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At The Main Link,art is the draw—
and communication is the result Page 5

A rural Pennsylvania facility that started as a drop-in center for mental health consumers
puts some creative innovations on the drawing board—including who’s in charge.

Members catch
some rays outside
The Main Link



Openers
On language: “People First” 
and what it means

It’s easy to see how people come to be defined by a single
term. Whether it’s fat, old, retarded, stutterer, dropout, gofer,
immigrant, alcoholic or any of dozens of other terms that
create barriers between people, labels are powerful. When
used “first”—before other descriptive words or phrases—
they invoke prejudices that are hard to ignore.

Few labels are more stigmatizing than “mentally ill”
and its less fortunate synonyms. They deter many people
not only from getting to know those identified by the
description, but from wanting to know them. People with
mental illnesses recognize this, and so it contributes
toward their feelings of depression, social awkwardness
and isolation. 

We recently saw a Letter to the Editor in a British pub-
lication. It was from a reader in Leeds, England, which
gives you some idea as to how widespread and widely rec-
ognized the problem is. The writer said, in effect, that it is
offensive to sum up individuals with pejorative descrip-
tions of their perceived disability because it suggests that
there can be nothing else to know about them. “Compare
Stephen Hawking with me,” he wrote, referring to the
famous physicist, who has Lou Gehrig’s disease and uses 
a wheelchair. “If you take only physical ability into
account, he becomes a ‘cripple’; if you consider only
intellectual ability, I become a ‘retard.’”

That distinction is what People First is all about—
identifying people by their strengths and potential rather
than by their limitations. Beethoven had a mental ill-
ness, but one would hardly refer to him as “a mentally ill
composer.” The list of high achievers among people with
mental illnesses is vast—van Gogh, Lincoln, Tolstoy and
too many thousands of others to count. 

We are all more than our diagnoses. 
We’d like to see terms such as “the mentally ill”

replaced by “people with mental illnesses.” Better yet,
we’d like to see no one identified by a diagnosis—
unless that diagnosis is relevant.

2 Summer 2006

Volume 15, Number 2
Edward G. Rendell, Governor
Estelle B. Richman, Secretary of Public Welfare

In this issue:

Waiting for HealthChoices 3
An update on managed care’s future

It’s never ‘just another 
wasted day’ at The Main Link 5
A rural drop-in center grows into much 
more—thanks to a couple of artists 
and a group of dedicated consumers

Been there. Done that. 9
If you’d like to try out for this job, 
there’s an unusual prerequisite
—a history of mental illness

For a subscription to PPEEOOPPLLEE FFIIRRSSTT, see the back
cover of this publication. If you received this
issue in the mail, you are already a subscriber
and do not have to resubscribe. 

Have an opinion to share? Reac-
tion to an article? Send e-mail to
peoplefirst@mhasp.org or regular
mail to People First, Mental Health
Association of Southeastern
Pennsylvania, 1211 Chestnut St.,
Suite 1100, Phila., PA 19107. Letters

are used at the discretion of the editors and may
be edited for length.



M
anaged care used to get 
a bad rap. In some quar-
ters, it still does. From 
its very beginnings, 
consumers and providers

alike were disappointed with its
lack of efficiency, complained
about its paperwork, resented its
burdensome bureaucracy and bri-
dled at gatekeepers who decided
if and how long people could
stay in hospitals. And that was
just for starters.

As time dragged on, says Ray
Klabe, division chief of Policy
and Managed Care at Pennsylva-
nia’s Department of Public Wel-
fare, “managed care became a
lightning rod for all the ills of
the health care system.”

But there was a method to 
its madness, and today that per-
ception of managed care is no
longer valid. Managed care
works, as those within the health
care system know. “In fact,”
Klabe says, “last summer and fall,
when the governor and legisla-
tors of Pennsylvania conducted
speaking engagements to find
out how the public was feeling
about the state’s performance
under managed care, people
spoke very favorably about it.
They said they wanted the
HealthChoices Behavioral Health

Program—Pennsylvania’s man-
aged care program—in their
communities.” 

It took a good bit of history
to get there; next year will mark
a decade since HealthChoices
started. In the intervening years,
HealthChoices—the goals of
which were to improve access to
and quality of care for Medical
Assistance (Medicaid) consumers
while getting a handle on costs—
has gotten better in all of those
areas. Across the board, partici-
pating counties say the program
has improved care and lowered
costs, and its track record has
created a desire to extend the
program to other parts of the
state, where the benefits of les-
sons learned and of anticipating
new challenges can find their
way to the more rural parts of
the Commonwealth. 

Klabe says that Health-
Choices should be entirely in
place throughout Pennsylvania
by July 2007. 

It can’t happen too soon. 

WHAT’S LIFE LIKE WITHOUT HEALTH-
CHOICES? Randy Hay, deputy
administrator of mental health
and mental retardation for Bed-
ford and Somerset counties, 
testified eloquently on behalf of

his counties’ need for Health-
Choices during October 2005
proceedings at the Somerset
County Courthouse. Hay said
that Bedford-Somerset was falling
behind at developing mental
health services as a result of not
being able to offer the program. 

It wasn’t that he hadn’t
tried. He said he’d hired legal
counsel and a provider to help
develop the programs, and that
Bedford-Somerset had spent sev-
eral hundred thousand dollars on
the effort—money it could have
used to provide services—“and
now we’re waiting and waiting
and waiting and waiting.” 

Which meant consumers,
too, were waiting and waiting—
for the expanded provider net-
work that HealthChoices would
bring, along with the expansion
of services such as transporta-
tion—a major issue in those
areas where no taxis nor public
conveyances exist. “Often, peo-
ple scheduled for appointments
in our office will be no-shows,”
Hay said, which delays other
consumers from getting the help
they need and often results in
the “no-shows” winding up days
later in an emergency room for
prescriptions or to see a physi-
cian—thus costing more on both
ends, since Bedford-Somerset’s
psychiatrist gets paid whether or
not revenue is generated.  

HealthChoices, Hay said,
would give Bedford-Somerset an
expanded provider network—and
perhaps the ability to provide
services in the home or at loca-
tions more convenient for con-
sumers. Across county lines, for
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Waiting for 
HealthChoices
Pennsylvania’s managed care program will soon be entirely 
in place in every county in the state. What will it mean?



instance: People in Bedford-Som-
erset’s Wimber area could be
more easily served in Cambria
County, with only a few miles to
travel instead of much longer
distances. 

Bottom line: HealthChoices
would create great opportunities
for solving the problems that still
keep consumers in certain areas
from getting appropriate and
timely attention. In addition, it
would stabilize Pennsylvania’s
Medicaid spending. 

Virtually everybody agrees
on that. So why isn’t Health-
Choices everywhere? 

Ray Klabe answers that ques-
tion metaphorically: “I have a
Jeep that gets 19 miles per gal-
lon. I would love to have a car
that’s better on gas. But I would
have to pay off my Jeep in order
to buy one.

“That applies to Medical
Assistance as well. We have to
pay off what we call ‘the tail.’

“Consumers today,” Klabe
explains, “receive Medical Assis-
tance services for which bills are
submitted to the state maybe a
month or two after they’re
incurred. In the fee-for-service
program, providers have up
to 180 days to submit their
bills; however, they usually sub-
mit them within three months.
In the HealthChoices program
we pay a per-member-per-month
(PMPM) capitated payment to
cover all services. So when we
start the HealthChoices program,
for the first few months we’ll be
paying providers for services 
that have already been provided

in fee-for-service plus the capi-
tated PMPM payment to the
managed care organization. We
[didn’t] have the money to do
that. That’s ‘the tail.’”

Whatever the problems,
HealthChoices has shown itself
to be eminently do-able. Intro-
duced in southeastern Pennsylva-
nia’s five counties in 1997, it has
since expanded to 10 counties
in the southwest region (1999),
10 counties in Lehigh/Capital
(2001), and is scheduled for
Lackawanna, Luzerne, Susque-
hanna and Wyoming counties
on July 1, 2006. 

The implementation after
that is for the 22 counties of the
North-Central Zone State Option
—Cameron, Clarion, Clearfield,
Elk, Forest, Jefferson, McKean,
Potter, Warren, Wayne, Bradford,
Centre, Columbia, Huntingdon,
Juniata, Mifflin, Montour,
Schuylkill, Snyder, Sullivan,
Tioga and Union. That imple-
mentation will begin on January
1, 2007, and the program will be
operated by a private-sector
behavioral health managed care
organization.

As for Randy Hay, he’ll
finally get HealthChoices for
Bedford-Somerset on July 1,
2007. So will the remaining 
14 counties (Mercer, Crawford,
Venango, Erie, Blair, Cambria,
Franklin, Fulton, Carbon, Mon-
roe, Pike, Lycoming, Clinton and
Northumberland). As did the
North-Central Zone counties,
each of these counties responded
to a state initiative that allows
them, in essence, to operate their

own programs.
“The way this works,” says

Klabe, “is that we’ll put out a
request for proposals [in July] 
for the next 16 counties that
expressed an interest in operat-
ing the HealthChoices program.
If we review the response and
the responding county meets the
requirements, the county will be
offered the contract. If the
requirements aren’t met, the 
vendor who was selected for the
22 counties of the North-Central
Zone will get to manage the
HealthChoices program for any
of the 16 counties that do not
submit a bid or do not meet the
requirements.”

Either way, HealthChoices
will be fully operational across
the board in about a year from
now.— AS
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I
t’s over 200 miles from New
York City to Sayre, Pa.—but it
probably feels like light years
to people who are practition-
ers of the fine arts.
Nevertheless, that’s the switch

that Anne and Mark Beauchemin
made. They traded the Big Apple
and its galleries and art museums
for a small town in Bradford
County, Pa. In the approximately
10 years since they returned to
the area where Anne grew up,
they’ve been part of an experi-
ment of sorts—one that’s begin-
ning to create considerable
interest in the world of mental
health.

Shortly after returning 
to Sayre, the Beauchemins
approached the Robert Packer
Hospital with a plan to bring an
art program to the institution. 

Neither of the Beauchemins
had any art therapy experience.
But they felt that art could work
wonders by simultaneously giving
patients something to do, helping
distract them from their health
issues and allowing them to
express themselves and get to

know each other. 
The hospital asked the Beau-

chemins to start with a group of
long-term consumers of mental
health services. But soon after the
program began to reap benefits,
its participants confronted a
potential roadblock—managed
care was coming to town by the
year 2000, and long-term day

treatment would have to go. 
So, with the hospital’s help and
willingness to fund the transition,
the Beauchemins and a group of
mental health consumers and
professionals moved to a bare-
bones storefront—small space, no
kitchen—and started an evening
drop-in center. A year later, they
moved into the 3,000-square-foot
facility that is now The Main
Link, where approximately 150
consumer members run things. 
It was the membership, in fact,
that caused the center in Sayre to
change from an evening drop-in
center to one that’s open five
days and two evenings a week. 

The notion of mental health
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They call it spontaneous socialization. In plain English, it’s becoming comfortable with others.

It’s never ‘just 
another wasted day’ 
at The Main Link
By Art Spikol

Photography, including front cover, by Anne Beauchemin

Drawing at The Main Link



consumers running things back then is part of what
set The Main Link apart, a major distinction for
which the Beauchemins take no credit. “This isn’t
about Anne and me,” Mark says. “It doesn’t matter
whether we show up or not. Without the work the
members do, it wouldn’t even be open.” The mem-
bers themselves deliver peer support services, work
on quality assurance activities and run wellness
groups. Says Mark, “We’ve created a paradox in 
service delivery—the customer is the provider. By
executing these contracts, the members earn most of
the money that pays the rent, the phone, the heat,
the electricity and so on.” 

Additionally, members create their own events to
sell their art and other items—including a line of
anti-stigma T-shirts, sweatshirts and note cards.

Of course, that doesn’t raise enough income 
to support The Main Link. Early on, when funding

from the Robert Packer Hospital began to ebb, The
Main Link got a contract from the Office of Mental
Health for Bradford-Sullivan counties to develop a
Consumer Satisfaction Team. With success came an
increased budget for other activities. Eventually
Bradford-Sullivan started a CHIPP (Community 
Hospital Integration Projects Program), a statewide
initiative to help people with mental illnesses return
from the state hospital to their own communities. 

“Under CHIPP,” Mark Beauchemin explains,
“money follows people as they return to their own
communities so that the county can create support
services to help them be successful—services like
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While some come for the creativity,
others come for the feel of the

place. To sit down, draw, open a book,
be across from someone—and interact. 



mobile nursing, clinical support, housing
and peer support. So we went from being a
drop-in center to a provider agency.”

And in January 2005, through the use of
a Human Services Development Fund grant,
The Main Link opened another center 20
miles south of Sayre in Towanda, Pa.

Becoming a provider agency has given
The Main Link’s consumers the opportunity
to sit at the table—as equals—with other
providers, virtually defining “win-win.” Says
Mark, “We like to think that we learn from
the clinicians and they learn from us. 

“There are no mental health
professionals, no clinicians
onsite at The Main Link—which
is completely the opposite of
the way in which most non-
consumers went to school to
learn the medical model. We
were hired because we’re not
mental health professionals.
And we were educated by men-
tal health consumers, not
providers—so we see through
the eyes of the consumer, not
the clinician.” 

The members who have
become employees of The Main
Link work on a per-diem basis.
“We’re a strength-based opera-
tion,” Anne Beauchemin says.
“We look for people to work up
to their potential. Some people
do several things, some just one.
They use the Main Link because
they decide to get up, get out,
walk down the block, jump in
the car, bike over, whatever.
Nobody’s expected to show up.
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Nobody’s expected to show up at The Main Link. They come and go 
as they please, do as much or as little as they want to.

If you’d bumped into Kent Mitchell back in the early ’90s
and asked him to tell you a few words about himself, you
might have gotten two. He thought of himself solely as a

“mental patient.” As he remembers those days, “social anxi-
ety impaired my functioning. I suffered from major depres-
sion. I was self-conscious around people
who weren’t consumers. My lifestyle was
determined by programs and drugs.   

“I was lethargic. The only things that
had meaning for me were cigarettes and
coffee. I was in my early 50s and had no
good reason to get up in the morning. 

“Those were bleak years.”
That’s mostly changed. Some of the 

jargon remains, because mental health
issues are still very much a part of Mitchell’s life. So when
he says consumers, he’s using common parlance for users
of mental health services, not folks at the supermarket.
But today, at 61, Kent Mitchell has a life. He laughs. He’s
enthusiastic. He’s joyful. He says, “Life’s cool.”

His trajectory began changing a little over a decade
ago. Mitchell was introduced to the drug called Prozac (“It
gave me enough life to open the door to life”) and met
Anne and Mark Beauchemin. He also met the woman who
would eventually become his wife. And his mother died—
an unfortunate event, but one that forced him to take his
life out of the house. In a sense, she gave birth to him
twice.

Mitchell’s been with The Main Link since it started.
Now, 10 years later, he’s an art instructor at the new 
center in Towanda, earning his first paycheck in years. 
His one-man show at The Main Link was both an emo-
tional and financial success.

Some good reasons to 
get up in the morning 

Mitchell

continued on page 8



People come and go as they please,
do as much or as little as they want
or are needed to do. Anyone can
join just by walking in.”

The art program is the main
attraction at The Main Link, with
the studio open two days a week
at each center. Some of the mem-
bers have developed significant
art talent. One of them, Kent
Mitchell [see sidebar, page 7], a
consumer who was the first chair-
man of The Main Link’s board of
directors, now teaches art at the
center in Towanda, Pa., and stud-
ies with the Beauchemins in
Sayre. Mitchell speaks of a
woman who had no idea that she
had art talent. “In fact, initially
she didn’t want any part of the
art class. We kind of coaxed her
into it, and now she’s selling
paintings for a couple of hundred
dollars each. She may be an
exception, as I am—I discovered
that I had a strength to which I
could attach a sense of self-worth.
And nobody knew it was there. I
certainly didn’t.”

The Main Link’s art program
functions as an effective catalyst
for keeping people involved in
life. It’s a place to go, to partici-
pate, to speak to another human
being. There’s a sense of belong-
ing. “While some people want to
learn about painting,” Mark says,
“others come for the atmosphere.
You sit down, do a drawing, open
an art book, sit across from some-

one—and there’s an opportunity
for interaction, what we call spon-
taneous socialization.”

Pennsylvania’s mental health
system’s Community Support Pro-
grams (CSPs), satisfaction teams
and drop-in centers are almost
universally under separate indi-
vidual roofs, but The Main Link
has all three under one. “We
believe that this makes us better
informed, more active and better
able to work effectively within

the system and with the profes-
sionals in county offices,” Mark
says, “and that helps us steer the
ship in the direction in which we
think it should go. I often wonder
why these three different con-
sumer-driven-program funding
streams should be housed in, pay
rent for, and be staffed in three
different places. But when we go
across the state and tell other
mental health directors about the
umbrella, they sort of scratch
their heads and ask us, “How do
you do that?” 

The recognition that con-
sumers can run things (see article
on opposite page), however, is
unavoidable. And lately other
mental health professionals have
been dropping in at The Main
Link to have a look at a successful
prototype.   

IS THE MAIN LINK EXPERIENCE trans-
ferable to the big city? Most 
metropolitan areas have drop-in
centers, but they also have differ-
ent issues to deal with—more
homelessness, more transients
and many people who don’t see
one another often enough to
establish intimacy or build trust. 

“But if it works here,” Mark 
Beauchemin believes, “in one of
the most rural counties in Penn-
sylvania—and if consumer groups
share their expertise—it should be
possible to develop a similar
model anywhere.” 
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Recovery—the new
and improved

mental health buzz-
word—is no longer
dependent upon the
kindness of strangers.
It’s a personal journey
through which con-
sumers can find ways
to live a productive
life in their communi-
ties, made possible 
by interaction with
fellow consumers,
advocates and mental
health professionals.  

For more information about The Main Link, visit
www.themainlink.net or call 570-888-5083.

(The Web site needs updating, but you’ll get the idea.)



N
obody in the mental
health field really needed
the 1999 Surgeon General’s
report on mental health to
know that the system was

in bad shape; but now, some
thought, there could be no excuse
for not fixing the problem. The
system, the report said, wasn’t
focused on the recovery of con-
sumers—getting them back to
productive lives in their commu-
nities—but on issues more closely
related to controlling their behav-
iors and keeping problems tucked
neatly away. 

That is, if they got help at all.
The system so stigmatized con-
sumers that many, especially
members of racial and ethnic
minority groups, were reluctant
to seek help for fear that admit-
ting to a mental illness would
result in their being treated like,
well, mental patients. 

The Surgeon General’s report
was followed by a report from the
President’s New Freedom Com-
mission on Mental Health, which
supported the Surgeon General
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Been there. 
Done that.
Can people with mental illnesses 
help people with mental illnesses?

At the Regional Rally for Recovery Rights, organized by the Mental Health Association of
Southeastern Pennsylvania (MHASP) at Philadelphia’s City Hall on May 11, 2006, funding
for peer support was one of many issues on the agenda.
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and concluded that America’s
mental health service system was
“in shambles” and “a patchwork
relic—the result of disjointed
reforms and policies.”

Despite these observations,
many of the same problems that
existed in the 20th century still
afflict the system. But one recom-
mendation of the President’s
Commission is showing signs of
bearing fruit: that the nation’s
approach to mental illness
undergo a major transformation,
one that would embrace the con-
cept that recovery from mental

illness is possible. The commis-
sion pointed out that among key
elements overlooked in the then-
current system were the potential
contributions of mental health
consumers themselves—people
who had “been there” and would
be able to understand, empathize
and communicate with mental
health consumers as well as sug-
gest ways that consumers and
their families could get more
involved in deciding how care
should be delivered. 

Today there’s plenty of 
evidence that points to the 

contributions mental health 
consumers can make on behalf of
other mental health consumers.
In fact, studies show that “peer
support” provided by individuals
is often as effective in achieving
desired clinical outcomes as some
professional interventions. And
consumers offer one element that
others generally don’t—an up-
close-and-personal, first-hand
understanding of mental illness
based on their own experience.

It’s an advantage that hasn’t
been properly exploited, says the
Mental Health Association of
Southeastern Pennsylvania’s 
Jim McCormack, Ph.D., a faculty
member of the agency’s Institute
for Recovery and Community
Integration. “We can show, for
example, that consumer-operated
services reduce frequency and
length of hospitalizations,
improve socialization and
increase the competence and
quality of life of consumers. So
why aren’t they being offered
everywhere?”

To one unfamiliar with the
idea, employing people with
mental illnesses to serve others
with mental illnesses—or “certi-
fied peer specialists” (CPS), as 
the concept is known—may
sound somewhat unorthodox. 
If so, it’s largely because of the
stigma: Much of society believes
that mental illness automatically
limits competency and judgment.

A certain amount of skepti-
cism on the part of professionals
is understandable: They’ve been
college-educated, tested, certified
and have proven themselves to
get where they are. Now they’re
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If you’re interested in this rewarding position, you must:

� be a self-identified consumer of mental health 
services who has experienced a serious mental illness 
or co-occurring disorder;

� have a high school diploma or GED;

� have good verbal and written communication skills;

� be able to demonstrate successful efforts at self-
directed recovery;

� be able to establish positive relationships with peers;

� have maintained, within the last three years, at least
12 months of successful full- or part-time paid or volun-
tary employment or post-secondary education; and

� successfully complete a certification training program
approved by the Pennsylvania Office of Mental Health
and Substance Abuse Services.

Interested? Please contact your county Office of Behavioral 
Health (Mental Health/Mental Retardation) Services to ask about 
Certified Peer Specialist training and employment opportunities.

Here’s what it takes
to become a certified peer specialist



being asked to believe that con-
sumers are qualified to work
alongside them. For some, it’s a
stretch. But McCormack says that,
increasingly, professionals are
coming around in response to
unrefutable evidence that recov-
ery is possible and that people in
recovery are suited by experience
to lend their peers the support
and hope needed to forge a 
personal path toward recovery.

THE PEER SPECIALIST EFFORT WAS

BORN IN THE STATE OF GEORGIA,
quickly followed by Arizona,
Hawaii, South Carolina, Iowa and
the District of Columbia. The
service ideally includes Medicaid-
reimbursable certified peer spe-
cialists. “That,” says McCormack,
“is logical. It’s what managed care
and Medicaid for mental health
are supposed to be about—a con-
tinuum from the Surgeon Gen-
eral’s report to the President’s
Commission to the benefits of
using consumers for peer support.
These specialists inspire hope.
They help consumers toward self-
determination and decision-mak-
ing. They can say, ‘I’m the
evidence. You can get better.’”

The CPS movement is well
under way in southeastern Penn-
sylvania, where Montgomery
County, first in the state with the
program, now has about 100 con-
sumers certified. Some 16 of them
are working as peer specialists
throughout the county; 22 are
working in other positions—in
clubhouses, with consumer satis-
faction teams and so on. “While
the program itself is still new,”
says Nancy Wieman, the county’s

deputy administrator for mental
health services, “we’re seeing very
good retention in the positions
that have been filled. The 16
CPSs, for example, work in a vari-
ety of positions—in the county
emergency service, a homeless
outreach center, in case manage-
ment, on community treatment
teams, in a residential program
and in outpatient settings. We
have two deaf CPSs working in a
deaf services program.”

Wieman is a cheerleader for
the program. “It’s helped the
entire system,” she says. “These
peer specialists, no matter where
they work, give everybody—con-
sumers and staff and providers—
a personal vision of hope. They
offer an ongoing visual-verbal 
demonstration as to what it
means to live every day with a
mental illness.

“Supervisors within the agen-
cies have done a very nice job of
supporting the CPS concept. They
ask how they can ensure that the
peer specialists are seen simply 
as employees. They want to help
existing staff make the peer 
specialists feel included.” 

Currently, 19 other counties
across Pennsylvania are actively
following the peer support beacon
that has been generated in Mont-
gomery County and encouraged
by support from the state Office
of Mental Health and Substance
Abuse Services (OMHSAS), and
technical assistance provided by
MHASP’s Institute for Recovery
and Community Integration.
Moreover, it is anticipated that
Pennsylvania will soon join a
cadre of other states that have

been successful in having peer
support become a Medicaid-
reimbursable service. When that
occurs, McCormack says, a
tremendous expansion of peer
specialists in every service compo-
nent of community mental health
systems should follow—in inpa-
tient units, partial hospital pro-
grams, outpatient services, on
community treatment and PACT
(Program of Assertive Community
Treatment) teams, in crisis centers
and residential programs.

Wieman agrees. “When this
is funded through Medicaid and
HealthChoices,” she says, “we’ll
be able to have more consumers
involved as part of the everyday
work of an agency, and the cul-
ture of the agency will start to
change. It will become a partner-
ship where everyone will learn
from one another, all the time.
And that will enable us to grow
and grow.”— AS
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