
NEWS AND FEATURES FOR THE CONSUMERS, SUPPORTERS AND PROVIDERS OF PENNSYLVANIA’S BEHAVIORAL HEALTH SYSTEM 

VOLUME 19, NUMBER 3 SPRING 2011 

    

IN THIS ISSUE:IN THIS ISSUE:IN THIS ISSUE:IN THIS ISSUE:    
 

Pennsylvania Moves Toward Integrating Care for CoPennsylvania Moves Toward Integrating Care for CoPennsylvania Moves Toward Integrating Care for CoPennsylvania Moves Toward Integrating Care for Co----Occurring Occurring Occurring Occurring     
Conditions  Conditions  Conditions  Conditions  --------        By Elisa Ludwig 2222    

OMHSAS works to close the treatment gaps in services to Individuals  
with mental health and substance abuse conditions and address their  
complex needs in an integrated fashion.   

 
OMHSAS Workgroup Seeks to Improve Pennsylvania’s Crisis OMHSAS Workgroup Seeks to Improve Pennsylvania’s Crisis OMHSAS Workgroup Seeks to Improve Pennsylvania’s Crisis OMHSAS Workgroup Seeks to Improve Pennsylvania’s Crisis     
Intervention Services  Intervention Services  Intervention Services  Intervention Services  --  By Elisa Ludwig  6666 

Increased demand poses a tough challenge to the Commonwealth as it  
develops recommendations to better serve individuals in crisis.   

 
““““But You Look So NormalBut You Look So NormalBut You Look So NormalBut You Look So Normal    !!!!”  ”  ”  ”  --  By Lauren Rieser Shawl  9999 

The author provides a series of vignettes that illustrate both difficult and  
humorous aspects of her personal mental health journey that helped  
her weather the dark days and live a fulfilling, “normal” life.   

   



 

2   Spring 2011  

 

aren,* who has struggled 

with post-traumatic stress 

disorder (PTSD) and alcohol 

abuse, dropped out of col-

lege and was hospitalized at 

21. She later moved to Bucks County, 

where for years she has received ser-

vices to help her work toward recov-

ery. “I’ve found that I am addicted to 

practically everything I touch, and the 

PTSD has created trust issues that af-

fect every part of my life, so these are 

things that I always need to be work-

ing on,” she said. 

Caren is not alone: the 2002 

National Survey on Drug Use and 

Health of the Substance Abuse and 

Mental Health Services Administra-

tion (SAMHSA) estimated that 17.5 

million adults have a 

serious mental illness; 

about 4 million were 

also dependent on or 

abused alcohol or illicit 

drugs. They have tradi-

tionally been under-

served by systems that 

have treated the diagno-

ses separately. 

“People with co-

occurring mental health 

and substance use issues 

have complex needs, 

and if we do not address 

both in an integrated 

fashion we are doing them an injus-

tice,” said Dotti Farr, director of qual-

ity management of the Bucks County 

Behavioral Health System and clinical 

director of the Bucks County Drug 

and Alcohol Commission, Inc. 

To win the client’s trust, the 

treatment provider needs to demon-

strate an understanding of how these 

issues affect each other, Farr said, 

adding: “You can’t expect someone 

who abuses alcohol and who suffers 

from major depression to just stop 

drinking if you aren’t treating the de-

pressive symptoms, or vice versa.” 

Two Challenges; Two Systems Two Challenges; Two Systems Two Challenges; Two Systems Two Challenges; Two Systems     

Historically, the traditional men-

tal health and substance abuse sys-

tems have struggled to serve individu-

als with co-occurring conditions. Bar-

riers have included philosophical dif-

ferences between the fields, a lack of 

data about the co-occurring popula-

tion, and a lack of resources for ad-

dressing the entrenched gaps within 

the health care system. 

 “When I first started working in 

behavioral health, people [with co-

occurring conditions] often had multi-

ple readmissions to the hospital and, 

when they came back following a 

relapse, they felt hopeless,” Farr said. 

“That was partially our responsibility 

as providers. Back in the 1990s, we 

expected people [with co-occurring 

conditions] to be sober for up to six 

months before we would prescribe 

psychiatric medications. People 

would be discharged from drug treat-

ment because they relapsed, when 

what they really needed was help 

getting back on track.” 

But as new evidence-based prac-

tices have emerged, a national    

SAMHSA-led effort has begun to 

break down these treatment silos and 

is helping systems to move toward an 

integrated model of care. 

SAMHSA’s recommended 

principles include a “no 

wrong door” approach 

that treats individuals no 

matter where they enter 

the system, a comprehen-

sive array of services that 

can be tailored to an indi-

vidual’s needs, assertive 

outreach efforts, individual 

attention with an emphasis 

on family, cross-trained 

staff and providers, and 

administrative functions 

that don’t stand in the way 

of treatment. 

In 2006, Pennsylvania’s depart-

ments of Health and Public Welfare 

jointly issued a bulletin aimed at im-

proving services to individuals with 

By Elisa Ludwig  

… continued on page 3 

____________________________________ 

* Caren’s last name has been omitted at her  
 request to protect her privacy. 
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co-occurring conditions. This included 

defining competency and describing 

how licensed facilities could achieve 

it, as well as advising county mental 

health, mental retardation and drug 

and alcohol (MH/MR/D&A) pro-

grams on how to support competent 

services across systems. 

Comprehensive Integration Comprehensive Integration Comprehensive Integration Comprehensive Integration     

Bucks County has been at the 

forefront of this effort, Farr said. 

“The first thing we did was to build a 

collaborative of all stakeholders – 

people who were using our services, 

mental health and drug and alcohol 

providers and county staff – to try to 

enhance awareness of the issues.” 

Though it had been offering 

trainings since 2000, the county 

worked to comply with the state bul-

letin, offering technical assistance and 

trainings to help providers develop 

more integrated services. It also 

helped clinicians with certification for 

co-occurring competency through the 

Pennsylvania Certification Board 

(PCB). 

The changes in Bucks County 

have been significant. “With co-

occurring challenges as a major priori-

ty, we have encouraged all of our 

base service mental health units to 

become certified, and the vast majori-

ty of drug and alcohol providers are 

certified as well,” Farr said. “All of 

our providers are screening and as-

sessing for both disorders as a routine 

practice; so, regardless of where you 

go for services, people are welcoming 

and empathic and hopeful.” 

In an integrated system, issues 

are addressed more holistically and 

people are referred elsewhere only 

when they truly need to be referred. 

This reflects the recovery philosophy 

that each person has her own path to 

getting better. “We know now that 

even if you and I have the same diag-

noses, our needs will be different,” 

Farr said. “There’s been a big shift 

away from program-driven treatment 

to strength-based, recovery-focused 

treatment. Every individual deserves 

a unique treatment plan.” 

The county has also worked to 

better measure outcomes such as hos-

pitalization or readmission. “When 

people get the right kind of treatment 

there are lower rates of relapse,” Farr 

continued. “The research shows us 

that when people receive person-

centered, integrated services, they can 

stay in the community and shorten 

their hospitalizations and, most of all, 

feel hopeful about their recovery.” 

While citing “significant advances” in 

the county, she added that there is 

still work to be done, including 

“becoming better at addressing issues 

of trauma, including PTSD.” 

Expanding Rural ServicesExpanding Rural ServicesExpanding Rural ServicesExpanding Rural Services    

The push for a coordinated sys-

tem is progressing around the state. 

One of the earliest priorities of the 

Behavioral Health Alliance of Rural 

Pennsylvania (BHARP) – created in 

2007 and representing MH/MR ad-

ministrators and Single County Au-

thorities (see box on page 5) from 23 

counties in north central Pennsylvania 

– was addressing the needs of individ-

uals with co-occurring conditions. 

A dearth of providers in rural 

areas means fewer choices and that 

… continued on page 4 

… continued from page 2 

“People with co-occurring mental health and substance use issues 
have complex needs, and if we do not address both in an integrated 
fashion we are doing them an injustice.” 
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“providers need to be generalists,” 

said Genny Dailey, special projects 

coordinator at the Behavioral Health 

Administrative Unit (BHAU) in Belle-

fonte. “Distance and cost are often 

big barriers for training and for im-

proving access to treatment; so we 

started by trying to make it more con-

venient for providers by reducing 

travel time and costs for training for 

[co-occurring] competency,” she said. 

In a year-long project in 2010, 

BHARP and BHAU offered technical 

assistance and developed a resource 

manual to help providers improve 

competence. They also created a 

learning collaborative to offer free 

training for providers across the repre-

sented counties at two regional sites. 

“We follow that up with interest cir-

cles each month to discuss topics ap-

plicable to the participants’ agencies 

in depth,” said Curt Proctor, a service 

system specialist. 

The learning collaborative’s mis-

sion is to encourage providers to use 

more evidence-based practices, said 

BHAU director Sally Walker. “The 

way the system is now, individuals 

tend to be shuffled in through one 

door or the other, but we are work-

ing to change that. With better-

coordinated treatment, providers can 

make appropriate referrals and find 

appropriate supports for clients. The 

collaborative is giving providers direct 

skills for immediate impact.” 

The organization is seeking to 

extend this program for at least a 

year, with the hope that the collabo-

rative will take on a life of its own. 

“We’ve started to help providers 

make connections with networks so 

that it will continue once the project 

ends,” said Walker. 

A Peer ApproachA Peer ApproachA Peer ApproachA Peer Approach    

Founded in 1989 in Philadelphia 

by the Mental Health Association of 

Southeastern Pennsylvania (MHASP), 

The Friends Connection is a cutting-

edge, evidence-based program that 

offers intensive one-on-one peer sup-

port for individuals with co-occurring 

issues for 18 to 24 months. Peer coun-

selors are recruited, trained and super-

vised to work with participants in so-

cial settings in this “program without 

walls.” “Studies show that it takes at 

least three months to change a behav-

ior, so we work with people for a 

long time, including out in the com-

munity, where [using] is most tempt-

ing,” said Jeanie Whitecraft, an 

MHASP division director, who devel-

oped The Friends Connection. 

The Friends Connection supports 

clients in making healthy community 

connections and creating a broader, 

clean-and-sober support network. 

Many participants use self-help sup-

ports such as the Wellness Recovery 

Action Plan (WRAP) as well as 12-step 

programs (such as Alcoholics Anony-

mous and Narcotics Anonymous) and 

other community-based supports of 

their choosing. “People have it hard 

enough working through the challeng-

es of just one of those disorders; hav-

ing two makes it doubly difficult,” 

Whitecraft said. “The primary chal-

lenge is to get someone to stop using 

because that can help 

clear the smoke and 

help the person face other challeng-

es.” 

County funding allows the pro-

gram to remain flexible about time 

constraints, and Whitecraft said that 

peer specialists might work with indi-

viduals for four hours a day or more 

if needed. 

The Friends Connection has 

proved successful in decreasing sub-

stance abuse as well as hospital and 

crisis service utilization, and most par-

ticipants have expressed satisfaction. 

Based on this success, Whitecraft 

helped build a Friends Connection in 

Montgomery County in 2002. 

The program’s effectiveness is 

directly linked to its peer approach. 

“Having that lived experience from 

someone who is still recovering has 

really helped people to move for-

ward,” Whitecraft said. “On the peer 

specialist side it has been instrumental 

in helping people get jobs and give 

back in a way that is reciprocal.” 

Whitecraft is optimistic as more 

counties adopt integrated systems: 

“Over the last 10 years we have seen a 

significant change. I do feel hopeful that 

we’re moving in the right direction.”  

Forensic Care and BeyondForensic Care and BeyondForensic Care and BeyondForensic Care and Beyond    

In 2001, Beaver County was one 

of the earliest Mentally Ill Substance 

Abuser (MISA) pilot programs in the 

state (funded by the Pennsylvania Of-

fice of Mental Health and Substance 

Abuse Services), starting with the iden-

tification and treatment of individuals 

with co-occurring conditions in the 

Beaver County Jail. Today, these pro-

grams include a probation program, a 

re-entry liaison, an evidence-based 

… continued from page 3 

“You can’t expect someone who abuses alcohol  
and who suffers from major depression to just stop drinking  
if you aren’t treating the depressive symptoms, or vice versa.”  

… continued on page 5 
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treatment program for incarcerated 

women with PTSD and substance 

abuse issues, in-jail vocational ser-

vices, and an adult mentoring pro-

gram, along with re-entry supports 

and services. Since 2002, over 1,470 

individuals have enrolled in the jail 

co-occurring disorders program and 

80 percent of participants have re-

mained out of jail for at least six 

months following the program. 

In 2005, the county received 

SAMHSA funding to implement care 

for adolescents in the juvenile justice 

system. Two years later, the program 

expanded again to a Comprehensive 

Continuous Integrated System of Care 

(CCISC), as recommended by interna-

tional expert Kenneth Minkoff, M.D. 

(Minkoff’s best-practices model has 

been used around the country and 

the state, including by BHARP and 

Bucks County.) Ninety-two percent 

of the county’s providers have com-

pleted the COMPASS™ (COMorbidity 

Program Audit and Self-Survey for 

Behavioral Health Services), used to 

identify areas needing to improve 

their services for those with co-

occurring con-

ditions. All 

have changed 

their policies 

to incorporate 

co-occurring 

language. 

 

Beaver County is taking the re-

covery model even further, according 

to Nancy Jaquette, compliance officer 

of Beaver County Behavioral Health. 

In 2011, the county will be refining 

the system of care with a recovery-

focused set of values, including peer- 

and family-driven, trauma-informed, 

culturally and linguistically competent 

community-based services that ad-

dress issues such as employment and 

housing. 

“The biggest challenge is getting 

people to change the way they have 

done business for a long time. Most 

agree philosophically that we need 

an integrated approach – but change 

takes time,” Jaquette said.  

Finding the Right DoorFinding the Right DoorFinding the Right DoorFinding the Right Door    

Caren currently works with a 

therapist at the Penn Foundation Re-

covery Center in Sellersville and at-

tends AA meetings when she can, 

though she is still finding that her co-

occurring challenges are not always  

effectively addressed. “I find that 

sometimes at the AA meetings when  

I would bring up my mental health  

 

 

issues, [the discussion] wasn’t warmly 

received. It has been better for me to 

talk about addiction in my therapy 

since my therapist is well trained in 

dealing with people with co-occurring 

disorders.” 

Caren is currently five years so-

ber and, with her therapist, she cre-

ates a new treatment plan every 

three months. Last winter, she fin-

ished her college degree. “Finishing 

school was a huge deal for me be-

cause for the longest time I thought I 

would be in and out of hospitals for-

ever,” she said. “Now I can feel the 

opportunities and new possibilities 

opening up.” 

    

Have an opinion to share?  Reaction to an article?  Have an opinion to share?  Reaction to an article?  Have an opinion to share?  Reaction to an article?  Have an opinion to share?  Reaction to an article?      
Send e-mail to: peoplefirst@mhasp.org or regular mail to: 

  

People FirstPeople FirstPeople FirstPeople First    
Mental Health Association of Southeastern Pennsylvania 
1211 Chestnut St., Suite 1100, Philadelphia, PA 19107.  

 

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

SAMHSA’s recommended principles  
include a “no wrong door” approach that 
treats individuals no matter where they 
enter the system.  

… continued from page 4 

Please NotePlease NotePlease NotePlease Note    

To quote from the Pennsylvania code,  

“A Single County Authority is estab-

lished when the county commissioners 

have informed the [county] Council of 

their desire to enter into the statewide 

prevention, intervention, and treatment 

program, have agreed to abide by the 

regulations of the Council for such 

programs, have appointed a citizens 

group consisting of 11 to 15 mem-

bers . . . to plan and evaluate those 

services, and have designated a per-

son to implement the plan prepared by 

the citizens group.”  
 

http://www.pacode.com/secure/data/004/

chapter254/s254.2.html 
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By Elisa Ludwig  

uring his most difficult 

times, Fred McLaren recalls, 

the crisis intervention ser-

vices provided by Pennsyl-

vania’s behavioral health 

system helped him get the care he 

needed while avoiding involuntary 

commitment. McLaren, a Montgom-

ery County resident who has been 

diagnosed with bipolar disorder and 

obsessive-compulsive disorder, said 

that Montgomery County Emergency 

Service (MCES) has made all the dif-

ference. “I was able to either go into 

the hospital voluntarily or they gave 

me the help I needed to stay out of 

the hospital,” McLaren said.  

Required ServicesRequired ServicesRequired ServicesRequired Services    

States have been required to 

provide crisis intervention services 

since 1966, when the Mental Health 

and Mental Retardation Act was 

signed into law. In 2008, based upon 

data reported to the Office of Mental 

Health and Substance Abuse Services 

(OMHSAS) by the counties, approxi-

mately 78,000 Pennsylvanians re-

ceived at least one type of crisis inter-

vention service from the public 

behavioral health system. 

A statewide survey, regional 

focus group discussions, and a 

time-limited stakeholder 

workgroup were part of a larger 

effort by the Commonwealth to 

assess current practices in all areas 

of crisis intervention. “We asked 

which services the counties pro-

vided directly and which they 

contracted out, and we asked them 

to identify any gaps and barriers they 

faced,” said OMHSAS acting deputy 

secretary Sherry Snyder. 

The workgroup, comprising a 

wide range of stakeholders – includ-

ing representatives from the Crisis 

Intervention Association of Pennsyl-

vania, county behavioral health staff, 

managed care companies, peer spe-

cialists and other individuals in recov-

ery from psychiatric disorders – met 

in June 2010 to analyze the data and 

seek meaningful recommendations 

for improving the system. Regional 

focus groups had previously looked 

at key challenges for services in their 

respective geographical areas. 

The focus of the workgroup was 

to identify best-practice recommenda-

tions for refining crisis intervention 

services that would reduce the poten-

tial for future crises and produce bet-

ter outcomes supporting recovery. In 

November 2010, before the change 

in Commonwealth administration, 

Snyder was hopeful about addressing 

the recommendations. “It’s no secret 

we face major budget challenges in 

the state, but not all of the recom-

mendations will require additional 

funding,” she said. “It may be more a 

matter of shifting funds around in 

order to reprioritize and strengthen 

services.”   

Different ModelsDifferent ModelsDifferent ModelsDifferent Models    

Initially, the most common crisis 

intervention service was the 24-hour 

emergency hotline, with emergency 

room backup. As counties recognized 

the need for additional services, mo-

bile crisis services were developed. To 

support other services, OMHSAS de-

fined walk-in, mobile, medical-mobile 

and residential services, and pub-

lished draft regulations. Services in all 

five models are licensed by the state. 

Since its adoption statewide in 2007, 

HealthChoices – Pennsylvania’s be-

havioral health insurance program for 

Medical Assistance (Medicaid) recipi-

ents – has funded state-mandated 

telephone and mobile crisis services 

across the Commonwealth. 

Stakeholders in various venues 

have identified challenges to provid-

ing crisis services, and the statewide 

… continued on page 7 

“No matter how well developed and well 
functioning the crisis intervention service is, 

its success is dependent upon having  
available resources and supports it can refer 
and connect people to, such as housing, or 

clinical intervention, or follow-up.” 
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crisis workgroup developed recommen-

dations for meeting these challenges. 

Key RecommendationsKey RecommendationsKey RecommendationsKey Recommendations 

The workgroup’s paper, Crisis 
Intervention Services Transformation 
Recommendations (available at  

 

 

 

summarizes these and other findings.  

Key recommendations for en-

hancing crisis services include diver-

sion resources, timely access to com-

munity supports before and after a 

crisis, peer support services, psychiat-

ric advance directives, standard train-

ing curriculums, consistent interpreta-

tion of crisis intervention regulations 

across the state, and cost-effective 

strategies to support effective crisis 

intervention services. 

One challenge the paper notes is 

that the line between emergency ser-

vices and crisis services is often 

blurred, and the services available in 

some counties are closer to the former 

than the latter, resulting in more hos-

pitalizations. “What we see in these 

cases is that the person tends to be 

committed,” Snyder said, “whereas 

crisis services are intended to be a set 

of opportunities to both assess wheth-

er a person needs to be admitted to 

higher levels of care or needs supports 

to avoid unnecessary hospitalization.” 

The workgroup recommends the 

availability of diversion resources 

throughout the crisis intervention pro-

cess.  

Other areas of concern include 

increased numbers of crises across the 

board, with 

too few staff 

and funds to 

support the 

flow. “It’s fair 

to say that just 

about every 

county is strug-

gling with in-

creased vol-

ume,” Snyder 

said. “Whether it’s calls on a hotline or 

walk-ins, there are a lot of people who 

are uninsured and don’t have access to 

other supports. With the stress of the 

economy and people losing jobs and 

homes, there is a lot more strain on 

individuals and families. We’re also 

seeing increased numbers of people 

involved with drugs and alcohol, and 

suicide in teens and older adults.” 

A lack of coordination and fol-

low-up care was a problem in many 

counties. “No matter how well devel-

oped and well functioning the crisis 

intervention service is, its success is 

dependent upon having available re-

sources and supports it can refer and 

connect people to, such as housing, or 

clinical intervention, or follow-up,” 

Snyder said. 

“Peer Services Will Be Crucial”“Peer Services Will Be Crucial”“Peer Services Will Be Crucial”“Peer Services Will Be Crucial”    

The workgroup also concluded 

that peer services are a fundamental 

component of the crisis response pro-

cess, yet the survey found that only 

one county used peer supports as part 

of crisis intervention. 

“Peer services will be crucial go-

ing forward,” Snyder said. “Peers can 

provide an important adjunct to in-

tervention, offering hope, support 

and someone to talk to who under-

stands the situation; and they can also 

offer options for aftercare, such as 

helping the individual develop a WRAP 

plan.” (WRAP – Wellness Recovery 

Action Plan – teaches recovery and self-

management skills and strategies.) 

While the paper focuses on the 

many gaps in county services, particu-

larly in rural areas, some model pro-

grams in the state are redefining the 

way crisis interventions are handled. 

Allegheny CountyAllegheny CountyAllegheny CountyAllegheny County    

In 2006, the Western Psychiatric 

Institute and Clinic of UPMC in Pitts-

burgh won a bid to become the 

countywide provider of crisis services. 

Though telephone, mobile and walk-

in services had long been available in 

the county through multiple provid-

ers, the system needed integration. 

“Before that time, there were a 

number of moonlighting staff for mo-

bile and afterhours care. Sometimes 

calls would be dispatched to other 

contractors and it wasn’t a timely pro-

cess,” said Mary Jo Dickson, adminis-

trator of the Allegheny County Bureau 

of Adult Mental Health Services. 

Now, in Allegheny County, 

re:solve™ Crisis Network provides 

telephone, mobile, walk-in and resi-

dential services, plus a non-licensed 

24-hour drug and alcohol crisis en-

gagement center, and fosters all of the 

necessary connections between these 

units. For instance, someone calling a 

peer warmline might be transferred to 

the crisis telephone service for linkage 

to mobile services in their community 

or the Pittsburgh-based walk-in crisis 

program. “The fact that we have all 

these services housed under one roof 

helps us to coordinate care and pro-

vide continuity,” said Jewel Denne, 

re:solve™’s clinical administrator. 

A new facility for walk-ins, fea-

turing bright colors, peer-created art-

work and open floor plans, was de-

signed with peer input. “People told 

us they wanted the building to feel 

warm and welcoming so we based 

our design on these suggestions,” 

Denne said. 

Guiding PrincipleGuiding PrincipleGuiding PrincipleGuiding Principle 

re:solve™ is staffed by dedicated 

(non-moonlighting) personnel, includ-

ing six paid peer specialists, with 

around-the-clock services. The guiding 

principle is that an individual should 

define his or her own crisis, and the 

… continued from page 6 

… continued on page 8 

http://parecovery.org/advisory_materials/

april_2011_handouts/Crisis_Intervention_ 

Recommendations.pdf), 
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program maintains a “no eject/no 

reject” policy. 

The program is also working 

hard to move away from emergency-

centric responses, trying to intercede 

in crises at the earliest possible point. 

To that end, a recent public aware-

ness campaign featured common im-

ages, such as a full laundry basket 

with the slogan “Call before a load 

becomes too heavy to carry.” 

The center continues to serve an 

array of individuals with a variety of 

concerns, and reports nearly 12,000 

individual interactions a month. Mo-

bile services go wherever needed: 

they have attended to people in their 

homes, but also to people calling 

from grocery stores and parking lots. 

Janice,* who has been diagnosed 

with depression and schizoaffective 

disorder, has made use of re:solve™’s 

mobile, telephone, walk-in and resi-

dential services. “With their educa-

tion and skill, they can really calm the 

situation down and nip it in the 

bud,” she said. “They’ve helped 

me not only through the crisis but 

also to get my finances in order, 

and [to] get back on my feet 

again. It’s a blessing – it really is.” 

 “Our goal, no matter what, 

is to divert people from being 

hospitalized where possible and 

to provide an individual ap-

proach to care,” Denne said. “We 

are here to walk alongside our 

consumers as opposed to pushing 

them into services.” 

Successes RealizedSuccesses RealizedSuccesses RealizedSuccesses Realized 

About 85 percent of people 

that re:solve™ sees remain in the 

community after a mobile visit, 

and the walk-in and residential 

center has a 97 percent success 

rate in hospital diversion, Denne 

said. While she suspects that the 

exact structure of the program might 

not work in other areas of the state,  

she believes that certain basic princi-

ples could be replicated, such as the 

emphasis on recovery, and the flexi-

bility to respond to the individual 

needs of people in crisis. 

In some senses, the program has 

become a victim of its own success, 

Dickson said. “It can be difficult for us 

to determine what a crisis is or isn’t, 

and we have some individuals com-

ing here when it is not entirely ap-

propriate. We are continuing to rede-

fine the program but I think we have 

made great strides in moving towards 

more recovery-oriented crisis ser-

vices,” she said.  

Montgomery CountyMontgomery CountyMontgomery CountyMontgomery County    

Also cited as a model is Mont-

gomery County Emergency Service 

(MCES), which was founded in 1974 

after a collaboration between the 

local mental health/mental retarda-

tion emergency service and Eagleville 

Hospital began successfully diverting 

individuals with mental illnesses and 

drug and alcohol addictions from jail. 

“Over the years we have grown in-

crementally, adding services along the 

way,” said MCES director of develop-

ment Tony Salvatore. 

Like re:solve™, MCES houses 

multiple services under one roof, in-

cluding a hotline and mobile, residen-

tial and walk-in services. MCES also 

maintains a dedicated ambulance for 

people who need to be transported 

in a time of crisis. “That’s an im-

portant part of our service because it 

keeps the police available for other 

emergencies,” Salvatore said. 

MCES also hires peer specialists, 

who work in the residential unit as 

well as in WRAP training. Salvatore  

would like to eventually add peer-led 

warmlines. “Often people don’t call 

hotlines because they are fearful of 

hospitalization, but warmlines can 

help people get the services they 

need without the worry,” he said. 

Today, after having benefited 

firsthand from MCES crisis interven-

tion services, Fred McLaren works as 

a peer specialist in the MCES outreach 

and criminal justice department. 

He also served on the crisis inter-

vention workgroup, testifying 

about his own experience. He is 

hopeful about the workgroup’s 

recommendations and the future 

of crisis intervention in Pennsyl-

vania. “The challenges for crisis 

services are out there,” he said. 

“But the workgroup hopefully 

addressed some of them and will 

help people come up with solu-

tions in a variety of settings, 

budgets and situations.” 

     Snyder asserts that crisis inter-

vention improvement should 

remain a priority moving for-

ward. “I do believe that crisis 

intervention is a cornerstone of 

the mental health system; often-

times it’s the first contact a per-

son or their family members will 

have with the mental health sys-

tem,” she said. “As such, it’s critical 

that it be an available, identifiable 

and easily accessible service.” 

 

 

… continued from page 7 

___________________________________________________________________________________ 
* Janice’s last name has been omitted at her 
 request to protect her privacy.  
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n good days – and there are now many of 

them – I can reach the snooze button on my 

alarm clock.  On really bad days – and they 

used to stretch for weeks at a time – I can’t 

move my arms or legs or even turn my head. For 

hours, paralyzed by panic, I listen to the alarm going 

off, the radio blaring and our pets whining to go out 

or get fed.  

On good days, it takes about 40 minutes for my 

feet to hit the floor. I use various techniques to get 

up without taking any medication to dissipate the 

panic and/or depression, and I’m frequently success-

ful. On really bad days, I can’t move to reach that 

medicine, which sits less than a foot away on the 

night table. Fortunately, I have an amazing friend 

and partner, my husband, who will help me take the 

medication if I am unsuccessful on my own.  

Credentials QuestionedCredentials QuestionedCredentials QuestionedCredentials Questioned    

As the room cleared out at the end of a meeting 

concerning transformation of Philadelphia’s mental 

health system, I was asked by a colleague (albeit with 

an attempt at humor), “How do we know that you are 

really, certifiably crazy?” (In fact, one of the reasons I was 

asked to attend this particular meeting was to bring to the 

table my perspective as a person whose life experience 

includes coping with serious mental health challenges.) 

This question has been asked, in one form or anoth-

er, for the last two decades – because I look and act so 

darn NORMAL. “I would never have guessed!” is some-

thing I hear almost every time I’ve thought it appropriate 

to disclose my mental health diagnosis. 

Having no gold-stickered certificate to confirm my 

credentials, I wryly asked my colleague if viewing records 

of my psychiatric hospitalizations would satisfy him; we 

both chuckled. In retrospect, I think that showing him the 

pill box in my purse, filled with my daily psychotropic 

medications, might have sufficed. 

BackgroundBackgroundBackgroundBackground    

I’ve lived with the challenging symptoms of anxiety 

disorder and bipolar disorder – which were not diag-

nosed until my early thirties – since my late teenage years. 

Not aware that that there was a physiological cause, I 

assumed that my immobilizing anxiety and debilitating 

depressions were character flaws. I interpreted my days-

long bursts of energy, creativity and endurance as genetic 

gifts from my father, an artist who would go without 

sleep for days, working with tireless enthusiasm on his 

projects; he was frequently anxious or sad but also well-

known for putting the “fun” in dysfunctional. With the 

exception of artistic ability and a “Y” gene, I probably 

inherited Dad’s whole high-low package. 

 

 

 

 

 

 

 
 

When I wrote these lines, I was alone in a house I 

rented with six college friends. I was the only one who 

chose to remain in Syracuse over the winter break. A re-

cent deluge of snow held me literally captive in the empty 

house . . . and it felt familiar. The situation epitomized the 

way I felt almost all the time and the words seemed to fly 

out of the pen, streaming from my heart to the page. 

… continued on page 10 

She lives in her own world, she hides in a hazeShe lives in her own world, she hides in a hazeShe lives in her own world, she hides in a hazeShe lives in her own world, she hides in a haze    

She throws up a wall and builds her own cageShe throws up a wall and builds her own cageShe throws up a wall and builds her own cageShe throws up a wall and builds her own cage    

Because she’s afraid Because she’s afraid Because she’s afraid Because she’s afraid     

By Lauren Rieser Shawl 
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I was not afraid of being housebound or alone, but 

rather that I would have to go back to my exhausting 

practice of disguising my anxiety and deep depressions 

from everyone . . . even from myself. 

This is how I lived for many years, unbeknownst to 

most people because I was so terrified of letting anyone 

see me as weak or inadequate.  

Despite my symptoms, I worked full time during 

college to afford the tuition. After earning a dual degree 

in biology and science teaching, I went on to work and 

publish in the field of molecular genetics, first for a genetic 

engineering firm and then a pharmaceutical company. It 

became clear that having a graduate degree was an im-

portant next step, so I applied and was accepted into a 

doctoral program at the University of Pennsylvania.  

In my third year of graduate school, I experienced 

an extended depression so severe that it resulted in a psy-

chiatric hospitalization, the first of five. Although I had 

completed the coursework for my doctoral degree and 

was two years and one publication into my thesis re-

search, the illness made it very difficult to continue. With 

a feeling of utter failure, I decided to leave the program 

with just a master’s degree. NOW WHAT?     

Losing My IdentityLosing My IdentityLosing My IdentityLosing My Identity    

I am the oldest of four children and my parents had 

specific expectations for me: take responsibility for my 

actions, always work to the best of my ability, and help 

take care of – and lead the way for – my three sisters. I 

took these expectations seriously: my adult identity and 

self-confidence derive largely from my position in the 

family as a caring, self-reliant, high-achieving firstborn.  

But these “great expectations” took a toll. I needed to   

be strong for my parents because my mother relied upon 

my father, and my father – when he was depressed, 

suicidal or manic – relied upon me. I needed to be 

strong for my sisters because I had to set a good exam-

ple as well as protect them from some of our family’s 

dysfunction. Therefore, I learned early on to suppress 

my feelings and be strong – or at least LOOK strong – 

all the time. 

Now, at age 31, I was too ill to care for myself.  

I moved back home and worked for the small company 

owned by my father and one of my younger sisters.  

My life: an adult living with my parents, sleeping in my 

childhood bedroom and answering again daily to Mom and 

Dad. Furthermore, my little sister – whom I had diapered, 

babysat, tortured and mentored – was now my boss.    

My perception of myself as a successful, independent 

adult was shattered.  

Would You Like Fries with That? Would You Like Fries with That? Would You Like Fries with That? Would You Like Fries with That?     

During this period, I waitressed part time in a subur-

ban restaurant to earn income independent of the family 

business. One evening, two of my professors from UPenn 

walked in and were seated in the section next to mine. I 

hid in shame and paid another waiter to service my tables 

until the professors left. Waiting tables is respectable; 

however, I saw it as another indication that the accom-

plished professional person that I had worked so hard to 

become was gone. 

As time passed, I withdrew from family and friends; 

I was frequently too ill or embarrassed about my condi-

tion to interact with them. My family members were lov-

ing and completely supportive, but living with my parents 

again – after having lived as an independent adult – was a 

constant reminder that I was wasn’t capable of being inde-

pendent. It was a lonely and very painful time during 

which I felt that I was a burden on my family and would 

ultimately be a burden on society. I believed that my past 

achievements had been a series of lucky flukes. Suicide 

was constantly on my mind and seemed like the most in-

viting alternative to the painful way I was living.  

 

 

* * * * * * * * * * * * * * * * * * * * * * * * TURNING THINGS TURNING THINGS TURNING THINGS TURNING THINGS TURNING THINGS TURNING THINGS TURNING THINGS TURNING THINGS AROUNDAROUNDAROUNDAROUNDAROUNDAROUNDAROUNDAROUND         * * * * * * * * * * * * * * * * * * * * * * * *         
    

JessieJessieJessieJessie    
She was the goofiest-looking dog at the animal  

shelter. Unlike the other pups, who jumped and ran 

around when they came out for the ownership “try-out,” 

Jessie just took a few steps, then stopped and leaned 

against me. There was something 

about the way she maintained con-

tact, even as we walked, that made 

me feel that she really wanted, 

even needed, to be with me. And I 

was struggling to find a reason to 

live. Somehow, instinctively, I felt 

that being needed, even by an old 

shelter dog, might give my life 

 meaning.   

Rescuing Jessie was an important part of regaining 

my wellness, my wholeness. Most obviously, she was a 

loving and non-judgmental companion, easing my self-

imposed isolation. She was also a real challenge: among 

other things, she was a picky eater, got car sick on every   

… continued on page 11 

… continued from page 9 

Not aware that that there was a physiological cause, I assumed that my 
immobilizing anxiety and debilitating depressions were character flaws.  
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trip and pooped whenever she was nervous. Yet caring 

for this goofy animal, no matter how unpleasant the task, 

gave me both a sense of purpose and helped me realize 

that I still possessed the ability to be useful; it instilled 

some confidence that I could again be responsible for my-

self and others, perhaps even become a parent some day.  

Caring for Jessie was a first step in recovering the person   

I had been. 

Gaining Understanding and Taking ActionGaining Understanding and Taking ActionGaining Understanding and Taking ActionGaining Understanding and Taking Action    

Another important step toward becoming whole 

again was to accept that my depressions and anxiety had a 

biological basis and were not character flaws that could be 

overcome with willpower. Even after learning that my 

cortisol levels were “off the charts,” it took a long time to 

believe that my body’s chemicals played such a significant 

role in affecting my moods and behavior. 

I also entered a Community Residential Rehabilitation 

Service and attended a partial hospital program (now 

called a “day program”) to better understand my mental 

health challenges and how to cope with them. For almost 

a year, my life revolved around my illness: virtually all of 

my associations were with people providing or receiving 

mental health services. Although this period was very help-

ful, being so completely immersed in the mental health 

“system” was nothing like the life I ultimately desired. 

Deep frustration at my situation eventually gave me 

the energy and motivation to take small steps to expand 

my world. I sought out opportunities to challenge myself; 

I was able to build upon my successes and learned that I 

could survive failure. These experiences gave me confi-

dence to take reasonable risks in the world beyond the 

mental health community. I volunteered in several areas 

that were truly meaningful to me and eventually began 

working in my new field of interest: mental health. I be-

came stronger and healthier as I gave back to the commu-

nity that had both limited and nurtured me. I began to 

look, act and feel “normal” again. 

My Life at the “Normal” SettingMy Life at the “Normal” SettingMy Life at the “Normal” SettingMy Life at the “Normal” Setting 

So, here is the answer for those who wonder why I  

seem so normal, despite my mental health challenges:       

I AM normal! Every person has stresses and challenges, but 

those needn’t define them anymore than my particular 

challenges need to define me.   

Along with these challenges, my life – like that of 

many folks – has included the following: 
  

♦ I’m a parent: a soccer, wrestling, track, scout leader, 

community and school volunteer-type mom. 

♦ I’m married: 21 years to a wonderful man whom I   

argue with regularly, yet love more dearly each day. 

♦ I have active roles as a daughter, sister, aunt and friend. 

♦ I love animals and have provided a good home for 

many pets. 

♦ I have a career: it gives me a sense of purpose, a way 

to help support my family and contribute to society.   

It is a critical element of my overall mental wellness. 

 

My experiences have helped me to gain some per-

spective. I’ve been extraordinarily happy; it passes. I’ve 

been suicidally depressed; it passes. Everything in be-

tween passes as well. I’ve learned to just give things time, 

welcome challenges, pursue goals, and keep on living.  

 

 

… continued from page 10 

Lauren Rieser Shawl is the Residential Transformation  
Supports Coordinator for the Philadelphia  Department of     
Behavioral Health and Intellectual disAbilities (DBHIDS). 

A family trip to a museum with three of my most important 
“normalizers”: my husband, Mel, and my twins, Daniel and 
Jenna. I am honored and proud that they were comfortable 
with having their photos included in my recovery story. 

(1) Build upon small successes to create a foundation   
for taking bigger steps and reasonable risks. 

(2) Get involved in personally meaningful activity,        
especially where you can “give back” and become   
an integral member in communities of your choice. 

(3) Remember that you are not your illness; it is one of 
your challenges but it does not define you.  

(4) Perspective: “This too shall pass.” Set goals and 
make plans; this keeps you moving  forward.  

(5) Repeat numbers 1 to 4 as needed! 
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