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

WINTER 2013 VOLUME 21, NUMBER 1 

Please see Table of Contents on Page 2Please see Table of Contents on Page 2Please see Table of Contents on Page 2   

IMPORTANT: To subscribe or continue to receive your issues of To subscribe or continue to receive your issues of To subscribe or continue to receive your issues of To subscribe or continue to receive your issues of     
People First, please see the important message for subscribers on , please see the important message for subscribers on , please see the important message for subscribers on , please see the important message for subscribers on     
tttthhhheeee    bbbbaaaacccckkkk    ooooffff    tttthhhhiiiissss    nnnneeeewwwwsssslllleeeetttttttteeeerrrr!!!!        



 

2   Winter 2013  

  

 
 
 

Volume 21, Number 1 

 
Tom Corbett, Tom Corbett, Tom Corbett, Tom Corbett, Governor 

 
Bev MackerethBev MackerethBev MackerethBev Mackereth    

Acting Secretary of Public Welfare 

 
 

Lynn PatroneLynn PatroneLynn PatroneLynn Patrone 
Executive Assistant to the Deputy Secretary,  

OMHSAS 

 
Susan RogersSusan RogersSusan RogersSusan Rogers 

Editor 
 

Lauren Rieser ShawlLauren Rieser ShawlLauren Rieser ShawlLauren Rieser Shawl 
Publication Design 

 
Britani Nestel Britani Nestel Britani Nestel Britani Nestel  

Production Manager 

 
PUBLISHED BY 

    

The Mental Health Association ofThe Mental Health Association ofThe Mental Health Association ofThe Mental Health Association of    
Southeastern PennsylvaniaSoutheastern PennsylvaniaSoutheastern PennsylvaniaSoutheastern Pennsylvania    

for the Pennsylvania Department of Public Welfarefor the Pennsylvania Department of Public Welfarefor the Pennsylvania Department of Public Welfarefor the Pennsylvania Department of Public Welfare    
    

    

To subscribe or continue to receive your issues of People FirstTo subscribe or continue to receive your issues of People FirstTo subscribe or continue to receive your issues of People FirstTo subscribe or continue to receive your issues of People First :  

Please send your email address to peoplefirst@mhasp.orgpeoplefirst@mhasp.orgpeoplefirst@mhasp.orgpeoplefirst@mhasp.org    and put the word “SubscribeSubscribeSubscribeSubscribe” in the subject line. We will 
send you a link when each new edition is available online.  
 

If you don’t have email access, please contact us at the address below to let us know. 

 
People FirstPeople FirstPeople FirstPeople First    

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

(Email Address: peoplefirst@mhasp.org)   
    

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 email to: peoplefirst@mhasp.org or regular mail to the above address. 
Letters are used at the discretion of the editors and may be edited for length.            

    
    

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

Pennsylvania Steps Up Support  for Pennsylvania Steps Up Support  for Pennsylvania Steps Up Support  for Pennsylvania Steps Up Support  for     
Military Service Members and VeteransMilitary Service Members and VeteransMilitary Service Members and VeteransMilitary Service Members and Veterans    3333    
--  By Elisa Ludwig         

The commonwealth enlists in several cam-
paigns to help veterans and service mem-
bers overcome behavioral health issues and 
other challenges. 

    
State Targets Fetal Alcohol Spectrum State Targets Fetal Alcohol Spectrum State Targets Fetal Alcohol Spectrum State Targets Fetal Alcohol Spectrum     
DisorderDisorderDisorderDisorder    6666    
--  By Elisa Ludwig  

FASD is completely preventable, but one in 
every 100 babies is born with it. Pennsylvania 
works to raise awareness and help those af-
fected improve their lives. 

 
Rewriting My Future: Rewriting My Future: Rewriting My Future: Rewriting My Future: I Ignored a I Ignored a I Ignored a I Ignored a     
Psychiatrist’s Prediction and Changed Psychiatrist’s Prediction and Changed Psychiatrist’s Prediction and Changed Psychiatrist’s Prediction and Changed     
My LifeMy LifeMy LifeMy Life    10101010    

--  By Ruth R. King  

The author reclaims her life, aided by “profes-
sionals encouraging me to succeed, rather than 
taking one look at my diagnosis and writing me 
off as a lost cause.” 

 
COVER ARTCOVER ARTCOVER ARTCOVER ART: : : :     
An icy waterfall in Pennsylvania highlighted 
by the morning sun 



 

 Winter 2013 3 

 

tephanie	Grimes’s	husband	

was	diagnosed	with	behav-

ioral	health	issues	while	he	

was	still	on	active	duty	in	the	

Army	after	serving	two	com-

bat	tours	in	Afghanistan.	When	the	

couple	moved	to	Pittsburgh	after	his	

discharge,	she	found	that,	although	

providers	were	willing	to	learn,	they	

weren’t	always	equipped	to	deal	

with	the	speci ic	challenges	her	hus-

band	faced.	

With	more	than	1.1	million	vet-

erans,	Pennsylvania’s	veteran	popu-

lation	is	the	fourth	largest	of	any	

state	in	the	U.S.	Most	alarmingly,	

Pennsylvania	has	the	second	highest	

suicide	rate	for	veterans:	16	a	day.	

The	Of ice	of	Mental	Health	and	Sub-

stance	Abuse	Services	(OMHSAS)	

and	other	Pennsylvania	behavioral	

health	organizations	are	well	aware	

of	this;	yet	a	complicated	common-

wealth	system	with	67	counties	and	

67	different	veterans’	service	organi-

zations	has	made	reaching	veterans	

and	providing	effective	services	to	

them	an	ongoing	struggle.		

In	2005,	the	Department	of	Pub-

lic	Welfare,	OMHSAS,	and	the	De-

partment	of	Military	and	Veterans	

Affairs	started	a	joint	task	force	

called	PA	CARES	(Pennsylvania	

Americans	Showing	Compassion,	

Assistance	and	Reaching	Out	With	

Empathy	for	Service	Members)	to	

address	the	needs	of	veterans	com-

ing	back	from	Operation	Iraqi	Free-

dom	and	Operation	Enduring	Free-

dom.	PA	CARES	partners	with	state	

and	local	agencies	to	im-

prove	services.		

“My	father	was	in	the	

Army	so	I	was	pleased	to	be	

able	to	get	involved	in	this	

group,”	said	Donna	Hess,	

state	mental	hospital	service	

area	representative	for	

OMHSAS.	“One	of	the	top	

issues	cited	again	and	again	

from	Army	studies	was	the	

need	for	coordinated	behav-

ioral	health	services.”		

The	task	force	meets	

monthly	to	network	and	to	

develop	pre-deployment,	

deployment	and	post-

deployment	strategies	for	communi-

ty	supports,	medical	care,	substance	

abuse	disorder	treatment,	employ-

ment	education,	mental	health	care	

and	readjustment	and	reintegration	

supports.	

Statewide OrganizingStatewide OrganizingStatewide OrganizingStatewide Organizing 

Stephanie	Grimes	is	a	communi-

ty	support	coordinator	with	Army	

OneSource,	an	outreach	organization	

for	military	service	members	and	

their	families.	She	believed	that	even	

more	could	be	done	to	address	be-

havioral	health	issues	for	the	mili-

tary	population.		

“I	was	seeing,	both	personally	

and	professionally,	that	the	behav-

ioral	health	needs	of	returning	veter-

ans,	speci ically	the	current	veterans	

of	the	Iraq	and	Afghanistan	con licts,	

were	not	being	met,”	Grimes	said.	

In	2012,	Grimes	helped	form	the	

Behavioral	Health	Alliance	for	Veter-

ans	and	Service	Members.	Since	its	

inception,	the	statewide	alliance	has	

been	tackling	Pennsylvania’s	logisti-

cal	and	systemic	barriers	to	reaching	

veterans	and	current	service	mem-

bers.								

“We	have	a	very	complicated	

situation	here	in	Pennsylvania	with	

the	large	number	of	veterans,	the	

National	Guard	and	Reserve	popula-

tions	as	well	as	the	active	duty	mem-

bers	of	the	service.	When	you	add	

that	to	the	diversity	of	geography,	it	

can	be	dif icult	to	 igure	out	how	to	

reach	people,”	Hess	said.		

“One	of	the	things	we	knew	we	

needed	to	do	was	educate	and	train	

various	professionals	that	might	end	

up	interfacing	with	service	mem-

bers,	so	we’ve	been	working	across	

multiple	departments	and	divisions	

to	 ind	solutions,”	she	said.		

Pennsylvania Steps Up Support Pennsylvania Steps Up Support   
for Military Service Members and for Military Service Members and 
Veterans Veterans   
By Elisa Ludwig  

SS 

… continued on page 4 
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Because	of	its	geography	and	

other	circumstances,	Pennsylvania	

cannot	just	rely	on	the	Veterans	Ad-

ministration	to	provide	services	to	

those	in	the	military	and	veterans.	

“Through	my	research,	I	found	that	

the	majority	of	this	population	are	

living	outside	of	installations	and	

are	reliant	on	clergy	and	community	

services,”	Grimes	said.	“We	also	

found	that	not	all	providers	are	edu-

cated	about	military	culture	and	mil-

itary	behavioral	health	needs.	In	my	

own	experience	I	learned	that,	if	you	

live	near	an	installation,	people	are	

usually	well	informed;	but	outside	of	

that	it	may	not	be	the	case.		

“In	addition,”	she	continued,	“we	

faced	challenges	in	 iguring	out	our	

health	care	bene its	once	we	transi-

tioned	from	my	husband’s	military	

insurance	to	my	coverage.	And	when	

you’re	not	coming	in	under	military	

insurance,	people	don’t	know	how	to	

ask	you	the	right	questions	about	

what	you’re	going	through.”		

UpUpUpUp----totototo----Date Information Date Information Date Information Date Information     

One	of	the	alliance’s	 irst	initia-

tives	was	to	tap	into	the	Department	

of	Health’s	electronic	learning	man-

agement	system,	which	gives	up-to-

date	information	to	over	4,000	li-

censed	providers	in	the	common-

wealth,	including	physicians,	social	

workers,	family	and	marriage	thera-

pists	and	other	health	care	workers.	

An	update	to	the	system,	which	is	

being	marketed	to	providers	around	

the	state,	offers	continuing	educa-

tion	about	veterans’	and	service	

members’	behavioral	health	issues	

at	no	cost	to	most	users;	there	is	a	

fee	for	education	credits.  

“The	system	will	also	allow	us	to	

see	who	has	received	the	training	

and	what	areas	of	the	state	we	might	

be	missing,”	Hess	said.	“That	can	

help	us	target	our	marketing	efforts	

and	make	sure	that	we’re	getting	to	

everyone.”	

The	alliance	got	another	boost	in	

July	2012,	when	Governor	Tom	Cor-

bett	was	invited	to	apply	to	partici-

pate	in	a	Substance	Abuse	and	

Mental	Health	Services	Admin-

istration	(SAMHSA)	Military	Poli-

cy	Academy,	a	three-day	inten-

sive	planning	process	held	the	

 irst	week	of	September	2012	in	

Alexandria,	Virginia.	The	theme	

of	the	event	was	enhancing	be-

havioral	health	services,	and	ac-

cess	to	services,	for	veterans	and	

service	members	by	facilitating	

the	creation	of	interagency	stra-

tegic	plans.	Speci ic	issues	includ-

ed	 inancing,	substance	abuse	

prevention	and	treatment,	peer	

support,	trauma-informed	care	

and	homelessness.		

				“We	were	very	excited	to	get	

this	invitation,”	said	Jessica	Brad-

ley,	director	of	recovery	services	

for	OMHSAS.	“By	then,	we	already	

had	some	on-the-ground	initiatives	

started,	but	the	policy	academy	was	

a	great	opportunity	for	us	to	look	

into	the	policies	that	might	help	us	

implement	more	change.”		

Before	the	Policy	Academy,	

there	were	pre-planning	site	visits	

to	help	with	preparations.	Governor	

Corbett	chose	a	committee	of	11	in-

dividuals	to	participate,	with	Brad-

ley	serving	as	the	state	team	leader.	

The	team	also	included	representa-

tives	from	the	Department	of	Mili-

tary	and	Veterans	Affairs,	Depart-

ment	of	Corrections,	Department	of	

Drug	and	Alcohol,	Of ice	of	Medical	

Assistance	Programs,	community	

providers,	family	members,	mem-

bers	of	the	military	reserves	and	

veterans.		

“It	was	a	fascinating	experience	

to	be	truly	immersed	in	these	issues	

and	work	with	this	diverse	team	

along	with	representatives	from	oth-

er	states,	some	that	had	already	had	

the	policy	intervention	and	some	

that	[hadn’t],”	Bradley	said.	“I	was	a	

military	brat	growing	up	and	my	

father	was	in	the	Army.	Listening	to	

stories	of	recent	veterans	who	were	

in	Afghanistan	and	Iraq	was	a	very	

profound	experience	for	me.	When	

you	hear	about	their	trauma	and	

PTSD	and	the	experience	of	reinte-

gration	back	into	civilian	life,	you	

know	we	can	and	should	do	more	to	

help	these	people.”		

The	team	came	away	with	a	mis-

sion	statement,	which	they	have	

since	used	to	develop	a	strategic	

plan.	“One	of	the	 irst	things	we	

… continued from page 3 

… continued on page 5 

“We are looking to develop  
a referral system with a ‘no 
wrong door’ approach.”  
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… continued from page 4 

talked	about	is	the	development	of	an	

executive	order	to	ensure	that	veter-

ans,	service	members	and	their	fami-

lies	have	access	to	the	full	continuum	

of	care	to	address	their	needs,”	Brad-

ley	said.	

Too	often,	veterans	and	service	

members	are	falling	through	the	

cracks,	Bradley	said.	Among	the	VA	

system,	the	behavioral	health	system	

and	the	drug	and	alcohol	system,	it	

can	be	complicated	to	 igure	out	ben-

e its,	eligibility,	and	the	services	that	

are	out	there.	Policy	needs	to	account	

for	these	blind	spots,	she	said.			

What’s	more,	beyond	the	VA	sys-

tem,	behavioral	health	care	and	pri-

mary	health	care	providers	are	not	

necessarily	being	trained	appropri-

ately	to	deal	with	the	very	speci ic	

issues	that	veterans	and	service	

members	face,	as	Grimes	and	her	

husband	have	discovered	 irsthand.	

These	might	include	anxiety,	depres-

sion,	substance	abuse,	post-traumatic	

stress	disorder	(PTSD)	and/or	trau-

matic	brain	injury	(TBI).	

“Sometimes	these	disorders	

might	mimic	one	another,	or	there	

might	be	co-occurring	issues,”	Hess	

said.	“We	need	to	make	sure	we	have	

updated	modalities	to	treat	people.	

For	instance,	we’ve	seen	that	service	

dogs	have	been	a	fantastic	tool	in	

helping	treat	PTSD.	We	want	to	get	

more	best	practices	like	these	into	

use	around	the	state.”			

If	a	military	person	is	complain-

ing	about	physical	symptoms,	they	

might	be	the	manifestation	of	behav-

ioral	health	disorders,	Grimes	said;	

but	unless	a	doctor	is	savvy	about	

what	to	look	for,	these	disorders	

could	easily	go	overlooked	and	undi-

agnosed.		

“It	might	not	be	something	you’d	

pick	up	on	right	away.	For	instance,	

you	might	come	in	complaining	of	

stomach	pains,	but	that	could	be	

PTSD.	We	need	doctors	to	be	educat-

ed	in	order	to	identify	the	red	 lags,”	

she	said.	TBI,	on	the	other	hand,	is	

not	only	a	mental	health	issue	but	a	

neurological	one;	and	it’s	critical	that	

any	treatment	plan	involve	a	larger	

circle	of	care	with	coordination	be-

tween	providers.		

Identifying	Gaps     

The	alliance	is	identifying	and	

assessing	gaps	to	improve	education	

and	awareness	for	physicians	and	

other	providers,	including	cultural	

competence,	to	successfully	reach	out	

to	and	advocate	for	the	needs	of	mili-

tary	personnel.	“Above	all,	there	

needs	to	be	an	understanding	of	mili-

tary	culture,”	Grimes	said.	“If	a	veter-

an	or	service	member	actually	walks	

through	the	door	and	feels	that	they	

are	not	being	understood	or	their	

experiences	are	not	being	respected	

then	it’s	likely	they	won’t	come	back	

again.”	Given	Pennsylvania’s	suicide	

rate	among	veterans,	this	is	an	out-

come	the	state	cannot	afford.		

Other	areas	of	focus	will	include	

specialized	peer	supports	and	jail	

diversion	programs	as	well	as	ex-

panded	and	targeted	suicide	preven-

tion	efforts.	“We	are	looking	to	devel-

op	a	referral	system	with	a	‘no	wrong	

door’	approach,”	Bradley	said.	Many	

suicides	are	not	necessarily	related	to	

combat,	Grimes	points	out,	so	behav-

ioral	health	providers	need	to	tune	in	

to	all	of	the	stressors	that	are	in-

volved	in	the	military	lifestyle.		

Donna	Hess	is	optimistic	about	

the	transformative	work	ahead.	“The	

important	thing	is	that	the	governor	

is	really	supporting	us,	and	we	are	

working	to	change	those	policy	piec-

es	so	that	no	one	will	fall	through	the	

cracks,”	she	said.	“Between	potential	

policy	changes	and	our	education	and	

training,	we	can	really	move	forward	

and	make	sure	our	military	members	

and	their	families	are	getting	the	best	

services,	whether	they	live	in	Forest	

County,	Bradford	County,	Pittsburgh	

or	anywhere	across	Pennsylvania.”		

Grimes	believes	that	there	is	al-

ready	a	strong	foundation	to	build	on,	

and	that	these	new	initiatives	are	an	

important	start.	“Pennsylvania	is	a	

wonderful	state	with	some	excellent	

support	programs	and	a	great	VA	sys-

tem;	but	we	can’t	just	leave	it	at	that,	

not	when	we	consider	that	there’s	a	

10-year	war	going	on	and	we	have	a	

large	number	of	veterans	returning	

home.	We	have	to	make	sure	these	

programs	continue	and	we	have	to	

increase	their	capacity,”	she	said.	

“We’ve	done	a	great	job	of	bringing	

people	together	and	now	it’s	time	to	

make	a	measurable	impact,	for	the	

sake	of	the	veterans	and	for	the	sake	

of	the	commonwealth.”		

“Between potential policy changes and our educa‐

tion and training, we can really move forward and 

make sure our military members and their families 

are getting the best services.”  
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State Targets Fetal Alcohol State Targets Fetal Alcohol   
  Spectrum DisordersSpectrum Disorders  

  By Elisa Ludwig  

n	1986,	Dianna	Brocious	adopt-

ed	two	children,	siblings	aged	2	

and	3.	When	her	son,	Todd,	be-

gan	to	have	behavioral	dif icul-

ties,	doctors	started	diagnosing	

him	with	multiple	issues,	includ-

ing	Attention	De icit	Hyperactivity	

Disorder	(ADHD),	bipolar	disorder	

and	schizoaffective	disorder.	Even	

though	it	was	known	that	Todd	had	

been	exposed	to	alcohol	in	utero,	Bro-

cious	was	told	that	her	son	was	too	

smart	to	have	a	fetal	alcohol	spec-

trum	disorder.	“This	was	the	dark	

ages	in	many	ways	for	children’s	be-

havioral	health.	It	wasn’t	until	he	was	

17	years	old	and	had	been	in	and	out	

of	institutions	that	we	learned	that,	in	

fact,	it	was	a	fetal	alcohol	spectrum	

disorder	that	explained	all	of	his	

problems,”	Brocious	said.		

One	in	100	babies	is	affected	by	a	

fetal	alcohol	spectrum	disorder	

(FASD),	a	prevalence	comparable	to	

Down	syndrome	or	autism.	In	Penn-

sylvania,	an	estimated	1,164	children	

are	born	with	FASD	every	year.	Be-

cause	most	states	don’t	have	a	report-

ing	mechanism	for	FASD	and	because	

many	cases	go	undiagnosed,	the	actu-

al	number	is	thought	to	be	greater.	

Every	single	one	of	these	cases	is	

completely	preventable.	“By	abstain-

ing	from	alcohol	completely	during	

pregnancy,	women	can	prevent	

FASD,”	said	Gordon	R.	Hodas,	M.D.,	a	

child	psychiatrist	and	consultant	to	

the	Pennsylvania	Of ice	of	Mental	

Health	and	Substance	Abuse	Services	

(OMHSAS).	

To	address	this	important	public	

health	issue,	an	FASD	workgroup	was	

convened	in	Pennsylvania	in	2009	to	

complement	the	work	of	the	Depart-

ment	of	Health’s	Executive	Task	

Force.	The	resulting	paper,	A	Call	to	

Action:	Fetal	Alcohol	Spectrum	Disor-

ders:	Awareness,	Identi�ication	and	

Intervention	for	Children	in	Pennsylva-

nia,	was	released	in	2011	and	signals	

Pennsylvania’s	intention	to	develop	a	

“systems	of	care”	approach	to	treat-

ing	affected	children.	“Our	focus	is	

how	to	help	these	children’s	families	

and	 ind	ways	of	improving	their	

lives,”	Dr.	Hodas	said.		

FASD	is	an	umbrella	term	used	to	

describe	the	range	of	effects	wrought	

by	prenatal	exposure	to	alcohol,	but	it	

is	not	a	diagnosis.	Among	disorders	

on	the	spectrum,	the	most	commonly	

diagnosed	disorder	is	fetal	alcohol	

syndrome	(FAS),	which	is	character-

ized	by	three	criteria:	speci ic	physi-

cal	characteristics,	including	a	small	

head	and	sunken	facial	features;	

growth	retardation	and	shortened	

joints;	and	neurobehavioral	symp-

toms	such	as	dif iculty	understanding	

cause	and	effect,	conceptualizing	

math	and	spatial	relationships,	and	

controlling	impulses.		

However,	the	effects	of	the	other	

disorders	in	the	spectrum	can	include	

any	combination	of	physical,	mental,	

behavioral	and	learning	disabilities;	

and	the	vast	majority	of	children	–	

many	of	whom	don’t	exhibit	the	typi-

cal	facial	characteristics	of	FAS	babies	

–	go	undiagnosed.	“FASDs	have	an	

insidious	quality,”	Brocious	said.	

“Unless	a	child	is	born	with	physical	

anomalies	or	mental	retardation,	nine	

out	of	10	times	it	doesn’t	get	diag-

nosed.	It’s	like	a	vine	growing	inside	

of	a	tree:	you	don’t	know	when	the	

issue	may	pop	out	and	present	itself,	

and	it’s	always	changing.	It	can	take	

an	extraordinary	amount	of	time	to	

simply	identify	the	problem.”	

After	many	years,	Brocious	deter-

mined	that	her	daughter,	Zoe,	has	al-

so	been	affected	by	exposure	to	alco-

hol.	Both	of	her	children,	now	nearing	

age	30,	continue	to	struggle	with	jobs,	

relationships,	and	decision-making.	

“Over	time,	I	have	come	to	learn	the	

difference	between	what	is	the	disor-

der	and	what	is	the	child,”	she	said.	

“They	have	both	been	wired	differ-

ently,	wired	for	something	I	wouldn’t	

wish	on	any	person	or	any	parent,	

because	these	are	lifelong	issues.” 

It’s Not Okay to DrinkIt’s Not Okay to DrinkIt’s Not Okay to DrinkIt’s Not Okay to Drink    

Binge	drinking,	consuming	four	

or	more	drinks	per	occasion,	and	reg-

ular	heavy	drinking	put	a	fetus	at	risk	

… continued on page 7 

II 

“By abstaining from alcohol completely  
during pregnancy, women can prevent FASD.” 
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… continued from page 6 

for	the	most	severe	problems,	and	

research	has	shown	that	alcohol	can	

interfere	with	fetal	development	at	

any	stage	during	a	pregnancy.	Unfor-

tunately,	the	public	health	message	

is	still	not	clear,	as	one	in	nine	wom-

en	report	drinking	alcohol	during	

pregnancy	while	one	in	20	engage	in	

binge	drinking.	“Doctors	are	still	tell-

ing	mothers	that	it’s	okay	to	have	a	

drink	or	two	to	relax,	but	it’s	simply	

not	okay,”	said	Deborah	Hardy	of	the	

OMHSAS	Bureau	of	Children’s	Be-

havioral	Health	Services.	

One	of	the	major	barriers	to	rec-

ognizing	and	treating	children	

with	an	FASD	is	that,	as	chil-

dren	grow	up,	their	behav-

iors	appear	similar	to	be-

haviors	associated	with	

other	mental	health	

conditions.	Instead,	

the	child	may	have		

an	FASD	with	symp-

toms	of	ADHD,	or	an	

FASD	co-occurring	

with	other	condi-

tions	such	as	

ADHD,	depression,	

anxiety,	psychosis,	

autism	or	Asper-

ger’s	Syndrome,	bi-

polar	disorder,	sub-

stance	abuse,	schizo-

phrenia,	conduct	disor-

der,	post-traumatic	

stress	disorder,	traumatic	

brain	injury	and	reactive	at-

tachment	disorder.	This	confu-

sion	can	lead	to	misdiagnosis,	inef-

fective	treatment,	low	self-esteem	

for	the	child,	problems	in	school	and	

with	family,	psychiatric	hospitaliza-

tion,	residential	placement,	entry	

into	foster	care,	arrest	and	juvenile	

placement,	and	even	homelessness.	

Indeed,	the	behavior	problems	of	

many	homeless	and	incarcerated	

adults	may	actually	result	from	this	

irreversible	neurological	damage.		

“In	my	own	work,	I	began	to	see	

that	kids	with	special	needs	were	

falling	through	the	cracks,”	said	Dr.	

Hodas.	“The	primary	focus	for	pedi-

atric	psychiatry	had	been	on	tradi-

tional	child	psychiatric	disorders	

such	as	ADHD,	depression,	bipolar	

disorder,	and	conduct	disorder,	but	

there	were	other	kids	whose	needs	

were	not	being	addressed	by	the	sys-

tem.	The	DSM	[Diagnostic	and	Statis-

tical	Manual	of	Mental	Disorders]	

doesn’t	recognize	FASD	as	a	psychi-

atric	disorder	so	it	often	doesn’t	get	

identi ied.”	

	

	

	

While	parents	and	caregivers	

generally	want	what	is	best	for	their	

child	and	do	their	best	to	provide	

this,	in	some	cases	the	child’s	envi-

ronment	contributes	to	the	stew	of	

problems.	And	poverty,	trauma,	ne-

glect	or	abuse,	and	substance	use	can	

complicate	the	situation	and	put	kids	

with	an	FASD	at	higher	risk.	

There	are	no	laboratory	 indings	

or	blood	tests	that	can	signal	the	

presence	of	an	FASD.	“We	don’t	have	

clear	guidelines,	but	there	are	red	

 lags,”	said	Hardy.	“If	a	child	in	be-

havioral	health	services	is	not	re-

sponding	to	the	usual	treatments	or	

behavioral	expectations,	if	they	also	

have	math	dif iculties	or	learning	

disabilities	and	the	problems	persist	

over	time,	then	a	neuroscreening	can	

be	conducted	to	make	an	assess-

ment.”	

One	of	the	easiest	ways	to	identi-

fy	an	FASD	in	a	child	with	red	 lags	is	

by	con irming	that	the	mother	used	

alcohol	during	pregnancy;	yet	it’s	

a	sensitive	issue	for	biological	

mothers	who	have	sub-

stance	abuse	issues	or	

who	were	not	properly	

counseled	during	pre-

natal	care.	“It	can	be	

hard	to	get	accurate	

histories	because	of	

the	stigma	in-

volved,”	Hardy	

said.	“The	drug	and	

alcohol	community	

has	been	putting	

forth	a	lot	of	effort	

to	reduce	the	stig-

ma	about	talking	

about	this	issue.	It’s	

also	important	to	real-

ize	that	it’s	not	just	the	

woman	[we	need	to	reach	

out	to];	the	man	involved	

may	also	play	a	role	in	helping	

a	mother	stop	drinking.”	In	other	

cases,	obtaining	the	biological	moth-

er’s	history	for	a	child	who	is	adopt-

ed	or	in	the	foster	care	system	can	

present	more	challenges	in	diagnos-

ing	the	problem;	the	information	on	

maternal	alcohol	use	may	simply	not	

be	accessible.	 

Awareness Is a PriorityAwareness Is a PriorityAwareness Is a PriorityAwareness Is a Priority    

The	FASD	workgroup	has	made	

improving	awareness	about	FASD	a	

major	priority.	Members	are	current-

ly	presenting	their	information	at	

conferences	and	working	with	be-

… continued on page 8 
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havioral	health	programs	to	develop	

training	that	will	improve	staff	skills	

to	deal	with	clients	who	may	have	an	

FASD.	“We’re	trying	to	spread	the	

word	as	much	as	we	can,”	Hardy	

said.	

Although	Pennsylvania	has	ob-

served	FASD	Awareness	Day	for	sev-

eral	years,	September	2011	was	the	

 irst	FASD	Awareness	Month	in	the	

state.	Activities	included	the	dissem-

ination	of	informational	materials,	a	

ribbon	awareness	drive,	educational	

activities	and	trainings,	and	re-

sources	for	expectant	mothers	dis-

tributed	through	the	Baby	Bottle	

Distribution	Campaign.	

It	is	also	critical	that	profession-

als	recognize	FASDs	and	keep	them	

on	the	short	list	of	possible	diagno-

ses.	“Doctors	need	to	start	asking	the	

hard	questions,”	Brocious	said.	

“They	don’t	necessarily	have	to	get	

into	the	caregiver’s	face	about	it,	but	

there’s	a	process	of	elimination	that	

needs	to	happen	so	that	the	kids	can	

get	the	care	they	need	as	soon	as	

possible.”	

“I	myself	have	worked	with	chil-

dren	who	had	FASD	without	neces-

sarily	knowing	it	at	the	time,”	Dr.	

Hodas	said.	“We	need	to	change	our	

mindset.	We	take	for	granted	that	

lead	poisoning	can	create	health	

problems.	If	more	people	were	

aware	of	the	symptoms	of	alcohol	

exposure,	we	would	know	how	to	

make	better	interventions.”		

Common Sense Common Sense Common Sense Common Sense  

In	lieu	of	established	best	prac-

tices,	Dr.	Hodas	said,	common	sense	

can	help	promote	both	the	function	

of	children	with	an	FASD	and	their	

inclusion	in	systems	of	care.	The	Call	

to	Action	report	outlines	some	rec-

ommendations	for	interventions	

while	offering	some	existing	models	

that	have	proven	effective.	At	the	

University	of	Washington,	an	evi-

dence-based	practice	called	CHOIC-

ES	was	developed;	it	screens	women	

at	risk	for	alcohol	use	during	preg-

nancy,	focusing	on	reducing	drink-

ing,	and	preventing	pregnancy	

through	contraception.	“This	pro-

gram	has	been	found	to	be	very	ef-

fective	on	the	prevention	side,”	Har-

dy	said.	“A	similar	program	in	Penn-

sylvania	through	the	drug	and	alco-

hol	system	offers	case	management	

to	help	support	the	mother	in	not	

consuming	alcohol	or	engaging	in	

other	risky	behaviors.”	

On	the	intervention	side,	com-

mon	sense	involves	developing	

treatment	plans	consistent	with	a	

child’s	developmental	capacities.	

According	to	Dr.	Hodas,	“Given	that	

children	with	an	FASD	may	have	

problems	with	processing,	memory	

and	impulse	control,	it	does	not	

… continued from page 7 

… continued on page 9 

“Our focus is how to help these children’s families 
and find ways of improving their lives.” 

For more information on FASD: 

Fetal Alcohol Spectrum Disorders (FASD) Center of the Substance Abuse and Mental Health Services 
Administration 

http://www.fasdcenter.samhsa.gov/Index.aspx 

 
“Addressing the Challenge of Fetal Alcohol Spectrum Disorder,” by Gordon Hodas, M.D. 

http://www.parecovery.org/documents/CMHM_Hodas_092012.pdf   

National Organization on Fetal Alcohol Syndrome 
http://www.nofas.org/ 

 

Centers for Disease Control and Prevention FASD 
Information 
http://www.cdc.gov/ncbddd/fasd/index.html 

Better Endings New Beginnings 
http://www.betterendings.org/ 

 

FASSTAR (Fetal Alcohol Syndrome: Support,  
Training, Advocacy, and Resources) Enterprises  
http://www.fasstar.com/ 
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make	sense	for	a	treatment	plan	to	

rely	on	points	systems	with	rewards	

and	sanctions,	instead	of	an	empha-

sis	on	experiential	interventions	in-

volving	modeling,	mentoring,	and	

monitoring.”	Dr.	Hodas	adds	that	

kindness,	compassion,	and	patience	

are	key	elements	of	modeling	and	

mentoring.	It	is	also	important	that	

human	service	professionals	and	

educators	not	blame	parents	for	

their	child’s	struggles.	“We	need	to	

be	guided	by	the	precept	of	‘no	

blame,	no	shame.’	”	

Screening Program Screening Program Screening Program Screening Program 	

At	St.	Christopher’s	Hospital	

for	Children	in	Philadelphia,	a	

screening	program	was	developed	

by	COMHAR,	Inc.,	a	non-pro it	

community-based	human	services	

agency,	and	Northrop	Grumman	

Corporation.	Underwritten	by	the	

Substance	Abuse	and	Mental	

Health	Services	Administration	

(SAMHSA),	the	contract	–	which	

ran	from	2008	to	June	2012	–	es-

tablished	a	site-speci ic	evaluation	

by	a	multifaceted	diagnostic	team,	

including	a	pediatrician,	a	nurse	

care	coordinator,	medical	special-

ists	in	dysmor-

phology,	a	child	

psychologist/

neuropsychologist,	

an	occupational	

therapist,	a	social	

worker,	a	physical	

therapist,	a	speech	

language	

pathologist	and	a	

parent	advocate.	

Children	from	

birth	through	age	7	who	were	al-

ready	receiving	services	from	

COMHAR’s	outpatient	programs	

were	screened,	assessed,	diagnosed	

and	offered	interventions,	supports	

and	case	management	with	follow-

up	treatment.	The	goal	is	to	help	

children	function	as	well	as	they	can	

from	an	early	age.	While	the	subcon-

tract	and	funding	with	Northrop	

Grumman	ended,	COMHAR,	Inc.,	and	

the	Center	for	Children	with	Special	

Health	Care	Needs	at	St.	Chris-

topher’s	are	continuing	to	re ine	the	

screening	program	and	referring	

children	affected	by	an	FASD.		

Recommendations  Recommendations  Recommendations  Recommendations  	

Beyond	awareness	and	screen-

ing,	the	FASD	work	group’s	recom-

mendations	include	learning	how	to	

support	children	with	an	FASD	and	

their	families;	ensuring	appropriate	

expectations	for	children	with	an	

FASD;	targeting	provider	training	

and	improving	providers’	practices;	

developing	multidisciplinary	ap-

proaches	such	as	those	already	im-

plemented	in	Washington	State,	

Alaska,	New	York	and	Canada;	and	

creating	a	lifelong	service	model	for	

individuals	with	an	FASD.	

“Things	are	happening	and	the	

resources	are	improving.	The	prob-

lem	is	that	it	is	not	a	coordinated	

effort	yet,”	Hardy	said.	“There	are	

great	awareness	and	education	ef-

forts	around	the	state	but	we	need	to	

work	together	across	systems	to	

make	lasting	change.”	

… continued from page 8 

“There are great awareness and education efforts 
around the state but we need to work together across 
systems to make lasting change.” 

 “If more people were  
aware of the symptoms of 
alcohol exposure, we 

would know how to make 
better interventions.” 
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… continued on page 11 

ith	a	single	sentence,	the	psychiatrist	dis-

missed	my	hopes	and	dreams	for	the	fu-

ture.	“You’ll	never	be	able	to	do	that,”	she	

said.	I	was	just	shy	of	my	18th	birthday	

when	she	told	me	I	would	never	be	able	to	

hold	down	a	job.	I	would	be	on	disability	for	

the	rest	of	my	life.	Period.	End	of	story.		

I	had	a	pretty	normal	childhood	until	I	was	8	years	old,	

when	my	father	died	suddenly.	He	had	not	been	in	my	life	

for	 ive	years,	but	I	had	always	hoped	to	have	a	relation-

ship	with	him	someday.	His	death	stole	that	possibility	

from	me.	After	he	died,	I	was	constantly	anxious	and	fear-

ful.	I	suffered	bouts	of	insomnia,	which	turned	into	a	sleep	

disorder	that	would	plague	me	for	nearly	two	decades.		

I	didn’t	know	how	to	grieve	for	the	father	I’d	barely	

known.	He	had	been	ripped	out	of	my	life,	and	I	couldn’t	

see	how	things	would	ever	be	okay	again.		

My	 irst	panic	attack	occurred	while	I	was	walking	

through	the	mall	with	my	mother.	I	was	terri ied.	A	doctor	

pronounced	me	physically	healthy,	which	scared	me	even	

more;	I	knew	what	I	was	experiencing	wasn’t	normal.		

School	became	an	ordeal.	I	had	panic	attacks	in	class,	

and	other	children	saw	me	as	an	easy	target.	My	grades	

plummeted.	The	teachers	and	administrators	in	the	

small	private	school	I	attended	didn’t	know	how	to	

help.	By	the	end	of	fourth	grade,	my	mother	decided	to	

home-school	me;	I	could	focus	on	my	studies	again	and	

my	grades	improved	dramatically.	

At	the	same	time,	my	anxiety	disorder	worsened	to	

the	point	that	I	was	essentially	housebound.	I	saw	count-

less	doctors	and	therapists.	At	14,	I	was	diagnosed	with	an	

anxiety	disorder	and	put	on	medication.	It	helped	some-

what,	but	I	still	had	dif iculty	leaving	the	house.	While	my	

friends	were	practically	living	at	the	mall,	I	was	terri ied	to	

ride	in	the	car	or	set	foot	in	a	shopping	center.	The	local	

library	was	one	of	the	few	public	places	that	rarely	both-

ered	me,	and	I	read	voraciously.	

My	therapists	offered	little	in	the	way	of	coping	skills.	

The	psychiatrists	did	nothing	more	than	change	my	medi-

cation	periodically.	I	never	heard	the	word	“recovery.”	I	

was	offered	no	real	help	and	no	hope.	

While	my	friends	applied	for	college,	I	applied	for	dis-

ability	bene its.	I	knew	I	would	be	unable	to	attend	col-

lege;	I	experienced	crippling	anxiety	at	the	thought	of	sit-

ting	in	a	lecture	hall.	I	wanted	to	be	a	librarian,	but	my	

anxiety	disorder	had	worsened	to	the	degree	that	not	even	

the	library,	which	had	always	been	my	sanctuary,	felt	safe.		

I	gave	up	hope	of	a	“normal”	life.	I	stopped	going	to	

therapy	and	tried	to	manage	my	anxiety	on	my	own.	I	was	

active	in	my	church	and	even	traveled,	but	anxiety	was	

never	far	away.	A	small	amount	of	stress	could	upset	the	

precarious	balance.		

In	late	2009,	I	found	a	lump	in	my	breast.	Waiting	to	

see	if	it	was	cancerous	(it	wasn’t)	pushed	my	anxiety	to	a	

new	high.	This	incident	drove	home	what	I	had	known	for	

a	while:	anxiety	had	consumed	my	life.	I	wanted	my	life	

back,	so	I	decided	to	give	therapy	another	try.		

It	took	me	six	months	to	 ind	a	provider	that	accepted	

my	insurance	and	offered	the	services	I	needed.	In	2010,	I	

walked	into	Penn	Psychiatric	Center.	It	was	different	from	

the	providers	I	had	been	to	before.	I	immediately	estab-

lished	a	good	rapport	with	the	interviewer,	who	would	

become	my	psychotherapist.	My	care	would	be	strengths-

based	and	recovery-oriented,	something	I	had	never	expe-

WW 
By Ruth R. King  

Rewriting My Future:Rewriting My Future:      
I	Ignored	a	Psychiatrist’s	Prediction	and	Changed	My	Life			

Ruth R. King is a field staff specialist on the Voice and Vision 
Consumer/Family Satisfaction Team in Chester County.  
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… continued from page 10 

rienced.		

I	had	been	struggling	with	panic	attacks	in	the	car	–	

feeling	like	I	was	trapped	while	waiting	at	red	lights.	My	

psychotherapist	offered	some	cognitive	behavioral	therapy-

based	coping	strategies.	I	was	able	to	practice	them	on	the	

way	home,	since	I	caught	every	red	light!	An	hour	earlier,	

this	would	have	been	my	worst	nightmare;	after	the	 irst	

few	lights,	I	knew	I	was	on	the	right	track.		

About	a	year	later,	my	therapist	took	a	new	job.	I	was	

devastated	at	losing	the	only	professional	who	had	ever	tru-

ly	helped	me.	At	our	 inal	appointment,	he	said	something	

that	changed	everything:	“This	progress	you’ve	made?	I	did-

n’t	do	it.	I	guided	you,	but	you	did	the	real	work.”	What	I’d	

accomplished	was	something	I	had	been	capable	of	all	

along.	The	difference	was	that	I	had	professionals	en-

couraging	me	to	succeed,	rather	than	taking	one	look	at	

my	diagnosis	and	writing	me	off	as	a	lost	cause.		

My	progress	continued	with	my	next	therapist.	She	

challenged	me	to	keep	stepping	outside	my	comfort	zone;	

she	kept	me	accountable	and	celebrated	my	victories	with	

me.		

One	victory	was	the	ful illment	of	a	lifelong	dream:	to	

see	a	painting	by	Vincent	van	Gogh	–	whose	ability	to	create	

such	beauty	despite	his	dif icult	life	has	always	inspired	me	

–	in	person.	In	2011,	at	age	29,	I	was	able	to	visit	an	art	mu-

seum	for	the	 irst	time.	I	stood	in	front	of	a	Van	Gogh	paint-

ing	and	cried;	I	had	never	seen	something	so	beautiful.		

Eighteen	months	after	returning	to	therapy,	I	felt	ready	

to	address	my	grief	and	anger	over	my	father’s	death.	I	un-

packed	all	the	anger	and	hurt	I’d	kept	inside	for	over	20	

years	and	found	peace.	

In	early	2012,	my	therapist	suggested	I	look	into	sup-

port	groups.	A	Google	search	turned	up	Compeer,	which	

matches	mental	health	consumers	in	one-to-one	friendships	

with	caring	volunteers.	It	would	change	my	life.		

	

Rob	Chisholm,	the	founding	program	director	of	Chester	

County	Compeer,	quickly	arranged	to	meet	with	me	and	my	

therapist.	I	expressed	to	Rob	my	desire	to	use	my	recovery	

experience	to	help	others.		

Rob	mentioned	I	might	be	a	good	candidate	for	the	new-

ly	formed	Chester	County	branch	of	Voice	and	Vision	Inc.	as	

part	of	their	Consumer	and	Family	Satisfaction	Team	(C/

FST).	The	team	conducts	interviews	with	people	receiving	

behavioral	health	services	and	reports	back	to	the	county	

and	managed	care	organization	about	how	those	services	

are	going,	with	the	aim	of	improving	services.	I	applied	and	

was	offered	a	position	as	a	 ield	staff	specialist,	which	I	hap-

pily	accepted.	

Twelve	years	after	a	psychiatrist	told	me	I	would	never	

be	able	to	work,	I	started	my	 irst	job.	I	had	worried	that	my	

anxiety	disorder	would	be	an	obstacle	but	I	was	pleased	to	

discover	that	my	recovery	experience	was	considered	an	

asset.	The	staff	helped	me	work	through	challenges,	and	

their	support	as	well	as	the	support	of	my	co-workers	al-

lowed	me	to	be	successful.	Everyone	at	Voice	and	Vision	has	

experience	with	the	behavioral	health	system,	either	per-

sonally	or	through	family,	which	creates	a	very	supportive	

work	environment.		

The	week	I	started	work,	Rob	Chisholm	found	me	a	

Compeer	match.	If	you	had	asked	me	the	kind	of	friend	I	

needed,	I	would	have	described	Christina;	

within	 ive	minutes,	I	felt	as	though	I	had	

known	her	for	years.	Her	strength	and	courage	are	an	inspi-

ration,	and	her	love	of	life	is	contagious.		

Participating	in	Compeer	has	been	wonderful!	I	can’t	

count	how	many	times	I	wished	for	a	friend	who	under-

stood	and	accepted	me	for	who	I	was.	In	the	past,	I	felt	

ashamed	of	my	struggle	with	anxiety	and	depression	and	

tried	to	hide	it.	Now	I	see	my	anxiety	disorder	as	no	differ-

ent	from	a	condition	such	as	diabetes.	It’s	something	I	deal	

with	but	it	doesn’t	de ine	who	I	am,	and	it	doesn’t	limit	my	

possibilities	for	success.	I	am	not	my	diagnosis;	I	am	Ruth.	

Ruth	loves	to	read,	is	not	a	morning	person,	prefers	tea	to	

coffee,	and	just	happens	to	have	an	anxiety	disorder.		

Since	I	became	more	open	about	my	condition,	several	

of	my	friends	have	revealed	their	own	struggles	with	mental	

health	issues.	I	realized	that	by	holding	back	for	fear	of	peo-

ple	not	understanding	me,	I	was	helping	to	reinforce	the	

stigma	associated	with	mental	illness.		

While	I	have	made	great	strides,	there	are	still	obsta-

cles.	Because	I’m	unable	to	drive	due	to	panic	attacks,	trans-

portation	is	dif icult.	I	use	a	paratransit	service	but	it	can’t	

ful ill	all	of	my	needs.	It	is	frustrating	to	know	that	my	pro-

gress	could	be	limited	due	to	inadequate	transportation	for	

people	with	psychiatric	disabilities.		

I	will	face	more	challenges,	but	I	know	that	I	am	not	

alone.	I	have	more	work	to	do,	more	goals	to	achieve,	more	

dreams	to	realize.	Thanks	to	the	support	I’ve	received	from	

Penn	Psychiatric	Center,	Compeer,	and	Voice	and	Vision,	my	

life	is	so	much	richer	and	more	ful illing	than	I	ever	thought	

possible.	The	future	is	limitless.	The	rest	of	the	story	is	mine	

to	write	and,	like	a	good	book,	the	ending	is	anything	but	

predictable.	

“While my friends were applying for college,  

I was applying for disability benefits.”  

“The rest of the story is mine to write and, like a good book, the ending is 

anything but predictable.” 
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