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n a remote area of south central Pennsylvania next to 
a state forest, South Mountain Restoration Center 

offers care to some Pennsylvanians who require nursing 
home services but have been turned away elsewhere. 

Most South Mountain residents have a history of men-
tal illness. Many have spent significant periods in state 
psychiatric hospitals. All require nursing home care be-
cause of physical disabilities or chronic medical conditions. 

Given the remote location of South Mountain and its 
patients’ complex needs, one might assume – incorrectly – 
that people admitted there don’t go home again. But the 
facility prides itself on the quality of its care and, thanks to 
the hard work of staffers like Darcy Maier and Connie 
Swan (directors of social work and nursing, respectively), 
some South Mountain residents return to their home com-
munities. 

“Everyone who comes in here has a discharge goal, 
and that is to get home,” 
said Swan, who acknowl-
edged that this is often dif-
ficult with current commu-
nity resources. “That means 
returning to their county of 
origin whenever possible, 
and living in a more home-
like setting, where they are 
close to family.” 
     South Mountain staff go 
to extraordinary lengths, 
working with counties and 
service providers, to create  
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See “South Mountain...”  
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Personal Care Home Advocates Make Personal Care Home Advocates Make Personal Care Home Advocates Make Personal Care Home Advocates Make 
Headway Headway Headway Headway     
By Elisa Ludwig 

rom one end of the Common-
wealth to the other, there is a 
growing effort to help personal 
care home residents with mental 

illness improve their lives. 
In the past decade or so, advocates 

have taken a closer look at personal 
care homes (PCHs), a common resi-
dential option for individuals with 
mental illness who want to live in the 
community but need help caring for 
themselves, yet do not require the 
more intensive support of a nursing 
home. In Pennsylvania alone, accord-
ing to the Department of Public Wel-
fare (DPW), between 50,000 and 
52,000 people currently live in per-
sonal care homes.  

“Many of the people who live in 
personal care homes have been dis-
charged from the hospital or bumped 
out of their own apartment or have 
simply burned their bridges else-
where,” said Rachel Freund, policy 
advocate coordinator for the Harris-
burg-based Pennsylvania Mental 
Health Consumers’ Association 
(PMHCA), in Pittsburgh.  

 

A Grassroots MovementA Grassroots MovementA Grassroots MovementA Grassroots Movement    

In 2006, Freund initiated and led a 
grassroots movement in Allegheny 
County to call attention to the poverty 
of PCH residents. “The biggest con-
cern we frequently heard [from resi-
dents] is that they didn’t have enough 
money to live on,” Freund said.  

At that time, the $60-per-month 
personal needs allowance (PNA) – 
doubled in 1993 from $30 per month – 
was not enough to cover medication 
and transportation, let alone clothing 
and other personal items. “You might 
only have a co-pay of $3 per medicine 
but, if you’re on 10 to 15 medications, 
that adds up quickly,” Freund said.  

Transportation is a problem in 
rural areas. “Some PCH owners trans-
port residents but, often, the charge 
for one ride is a big part of the resi-
dents’ income. At one home, they were 
charging $75 to take residents to their 
doctors,” she said. 

Worse still, when residents were 
ready to move out of a PCH, they of-
ten were unable to save enough 
money to put down the first month’s 
rent or a security deposit on another 
apartment. “A resident I know felt as 
though she had grown out of her per-
sonal care home – she was going to 
school, getting a degree, moving on 
with her life – but there was simply no 
way she could afford to leave,” Freund 
said. “People say they feel like they’re 
in the gulag because they’re invisible 
to the rest of the world and stuck.” 

  

Doubling the PNADoubling the PNADoubling the PNADoubling the PNA    

In 2006, Let Our Voices Be Heard 
– an advocacy group founded by Ra-
chel Freund in 2004 under the aus-
pices of the Mental Health Association 
of Allegheny County – started writing 
letters to the editor of the Pittsburgh 
Post-Gazette about the need to raise 
the PCH residents’ allowance, educat-
ing PCH residents about their rights 
and informing legislators and DPW 
about their concerns. As this grass-
roots effort grew, it came to be called 
the Coalition to Raise the Personal 
Needs Allowance. By demonstrating 
that PCH residents represented thou-
sands of people in their districts, the 
effort gained the attention of state leg-
islators.  

In early 2008, state representative 
Jim Marshall, a Republican legislator 
from Beaver County, introduced 
House Bill 2253, which called for dou-
bling the PNA to $120. “We now had 

a bill to throw our support behind,” 
Freund said. 

The group organized a rally at the 
state capital on April 1, 2008, busing 
in consumer activists wearing T-shirts 
that read “Living on $60 is no joke.” 
Current and former PCH residents 
like Karen Warman shared their sto-
ries. “I talked about how, of my $60, 
$10 was taken out for my medications 
and I used the rest to pay for a cell 
phone. My sister had to help me with 
things like shampoo,” said Warman, a 
onetime resident of a PCH in Wash-
ington County.  

Though the bill itself continued to 
sit in committee, the movement suc-
ceeded not only in calling attention to 
the issues but also in registering PCH 
residents to vote in the presidential 
election. “In many homes we had 100 
percent turnout. People who hereto-
fore felt invisible realized they had a 
voice,” Freund said. 

In fall 2008, a federal Supplemental 
Security Income (SSI) raise was an-
nounced as part of the national eco- 
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“I called the police but when they came to the door, 
the owner wouldn’t let me talk to them.” 
nomic stimulus package. Through this 
Cost of Living Adjustment, which was 
slated to begin in January 2009 (and 
has since taken effect), SSI recipients 
were awarded a $37 per month in-
crease. At Christmas, Freund and 
other Coalition members wrote post-
cards to DPW encouraging the de-
partment to apply funds toward a 
PCH resident raise. Under DPW’s 
guidance, the raise was split between 
PCH residents and administrators, so 
that the PNA was increased to $85 a 
month per person.  

The raise has already had an im-
pact. “People talk about how they can 
now buy winter boots, batteries for 
their radios or get a haircut,” Freund 
said. “They have a little more money 
to travel to the drop-in center or go to 
church or visit their family.” 

“With the raise, I’m able to buy 
new clothes now and go on more out-
ings,” said David Cunningham, a PCH 
resident in Mt. Pleasant, Westmore-

land County, who attended the rally in 
Harrisburg and was also active in 
voter registration efforts. “The proc-
ess has been enlightening: I’ve seen 
that if you don’t speak up, no one will 
ever address your concerns.” 

In a difficult budget year, the al-
lowance raise is considered a great 
victory, largely due to the extraordi-
nary advocacy of Freund and PCH 
residents across the state. Yet the 
challenges for advocates fighting for 
better conditions in PCHs remain.  

 

A Tragic DeathA Tragic DeathA Tragic DeathA Tragic Death    

In December 2008, Roy Parker, a 
46-year-old resident of an illegal 
rooming house in Philadelphia, died of 
hypothermia in an unheated bedroom. 
The house’s owner, Rosalind Lavin, 
had previously been charged with nu-
merous complaints about unfit living 
conditions in her PCHs and the con-
tinued exploitation of residents. This 
finally prompted the state to close her 

four facilities, fine her $700,000 and 
get her signature on an agreement to 
permanently stop operating such fa-
cilities. Yet she had opened an illegal 
residence and Roy Parker became a 
victim. 

“The issue continues to be that 
there are many substandard homes 
that don’t meet the regulations,” said 
Sue Walther, executive director of the 
Mental Health Association in Penn-
sylvania, in Harrisburg. “At the same 
time, we are dealing with illegal op-
erations,” said Walther, who coordi-
nates the statewide Coalition for Per-
sonal Care Home Reform – compris-
ing nearly a score of advocacy organi-
zations – which actively promotes im-
proved PCH licensing regulations and 
strong enforcement of those stan-
dards. The Coalition has called for 
Lavin’s prosecution. 

DPW has increased its vigilance 
over PCH violations. But the closing of 
unfit homes raises another critical is-
sue: where can residents forced out of 
inferior or unsafe living situations go?  

“The fact that there’s a housing 
shortage for low-income folks in gen-
eral just exacerbates the problem,” 
Walther said. “But that doesn’t mean 
we should wait to close personal care 
homes that are substandard.” 

The need for more supportive 
housing for people with mental illness 
is now being addressed by the Office 
of Mental Health and Substance 
Abuse Services (OMHSAS). But, for 
the time being, there remain few op-
tions for people who want to leave 
PCHs and move into more recovery-
focused housing. (See People First, 
Summer 2007.) 

  

An Ongoing ChallengeAn Ongoing ChallengeAn Ongoing ChallengeAn Ongoing Challenge    

Helping residents make the transi-
tion from a PCH to a new residence is 
an ongoing challenge across the state, 
Freund said. “We found that up to a  

… continued from page 3 

… continued on page 5 

Demonstrators rally for supported housing on the anniversary 
of Dr. Martin Luther King’s birth, Jan. 15, 2008. 
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third of [PCH residents in Allegheny 

County] did not have case managers. 
So making that transition is pretty 
difficult for these folks.” The Coalition 
for Personal Care Home Reform has 
created a protocol for DPW in han-
dling PCH closures and relocation of 
residents. Walther is also working 
toward involving other mental health 
personnel to improve vigilance over, 
and communication about, substan-
dard PCHs. 

Organizations like We C.A.R.E. 
(Communicate, Assist, Respond and 
Engage) in Philadelphia – a program 
of the Mental Health Association of 
Southeastern Pennsylvania (MHASP) 
– and Let Our Voices Be Heard in 
Pittsburgh are working on the ground 
to assist in resident transitions as well 
as to educate PCH residents about 
their rights and sharpen their self-
advocacy skills. In conjunction with 
MHASP and the Disability Rights 
Network of Pennsylvania (the Com-
monwealth’s federally mandated pro-
tection and advocacy agency), Let Our 

Voices Be Heard recently established a 
yearlong training program for advo-
cates to go into PCHs, monitor condi-
tions and report potential violations. 

In the meantime, PCH residents 
continue to struggle with a host of 
endemic problems, including crime 
and inadequate safety and hygiene in 
the homes. Jean Marie Chappell left a 
Philadelphia PCH last fall after money 
was stolen from her and she was ille-
gally pressured to include the PCH 
owner as a beneficiary of her will. She 
also frequently witnessed rodents in 
the home. “I called the police but  
when they came to the door, the 
owner wouldn’t let me talk to them,” 
she said, reciting a refrain that We 
C.A.R.E. program manager Lisa 
Faulkner said is all too common.  

With the help of Faulkner and 
Community Legal Services, Chappell 
moved into domiciliary, or “dom,” 
care. (In dom care, adults who are un-
able to live independently live in the 
home of an individual provider, who 
may take in no more than three resi-
dents.) “I’d like to be an advocate and 
share my experiences with other peo-
ple so they can avoid the poorly run 
homes,” Chappell said.  

On the federal level, the U.S. At-
torney’s Office has established an ini-
tiative around fraud and the recovery 
of federal money in PCHs violating 
the law. Walther’s group is working 
with the Attorney’s Office to improve 
accountability and transparency in 
PCHs in Pennsylvania. “We want to 
see people criminally prosecuted in 
cases of fraud, abuse and neglect,” 
Walther said. 

Lisa Faulkner – who serves on a 
statewide Risk Management Team 
that includes representatives from 
DPW, MHASP and other organiza-
tions that monitor homes on the brink 
of closure – is careful to point out that 
people shouldn’t paint PCHs with a 

broad brush. “There are lots of good 
homes and good providers out there. 
Part of the problem is that many of 
them are just not equipped or edu-
cated to deal with people with serious 
mental illness. And a 100-hour train-
ing doesn’t always do the job,” she 
said. At the same time, Faulkner said 
that some “good” homes are strug-
gling to stay open under the new 
DPW regulations and will require 
more assistance and communication 
with the Department to do so. 

Still, she said, until there are more 
supported housing options across the 
state, there will be insufficient housing 
to meet the needs of people with men-
tal illness.  

  

Rallying for Supportive HousingRallying for Supportive HousingRallying for Supportive HousingRallying for Supportive Housing    

In an effort to convince the Com-
monwealth to fund an adequate num-
ber of supportive housing units, on 
January 15, 2008 (the anniversary of 
the birth of Dr. Martin Luther King, 
Jr.), MHASP organized a rally outside 
Cambridge Retirement Community, a 
PCH in South Philadelphia that had 
announced its impending closing. Joan 
Erney, Pennsylvania’s deputy secre-
tary for mental health and substance 
abuse services, subsequently said that 
DPW and OMHSAS “have been mov-
ing forward aggressive initiatives both 
in personal care home reform and de-
velopment of supportive housing ini-
tiatives.” These efforts include issuing 
“a policy requiring counties to develop 
housing plans to increase supportive 
housing options,” Erney said. (See 
“Rallying for Better Housing,” Behav-
ioral Healthcare, April 2008.) 

Erney’s comments suggest that 
there is reason to be hopeful. “In gen-
eral, I do think conditions are improv-
ing, but we have a lot of work to do,” 
Faulkner said. “We’re still looking for 
ways of improving the system.” 

Lisa FaulknerLisa FaulknerLisa FaulknerLisa Faulkner    
 

We C.A.R.E. Program Manager  
MHASP 
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“People who heretofore felt invisible realized they had a 

voice and could speak up.” 
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Partnerships Form to Serve Older Partnerships Form to Serve Older Partnerships Form to Serve Older Partnerships Form to Serve Older     

                                                                    Adults with Mental IllnessesAdults with Mental IllnessesAdults with Mental IllnessesAdults with Mental Illnesses    
By Joseph C. Yaskin 

 

ecognizing that older adults 
have special mental health 
needs that require targeted out-
reach and other customized 
programs, state agencies, local 

governments, and constituency groups 
are tackling the problem on multiple 
fronts. Efforts range from education 
campaigns for primary care physicians 
to policy initiatives for discharging 
aging residents of state institutions 
into the community. 

A common theme is the need for 
new collaborations between state and 
county aging and mental health agen-
cies.  

At the state level, the Older Adult 
Advisory Committee of the Office of 
Mental Health and Substance Abuse 
Services (OMHSAS) Mental Health 
Planning Council is collaborating with 
the Pennsylvania Department of Ag-
ing to promote behavioral health 
screenings for older adults at physi-
cians’ offices. Meanwhile, an informal 
coalition of advocates is working to 
secure OMHSAS and Department of 
Aging support for replicating special-
ized programs reaching out to older 
adults at risk for depression or other 
mental illnesses. GATEWAY in Dela-
ware County – an innovative, long-
standing county-level collaboration – 
is one such exemplary program (see 
Page 7). 

OMHSAS is also 
working to secure 
places in the commu-
nity for patients at 
South Mountain Res-
toration Center, the 

state-operated nursing home with a 
significant population of older adults 
with histories of psychiatric hospitali-
zation, often in state institutions [see 

Page 2].  
Through the Money Follows the 

Person (MFP) demonstration pro-
gram, OMHSAS has committed to 
finding supportive housing for a cer-
tain number of older adults who have 
resided in state psychiatric hospitals 
for more than six months, “The pro-
gram’s goal is to increase supportive 
housing discharges by 30 percent over 
2008, when only two people out of 44 
MFP-eligible individuals were dis-
charged to supportive housing,” said 
Jessica Bradley, OMHSAS executive 
assistant for consumer and family is-
sues. MFP expands on the successful 
Community Hospital Integration Pro-
jects Program (CHIPP), which worked 
with counties to transfer long-term 
state hospital residents into new com-
munity programs funded with the 
same dollars that had paid for their 
institutional care. 

 

Common GoalsCommon GoalsCommon GoalsCommon Goals    

Common goals are to help older 
Pennsylvanians improve their physical 
health and quality of life, and to pre-
vent unnecessary stays in nursing 
homes, said John Farmer of the 
OMHSAS Mental Health Planning 

Council’s Older Adult Advisory Com-
mittee. “A common problem among 
older adults is late-life depression, and 
this was simply not looked at [on the 
systems level] before these initiatives,” 
said Farmer, director of I CAN 
(Involved Consumer Action Network) 
of Pennsylvania, a program of the 
Mental Health Association of South-
eastern Pennsylvania. 

Because older adults feel more 
stigmatized by the label of mental ill-
ness than do many other demographic 
groups, specialized programming is 
needed to engage them in services, 
said Dollyne Wayman-Brody, who 
heads MHASP’s older adult advocacy 
program. “The older generation does 
not want to admit to depression or 
other mental health issues, just as they 
often don’t want to admit to other 
needs for support,” she added. “Often 
they simply do not want other people 
in their business.” 

Older adults who do not receive 
treatment for their mental illnesses ex-
perience worse outcomes in co-occur-
ring conditions, including heart disease 
and diabetes, medical studies show. 

Clinical experts noted the special 
needs of three sub-populations: people 
with long-term histories of mental 
illness who are losing their capacity to 
function independently as they age; 
people who develop symptoms of de-
pression or other psychiatric condi-
tions that were not present earlier; and 
people who have Alzheimer’s disease 
or other forms of age-related dementia 
who develop psychoses secondary to 
the condition.    

Older Americans are disproportionately likely to die   
by suicide. In 2004, for every 100,000 people aged 65 and 
older, 14.3 died by suicide (as compared to the national 
average of 10.9 suicides per 100,000).  

 – Geriatric Mental Health Foundation 

RR 

“Often [older adults] simply do not want other 

people in their business.” 

… continued on page 7 
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Depression Most PrevalentDepression Most PrevalentDepression Most PrevalentDepression Most Prevalent    

Depression is the most prevalent 
mental illness in older adults, and 
leaving it untreated can have devastat-
ing consequences. “Twenty percent of 
older white men who commit suicide 
see their primary care doctor on the 
same day that they take their own 
lives,” said nurse clinician Linda 

Shumaker, executive director of the 
Pennsylvania Behavioral Health and 
Aging Coalition. 

A widely cited study supporting 
depression screenings for older adults 
in primary care practices – “Screening 
for Depression in Adults. Summary of 
the Evidence,” published in Annals of 
Internal Medicine in 2002 – concluded 

that “screening for depression can im-
prove outcomes [for depression and   

co-occurring chronic conditions], par-
ticularly when screening is coupled 
with system changes that help ensure 
adequate treatment and follow-up.” 
Screenings alone are only marginally  
effective, the analysis found. 

… continued on page 8 

Delaware County program linking older adults with 
behavioral health care through inter-agency collabo-
ration may provide a template for replication else-

where in Pennsylvania. 
GATEWAY (Giving Assessment, Treatment, and 

EmpoWerment in the Aging Years) was established in 
1981 with equal funding from the Delaware County Office 
of Services for the Aging (COSA) and the Delaware 
County Office of Behavioral Health (OBH). The program 
was designed by the county aging and mental health 
agencies, with the Center for Mental Health Policy and 
Services Research, University of 
Pennsylvania Department of Psy-
chiatry.  

“GATEWAY is far and away 
the best program [of its kind] in the 
state,” said Linda Shumaker of the 
state Office of Mental Health and 
Substance Abuse Services 
(OMHSAS) Mental Health Plan-
ning Council’s Older Adult Advi-
sory Committee. “It would be great 
to have something like GATE-
WAY in every county.” 

The program’s clients have diverse needs and back-
grounds, said COSA deputy director Denise Stewart, who 
manages GATEWAY. Some clients “have never been in 
the system before, and some may have had mental health 
problems that they managed on their own until the daily 
functions of life became more difficult as they got older,” 
she said. Most referrals come from Delaware County sen-
ior centers. 

A growing proportion of clients have dementia, some-
times co-occurring with depression, Stewart said. The 
program began serving such clients in 2008, after a state 
policy excluding individuals with dementia from publicly 
funded behavioral health services was rescinded. 

GATEWAY services, provided to consumers who 
request them, begin with a home visit from clinical super-

visor Pam Weaver, R.N. “I connect them with counseling, 
diagnosis, and medication, if that is what they want,” 
Weaver said. Often,  the first step is to connect with a pri-
mary care physician to identify untreated chronic condi-
tions that may underlie their primary behavioral health 
issues. 

Initial home visits sometimes reveal urgent needs. 
“Some people, the day I see them, I need to find food for 
them by that evening,” Weaver said. On one initial visit, “I 
found that the consumer had fallen down the stairs [and 

experienced a severe injury], and we 
had to go through a lot of effort to 
convince her that she had to take an 
ambulance to the hospital.” 
     While some GATEWAY partici-
pants receive ongoing services in the 
community, others who are home-
bound or prefer not to receive ser-
vices outside the home depend on 
regular home visits, usually weekly or 
biweekly, from GATEWAY staff. 
Such visits are not time limited, with 
periods of service ranging from sev-
eral weeks to eight years. 

Weaver works with participants to overcome resis-
tance to going into the community. “I look at the issue 
through the eyes of the consumer, and work the system 
around the person.” The county even pays for taxi rides to 
accommodate people who have agoraphobia. 

The Center for Mental Health Policy and Services 
Research evaluates GATEWAY annually. The 2007-2008 
evaluation showed that participants were engaged with 
diverse resources, including case management, legal and 
protective services, long-term living, supports for visual 
impairments, and tax/rent rebate programs. The program 
receives an average of 115 to 120 referrals per year, with 
sources including family members, clergy, and even one 
police officer last year, the evaluation reported.  

 

 
 

“GATEWAY is                      
far and away the 

best program    
[of its kind]          

in the state.” 

 – Joseph C. Yaskin  

… continued from page 6 

 

Mental Health and Aging Program Offers Model for Collaboration 
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Shumaker, who is also a member 
of the Older Adult Advisory Commit-
tee, added: “It’s a matter of educating 
physicians and other health profes-
sionals that you need to listen more 
carefully and look behind the somatic 
complaints [physical symptoms], and 
understand that depression and lack of 
eating are not normal parts of the ag-
ing process.” 

To promote collaboration be-
tween primary care and behavioral 
health providers, the Older Adult Ad-
visory Committee is developing a 
packet of information for distribution 
to primary care practices; it will draw 
upon materials in develop-
ment at the federal Sub-
stance Abuse and Mental 
Health Services Admini-
stration.  

 

Particularly at RiskParticularly at RiskParticularly at RiskParticularly at Risk    

Significant numbers 
of older adults with mental 
illnesses may not be iden-
tified in primary care set-
tings, even if best practices 
for screenings and treat-
ment advice are in place. 
Older adults who are 
homebound, or who do not regularly 
see the same doctor, are particularly at 
risk of falling through the cracks. 

A recently concluded two-year 
pilot project, the Behavioral Health 
Referral Center (BHRC), was designed 
to reach this vulnerable population in 
some sections of Philadelphia. And the 
Western Psychiatric Institute and 
Clinic’s Senior Care–Benedum Geriat-
ric Center, an affiliate of the Univer-
sity of Pittsburgh Medical Center, 
provides office-based and in-home psy-
chiatric services to older adults in the 
Oakland section of Pittsburgh.  

“The magic about integrating 
mental health care into primary care is 
that it reduces the stigma, because 
treatment happens at ‘the doctor’s of-
fice,’ and evidence shows that referrals  

made [inside the primary care practice] 
result in treatment and improved out-
comes,” said Richard Morycz, Ph.D., a 
clinical social worker at the Senior 
Care–Benedum Geriatric Center and a 
member of the Department of Psychia-
try, University of Pittsburgh Medical 
Center.  

He added that a shortage of clini-
cians and low reimbursement rates 
paid by insurers make it difficult to 
integrate geriatric medical care and 
mental health treatment. “The prob-
lem in Pennsylvania is that there are 
not enough psychiatrists, let alone 
social workers,” he said. 

 

Specialized ReferralsSpecialized ReferralsSpecialized ReferralsSpecialized Referrals    

Specialized referral systems, as 
part of local aging services, have also 
been effective in linking older adults 
to treatment. In Philadelphia, the Be-
havioral Health Referral Center, at the 
Philadelphia Corporation for Aging 
(PCA), provided a specialized referral 
service designed to overcome stigma 
and other obstacles to treatment. The 
program, operating from 2006 
through August 2008, served older 
adults in West and South Philadelphia. 
“Access specialists” provided prelimi-
nary screening over the telephone. 
Callers were connected with treatment 
programs for depression, anxiety, iso-
lation, fear, sleep problems, alcohol 
and substance abuse.  

Debbie Plotnick, MHASP’s direc-
tor of advocacy, said the Behavioral 
Health Referral Center demonstrated 
successful outcomes; and the Behav-
ioral Health Alliance – a collaboration 
between PCA, the Philadelphia De-
partment of Behavioral Health and the 
Mental Health Association of South-
eastern Pennsylvania (MHASP) – 
hopes to secure funding to re-establish 
the program citywide. Representatives 
from the state departments of Public 
Welfare and Aging met with the Alli-
ance to explore how the model could 
be implemented statewide. “It was 
clear from this meeting that the aging 

and mental health sys-
tems want to work to-
gether, both in Philadel-
phia and at the state 
level,” Plotnick said. 
     Plotnick described 
project outcomes as 
“impressive.” An evalua-
tion by the UPenn Col-
laborative on Community 
Integration, a national 
rehabilitation research 
and training center 
funded by the National 
Institute on Disability 
and Rehabilitation Re-

search, found that 75 percent of callers 
to the specialized referral line had 
symptoms of depression, and many 
had not been previously diagnosed. 
The evaluation found that, as a result 
of the project, the risk for suicide was 
significantly reduced; physical health 
and life satisfaction improved; indi-
viduals who received behavioral health 
services subsequent to their calls were 
more likely to keep appointments with 
their primary care doctors and behav-
ioral health providers; and symptoms 
of depression were reduced. 

The program served 550 indi-
viduals; 155 participated in the evalua-
tion, Plotnick reported. Outcomes 
were found to occur at a “highly” sta- 

… continued from page 7 

“The magic about               

integrating mental health 

care into primary care        

is that it reduces               
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OMHSAS has committed to discharging some long-term residents of state                    

            psychiatric hospitals under the Money Follows the Person (MFP) program. 

… continued on page 9 
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tistically significant level. “We have 
identified what works, and we also 
have identified some barriers,” she said. 

For example, legal confidentiality 
requirements make it difficult to serve 
clients concurrently across aging and 
mental health services. Also, although 
Medicaid reimburses for mental health 
care in diverse settings (including the 

home), Medicare does not. “While 
Medicare is revising policy to comply 
with the new federal mental health 
parity law, the process will not be 
complete for five years,” Plotnick said. 
“We are developing recommendations 
to address these and other barriers,” to 
help county and state agencies imple-
ment collaborative services that draw 

resources and expertise from public 
mental health and aging resources, she 
said. 

“Medicare parity, when it hap-
pens, should help,” Shumaker said. “It 
should make more psychiatrists avail-
able to older adults, and make other 
mental health clinicians more avail-
able, also.”  

community placements where restrictions are mini-
mized, and necessary supports are in place before dis-
charge. Explained Maier: “Our treatment team reviews 
the individual’s medical and psychosocial status. If a 
person wants to leave and can live in a less restrictive 
environment, we . . . gather resources from as many 
agencies as we can to provide support.” 

Creating a placement in the individual’s county of 
origin whenever possible, the South Mountain commu-
nity discharge team arranges for supports with the 
local Area Agency on Aging, and non-governmental 
agencies such as Easter Seals and providers of home 
health services, including occupational and physical 
therapy, when medically necessary. 

South Mountain also connects residents returning 
to their communities with peer support, linking them 
to a Certified Peer Specialist or a more informal pro-
gram. Natural supports, such as extended family and a 
place of worship the individual can connect with, also 
are identified. 

Recently, South Mountain discharged a man with 
complex medical needs, including difficult-to-control 
Type 1 diabetes, to a south central Pennsylvania town 
where he has close family. The discharge process be-
gan at South Mountain with diabetes education. Staff 
taught the man to monitor his glucose and recognize 
symptoms of low blood sugar (hypoglycemia) and high 
blood sugar (hyperglycemia). 

Swan, the nursing director, explained that the team 
identifies each individual’s strengths, and establishes 
the necessary supports in a community setting. “We 
tried to teach him to draw up his own insulin by sy-
ringe, but he got frustrated with that,” Swan said. “So, 
among the services we set up in the community, we 
scheduled a nurse to come into his home to administer 
the insulin.” 

Recently, a staffer bumped into the former South 
Mountain resident at a grocery store, where he was 
shopping with family members. “When this guy came 
in he was in a wheelchair, and expected to use a wheel-

chair the rest of his life,” noted staff physician Brett 
Goglin, M.D. “When he left, he was walking.” 

The positive outcome was the result of rehabilita-
tive care that staff say is possibly the best available in 
the state. In fact, of more than 15,000 nursing homes 
recently ranked by U.S. News & World Report, South 
Mountain was one of only 27 that merited “Honor 
Roll” status as “America’s Best Nursing Homes.”  

The individual with diabetes who recovered from 
needing a wheelchair received outstanding care and 
services at South Mountain, said Gretchen Hathaway, 
R.N.C.S., M.S.N., clinical nurse specialist, Bureau of 
Community and Hospital Operations. Hathaway serves 
as the liaison between South Mountain and the state 
Office of Mental Health and Substance Abuse Services. 
“It may take a long time to bring it all together [for a 
community placement],” but we just keep working it 
until we accomplish our goal,” Hathaway said. 

 – Joseph C. Yaskin  

 

South Mountain Restoration Center  … continued from page 2 

… continued from page 8 

From left: Connie Swan, Director of Nursing, South Moun-
tain Restoration Center; Dean Hull, occupational therapist; 
and Gretchen Hathaway, clinical nurse specialist, Bureau 
of Community and Hospital Operations, Office of Mental 
Health and Substance Abuse Services 
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y the time I turned 12, people began to recognize 
that I was not typical. I can still remember one of 
the church ladies saying to my Mom, “Gina is cer-
tainly the lost sheep of your family.” She quickly 
rephrased her statement: “Oh, Jean, I didn’t mean it 
like that. Gina just marches to her own drummer.” I 

am listening, and understand quite clearly what she is 
implying: I don’t fit in. I don’t belong. 

Thank God for mothers! My Mom looked her straight 
in the eye and said, “Yes, Gina has her own melody in life. 
If you listen closely, it is quite beautiful.” 

I didn’t have many friends in high school. Most kids 
thought I was a loner, so they left me alone. Thank God 
for brothers and sisters! Lori, Will and I were all one year 
apart in age. Will was class president and Lori was voted 
most popular girl in her class. Will was not afraid to con-
front anyone who picked on me, and Lori invited me to 
join her popular crowd when they went out on Friday 
evenings. 

I had one ability that others valued: I was a high-level 
gymnast. In the gym, it didn’t matter if no one wanted to 
hang out with me. I could work hard, focus well, mute the 
noises in my head that said I was worthless, and be the 
best. After every performance, there was applause – ap-
plause that said, You are worth it. You are good.  

At the age of 14, I experienced my first stay in a psy-
chiatric institution. The doctors felt that because of my 
eating habits (or lack thereof) and my psychosis, gymnas-
tics would be too risky for me; so the label I had given 
myself to be accepted in this world – gymnast – was ripped 
from me. While these same doctors were reluctant to at-
tach a DSM-IV [Diagnostic and Statistical Manual of 

Mental Disorders] diagnosis to my chart because of my 
age, the rest of the staff found ways to replace the 
“gymnast” label with others: oppositional, manipulative, 
hyper, manic. 

So my journey in the mental health system began. 

Between the ages of 19 and 36, I experienced 48 psychiat-
ric hospitalizations and an increasing number of DSM-IV 
diagnoses. During these 17 years, I was unable to stay out 
of a hospital for more than two months before being re-
hospitalized. 

After eloping from Harrisburg State Hospital, living 
on the streets and making my way to New York City, 
where I was re-hospitalized and later discharged to the 
care of my father – thank God for fathers! – I’d given up 
hope of having a fulfilling life. In the many different hospi-
tals, I had been told over and over again that I was perma-
nently disabled and work was out of the question. I was 
told that I couldn’t make wise decisions, so staff would 
make all the decisions for me. 

When one is told something enough times by enough 
people, one begins to believe it. I didn’t escape from Har-
risburg State Hospital because I wanted the opportunity 

My March to a Different Drummer My March to a Different Drummer My March to a Different Drummer My March to a Different Drummer ––––    
Toward RecoveryToward RecoveryToward RecoveryToward Recovery    

 

This is the third in a series of first-person accounts of recovery 
featured in People First. While recognizing that each indi-
vidual’s pathway to recovery is unique, we hope that these sto-
ries might inspire others who are on their own recovery journeys.  

By Gina Calhoun 
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to unleash the  power I had within and become all that I 
could be. I didn’t perceive that as a possibility. I escaped 
based on my fundamental belief in my right to live in 
America as a free citizen, and I would stand up for that 
right with every fiber of my being. 

Some of the first freedoms I experienced were the 
right to smoke a cigarette whenever I felt like it, the right 
to have a caffeinated beverage, and the right to open the 
door, walk outside, stand on the porch and walk back in-
side where no one was jingling the keys. I would spend 
hours opening my front door and walking outside, only to 
go back inside and then outside again – because I could. 

My first encounter with the possibility that there was 
more to life than finding ways to avoid being caught and 
re-hospitalized came from a pastor in the small town of 
Waynesboro, Pa. I had been attending the worship ser-
vices in Pastor Lynn’s church for almost a month, and had 
been an enthusiastic participant – swaying, clapping, and 
generally “making a joyful noise unto the Lord” – when 
the pastor approached me. Everyone in a small town 
knows the scoop about everyone else’s life, and my fellow 
congregants knew about my years in psychiatric hospitals. 
So, when Pastor Lynn came up to me, I’m thinking, This 
can’t be good. He is either going to ask me to sit in the balcony 
or find another church. I was surprised when he said, “Gina, 
I love the way you worship God with all of who you are. 
Most people in our congregation worship in the more tra-
ditional approach. There is no reason we can’t embrace the 

upbeat, fully animated approach as well. Please continue to 
bring your energetic spirit to our services.” This was the 
first time someone had affirmed my explosive energy and 
passion as an asset since my days as a gymnast. 

Pastor Lynn didn’t say I had to settle down and be-
have. He didn’t say that my energy and passion were scary 
or that I needed to take some medication to calm me 
down. Instead, he said I wasn’t just allowed to come to the 
church; I was needed! 

It made a difference. One by one, people in the congre-
gation began to embrace my gifts. A year later, we started 
a multi-sensory praise service as a second option; we 
wanted to give all people a chance to worship God in a 
way that worked for each of them. 

The second significant milepost on my road to recov-
ery was the closing of Harrisburg State Hospital. The seed 
of my desire to fight for social justice was planted in me 
when I eloped from the hospital; it flourished when I had 
the opportunity to speak at the public hearing discussing 
the closure. I had never given public testimony and had no 
idea what recovery and community integration meant; all I 
had was my story. I didn’t think it was worth telling, but I 
told it anyway – in front of over 300 people, half of them 
holding picket signs and wearing buttons opposing the 
closure. At the end there was applause, and I hadn’t done 
one cartwheel. 

By sharing my story for a cause greater than myself, I 
helped the audience understand that people from the state 
hospital could live in the community and reach their full 
potential. Outside, a woman named Shelley Bishop walked 
up to me with tears in her eyes and thanked me for shar-
ing my recovery journey with folks that needed to hear it. 
Recovery journey? I was too afraid to ask this woman from 
the state mental health authority what “recovery” meant – 
but I did my homework and found out. It opened a whole 
new world for me and I wanted to share it with others. 

I was given the chance. I had the honor to be the peer 
supporter for the closing of Harrisburg State Hospital. My 
job was to get to know the hospital residents and help 
them discover for themselves what they might need and 
want to live a full and meaningful life. 

As I watched people go from hospital to community 
and experience life in a whole new way, my life began to 
change as well. I learned that empowerment was of much 
greater value than entitlement, and freedom was more 
than escaping from behind locked doors. I was finding the 
“me” I was called to be. This “me” was once called psy-
chotic, manic, hyper, overly emotional and a religious fa-
natic. This “me” was the person everyone wanted to medi-
cate so she would behave and conform. I am still the same 

“me,” only now I work at the Office of Mental Health and 
Substance Abuse Services, where I am described as bubbly, 
passionate, spiritual and energetic. My job description 
says nothing about sitting still and staying quiet – quite 
the opposite. I am to be action-oriented, gather the voices 
of people who use public mental health services and bring 
those voices to the table. There is no settling down in a 
recovery movement. 

Perhaps the greatest lesson I have learned is that, if 
we view each person through eyes seeking abilities, and 
develop environments where each person’s abilities are 
embraced, we can create a ripple effect of people believing 
in people. In a world that often asks, “What’s wrong?” I 
challenge us to ask a second question: “What’s right?” 

“In the many different           

hospitals, I had been told over 

and over again that I was     

permanently disabled . . .” 

“I learned that . . .  freedom was more than escaping from  

behind locked doors.” 

… continued from page 10 
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