension in the group was initially discern-
able, over time a common cause resulted in a shared cohesion to
keep kids alive.

A special clinical team, first formed to review 150 high risk kids on
a weekly basis, has remained intact. The kids come and go off the
list, but the team and its goal—to continuously assess, review and
take action on behalf of 120 youth who may be in trouble—re-
mains.

A task force of community partners consisting of the police, proba-
tion, mental health, social services, school and interested citizens
formed to manage the initial crisis, remains together and active.
The task force is critical, since it is the key organizing force in the
community when problems occur. Members of the task force now
relate to each other quickly and freely. For example, when two
youngsters in the City became victims of a shooting recently, the
event triggered an immediate alert and notification went to the en-
tire community outlining resources and supports available to af-
fected families and friends.

While more than 400 staff and community volunteers were initially
trained in screening, assessing and treating youth at risk of sui-
cide, the training activities continue. An additional 100 people have
been trained over the past year, as the County moves toward
meeting its goal of providing this training to 1,500 or 1% of the
population in Schenectady. Right now, more than 1,500 people

have received training on topics from the basics of suicide preven-
tion to the use of the Columbia University Suicide Severity Rating
Scale. Training continues to play an important role in the suicide
prevention efforts.

Drop-in centers, both in the community and in the high school,
opened to create opportunities for kids to have a place to express
themselves creatively, have a physical outlet for exercise and ex-
press their feelings in a positive way. The goal is always to reach
more kids earlier, to identify problems before they become
tragedies.

Despite the ongoing challenges, one year later, “Divine Interven-
tion” is obvious. Two parents in the community, one of whom had a
child who completed suicide, have organized events and activities,
including the “Peaceful Summer Kickoff” to help keep kids safe. As
more and more community members become involved, the watch-
fulness of this community gains strength. In the year and a half
since all the activities began, there has not been a loss of life of a
child in this community due to suicide contagion.

There is no time to be complacent, however. Lessons such as es-
tablishing a blame-free environment, shared expectations of col-
laboration and mutual support, and a strong network of support for
children and youth are being applied to other populations, includ-
ing at-risk adults. The goal is to create a more integrated system of
care for all citizens in the Schenectady community that has grown
stronger through the experiences it has been provided.

Still rolling with it …
Schenectady County’s resiliency continues to grow one year later

/omhweb/planning/statewide_plan/2009_to_2013/full.pdf
/omhweb/planning/statewide_plan/2009_to_2013/Chap_5.pdf


This past spring, stakeholders revisited the revised frame-
work and offered suggestions to make it even stronger. Re-
finements incorporated upon the recommendation of
stakeholders are described in Appendix 2.

As with every chapter, Chapters 3 and 4 (adult services
and children and family services) continue highlighting a
number of examples of a system of care in recovery through

the eyes of providers and programs. By no means do these
chapters serve to capture every program and initiative, which
is well beyond the scope of this Plan. Rather, they draw at-
tention to approaches people say are making a difference in
their lives and the lives of their families and loved ones. The
chapters bring emphasis to ways in which the innovation
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Friendship Network is the brainchild of Alice Cohen, inspired by dif-
ficulties experienced by a member of her family. Recognizing that
establishing a social life is a crucial part of recovery, Alice founded
Friendship Exchange, now Friendship Network (FN), close to 25
years ago to bring people together for the purpose of friendship
and socialization. (See Matchmaker¹s Niche in the December14,
1992, issue of the NY Times, at http://www.nytimes.com/1992/
12/14/nyregion/matchmaker-s-niche-the-lonely-mentally-ill.html?
pagewanted=all.) 

Today the Network is managed
by Alice with Barbara Garner
and Nancy Schlessel, LMSW,
who share the goal of helping
to alleviate the isolation and
loneliness experienced by its
members, adults living in the
community with mental illness.
The Network serves the five
boroughs of NYC, Long Island,
Westchester County and North-
ern New Jersey, introducing

men and women recovering from
mental illness to one another for
the purpose of friendship. In ad-

dition to individual introductions between members, FN provides a
weekly cultural discussion or socialization activity group. The Net-
work enables its members to strengthen social skills, develop

friendships and gain the confidence necessary to expand their so-
cial horizons beyond the Network. FN identifies that establishing a
social life is a crucial part of a member’s recovery and the ability to
be independent and successful.

FN staff continuously speaks with members on the phone, provid-
ing ongoing feedback throughout the socialization process. At any
given moment, they serve about 200 individuals and offer help
with the logistics of travel or where to go and what to do. Some-
times, a member needs to be eased into a situation by role-play-
ing. Once a member meets a new person, he or she must report
back to the FN staff. If there is any hint of a potential difficulty, a
call is made to the therapist immediately. As would be expected
with this type of work, Alice, Barbara and Nancy are empathetic,
sensitive, caring, supportive and personable.

A member of the Network captured its importance in a recent
newsletter submission:

What the Friendship Network Means to Me
A friendship can be like a flower, beautiful and sweet. It
only needs a warm hello to start out and make it grow.
Throughout the year I’ve been with FN I’ve made many
new friends and enjoyed some fun and exciting events.
For me personally, it’s been a long time since I’ve had so
much to do. Because of this, the loneliness faded and
blossomed to brightness and hope; the sun came shining
through. I know others may have similar feelings.

Friendship Network is an organization that really creates
friendships and enjoyment. It can keep you busy and help
you stay away from the negative feelings that brought you
to the group to begin with. I hope FN stays in existence for
a very long time because the smiles and happiness it can
bring is truly something to be cherished. My thanks to FN
and all those involved with it that make it the special and
fun place that it is.

FN is as an integral part of NAMI Queens/Nassau. To learn more
about the Network and how it is making a difference in the lives of
its members, go to http://www.friendshipnetwork.org/.

Family support, friendships and community connections

Nancy Schlessel and FN mem-
ber, Mildred – walking for the
Friendship Network Team at 
the NAMIWalk, May 2010.

Friendship Network Fitness Class – Group lesson followed by the
group going out for a snack and conversation at a local diner.

http://www.nytimes.com/1992/12/14/nyregion/matchmaker-s-niche-the-lonely-mentally-ill.htmlpagewanted=all


and hard work of providers are producing positive outcomes
and better lives for the people they engage in services.

Chapter 5 updates ways that OMH is working in part-
nership with localities and its sister mental hygiene agencies

to promote stronger systems of care and advance integrated
mental health services. Chapter 6 emphasizes directions for
strengthening quality and accountability. As with last year’s
Plan, the final chapter provides more guidance in how we
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can work toward taking action, how we can help build em-
powering services from the ground up. It does this by fea-
turing change taking place in one system of care in NYS.

The appendices offer resources and concrete information to
assist in these efforts. (To read about Mission, Vision and Val-
ues, see the tabloid framework posted with this plan.)
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