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P
eople who have a mental
illness can get into trouble
more easily than the rest of
us. And it’s not just the
trouble of being misunder-

stood or not fitting in or seeing
the world through a different lens.
Sometimes the trouble is legal.
When it is, it’s much easier to get
into prison than it is to get out.

Robbie Altenor knows this well.
A special assistant to the deputy
secretary in the Pennsylvania
Office of Mental Health and Sub-
stance Abuse Services (OMHSAS),
she acts as liaison to, and on point
for, special populations—includ-
ing those who have serious men-
tal illness and are involved, or at
risk of becoming involved, with
the criminal justice system. 

That’s one reason why every
state is required to have a mental
health planning council. Altenor
works with Pennsylvania’s, the
OMHSAS Advisory Committee.

OMHSAS is responsible for all
aspects of the service delivery 
system; it works closely with the
advisory committee to assess,
plan, evaluate and transform 
the system. 

Late in 2005, the advisory 
committee directed OMHSAS to
convene the Forensic Agenda
Work Group (FAWG) to look at
the problems of people with men-
tal illness and their involvement
with criminal justice. In Septem-
ber 2006, FAWG’s  report was sub-
mitted.  

“Our first step,” says Altenor,
who put the report together, “was
to review what is—and then to
develop an agenda for OMHSAS to
address it. We did this by looking
at the interface of people who
interact with both systems—
mental health and criminal jus-
tice, and sometimes drugs and
alcohol—and sometimes health
care, developmental disability,

homelessness and other factors.”
The FAWG recommendations, 

Altenor says, “turned out not to
be earth-shattering, not rocket 
science—not new to any of us. 
In fact, some of the recommenda-
tions are already being instituted
in parts of Pennsylvania and other
states, and are consistent with the
recommendations of groups
around the country.” 

The problem is, those recom-
mendations are not being imple-
mented consistently, Altenor says. 

“The FAWG report supports
what we’ve been trying to do in
some areas of the state, and hope
will reinforce the need to do
more. 

“Basically, the recommenda-
tions conclude that Pennsylvania
needs more consistent collabora-
tion with our criminal justice part-
ners. I don’t think we need to
reinvent what’s being done; we
just have to figure out how to 
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Getting out 
and staying out
People with mental illness who become entangled in the criminal justice system don’t usually
get the same treatment as the rest of the prison population—even though they need more. 
A recently released report hopes to change that. 
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Overcoming stigma and discrimination

W e expect that certified peer specialists will cause sweeping
changes in the behavioral health system. One of the most
important changes will be a reduction in stigma and dis-

crimination. Here’s why:
People with mental illness often credit the support of their

peers with helping them in their recovery. Because they have
“been there,” peers who work in the behavioral health system
have empathy and insight, and the unique capacity to inspire
hope, trust, personal responsibility, empowerment, self-determi-
nation and social connectedness. They are great role models for
recovery, and can teach others like themselves what it takes to
make recovery possible. 

At the same time, people with mental illness often say that
their recovery has been hampered by the negative attitudes of
some mental health professionals—the very people who are 
supposed to help them.

That’s because, historically, the medical model has led many
professional staff to focus on what’s wrong with people instead
of on their strengths, hopes and abilities, which are central to
the peer support/recovery model. The medical model has led
many professionals to consider their clients as subordinates
rather than partners in treatment, to think that their clients are
incapable of making decisions for themselves, and, too often, to
dismiss the possibility of their clients’ recovery.

As certified peer specialists help transform the behavioral
health system, an important component of this transformation
is likely to be the changing attitudes of professional staff. 

Just as desegregation reduced institutional racism, integrating
peer specialists into the professional behavioral health work
force can be a powerful strategy for educating professionals
about how to help their clients achieve recovery as well as open-
ing their eyes to how they view people who have mental illness. 

Certified peer specialists are valuable team members whose
efforts complement the work of mental health professionals.
Although professionals may be skeptical about working with
“consumers” as equal team members, attitudes change when
people begin to know one another and learn to respect each
other. It will be tough for mental health professionals to hold
on to their beliefs about the limitations of people with mental
illness when their daily interactions with peer teammates
demonstrate the capabilities of people in recovery.

That’s what we believe will happen as peer specialists make
the transition from “consumers” to “colleagues.”

On the cover: Montgomery County certified peer
specialists attend their monthly professional develop-
ment meeting for continuing education and technical
assistance regarding the provision of peer support. 
It’s also a great time for networking and sharing
information.
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make it accessible in quality and
quantity to everybody.”

A s an example of what should
happen, Altenor provides the
following scenario: Say an

individual—call him Ron—is in
state prison. After many years of
incarceration during which Ron
has been receiving mental health
treatment, he is now approaching
the date when he is scheduled to
be released. When Ron is getting
ready to go back to the commu-
nity, Altenor says, there should be
multi-agency case management
and planning so that he doesn’t
fall through the cracks and end up
back in prison. 

Or say that Ron is eligible for
parole. In his status as a person
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with serious mental illness, his
chances of being paroled are
much less than those of the gen-
eral prison population. In fact,
he’s more likely to be serving a
maximum sentence in the first
place.

Either way, Ron is the respon-
sibility of the Department of
Corrections (DOC) throughout
his incarceration. But that
responsibility ends at midnight
on the date of release. “When
Ron is released,” Altenor
explains, “and isn’t connected
with the mental health services
he needs, he’s on his own. The
likelihood of his ending up back
in the criminal justice system is
very high. We believe the story

would be different if we had case
workers from community men-
tal health who would reach out
to Ron and establish a support-
ive relationship even before he
leaves prison. If we could help
him find stable housing, if we
were more accessible, we’d be
better able to support him and
keep him out of prison.”

Getting out on parole in the
first place is a difficult process,
particularly where mental illness
is involved. Prisoners seeking
parole have to have the ability
to make the initial request,
which involves paperwork, and
then must present themselves
before the parole board to make
their case—if they’re lucky

enough to get the opportunity.  
“People with serious mental 

illness can’t often present them-
selves well enough to do that,”
Altenor says. “I’ve been working
on a project with the Pennsylva-
nia Board of Probation and
Parole, the DOC and the Depart-
ment of Public Welfare, in
which all three agencies will try
to work jointly with the individ-
ual when he first becomes eligi-
ble for parole—in order to make
a presentation that the parole
board might accept. 

“It boggles my mind that 
this has never been done before.
It would be ideal for Ron, for
example, to have a psychologist
or social worker interview him

A
commitment to transforming mental health
and substance abuse service delivery is only
part of the solution for the high numbers of
individuals with mental illness and/or sub-

stance use disorders involved in the criminal jus-
tice system. For these individuals, collaboration
between the mental health/substance abuse and
criminal justice systems is paramount to the
recovery process. 

The need for such collaboration is not unique
to Pennsylvania: 

z Over the course of a six-year period 
(1998-2004), the Akron, Ohio, Police Department
responded to 10,004 calls related to a “mental 
disturbance.” This represents 6.55 percent of the
total call load (1,527,281 calls) during that period. 

z Approximately 5 percent of the U.S. popu-
lation has a serious mental illness,  compared with
up to 16 percent of the prison or jail population,
according to U.S. Department of Justice reports. 

z According to a 2004 report, Miami-Dade
County taxpayers spend $18 per day to house
inmates from the general population and $125
per day to house inmates with mental illness in
the county jail.

Pennsylvania is in a unique position to pro-
vide state-level leadership that fosters meaningful
and effective collaboration between the mental
health/substance abuse and criminal justice sys-
tems and has the potential to improve the lives of
individuals in the criminal justice system after
their release from prison. 

Pennsylvania’s not alone: A glimpse at a 
national problem from the FAWG reportShelley Bishop
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S
ay you’ve just undergone a
serious surgical procedure—
one that will result in your
having to make significant
lifestyle changes that, from

your hospital bed, seem over-
whelming. In walks a visitor— 
a seemingly cheerful and well-
adjusted person—who explains
that she’s had similar surgery, is
now living the life you’re fearing,
and starts telling you all about it.
And, that fast, you begin to see
that you have a future. 

There’s a message there that
nobody else can deliver in quite
the same way—that life will go
on, that you’ll be able to handle
it, and that there is real potential
for you to have a happy, produc-
tive existence. Just like your
cheerful visitor.

The visitor has credibility. Had
the operation. Walks the walk.
Talks the talk. 

That’s the idea behind peer
specialists, although they deal
with mental, not physical, ill-

ness. They constitute a relatively
new category of professionals—
very turn-of-the-21st-century—
who are recovering from a
mental illness and have been
trained and certified to help 
others do the same.

This innovation in mental
health care came about as part of
the response to the 1999 Surgeon
General’s report on mental
health, which identified a focus
on recovery as the missing link in
the mental health system. People
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Peer support works because it offers real-life examples of recovery.
Here’s your chance to meet a few peer specialists on the front lines.

Peer specialists inspire hope
for recovery
Text and photos by Art Spikol

“Peer support is essential. It’s impor-
tant to have access to people who
have experienced what you’re strug-
gling with, and to hear that they
were able to move forward
in their life. That can
help you find your 
own path.

“We’ve trained
about a hun-
dred peer
specialists in

Montgomery County. Each gets 75 hours of training; each has
been through various mental health issues, so they’re pro-

viding peer support from the get-go.
“Many of our peer specialists have been in their jobs

for over 24 months. There would be more peer specialists
if we had more jobs for them, but that will come.

“Today, everyone who comes to a clinical treatment
provider here—whether for the first time or in an
emergency—will find peer support behind any door.
We instituted that. Even the supervisors, who are
not peers but traditional mental health supervisors,
have been trained in peer support. And we offer net-

working and professional develop-
ment seminars on a regular basis.

“I never had a mental illness.
But I have family members

who did. It touches the lives
of so many people.”“We focus on ‘This is possible’

instead of ‘We can’t afford to try that.’”

Pam Howard
She’s director of Adult Mental Health
Services at Montgomery County Mental
Health/Mental Retardation/Drug and
Alcohol/Behavioral Health. She has
spent many years in the field, 
including eight at Hedwig House, a 
psychiatric rehabilitation program.

in prison in order to help him
present his case.”

More typically, it’s been a paper
process, and non-collaborative:
The DOC writes the report and
sends it to the parole board; the
would-be parolee fills out the
paperwork requesting a parole
hearing and forwards it to the
board. Then the board interviews
him and makes its decision. 

“It’s unusual for there to be
multi-agency planning and prepa-
ration for those who will be pre-
senting to the parole board, and
that’s what we’re after,” Altenor
says. “I’m sure it’s been done else-
where before—perhaps in isolated
cases where there’s a good advo-
cate or family involvement—but
to my knowledge this is the first
time that three agencies in Penn-
sylvania will be trying to do
prospective planning for people
who are going to need a lot of
services when they leave prison.
And since ours is a county-based
mental health system (the state
does not run community services
in Pennsylvania), there will be
providers located locally, where
the individuals live, ensuring 
contact. 

“Our job,” Altenor says, “will
be to coordinate with the counties
and offer them guidance, techni-
cal assistance and information
about best practices—although
we’re not in a position to insist
that they provide services beyond
the requirements of the Mental
Health/Mental Retardation Act
and the Mental Health Procedures
Act. There’s no designation in our

regulations or statutes for commu-
nity forensic services. 

“We have outpatient services
for mental health that are
required in every county in Penn-
sylvania. Certainly outpatient
services are accessible to people
who have been involved with the
criminal justice system, but
they’re not identified as criminal
justice outpatient services. Some
counties have certain intensive
case managers to work with peo-
ple who have been involved with
the criminal justice system, but
there's no special designation for
forensic intensive case managers.”

A ltenor recently submitted 
a report addressing these
needs. It was presented to 

the advisory committee, which
has endorsed it and asked the
deputy secretary for OMHSAS to
proceed with its recommenda-
tions. It has been presented to the
office of the secretary of public
welfare, who supports the recom-
mendations. 

“I can’t say that it will result

in mandatory
changes,” Altenor
says. “To do that may
require legislation and
special funding. But 
I think it will encour-
age and support coun-
ties that are providing
the kind of services
we recommend,
encourage other coun-
ties to do so, and help
them figure out how
to fund those services.

Many counties already do provide
much of what we’re after—but
maybe not as much as they need.

“While the state can set direc-
tion, policy and regulation, the
real changes need to occur,”
Altenor says, “at the local level.
And changes occur when people
are talking to each other and
working together. Many counties
in Pennsylvania have Criminal
Justice Advisory Boards, which
include people from the justice
system, the courts, the public
defender, the district attorney and
the human services folks, and if
they’re all working together
locally, they can make change.
Many of the grant programs that
are available to localities to get
money to do local programs are
required to have this kind of inter-
agency board.”  

The report is a good beginning.
“How we’ll actually implement all
of this is still ahead of us,” Altenor
says, “but factors are coming
together that will be very support-
ive of some of the recommenda-
tions in the report.”           —AS
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I
think there’s been an enormous
amount of interest nationally about
the population with serious mental
illness who are involved in the crimi-
nal justice system, and lots of study

and recommendations. So we really have
some good advice and road maps for
what to do. Now it’s time to do it.

—Robbie Altenor



Fricks, who was at the Philadel-
phia meeting and now heads the
Appalachian Consulting Group,
believes the federally funded kit 
is another indication that the
government considers peer 
specialists essential to system
transformation. 

Other states with Medicaid-
reimbursable peer specialist serv-
ices include Arizona, Iowa,

Michigan, North
Carolina and Wash-
ington, as well as
the District of
Columbia. In Penn-
sylvania, Medicaid
approval of peer

specialist services is pending. 
The enthusiasm was reflected

at the national meeting in Phila-
delphia in July. Attendees
included the Centers for Medicare
& Medicaid Services, the National
Mental Health Association (now
Mental Health America) and the
NAMI STAR Center as well as sev-
eral organizations run by people
in recovery from psychiatric dis-

abilities. In addition to Fricks’s
Appalachian Consulting Group,
the latter included three federally
funded consumer-run national
technical assistance centers—
CONTAC, the National Empower-
ment Center, and the National
Mental Health Consumers’ Self-
Help Clearinghouse (an MHASP
program)—plus the Depression
and Bipolar Support Alliance, the
Copeland Center for Wellness and
Recovery, the Mental Health
Empowerment Project in New
York State, and Project Return of
Los Angeles. Also in attendance
were researchers from the Univer-
sity of Pennsylvania, the Univer-
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with mental illness were under-
served by the system because it
didn’t focus on getting them back
to their former lives. 

The report of the President’s
New Freedom Commission on
Mental Health echoed that,
adding that one thing that was
being overlooked was the strength
of consumers of mental health
services themselves and the
potential of consumer-operated
services. 

The system went into self-
improvement mode. The peer 
specialist came into being, often
working in positions where 
credentialing requirements have
traditionally excluded mental
health consumers.

To put it briefly, the concept
works.

This past July, a who’s who of
national and regional mental
health advocacy, service and

research organizations, including
people in recovery from mental 
illness, met in Philadelphia to 
create a trade association—the
National Alliance of Peer Special-
ists (now called the Peer Specialist
Alliance of America)—designed to
promote the emerging profession
of certified peer specialist. 

“Peer specialists offer hope
because they are walking, talking
examples of recovery,” says Joseph
A. Rogers, president and chief
executive officer of the Mental
Health Association of Southeast-
ern Pennsylvania (MHASP), which
organized the meeting and which
is fostering the peer specialist ini-
tiative throughout Pennsylvania.

MHASP’s Institute for Recovery
and Community Integration
teaches aspiring peer specialists
the skills they need to provide
peer support—and serve as models
for recovery. 

G eorgia was the first state to
make peer specialist services
Medicaid-reimbursable. Larry

Fricks, who helped make this hap-
pen when he headed the Georgia
Division of Mental Health Office
of Consumer Relations, noted
that the federal Substance Abuse
and Mental Health Services
Administration is due to release a
resource kit called “Building a
Foundation for Recovery—How
States Can Establish Medicaid-
Funded Peer Support Services and
a Trained Workforce of Peers.”
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There are enough data now to prove that
people who receive peer support services
have fewer and shorter hospitalizations
—and an improved quality of life.

“I was diagnosed with a mental illness when I was 8; I’ve been 
in therapy since I was 10. When I was 14, my mom kicked me out,
so I lived with friends and relatives. I got into alcohol when I was 17.
At 18, I realized I needed help, and I took myself to a lot of community
residential rehabilitation facilities [staffed structured living].

“At 22, I started to go to Milestones, a partial hospital (day) 
program. After about five years there, my therapist told me about
the peer support program. I had doubts—I didn’t think I could
accomplish anything—but I took the training. I was in the very first
class, and was then hired by Milestones. I was 27.

“Today I run a variety of groups—WRAP groups, anger manage-
ment, coping skills—and sit in on some doctor and management
meetings. WRAP stands for Wellness Recovery Action Plan, a four-part
plan that lets individuals outline the things that make them feel

good, care for themselves, identify triggers—those things that
tend to make them ‘go off’—and spot warning signs, the

internal symptoms they might experience, like anxiety.
There’s also a plan for when things really get bad....

“I’ve been very fortunate. Since becoming a
peer specialist, I’ve gone to conferences and have

spoken to hundreds of people who didn’t know
anything about peer specialists.

“Even after a bad night’s sleep or if some-
thing’s really stressing me out, I go to work—
and there someone will tell me about a
meeting I should attend or something I have
to do, and that makes me feel better. I’m
more than my illness, and I have more to
accomplish. Someday I’d like to be a child
psychologist.”

Lisa McClarin 
is a peer specialist at 
Milestones Community
Healthcare in Glenside,
Montgomery County.

Shawn Palmer
Since June 2005, she has
been a peer specialist at the 
Central Montgomery Mental
Health and Mental Retarda-
tion Center. She also attends
Montgomery County Com-
munity College and hopes 
to become a therapist.

“I have a case-
load of about
20 people. I see
them individu-
ally and in my
groups. The
peer specialist
program helped
me realize my
own potential
—that I can do
something, that
I’m not just a
bump on a log.
I have been
helped for so
many years.
It feels very
good to finally
give something
back.”

“I had a drug addiction and a mental illness. I smoked crack
for 12 years. I drank. I used to steal to support my addiction.
I was in and out of jail from 1990 through 2001. The drug
problem started when I used drugs to lose weight. I lost
weight—but along with it came other things.

“I remember getting down on my knees in a prison cell
and asking God to take my will away because I couldn’t do
it like that anymore. In prison, I started going to meetings,
took part in church activities and prayed a lot. I read and I
educated myself.

“When I left prison, I continued going to meetings and
to church, as did another young lady who was in prison
with me. We joined the Second Chance Ministry, of which I
am now vice president. We write to people in prison, give
them support and get them ready for when they come out.
We know that nobody can walk this road alone.

“it was my professor in school who told me about the
peer specialist position. So I came to the Central Mont-
gomery Mental Health and Mental Retardation Center and
told them about my past and my hopes for the future.

“Today, my door is open. As soon as  you walk in the back
door, my office is there. Whatever happens there—people
needing immediate attention, a crisis—I’m there. I’m an
example for others. God has blessed me. When I come into
work, I know I’m part of changing someone else’s life.”

“I can’t just tell the people here,‘You’ll get better.’
But I can help them understand how it can happen.”



sity of Massachusetts Medical
School and the Missouri Institute
of Mental Health, and representa-
tives of the Mental Health Associ-
ation in New Jersey and META
Services of Phoenix. The latter’s
CEO, Gene Johnson, said that in
Arizona, where peer support has
been reimbursed by Medicaid
since 2001, “we have trained
over 600 peer specialists and
employ 225 peer specialist staff
who provide over $7 million
annually in peer services.” Peer
specialists were key, Johnson
said, to META’s transformation
from a traditional mental health

provider to an organization with
a range of recovery practices that
are producing unprecedented
outcomes: the elimination of
restraint on psychiatric inpatient
units, 68 percent successful
employment outcomes, and 70
percent self-sufficiency in com-
munity living. These results, he
said, show that people with psy-
chiatric disabilities can develop
identities beyond disability and
reduce their dependence on serv-
ices, allowing limited resources to
be used more cost-effectively and
reach more people.

In short, there are enough

data now to prove that people
who receive peer support services
have fewer and shorter hospital-
izations—and an improved qual-
ity of life.

Plans are under way to incor-
porate the Peer Specialist Alliance
of America—three-quarters of
whose board will be composed of
peer specialists.

The people you’ve met in this
article contribute to making the
effort work, reinventing them-
selves in the process. Says one
peer specialist, “This program 
has to be the best example of
win-win I’ve ever seen.” 
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Elizabeth Rivera
has been a peer specialist
(they say “peer mentor” at
Trail Guides, where she
works) for over a year. She
has experienced depression;
some family members have
had mental illness. Before
she met her husband, he
was a drug addict. Her life
experience qualified her for
peer specialist training.

“I’ve been a peer specialist at MHASP for a
year. The program’s called Trail Guides. We
work with young adults who are referred to
us; we explain what the program is about,
help them with social skills, help them get a
job, whatever goal they set—it’s up to them.
We try to meet with them on a weekly basis,
at their convenience. We go to them; they
don’t come to us. Sometimes I go to their
homes, or meet them at the mall. Some of
them don’t know how to travel, and that
could be their goal. I work with one girl who
has a bit of mental retardation; it’s difficult
for her to memorize. She doesn’t know her
address or phone number. But she has
reached her goal of traveling from her house
to the transportation center, and that’s a big
thing in her life. Right now, I’m trying to get
her to Gateway, an agency that helps people
with mental retardation find jobs. I’m teach-
ing another girl how to cook.

“The job isn’t easy. I have eight people I’m
responsible to see. It’s hard to get them to
keep appointments. At first the stress both-
ered me, but now it’s one of the things I like.

“My husband works at the Parents Involved
Network [another MHASP program] as an
advocate for elementary-school-age children.
We have plenty to talk about.”
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American Psychiatric Association
2007 Annual Meeting
May 19-24, 2007
San Diego Convention Center
San Diego, Calif.
http://www.psych.org/edu/ann_mtgs/am/07/index.cfm

U.S. Psychiatric Rehabilitation Association (USPRA)
32nd Annual USPRA Conference
“Recovery: The Magic Is in US!”
May 21-24, 2007
Wyndham Orlando Resort
Orlando, Fla.
http://www.uspra.org/i4a/pages/index.cfm?pageid=3571

World Psychiatric Association (WPA)
Thematic Conference
“Coercive Treatment in Psychiatry: A Comprehensive
Review”
June 6-8, 2007
Dresden, Germany
http://www.wpa2007dresden.org 

Mental Health America 
(formerly National Mental Health Association)
Annual Meeting 2007
June 6-9
Washington, D.C.
http://www.nmha.org/go/annualmeeting

Seventh International Conference on Bipolar Disorder
University of Pittsburgh Medical Center/Western Psychi-
atric Institute and Clinic
June 7-9, 2007
David L. Lawrence Convention Center
Pittsburgh, Pa.
http://www.wpic.pitt.edu/stanley/7thbipconf/

First North American Correctional and Criminal Justice
Psychology Conference
June 7-9, 2007
Ottawa, Ontario, Canada
http://www.cpa.ca/sections/criminaljustice/northameri-
cancorrectionalandcriminaljusticepsychologyconference-
naccjpc/

Pennsylvania Mental Health Consumers’ Association
(PMHCA)
19th Annual Pennsylvania Statewide Consumer Conference
“We the People—Diverse and United”
June 18-21, 2007
Valley Forge Convention Plaza (Radisson)
King of Prussia, Pa.
http://www.pmhca.org/pages/conference/

National Alliance on Mental Illness (NAMI)
2007 NAMI National Convention
“Building Our Movement – Building Our Future”
June 20-24, 2007
Town and Country Resort
San Diego, Calif.
http://www.nami.org/template.cfm?section=convention

International Association of Forensic 
Mental Health Services
“Working Together: Interdisciplinarity in 
Forensic Mental Health”
7th Annual Conference
June 26-28, 2007
Pre-Conference Workshops: June 25, 2007
Le Centre Sheraton
Montreal, Quebec, Canada
http://www.iafmhs.org/iafmhs.asp

American Psychological Association
2007 Annual Conference
August 17-20, 2007
Moscone Center South and West
San Francisco, Calif.
http://www.apa.org/convention07/

Association for Behavioral & Cognitive Therapies (ABCT)
2007 Annual Convention
November 15-18, 2007
Philadelphia Marriott Hotel
Philadelphia, Pa.
http://www.aabt.org/

World Psychiatric Association International Congress
“Working Together for Mental Health: Partnerships for
Policy and Practice”
November 28 – December 2, 2007
Melbourne Exhibition and Convention Centre
Melbourne, Australia
http://www.wpa2007melbourne.com/

and in 2008 . . .
Third International Congress on Women’s 
Mental Health
“Opening Minds to Women’s Mental Health”
March 16-20, 2008
Melbourne, Australia
http://www.iawmhcongress2008.com.au/

2007 Conference Calendar
(Note: This is a partial list.)
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