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or 35 years, Frank Gaugler 

was living in and out of Allen-

town State Hospital, but with 

17 admissions and discharges 

during that time, he was 

mostly in. Just before the hos-

pital closed its doors in 2010, how-

ever, county officials worked to help 

him transition into the community, 

giving him attention and services he 

never had before, as well as the op-

portunity to live a full and satisfying 

life.  

For the past three years, Gaugler 

has lived at a home in Walnutport, 

where he gardens, looks after a dog, 

cooks, helps with chores, and goes 

with his two housemates on field 

trips to Pocono Raceway and Blue 

Mountain. In other words, he’s suc-

cessfully living on the outside.  

“I voted for the first time ever 

last year. I love living in the country. 

I had my wish, and I got it,” he said. 

Gaugler is a participant in the 

Office of Mental Health and Sub-

stance Abuse Services (OMHSAS) 

statewide Community/Hospital Inte-

gration Projects Program (CHIPP), 

which helps people move out of the 

state hospital system and reinte-

grate in the community. Now, re-

cently released guidelines are mak-

ing the program even more effective. 

Foundations for Change Foundations for Change Foundations for Change Foundations for Change  

Established in 1991, CHIPP is a 

recovery-focused funding strategy 

geared toward individuals who have 

had extended hospital stays and/or 

complex needs, and which offers 

them a framework for discharge. 

CHIPP diverts funds from hospitals 

and into the community, matching 

qualifying individuals with tailored 

programs and supports, with the 

goal of avoiding future hospital ad-

missions. With three state hospitals 

and more than 2,500 beds closed in 

Pennsylvania since 1992, the need 

for strong community supports and 

services for people affected by seri-

ous mental health conditions has 

never been greater, and CHIPP is 

playing a crucial role in making them 

available. 

In CHIPP, individuals and their 

families are tasked with creating, 

implementing and monitoring a 

Community Support Plan (CSP), 

which emphasizes recovery and ac-

tive involvement in decision making. 

This practice began with all indi-

viduals discharged from Harrisburg 

State Hospital in 2005, and CHIPP 

continues to follow this protocol. 

Each county submits CHIPP dis-

charge proposals to the state as part 

of its plan to participate in any new 

CHIPP initiatives. Family, clinical and 

peer assessments are conducted to 

determine if the individual is ready 

for CHIPP discharge. Once the 

county has the CHIPP budget ap-

proved, the individual is matched 

with local area provider agencies to 

support their re-entry into the com-

munity. These can include case man-

agement, residential and rehabilita-

tion/treatment services. 

“Through all of the state hospital 

closures, from Harrisburg to May-

view, there have been CHIPP 

[individuals] and they are all funded 

CHIPP Helps People Leave CHIPP Helps People Leave   
Institutions and Live Real Lives in Institutions and Live Real Lives in 
the Communitythe Community  
By Elisa Ludwig By Elisa Ludwig   

… continued on page 4 

It has been estimated that the funds spent on 
one individual in the hospital can be used to 
support three people in the community, so the 
savings have been significant.  



 

4   Spring 2014  

by the same mechanism,” said Phil 

Mader, director of the OMHSAS Bu-

reau of Community and Hospital Op-

erations in Harrisburg. “Whether it’s 

residential drop-in centers, medica-

tion monitoring, or anything else 

you can think of, we've helped peo-

ple find the services they need. How-

ever, the majority of CHIPP money 

still goes to residential services.” 

Individuals who need more as-

sistance might start out with 12-

hour or even 24/7 care in an apart-

ment or personal care home setting, 

with the intention of gradually phas-

ing it down to fewer hours as they 

recover. A county-organized follow-

up is conducted regularly to ensure 

that the individual is doing well. As 

CHIPP participants return to life out-

side of the hospital, the state hospi-

tal beds are “closed,” thereby reduc-

ing the number of beds. It has been 

estimated that the funds spent on 

one individual in the hospital can be 

used to support three people in the 

community, so the savings have 

been significant.  

New GuidelinesNew GuidelinesNew GuidelinesNew Guidelines 

Though the 2013 update was 

mostly written in 2009, the new, ed-

ited guidelines are finally official. 

They require specific procedures, 

such as the state’s reviewing the CSP 

and budget for the individual ahead 

of discharge to ensure that the pro-

gram’s financial support will be used 

most productively and that the indi-

vidual is ready to move on. The 

counties are expected to identify 

CHIPP participants, with highest pri-

ority given to people with multiple 

hospitalizations, dual diagnoses and 

other service needs that have made 

living in the community difficult in 

the past.  

Another guideline states that if 

an individual is back in the commu-

nity and if they for some reason 

need to be readmitted or can no 

longer participate in CHIPP, another 

individual must be identified to take 

their place.  

As a result of CHIPP, 90 percent 

of state mental health funds are now 

being spent in community treatment 

and supports (the remaining 10 are 

still spent on the hospital system), 

so the guidelines also deal with ser-

vice construction and what counties 

can do with CHIPP money, including 

supportive housing, personal care 

homes and consumer-directed ser-

vices such as drop-in centers, peer 

mentors and peer specialists, warm 

lines and more. The guidelines rec-

ommend that the counties utilize the 

CHIPP funding to “build on existing 

consumer-run programs to promote 

these initiatives.”  

“For the most part, these guide-

lines are common sense additions or 

changes,” Mader said. “But they put 

the process on paper and they also 

allow us greater flexibility in dealing 

with timing for those individuals 

who are struggling with transition, 

and they help us make the system 

more efficient.” 

Real ProgressReal ProgressReal ProgressReal Progress    

To date, CHIPP has been highly 

successful in achieving outcomes 

both for the individuals and the sys-

tem. From 1991 to 2007, the hospi-

tal population went from 6,611 to 

1,977 people, with a 70 percent de-

crease in beds. At the same time, ad-

missions declined from 4,862 to 

1,000. By 2013, the capacity of the 

six state hospitals and one nursing 

care facility was down to 1,500 beds.  

“It's been very rewarding to help 

close the beds and transfer folks out 

of the hospital,” Mader said. “There 

are countless people who, without 

this funding, would have never had 

the chance to get the services they 

needed in the community. For in-

stance, there is one man who had 

many complex needs but was in the 

hospital for far too long, over 20 

years. Through CHIPP, we had a con-

versation with him and his family 

about getting him back out. My wife 

was involved in the state follow-up 

care team that checked in with this 

individual. I can tell you that he has 

never gone back to inpatient, not for 

one day since. I recently ran into him 

in a grocery store. That speaks 

loudly to me: someone who has gone 

from being a lock-in to being able to 

walk around and shop on his own. 

… continued from page 3 

… continued on page 5 

As a result of CHIPP, 90 percent of state mental 
health funds are now being spent in community 
treatment and supports. 
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… continued from page 4 

It’s quite a change.”  

Certainly CHIPP funds can im-

prove quality of life. At his new home, 

Gaugler has his own room and bath-

room.  

“He can buy something when he 

wants it; he doesn’t have to purchase 

it through the canteen,” said Nikki 

Campbell, site manager and program 

specialist at the West Walker Road 

house. “He took his first ever plane 

ride in a small training Cessna where 

he was able, with the pilot’s help, to 

man the controls, and he’s gone to 

car shows. And he’s done remarkably 

well in this environment.”  

Building CapacityBuilding CapacityBuilding CapacityBuilding Capacity    

Most important, said OMHSAS 

human services program rep Marcy 

Rachko, is that CHIPP has stimulated 

an increase and improvement in local 

infrastructure, building capacity for 

individuals to receive services in 

their home community, in some cases 

where services were limited in the 

past.  

“If they didn’t move the moneys 

into the community the opportunities 

to create more infrastructure would-

n’t be there,” she said.  

Rachko points to Lehigh County, 

where CHIPP-funded two-person 

homes house people with both medi-

cal and mental health needs, supply-

ing additional nursing support.  

“I can tell you of one gentleman I 

knew in Allentown State Hospital 

who always used a walker or wheel-

chair,” she said. “He moved to one of 

these homes and when I ran into him 

at a community event he walked 

right up the steps on his own. Getting 

away from the institutional setting 

has helped him get the assistance he 

needs and he’s really thriving.”  

Similarly, Northampton County 

has created a CHIPP-funded hospital-

diverting residence for people who 

need acute levels of care. The eight-

bed extended-stay facility typically 

serves people for 180 days en route 

to community reintegration.  

“It’s a great alternative to staying 

in the hospital for several years, and 

it’s had an extremely high success 

rate,” Rachko said. A similar program 

exists in Lehigh County. 

Rachko has seen firsthand again 

and again how CHIPP funds have 

filled in the service gaps on the com-

munity level, and how they have 

made a difference in people’s lives.  

“Creating individualized sup-

ports, using the CSP process, and 

bringing everyone to the table can 

help us meet the needs that state hos-

pitals can’t,” she said. 

Success in Berks County Success in Berks County Success in Berks County Success in Berks County  

In Berks County, Threshold Reha-

bilitation Services Inc. has been a 

CHIPP provider since 2001, and the 

program has served many individuals 

over the years, said Heather 

Brossman, behavioral health sup-

ported living/CHIPP coordinator.  

Threshold is currently in the 

process of assisting John White with 

his discharge from Wernersville State 

Hospital, Brossman said.  

“John White has been in and out 

of the state hospital and the legal sys-

tem for more than 30 years,” said 

Brossman. “He recently had his 15th 

admission. He has a history of drug 

and alcohol abuse, and his goals are 

to stay in recovery, find a job in the 

community, and stay clean and sober. 

He wants to finally be able to enjoy 

recreational activities, such as fishing 

and being outdoors. He also wants to 

have his own apartment again some-

day.”  

When asked how he feels about 

being accepted into CHIPP, White 

said, “CHIPP gave me a new life, a 

new start. I feel like I have been 

blessed.”  

Among those whom Threshold 

has been helping for some time is 

Thomas Lawlor, who was discharged 

from Wernersville State Hospital to 

CHIPP in 2001.  

“He had been a patient of the 

state hospital for two and a half 

years,” said Brossman. “Since his dis-

charge, CHIPP staff have supported 

Tom in the community in two differ-

ent apartments and, finally, with a 

family living provider.” She added 

that Lawlor has said that, without 

CHIPP, his life would be “not as good 

because I wouldn’t have my inde-

pendence.” 

A Different LookA Different LookA Different LookA Different Look 

Both Rachko and Mader agree 

that the state hospital system may 

always exist in some form but, with 

… continued on page 6 

“I would also like to see the counties plan regionally 
to help as many individuals as possible live in the 
community. Those individuals are our greatest    
success.” 
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… continued from page 5 

more beds closed, it will look differ-

ent over time.  

“I think we need this level of care 

to be available, but it should be fo-

cused on those with complex needs 

that need extra time and support, and 

not a solution for everyone,” Mader 

said. “We have the obligation to offer 

the least restrictive care someone 

needs in their personal journey to 

recovery.”  

“I would like to see us be able to 

continue to offer this resource to the 

counties,” said Jason de Manincor, 

central region manager at OMHSAS in 

Harrisburg. “I would also like to see 

the counties continue to take advan-

tage of the program and plan region-

ally to help as many individuals as 

possible live in the community. Those 

individuals are our greatest success.” 

In the meantime, CHIPP continues 

to create profound opportunities for 

those who are involved with it. Every 

month at St. Mark’s Church in Allen-

town, former state hospital residents 

and staff gather for lunch, karaoke 

and bingo.  

“This event has grown over the 

years so that now we get upwards of 

100 people – people who knew each 

other in the hospital and are now 

coming back to see one another and 

talk about where they are living and 

working,” Rachko said. “It’s wonder-

ful to see them reuniting but also in-

credibly heartwarming to see just 

how far they have come.”  

Meanwhile, Frank Gaugler and his 

fellow residents were recently hon-

ored with the “I’m The Evidence” 

award, which celebrates people who 

are the living evidence of mental 

health recovery. He’s proud of his 

honor but just as pleased to continue 

living in his current home, where he 

hopes he’ll stay for a very long time. 

“I just needed someone to give 

me a chance,” he said. “And now they 

have and I’m doing what I want to 

do.”   

  

John White picks out new bedroom furniture with his Threshold 

CHIPP staffer, Carmen Gonzalez.  

Tom Lawlor shops for healthy groceries at the local supermarket.  
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p until the past few dec-

ades, the use of mechani-

cal restraints and seclu-

sion (isolating individuals) 

was routine in institutions 

serving people with men-

tal health conditions. Now, not only 

have these measures been deemed 

inhumane but they have also been 

associated with abuse, trauma, injury 

and death. 

In Pennsylvania, thanks to the 

Alternatives to Coercive Techniques 

(ACT) Initiative, seclusion and re-

straint (S/R) practices have been dra-

matically reduced. 

The changing beliefs that led to 

the ACT Initiative came to the fore in 

the 1990s, as the recovery movement 

gained traction and as ad-

vocates, behavioral health 

professionals and leaders 

began to question how 

mental health services 

could be reconfigured to 

promote dignity and re-

spect for individuals re-

ceiving them.    

TraumaTraumaTraumaTrauma----Informed CareInformed CareInformed CareInformed Care    

At the same time, ACT 

was inspired by the 

trauma-informed care 

movement, which, accord-

ing to the Substance Abuse 

and Mental Health Ser-

vices Administration 

(SAMHSA), acknowledges 

that traumatic experiences 

can be “dehumanizing, 

shocking or terrifying or 

multiple compounding 

events over time, and often include 

betrayal of a trusted person or insti-

tution or loss of safety.” SAMHSA’s 

National Center for Trauma-Informed 

Care states that trauma survivors’ 

experiences can “help shape their re-

sponses to outreach and services.” 

For this reason, trauma-informed 

care approaches individuals with his-

tories of trauma by first acknowledg-

ing that history. 

In February 1993, Pennsylvania’s 

state hospitals employed 5,292 hours 

of seclusion and 10,724 hours of me-

chanical restraint. In 1997, Charles 

Curie, then the state’s deputy secre-

tary for mental health and substance 

abuse services, set forth the new phi-

losophy that defines ACT.  

“Most of our patients are already 

the victims of trauma,” he stated. 

“There is no need to reinforce that 

trauma, or to re-traumatize.” 

The initiative, which also applies 

to forensic scenarios, proved to be 

one of the earliest such programs in 

the nation and it still has some of the 

highest standards for reducing S/R. 

Within three years, the state had re-

duced incidents of both seclusion and 

restraint in its nine state hospitals by 

74 percent, and reduced the hours 

spent in either by 96 percent. In Octo-

ber 2000, Pennsylvania’s Seclusion 

and Restraint Reduction Initiative 

received the Harvard University In-

novations in American Government 

Award. A larger sea change was hap-

… continued on page 8 

State Hospitals Reduce Use of State Hospitals Reduce Use of   
  Seclusion and Restraint Seclusion and Restraint   

  
By Elisa Ludwig By Elisa Ludwig   
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… continued from page 7 

pening: In the intervening years, 

many other states have adopted laws 

and policies regarding the use of S/R, 

and SAMHSA issued a National Call 

to Action in 2003 to help reduce S/R. 

By January 2008, the average 

monthly use of seclusion in Pennsyl-

vania was down to two hours, and 

for restraints it was nine hours. By 

2013, there was just one seclusion 

incident in all of the hospitals, and 

just 16 mechanical restraint events.  

“If you look at the data you can 

see that the use of seclusion and re-

straint is now an extreme outlier,” 

said Edna McCutcheon, CEO of Nor-

ristown State Hospital and formerly 

CEO at Torrance State Hospital.  

Key ElementsKey ElementsKey ElementsKey Elements    

ACT Initiative implementation 

began with careful data collection 

and analysis that tracked the use of 

S/R throughout the system. A work-

group of practicing clinicians met to 

set new policies, procedures, goals 

and systems for monitoring out-

comes.  

Key elements of the policy they 

devised include the following:  

 

• S/R must be the intervention of 

last resort.  

• Seclusion and restraint are ex-

ceptional and extreme practices 

for anyone, and not to be used as 

a substitute for treatment or for 

punishment or convenience.  

• Seclusion and restraint are safety 

measures, and should be imple-

mented in a careful manner.  

• Staff should use individuals’ 

strengths and their own cultural 

competence to prevent the use of 

S/R, and work with the individ-

ual to end S/R as quickly as pos-

sible.  

• S/R must be ordered by a physi-

cian; orders are limited to one 

hour and require direct physi-

cian contact with the individual 

within 30 minutes.  

• Individuals and families are con-

sidered part of the treatment 

team.  

• Restrained individuals cannot be 

left alone.  

• Voluntary patients who did not 

agree to S/R must be involuntar-

ily committed before procedures 

can be initiated.  

• Hospital leaders and department 

heads are held accountable for 

all phases of an S/R procedure. 

 

In place of restraints and seclu-

sion are best practices, high-quality 

programming and individualized 

treatment plans that account for cri-

sis situations.  

“The key has been to engage with 

the individual receiving services and 

work ahead of time to be aware of 

any previous traumatization,” 

McCutcheon said. “We develop a cri-

sis plan early on so we know what to 

do before a crisis hits; and that plan 

is developed with input from the in-

dividual, their advocates and anyone 

else in their support system to find 

out what works best for them and 

what can help them deescalate.” 

On the other hand, some indi-

viduals expect S/R when they are 

admitted to a hospital – most often 

as a result of their previous experi-

ence, McCutcheon said.  

“There was a woman who came 

in to Torrance. She had been in acute 

settings on and off for most of her 

life. When she came in she said she 

needed mechanical restraints be-

cause that was the only way she felt 

safe. We sat and talked with her and 

we were able to convince her that 

she didn’t need them. So that’s one of 

the challenges: In addition to work-

ing with staff, we also have to work 

with residents sometimes to let them 

know that there are other and better 

options out there.”  

From the top down, the ACT Ini-

tiative has been supported, and 

other measures have been put in 

place to buoy it. These include an 

increase in the staff-to-patient ratio, 

better performance improvement 

measures, increased staff training in 

crisis prevention and intervention, 

risk assessment and treatment plan-

ning tools and patient-debriefing 

methods. All of this has been 

achieved with no increase in funding 

– simply a reallocation of existing 

staff and resources.  

“It’s very easy to suggest putting 

restraints on someone without lay-

ing eyes on them first,” said Phil 

Mader, director of the Bureau of 

Community and Hospital Operations 

in Harrisburg. “So one of the first 

things we did is that we made sure 

we had physician coverage at every 

hospital on a 24/7 basis. That way, if 

someone was agitated we could cut 

it off at the pass. A physician or psy-

chiatrist could go into the unit and 

assess the situation and offer an al-

ternative, whether it was redirection 

or medication.”   

Training and LeadershipTraining and LeadershipTraining and LeadershipTraining and Leadership 

Employee training is paramount 

in providing care that obviates the 

… continued on page 9 

“Most of our patients are already 
the victims of trauma. There is no 
need to reinforce that trauma, or to 
re-traumatize.” 
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need for coercive techniques but 

keeps staff and residents safe.  

“To create this change and 

achieve significant reduction in 

these practices really required lead-

ership as well as medical staff and 

on down the line to everyone work-

ing on the unit to work as a team and 

address the issue. We needed to im-

prove the staff skill level in each hos-

pital so that they are more knowl-

edgeable about trauma and what can 

make someone re-traumatized,” 

McCutcheon said.  

When orientation is held for new 

employees, McCutcheon will often 

tell them that non-clinical staff mem-

bers are actually able to be engaged 

with residents in more supportive 

ways than clinical staff due to less-

defined power dynamics in their  

day-to-day interactions and what 

can sometimes be a more trusting 

relationship. 

“That’s why we encourage every-

one, whether they’re electricians or 

housekeepers, to be supportive of 

individuals in their recovery and 

help them to live successfully in the 

community,” she said. “Every inter-

action counts.”  

Every state facility has had a 

“train the trainer” session to further 

engage with staff and promote the 

ACT philosophy. McCutcheon also 

credits peer services as instrumental 

in paving the way for an atmosphere 

of dignity and communication and 

helping create this cultural shift. 

An important factor in promot-

ing the initiative and the ability to 

continue to make improvements has 

been allowing public 

access to the state-

wide S/R data so that 

hospitals could col-

laborate with each 

other to lower their 

incidence rates, and 

successful hospitals 

could receive ac-

knowledgement for 

their efforts.  

The program’s success 

is reflected in these 

numbers, as well as the fact that 

there has been no increase in staff 

injuries since the initiative began. 

What’s more, Pennsylvania’s state 

hospital system has continued to 

receive accolades from around the 

world, Mader said.  

“Beyond the national recognition 

from Harvard we have been interna-

tionally commended for our efforts,” 

he said. “People from the Nether-

lands and elsewhere in Europe and 

Australia have come to visit our 

state hospital system to discuss the 

process of change that resulted in 

the virtual elimination of S/R.”  

Impact on Individuals Impact on Individuals Impact on Individuals Impact on Individuals  

Even better is the impact the 

program has had on those it affects 

the most: the individuals inside the 

state hospitals.  

“Some things happen out of our 

control. But, for instance, there was 

an individual who was recently ad-

mitted to the hospital through a cor-

rections office. He was not on medi-

cation, he had not showered in 

weeks and he was suffering from 

severe delusions,” Mader said. “This 

was the situation in the past that 

would have involved restraints, but 

we were able to get him into treat-

ment and turn things around.  

“I saw him last week when I vis-

ited the unit and he was doing as 

well if not better than most of the 

people there. The point is that it 

makes a difference how we treat 

people.” 

Perhaps most telling is the fact 

that the policy change has made a 

physical imprint: Hospitals have 

converted their seclusion rooms to 

patient centers.  

“In changing over the rooms, 

we’ve worked with residents to 

choose colors and comfortable furni-

ture to make it a calm place for indi-

vidual or group activities as deter-

mined by the individuals,” Mader 

said. 

The result, McCutcheon said, has 

been empowerment where once 

there was a sense of hopelessness.  

“This is a linchpin in our way of 

thinking,” she said. “It sounds like 

common sense but we are focused 

on sending the message that the sys-

tem can change, people can recover, 

and we’re going to support that re-

covery in all of our interactions with 

individuals receiving services.”  

… continued from page 8 

“We are focused on sending the message that the        
system can change, people can recover, and we’re going 
to support that recovery.”  

“We develop a crisis 
plan early on so we 
know what to do  

before a crisis hits.”  
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 have experienced five liberations that transformed 

my life from disconnection to connection, from pow-

erlessness to power.         

     I had always wished for a place to belong. As a 

young child, I was sexually abused by the only person 

in my family who was a source of love and accep-

tance, and I felt lost. But then I was able to connect with a 

loving family and their animals and find a place to belong: 

on their farm. This was my first liberation.  

Judy, the oldest sister in my informally adopted family, 

provided a life preserver for me during my stormy child-

hood. She became my main source of love and acceptance. 

When Judy died suddenly, I was bombarded by voices that 

other people didn’t hear and by ideas and beliefs that 

other people didn’t share. I didn’t fit in at school and didn’t 

even belong on the farm anymore.  

The voices took over and, at 17, I was diagnosed with 

schizophrenia and hospitalized. I lived in a state of discon-

nection and powerlessness for years. I internalized the 

label of “chronic mental patient,” and accepted the hope-

lessness and helplessness engendered by those who man-

aged my life in the institution and who had been taught 

that people with schizophrenia can’t recover. I lost my 

hopes and forgot my dreams for college and career as sud-

denly as I had lost Judy.  

When a distant cousin got me discharged against 

medical advice, I felt more alien than ever. I truly had no 

place to belong.  

I spent the next 40 years battling these harsh voices. 

The harder I fought my voices, the more aggressive they 

became. I was given a lot of Thorazine, Stelazine, and Hal-

dol over the years, and still my voices were relentless. I 

spent a good portion of those 40 years in hospitals,        

although I was able to complete college and graduate 

school. Most of that time I was on very high doses of psy-

chotropic medications, but the power of the voices was 

insurmountable.  

Then, in 1972, in the middle of everything, into my life 

came a remarkable man, Martin Mayman, Ph.D. He was 

willing and able to form a connection with me despite my 

diagnosis. He saw me as a whole person with strengths 

and resilience. Dr. Mayman hoped for me until I could 

hope for myself. I count our relationship as my second lib-

eration and the beginning of my recovery. My relationship 

with him echoed the connection I had felt with Judy.  

I began to envision making a difference, both in my life 

and the lives of my peers, and I continued to fight fero-

ciously against my voices. Throughout my institutionaliza-

tion and the hospitalizations that followed, I never gave up 

the battle to eradicate the voices. I fought the cruelty and 

aggressiveness of the voices with my own fury and aggres-

siveness.  

I earned a bachelor’s degree in psychology and phi-

losophy from Thomas Jefferson College, Grand Valley State 

University, in 1976; joined a poetry collective; and worked 

in a private psychiatric hospital as a mental health worker 

and advocate (a new position that I helped create). How-

ever, my identity, which I had learned to keep secret, was 

as a mental patient.  

In 1978 I went to graduate school at the University of 

Pennsylvania, where I met Mona Cardell, who was to be-

come my life partner. At that time I became a peer coun-

selor, which allowed me to finally feel like a peer with 
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other human beings. My voices had always told me I wasn’t 

human but I challenged them. I earned a master’s in social 

work in 1980. 

Beginning my career as a social worker, I still felt like a 

career mental patient. For several years, I worked as a play 

therapist with children, many of whom had had traumatic 

experiences not unlike those I had experienced in child-

hood. I was working with a 3-year-old boy whose abuse was 

very similar to my own when a judge ruled that the child’s 

father could have unsupervised visitation. I again felt pow-

erless. After years of alternating hospitalizations and mean-

ingful work, I went on disability. My voices were aggressive 

and, again, I felt lost.  

After a while, I got a job cleaning horse stalls on a farm 

that was used for therapeutic horseback riding. This experi-

ence resonated with my early experience on the farm with 

Judy and her family. I developed a healing relationship with 

the owner of the farm, Saunders Dixon, and I eventually 

took a course to become a therapeutic horseback riding in-

structor and was hired to teach.  

My third liberation was connecting with Quakers, my-

self, and God. Mona and I attended Quaker meeting and 

formed connections with that community, finding “that of 

God” in everyone.  

I was still on disability and teaching horseback riding in 

a mental health day program in North Philadelphia when I 

experienced my fourth liberation: I took the two-day Recov-

ery Foundations Training offered by the Philadelphia De-

partment of Behavioral Health and Intellectual disAbility 

Services (DBHIDS), and my recovery consciousness re-

emerged. I realized that I didn’t need to reach consecutive 

benchmarks before I could return to work; I could work 

while still having symptoms and hearing voices.  

Then I took a DBHIDS storytelling course from Joan 

King, who asked me if I was interested in working. Was I 

ever! Joan referred me to Betsy Gorski, who hired me to 

work for CIC – then Consultants in Context, now Creating 

Increased Connections – which was part of Resources for 

Human Development.  I initially worked for three hours a 

week at the Coordinated Homeless Outreach Center (CHOC). 

I then became a certified peer specialist (CPS) and started a 

CPS internship program at the CHOC. I have worked for CIC 

full time for several years now and I have mentored more 

than 25 certified peer specialists, many of whom had been 

repeatedly refused employment opportunities and some 

who did not feel ready for work. More than half are now 

employed.  

My fifth liberation occurred in 2007, when I discovered 

the World Hearing Voices Movement and learned about a 

different approach to hearing voices: working with them. I 

found the website for INTERVOICE (the International Net-

work for Training, Education, and Research into Hearing 

Voices) and read books by Marius Romme and Sandra 

Escher. Those discoveries led me to studying and corre-

sponding with Karen Taylor and Ron Coleman of Working 

to Recovery in the United Kingdom. I learned that my ap-

proach of meeting aggressive voices with my own aggres-

sion was not effective, and I learned to accept my voices as 

my own and to take responsibility for them. I began to make 

sense of the voices by examining their content and triggers 

and relating them to my life. I learned to be assertive with 

my voices instead of being aggressive with them.  

As I began to experience the benefits of peaceful coexis-

tence with my voices, I started exploring ways to share 

what I had learned with others. I began Hearing Voices Net-

work peer support groups and experienced my calling to 

support others in their recoveries.  My Quaker meeting, 

Central Philadelphia Monthly Meeting of the Religious Soci-

ety of Friends, gave me a minute of religious service and 

took my ministry, Hearing Voices and Healing, under its 

care. My Meeting community joined me in communicating 

respect and acceptance for voices and the people who hear 

them.  

In 2010, I very shyly attended the World Hearing Voices 

Congress in England. In 2011, I more confidently attended 

the World Hearing Voices Congress in Italy. By 2012, at the 

Congress in Wales, I told my story.  Most recently, I pre-

sented a brief workshop at the World Congress in Australia. 

These conferences were life-changing events that also deep-

ened my recovery and informed my work.  

I helped to found the Montgomery County Hearing 

Voices Network of individuals who hear voices, family 

members and professionals, and I serve on its steering com-

mittee. I now facilitate four Hearing Voices Network groups 

and have started a pilot project for training more peer facili-

tators.  

With the support of the Montgomery County Depart-

ment of Behavioral Health, I facilitated the Montgomery 

County Training Institute’s connection with leaders from 

the United Kingdom. As a result of the trainings by these 

international experts, NAMI of Montgomery County became 

aware of the hearing voices movement and endorsed the 

Network approach.  They have invested in their own voices 

trainings, both locally and  nationally.  

Working in the recovery movement in Montgomery 

County, I provide mentoring and fellowship to those who 

have been discriminated against and stigmatized. My ac-

complishments have been punctuated by years of hospitali-

zation and disability. Mere existence was often a challenge; 

however, I have now moved from surviving to thriving. I 

attribute my transformation to the World Hearing Voices 

Movement and its approach to living with voices.  

I now understand my voices and accept them. I have 

taken back my power and reclaimed my life. I am commit-

ted to sharing what I have learned about voice hearing with 

experts by experience, fellow voice hearers; with experts by 

professional training; and with people in the community: 

friends and neighbors.  
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