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INSIDE:  August 4th Cruise on Lake George, a look at suicide, the Community Garden at East side Center 
 
UP CLOSE & PERSONAL  

Chains By Jennifer Stall 

My best friend in the whole world is bi-polar.  My best friend is also my boyfriend.  He wrestled bipolar disorder for 
26 years, and just recently gathered the amazing strength to seek treatment.  His illness did not prevent him from 
seeking help, stigma did.Jamie is an amazing person.  He is one of the coolest people that I have ever met.    On our 
first date he took me white water rafting.  He knows how to kayak in white water too.  He is a skilled carpenter.  He 
is an amazingly talented drummer and musician.  You need him on your team if you are going to play Trivial 
Pursuit.   
 
He is affectionate.  He is not afraid to hug.  He is not afraid to say I love you.  He just finished shingling the roof of 
a mansion by himself.  He has made me feel music.  He makes me enjoy standing in the middle of a crowd of 50,000 
people.  He assumes that you are a good person.  He’s always willing to do the dishes.  He starts my car for me 
when it is cold outside.  He is an awesome tennis player.  He knows how to do tricks with a yo-yo.  He always goes 
along with jokes.  He loves to camp and be outside.  His inherent masculinity is a product of the fact that he is not 
afraid to show empathy and sympathy.  I would be lucky to have him as the father of my children.  He looks just as 
normal with a mop as he does with a hammer, and it makes me smile inside.  He has a soul that glows.  He is 
creative.  He will always go if you want him to.   
 
He writes beautiful poetry and music.  He can keep a smile on my face for days, and he can charm food away from a 
lion.  He loves his family with all of his heart.  He hates to disappoint people.  He is competitive and funny and 
charismatic.  He is inherently good.  He has learned from his mistakes.  He is passionate.  He makes me laugh until 
my stomach hurts.  He is complex, deeply intelligent and intriguing.  He is empowering.  He is a good man and a 
real man.  I could go on forever.  The point is that he is so much more than bi-polar. 
 
If Jamie had heart disease, or cancer, or high blood pressure, I would not be writing this article.  I would not need to 
point out that his illness does not define him as a person.  Even though Jamie is so much to so many people, he spent 
years of his life feeling ashamed for having a disease that he has no control over.  A large part of his recovery has 
revolved around the fact that he is able to recognize his disorder as an illness and nothing more.   
 
The fear and general misunderstanding associated with mental illness make the process of getting better that much 
harder.  My heart bleeds not only for Jamie, but for millions of other sufferers as well.  If Jamie had had a different 
illness, he could have focused on getting better much sooner.  I loathe the gap that exists between the progress that is 
being made, and the funnel that prohibits it from being common knowledge.  Mental illness is not a character flaw.  
It is an illness.  It needs to be treated as such. 
 
I have made a vow that I will lead by example to change this harmful and pervasive social mentality.  I will not 
allow apathy.  I will not remain silent.  I will not tolerate ignorance.  I will not get angry.  I will take the time to 
teach people what they have not had the opportunity to learn. I will view misguided comments as an opportunity for 
education and growth.  I will continue to educate myself.  Together we can make a stand so that when our great 
grandchildren are diagnosed with mental illness, they can seek treatment immediately, and be free of the chains of 
stigma.  Please go to http://www.nami.org/ to find out how you can help. 
 
Jennifer Stall is a NAMI-NC member and part of COFAMH—the Coalition for the Advancement of Mental Health.  Jamie and 
his sister Jodie were speakers at last year’s “ Get Psyched”  Youth Program for High School Students.  They have also spent time 
speaking to high school classes about mental illness, bi-polar disorder, the effect of illness on the family and the benefits of 
treatment.  COFAMH is currently creating a Speaker’s Bureau of volunteers to help educate school, church and community 
groups about mental health.  Please contact Karen Padowicz (793-2352, ext. 237, email:  Karen@wwamh.org) if you want to 
join us in this effort.  More information is on page 4) 

 
CEO REPORT  
Caring for others Caring for ourselves  
Last week AMH celebrated its 57th year with our Annual Dinner – an evening to celebrate many who work for the 
Association, but most importantly, a time to recognize the valuable work that you all provide, everyday, for the 
betterment of our community’ s mental health.  
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As funding tightens and our systems become more and more specialized, it makes us each more isolated. 
Specialization may help specific service delivery but it greatly limits our individual perspective. It puts us into 
cubicles and we easily lose site of the big picture – our commitment to the improvement of care, treatment, and 
services. Now more than ever we need to take time to appreciate and support each other in our various roles. 
 
The other commonality that we share is that we are all caregivers. Whether physicians, counselors, nurses, aides, 
family members or in recovery, we all experience similar unique things, inherent in only our kind of work and 
everyday life. I think about the complex and difficult situations we face, the lives we try to care for and our own 
lives that we desperately need to care more for, not just as individuals but as a profession.  
 
As we are all well aware, the reality is that our work in mental health and as caregivers may receive verbal 
appreciation and sympathy at times, but it is not truly valued by our society.  In most walks of life the content of 
work is removed from people. It involves the production and manipulation of inanimate objects which are quite 
different than the elements of one’s life.  In our world, the content of both work and life are one in the same – 
people.  As all of us go to work to care for others and then we go home to care for children, parents and families. 
How do we begin to separate and balance work and life when complex responsibilities and emotional experiences 
are so similar in both arenas?  
 
This fundamental reality of our world is further compounded as we feel the lack of support and value given to our 
profession by society  I keep a quote on my wall that refocuses me in those moments of frustrated uncertainty about 
our value in our world. Albert Einstein, the symbol of scientific reasoning, of mathematics and physics, came to the 
following conclusion when trying to analyze life’s purpose: 

 
“ How strange is the lot of us mortals.  Each of us is here for a  brief sojourn;  for what 
purpose he knows not.   Though he sometimes thinks he senses it.  But without deeper 
reflection one knows from daily life that one exists for other people.”   

 
The bottom line - We all exist for each other! And in our world not only do you all exist for others you all care for 
others! When I am reminded of this, I feel re-energized and to me it puts the greatest value on the difficult work that 
you do. We need to reenergize ourselves. No one will do it for us. We need to remember to appreciate and support 
each other.  Not only to help care for others, but to care for ourselves. 
Program Update  
AMH consists of five major components: the Board of Directors, Administration and Development, Residential 
Services, Clinical Services and Support Services (which includes Case Management and East Side Center). Each 
one of these components is an integral part of our team and needs to work collaboratively. This past year we made 
many physical changes and relocations that altered the way each component operated and related to each other. I 
want to thank each and every staff and board member not only for their contributions to the Association’s services, 
but for their adaptability, creativity and support in making these transitions work.  It has been just over one year 
since our open house at 230 Maple Street and East Side Center and Support Services have weathered the transition. 
The building quickly has become a hub of activity and has created many new opportunities for inter-agency, staff 
and recipient meetings.  We cannot express our appreciation enough to all of you whose generosity made this 
happen. We thank everyone who had a hand in helping this project become a reality. We look forward to your 
continued support as we work to complete our Capital Campaign Goal of $300,000. 
 
We thank everyone that joined us at the AMH Annual Dinner  to celebrate community mental health and we look 
forward to a new year of collaborative work with all of you. 

 
“ Suicide is a serious public health challenge that has not received the attention 
and degree of national priority it deserves.  Many Americans are unaware of 
suicide’s toll and its global impact.  I t is the leading cause of violent deaths 
worldwide.”  The Final Report of the President’s New Freedom Commission on Mental Health 
 

Depression, the elderly and suicide   
Depression, one of the most common conditions associated with suicide in older adults, is a widely under 
recognized and under treated medical illness.  In fact, several studies have found that many older adults who 
die by suicide – up to 75 per cent – have visited a primary care physician within a month of their suicide.  
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These findings point to the urgency of improving detection and treatment of depression as a means of reducing 
suicide risk among older persons.  
 
Older Americans are disproportionately likely to die by suicide.  Comprising only 13 per cent of the U.S. 
population, individuals age 65 and older accounted for 13 per cent of all suicide deaths in 2000.  Among the 
highest rates (when categorized by gender and race) were white men age 85 and older; 59 deaths per 100,000 
persons in 2000, more than five times the national U.S. rate of 10.6 per 100,000. 
 
Of the nearly 35 million Americans age 65 and older, an estimated 2 million have a depressive illness (major 
depressive disorder, dysthymic disorder, or bipolar disorder) and another 5 million may have “subsyndromal 
depression”  or depressive symptoms that fall short of meeting full diagnostic criteria for a disorder.  
Subsyndromal depression is especially common among older persons and is associated with an increased risk 
of developing major depression.  In any of these forms, however, depressive symptoms are not a normal part of 
aging.  In contrast to the normal emotional experiences of sadness, grief, loss or passing mood states, they tend 
to be persistent and to interfere significantly with an individual’s ability to function.  
Depression often co-occurs with other serious illnesses such as heart disease, stroke, diabetes, cancer and 
Parkinson’s disease.  Because many older adults face these illnesses as well as various social and economic 
difficulties, health care professionals may mistakenly conclude that depression is a normal consequence of 
these problems – an attitude often shared by patients themselves.  These factors together contribute to the 
under diagnosis and under treatment of depressive disorders in older people.  Depression can and should be 
treated when it co-occurs with other illnesses, for untreated depression can delay recovery from or worsen the 
outcome of these other illnesses.  The relationship between depression and other illness processes in older 
adults is a focus of ongoing research.   
 
Both doctors and patients may have difficulty identifying the signs of depression.  NIMH-funded researchers 
are currently investigating the effectiveness of a depression education intervention delivered in primary care 
clinics for improving recognition and treatment of depression and suicidal symptoms in elderly patients.  

Research and Treatment  
Research has revealed varying patterns of clinical and biological features among older adults with depression.  
As compared to older persons whose depression began earlier in  life, those whose depression first appears in 
late life are likely to have a more chronic course of illness.  In addition, there is growing evidence that 
depression beginning in late life is associated with vascular changes in the brain.  
 
Both antidepressant medications and short-term psychotherapies are effective treatment for late-life 
depression.  Existing antidepressants are known to influence the functioning of certain neurotransmitters in the 
brain.  The newer medications, chiefly the serotonin reuptake inhibitors (SSRIs). are generally preferred over 
the older medications, including tricyclic antidepressants (TCAs) and monoamine oxidase inhibitors (MAOIs), 
because they have fewer and less severe potential side effects.  Both generations of medication are effective in 
relieving depression, although some people will respond to one type of drug, but not another.   
 
Research has shown that certain types of short-term psychotherapy, particularly cognitive-behavioral therapy 
and interpersonal therapy, are effective treatments for late-life depression.  In addition, psychotherapy alone 
has been shown to prolong periods of good health free from depression.  Combining psychotherapy with 
antidepressant medication, however, appears to provide maximum benefit.  In one study, approximately 80 per 
cent of older adults with depression recovered with combination treatment.  
 
More studies are in progress on the efficacy and longer-term effectiveness of SSRIs and specific 
psychotherapies for depression in older persons.  Findings will provide important data regarding the clinical 
course and treatment of late-life depression.  Further research will be needed to determine the role of hormonal 
factors in the development of depression in older adults, and to find out weather hormone replacement therapy 
with estrogens or androgens is of benefit in the treatment of these disorders.  
Source:  SPEAK:  Suicide Prevention Education Awareness Kit, New York State Office of Mental Health, 2004.   

 
Speak up, Save lives Kit Available  
AMH has a limited number of copies of the SPEAK kit distributed by the New York State Office of Mental Health.  It includes 
information about depression and suicide among teens, college students, older adults, women and men.  A poster and suicide 
crisis directory are also included.  These are available free-of-charge and can be obtained by contacting Karen Padowicz (793-
2352, ext. 237 or email:  Karen@wwamh.org.)    
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As I See It 

Labels, Stigma and Assumptions  
By Andi Adams  

 
 Labeling others, whether with a mental health diagnosis or not, has almost always led to totally wrong 
assumptions about the labeled person. I remember `back in the day` when I had approached a prospective 
landlord who asked me if I had an adequate income to pay the monthly rental obligation. At the time I was 
almost too honest for my own good and not only did I tell him that I received a monthly Social Security 
Disability check but that I was diagnosed as having a certain mental health disorder in order to receive it! Of 
course he rolled his eyes back in his head and declared that he couldn’ t trust me as a tenant because of the 
`inherent` behavioral association of violence with “mental patients” .  
 
This was back in or around 1990. Oh, by the way, after that incident I learned to keep my mouth shut! I didn’ t 
get the apartment at that time as he said he’d call me when one was available. I never did hear from him again. 
Indeed, I never once exhibited any propensity towards violence…before that time and since. Historically, violent 
behavior has been closely associated with the “mentally ill” , an error of false assumption. In fact, quite the 
opposite is true.Labeling thus can have a very serious consequence for the person labeled. It becomes too 
difficult to find a job, partner and friends and yes, even housing. Often, even family members who were once 
close to the labeled individual begin to withdraw and fade into a distant memory. Long and sometimes frequent 
hospitalizations can contribute to this, but bewildering behaviors also add to the distancing of family and 
“patient” .  
 
What was at first a mere label became a chronic problem for me: stigma [dishonor/shame], based on false 
assumptions. It has taken years to overcome this during my recovery.  I have learned much about myself but also 
of how “normal”  [perhaps not yet diagnosed?] people in society express their fears, separating themselves from 
what is the “Great Unknown”  and least understood of ancient mysteries of the Mind: mental illness.  
Translated, this created, and still perpetually creates, a social order based on discrimination causing a “WE” [the 
labeled MI population] and “THEM” [the so-called “normal”  population] in society; an outrageous and terrible 
systemic act of  both conscious and unconscious segregation of human beings in today’s modern world. 
 
There are others who are not only labeled with MI but are also co-labeled because of personal identification in 
various sexual, gender and social minority groups as well. Being gay, lesbian, transgender, economically 
disadvantaged and membership of certain ethnic and cultural minorities appear to put them at an even greater 
risk of being less understood and thus more-so negatively labeled and stigmatized. This, of course, often being 
based on assumptions and possible prejudices when diagnosed with MI. Considered separately, the above labels 
are of little personal concern to many, but when society is confronted with an individual who is at first 
presenting as MI and then later they are identifying too with one or more of the above `socially misunderstood` 
labels, this can be an insurmountable task for a person [both “WE” and “THEM”] to move ahead in treatment 
and beyond into the realm of conventional social normalcy, recovery and acceptance. 
 
To endure years of internal mental pain, anguish, confusion and conflict along with the constant feeling of 
hopelessness and helplessness, individuals co-labeled have so much to overcome. We as human beings, friends, 
family, citizens and working professionals in the mental health community have a wonderful, albeit difficult, 
opportunity to assist those in the greatest of need. We also have a professional and, in many cases, a personal 
obligation to reach out and help, offering hope and assistance to those that suffer in our communities. 
  
Through public educational work, such as is being accomplished by the Coalition For the Advancement of 
Mental Health [COFAMH], volunteerism and with perseverance and active participation in our community we 
all can contribute towards this cause. We can work together to help remove the Adversaries disrupting mere 
social acceptance of those who are burdened with labels and the Barriers that can, and will, destroy the human 
spirit: Labels, Stigma and Assumptions.    

Andi Adams is active in program development with COFAMH. 
 

HELP US TEACH  
Two of of COFAMH’s project goals for 2006 are a Speaker’s Bureau and Improvisational Theater Group.  Both 
will augment the group’s current educational roster which includes the “Get Psyched”  field trip for high school 
students, mental health conference and curriculum for classrooms.   
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Speaker ’s Bureau:  Share what you know best 
The plan is simple.  COFAMH will create a brochure which lists titles of the presentations with a brief description, 
speaker, length of program, and the audience it will most benefit.  For example, if you are a family member who 
wants to talk about a psychiatric disorder from your point of view, you could sign up for the Speaker’s Bureau.  The 
first-person experience you share could benefit any age group in any setting.   The goal is to create a long list of 
speaker options so teachers, etc can decide what best fits their program needs.  Scheduling will be done through 
COFAMH.  When a request comes in, we will contact the speaker on the list and discuss possible dates.  If this 
speaker is not available, the caller’s second choice will be pursued. The beauty of this concept is that no one speaker 
will be over-committed;  you can give as much time as your calendar allows.  And, by repeating the same 
presentation in different forums, you can work on mastering a powerful presentation.  If you are interested in sharing 
your knowledge and helping to improve our community’s mental health, contact COFAMH. 
 
Improvisational Theater  :  A powerful teaching tool 
This plan, too, is simple.  Anyone interested in mental health and isn’ t afraid to act out roles to an unknown 
audience, is invited to participate.  Participation does not mean rehearsing for 10 hours and then traveling around the 
counties five days a week.  Rather, groups will request scenarios from a list of topics and then COFAMH will 
contact actors to see who is available that day and time.  Several training sessions will occur and, if the group is 
ready, our first “gig”  will be at the November 15th “Get Psyched”  field trip conference for high school students.  
COFAMH formed a sub-committee to develop the issues, skit scenarios, training and scheduling needs at the June 
meeting.  The group will meet again on July 7th following the general COFAMH meeting which begins at 12Noon.  
If you are interested, come to this meeting.  If you can’ t come on the 7th, call Karen Padowicz to add your name and 
email address to the Improvisational Theater mailing list.  You will get more information as it becomes known.   
Contact COFAMH 793-2352, ext. 237 Email:  karen@wwamh. 
 

SCHOOL NOTES  
Understanding and preventing suicideAdapted from an article written by Gary Pavela which appeared in 
the College Administration Publications.  
Portrait of a young man:  A student committed suicide one May afternoon by jumping without warning 
from the tenth floor of his residence hall room. His suicide surprised everyone.  In an attempt to understand the 
circumstances leading up to his death, the administrator interviewed friends, faculty and family.  This case study 
shows a student’s fears and emotions.  It also shows how we need to reach out to help. WR was a 19 year old 
engineering student at a large, competitive university in the Midwest.  On the surface, WRs suicide appears to be 
related to a car accident he had 30 minutes before his death.  Although he was not hurt, the car sustained some 
damage.  It was his sister’s which his mother had told him not to drive.  WR was in the midst of fraternity initiation 
when he died.  A classmate recalled him saying that he had little sleep for two weeks.  He was also under academic 
pressure and falling behind.  His last day was spent trying to complete a chemistry assignment. Although his death 
did not appear planned in advance, WR’s comments written on notes and carved into classroom desks, show he had 
thought about it.  A paper he wrote on the suicide of a childhood friend matched the characteristics found in himself. 
On the outside WR seemed untroubled although classmates described him as “ lonely”  and “withdrawn” .  He was a 
high achiever, maintaining a high-B average.  Winning was a passion and loss was intolerable.  Sometimes, he was 
overcome by depression and anxiety.  He told a classmate that he didn’ t fit in the fraternity he joined and that he was 
not well accepted by other residents.  WR was troubled by a stuttering problem and turned away from his interest in 
teaching.  He was quiet in class.  WR had difficulty expressing himself with others so no one knew his thoughts or 
feelings beyond outward appearances.  The truth was found written in the margins of his college and high school 
notebooks.  They express WRs deepest feelings — perhaps feelings and themes shared by other students;  lack of 
confidence, loneliness, depression, guilt, aggression and anger.  
 
Commentary  
Suicide among youth has tripled in the last forty-five years.  Although it may appear impulsive the majority are 
linked to psychiatric illnesses.  WRs car accident may have triggered the “decision” , but his writing reveals an inner 
life of turmoil and despair.  It also points out how suicide can be hard to predict, especially when individuals like 
WR are determined to hide their distress from others.  His comments, “don’ t talk to people” , “ trust no one”  reflect a 
failed strategy to draw on inner strength he didn’ t possess.  He persisted in his self-imposed separation.  The 
warning signs existed, but he kept them all virtually to himself.  What stands out about WR is his loneliness.  Why 
didn’ t the adults in his life notice and reach out if only to build stronger communities.  Colleges and undergraduate 
schools need to develop vibrant communities by helping students find challenges beyond a focus on the self.  A 
broader approach to suicide prevention would be discussions on self-development:  forming and maintaining 
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relationships, understanding anger and fear, or how to become an effective communicator.   A program on suicide 
prevention would probably not attract the loners like WR.  
  
Do most teachers know—really know—that students have an inner life and are astute observers?  Consider WRs 
cryptic comment, “ everyone reacts cold at first, eyes upraised, teacher never smiles.”    The richest form of learning 
and development occurs in the realm of mutual respect, affection, playfulness, guidance and encouragement, 
including setting and rewarding high standards for performance.  Students are hungry for this kind of personal 
contact, but are less likely to find it as education rushes into the 21st century.  The loss of the personal may not be 
evident in objective scales of acquired “knowledge” , but can be seen in wounds to the soul, measured by exploding 
rates of depression and alcohol abuse.   
  
Some students simply need reassurance while others may require treatment or emergency intervention.  The key is 
to create a climate where talking about personal problems isn’ t stigmatized and viewed as some sort of failure.  
Outreach is essential.  Finding a meaning to and for life—finding a value system, finding an outlook on what is right 
and wrong is one of the most helpful central themes for educators to develop.  These questions may cause confusion 
and anxiety but they also hold the potential to establish an inner identity which is sadly absent in many of today’s 
youth.  
WR Comments 

�  Scrap of paper in top desk drawer, “ I am alone and bored.”    
�  Sketch of figure with bowed head:  “ depression” ;   
�  On residence hall desk, “ You’ re selfish” ;   
�  On High school math-science notebook, “ Hate”  
�  In Chemistry Notebooks:  “ The feeling in my stomach is one of turning, grinding.   I refuse to accept the 

fault as mine.  I hope I’ ll turn to hate the other members of my class, to punish them and myself and to 
come out of this.  Today I felt like quitting.”   “ Help, I’m scared.  I don’ t want to lose.”    

�  Notes on his desk:  “ Afraid to talk in class...must impress others.  Need to prove myself.”   “ Fear!! Put 
there by yourself. You can’ t do it??”    

�  Selection from his psychology paper:  “ The competition for high school esteem in academics, sports and 
social circles is stiff and develops sturdy, healthy Americans.”   “ His strong pride hindered him from 
sharing his problems with others and being an involuntary loner increased his frustration.”   

�  In College Mathematics book: “ Guilty, guilty, guilty” .  “ I need, need, need.”   “ Everyone reacts cold at 
first, eyes raised, teacher never smiles.”   

�  In Psychology notebook:  “ kill”   “ Afraid to talk in class...must impress others.  Need to prove myself.”   
“ Trust no one”   

�  Among papers on his desk:  “ You’ re shook over nothing.  You did nothing and you’ re ready to jump up in 
arms.”  “ World ugly face facts kill cowards.”   

�  Rough draft of personal letter:  “ I still get selfish moods, but now I try to catch myself.”   
�  Spanish Notebook:  “ Don’ t get disillusioned.  Talk to no one.”  

 
While many schools now teach about AIDs and its transmission, more teenagers will attempt or commit suicide next 
year than will become HIV infected.  The ignorance, stigma and fear about suicide would decrease if that topic were 
added to the curriculum and treated with honesty.  Under the Image:  Real Voices.  Real People, a mental health 
educational packet for junior and high school-age youth, is available free-of-charge. It was produced by COFAMH 
and includes an audio CD, Teacher’s Guide, Student Workbook with reproducible materials, Resource Guide and 
poster.  Contact Karen Padowicz (793-2352, ext. 237;  email: Karen@wwamh.org) 

 
A CLOSER LOOK AT SUICIDE  
Throughout the world, about 2000 people kill themselves each day.  That’s about 80 an hour, three quarters of a 
million a year.  In the US, there are more than 80 deaths from suicide every day—30,000 a year.   This is the 
equivalent of a fully loaded jumbo jet crash every fifth day.  From another perspective, you are more likely to kill 
yourself than be killed by someone.  
 
Another estimated 300,000 Americans a year survive a suicide attempt.  A majority have injuries minor enough to 
need no more than emergency room treatment.  However, about 116,000 are hospitalized, of whom 110,00 are 
eventually discharged alive.  Their average hospital stay is 110 days;  the average cost is $15,000. Seventeen percent 
of these people are permanently disabled at a cost of $127,00 per person.   
 
The largest increase in the last 30 years has been among people between 15—24 years old, but the highest rates are 
still among the elderly.  Men kill themselves at about four time the rate for women and around 3% of adults make 
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one or more suicide attempts.  Ninety per cent of adolescents’  suicide attempts occur at home and, 70% of the time, 
parents are home at the time.   
 
There are many more completed suicides and attempts than the official numbers show.  Estimates of underreporting 
range from 1% to 300% and include a number of reasons.  Families may hide evidence because of the stigma of 
death by suicide;  criteria for “by suicide”  is determined by each locale.  Some coroners will list a death by suicide 
only if a note is found and notes are left in only one quarter of known suicides.  And what of car crashes where no 
skid marks were seen, or the accidental fall off the ferry or bridge and then there’s always the accidental gun-
cleaning mishap.  These may have been suicides but are listed as  “accidental” .  Another large category of 
“undetermined” .   
 
In Man Against Himself Karl Menninger compiled 400 pages of self-destructive behavior, ranging from war to nail-
biting.  He divided that into three groups:  “chronic”  suicide includes alcoholism, martyrdom, psychiatric illness and 
antisocial actions;  “ focal”  suicide targets specific parts of the body such as self-mutilation, or deliberate 
“accidents” ; and “organic”  suicide, where people supposedly lose their will to live and die of illness and disease that 
they would otherwise overcome.   
 
From antiquity into the late 19th century, suicide was mostly a philosophical, ethical, religious and legal issue.  
Starting in the early 1800s it gradually became a sociological/statistical inquiry and a psychological one:  asking 
who killed themselves and why they did so.  The focus changed to social and personality traits associated with 
suicide.  The discovery and development of psychiatric medicine—the concept of a biochemical basis for 
behavior—has become increasingly persuasive.  These changes redirect the question of “blame”  from the individual 
to society, mental illness or biochemical imbalance.   

 
Sociological Perspective  
The sociological perspective looks at how society influences suicide;  variables include income, unemployment rate, 
birth order, gun ownership, divorce and immigration.  In his ground-breaking book of 1897, “ Suicide:  A Study in 
Sociology” , Emile Durkheim concluded that social facts must be considered as things—as realities external to the 
individual.  Durkheim felt that the Industrial Revolution had massively disrupted Western communities.  As a result, 
people who didn’ t have the structure of family ties or religion became particularly susceptible to suicidal urges.   
 
In other societies where the individual is highly integrated into the community life and behavior are tightly governed 
by the community’s customs.  In these circumstances, most suicide occurs because it is culturally expected 
Examples include the Indian custom of suttee where widows (but not widowers) burn themselves to death;  Japanese 
seppuku or hari-kiri is a ritual which atones for dishonor.  Suicide by groups seeing themselves as persecuted also 
falls into this category—the Branch Davidians (Waco Texas 1993) or the People’s Temple at Jonestown (Guyana 
1978).   
 
In Durkheim’s category of “egoistic”  suicide, these individuals are often “misfits”  or “criminals”  - people who lack 
involvement with reasonably stable societies.  A prototypical example may be the unemployed, isolated man or 
woman living alone in a rooming house.  What sociology does not tell us is why in similar circumstances one person 
will commit suicide and another will not.  Another limitation of a sociological approach is that it offers no good 
explanation of cultural and national differences.  For example, if, as frequently claimed, Catholic countries have 
lower suicide rates than Protestant ones because Catholicism is a more cohesive religion, why does Catholic 
Hungary have the highest suicide rate in Europe? 
HOPELESSNESS ABOUT THE FUTURE SEEMS TO BE A CONSISTENT PREDICATOR FOR SUICIDE.  

 
Psychological Perspective 
While people with diagnoses of “depression”  or “schizophrenia”  or “psychosis”  have suicide rates five to fifteen 
times that of the general population, the vast majority of those so-diagnosed do not attempt suicide.  One limitation 
of the psychological strategy is the inability of experts to predict who will carry out suicides and suicide attempts, 
even among the highest risk groups. Psychologist Robert Litman believes that suicide-vulnerable individuals move 
in and out of periods of suicidal risk as their life circumstances fluctuate.  Most will not commit suicide, but the 
three or four that succeed  have a number of circumstances occurring simultaneously and representing the biological, 
sociological, psychological and existential variables that are associated with suicide—broken family, locus of 
control, decreased serotonin, and so on.   
 
Hopelessness about the future seems to be a consistent predicator for suicide.  For example,   in one group of 207 
suicidal patients, 89 were ranked on a widely used “hopelessness”  scale.  13 of 14 suicides within  the next five 
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years came from this sub-group.  Nevertheless, 76 of these 98 did not kill themselves, underscoring the difficulty in 
predicting suicidal behavior.   

 
THE NUMBER OF SUICIDES IN THE U.S. ARE EQUIVALENT TO A JUMBO JET CRASHING EVERY FIVE 
DAYS.  
 

Biological Perspective  
In suicide, the biochemical problem often seems associated with a low level of the chemical nerve impulse 
transmitter, serotonin, in the brain.  Treatment consists of repairing or overcoming the imbalance by medication.  
There is a statistical association between depression, aggression and suicide, and depression clearly has a genetic 
component.  For example, in 57% of identical twins studied, if one twin had major depression, so did the other.   
 
Studies on twins provide the most persuasive evidence of a biological basis for suicide.  In two investigations, the 
identical twin of a suicide also killed himself in 19 percent of the cases (22 out of 118), while there were no 
instances (0 to 254) among fraternal twins.  Suicide tends to run in biological families.  Adoption data show a 
significantly greater frequency of suicide among the biological relatives of suicides than among adoptive relatives.  
In a study of Danish adoptees diagnosed with depression, there were 15 suicides among 387 biologic relatives while 
only one suicide occurred in 180 adoptive relatives.  None the less, tendency is not fate.   
 
Studies on brain tissue and cerebro-spinal fluid (CSF) show that many people who kill themselves, especially those 
who use violent methods, have low levels of serotonin and its metabolic breakdown product, 5-hydroxyindoleacetic 
acid (5HIAA).  Especially interesting is the fact that whether the psychiatric diagnosis was depression, alcoholism, 
schizophrenia, or personality disorder, low 5HIAA was associated with significantly more of the suicides and 
suicide attempts, as well as other violent or impulsive behavior.  In this model, lower CNS serotonin levels makes 
people more aggressive and impulses, and thus increases the effects of stress, depression and psychosis.   Data 
gathered from studies of animals also link aggression with low serotonin levels.  For instance,  blocking the 
formation of serotonin causes tame house-cats to become ferocious, and nursing rats to bite their pups to death.  
 
The 5HIAA hypothesis is not universally accepted.  Some studies have failed to find any connection between 
suicide and 5HIAA; and most found little or no correlation of 5HIAA levels with non-violent suicide.  One of the 
problems may come from combining diverse groups—depressed teenagers, prisoners, alcoholic adults, and the 
terminally ill—under the same “suicide”  umbrella.   
 
One inconsistency with the serotonin model is that there are a number of places, like Denmark, Switzerland and 
Japan, that have low rates of outwardly-directed violence (e.g. homicide) along with high rates of suicide.  A 
possible explanation for this is that there are cultural factors that influence whether violent impulses are manifested 
as suicide or homicide.   
 
Another perspective is that of evolutionary biologists.  About 1% of all deaths, suicide  is across culture and time 
and may represent a trait that has evolutionary benefits—the possible expression of an instinct for self-sacrifice to 
benefit the good of the surviving relatives by not passing on the deceased genes.  This “survival”  instinct appears 
when parents die saving their child or when an old person kills him/herself to protect the  resources for the family.  
People who survive a serious suicide attempt often explain the act in altruistic terms…” it was in the best interest of 
the family.”    
 

Stop the Pain  
Regardless of what is causing the pain—the physical pain of chronic or terminal illness and/or the emotional pain 
caused by a number of life’s problems—people who commit suicide want to escape their personal suffering and they 
perceive that there is no hope or end to this suffering.  This is the simplistic answer to why people commit suicide.   
 
Historical examples include the mass suicide of black slaves who were forced to live in terribly brutal environments.  
There were also a large number of suicides during times of pestilence in medieval Europe and in today’s world of 
AIDs.  “Unbearable”  to a person living in a concentration camp during World War II is different from a teenager’s 
point of view in today’s world. For a teen, “unbearable”  may mean failing a test or being dumped by a girl/boy 
friend. Most adolescent depression is caused by a reaction to an event and for many experiencing depression for the 
first time they don’ t realize that it won’ t last forever.   
 
Alcohol increases the risk of suicide, but there are many reasons why a person drinks heavily to begin with.  Are 
they doing this because it helps reduce depression and misery?  Alcoholism often causes a loss of friends, family 
and jobs which leads to social isolation.  It also may increase impulsive actions and certainly, alcohol alters brain 
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chemistry over time.  It is interesting to note that alcoholic suicide attempters who used highly lethal methods scored 
relatively low on suicidal-intent tests whereas, the correlation between lethal intent and method was found only 
among non-alcoholics.  Both alcoholism and suicide may be responses to the same pain.  
 
And what of “contagion”  suicide, where one suicide triggers  “copycat”  suicides most often among adolescents.  For 
example, when Yukiko Okado—Japan’s “best new singer”  - jumped to her death in 1986, 33 young people killed 
themselves in the next 16 days.  Okado’s death received intense media coverage.  When Kurt Cobain of the 
extremely popular band Nirvana took his own life in 1994, our country didn’ t experience a cluster of suicides as did 
Japan.  The general consensus is that talking about suicide and other mental health issues is the best approach to 
suicide prevention.  Through increased awareness self-destructive patterns will be recognized. 
 
It is interesting to note that some studies have shown a correlation between blame and misery.  For example, if there 
is an external cause of one’s unhappiness (e.g. abusive relationship, unemployment) the extreme response is rage 
and homicide whereas,  in the absence of an external source, the extreme response, depression and suicide occur.    
Some think that a suicide attempt is merely “ looking for attention.”   Of course, in a extreme way, it is, but this does 
not imply that a suicide attempt is not serious.  A suicide attempt can also be an extreme expression of too much 
pain and misery.  This may occur at all ages, but it is more frequently seen among the young.  However, parents may 
minimize or deny the attempt and refuse to seek treatment to solve the issues which led to the attempted suicide.   
 
A person may also use suicide as way to gain complete control and power.  This is sometimes called “aggressive 
suicide”  where in a power struggle, if you can’ t win you can at least get in the last word by killing yourself. The 
motivation for suicide is divided into three categories: those who fully intend to kill themselves, those who are 
“asking”  for help, and those who want the pain to stop—alive or dead.  This last group is in such emotional pain, 
rage or frustration that their action is more impulsive and unplanned. Most suicides have multiple causes. 

Most Suicides Have Multiple Causes  
Consider, for example, an existentialist with a serious illness who is devastated by a recent divorce and consequently 
suffering from “clinical major depression.”   He has a prescription for anti-depressant medication which makes him 
feel well enough to go out of the house.  He goes to a bar, gets drunk, comes back and shoots himself with a loaded 
gun he kept in the bedroom.  None of his neighbors responds to the noise and he bleeds to death.  What “caused”  his 
death; physical illness, philosophy, divorce, depression, medication, alcohol, availability of a gun, or social 
isolation?  Or, perhaps none of the above;  from a slightly different perspective, none of these factors caused the 
suicide;  rather, it is the pain associated with them (along with an unwillingness to bear it) that precipitates suicide.  
 
“ IF I DIED, I WOULDN’T HURT AS MUCH AS I DO NOW, BUT I DON’T WANT TO BE DEAD FOREVER.”   
14 YEAR OLD GIRL.  

 
Teens:  “ L ife’s intolerable”  
Teenagers attempt suicide roughly 10 times more frequently than adults, although their fatality is about the same as 
adults. Nevertheless,  fatality for boys is a hundred times that of girls, a greater gender difference that with any other 
group.  Also, adolescent fatalities are much lower than among the elderly.  Optimism may account for the 
difference.  
 
Suicidal adolescents lack the experience of dealing with problems—death may be considered the only solution to 
life’s losses.   They often won’ t or can’ t talk with their parents and may not have a trustworthy adult in their lives.  
Frequently, they have withdrawn from their friends which increases isolation and decreases exposure to other ideas.  
If someone could just talk with them—offer alternative ways to stop the pain without having to die—kids would 
probably be very receptive.  According to suicide prevention experts, teens are most likely thinking that life is 
intolerable rather than thinking that death is preferable to life.  
 
Sometimes the triggering event can be painfully trivial.  For example, a child committing suicide because he or she 
was not able to watch a favorite television program.  But, as we all know, the suicide was a tragic  indicator of a 
long series of underlying—and untreated—problems. The fact that the majority of adolescents live through their 
suicide attempt  and do not go on to kill themselves suggests that their problems are not as permanent or serious as 
their attempted solution.   
 
 The article on “ Understanding Suicide”  is extrapolated from a 147-page document  from the web source  suicidemethods.net.  
The author is not listed, but his/her research is well documented. The  footnotes and references section was 20 pages.  Several 
pages of book listings which the author found “ particularly valuable”  are also included.  A suicide in the family is devastating.  
It often leaves mothers, fathers, sisters and brothers with guilt and perpetual questioning—  “ Why?”  “ Could I have done more?”  
“ What should I have done differently?”    If you suspect a loved one is suffering from untreated depression or is caught in the 
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downward spiral of a co-occurring disorder—alcoholism or drug addiction– call the Office of Community Services to learn more 
about mental health resources in Warren and Washington counties. (792-7143)  Treatment helps.  
 

Speak up, Save lives  
Listen carefully:  most people give some warning of their suicidal intentions. Suicidal people often say things like 
“ they would be better off without me”  
Observe behavior:  suicidal people may give away possessions that have meaning to them, change their will, and 
sometimes say goodbye as if they were going away forever 
Recognize the sign:  many depressed people are not suicidal, but many suicidal people are depressed 

The signs of depression: 
�  Persistent sadness, anxious or empty mood 
�  Loss of interest in things, hobbies, and activities that once brought pleasure  
�  Decreased energy, fatigue 
�  Difficulty concentrating, remembering, making decisions 
�  Sleep problems—too little or too much sleep 
�  Appetite problems—overeating or loss of appetite 
�  Restlessness, irritability 
�  Physical symptoms that do not respond to treatment—headaches, digestive disorders, chronic pain  

The risk increases if depression is accompanied by:  
�  Feelings of hopelessness, guilt,  helplessness 
�  Anger or agitation  
�  Increased alcohol and/or drug use  

Ask for help when you or someone you care for needs it: 
�  Speak to your family, loved ones and friends 
�  Speak to your doctor, your faith leader, your teacher 
�  Speak to the Samaritans Suicide Prevention Center  (518)  689-4673 
�  Contact the crisis line of the Crisis Department of Samaritan Hospital (518) 274-4345 

Source:  SPEAK Education Awareness Kit.  Suicide prevention is a top priority at the Office of Mental Health in New York State.  
Local mental health organizations are working together to educate communities about the importance of early recognition and 
treatment.  

 
 
10 Facts Everyone Should Know About Medications that Treat Mental I llness 

By Jennifer Stall 
�  Drugs are effective in treating people with mental illnesses 70% of the time. 
�  The most effective form of treatment combines medication with therapy. 
�  The #1 reason that patients stop taking medication is due to uncomfortable side-effects. 
�  Typically people will not see the results of drugs for 2-4 weeks.  This is because all anti-psychotic drugs 

bind or block receptors in the brain.  This does not cure the illness, but rather begins a series of chemical 
processes.  This series of chemical processes takes time to have an effect on behavior. 

�  Like any medication, drugs prescribed to treat mental illness do not produce the same effect in everyone. 
Some people may respond better to one medication than another. Some may need larger dosages than 
others do. Some have side effects, and others do not. Age, sex, body size, body chemistry, physical 
illnesses and their treatments, diet, and habits such as smoking are some of the factors that can influence a 
medication©s effect. 

�  Medications for mental illnesses were first introduced in the early 1950s. 
�  How long someone must take medication depends on the individual and the disorder. Many depressed and 

anxious people may need medication for a single period—perhaps for several months—and then never 
need it again. People with conditions such as schizophrenia or bipolar disorder, or those whose depression 
or anxiety is chronic or recurrent, may have to take medication indefinitely. 

�  Much remains to be learned about the medications that treat mental illness. Because they are so new, it is 
important to remain patient as new and improved drugs continue to be developed. 

�  It is impossible for treatment to be effective if a consumer is addicted to drugs or alcohol. 
�  Knowledge is power.  It is equally as important to understand what a drug does as it is to physically 

swallow the pill. 



 11 

Source: NAMI Family-to-Family Class, www.nami.com.  NAMI-NC Family-to-Family Class.  The Family-to-Family  class will 
again be offered on Wednesday nights from 6:30pm –9pm beginning September 7th.  The class is for families whose family 
member has a mental illness.  Call Marie Taylor (798-1995) or Joan Weill (793-6852).   
 

The journey of a thousand miles begins with a single step. 

Amy Carpenter  Memor ial Scholarship Recipient  
Roy Baker is ready to start classes at Adirondack Community college this fall.  And although he may be worried 
about buying books, he’s not losing sleep about tuition because as the scholarship recipient, Roy’s full year is 
paid for.  Read what Roy has to say about what this scholarship means to him.  
“ I want to thank all of the wonderful people at the Warren-Washington Association for Mental Health for having 
selected me to receive the Amy Carpenter Memorial Scholarship.  I have learned that Amy was beloved by your 
staff and deservedly so.  It is truly an honor to accept this scholarship as I pledge that I will uphold the same 
high standards in my work as exemplified by Amy Carpenter.  
 
For many years, I worked our of State in a public service field.  For much of that time, I worked closely with the 
county medical examiner’s office, and therefore routinely with pathologists.  I became friendly with one Forensic 
Pathologist in particular since he was from upstate New York, as was I.  He was a true expert in his field and 
took me under his wing because of my interest in the field.  
 
He became a sort of mentor to men and as a result, I was able to amass a wealth of real world knowledge about 
the biological processes of disease and trauma.  Feeling that I had some potential in the field of Health Sciences, 
he made me promise to someday return to school to put this knowledge to good use.  
 
A few years ago I moved back to Washington County where I grew up.  I still had many ties, both familial and to 
the area itself which I had always loved.  This move began the process of contemplating the new direction my life 
would take.  I remembered the promise I had made years before and after considerable thought and a lot of 
trepidation, I returned to college in the Nursing Program at ACC. I was partially prepared because of savings, 
but the reality of my ability to continue to maintain a full-time student was in serious doubt.  
 
This scholarship ensured my financial ability to complete my RD degree so I can finally fulfill the promise I’ve 
come to embrace.  My hope is to continue my education with the money earned as an RN and become a Nurse 
Practitioner in this area.  Thank you for helping me attain this goal so that I might pass on the gift of knowledge 
given to me in service to the Warren and Washington county communities.”  
Roy K. Baker, Whitehall, NY 

 

NOTEWORTHY  
Dual Recovery Dinner 
On April 1st, the Dual Recovery Program sponsored its first fundraising dinner.  Volunteers were the backbone of 
the evening along with donations from the community.  Dual Recovery thanks everyone who made the dinner a 
success—Double A Provisions, Stewarts Corporation, Stewarts of Corinth, Glens Falls Produce, Gen-Pak and Tim 
Schaad of Sysco.    

Mental Health Behind Bars 
PBS’s Frontline turned the national spotlight on the growing population of incarcerated Americans cycling through 
criminal and juvenile justice systems because of mental illnesses.  The program, The New Asylums, aired in May 
and focused on the prison system in Ohio where sheriffs and prison wardens have become the ill-equipped 
gatekeepers of mentally ill inmates.    

Fast Facts:  1999 Report, Department of Justice   
�  16% of all adult inmates in state prisons and jails and 7% in federal prisons have a mental illness.  
�  70% in jails are for non-violent offences while nearly half are in state or federal prisons for nonviolent 

crimes.    
Do More With Less:  According to the Bazelton Center and Campaign for Mental Health Reform, community-
based programs are more cost-effective for the mentally ill-criminal justice population.  The Thresholds 
Program in Chicago generated savings of jail and hospital costs of close to $19,000 per person over two 
years.   

Healing through Yoga 
The eating disorders treatment program at St. Paul’s Hospital in Canada has a yoga component specifically geared 
toward helping patients with anorexia and bulimia connect body and mind and reduce tendencies toward overly 
severe, self-control issues.  A critical aspect of reintegration is establishing this body/mind connection which is 
severely disconnected with eating disorders.  Food and self-control work like a drug to numb emotions and help the 
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person escape from their pain.  Those who have been sick many years have adapted to this escapist coping 
mechanism so it becomes a part of their identity.  Yoga provides a healthy way to get rid of negative emotions and 
foster self-love.  However, the sensation can be terrifying.  Patients with a history of sexual abuse, for instance, can 
experience flashbacks while doing yoga.  It can be similarly terrifying for them to engage in a practice that 
highlights body awareness when they are still adjusting to a new body size.  In light of this, it is important to choose 
a teacher carefully.   www.healthyplace.com   

Rural Assistance Center www.raconline.org 
The Rural Assistance Center (RAC) is a new national resource on rural health and human services information.  
Information specialists are available to provide customized assistance, such as web and database searches on rural 
topics and funding sources, linking users to organizations and furnishing relevant publications from the RAC 
resource library.  The center provides a free, quarterly newsletter.  

LawHelp.org/NY  
LawHelp/NY is a collaborative project which helps low-come New Yorkers solve legal problems.  On their web site 
you can find referrals to free legal services programs, information about your legal rights, links to social services 
and government agencies and information about the court system.  Legal areas of information include consumer, 
disability, education, family and juvenile, health, housing, taxes and workers’  and individual rights.  
 
“ If I take care for the plants, they’ ll care for me.”    

Helping life grow 
Whether it’s people or plants, Donna Hurley likes to help life grow.  She’s an optimist whose passion and 
compassion make a difference in the heartiness of  tomato plants and a person healing from a lifetime of sorrow.   
Donna retired recently from years of working in the mental health field.  But as is true of most passionate people, 
retirement means just working harder at the things you love the most.  In this case,  gardening and mental health 
inspired a Community Garden at East Side Center. The new complex at 230 Maple Street includes an AMH 
apartment house with a large backyard.  The ultimate landscaping vision for the entire complex is being worked on 
by the Horticultural Program at BOCES, but in the interim, Donna’s Master Gardener volunteer status has helped 
plant vegetables and flowers in a once fallow site.  Her idea was shared and soon after members, staff and 
community volunteers built raised vegetable beds, and delivered loads of top soil, wood chips, fertilizer and 
perennials. A young man from the Alternative Sentencing Program did most of the painting and, in less than a 
month, a garden was born.   “This project is about members doing for themselves,”  explained Ms. Hurley with 
enthusiasm,  “The people with gardening experience are teaching those who never planted a seed in their life.  It’ s 
great knowing that some members are now planting vegetables in their own backyards and we’ ll have an abundance 
of great food for lunches at East Side Center.”   
 
Thank you to contr ibutors! 
Community Garden Donors:  Ace Hardware, Advance Rental, Sue Clary, Christine Dennison, Peter Fisher, Cliff 
Green, Hewitts, Home Depot, Kubricky Construction, Lowe’s,  Route 9 Mini Storage, Sharon Waterman, Watkins 
Greenhouse, Bob Williams, Windy Hill Saw Mill 
East Side Center Donors:  Shirley Collin  in memory of Dave Collin (Photography Program);  Carl Grasso (Stone 
Soup Café sign); Peter Merlow (Picnic Table); Belinda Bradley and Jacqueline and Stephen Schlate in memory of 
Geneva Giles (Gazebo). 

 
Together  again Frank Allen and Alice Van Guilder were married Monday, June 6th at East Side Center.  
Rev. Bruce Hersey performed the ceremony before an audience of 50.  Nadja Winfree graced us all with her 
powerful rendition of “Amazing Grace” .   The flowers were donated to the bride and groom from The Arrangement 
Shoppe in Hudson Falls. To some, Frank and Alice’s story is more than about finding love;  it is about faith in the 
mystery of God’s Plan.  Frank wrote an article in the East Side Center newsletter about knowing Alice as a young 
girl and the decades that passed before they met again.    
Frank’s Story  
I knew Alice, her sisters and her mother.  I used to hang around with her father.  When she was 9 she was sent away 
to the Rome State School.  I was sent away when I was 7 or 8  - first to Vanderhayden Hall, the Rome State School 
and  then I went to a foster home.  Alice and I didn’ t see each other for years. I was in the Center for Recovery a 
couple years back and they thought that East Side Center would be a good place for me.  I started working at Voices 
of the Heart driving the van for socials.  That’s when I got in touch with Alice Van Guilder again.  Forty something 
years later;  that’s the way the Lord had it planned. When I was in Rome State School I suffered much abuse.  I also 
had a bad experience in the foster home.  I don’ t know what Alice’s life was like, but mine was pretty ugly.  It was a 
nightmare and I became alcoholic over the years.  When I got sober at the Center for Recovery I found myself and 
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now I have over two years without alcohol.  I am very happy to have found my friend Alice again.  I remember her 
as a young girl.  Between East Side Center, Brad Morrow (Dual Recovery Counselor) and the socials at Voices of 
the Heart, I turned my whole life around.  Now I know why the Lord has kept me around for this new, wonderful 
life.  

 
CHANGES AT AMH  
Patricia Varney is the new Adult Case Manager with Support Services.  In this position, Ms. Varney’s focus is 
on facilitating on-going AMH and community-based program support  to 15 adults.  She previously worked on 
short-term case management as Adult Discharge Facilitator.  Pat’s affiliation with AMH began as a Residential 
Counselor.  She holds a BA in Psychology from the University without Walls program at Skidmore.  Pat also held 
an Art Therapy internship at Four Winds Saratoga and is a stained glass artist, book illustrator, and REIKI 
Practitioner 
Sheila Brogan, LMSW, Tianna TenEyck, LMSW, Cairenn Young, LCSW Have joined Caleo 
Counseling Services as   psychotherapists.  All three received their masters degrees in social work at SUNY Albany 
and were previously interns at Caleo.  Ms. Young came to AMH from Hudson Headwaters Health Network.  Ms. 
TenEyck’s background is as a counselor in the AMH  residential program and Glens Falls Hospital Behavioral 
Health Center.  
 
 
 
 


