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“Women in their childbearing years account 
for the largest population of Americans 
with depression. Depression is one of 
the most common complications during 
pregnancy and the number one risk factor 
for postpartum depression. Approximately 
one in 10 women will have major or minor 
depression sometime during pregnancy and 
the postpartum period.” (ACOG, May 7, 
2007.)


During pregnancy and the  
postpartum period, two notably 
major life events for women, 


significant hormonal changes take 
place that increase vulnerability for 
depression. At the same time, many 
women during these periods find 


themselves in stressful situations exacerbated by the 
changes in life circumstances inherent with having 
children.  While the vast majority of women adjust 
successfully to pregnancy and motherhood, some 
portion of women find the everyday challenges 
exceedingly difficult to manage.  For these women 
the childbearing years can be the “perfect storm” 
for major depressive disorder (MDD).


Depression During Pregnancy and the 
Postpartum Period
Major depressive disorder, also known as major 
depression, clinical depression, or unipolar 
depression, is the most common neuropsychiatric 
disorder of adults. MDD aff ects more women 
than men, and is the third most prevalent cause 
of disability. (Blazer et al., 1994; Regier et al., 
1988.) Depression during pregnancy and/or the 
postpartum period occurs in approximately 10-
15% of women (Bennett, Einarson, Taddio, Koren, 
& Einarson, 2004; Deitz et al, 2007) while rates of 
postpartum depression have been reported as high 
as 25% (Gregiore et al., 1996).  


Women who experience depression during 
pregnancy and the postpartum period may 
experience a variety of symptoms which include, 
but are not limited to:


• Sadness
• Low self esteem
• Emptiness
• Exhaustion
• Hopelessness
• Social withdrawal
• Low or no energy
• Diffi  culty concentrating or making decisions







An electronic copy of this issue brief with full references can be found at http://escholarship.umassmed.edu/pib/vol8/iss1/1
Opinions expressed in this brief are those of the author(s) and not necessarily those of the University of Massachusetts Medical School or the Department of Psychiatry.


Challenges of Diagnosing Perinatal and 
Postpartum Depression
Depression is one of the most common health 
obstacles during and aft er pregnancy.  Th e physical and 
emotional changes a woman experiences during these 
periods, such as fatigue, weight gain and insomnia, 
can resemble symptoms associated with depression.  
Consequently, depressive symptoms among pregnant 
women and new mothers are oft en overlooked, under 
diagnosed and under treated (ACOG).  Complicating 
matters further, depressed pregnant women oft en may 
not seek prenatal care (Marcus, 2009), which may result 
in further complications for both mother and infant 
(Andersson, Sundstrom-Poromaa, Wulff , Astrom, & 
Bixo, 2004; Chung, Lau, Yip, Chiu, & Lee, 2001; Grote 
et al., 2010.)  Finally, women with depressive symptoms 
during pregnancy are at a markedly increased risk for 
developing postpartum depression (Robertson, Grace, 
Wallington, & Stewart, 2004). Untreated postpartum 
depression can have lasting eff ects.  Women who 
have experienced postpartum depression can have 
signifi cant diffi  culties bonding with their children, and 
are at increased risk for reoccurrence with subsequent 
pregnancies (ACOG).  
Th e good news is that depression is a treatable illness; 
however, the majority of women with a MDD diagnosis 
are either untreated or under-treated (Flynn, Blow, & 
Marcus, 2006). 


Treatment Considerations During Pregnancy
Research suggests that women experiencing depression 
during pregnancy can improve when treated with 
therapy and/or medication prior to delivery.   Relevant 
fi ndings include:


• Women with mild to moderate depression
 may benefi t from individual and group
psychotherapy including cognitive behavioral 


 or interpersonal therapy. (Spinelli & Endicott,
 2003.) 


• Antidepressant medication is oft en 
recommended in combination with psychotherapy 
for patients with moderate depressive symptoms.  
Patients with more severe depression may need to 
consider additional treatment options. (Yonkers 
et al., 2009) 


• Of women taking antidepressant medication
during pregnancy, two-thirds of these women 
may benefi t from increases in medication 


particularly during mid to late pregnancy 
(Hostetter, Stowe, Strader, McLaughlin, 
& Llewellyn, 2000). Medication may need 
to be adjusted because of physiological, 
psychosocial, and metabolic changes 
associated with pregnancy.  (Sit, Perel, 
Helsel, & Wisner, 2008)


Many  women may be concerned that antidepressant 
medication may be harmful if taken during 
pregnancy, or that the baby may have symptoms 
from medication exposure aft er delivery.  While 
taking antidepressant medication during pregnancy 
may have harmful eff ects on infants, the risks to 
mother and baby from not receiving adequate 
treatment must be considered. 


Treatment Considerations During the 
Postpartum Period
During the postpartum period, individual 
psychotherapies including interpersonal 
psychotherapy and cognitive-behavioral therapy 
show positive results in reducing maternal 
depressive symptoms. Mother-infant-relationship-
based psychotherapies may also improve parenting 
and child outcomes. (Cicchetti, Rogosch, & Toth, 2000) 


• For women with moderate to severe   
 depression, antidepressant therapy has  
 shown to be an eff ective treatment.
• Women should be screened for the presence


of depressive symptoms in the postpartum 
period.


• Standardized assessments should be used to
 monitor symptoms and help guide treatment.


• For women who are breastfeeding their  
 infants, the health benefi ts associated with  
 breastfeeding must be thoughtfully 


considered together with the benefi ts of 
depression treatment and the potential risks 
associated with antidepressant exposure to 
the infant via breast milk. (Fortinguerra, 
Calvenna, & Bonati, 2009; Stuebe & 
Schwarz, 2010). 


Th is does not necessarily mean that breastfeeding 
and taking antidepressent medications are 
incompatible. For more detailed information about 
taking medication during pregnancy and while 
breastfeeding, a woman should talk with her doctor.
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Supplemental Security Income (SSI)
What Happens to Your SSI When You Turn 18?


Research You Can Use


For help, contact the Work Incentives Planning and Assistance (WIPA) Program in your state. The 
contact information can be found on the Social Security website by clicking on the Service Provider 
Directory link at https://secure.ssa.gov/apps10/oesp/providers.nsf/bystate


•	 The answer is – it depends; you need to re-apply
•	 Social Security will review your case
•	 Since you are not a child anymore, you will need medical evidence to 


prove that you are disabled as an adult


Can I keep 
my SSI?


•	 Yes, you can work
•	 For every $2 you earn, Social Security will deduct about $1 from  your 


SSI check
•	 If you earn enough so that there is no money left to deduct from your SSI 


check, you may still be able to keep your Medicaid (depending on how 
much you earn)


Can I 
work?


•	 Yes, Social Security has other ways to help you keep more of your SSI check if 
you are earning money


•	 If you are under age 22 and regularly attending school, Social Security won’t 
count up to $6,600 of earnings before deducting from your benefit check


•	 Social Security will let you save money for college or training, a computer, 
and other expenses by helping you write a Plan to Achieve Self Support 
(PASS Plan)


•	 There are other deductions and programs to help you, too


Are there 
ways to 


earn money 
without 


reducing my 
SSI check?


What if 
Social 


Security 
turns me 


down when I 
turn 18?


•	 Appeal your case
•	 You may continue getting your SSI check if:
 –   Social Security has approved of your participation in a vocational  
      rehabilitation or similar program 
 –   You have told Social Security that you are currently participating  
      in an Individualized Education Program (IEP) 
•	 You must participate in these programs before Social Security turns you 


down and at least 2 months afterwards


Visit us online at http://labs.umassmed.edu/transitionsRTC


The contents of this tip sheet were developed with funding from the US Department of Education, National Institute on Disability and Rehabilitation 
Research, and the Center for Mental Health Services, Substance Abuse and Mental Health Services Administration (NIDRR grant H133B090018). 
Additional funding provided by UMass Medical School’s Commonwealth Medicine division. The content of this tip sheet does not necessarily 
reflect the views of the funding agencies and you should not assume endorsement by the Federal Government. 


Suggested Citation:  Long, L. (2011).  Supplemental Security Income (SSI), What Happens to Your SSI When You 
Turn 18? Transitions RTC. Tip Sheet 3. Worcester, MA: UMMS, Dept. of Psychiatry, CMHSR, Transitions RTC.
This publication can be made available in alternative formats upon request through TransitionsRTC@umassmed.edu








Listening to Mothers: What’s Helpful for Mothers Experiencing Perinatal Depression


Approximately 1 in 8 women experience perinatal depression, a depressive episode that occurs during 
pregnancy or within the first year after delivery or adoption. The perinatal period is an ideal time to screen, 
diagnose, and treat depression as women have frequent and regular contact with health care providers (Smith 
et al., 2009; Weissman et al., 2006). Current screening efforts may improve detection of perinatal depression 
(Birndorf, Madden, Portera, & Leon, 2001) but they do not improve treatment entry or outcomes (Gilbody, 
Sheldon, & House, 2008; Kozhimannil, Adams, Soumerai, Busch, & Huskamp, 2011; Smith et al., 2009). 
Understanding the experiences of women who have experienced perinatal depression may help inform 
needed changes in how health care professionals and organizations screen, diagnose, and treat perinatal 
depression.


   What Providers Can Do to Help
•	 Have open lines of communication between providers (e.g., primary care, OB/Gyn 


and psychiatric providers) to better coordinate and facilitate mental health care for          
mothers.


•	 Be knowledgeable about treatment options including medication and non-medication treatments. 
•	 Prepare women for the emotional spectrum of pregnancy and the postpartum period by providing 


psychoeducation about the symptoms of perinatal depression and challenges that may occur.
•	 Provide opportunities for mothers to process the birth experience.
•	 Create a conversation about perinatal depression – have literature available on perinatal depression and 


discuss it with mothers.
•	 Ask mothers specific questions to learn about their mental health – e.g., How are you sleeping? How are you 


eating? Are you crying during the day – if yes, how often? How are you coping with having a new baby? 


     Community Resources that Help
•	 Supportive, sympathetic and helpful family members and providers, (e.g.,  


supportive partner and/or parent, lactation consultant).
•	 A safe environment to discuss the struggles and challenges of motherhood 


(e.g., community programs designed specifically to support new mothers).
•	 Concrete strategies to help alleviate stress and anxiety associated with   


motherhood (e.g., finding someone to watch the baby so mothers can have 
some alone time, taking an exercise class).


A Publication of the Center for Mental Health Services Research
A Massachusetts Department of Mental Health Research Center of Excellence


Research You Can Use


The following recommendations come from 27 mothers who shared their own experiences 
of perinatal depression. See Overcoming Barriers to Addressing Perinatal Depression: 
Perspectives of Women for study details.


Take Home Message: Mothers who have experienced perinatal depression 
are quite clear about what supports and resources are most helpful to them. 
Providers and community members should listen to their wisdom.


This is a product of Psychiatry Information in Brief. An electronic copy of this issue brief with full references can be found at http://escholarship.umassmed.edu/pib/vol11/iss3/1


Research Team: Nancy Byatt, DO, MBA (Principal Investigator); Kathleen Biebel, PhD;  Gifty Debordes-Jackson, MA; Liz Friedman, MA 
Funder: UMMS Faculty Scholar Award; Time Frame: 2011 – 2012; Contact: Nancy.Byatt@umassmemorial.org


“…I did find support 
through the hospital. They 
have a new mother’s group 
and that was extremely 
helpful, just talking to other 
mothers and meeting with 
other people and… That 
was definitely the most, the 
most support I got.”



http://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1074&context=pib

http://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1074&context=pib

http://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1074&context=pib
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Research in the Works


The Value of the CBHI Context
Th e Massachusetts CBHI is rich in opportunities to understand the role and use of research evidence in the transformation 
of services for children and youth.  Beginning with the Rosie D. lawsuit, research evidence has continuously been referenced 
in arguing for and designing changes in children’s mental health services. From the implementation of intensive care 
coordination services, to the selection of a new in-home service model, to outpatient services, research evidence has been 
and will continue to be used in many ways. 


Why Focus on Direct Service Provider Agencies in the RU4Kids Study? 
Provider agencies are on the frontline of the CBHI mission to transform services for children and youth.  Decisions about 
the program models and practices they will provide are critical in shaping the mental health service system.  RU4Kids 
Study activities focus on understanding provider agencies’ internal processes for using research evidence as they make these 
decisions related to the CBHI.     


Th is study is not an evaluation of CBHI outcomes for children and youth, nor is it a study of a specifi c program model or 
practice implementation. 


The Massachusetts RU4Kids Study: 
Using Evidence to Improve Medicaid Mental Health Services 


For Massachusetts Children and Youth


Investigators: Joanne Nicholson, PhD, Laurel K. Leslie, MD, MPH (Tuft s), and Susan Maciolek, MPP  
Funder: Th e William T Grant Foundation Time Period: July 2010 to June 2012  Contact: Joanne.Nicholson@Umassmed.edu


Research on eff ective child and adolescent mental health interventions has grown signifi cantly over the past two 
decades. Th rough the Children’s Behavioral Health Initiative (CBHI), Massachusetts policy makers, provider agencies, 
and advocacy groups are engaged in activities and decision-making on a daily basis that may involve the use of 
research evidence. Th e Massachusetts Research Use 4KIDS Study will examine the ways in which research evidence 
comes into play as children’s mental health services are transformed and implemented in the provider community.


• Briefi ngs to provider agencies
and state policy makers  
regarding strategies for 
promoting the use of research 
evidence in the transformation 
of services for children and 
youth.  


• Recommendations for states
and other organizations 
involved in systems change 
initiatives to build eff ective, 
productive bridges among 
research, policy, and practice 
sectors. 


• Articles and presentations in
professional forums.


1. Interviews of state-level stakeholders to understand 
the policy and socio-political context for the role and 
use of research evidence.


2. An online survey of provider agencies about agency 
characteristics and their experiences using research 
evidence. 


3. Interviews and focus groups with agency 
key informants, agency document review, and 
participation in meetings at six selected agencies. 


4. Vetting of preliminary fi ndings by key provider 
agency and state-level informants.  


The RU4Kids Study Phases and Activities include: Final Products


HSC Docket #H-13949
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Research in the Works


Appealing Features of Vocational Supports for Latino & non-Latino 
Transition Age Youth & Young Adult Consumers


Vocational Rehabilitations Programs
Th e unemployment rate among individuals with a mental health disability is 85-92%. Nearly 70% of unemployed adults 
with a serious mental health condition (SMHC) want to work. Job placement services make the biggest diff erence 
between working and not working for these individuals. Th ese vocational support initiatives come in the form of 
standard state Vocational Rehabilitation (VR), Individual Placement and Support (IPS) model of supported employment 
and the International Center for Clubhouse Development model (ICCD) designed to help individuals with disabilities 
prepare for and engage in gainful employment.


Transition Aged Youth & Young Adults (TAYYA), Mental Health & Employment:
Th e Appealing Features of the Vocational Supports for Latino and Non-Latino TAYYA Consumers Study focuses on addressing 
employment disparities of young adults with a SMHC by examining their lived experiences with established vocational 
support programs. Th e study pays particular attention to Latino TAYYA as they are a group at high risk for negative outcomes 
including high unemployment and low educational attainment compared to their white counterparts. Th ey are also less likely 
to seek specialty mental health services and are the fastest growing racial ethnic group in the United States. 


Research Study Methodology
Th is qualitative study will include a one-time, semi-structured 
interview with TAYYA between the ages of 18 and 30 about 
current or past employment supports through clubhouses, IPS 
programs, or standard state Vocational Rehabilitation services in 
Massachusetts. Th ese interviews will address potential barriers 
and facilitators to the appeal of, and retention in employment 
support services by focusing on the TAYYA narratives of 
their personal experiences with the program. Latinos will be 
oversampled with a targeted recruitment goal of 1/3 Latino 
from the projected 135 study participants of equal numbers of 
men and women. 


Anticipated Contribution to Mental Health 
Services for TAYYA:
Knowledge gained through this study will improve 
our understanding of what young adults need in a 
vocational support programs. It will also provide 
information for the design of the next iteration of 
developmentally and culturally informed vocational 
support programs that will more eff ectively target 
at risk youth and young adults with a SMHC while 
successfully retaining them in vocational support 
services.


Th is research was conducted by the Transitions Research & Training Center, http://labs.umassmed.edu/transitionsRTC. Research Team: Rosalie A. Torres Stone, PhD; 
Colleen McKay, MA, CAGS; Charles Lidz, PhD; William Fisher, PhD; Marsha Ellison, PhD; Lisa M. Smith, BA. Contact: Rosalie A Torres Stone, PhD. UMMS, Dept of 
Psychiatry, CMHSR, (508) 856-8692. Email: rosalie.torresstone@umassmed.edu  
1Rosenthal, D. A., Dalton, J. and Gervey, R. (2007). Analyzing eligibility rates and vocational outcomes of Individuals with psychiatric disabilities: A data mining 
approach. Th e International Journal of Social Psychiatry, 53(4), 357-368.  2Ramirez, R.R., Patricia de la Cruz, E., (2002). Th e Hispanic Population in the United States: 
March 2002, Current Population Reports. U.S. Census Bureau, Washington, DC, pp. 20–545.


Th e contents of this tip sheet were developed with funding from the US Department of Education, National Institute on Disability and 
Rehabilitation Research, and the Center for Mental Health Services, Substance Abuse and Mental Health Services Administration (NIDRR 
grant H133B090018). Additional funding provided by UMass Medical School’s Commonwealth Medicine division. Th e content of this tip sheet 
does not necessarily refl ect the views of the funding agencies and you should not assume endorsement by the Federal Government. 


Identify common factors that appeal to young adults across the three established vocational support programs.


Identify cultural, developmental and contextual common factors that facilitate participation in vocational programs.


Identify factors from goals 1 and 2 that diff erentiate Latino and non-Latino TAYYA .


Main Research Study Goals
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The University of Massachusetts Medical School Child Trauma Training Center (UMMS-CTTC)


BACKGROUND: Research indicates that childhood trauma is a pervasive, global, healthcare crisis with 
a majority (68%) of children having experienced exposure to traumatic events.1 Youth who have multiple 
exposures to violence or victimization are at higher risk for mental health problems, behavioral problems, 
substance abuse, and delinquent behaviors, often resulting in their involvement with the court system.2,3,4,5 The 
majority of children who experience traumatic events are seen first by their pediatricians, schools, or courts 
and law enforcement before being referred for trauma assessment/treatment. By training professionals in these 
groups, the University of Massachusetts Medical School Child Trauma Training Center (UMMS-CTTC) aims 
to identify and improve access for children who would benefit from evidence-based trauma-focused treatment, 
specifically, Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT).6


MISSION:  The UMMS Child Trauma Training Center mission is to improve the identification of trauma and 
increase trauma-sensitive care and access to evidence-based trauma-focused treatment for at-risk and underserved 
populations in Central and Western Massachusetts, including court-involved youth and military families, ages 6 
to 18 years.


A Publication of the Center for Mental Health Services Research
A Massachusetts Department of Mental Health Research Center of Excellence


Research in the Works


RESEARCH TEAM: Jessica L. Griffin, PsyD (Principal Investigator); Melodie Wenz-Gross, PhD (Co-PI); Toni Irsfeld (Project Director); 
Heather Forkey, MD (Co-I); Thomas Grisso, PhD (Co-I); Laurel Post (Centralized Referral Coordinator) FUNDER: SAMHSA Grant# 
S61110000021849; TIME FRAME: 2012-2016; CONTACT PERSON: Jessica.griffin@umassmed.edu


The Child Trauma Training Center, a program within the Department of Psychiatry, UMass Medical School/UMass Memorial Health 
Care, and the Center for Mental Health Services Research, is funded by a 4-year Substance Abuse Mental Health Services Administration 
(SAMHSA), National Child Traumatic Stress Network (NCTSN) Category III grant. 


For more information: http://www.umassmed.edu/CTTC.aspx
This is a product of Psychiatry Information in Brief. An electronic copy of this issue brief with full references can be found at http://escholarship.umassmed.edu/pib/vol10/iss3/1


Population Focus:


Goals:


Specific Trainings
CTTC will provide:


•	 Children and adolescents ages 6-18 who have experienced trauma and reside 
in Central and Western Massachusetts (Worcester and Hampden counties)


•	 Trauma-informed, trauma-sensitive training for professionals (pediatricians, 
court personnel, law enforcement, attorneys, schools) to assist in the 
identification, screening, and/or assessment of trauma and trauma-related 
symptoms


•	 Training in Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT), and 
adaptations to TF-CBT for court-involved youth and youth of military families


•	 Disaster response training
•	 Training on cultural competence and the treatment of trauma (e.g. trauma & 


Latino families)
•	 Training on family engagement strategies with youth and families who have 


experienced trauma


•	 Provide training in trauma-sensitive care to 1800 professionals
•	 Create a centralized referral system inclusive of a network of mental health 


agencies and practitioners trained in evidence-based trauma treatments, toll-
free number 1-855-LINK-KID


•	 Provide training in TF-CBT to increase number of clinicians trained in an 
evidence-based trauma treatment


•	 Provide trauma-focused treatment to 900 youth and their families in 60 cities 
and towns in Central MA and 23 cities and towns in Western MA
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Navigating the Complexity of Using Research in 
Policy and Practice Decisions 


Susan Maciolek, Kathleen Biebel, Laurel Leslie, Gifty Debordes-Jackson, Joanne Nicholson


Volume 11
Issue 2
2014


Calls to bridge the gap between “what is 
known” and “what is done” have led to a 


small but growing body of literature on how 
research is used in policy and practice decision-
making. Early models of research use focused 
on the autonomous production and passive 
transfer of research, describing linear, rational 
processes whereby research is conducted by 
a research “producer” and then “pushed” to 
a ready and waiting research “user” (Lavis, 
Robertson, Woodside, Mcleod, & Abelson, 
2003). More recently, knowledge translation 
and exchange models have been promoted 
as potentially useful for examining the 
interactions among researchers, policymakers, 
and practitioners.


There are several themes common among a 
variety of knowledge translation and exchange 
models. First, researcher, practitioner, and 
policymaker communities all have knowledge 
and expertise that is needed by the other. 
Second, the knowledge being exchanged does 
not consist only of the available research about 
an evidence-based practice but also includes 
experiential knowledge about the context 
within which a policy or practice might be 
embedded (Graham et al., 2006). Third, 
relationships and trust among researchers, 
policymakers, and practitioners are critical 
(Gagnon, 2011; Ko, Kirsch, & King, 2005). 
Last, knowledge translation and exchange 
models acknowledge the complexities of the 
sociopolitical context in which practice and 
policy decision-making occurs (Gibbons, 
2008).
 
The Context: The Massachusetts 
Children’s Behavioral Health System 
Changes in the Massachusetts children’s 
behavioral health system over the last decade 
presented a unique opportunity to examine 


knowledge exchange in a real-world setting. 
In 2006, Massachusetts was found in violation 
of the Federal Early Periodic Screening 
Diagnosis and Treatment (EPSDT) provisions 
of the Medicaid Act (Rosie D. v. Romney). A 
remedy plan was developed to enable eligible 
children with behavioral health issues to receive 
appropriate treatment and care in their homes 
and local communities.


Investigators examined the use of research 
evidence as state-level stakeholders prepared 
for and implemented court-mandated changes 
in children’s behavioral health services in 
partnership with community agencies across the 
state. The study used mixed methods including 
an extensive review of public documents, an 
agency survey, and one-on-one and group 
interviews with key informants.i 


Multiple Levels and Episodes of 
Decision-Making 
The overarching goal of improving behavioral 
health services for Massachusetts children 
covered by Medicaid falls under the purview of 
Federal, state, and community-based entities.  
Decisions and actions at the Federal, state, and 
community levels are all necessary; no one level 
is sufficient by itself to change publicly funded 
behavioral health services for children. Decisions 
across these levels occurred over several years 
in three distinct episodes. Each episode had 
a different purpose, requiring the exchange 
of different types of knowledge and involving 
multiple and shifting participants representing 
research as well as policy, program, and practice. 


•	 Episode 1: The Federal Court determined that 
the state had failed to comply with Federal 
EPSDT requirements and ordered a remedial 
plan with several components. To do so, 
the judge heard testimony from a range of 
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researchers, clinicians, program administrators, family 
members, and fiscal experts. 


•	 Episode 2: State administrators determined how 
to translate the remedy plan into state Medicaid 
program standards. They supplemented research 
knowledge provided by national experts with their 
own professional experience, the experience of 
administrators in other states that had made similar 
changes, and parents’ experiences as conveyed by 
advocates. 


•	 Episode 3: Community Service Agencies (CSAs) 
made daily practice decisions about how to 
implement Wraparound using the resources available 
in their communities and within Medicaid rules 
and rates. They relied on their own expertise and 
experience in delivering services as well as knowledge 
provided by a Wraparound purveyor and technical 
assistance teams from Medicaid’s managed care 
entities. 


Decision-Making Parameters Narrow and 
Participants Broaden over Time 
Over the course of the three episodes, decisions made 
in one episode established parameters within which 
decisions in subsequent episodes had to be made. The 
Judge’s ruling regarding EPSDT compliance and the 
resulting remedy plan became the parameter within 
which numerous decisions were made about revisions to 
state Medicaid program standards. The state Medicaid 
standards shaped and bounded the daily practice 
decisions by CSAs. Each of these decision episodes limited 
the range of choices available in subsequent episodes. 


At the same time that the parameters narrowed in scope, 
the numbers of participants with different organizational 
affiliations increased. In the first episode, the Judge was 
the sole arbiter of the evidence and decision maker. 
Following his rulings, decision-making shifted to a small 
group of state administrators, with the input of plaintiff ’s 
attorneys and the court monitor. Once their decisions 
were translated into Medicaid program standards, 


decision-making shifted to the CSAs whose staff made 
practice decisions on a daily basis. 


Thus, the nature of the complexity shifted from a broad 
policy question in the hands of one person to detailed 
program standards being interpreted by hundreds 
of practitioners. Researchers engaging in knowledge 
exchange must be aware of and prepared to navigate this 
shift to help maintain the integrity of research evidence 
as it is translated across inter-connected decision-making 
episodes. 


Public Documents 
Most participants were not consistently engaged across 
all three decision-making episodes, requiring some other 
vehicle for transmitting information. Public documents 
were essential to maintaining coherence from one set of 
decisions to the next. Both episodes two and three were 
guided by written documents resulting from decisions 
made during previous episodes. These documents 
established a public record readily available on web sites 
that allowed participants to learn about and track the basis 
of decisions from policy to program to practice. 


Intermediaries 
As the number of participants in the episodes broadened, 
so did the contextual factors informing or influencing their 
decision-making. Intermediaries were critical in translating 
both the complex context (e.g., regulatory, fiscal, and 
local community environment) and the research evidence 
(e.g., Wraparound). To be effective, intermediaries had 
to be knowledgeable about the research being embedded 
as well the state and local contexts.  For more on the 
role of intermediaries in this case study, see Psychiatry 
Information in Brief, volume 10, issue 4. 


Preliminary findings from this study call for heightened 
attention to the shifting and multi-dimensional 
complexity of decision-making that occurs in public 
service systems. Attention to this complexity will allow 
for the use of research evidence in coherent, relevant and 
effective ways.


Investigators: Joanne Nicholson, PhD (Dartmouth); Laurel K. Leslie, MD, MPH (Tufts); Susan Maciolek, MPP (Policy 
& Management Consultant); Kathleen Biebel, PhD (UMMS); & Gifty Debordes-Jackson, MA (UMMS)   Funder: The 
William T Grant Foundation  Time Period: July 2010 to June 2013  Contact: Joanne.Nicholson@Dartmouth.edu


  iMore detail about this study can be found at Leslie, L, Maciolek, S., Biebel, K., Debordes-Jackson, G. & Nicholson, J. 
(in press). Exploring research use at the research-policy-practice interface in children’s behavioral health services. 
Administration and Policy in Mental Health and Mental Health Services Research (2014).
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Data collected in 2007 by the Centers 
for Disease Control and Prevention 
revealed that suicide occurred at 


rates nearly twice that of homicide. For all 
age groups combined, suicide ranked as the 
eleventh leading cause of death in the US 
and among the top five causes in several age 
groups in 2007 (CDC, 2011), (table 1). Police 
officers are the first responders to crises, yet 
little is known about the impact and stressors 
of responding to completed suicide calls.


Police Stressor Survey
In a preliminary study of over 225 officers 
in Massachusetts, we identified issues and 
circumstances reported by officers dealing 
with suicides. We asked police officers to 
identify the issues or specific circumstances 
related to responding to suicide calls that 
could cause/have caused them to feel the 
most stress or anxiety. 


A total of 225 usable surveys were obtained, 
with 684 issues/circumstances identified. 
Findings suggest that suicide calls present 
personal and professional challenges, with 
short and long-term impact for police 
officers, their departments, and their 
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Table 1. Suicide Rank as Cause of Death


Age Group Suicide Rank 


 10–14 4th


15–24 3rd


25–34 2nd


35–44 4th


45–54 5th


Centers for Disease Control [CDC], 2011


communities. These data show that suicide 
calls are often critical incidents in police 
officers’ careers and are among the highest 
anxiety- and stress-provoking circumstances 
to which police officers must respond (table 2). 


“Normal” Work Stressors
Policing is a high-demand and high-stress 
profession (Miller, 2008), in which police 
officers are exposed to a wide variety of 
stressors. “Normal” work stressors typically 
fall into two categories: (1) stressors on-the-
street (e.g., dealing with extremes such as 
weather and high risk situations, shift changes, 
experiencing “high impact” crime areas, 
and fear of serious injury or death); and (2) 
departmental stressors (e.g., lost promotional 
opportunities, mistrust of management, 
punitive discipline, and police brutality issues). 


Table 2. 
10 Most Common Stressors for Police


Stressor % Reporting 
Stressor


Dealing with survivors 39


��������	
������
��
����� 35


Young victim 30


Managing crime scene 29


Emotional impact on survivors 26


������
�����
��
����� 19


Suicide method 16


Reason for suicide 15


Graphic/gruesome death 13


�����
����� 13


�����
����������� 12
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Critical Incident Stressors
In addition to these routine ongoing stressors, officers 
often experience critical incident stress. A critical 
incident (CI) is any event that has an unusually powerful, 
negative impact on police personnel because the event 
exceeds the range of ordinary work-related stressors 
or hassles (Everly & Mitchell, 1997; Miller, 2008). In 
one report, 26% of officers involved in CIs experienced 
some form of Post-Traumatic Stress Disorder (PTSD) 
one month later (Martin, McKean & Veltkamp, 1986; 
Koch, 2010; Pienaar, Rothman & Van De Vijver, 2006). 
This was seen to be especially true after a call involving 
a death. Significant literature exists to support the idea 
that police officers experience high-level stress when 
arriving on-scene at a traumatic incident (Brown & 
Campbell, 1994; Kirschman, 1997; Paton & Violanti, 
1996). 


Impact of Critical Incidents
Failure to acknowledge and address the emotional 
impact of CIs may result in serious, and sometimes 
devastating, personal and professional consequences 
for those officers involved, both on individual and 
departmental levels. Research on predictors of police 
suicide (Violanti, 2004, Cross & Ashley, 2004) has 
demonstrated that CI exposure and PTSD symptoms 
seem to significantly increase:


Suicide of a police officer represents a major CI. The 
CDC reports a suicide rate for the general population of 
nearly 12 per 100,000 (Heron et al., 2009). Police suicide 
rates are estimated to be significantly higher at 18 per 
100,000 (Ritter, 2007). Studies have documented that 
within a specific period, some law enforcement agencies 
have had more officer deaths from suicide than from 
line-of-duty homicides (Hackett & Violanti, 2003). 


Barriers
Despite the tragedy of suicide and its toll among police 
officers, a major barrier for dealing with this issue is 
the pervasive code of silence consistent within the 
law enforcement culture. Stigma surrounding mental 
health problems prevents officers from self-reporting 
depression or other problems, fearing that they will be 


perceived as being weak. Reluctance to self-disclose 
emotional problems stems from fears of reassignment 
and loss of weapon-carrying privileges. Co-workers 
are often hesitant to turn in a troubled officer despite 
concerns about a comrade’s need for help (Miller, 
2008). Even with the high rate of police suicide, “experts 
estimate that less than 10 percent of the 18,000 police 
departments nationwide actively work to prevent 
suicides within their ranks” (Antlfinger, 2008). 


Recommendations for Police Training and 
Mental Health Providers
The Special Commission on Massachusetts Police 
Training (2010) found that Massachusetts spends 
only $187 annually per officer for training in general. 
By comparison, New Hampshire spends $933, and 
Vermont spends $1,525. The expertise to provide such 
training and to help officers manage CI stress currently 
exists. Despite this, it is implemented in only a few 
departments. Based on feedback we have received, we 
recommend that officers receive mandatory training to:


 surviving family/friends


 CI stress associated with responding to suicide  
 calls


Delivering mental health care to the law enforcement 
community is challenging. Police officers often resist 
counseling for reasons including officers being skeptical 
of outsiders and having difficulty trusting mental health 
professionals. Conversely, therapists sometimes do not 
understand police work, nor can they comprehend the 
daily stresses officers encounter (Kureczka, 1996). 


We recommend that counselors have a thorough 
understanding of policing, as well as comprehensive 
knowledge of the police force and its demographics. 
Therapists must be familiar with the organization 
of the police department and its power structure to 
understand the work environment of affected officers. 
Further, building rapport and assuring officers of the 
confidentiality of information revealed is essential 
and requires time and diligence by mental health 
professionals. Through such efforts, the therapeutic 
effects of counseling can be realized. 
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The use of research to inform policy and 
practice has received enormous attention 


in behavioral health over the last decade. 
Federal agencies and service purchasers are 
increasingly demanding that interventions and 
the dollars that fund them be attached to a body 
of evidence demonstrating effectiveness with 
regard to desired outcomes. In this Issue Brief, 
we provide background on the use of research 
to inform policy and practice, describe the use 
of evidence in the context of Massachusetts-
wide systems change in children’s behavioral 
health services, and discuss the 
key role of intermediaries in 
facilitating knowledge exchange. 
Research or research evidence 
is defined as empirical findings 
derived from systematic analysis 
of information, guided by 
purposeful research questions 
and methods (Asen et al., 2011).


Use of Research by 
Policymakers and Practitioners
There is a small but growing body of literature 
focused on how policymakers and practitioners 
interact with researchers around the use of 
research findings. Earlier, more traditional 
models of research use suggest a linear, uni-
directional approach where a producer, often 
in an academic setting, conducts and delivers 
research to a user, usually a policymaker or 
practitioner (Lavis et al., 2003). More recent 
models highlight the complexities surrounding 
the use of research evidence including the 
bi-directionality of the exchange of research 
knowledge (Tseng, 2012). Appropriate 
linkages between research and the users of 
research are necessary to properly facilitate 
the use of research in policy and practice. 
Researchers themselves may not be the best 
translators of their own work and may lack the 


communication and leadership skills required 
to bridge the research to policy and practice gap 
(Gold, 2009).


The Context: The Massachusetts 
Children’s Behavioral Health System 
Changes in the Massachusetts children’s 
behavioral health system over the last decade 
presented a unique opportunity to examine how 
research is brought to bear when developing 
and implementing policy and program change. 
In 2006, Massachusetts was found in violation 


of the Federal Early Periodic 
Screening Diagnosis and 
Treatment (EPSDT) provisions 
of the Medicaid Act (Rosie D. 
v. Romney). A remedy plan was 
developed to enable eligible 
children with behavioral health 
issues to receive appropriate 
treatment and care in their 


homes and local communities. 
Key to the remedy was the incorporation of 
Wraparound, a family-driven, intensive care 
coordination process for children involved 
with public child- and family-serving systems 
(Burchard et al., 2002; Rossman, 2002). The body 
of research evidence for Wraparound is growing, 
with a significant literature base, evaluation 
data, fidelity measures, and implementation in 
numerous settings. 


Investigators examined the use of research 
evidence (i.e., Wraparound in this case 
example) as state-level stakeholders prepared 
for and implemented court-mandated changes 
in children’s behavioral health services in 
partnership with community agencies across the 
state. Investigators conducted a mixed methods 
study including an extensive review of public 
documents, an agency survey, and one-on-one 
and group interviews with key informants. 
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An intermediary 
facilitates knowledge 
exchange and brokers 
information among 


stakeholders, providing 
value-added contributions 


to decision-making.
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The Role of Intermediaries 
Intermediaries were critical to translating both the 
Wraparound model and the Medicaid program context for 
both state and local stakeholders charged with designing 
and implementing the Rosie D. remedy. Two distinct types 
of intermediaries were identified, external intermediaries 
and internal intermediaries, who completed different types 
of work, under different conditions, at different stages in 
the remedy design and implementation. 


The external intermediary was a policy expert who 
assisted policymakers in translating the remedy 
provisions into state Medicaid managed care program 
standards. This intermediary was based in a local 
consulting firm, was highly regarded nationally, and 
had deep experience designing and implementing 
Medicaid reforms in numerous states. The intermediary 
was skilled in facilitating the exchange of information 
among a small number of stakeholders representing 
plaintiffs and defendants working together intensively, 
over a concentrated period of time. This group produced 
complex documents (i.e., Medicaid program standards 
aligned across seven remedy components) that served 
as the foundation for the systems change initiative. As 
someone external to the state system, the intermediary 
brought knowledge and experience from other states’ 
reforms as well as the skills to support the group in 
exchanging and using knowledge from a range of sources. 


The internal intermediaries advised practitioners at 
community agencies using Wraparound in their work 
with children and families. These intermediaries 
were staff of the Medicaid Program’s Managed Care 
Entities (MCEs), which hold and manage contracts 
with the community agencies. They provided real-time 
consultation at agency site visits and statewide meetings 
about how to adhere to Wraparound best practice within 
the Medicaid program. These intermediaries brought 
their internal knowledge of Massachusetts Medicaid and, 
over time, developed proficiency in Wraparound best 
practice. This work has been ongoing for over three years. 


Using Intermediaries 
The decision to engage an external intermediary or 
develop internal intermediary capacity should be 
informed by the nature of the work and the conditions 


under which it must be accomplished. In this study, the 
work of intensive, time-limited policy-making and long-
term system-wide practice change required different types 
of intermediaries. 
•	 The external intermediary brought knowledge 


and skills not available within the stakeholder 
organizations. The one-time nature of the work and 
aggressive timeline made developing these assets 
internally impractical. 


•	 Internal intermediaries were developed over time 
in order to build the organizational capacity 
needed to sustain the practice change. MCE-based 
intermediaries received training in Wraparound to 
complement their pre-existing expertise in Medicaid 
requirements. 


Characteristics of Intermediaries 
Stakeholders identified certain personal qualities and 
characteristics of intermediaries as important to building 
their relationships and facilitating the work. 
•	 Trust. Trust was based on the intermediary’s 


reputation, existing relationships or networks, and the 
reliability of the information they shared. 


•	 Neutrality and transparency. The external 
intermediary was valued for the ability to remain 
impartial – not representing any one position 
(e.g., plaintiff or defendant). Although the internal 
intermediaries were not neutral regarding their MCE 
role, they were transparent about how they were 
translating the research evidence in the context of the 
Medicaid program. 


•	 Collegiality and enthusiasm. Ease of working together, 
enthusiasm for the work and commitment to the 
collaborative knowledge exchange process facilitated 
evidence-informed decision-making. This was 
particularly important given time and resource 
parameters established in the remedy plan.


Preliminary findings from this study highlight the 
important role of intermediaries along with characteristics 
and strategies that may be related to the promotion of 
research evidence use in policy and practice decision-
making. Further model development and testing will 
allow for more specific, evidence-based recommendations 
in the future.


Investigators: Joanne Nicholson, PhD (Dartmouth); Laurel K. Leslie, MD, MPH (Tufts); Susan Maciolek, MPP (Policy & Management Consultant); 
Kathleen Biebel, PhD (UMMS); & Gifty Debordes-Jackson, MA (UMMS)  
Funder: The William T Grant Foundation  Time Period: July 2010 to June 2013  Contact: Joanne.Nicholson@Dartmouth.edu
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Principal Investigator: Colleen McKay M.A. C.A.G.S.1,2, Co-investigators: Douglas Ziedonis, MD, MPH2, Valerie Williams, MA, MS2


1. Program for Clubhouse Research, UMMS, 2. Department of Psychiatry, Center for Mental Health Services Research
Funder: American Legacy Foundation, Time Frame: December 2008 to November 2010. Contact: Colleen McKay, UMMS, CMHSR, 
PCR. Telephone: (508) 856-8471 Email: Colleen.McKay@umassmed.edu


Overview of the ICCD Clubhouse Model: 
The Clubhouse Model of Psychosocial Rehabilitation offers a variety of supports for members (individuals 
diagnosed with a Serious Mental Illness [SMI]) to help them recover and lead productive and satisfying lives. 
Clubhouse services include community-based employment, education, housing, outreach, advocacy, assistance 
with accessing health care, and social supports. Research shows that people with SMI smoke more than the 
general population, and are at greater risk of co-morbid health problems and premature death associated with 
tobacco use, obesity and inadequate health care. The purpose of this tobacco cessation project is to address 
tobacco use and establish health promotion interventions in clubhouses affiliated with the International Center 
for Clubhouse Development (ICCD).


Project Goals:
•	 Create organizational change with regard to tobacco use in ICCD Clubhouses
•	 Customize evidence-based tobacco cessation interventions for clubhouse settings 
•	 Develop clubhouse member (peer) tobacco cessation leaders
•	 Create resources and training materials
•	 Pilot a new health promotion training for ICCD Clubhouses
•	 Identify long-term supports
•	 Disseminate and replicate findings


Project Accomplishments:
•	 Successfully adapted and implemented the tobacco cessation interventions Addressing Tobacco Through  


Organizational Change (ATTOC); Learning About Healthy Living; and Consumers Helping Others   
Improve Their Condition by Ending Smoking (CHOICES) into the clubhouse setting 


•	 Established weekly healthy living meetings and a monthly tobacco free day
•	 Developed and disseminated resources including a ‘Promoting Healthy Lifestyles Clubhouse Toolkit’, and  


a new health promotion training
•	 Forty nine members and one staff made quit attempts, eight without relapse
•	 Featured in a report on tobacco use & mental illness (http://www.legacyforhealth.org/PDF/A_Hidden_Epidemic.pdf)
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Research You Can Use


Staff & members from Genesis Clubhouse participating in the Tobacco Cessation Project 
using the nicotine patch & carbon monoxide (CO) meters.








MISSION Community Re-Entry for Women (MISSION-CREW) 
Program Development and Implementation


*Funded by Bureau of Justice Assistance (#2009-MO-BX-0037) to the Massachusetts Department of Mental Health (PI: Pinals), in collaboration 
with the UMMS Center for Mental Health Services Research, Department of Correction, Department of Public Health, and Span, Inc.


Research Team: Debra Pinals, MD; Laura Guy, PhD; Carl Fulwiler, MD, PhD; Andrea Leverentz, PhD; Stephanie Hartwell, PhD.; 
Elisabeth Aaker Orvek, MS.  Funder: Bureau of Justice Assistance, Time Frame: 2008 – 2011, Contact: Laura.Guy@umassmed.edu


An electronic copy of this issue of Research in the Works with full references can be found at http://www.umassmed.edu/uploadedFiles/cmhsr/Publications/RITW5.pdf


About MISSION-CREW
Maintaining Independence and Sobriety through Systems Integration, Outreach, and Networking Community Re-Entry for 
Women (MISSION-CREW) model of care was adapted from the original MISSION program that helped formerly homeless 
veterans with Co-Occurring Disorders (COD) re-establish their lives in the community.6 MISSION-CREW seeks to promote 
successful community reentry and care coordination among female inmates with CODs by employing a model of evidence-
based practices that integrates trauma-sensitive treatment, COD treatment, care coordination and peer support.*  In addition, 
MISSION-CREW addresses gender-specific re-entry treatment service needs together with comprehensive transition 
planning and linkages to community based care.
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Research in the Works


Study Population
•	 Women incarcerated at MCI Framingham or SMCC 


for a non-violent index offense who have an open 
mental health case and a substance use problem, who 
will be released to the greater Boston area within 45 
days to 6 months 


Study Methods 
•	 Compare outcomes of experimental & comparison 


groups:
 • Experimental group: women enrolled in 


MISSION-CREW services who complete 
evaluations at baseline and at 6 months follow-up 


 • Comparison group: women receiving treatment 
as usual


Primary Outcome Variable
•	 Re-arrest rates will be compared one 


year post-release


Secondary Outcome Variables (for 
the experimental group only):
•	 Change in medical, substance abuse, 


and psychiatric symptoms
•	 Participants’ perceptions of and 


satisfaction with MISSION-CREW 
services


•	 Completion of MISSION-CREW and 
referral to other community services 


Study Design and Methods: Outcome Variables:


A study by faculty of the Center for Mental Health Services Research of Massachusetts on arrest 
patterns of individuals with serious mental illnesses receiving DMH services showed female DMH 
clients at greater risk of arrest than women in the general population.1 Additionally, women with 
mental illness are more likely to violate probation and parole and be lost to follow-up within three 
months post-release.2 To date, gaps in gender-sensitive programming are apparent with respect to 


women’s unique employment challenges, health related issues, and housing needs related to their 
social relationships and family responsibilities.3,4 Another critical need area among female offenders 


arises from trauma-related disorders associated with physical and sexual victimization.5 Mental health and other 
services needed to help address these issues when re-entering the community after a period of incarceration are typically 
inadequate or underdeveloped. The goal of this study is to examine the impact of MISSION-CREW on criminal justice 
outcomes for women released from MCI-Framingham and South Middlesex Correctional Center (SMCC).
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Brain injury, occurring when physical 
trauma causes brain damage, either 
closed-head or penetrating, contributes 


to one third of all injury-related deaths 
annually and places approximately 275,000 
people in the hospital each year (Faul, Xu, 
Wald, Coronado, 2010; Center for Disease 
Control and Prevention, 2012). Approximately 
1.7 million people in the US sustain a traumatic 
brain injury (TBI) yearly (Faul, et al, 2010). 
It is estimated that TBI related medical costs, 
both direct and indirect, totaled $76.5 billion 
dollars in 2010 (Center for Disease Control and 
Prevention, 2012). 


Amongst the veteran population, TBI is often 
associated with psychological difficulty and 
increased risk of substance abuse (Department 
of Veterans Affairs). More than 203,019 
individuals in the US forces had sustained TBI 
from combat and non-combat related causes 
(Defense and Veterans Brain Injury Center, 
2012). This is approximately a 26% increase 
in medically diagnosed cases of US soldiers 
since 2000 (Rand, 2008). Many of these soldiers 
suffer from deficits in cognitive and motor 
functions, as well as emotional difficulties, 
plaguing these persons with tremendous 
hardships and frustrations (Forrest, Schwam, 
& Cohen, 2002). These deficits commonly 
leave patients unable to hold employment or 
function properly in social surroundings; in 
turn, incurring serious social and economic 
costs to both the patients and relatives. 


More troubling, individuals with TBI may 
receive improper or no treatment, despite 
self-reports of persisting deficits post-injury 
(Huebner, Johnson, Miller Bennett, & 
Schneck, 2003). While some community-
based rehabilitative supports exist (e.g. 
vocational rehabilitation services, or case 
management), these programs are not 
widely available for persons with TBI in 


all communities. In all, there is an inadequate 
service array to support individuals with brain 
injuries.


Efforts of the University of 
Massachusetts Medical School 
(UMMS)
The Brain Injury Academic Interest Group (BI-
AIG) in the UMMS Psychiatry Department aims 
to engage faculty and staff from the department 
and Commonwealth Medicine, researchers and 
providers at local and state agencies, and other 
academic institutions around multiple issues 
relevant to brain injuries. The BI-AIG explores 
ongoing work and interests within the BI-AIG to 
generate projects and priorities for the future. 


The BI-AIG discusses issues related to TBI from 
clinical and research perspectives. BI-AIG goals 
include developing protocols for TBI follow-up 
that will standardize assessments and will lay 
the groundwork for research. The BI-AIG is 
developing a regional resource list that providers, 
researchers and individuals with brain injuries 
can use to access supports in Massachusetts. 
Below are some resources identified by the BI-
AIG that provide information about brain injuries. 
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Resources for Information about Brain 
Injury
•	 The Brain Injury Association of American (www.


biausa.org) is a nationwide network advocating for 
TBI awareness and quality health care.


•	 Brain Line (www.brainline.org) provides information 
on preventing, treating, and living with traumatic 
brain injury (TBI). 


•	 The International Brain Injury Association 
(IBIA) (www.internationalbrain.org) works with 
professionals, advocates, policy-makers, to improve 
TBI-related outcomes.


•	 The Brain Injury Recovery Network (www.
tbirecovery.org) provides practical information for 
brain injury survivors and families. 


•	 The International Brain Injury Clubhouse 
Association (www.braininjuryclubhouses.net) is a 
collaborative network of programs that serve persons 
with brain injury and stroke. 


•	 The Defense and Veterans Brain Injury Center 
(DVBIC) (www.dvbic.org) serves active duty 
military, and veterans with TBI through clinical care, 
innovative research, and educational programs. The 
DVBIC website has information and resources (e.g. 
TBI clinical tools).


Resources for Researchers
•	 Center on Outcome Measurement in Brain 


Injury (COMBI) (www.tbims.org/combi) provides 
information on outcome measures and scales for 
rehabilitation and assessment of brain injury. 


•	 The TBI Model Systems Knowledge Translation 
Center (www.msktc.org/tbi/ ) provides information 
for consumers, a database of research articles, reviews 
of TBI research, and current research activities.


•	 The Traumatic Brain Injury Model Systems 
National Data & Statistical Center (TBINDSC) 
(www.tbindsc.org/) provides technical assistance, 
training, and methodological consultation to the 
TBIMS centers. 


•	 The National Institute of Neurological Disorders 
and Stroke (NINDS) (www.ninds.nih.gov/disorders/
tbi/tbi.htm) conducts and funds research on the 
causes, prevention, diagnosis and treatment of 
neurological disorders and stroke. 


Resources in Massachusetts
•	 The Acquired Brain Injury (ABI) & Traumatic 


Brain Injury Commission (www.mass.gov/
hhs/braininjurycommission) was established to 


investigate the rehabilitative residential and integrated 
community-based support services for persons with 
acquired brain injury. 


•	 The UMMS ABI Waiver is a collaboration of UMMS, 
MassHealth, and the Massachusetts Rehabilitation 
Commission. The Waiver team conducts participant 
outreach, clinical eligibility screenings, transition, 
home and community-based services and case 
management (www.mass.gov/eohhs/consumer/
insurance/more-programs/acquired-brain-injury-
waivers.html)


•	 The Brain Injury Association of Massachusetts 
(www.biama.org) is a not-for-profit organization that 
supports brain injury survivors and their families, 
that offers educational information, advocacy, and 
programs to prevent brain injuries. 


•	 The Statewide Head Injury Program (SHIP) (www.
mass.gov/veterans/health-and-well-being/tbi/state-
tbi-agencies/ship.html) maintains a network of 
community-based services and supports that assist 
individuals with head injuries in maintaining or 
increasing their level of independence at home, work 
and in their communities. 


Additional Information 
For Family Members & Persons 


Suffering From TBI
Many family members and persons suffering from 
TBI do not receive help in how to cope with TBI-
related deficits. We recommend that persons with 
TBI and their caregivers seek treatment from trained 
TBI  professionals in order to learn how to live with 
the brain injury, and the resources listed here provide 
useful information which may help to inform those 
choices. It is critical to note that only a medically 
licensed professional can diagnose a person with TBI. 


For TBI Service Providers & Researchers
The continued efforts of the BI-AIG include 
developing resources and stimulating collaborations 
between researchers and providers. We offer a 
standing invitation for providers and researchers 
interested in TBI to attend a BI-AIG session and 
become a member. For further information regarding 
the BI-AIG, please contact the authors of this issue 
brief listed below: 


Colleen.McKay@umassmed.edu
Meghan.Heffernan@umassmed.edu


We appreciate your feedback: Please click here to answer our brief survey



http://www.surveymonkey.com/s/ZPPR3R7
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At least 500,000 people are members of the U.S. 
Deaf community—a culturally distinct group 


of people who share American Sign Language 
(ASL) as a primary language (Mitchell, Young, 
Bachleda, & Karchmer, 2006). For members of 
this community, Deaf is a cultural identity – not a 
disability – and is indicated by the capitalization of 
the letter D. 


The Deaf community is rarely a focus of 
research. Few studies have been conducted on 
Deaf individuals’ health and wellness, including 
their mental health needs, substance use, and 
experiences of violence and trauma. Gaps are 
particularly evident in the shortage of literature on Deaf people and intimate partner violence (IPV), 
defined as physical, sexual, or psychological harm by a current or former intimate partner or spouse 
(CDC, 2013). This absence wrongly implies that IPV is a non-issue in the Deaf community, an 
assumption that has been disproved by recent empirical and clinical findings. This Issue Brief details 
important facts about IPV within the Deaf community and provides specific recommendations for 
providers about best practices for working with Deaf clients.


5 THINGS YOU NEED TO KNOW
1. Rates of reported IPV are higher among Deaf women than hearing women.
Although it is commonly reported that 25% of women in the general population experience domestic 
violence in their lifetime, estimates within the Deaf community are closer to 50% (Anderson & Leigh, 
2011). Rates of psychological, physical, and sexual victimization among Deaf college students and 
community women are significantly higher compared to their hearing peers (Anderson & Leigh, 2011; 
Barnett et al., 2011). 


2. IPV may look different in the Deaf community. 
Emotional abuse may include the perpetrator insulting the Deaf victim by calling her “hearing” or 
making fun of her ASL skills. Intimidation may manifest as the perpetrator signing very close to the 
victim’s face when angry, or overuse of floor stomping and pounding to get the victim’s attention. 
Social isolation may be imposed through fear of the perpetrator’s checking behavior - checking the 
victim’s pager, email, or videophone logs. Economic abuse can be seen in the perpetrator’s control of 
the victim’s Social Security Disability Income checks (DeafHope, 2006). 


3. Hearing privilege can be used against Deaf victims/survivors of IPV.
A unique characteristic of hearing-Deaf relationships is the potential for the hearing partner to abuse 
hearing privilege, the system of advantage based on hearing ability. From her experience working with 
Deaf survivors of IPV, Julie Rems-Smario (2007) has compiled an extensive list of examples of this 
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abuse of hearing privilege: A hearing perpetrator does not inform the Deaf victim when people try to call; excludes the 
victim from important conversations and financial decisions;  leaves the victim out of social situations with other hearing 
people; talks negatively about the Deaf community or disallows access to Deaf culture; criticizes the victim’s speech and 
English skills; and manipulates police officers when they are called to the house. 


4. Deaf survivors may not label their experiences of IPV as “abuse”
Many Deaf people lack information on what constitutes IPV and whether such violence is acceptable, due to a number of 
factors: limited family communication, reductions in incidental learning, lack of health education programs provided in 
ASL, etc. A recent study on IPV among Deaf female college students found that more than 50% of Deaf survivors did not 
label their experiences of psychological aggression and physical assault as abuse, even when these experiences included 
severe harm (e.g., death threats, choking). An overwhelming majority of these survivors did not label partner-perpetrated 
sexual coercion as an abusive act (Anderson & Kobek Pezzarossi, 2012). Similarly, Deaf rape survivors often struggle to 
define their experience at all, or label these experiences as miscommunication or bad sex (Elliott, 2012). 


5. Deaf survivors experience significant barriers to seeking help.
Many agencies for hearing survivors of IPV do not provide communication accessibility for Deaf survivors (i.e., ASL 
interpreters, accessible hotlines, videophones). Survivors may avoid treatment due to valid concerns about confidentiality – 
reduced anonymity within the close-knit Deaf community, fears about confidentiality among sign language interpreters, and 
unease about Deaf providers/ASL interpreters who belong to the same social circles as their clients (Barber, Wills, & Smith, 
2010). An additional barrier is Deaf people’s substantial distrust of healthcare systems run largely by and for hearing people 
(Steinberg, Sullivan, & Loew, 1998). A history of paternalism, bans on sign language, and eugenics is not easily forgotten.


5 RECOMMENDATIONS FOR PROVIDERS
1. Tap Deaf clients’ expertise on the unique communication needs of the deaf community.
Build an effective alliance by meeting Deaf clients’ unique language and communication needs, valuing Deaf culture, and 
respecting the client’s survivorhood and Deafhood. Although providers’ ASL fluency is typically the first priority of Deaf 
clients, a close second is working with a provider who has the “right attitude.” For hearing providers who are not versed in 
Deaf culture or ASL, this means keeping an open mind, deferring to deaf clients’ expertise in these areas, acknowledging 
the benefits one receives from a system of hearing privilege, and being willing to learn and adapt one’s practice accordingly.


2. Screen all clients for IPV – whether Deaf or hearing!
Given the high rates of IPV within the Deaf community, IPV screening with Deaf clients is essential. Yet, Deaf individuals 
are frequently not screened for behavioral health problems. Screening for trauma may be even less likely, due to common 
misconceptions about romance and sexuality among Deaf individuals. For example, service providers often pay less 
attention to the sexual histories and sexual trauma experienced by women with disabilities, due to the incorrect belief that 
individuals with disabilities are not sexual beings (McRuer & Mollow, 2012; Olkin, 1999). 


3. Use objective, behavior-driven language.
When screening for IPV, use language that is objective and does not require the client’s cognitive appraisal of their 
experiences. For example, say slap, punch, kick, curse, threaten, force and avoid using more clinical teams such as abuse, 
intimate partner violence, domestic violence, or coercion. These labels can be applied after sufficient psychoeducation has 
been provided. 


4. Address information gaps about IPV and health relationships.
Investigate clients’ knowledge of IPV and, if needed, provide education and resources. Additionally, direct clients to Deaf-
friendly resources such as DeafHope’s Lavender Revolution or ASL videos created by SafePlace and Vera House.


5. If needed, provide referrals to behavioral health treatment, preferably with a Deaf or ASL-fluent clinician. 
If you feel that additional treatment for victims of IPV or trauma is needed, contact your state’s commission for the Deaf and 
hard-of-hearing to obtain information about clinicians that provide specialized behavioral health services for Deaf clients.


*The image used in this brief depicts a model and not an actual victim or perpetrator of violence.
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Melia1 was a 39 year old, mother 
of 2 young children. She was 
actively involved in her church 


and had strong Christian beliefs. Melia was 
married to her husband for 15 years when 
her husband left her for another woman, 
and Melia discovered that her husband 
had given her HIV as a result of his affairs. 
When she disclosed her HIV status, she was 
shunned by many of her friends and family 
members. She was devastated and isolated. 
In therapy, she and her psychologist 
explored the topics of healing versus 
curing, holiness of the body, and using her 
spiritual resources as a source of strength 
and a means to begin rebuilding her life. 
These themes were woven into treatment 
alongside traditional cognitive-behavioral 
therapy practices to reduce depression and 
social isolation. By the end of therapy, Melia 
was no longer depressed and isolated. She 
was able to view HIV as part of her, but not 
the only thing that defines who she is as a 
person. She was able to recognize her other 
strengths and use those strengths to deal 
with the daily challenges of being a single 
mother with HIV.


Life expectancy after HIV infection has 
increased significantly due to highly active 
antiretroviral therapy, and changing care 
for HIV/AIDS patients from treatment of a 
terminal illness to ongoing management and 
monitoring of a chronic medical condition 
(Litwinczuk & Groh, 2007). Despite 
aggressive medical therapy, functioning 
continues to be dramatically compromised 
by HIV and can result in reduced quality 
of life, increased dependency on others, 


negative mental health outcomes such as 
depression, anxiety, hopelessness, and fear, 
as well as negative social outcomes including 
isolation and stigmatization (Corless, 2002). 
In addition, there are important spiritual 
impacts a diagnosis of HIV can confer, 
including dramatically shaping patients’ 
belief in self competence, their ability to cope 
with the disease, and even the physiological 
course of the disease. For individuals living 
with chronic illnesses such as HIV, spirituality 
and religion are often centrally important 
as patients face a unique array of existential 
challenges as a result of the diagnosis and 
management of the disease. Thus, it is critical 
for healthcare providers to be cognizant of 
the spiritual component of HIV/AIDS and to 
be knowledgeable regarding what the current 
literature base suggests in terms of addressing 
spirituality with patients.


Research has frequently examined the roles of 
patients’ religious coping styles and patients’ 
spirituality on health trajectories. Religion 
and spirituality are two separate but related 
constructs that both involve methods of 
meaning-making and purpose-finding, which 
are particularly relevant for the chronically 


A Publication of the Center for Mental Health Services Research
A Massachusetts Department of Mental Health Research Center of Excellence


  1Name has been changed to protect this individual’s privacy







An electronic copy of this issue brief with full references can be found at http://escholarship.umassmed.edu/pib/vol8/iss3/1
Opinions expressed in this brief are those of the author(s) and not necessarily those of the University of Massachusetts Medical School or the Department of Psychiatry.


ill, especially during the initial adjustment period to a 
diagnosis (Kremer, Ironson, & Kaplan, 2009).


It is important to differentiate religion from spirituality, 
particularly with respect to the HIV/AIDS population 
who has often faced stigmatization by institutionalized 
religion. Definitions of each have evolved in the 
research literature, but religious activity is often 
identified as a behavioral reflection of internal 
spiritual beliefs (Pargament, Ano, & Wachholtz, 
2005). Spirituality may refer to subjective 
transcendent experiences which give 
everyday life a sense of deeper meaning 
(Emmons, 1999). By understanding this 
distinction, healthcare providers can use 
clinically appropriate methods to assess a 
patient’s existential concerns.


Research indicates that people reflect on their 
spirituality after being diagnosed with HIV/AIDS 
by incorporating their understanding of God and 
previous religious/spiritual experiences as part of their 
coping repertoire (Jacobson, Luckhaupt, Delaney, & 
Tsevat, 2006; Tarakeshwar, 2006). Spirituality uniquely 
predicts health and well-being outcomes in those with 
HIV/AIDS such as improvements in life satisfaction, 
functional health status, and health-related quality of 
life after controlling for factors such as age and HIV 
symptoms (Pargament et al., 2004). Higher levels of 
spirituality have been associated with less pain and 
increased energy (Ramer, Johnson, Chan, & Barrett, 
2006), less psychological distress (Simoni, Martone, & 
Kerwin, 2002), less depression (Coleman, 2004; Simoni 
& Ortiz, 2003), better mental well-being (Braxton, 
Lang, Sales, Wingood, & DiClemente, 2007; Coleman, 
2004), better cognitive and social functioning, and 
fewer HIV symptoms (Coleman, 2004). 


However, the kind of spirituality (i.e., positive or 
negative) adopted by the patient may have a critical 
impact on the course of the disease. Ironson, Stuetzle, 
& Fletcher, (2006) conducted a study in which 45% of 
participants reported an increase in positive spirituality 
following an HIV diagnosis. Heightened positive 
spirituality after an HIV diagnosis was a protective 
factor for physiological disease progression in HIV 
patients, compared to patients whose spirituality 
decreased following HIV diagnosis (Trevino et al., 
2010). On the other hand, negative aspects of spirituality 


such as spiritual struggle, anger at God, or viewing HIV 
as a sin are associated with poor medical compliance 
(Parsons, Cruise, Davenport, & Jones, 2006), and faster 
disease progression (Ironson, Stuetzle, & Fletcher, 2006; 
Trevino et al., 2010). Therefore the type of spiritual 
beliefs and practices will help determine if spirituality 
will be a protective or risk factor to the progression of HIV. 


Recommendations for Service 
Providers


Healthcare providers can improve their 
practice approaches with HIV patients by 


considering ways to assess and identify 
how spirituality serves as a basis for 


giving meaning to the patient’s experience 
of HIV. Trevino et al. (2010) offer the 


following suggestions for providers with HIV/
AIDS patients:


• Assess positive religious coping and spiritual 
struggle early in treatment; assessing early is 
especially important to mitigate the effects of 
patients experiencing spiritual struggle;


• Support and encourage patients utilizing religious 
resources to cope;


• Be open to incorporating religious coping 
techniques into treatment plans. Appropriate 
interventions include discussing religious/spiritual 
beliefs, referral to pastoral counselor or religious 
clergy, referral for psychotherapy to address 
spirituality; and


• Consider manualized psychological/spiritual 
interventions for patients with HIV such as 
“Lighting the Way: A Spiritual Journey to 
Wholeness” (Pargament et al., 2004), a spiritual 
coping intervention for adults living with HIV/
AIDS (Tarakeshwar, Pearce, & Sikkema, 2005), or 
a Spiritual Self-Schema therapy for treatment of 
addiction and HIV (Avants et al., 2005).


In summary, it is important for health care providers to 
understand that spirituality plays a critical role in the 
prognosis of HIV in many patients. The type of spiritual 
beliefs and practices determines whether spirituality is 
a protective or risk factor to the progression of HIV. 
Providers should strive to assess spirituality in HIV 
patients and make referrals for empirically supported 
treatments and/or pastoral/clinical counseling to 
address spirituality as indicated.


Spirituality 
uniquely 


predicts health 
and well-being 


outcomes in those 
with HIV/


AIDS
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Crossing the Divide:
Programs that Bridge Child & Adult Mental Health Services


Research You Can Use


Helping youth with serious mental health conditions transition from adolescence to adulthood has also meant 
transitioning them from child to adult mental health services, which are two very different systems. One’s age 


(e.g., 18, 21, or 25) often serves as the criteria that divides eligibility for one provider or system of service to another. The 
consequence of this practice is that mental health services are typically oriented to children or young teens or to mature 
adults, but are not tailored to the “between” ages of  14 – 25. Further “age-dichotomized” services can force a disruption 
to services and to therapeutic relationships.


Our Research
There are “pioneering” programs that cross the divide and 
provide services though this age span. How did they do it?
Despite this discouraging scenario, there are mental health 
programs that succeed in serving youth and young adults 
across the “between” age without discontinuity of services. 
We researched these programs to learn about the processes 
they used to establish such services in 2006. “Pioneering 
programs” that continuously serve people from adolescence 
through early adulthood (typically 16-23) were identified.
Administrators, program staff and other stakeholders from 
seven programs across the country that are partly publicly 
funded were interviewed using a standard set of questions. 
We wanted to find out how these transition programs came 
about. Additionally, we identified one state and one federal 
pioneering grant program that we included in this report. 


Guidelines for Pioneering Transition Programs
The following guidelines emerged regarding the development 
of pioneering transition programs:


• Recognize the problem and take action
In all pioneering transition programs, the initial step was 
recognizing the need to change the service system for the 
transitioning population.


• Become a champion
In most instances, one or two individuals took it upon 
themselves to seek a solution and pursued options until a 
satisfactory situation was achieved.


• Involve other stakeholders
Involving multiple stakeholders facilitated the development 
process, including the identification of funding sources.


• Build on what you know
Programs were designed and implemented based on 


existing local clinical experience and trial and error, as well 
as evidence-based treatments modified for this age group.


• Get funding from key players that trust you
Long-standing and trusting relationships between key 
players (providers, mental health administrators, public 
agencies, interagency groups, and others) facilitated the 
identification and allocation of funds for transition program 
development.


• Start small and build funding over time
Most programs started with a relatively small amount 
of funding from a variety of sources. In fact, funding 
did not always originate from mental health agencies or 
organizations.


• Use local autonomy to change services
The majority of programs were funded through mechanisms 
that permitted a fair amount of local autonomy in decision 
making. Statewide funding initiatives that allow for the 
extension of programs across the transition age appear to 
be uncommon.


• Obtain federal or state sponsorship that can speed 
growth
Maryland’s grant program and the Federal Partnerships for 
Youth Transition grant program demonstrate that decisions 
to fund pioneering programs at higher levels of government 
lead to more rapid development of such programs.


•  Seek Funding from child or adult systems, but not 
both
In examining the funding from public mental health 
agencies, this source of funding was dichotomized to child 
or adult funding in most of these settings, with the program 
obtaining funding from either, but not both systems.







Name & Location Ages Brief Description of Program*                                                                                                  


Community Connections 
Community Services of Stark County, Inc.  
Canton, OH


12-25 An interdisciplinary community support program & case management team with vocational 
supports.


Community Outreach Through Resources 
& Education 
Family Services of Westmoreland County 
Westmoreland County, PA


16-24
Utilizes person–centered planning & provides vocational services including support, 
counseling, & preparation. It is governed by a multidisciplinary task force representing 
traditional service providers as well as community groups, & youth. 


Jump Onboard for Success
Washington County Mental Health 
Agency, Inc., VT Division of Mental 
Health, Burlington, VT 


16-22 Supported employment for youth with serious emotional difficulties. Also focuses on providing 
educational, mental health, substance abuse, & medical health supports.  


Program in Assertive Community Treatment 
Adolescent, Adult Mental Health 
Madison, WI  


15-21
Part of the original PACT model that was first researched (for 18-35 year olds). Individuals 
have either schizophrenia or a major mood disorder, & qualify for Community Support 
Program MH services. 


Successful Employment Program
MA Department of Mental Health 
South Shore Mental Health Center 
Quincy, MA 


16-22


Helps young adults diagnosed with a mental illness successfully transition into the work force 
by supporting skill development, peer support, & social activities. Members participate in job 
coaching, peer support, social activities, & their drop-in center. Public child MH services end 
at age 19 & adult MH services begin at age 18.


Transitions Community Treatment Team 
North Central Mental Health 
Columbus, OH


16-22
Focuses on individuals diagnosed with mental illnesses who are at highest risk for institutional 
placement, suicide, or homelessness. TCTT is based on the Program in Assertive Community 
Treatment (PACT). 


Westchester Youth Form
Westchester County Office of Mental 
Health & Family Ties 
Westchester, NY 


16-23
A consumer-lead program offering peer support, recreation activities, advocacy for youth in 
child & family team meetings, leadership for youth in the system, advocacy at the state & 
national level, & training to various groups. 


Transition Age Youth Initiative
Mental Hygiene Administration, MD 13-25


This grant funds 12 programs. Each provides services for those transitioning from the child 
to adult MH system. The goals are to create a set of services for transition age youth that 
promote innovations & allow for testing of models & approaches; develop expertise to then 
be shared statewide. 


Partnerships for Youth Transitions
Center for Mental Health Services 
(CMHS), Substance Abuse & Mental 
Health Services Administration 


14-25


A federally-funded discretionary grant program through the CMHS. The purpose was to 
develop, implement, stabilize, & document models of transition support programs. Funds 
were limited to youth with a serious emotional disturbance or young adults with an emerging 
serious mental illness. Grants went to public MH agencies in UT, WA, MN, ME & PA.


Table 1. Programs Studied


* In all programs except MA, public child MH services end and adult services begin at age 18.


Reference
Davis, M. (2007). Pioneering Transition Programs; The Establishment of Programs that Span the Ages Served by Child and Adult 
Mental Health. Rockville, MD: Substance Abuse and Mental Health Services Administration, Center for Mental Health Services.


Conclusions
There are programs that cross the great age divide in mental health services and they provide guidance of how this can be 
done.  Since there is no established category of service tied to a funding stream for transition services, this is challenging 
to develop.  Asking for “special funding” may be short-lived,  not enough, and won’t change the policy needed to sustain 
change.  Pioneering programs seem to rely on program innovation techniques such as leadership, stakeholder buy-in, good 
relationships and local autonomy.  Otherwise policy change that recognizes the need for age continuity in services is needed 
to promote rapid development of pioneering programs.  


Visit us online at http://labs.umassmed.edu/transitionsRTC


The contents of this tip sheet were developed with funding from the US Department of Education, National Institute on Disability and Rehabilitation 
Research, and the Center for Mental Health Services, Substance Abuse and Mental Health Services Administration (NIDRR grant H133B090018). 
Additional funding provided by UMass Medical School’s Commonwealth Medicine division. The content of this tip sheet does not necessarily 
reflect the views of the funding agencies and you should not assume endorsement by the Federal Government. 


Suggested Citation: Davis, M., (2011). Crossing the divide: Programs that bridge child and adult mental health services. 
Transitions RTC. Research You Can Use, Issue 2. Worcester, MA: UMMS, Dept. of Psychiatry, CMHSR, Transitions RTC.
This publication can be made available in alternative formats upon request through TransitionsRTC@umassmed.edu.
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When people have a personal 
understanding of the facts, they 


will be less likely to stigmatize mental 
illnesses and more likely to seek help for 
mental health problems. The actions of 
reducing stigma, increasing awareness, and 
encouraging treatment will create a positive 
cycle that leads to a healthier population.


The President’s New Freedom Commission on 
Mental Health, 2003 


Stop for a moment and think about how 
much information you process daily 
to successfully navigate the world. The 
amount is enormous, right? So, how do we 
manage all of it? Stereotyping is one way. 
Stereotyping, a social cognitive structure, 
can help us categorize the constant 
stream of information we are tasked with 
processing in order to simplify our lives 
(Corrigan, 2004). When used for good, 
stereotyping can help us carry out daily 
activities quickly and efficiently, bypass 
awkward moments like walking into the 
wrong rest room, and help us identify 
professionals with specialized skills (e.g., 
firemen, doctors, lawyers) who can help 
manage problems that may benefit from 
additional support. However, stereotyping 
can also lead to the application of negative 
beliefs toward a group of people, including 
those with a mental illness, resulting in 
stigma and derailments in care  (Corrigan, 
2004). 


In this Issue Brief we define stigma, 
describe its negative consequences, and 
offer ways to address stigma and promote 
engagement in care.


Conceptualizing Stigma
Link & Phelan (2001) conceptualize stigma 
as resulting from five interrelated factors: 
1. labeling of individual differences 


(e.g., individuals diagnosed with 
schizophrenia vs. individuals without 
diagnoses of schizophrenia) 


2. association of labeled persons (e.g., 
individuals with schizophrenia) with 
negative stereotypes (e.g., incompetence, 
violence)  


3. assignment of labeled persons to distinct 
groups (e.g., “psycho”), creating “in” 
versus “out” group members 


4. loss of status and discrimination 
experienced by labeled persons, resulting 
in disadvantages  related to education 
and employment, as well as  basic 
necessities, such as housing and health 
care


5. perpetuation of widespread acceptance 
of labeling, stereotyping, separation and 
discrimination via social, economic or 
political power.


Now that you are familiar with the 
conceptualization of stigma, let us 
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deconstruct stigma further by looking at types of 
stigma and its consequences. 


Public vs. Self-stigma and its Consequences
Public and self-stigma act together, build upon each 
other, and impede recovery (Corrigan, 2004).  


Public stigma is a negative societal reaction that 
results in prejudice toward a group of people with 
a negatively viewed trait such as mental illness 
(Corrigan, 2004). Public stigma reinforces a greater 
desire for social distance from people with mental 
illnesses, leading to lost employment and housing 
opportunities, as well as decreased social support 
from family and friends (Pescosolido et al., 2010).


Self-stigma is an internalized negative reaction that 
results in shame due to membership in a stigmatized 
group (Corrigan, 2004; Rüsch et al., 2006). Shame 
is an involuntary emotional reaction that develops 
as a result of perceived defects (e.g., mental illness) 
acknowledged by self and/or others. Shame is both 
distressing and debilitating (Rüsch et al., 2009). 
People who experience shame experience decreased 
self-esteem and self-efficacy (Baldwin, Baldwin, & 
Ewald, 2006; Rüsch et al., 2006), both of which are 
associated with self-stigma (Corrigan, Watson, & 
Barr, 2006; Rodrigues et al., 2013). These negative 
consequences may engender a poor self-concept 
that inhibits engagement in care and other recovery-
oriented activities, best explained by the “why try” 
effect (Corrigan, Larson, & Rüsch, 2009).


Label Avoidance. People who engage in label 
avoidance refrain from associating with individuals 
and/or institutions that may connect them to a 
stigmatized group (e.g. mental health consumers, 
providers, and treatment facilities). People engage in 
label avoidance to escape the negative consequences 
of public and self-stigma, even when it means 
foregoing available services that have been shown 
to have a lasting impact on recovery (Corrigan & 
Wassel, 2008; Rodrigues et al., in press). 


Thus, fear of stigmatization, a well-established and 
persistent barrier to care, creates a community of 
people who often suffer in silence until emergency 
intervention is necessary and recovery becomes a 
much more challenging and lengthy endeavor.


Addressing Stigma to Promote Engagement 
in Care
Mental illness may often be hidden, and fear of 
disclosure can complicate outreach efforts as well as 
engagement and retention in care. Providers should 
be vigilant about these effects of stigma and adhere 
to the following recommendations to encourage 
disclosure and engagement in mental health services: 


Primary care providers
•	 Incorporate routine mental health screening into 


primary care visits. 
•	 Make treatment referrals and engage in “warm 


hand offs” to mental health providers/services 
whenever possible.


Mental health providers:
•	 Ask about stigma concerns and address them 


in treatment planning and psychoeducation for 
persons with mental health conditions and their 
families.


•	 Encourage engagement in peer-run supportive 
networks that challenge stigma and shame and 
provide hope for mental health and recovery. 


In conclusion, professionals and the general 
public alike should avoid describing people by 
their diagnoses (e.g., “he/she is schizophrenic”). 
Use of person-first language (e.g., person with 
schizophrenia) connotes respect by emphasizing the 
person, not the disorder.


Additional Resources
•	 Resource on Person-First Language: http://www.


asha.org/publications/journals/submissions/
person_first/


•	 Resource Center to Address Discrimination 
and Stigma: http://www.nami.org/Content/
ContentGroups/Home4/Home_Page_Spotlights/
Spotlight_1/ADS_Center_Spotlights_Anti-Stigma_
Programs.htm


•	 NAMI StigmaBusters: http://www.nami.org/
template.cfm?section=fight_stigma


•	 Mental Health Experienced & Years of 
Understanding (MHE & YOU) Advisory Council’s 
Stigma Fighting Campaign videos to observe 
Mental Health Awareness Month: http://www.
umassmed.edu/cmhsr/stigmafightingstatements.aspx



http://www.nami.org/Content/ContentGroups/Home4/Home_Page_Spotlights/Spotlight_1/ADS_Center_Spotlights_Anti-Stigma_Programs.htm
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http://www.asha.org/publications/journals/submissions/person_first/

http://www.asha.org/publications/journals/submissions/person_first/

http://www.nami.org/template.cfm?section=fight_stigma

http://www.nami.org/template.cfm?section=fight_stigma

http://www.umassmed.edu/cmhsr/stigmafightingstatements.aspx
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Research in the Works


The Value of ATTOC 
ATTOC is an intervention that provides services and ongoing support for agencies and organizations that are interested 
in learning how to initiate, improve, and or provide treatment for tobacco addiction; reduce tobacco addiction amongst 
employees; restrict or eliminate tobacco use on campus; and change the work environment to promote health and wellness.


Addressing Tobacco Through Organizational Change (ATTOC)


• Massachusetts: Researchers led a major 
initiative in supporting the Dept of Mental 
Health Tobacco Free Campus Initiative 
providing training, and technical assistance.


 • Connecticut:  Hiring and training tobacco 
counselors & champions for organizational 
change; implementing tobacco cessation 
education, pre-treatment, treatment, and 
behavioral counseling programs; website and 
social media to disseminate information; 
and providing training aimed at other local 
mental health authorities. 


• China: Adapted clinical tools and 
organizational change infrastructure 
materials from English into Chinese language 
and culture. Researchers worked with Sichuan 
University West China Hospital’s Mental 
Health Center to help it become one of the 
fi rst smoke-free hospitals in China.


Principle Investigator: Douglas M. Ziedonis, MD, MPH, UMMS/UMMHC Dept. of Psychiatry, Center for Mental Health Services 
Research Contact:  Sarah A. Baker, Project Coordinator, UMMS, Dept of Psychiatry, Tele: 508.856.8641 Email: sarah.baker@umassmed.edu  


• People with mental illness smoke 44% of all cigarettes produced in the U.S.
• Up to 75% of individuals with serious mental illnesses or addictions smoke cigarettes
• 30-35% of treatment staff  smoke
• Almost half of the 435,000 deaths that occur each year from smoking are among people with mental illness 


and/or substance use disorders
• Although the burden of illness and economic costs of nicotine addiction are elevated in mental health and drug 


treatment populations, treatment programs rarely address co-morbid nicotine addiction


3 Main Components of ATTOC


Outcome of the ATTOC Approach 


Preparation - Acknowledge the challenge; establish 
leadership committee; create a written change plan, and 
implement a timeline. 


Implementation - Conduct staff  training; provide 
treatment assistance; incorporate patient education; 
integrate treatment groups & develop on site meetings.


Sustainability - Communicate with 12-step groups, 
colleagues, and referral sources regarding system changes 
and develop policies addressing tobacco use.


1.


2.


3.


• ATTOC is utilized as the model for organizations such as 
West China Hospital to create Tobacco Free environment 
and other organizations to initiate Tobacco Free policy 
and nicotine dependence treatment. 


• Th e ATTOC approach has resulted in an Organizational 
Change Toolkit, Clinical Treatment Toolkit, Staff  Training 
Toolkit and the establishment of the UMass Consult and 
Training ATTOC Institute.


• ATTOC has been evaluated in NIH studies, statewide 
initiatives, and local performance improvement 
evaluations.  Articles and presentations regarding ATTOC 
have appeared in professional forums. 
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T he topic of bullying has been the 
focus of recent news headlines 


and local legislation. Repetitive verbal 
and/or physical abuse from bullies can 
wreak havoc on its victims and carries 
consequences for bullies as well. In this 
Issue Brief we review the prevalence of 
bullying, identify bullying and the signs of 
a bully, and discuss innovative strategies for 
addressing the challenges of bullying. 


What is Bullying 
Bullying involves repeated and deliberate 
verbal and/or physical harassment, as 
well as social exclusion over time toward 
another who has difficulty defending him 
or herself from a person or group of people 
perceived to be stronger or dominant.1-4  
The Commonwealth of Massachusetts 
defines bullying as “the repeated use by one 
or more students [aggressor(s)] of a written, 
verbal or electronic expression or a physical 
act or gesture or any combination thereof, 
directed at a target that: (i) causes physical 
or emotional harm to the target or damage 
to the target’s property; (ii) places the target 
in reasonable fear of harm to him/herself or 
of damage to his/her property; (iii) creates a 
hostile environment at school for the target; 
(iv) infringes on the rights of the target at 
school; or (v) materially and substantially 
disrupts the education process or the orderly 
operation of a school.”5  Bullies tend to 
choose peers who are easily intimidated. 
Bullying by girls tends to be verbal and 
usually targets another girl, whereas bullying 
by boys tends to be physical intimidation 
or threats, regardless of the gender of their 
victim. 1, 3-4


Prevalence of Bullying 
Recent studies show that in the United 
States 30 percent of 6th to 10th graders were 
bullies, a target of bullying, or both.1-2 On 
any given day as many as 160,000 students 
nationwide may stay home because they are 
afraid of being bullied.6 Victims of bullying 
can develop low self-esteem, depression and 
anxiety that may subsequently interfere with 
their social and emotional development, as 
well as their academic performance.7-8 Some 
may also develop suicidal thoughts.7 In 
Massachusetts there have been two reports 
of completed suicide in which the victims 
were chronically bullied and no longer able to 
deal with the harassing behavior from their 
peers. Bullying has long-term consequences. 
Research shows that bullies are at a higher 
risk of dropping out of school, getting into 
fights, vandalizing, shoplifting, and substance 
use.6-7, 9 If there is no intervention they are 
also four to six times more likely than their 
non-bullying peers to have at least one 
criminal conviction by age 24.2, 6, 10


Cyberbullying is a relatively new 
phenomenon where bullies use electronic 
means such as e-mail, texting and social 
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networking sites to send mean or threatening 
messages or images to or about someone. Oftentimes 
disparaging information is sent anonymously, or 
bullies pretend to be someone else.1, 6, 11 What makes 
cyberbullying especially dangerous is the speed at 
which the information is propagated with a few 
simple clicks of a mouse. In some ways cyberbullying 
can be more damaging because embarrassing or 
disparaging information can be sent well beyond 
the victim’s school, town, or even state, to virtually 
anyone around the globe.


Identifying Bullying
It is important to recognize signs that a youth may 
be the victim of bullying. Some common signs are 
withdrawal and apprehension about going to school, 
riding the school bus, or taking part in organized 
activities with peers.6, 12  Youth may also develop 
physical symptoms such as headaches, abdominal 
pain, poor appetite, sleep disturbance, and cold-like 
symptoms.7-8, 12 


Parents, teachers, and physicians should also look for 
signs that a youth might be a bully. If the youth gets 
into frequent fights or destroys, steals, or vandalizes 
property, these might be the signs of a bully.4


What Can be Done
Teachers, parents, and the community at large can 
teach youth what they should do if they witness a 
peer being bullied.4  Youth should be taught that it is 
not okay to be a bystander or an instigator and not to 
encourage the bully in any way. Witnesses should be 
taught to report the bully to a supervising adult. In 
cases of cyberbullying youth should be instructed not 
to respond to any posted messages and to report the 
incident to their parents or teachers.


It is important to let victims of bullying know that 
it is not their fault. Victims can be empowered by 
teaching them to take an assertive stance to bullies, 
such as ignoring them and walking away and seeking 
help from a teacher or staff member at their school. 
Explain to them that the true goal of the bully is 
to get a response and it is best that the bully get a 
consequential response from an authoritative figure 
at the school rather than the satisfaction of seeing his/
her victims continue to suffer and feel helpless. If it is 


clear a youth is bullying others, a referral to a mental 
health professional for a comprehensive evaluation 
may help to explain what is causing the bullying and 
to develop a plan to address the destructive behavior. 
Often bullies are not even aware of the extent to which 
they are inflicting physical and emotional trauma.13


Bullying Prevention 
The response to bullying behavior can be seen in both 
the development of novel interventions and legislative 
agendas to impede bullying.  One model intervention, 
the Olweus Bullying Prevention Program (BPP) 
from Norway, reduced bullying incidents by nearly 
50 percent.14 The program, which aims to change 
the social norms that promote passive acceptance of 
bullying behavior, has been adapted and implemented 
in a number of countries.15 Pilot studies of the 
Olweus BPP implemented in the United States have 
demonstrated effectiveness, showing a decrease in 
bullying incidents by 20 - 45 percent.3, 16-17  The most 
robust decreases were noted in the presence of strong 
parent/family and community involvement, similar to 
findings from the Norway BPP.


In 2010 Massachusetts passed one of the country’s 
strictest anti-bullying laws, An Act Relative to 
Bullying in Schools.  The law required all school 
districts to implement bullying prevention programs 
within one year.18  


Bullying Prevention Resources
To learn more about bullying and bullying 
prevention:
http://www.stopbullying.gov/index.html19


For school districts interested in developing their 
own Bullying Prevention and Intervention Plans:


http://www.doe.mass.edu/bullying/20 &
http://www.cfchildren.org/steps-to-respect.aspx21


For researchers: The CDC has compiled a 
compendium of measures for assessing bullying 
experiences: 


http://www.cdc.gov/violenceprevention/pdf/
bullycompendium-a.pdf 22



http://www.stopbullying.gov/index.html

http://www.doe.mass.edu/bullying/

http://www.cfchildren.org/steps-to-respect.aspx

http://www.cdc.gov/violenceprevention/pdf/bullycompendium-a.pdf
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•	 Identify	veteran	criminal	defendants	with	Axis	I	
Disorders	and/or	trauma	history	and	substance	use	
disorders	prior	to	sentencing	


•	 Propose	services	and	treatment	options	as	
alternatives	to	incarceration


•	 Coordinate	services	between	treatment	providers	
and	the	courts,	attorneys,	jails,	probation	officers,	
and	houses	of	correction


A Publication of the Center for Mental Health Services Research
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Research in the Works


A Jail Diversion Program for Veterans with Co-occurring Disorders: MISSION – DIRECT VET


Addressing	 these	 concerns	 is	 MISSION	 DIRECT	 VET,	 (Maintaining	 Independence	 and	 Sobriety	 through	 Systems	
Integration,	Outreach,	 and	Networking	Diversion	&	Recovery	 for	 Traumatized	Veterans,	 “MDV”)	 a	 study	 funded	 by	 a	
grant	from	SAMHSA	to	the	Massachusetts	Department	of	Mental	Health	(DMH)	being	conducted	by	the	UMass	Medical	
School,	UMass	Boston,	Veterans	Administration,	DMH,	and	other	state	agencies.	This	court-based	diversion	program	serves	
Massachusetts	veterans	with	trauma-related	mental	health	and	substance	use	problems.	MDV	seeks	to:		


MDV	is	court-based,	diverting	veterans	post-adjudication.	
Inclusion	criteria	are:	
•	 >18	years	old
•	 Veteran	status
•	 Trauma	history	or	other	Axis	I	psychiatric	disorder
•	 Substance	abuse	or	dependence
•	 Criminal	charge(s)


Once	eligibility	has	been	determined,	MDV	personnel	conduct	a	clinical	assessment	and	present	a	treatment	plan	to	
defense	counsel,	who	may	present	the	MDV	option	to	the	court	in	lieu	of	incarceration.	Criminal	justice	personnel	and	
public	defenders	receive	training	on	the	mental	health	needs	of	returning	veterans	and	on	the	MDV	program.	MDV	
clinical	teams,	consisting	of	Case	Managers	and	Peer	Support	Specialists,	receive	training	in	veteran-focused	trauma-
informed	care.	


MDV participants receive 12 months of:


•	 Critical	Time	Intervention	case	management	(time	intensive	intervention	promoting	community	services	engagement	
and	supports)


•	 Dual	Recovery	Therapy	(counseling	for	co-occurring	mental	health	and	substance	abuse	disorders	involving	the	teaching	
and	reinforcement	of	self-management	skills)


•	 Peer	support	role	modeling	of	recovery	behaviors	reinforcing	treatment	engagement
•	 Manualized	MISSION	approach:


1. Care	coordination	and	wraparound	model	
2. Integrated	Dual	Recovery	Therapy,	Critical	Time	Intervention,	and	Peer	Support
3. Treatment	manual	and	consumer	workbook5,6	
4. Trauma-informed	care		


Additional wraparound services include referrals and linkages to services as needed.


This	is	a	product	of	Psychiatry	Information	in	Brief.	An	electronic	copy	of	this	issue	of	Research	in	the	Works	with	full	references	can	be	found	at	http://escholarship.umassmed.edu/pib/vol10/iss1/1	
Opinions	expressed	in	this	Research	in	the	Works	are	those	of	the	author(s)	and	not	necessarily	those	of	the	University	of	Massachusetts	Medical	School	or	the	Dept.	of	Psychiatry.


•	 reduce	criminal	justice	involvement
•	 treat	mental	health,	substance	abuse	and	other	trauma	


related	symptoms
•	 use	a	systematic	wrap-around	model


•	 provide	care	coordination,	and	peer	support	and	
trauma	informed	services


•	 develop	interagency	partnerships


Research Team: 	Paul	P.	Christopher,	MD;	William	H.	Fisher,	PhD;	Mary	Ellen	Foti,	MD;	Carl	Fulwiler,	MD,	PhD;	Albert	J.	Grudzinskas,	Jr,	JD;	Stephanie	Hartwell,	PhD;	
David	A.	Smelson,	PsyD;	Debra	A.	Pinals,	MD.;		Funder: SAMHSA	Grant	#E635000000Z1628;			Time Frame: 2008-2013;			Contact Person: Carl.Fulwiler@umassmed.edu


study goals intervention design


An	estimated	18.5%	of	Iraq	and	Afghanistan	veterans	have	an	active	mental	health	condition1	and	over	half	have	two	or	
more	mental	health	diagnoses.2	Growing	concern	over	criminal	justice	system	involvement	is	stemming	from	evidence	
that	approximately	three	of	every	four	Vietnam	veterans	experience	co-occurring	disorders3	and	that	individuals	with	
co-occurring	mental	illness/substance	use	disorders	are	disproportionately	represented	in	jails	and	prisons.4
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Integration of Primary Health Care & Wellness Services 
Into a Community Mental Health Center


Principal Investigator: Marie Hobart, MD, Chief Medical Offi  cer, Community Healthlink, Assistant Professor of Psychiatry, UMMS 
Evaluator: UMass Center for Mental Health Services Research, Funder: Substance Abuse and Mental Health Services Administration 
Contact: Marie Hobart, MD. Telephone: 508-860-1025, Email: MHobart@communityhealthlink.org


Individuals with serious and persistent mental illness (SPMI) suff er from higher rates of co-morbid medical illness, 
are twice as likely to develop diabetes, hypertension and obesity and have a life expectancy that is on average 25 years 
less than the general population. Factors reducing mortality in this population include healthy diet, regular exercise, 
smoking cessation, and access to primary care. Primary and Behavioral Health Care Integration (PBHCI) is a SAMHSA 
funded service grant to implement a model of improving access to and engagement with primary care and wellness 
resources for the adult outpatient population at Worcester’s Community Healthlink (CHL).  CHL is partnering with the 
Family Health Center of Worcester in order to provide onsite primary care for this high risk population. 


Linking Needs & Services Th rough PBHCI Implementation:
Implementation will include improving access to and participation in care for physical illness, implementing wellness 
interventions, and improving coordination of care between CHL and primary care providers. Services will include:
• assigning a Nurse Care Manager for program participants 
• providing a Nurse Practitioner onsite at CHL with direct access to all medical services of the Family Health Center
• improved systems for tracking blood pressure, weight, blood sugar, lipids, tobacco use, etc
• individual and group counseling regarding tobacco cessation as well as  nicotine anonymous meetings
• individual and group walking programs or referrals to local fi tness facilities
• nutrition education and mindfulness based stress reduction programs


Project evaluation will focus on three main areas: 
I. Process Outcomes 
• the eff ectiveness of the planning process and 


implementation of the interventions
II. System Outcomes 
• the proportion of mental health consumers screened 


for obesity, diabetes, co-occurring substance use 
disorders, etc. 


• the proportion of referrals and completed referrals, and 
participation in wellness activities


III. Consumer Outcomes 
• participants’ Body Mass Index, blood pressure, blood 


glucose levels, CO levels, etc
• participants’ waist circumference
• participants’ improved lipid profi les


During the course of the study, we anticipate improvements 
in the areas of: 
I. Wellness Interventions
• individual plans for participants to increase physical 


activities as well as improve diet
• individualized curriculum on smoking cessation, 


mindfulness, disease self-management, nutrition, etc. 
II. Redesign of Medical Record
• prompts on overdue lab work and the technology to 


visualize changes over time (i.e. weight, cholesterol) 
• working with consumers to assist in maintaining their 


own medical records
III. System Improvements
• generate improvements in referral and communications 
• forging better ways to share information and scheduling 


between outside primary care providers and CHL


Mauer, Barbara, MSW, CMC. (2006). National Association of State Mental Health Program Directors. Morbidity and Mortality in People with Serious Mental Illness. 
Th irteenth in a Series of Technical Reports. Retrieved from: http://www.nasmhpd.org
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Research in the Works


Determining the Eff ectiveness of PBHCI: Anticipated Outcomes for Community Healthlink 
& the Family Health Center of Worcester:
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Carl Fulwiler and Fernando de Torrijos
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2011


Mindfulness can be defined as 
paying attention to one’s inner 
and outer experiences in a 


non-judgmental manner from moment 
to moment. (Kabat-Zinn, 2003)  When 
we are mindful we are more aware of the 
current moment and we simply observe our 
thoughts, feelings and sensations as they 
are without reacting to or trying to change 
them.


Most of the time we are immersed in a 
constant stream of inner experience without 
being aware of it, or of how our thoughts, 
feelings, desires and impulses influence us.  
Frequently our thoughts, whether about 
illness, not getting what we want, problems 
from the past or worries about the future, 
make us feel angry, anxious or depressed.  By 
cultivating mindfulness we can learn to step 
back from our inner and outer experience, 
freeing us from habitual patterns of reacting 
to it or judging it. Instead, we can learn to 
live in the present moment and to make 
wise choices about how we respond to the 
mental and physical events in our lives.


Although mindfulness practice may result 
in relaxation and a calm mind, mindfulness 
is a skill that can be applied to be present 
with any state, including arousal, habitual 
reactions, and physical or emotional 
pain. Mindfulness has been practiced for 
thousands of years in different spiritual 
traditions. In 1979, Dr. Jon Kabat-Zinn 
developed a mindfulness-based curriculum 
at UMass Medical Center to help medical 
patients incorporate mindfulness practice 
in their daily life to help them cope with 
stress, chronic pain and other chronic 


medical conditions. (Kabat-Zinn, 1990)  This 
program, called Mindfulness-Based Stress 
Reduction (MBSR), has been replicated 
around the world and helped spark the 
growing popularity of mindfulness practices. 
(Ludwig, 2008) 


Adaptations of MBSR followed, including:
• Mindfulness-Based Cognitive 


Therapy (MBCT) for prevention of   
recurrence of  depression (Segal et  
al., 2002) 


• Mindfulness-Based Relapse
Prevention (MBRP) for prevention of 
substance abuse relapse (Chawla et 
al., 2010)


• Mindfulness has also been
incorporated into other cognitive-
behavioral interventions such as 
Dialectical Behavior Therapy (DBT; 
Linehan, 1993) and Acceptance and 
Commitment Therapy (ACT; Hayes 
et al., 2004)


Research on Mindfulness
Mindfulness-based interventions have been 
found to be benefi cial for a number of 
psychological and physical conditions such as 
chronic pain, depression, anxiety, addictions 
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In randomized studies, MBSR participants have 
shown signifi cant brain and immune changes 
compared with control groups:


• A study conducted in a workplace setting
found that MBSR participants demonstrated 
a shift  in left -sided EEG activation over 
prefrontal cortex, an area associated with 
positive aff ect, and signifi cantly greater 
immune response following infl uenza 
vaccination compared to controls.
(Davidson et al., 2003)  


• A recent study of MBSR found increases in
volume of the hippocampus, an area 
associated with learning and memory, and 
reductions in volume of the amygdala, 
a region associated with anxiety and 
stress. (Hölzel et al., 2011)  Moreover, the 
decrease in amydala volume correlated with 
reductions in stress levels.


and personality disorder. (Grossman, 2004)  It has been 
shown that participating in an 8-week MBSR training 
produces changes in the brain function and the immune 
system conducive to wellness. Research has shown that 
mindfulness practice leads to improvements in brain 
functions that help us to respond better to stressful and 
upsetting conditions and situations, like chronic pain, 
or upsetting thoughts.  


At the Center for Mental Health Services Research at 
UMass, the authors are conducting research on how 
mindfulness aff ects physical and emotional well-being. 
In one project we are developing a mindfulness-based 
intervention for people with lived experience of trauma 
and substance abuse in prison. In another we are 
collaborating with other researchers at UMass to study 
changes in brain circuitry involved in the benefi cial 
eff ects of mindfulness.  Finally, we are studying the 
benefi ts of mindfulness trainings conducted by Mr. 
de Torrijos with medical students, residents, inpatient 
staff , and inpatients in the UMass Dept. of Psychiatry 
and at Worcester State Hospital.


Recommendations for a Mindfulness-Based 
Approach to Wellness 
Th e stress response is our body’s way of dealing with 
any threat, pressure or demand.  In true emergencies 
it activates our fi ght or fl ight mechanism of self-
protection.  But most of the time the stress response 
is triggered by our automatic, or habitual, reactions to 
situations. Chronic or repeated activation of the stress 
response leads to health problems and reduces our 
quality of life.  Mindfulness works to reduce stress and 
increase our ability to enjoy life by bringing awareness 


Mindfulness is developed through a variety of 
formal meditation practices, and informal practices 
applied in daily life.  
Formal mindfulness practices include:


• sitting meditation
• body scan
• mindful yoga
• walking meditation
• loving-kindness meditation


Informal practices bring full awareness to everyday 
activities such as eating, breathing, walking, 
washing the dishes, brushing our teeth, etc.


to these automatic reactions and, in doing so, breaking 
the chain of habitual responses.


Mindfulness-based stress reduction can be part of 
a holistic approach that encourages people to take 
responsibility for improving their health and well-
being.  Learning to pay attention and be present 
with whatever arises in experience encourages the 
development of health-promoting behavior changes, 
including informed exercise, nutritional awareness, 
and improved sleep.  In addition, it promotes changes 
in unhealthy behaviors such as smoking, emotional 
eating, and alcohol and drug use. 


Mindfulness off ers a foundation for creating a “culture 
of wellness” for all stakeholders involved in the person-
centered approach to healthcare. Acknowledgement 
of the holistic nature of individuals is fundamental to 
mindfulness practices which focus on the whole person, 
including the physical, mental and spiritual dimensions.  
Mindfulness is also strength-based and focused on 
what a person can choose to do to cultivate their own 
well-being using the wisdom and vast potential of 
inner resources available to everyone.  Many employers 
and healthcare organizations are off ering mindfulness 
training to staff  and patients because it confers benefi ts 
such as improved stress management and well-being, 
enhanced spirituality, increased capacity for empathy, 
and reductions in anxiety and burn-out.


An electronic copy of this issue brief with full references can be found at http://escholarship.umassmed.edu/pib/vol8/iss2/1
Opinions expressed in this brief are those of the author(s) and not necessarily those of the University of Massachusetts Medical School or the Department of Psychiatry.
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Mindfulness is the act of moment to moment 
awareness of what is happening in the here 


and now. The practice of mindfulness is to bring 
awareness to one’s present experience in a non-
judgmental, non-reactive manner. Mindfulness 
practice has been in existence for over 2,500 
years, however, it has gained increasing attention 
by Westerners since the 1970’s. 


This issue brief provides a brief history of 
Mindfulness-Based Stress Reduction (MBSR) 
followed by a focus on Mindfulness-Based 
Cognitive Therapy (MBCT). An overview 
and literature review of MBCT describes 
the emergence of MBCT as an intervention 
addressing depression. This issue brief concludes 
with recent findings that call for further MBCT 
research in the areas of anxiety and addiction 
relapse. 


Mindfulness and Mindfulness-Based 
Stress Reduction
In 1979, Jon Kabat-Zinn at the University 
of Massachusetts Medical Center developed 
the Mindfulness-Based Stress Reduction 
(MBSR) Program to alleviate the suffering 
of patients with chronic conditions. The 
MBSR Program is an 8 week class focused on 
experiential learning of mindfulness practices 
and yoga, involving teacher-guided inquiry 
and psychoeducation. Over time participants 
develop their own personal practice of 
mindfulness. They learn new ways of relating 
to themselves and their experience through 
training to focus attention on kindness 
and compassion rather than judgment or 
avoidance. As evidence began to accumulate 
for the efficacy of MBSR, a number of related 
interventions were developed to address mental 
health problems such as depression, anxiety, 
and addiction.


Mindfulness-Based Cognitive 
Therapy 
Mindfulness-Based Cognitive Therapy (MBCT)
was created to prevent recurrence of depression 
in people recovered from previous depressive 
episodes (Segal, 2012). Major Depression (MD)
is a common and serious health problem and 
the chances of a recurrence increase with each 
episode. In response to relatively small normal 
changes in mood, people who have suffered an 
episode of depression are much more likely to 
experience a return to negative thinking and 
sadness. MBCT integrates elements of Cognitive 
Therapy with the basic framework of MBSR. 
Cognitive Therapy focuses on psychoeducation 
about depression and mindfulness preventative 
depressive relapse skills. In MBCT these are 
substituted for MBSR’s focus on stress reduction. 
With MBCT participants learn to become more 
aware of negative thoughts and sad feelings, and 
to adopt an attitude of curiosity, acceptance, 
and non-judgment. In contrast to traditional 
therapeutic approaches, the point of MBCT 
is neither to explain the origin of unpleasant 
thoughts or feelings, nor to replace them with 
different ones. Rather, MBCT helps patients 
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sustain an alert and flexible awareness, which over time 
diminishes the impact of negative thoughts and low 
moods. 


Current Research: MBCT for Major 
Depression
Recent research has supported the efficacy of MBCT for 
reducing the chances of a further depressive episodes 
for patients with major depression. This research on 
MBCT is based on the 8-week class format in a series 
of randomized clinical trials with patients who had 
experienced 3 or more episodes of depression and are 
currently in remission. There have been six randomized 
controlled trials of MBCT in people with a history of 
depression that, in aggregate, demonstrate that it reduces 
the chances of another episode of depression by almost 
half (Williams & Kuyken, 2012). Two studies compared 
the efficacy of MBCT and gradual discontinuation of 
maintenance anti-depressants (ADs) vs. continuation of 
ADs alone (Segal, 2010; Kuyken et al., 2008). The data 
show no significant difference in the number of relapses 
between the two treatment options. The study by Kuyken 
et al. (2008) was notable for being conducted in primary 
care settings and for demonstrating that MBCT was 
superior for improving quality of life and comparable 
in cost. As a result of these studies MBCT is now 
considered an evidence-based practice for the prevention 
of depressive relapse (National Registry of Evidence-
based Programs and Practices (NREPP), 2012). All of 
this current research suggests that for patients with 3 or 
more episodes of depression, MBCT is equal in efficacy to 
remaining on antidepressants indefinitely for preventing 
future episodes.


Research has also explored MBCT for the reduction 
of residual depressive symptoms in patients with MD. 
Studies have shown that MBCT added to treatment as 
usual was significantly better than treatment as usual for 
the reduction of residual depressive symptoms (Kingston 
et al., 2007; Barnhofer et al., 2009; Crane et al., 2008). One 
study also shows that MBCT and gradual discontinuation 
of maintenance ADs provides significantly greater 
reduction of symptoms than the continuation of ADs 
alone (Kuyken et al., 2008). 


Further Research: MBCT for Anxiety and 
Addiction 
MBCT has also been adapted as an intervention for other 
disorders but only a few studies have been published to 


date and therefore the evidence is limited. For anxiety 
disorders, MBCT has been studied specific to Generalized 
Anxiety Disorder, Panic Disorder (Kim et. al., 2009), and 
Social Phobia (Piet, Hougaard, Hecksher, & Rosenberg, 
2010). These studies have demonstrated significant 
improvement in anxiety symptoms with MBCT compared 
to control interventions such as psychoeducation groups 
or group-based cognitive therapy, but the sample sizes 
have been small and additional studies will be needed to 
confirm the results.


MBCT has also been adapted for the prevention of 
addiction relapse. Mindfulness-Based Relapse Prevention 
(MBRP) follows the same 8-week group-based format 
incorporating cognitive behavioral treatment for relapse 
prevention. Like MBCT, patients are introduced to body 
scans, sitting meditation, and yoga. Over the course of 
MBRP, patients are instructed to be mindfully aware of 
their cravings for drugs and alcohol, identify triggers, 
and prepare for the possibility of a relapse. A pilot study 
of MBRP found reductions in days of use and cravings at 
the end of treatment compared to controls who received 
treatment as usual (Bowen et al., 2009). Post-hoc analysis 
data from this study suggested that MBRP might be most 
helpful in the presence of depressive symptoms, which 
may predispose to relapse (Witkiewitz & Bowen, 2010). 


For more information about MBCT for depression see 
www.mbct.com 


or the book “The Mindful Way Through Depression: 
Freeing yourself from Chronic Unhappiness,” that includes 


a CD with guided practices.



http://escholarship.umassmed.edu/pib/vol10/iss2/1
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A national mental health program should 
recognize that major mental illness is the core 
problem and unfinished business of the mental 
health movement.
 Action for Mental Health, 1961


Mental health advocates in America 
have been in existence since the 
opening of the first public asylum 


– Eastern State Hospital in Williamsburg, 
Virginia – in 1772.  Advocacy and the role of 
advocates still continues today, 240 years later, 
as the mental health community lobbies for 
the rights and concerns of individuals living 
with mental illness.  Advocacy efforts focus on 
various issues such as comprehensive health 
insurance coverage (e.g., the federal Patient 
Protection and Affordable Care Act), the 
implementation of advance directives, and 
the need for specialized services for children 
with mental health conditions and their 
families.  This Psychiatry Issue Brief explores 
the history of recovery and advocacy, barriers 
and strategies to the advocacy movement, and 
potential pitfalls of advocates not working 
together toward shared goals. 
 
Recovery as Central to Advocacy
Recovery, probably the fundamental focal 
point in contemporary advocacy, is a concept 
that has waxed and waned in its centrality to 
American psychiatry since the golden age of 
the “lunatic asylums,” which were founded 
on the principle of recovery.  Psychiatrists in 
asylums were focused on removing suffering 
individuals from the sources of stress (families, 
work) to a healing environment (asylum) 
where the superintendent, assisted by small 
number of staff, could pursue the cure of each 
individual patient and return the patient to the 
community.  By viewing insanity as an acute 
disease that could be cured at each episode, and 


by only looking at discharges, superintendents 
reported cure rates as high as 90+ percent.  By 
the 1880s, Pliny Earle, Superintendent of the 
asylum in Northampton, Massachusetts, had 
documented the fallacies in the superintendents’ 
statistics (Earle, 1887).  


From the late 1880s to the end of World War II 
American psychiatry lost its focus on recovery 
being a central advocacy goal.   The size of 
state hospital populations – made up of people 
with mental illnesses, with neurosyphilis, who 
were elderly, or who simply had nowhere else 
to go – grew beyond anyone’s expectation – to 
single state hospitals with 16,000 to 18,000 
patients.  The focus on recovery reappeared in 
the 1950s with an emphasis in state hospitals 
on social skills, work, and returning patients 
to the community and the workforce (Geller, 
2000).  Before recovery could gain a foothold, 
hospital-based recovery was lost to the new 
focus of just getting patients out of the hospital, 
retrospectively labeled, “deinstitutionalization.”


In more recent years the concept of recovery 
has again been highlighted within professional 
and grassroots psychiatric and mental health 
communities. The American Association 
of Community Psychiatrists was the first 
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professional group to focus on the modern version of 
recovery, as evidenced by the guidelines the organization 
established on Recovery in 2003 (AACP 2003).  Recovery 
became an American Psychiatric Association focus with 
the adoption of a position statement on recovery in July 
2005 (APA 2005).  The Substance Abuse and Mental 
Health Services Administration has, of late, pushed the 
recovery agenda with all the tools within its portfolio.  


As in any movement, there are some who are out front.  
Some leaders of the rebirth of the focus of recovery 
include Judy Chamberlin (deceased) and Dan Fisher, MD, 
PhD, of the National Empowerment Center; Pat Deegan, 
of the Institute for the Study of Human Resilience; Fred 
Frese, PhD, of the Northeast Ohio Medical University; 
and William Anthony, PhD, of the Boston University 
Center for Psychiatric Rehabilitation.  Anthony was 
the first person not self-identified as being or having 
been a person with serious mental illness to call for 
a fundamental shifting of psychiatric treatment to a 
recovery model (Anthony, 2000).


Barriers to Advocacy 
Impediments to effective advocacy for improved 
treatment and community-based services have remained 
largely unchanged for 50 years.  One barrier to successful 
advocacy has been the lack of cooperation, which can 
deteriorate to strident antagonism and open hostility, 
between the three major cohorts of mental health 
advocates: professionals, persons with mental illnesses/
consumer groups, and families and other supporters 
of persons with mental illnesses.  The other barrier 
to advocacy is the infighting within the cohorts, e.g., 
between psychiatrist and psychologist, patients for and 
against psychotropic medication, and family members for 
and against involuntary medications for outpatients.
 
Only when these different cohorts can consistently 
advocate together for improvements in the system of 
care for persons with mental illness will advocacy for 
this population emerge from its marginalized state, and 
movement toward government reform be achieved.  


Advocacy Strategies
The three cohorts of advocates emphasize different 
methods of advocacy.  Professionals focus on lobbying 
through organizations that often have a paid lobbyist to 
inform legislators, consumer groups utilize rallies and 
protests, and families organize to educate and lobby 
policymakers.  The emphasis on multiple methods of 
advocacy has tended to mask the common agendas of 


these separate cohorts.  For example, consumer groups 
protest against the use of restraint, while professionals 
work to reduce restraint to an absolute minimum.  Given 
that these groups have fairly comparable objectives it 
could be assumed that these two groups could sit down to 
address the reduction of restraint with a shared goal - but 
this rarely happens.


We appreciate your feedback: Please click here to answer our brief survey


Advocate Together 
Each of these advocacy groups have a legitimate point of 
view, but only when people who populate the world of 
psychiatry – patients, doctors, consumers, nurses, victims 
and beneficiaries –advocate together, can the resources for 
recovery be fully mobilized to achieve positive outcomes.  
As recommended in the World Health Organization’s 2003 
publication, Advocacy for Mental Health, these advocacy 
groups “should establish a dialogue with representatives 
of all groups involved in mental health advocacy in 
the countries or regions concerned. It is important to 
understand their needs, motivations and diverse methods 
of advocacy. Helping them to find common issues and 
goals can contribute to the formation of alliances and 
coalitions. Helping them to identify their similarities can 
give them more strength and power to advocate both with 
the general population and with policy-makers, without 
the loss of their identities.” (p. 61)   Advocates need to 
come together to develop consensus positions on:
 
•	 a non-discriminatory, inclusive health insurance 


schema, 
•	 a campaign to end stigma, 
•	 a plan for prevention of comorbidities, 
•	 places for rehabilitation/recovery and 
•	 a system of workforce development geared toward 


both treatment providers and employment specialists 
who assist persons with psychiatric disabilities to 
enter or return to competitive employment.


The choice is ours.  Are we ready or not?



http://www.surveymonkey.com/s/PXYJTT6





References


American Association of Community Psychiatrists (2003).  AACP  Guidelines for Recovery Oriented Services. http://www.
communitypsychiatry.org/publications/clinical_and_administrative_tools_guidelines/ROSGuidelines.aspx


American Psychiatric Association. (2005). Use of the concept of recovery: A position statement.


Anthony WA (2000).  A recovery-oriented service system:  Setting some system level standards.  Psychiatric Rehabilitation Journal 
24:159-168.  


Earle P (1887).  The curability of insanity: a series of studies.  Philadelphia, J.B. Lippincott. 


Geller JL (2000).  The last half-century of psychiatric services as reflected in Psychiatric Services.  Psychiatric Services 51:41-67.


Joint Commission on Mental Illness and Health (1961).  Action for Mental Health, Basic Books, New York.  


World Health Organization (2003).  Advocacy for mental health. Mental Health Policy and Service Guidance.  Geneva.


Mental Illness, Advocacy & Recovery: Ready or Not? - J. Geller








A Publication of the Center for Mental Health Services Research
A Massachusetts Department of Mental Health Research Center of ExcellenceIssue 1 2011


1990 1995 2000 2005 2010


1996: M-POWER and 
DMH reach a consensus 
to implement informed 
consent policy


1991: M-POWER1 
studies legal & ethical 
requirements to 
informed consent


2009: DMH: Procures 
CBFS3 treatment 
model to use in 
outpatient services


2009: DMH and 
CQI4 hold a SDM 
summit in June


2000: M-POWER joins 
DMH2 medical directors 
to meet statewide group 
of DMH psychiatrists to 
discuss informed consent


2008: MBHP5 selects 
CommonGround6 for use 
with psychiatrists at three 
outpatient clinics


Additional Resources:
1. Massachusetts People/Patients Organized for Wellness, 


Empowerment, and Right (M-POWER), a grassroots organization
2. Department of Mental Health (DMH)
3. Community Based Flexible Supports (CBFS), a treatment model
4. Consumer Quality Initiatives (CQI)
5. Massachusetts Behavioral Health Partnership (MBHP)
6. CommonGround, a clinical decision support model created by 


Pat Deegan for use with patients seeing psychiatrists 


*Charles, CA., Whelan, T., Gafni, A., Willan, A., & Farrell, S. (2003). Shared treatment decision making: What 
does it mean to physicians? Journal of Clinical Oncology, 21(5), 932‐936.


Authored By: 
Jonathan Delman, JD, MPH, PhD (cand.), Mary 
Ellen Foti, MD, Lisa Mistler, MD, MS, Tamar 
Skolnick. DMH Website / Center for Mental 
Health Services Website


For more information on SDM visit: http://www.
samhsa.gov/ConsumerSurvivor/shared.asp


Shared Decision Making (SDM) is the process in which provider and consumers participate in all phases of the 
decision making process and together negotiate a treatment to implement.*


First Steps & Beyond: Incorporating Shared Decision Making (SDM) in Massachusetts 
Mental Health Services (Report & Recommendations from the 2009 Summit)


Research You Can Use


SDM –THE JOURNEY SO FAR


• Providers have concerns that many consumers lack the 
resources and support to actively participate in SDM.


• Consumer’s racial, ethnic and cultural background 
can aff ect his or her views about health conditions and 
treatments.


• SDM require new kinds of provider training.
• Peer specialists have the potential to serve as eff ective 


decision coaches.


Key Findings From The 2009 SDM Summit


• State policy and opinion leaders should send 
clear message that SDM is critical to high quality 
care.


• SDM initiative should take into account racial, 
ethnic and cultural factors of SDM.


• A workforce training strategy should be 
developed.


• Th e roles of peer specialists should be 
formalized.


Moving Forward







