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hen Ryan Schweiger was 
13, he started smoking 
marijuana. Then he began 
trading drugs with an 
adult: Schweiger’s weed 
in exchange for prescrip-

tion pills. Within a few years he was 
stealing and dealing drugs to support 
his habit, and scoring drugs on the 
street when he couldn’t get pills. At 
the same time, he was trying to cope 
with mental health challenges and us-
ing the drugs in a not-so-successful 
effort to alleviate the emotional pain.  

As in most such stories, it got a lot 
worse before it could get better. 

“My life just spiraled out of con-
trol,” Schweiger said. “I was sleeping 
on people’s couches. I had multiple 
DUI [Driving Under the Influence] 
charges. I was putting myself in high-
risk situations. I was mentally, physi-
cally, and spiritually drained. I was 
basically a shell of a person.”  

While the opioid epidemic is rag-
ing across the United States, it is par-
ticularly rampant in Pennsylvania. 
According to the Drug Enforcement 
Administration (DEA), 3,383 Pennsyl-
vanians died of drug overdoses in 
2015, an increase of more than 23 per-
cent over the previous year. (More 
than half of those deaths were opioid-
related.) In fact, based on 2014 data, 
the Centers for Disease Control and 
Prevention reported that Pennsylva-
nia’s overdose death rate was the 
eighth highest in the U.S.—and the 

highest in the U.S. among males aged 
12 to 25. In Philadelphia in 2015, drug 
overdoses caused twice as many 
deaths as homicide, according to the 
Philadelphia Department of Public 
Health.  

UNPRECEDENTED STEPS 

To address this growing scourge, 
Governor Tom Wolf’s administration 
is taking unprecedented steps across 
multiple fronts.  

“We all know someone impacted 
by the opioid epidemic, and one thing 
has become abundantly clear—opioid 
addiction is an illness,” Gov. Wolf said. 
“In order to address this illness, we 
need to think about addiction treat-
ment in a different way. Treating un-
derlying causes gives people the best 
chance they have to beat their addic-
tion.” 

  One such measure is drawing 
from a three-year, $3 million federal 
grant received by Pennsylvania’s De-
partment of Human Services (DHS) to 
educate and train primary care pro-
viders in rural counties to deliver 
treatment for opioid use disorder.  

To administer the grant, DHS has 
partnered with the HealthChoices’ 
Medicaid managed care organizations 
and the University of Pittsburgh 
Health Policy Institute, as well as ex-
isting medication-assisted-treatment 
providers, to recruit, support, and en-
gage with rural health care providers. 
The grant will help primary care doc-
tors implement medication-assisted 
treatment, participate in webinars 
with substance use disorder experts, 
offer peer teleconsultation for physi-
cians treating individuals with compli-
cated issues, and provide coordinated 

telepsychiatry services. 
     In mid-July 2016, Wolf an-
nounced the launching of 20 
Centers of Excellence (COEs), 
which offer substance use dis-
order treatment to Pennsylva-
nians on Medicaid or other in-
surance. Then, in late August 
2016, the governor announced 
that an additional 25 COEs 
would be implemented across 
the state by the beginning of 
2017. The COEs focus on per-
son-based, team-delivered 
treatment that integrates be-
havioral and physical health 
care. This approach offers the 
possibility of medication-
assisted treatment where 
needed.  
       The model recognizes that 
the integration of care is essen-
tial to successful treatment and 

PA Takes Action to Confront the PA Takes Action to Confront the   
Opioid Epidemic  Opioid Epidemic    

By Elisa Ludwig  

… continued on page 4 

 WW 

Ryan Schweiger works as a certified 
peer specialist to help those with  
co-occurring mental health and  

substance use challenges.  

http://www.dhs.pa.gov/citizens/substanceabuseservices/centersofexcellence/index.htm
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meaningful long-term recovery. Each 
Center functions almost as a medical 
“home,” providing a navigator to walk 
clients through the medical system and 
make sure that they receive the treat-
ments they want and require while 
allowing a single provider to oversee 
and coordinate care.  

In the past, people receiving treat-
ment for substance use disorders have 
often fallen through the cracks in the 
system as they move from behavioral 
health treatment to physical health 
treatment or the other way around. 
Without a collaborative cross-system 
framework, overlooked people end up 
without the help they need, and may 
land in the criminal justice system or 
become homeless. Such collaboration 
also helps to address co-occurring 
mental health and substance use con-
ditions and the particular needs of 
people who have opioid use disorders. 

EPIDEMIC PROPORTIONS 

“Though we have been treating 
people for years, we noticed the prob-
lem reaching epidemic proportions in 
2014,” said Julie Williams, director of 
clinical services of Penn Foundation, a 
COE in Sellersville, Pa.  

“We saw that there was a popula-
tion shift in terms of who was using 
substances,” Williams said. “These are 
younger people who really require a 
different type of care.” 

For example, because many of the 
people the Penn Foundation treats are 
aged 18 to 25, successful treatment 
includes skill building and education as 
well as vocational supports so that cli-
ents can move on, recover, and rebuild 
their lives. Peer support also plays a 
crucial role in delivering emotional 
support on the recovery journey while 

helping to minimize the prejudice as-
sociated with substance use disorders 
and/or dual diagnosis. 

Approximately 7.9 million adults 
in the U.S. were diagnosed with co-
occurring mental health and substance 
use conditions in the year 2014.  

People with these co-occurring 
disorders make up about 85 percent to 

90 percent of Penn Founda-
tion clients, Williams said. 
Many use opioids to numb the 
pain associated with previous 
trauma. Depression and anxie-
ty are also common, she said. 
The challenge in these instanc-
es is to ensure that the under-
lying issues are recognized 

and also treated so that people can 
move toward recovery.  

“We really work to have a trauma-
informed approach to keep people 
feeling safe, and we offer therapeutic 
activities like drumming to help people 
escape some of their past pain,” Wil-
liams said. “There are a lot of layers to 
treatment. There needs to be a biologi-

… continued from page 3 

… continued on page 5 

“Treating underlying causes gives peo-
ple the best chance they have to beat 
their addiction.” 
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… continued from page 4 

cal, psychological and spiritual ap-
proach.” The Foundation also connects 
people with therapy and psychiatric 
medication, if appropriate, to help ease 
some of the underlying mental health 
concerns.  

 A PROVEN TOOL  

Medication-assisted treatment has 
become another important weapon in 
the fight against opioid addiction. Stud-
ies have shown that medications such 
as buprenorphine, methadone and nal-
trexone, in conjunction with wrap-
around supports, can reduce the 
chance of relapse.   

Another important drug, naloxone, 
has been shown to temporarily reverse 

an opioid overdose, restoring breath-
ing within two to eight minutes. Be-
cause of its effectiveness, Pennsylvania 
physician general Rachel Levine, MD, 
has written a standing order prescrip-
tion for naloxone. The standing order is 
kept at pharmacies or it can be down-

loaded online. It is recommended that 
opioid users and their loved ones keep 
this medication on hand in case of 
emergency.  

Naloxone can be especially useful 
for people who are trying to quit but 
experience a relapse. Studies show that 
people are most prone to relapse with-
in the first three days after leaving 
treatment; but, because they have de-
toxed, their bodies are not prepared to 
handle the amount of drug they were 
taking previously. So relapse-related 
overdose—especially death by over-
dose—is common. However, basic life 
support and the timely administration  
of drugs can prevent overdose. Preven-
tion Point Philadelphia, which offers  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

trainings on the proper use of nalox-
one, uses the acronym SCARE ME: 
Stimulation, Call 911, Airway, Rescue 
breathing, Evaluate, Medicate with na-
loxone, Evaluate, and support.  

“Medication-assisted treatment is a 
tool and a resource that can help sup-

port folks, especially when they leave 
treatment,” Williams said. “This is a 
chronic disease, and we need to be re-
alistic about the fact that when people 
just come in for detox or even residen-
tial rehabilitation, it’s just the start. We 
work with families to let them know 
that having naloxone can help prevent 
an overdose and save lives.”  

Between November 2014 and early 
December 2016, state and local police 
officers in Pennsylvania carrying nalox-
one reversed more than 2,000 opioid 
overdoses.  

A project of Prevention Point Pitts-
burgh, Drug Free Pennsylvania, the 
Allegheny County Health Department 
and other organizations, the website 
www.OverdoseFreePa.Pitt.edu tracks 
regional activities around overdose 
prevention and substance use recov-
ery. The site offers educational infor-
mation for families, providers and 
those in the criminal justice system as 
well as local resources for obtaining 
naloxone and related trainings.  
       The Wolf administration has also 
introduced pill drops, where people 
can dispose of unused and unwanted 
drugs. The Prescription Drug Take-
Back Program has installed hundreds 
of secure boxes across the state, with 
the goal of keeping the pills out of the 
hands of those for whom they have not 
been prescribed. Unused drugs are 
placed in a sealed container such as a 
zip-lock bag, with personal information 
blotted out with a marker. They can 
then be placed at a take-back box loca-
tion. This is a particularly important 
initiative for keeping medications away 
from youth. In 2011, 14 percent of sur-
veyed youth revealed that they had 
taken prescription drugs that were not 
prescribed for them.  

“There are a lot of layers to treatment. There needs 
to be a biological, psychological and spiritual  
approach.” 

… continued on page 6 

https://www.scribd.com/document/288632893/Naloxone-Standing-Order
http://www.OverdoseFreePa.Pitt.edu
http://www.ddap.pa.gov/Prevention/Pages/Drug_Take_Back.aspx
http://www.ddap.pa.gov/Prevention/Pages/Drug_Take_Back.aspx
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… continued from page 5 

In addition, Pennsylvania runs a  
24-hour hotline (1-800-662-HELP) for 
individuals who are struggling with a 
prescription drug or heroin problem. 
Community substance abuse treatment 
programs are also available through 
county program offices called Single 
County Authorities.  

LIMITING ACCESS 

Another key strategy in the fight 
against opioid addiction involves pre-
scription monitoring. As Scott Shapiro, 
president of the Pennsylvania Medical 
Society, recently noted, 10.3 million 
opioid prescriptions were filled in 
Pennsylvania just last year.  

The Prescription Drug Monitoring 
Program, which was launched in Au-
gust 2016, collects information about 
filled prescriptions for controlled sub-
stances, and encourages providers to 
consider their clients’ history before 
offering dangerously addictive medica-
tion. The intent is to increase the quali-
ty of care by giving prescribers and 
dispensers an understanding of the 
individual’s controlled substance use 
history and also aid regulatory and law 
enforcement agencies in preventing 
drug abuse, fraud and criminal diver-
sion of controlled prescription medica-
tions.  

“It doesn’t matter if it’s the first or 
29th time you’re prescribed an opioid 
or benzodiazepine drug,” said Deborah 
Shoemaker, executive director of the 
Pennsylvania Psychiatric Society. “The 
doctor now has to check your history 

and make sure this isn’t going to be a 
problem for you.”  

If the drug monitoring database 
reveals a substance abuse history, peo-
ple are referred to treatment.  

“We are very careful to make sure 
law enforcement doesn’t have access to 
this database and that the top priority 
is always treatment,” Shoemaker con-
tinued. 

However, restricting medication 
may only be part of the solution, espe-
cially when street drugs are easy to 
obtain.  

“We have seen that, when medica-
tion is not available, people move on to 
street-available substances,” Williams 
said. “In our area, a bag of heroin costs 
$5, so we need to be cognizant that 
there have to be other approaches at 
work, too.”  

The solution needs to be multi-
pronged, and all of these steps are part 
of the bigger effort, Williams said.  

“We need to start thinking of addic-
tion like we do diabetes and asthma,” 
she said. “We need to support people 
[with addiction] as we would for those 
conditions, and create the best possible 
environment for their recovery.”  

HOPE FOR THE FUTURE 

By the time he was 25, Ryan 
Schweiger was ready to get clean once 
and for all. He went to detox, received 
inpatient treatment and found a recov-
ery community to connect with. He al-
so sought out help for his mental 
health challenges, receiving therapy 

and medication to assist with mood 
management. Today, at age 33, he is no 
longer on any medication, and he 
works as a certified peer specialist at 
Penn Foundation to support others 
with co-occurring challenges.  

A desire to help others has not only 
shaped Schweiger’s career choices but 
it has also given his life new meaning. 
He has seen firsthand how peer sup-
port, medication-assisted treatment 
and valuable resources like Penn Foun-
dation can help people claw their way 
back from the throes of active addic-
tion.  

“This disease is killing people eve-
ry day,” Schweiger said. “Many people I 
knew back when I was using have died. 
But to be able to show people that they 
can take this journey, that they can 
have a meaningful life in recovery from 
addiction, has been nothing short of 
amazing.”  

 
 
  

“...to be able to show people that they can take this jour-
ney, that they can have a meaningful life in recovery from 
addiction, has been nothing short of amazing.” 

Based on 2014 data, the Centers for Disease Control and 
Prevention reported that Pennsylvania’s overdose death 
rate was the eighth highest in the U.S. 

http://www.dhs.pa.gov/citizens/substanceabuseservices/
http://www.dhs.pa.gov/citizens/substanceabuseservices/
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and Discrimination Associated and Discrimination Associated 
with Mental Health Conditionswith Mental Health Conditions  

By Elisa Ludwig  

 
 
 
 
 
 
 

acing unequal treatment at 
work or school. Losing an 
apartment. Being blamed un-
fairly for violence. Getting 
turned away from needed 
health care. All are potential 

outcomes that people with mental 
health challenges regularly experience, 
as a result of prejudice and discrimina-
tion. And this is despite the Americans 
with Disabilities Act, which is meant to 
safeguard the rights of individuals with 
disabilities, including mental health 
conditions.  

In Pennsylvania there are numer-
ous initiatives devoted to changing the 
way people think about mental health, 
to open minds—and doors. And such 
education is sorely needed. 

Mental health advocate, peer spe-
cialist and minister Debra Jackson of 
Steelton, Pa., was diagnosed with bipo-
lar disorder in her 30s, and she soon 
saw prejudice everywhere, she said.  

“In the faith-based community 
there is a lot of ridicule, a lot of discred-
iting when you’re ‘out’ about mental 
health challenges,” Jackson said.  

“Unfortunately, I’ve also seen it 
within the mental health system,” she 
continued. “I was one of the first people 
trained as a peer support specialist and 
I had a really hard time finding a job. 
We have to keep improving communi-
cation and outreach to break down 
those negative stereotypes. If we want 

to change the way we think about men-
tal illness, we have to start with our-
selves.” 

Even as the average American un-
derstands more about mental health 

than they did decades ago, attitudes 
toward those who need supports have 
not improved. In fact, they’ve gotten 
worse, said Dr. Patrick Corrigan, a re-
searcher at the Illinois Institute of 
Technology who himself has lived ex-
perience of a mental health condition. 

“From some meta-analyses we’ve 
done,” Dr. Corrigan said, “we can see 
that, despite the fact that the popula-
tion is becoming more educated about 

serious mental illness, the degree to 
which they might accept a neighbor or 
coworker with mental health issues is 
less likely.”  

Some of this, he said, can be at-
tributed to the mass shootings in the 
United States and the dialogue about 
mental health that always follows 
them.  

This is in spite of the fact that peo-
ple with mental health conditions are 
far more likely to be the victims than 
the perpetrators of violence. In fact, 
according to “Mental Illness, Mass 
Shootings, and the Politics of American 
Firearms,” published in the American 
Journal of Public Health in 2015, “only 
about 4 percent of violence in the Unit-
ed States can be attributed to people 
diagnosed with mental illness.”  

But efforts to educate the public 
are not always directly rewarded. In Dr. 
Corrigan’s view, the most effective ap-
proach to changing the status quo 
should focus on increasing exposure to 
people who are open about their men-
tal health challenges. He likens it to the 
heartening change in social attitudes 
toward LGBTQ (lesbian, gay, bisexual, 
transgender, queer/questioning) 
Americans in recent years.  

“Our attitudes about the gay com-
munity have changed, not because of 
what we are taught in schools but be-
cause we now know we have gay un-
cles, teachers, friends and other people 

FF 

… continued on page 8 

Dr. Patrick W. Corrigan researches the 
best ways to overcome the prejudice 
and discrimination associated with 
mental health conditions. 

“So much prejudice is legacy. People believe what 
their parents have taught them and they’re not  
usually forced to confront those beliefs.” 
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… continued on page 9 

in our lives,” he said. “We also know 
that being in the closet is horrible for 
mental health and psychological well-
being. But we would discourage peo-
ple from coming out about mental 
health naively because that is also 
risky.”  

Honest, Open, Proud—Dr. Corri-
gan’s anti-bias program—invites peo-
ple to engage with a free workbook 
and manual to help decide whether to 
open up publicly about their struggles, 
and in turn help eliminate prejudice 
and discrimination.  

“The world is getting more educat-
ed about empowering people with 
mental illness,” he said, “and though 
we should welcome the professional 
community as allies, we [individuals 
with lived experience of a mental 
health condition] are the ones who 
should lead the charge.”  

  

OPENING MINDS 
Mental Health America of Lancas-

ter County (MHALC) operates several 
programs with this intention.  

“We have a fairly intensive speak-
ing program in local high schools that 
reaches around a thousand sopho-
mores and juniors every year,” said 
MHALC executive director Scooter 
Haase.  

The typical speaker begins by ask-
ing the audience to imagine how they 
would react if they heard a friend was 
diagnosed with cancer. Then they are 
asked to consider how they might re-
act if a friend told them they had been 
diagnosed with schizophrenia. 

“We emphasize that both diagno-
ses are not weird, not a choice—and 
that gets them thinking about the bias-
es they already hold,” Haase said.  

Because prejudice plays a power-
ful role in the criminal justice system, 
MHALC works with local law enforce-
ment agencies to educate officers 
about situations involving individuals 
with mental health conditions whom 
they might encounter in the field.  

“We do trainings that include let-
ting the officers wear headphones that 
simulate the voices someone with 
schizophrenia might hear in their head 

while having to perform other tasks,” 
Haase said. “The officers come away 
with a much deeper understanding 
and openness.” 

In addition, MHA has also part-
nered with 26 Lancaster County or-
ganizations, including Lancaster Gen-
eral Hospital, to create and roll out a 
public awareness campaign called 
Let’s Talk, Lancaster. The campaign 
focuses on creating 
awareness around 
mental health is-
sues and reduction 
of prejudice and 
discrimination. 
Let’s Talk, Lancaster 
has also partnered 
with the Campaign 
to Change Direction, 
and has pledged to 
share “the five signs 
of emotional suffer-
ing (personality 
change, agitation, 
withdrawal, poor 
self-care and hope-
lessness)” with 
“275,000 people in 
Lancaster County 
and to work togeth-
er to change the 
culture surround-
ing mental health.”  

“So much preju-
dice is legacy,” 
Haase said.  

“People believe what their parents 
have taught them and they’re not usu-
ally forced to confront those beliefs,” 
he said. “When we go into schools we 
hear appreciation from students with 
and without mental health challenges. 
Those with lived experience are grate-
ful that we’re encouraging others to be 
more compassionate and not say 
things like ‘get a puppy or take a walk 
and you won’t feel so depressed.’”  

 

SERVING AS WITNESS 
Sponsored by the Pennsylvania 

Office of Mental Health and Substance 
Abuse Services (OMHSAS) and run by 
the Mental Health Association in Penn-
sylvania (MHAPA), the grassroots I’m 

the Evidence/Mental Health Campaign 
(ITE/MH) takes a tack toward reduc-
ing prejudice by promoting the idea 
that recovery is not only possible but a 
reality for the majority of people with 
psychiatric diagnoses. (Editor’s Note: 
You can read “I’m the Evidence” Cam-
paign Promotes Mental Health Recov-
ery” in the Winter 2015 edition of Peo-
ple First.)  

“In designing the program, we de-
cided to focus on the positive; we 
don’t really see the point in continuing 
to talk about the negative attitudes 
people have,” said Sue Walther, execu-
tive director of MHAPA. 

ITE/MH shares the stories of real 
people in recovery through blog posts. 
Campaign “ambassadors” submit their 
stories and receive tool kits to share 
the messages of hope and encourage-
ment. While there are no hard metrics 
to measure the program’s impact, ITE/
MH has grown to include more than 
700 ambassadors from across the U.S., 
and a peer-run group in Arizona has 
adopted the campaign. 

Walther believes that other forces, 
such as the Affordable Care Act’s em-

… continued from page 7 

Kaitlin Specht and Scooter Haase of MHA of Lancaster 
County demonstrate their reaction to prejudice. 
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… continued from page 8 

phasis on mental health care insurance 
parity with physical health care insur-
ance, have helped normalize mental 
health conditions and foster discus-
sion.  

“We have much more information 
about mental health now,” Walther 
said. “We see veterans who are not as 
ashamed to reach out and get help as 
they might have been 15 years ago. 
Just like with any other prejudice or 
bias, really knowing someone and the 
challenges they have faced will change 
the way you view mental illness.”  

For Walther there is some person-
al resonance in the mission to unmoor 

destructively negative images from 
mental health conditions.  

“On the surface, everybody likes to 
think of themselves as not having bias, 
but if you drill down you find that 
there is a lot of work that still needs to 
be done,” she said. “My own father 
died by suicide and my brother once 
called him ‘weak.’ These are deeply 
held, ingrained beliefs. We have to do 
all that we can to question them.”  

SPOTLIGHT SUCCESS, 
                   SHATTER STIGMA 

In Washington County, the Mental 
Health Association recently launched 
an anti-prejudice initiative called Spot-
light Success, Shatter Stigma. The cam-
paign is sharing the stories of people 
in recovery in monthly newspaper ar-
ticles, as well as radio spots during 
Mental Illness Awareness Week in Oc-
tober 2016, and Mental Health Month 
in May 2017, according to a report in 
the Washington County Observer-
Reporter. The campaign is funded by a 
$25,000 grant from Staunton Farm 
Foundation along with matching 

grants from eight local agencies.  
Lynn Loresch, who recently re-

tired as executive director of the agen-
cy but continues to support the cam-
paign, told the Observer-Reporter: “I 
think it’s time for people to under-
stand that you just don’t survive men-
tal illness; you can thrive with mental 
illness.”  

FINDING THE BIAS WITHIN 

A statewide campaign of the Penn-
sylvania Developmental Disabilities 
Council and the Pennsylvania Mental 
Health Consumers’ Association 
(PMHCA), the Let’s Think Again web-

site goes a little deeper to ask partici-
pants to take a hard look at their own 
latent prejudices toward both mental 
health and physical health challenges.  

“Participants take a stigma quiz 
that challenges their assumptions,” 
said Lynn Keltz, executive director of 
PMHCA. “What we see is that we all 
have the tendency to discriminate. It’s 
only human, but it’s important to build 
awareness about that.”  

A key barrier to awareness of 
mental health issues is that, unlike 
physical disabilities, they are not al-
ways easy to see.  

“When people are healthy, mental 
health challenges are largely invisible 
and you won’t face that stigma unless 
you become ill,” Keltz said.  

At the same time, disabilities of 
any kind can stir up hostilities, resent-
ment, and fear in others.  

“I’ve worked in places where peo-
ple with mental health needs, includ-
ing me, were discriminated against,” 
Keltz said. “One woman had severe 
depression and she was encouraged to 
take FMLA [Family and Medical Leave 

Act] leave. But word got out and, when 
she returned, her work was scruti-
nized with a fine-tooth comb. She be-
came more depressed as a result.” 

HARNESSING THE POWER OF  
               WORDS AND IMAGES 

Many of our social biases can be 
traced back to the media and the way 
mental health is portrayed. 

To educate the public about men-
tal health and substance abuse disor-
ders, the Thomas Scattergood Behav-
ioral Health Foundation has funded a 
behavioral health reporter position at 
Philadelphia’s WHYY radio station 

since 2007. The foundation also works 
with journalism schools, including Co-
lumbia and Temple, to educate jour-
nalists and journalism students about 
mental health reporting.   

The Language Matters campaign, a 
project of Scattergood, the Mental 
Health Association of Southeastern 
Pennsylvania and the Alliance for 
Community Service Providers, strives 
to change the conversation about be-
havioral health through the use of re-
spectful language and stigma-busting 
messaging.   

Bringing awareness to the words 
we use and the images that are shared 
can help break down the negative ste-
reotypes, experts say. 

“In any given year, 26 percent of 
the population can be affected by men-
tal health challenges, and we must 
make it okay to have open and honest 
conversations about it,” said Joe Pyle, 
president of the Scattergood Founda-
tion. “We have seen what discrimina-
tion leads to, particularly in a health 
care context, and we know that it is far 
too costly to ignore our prejudices.”  

“Just like with any other prejudice, really knowing 
someone and the challenges they have faced will 
change the way you view mental illness.” 
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rior to my entry into the mental health system, I 
was excelling in my music studies at Bennington 
College. As a student composer, I received much 
praise for my work. My happiest moments were 
those spent in practice rooms striving for my 

next musical breakthrough. 
      At the age of 21, while thumbing my way across 

the country on a summer break, I encountered the Moon-
ies, who were always looking for recruits. After a week I 
realized that the cult was using brainwashing and decep-
tion, and I left. 

The 10 days I spent with the Moonies left a deep mark 
on me and challenged my atheist beliefs. I tried church-
shopping but to no avail. I wondered why life now lacked 
the excitement it had had before. Where was God? 

I concluded that God no longer loved me because I was 
too fat. To bring God back, I decided that I had to do an 
overhaul. I left my job, moved into a small apartment not 
far from the college, and began that first diet, the diet that 

I thought would solve everything but nearly killed me. 
It took only a few weeks before I was underweight and 

felt weak and shaky. Then the binge eating started. This 
was incredibly scary. I had to hide what was going on. I 
hadn’t heard of eating disorders. I didn’t know that any-
one else went through similar experiences.  

  After struggling for a year, I took myself to therapy at 
the local clinic. My first therapist didn’t know much about 
eating disorders but she was kind and a good listener. I 
promised myself that in “only a few weeks” I’d be “better.” 

  But therapy didn’t help. At the end of the summer I 
felt like giving up. I even toyed with the idea of suicide. 
Finally, I decided to move in with my parents, a three-hour 
drive away. Maybe they would know something, or know 
someone who had answers.  

   In October 1981, I made the worst mistake of my life: 
I enrolled in a day treatment program near my parents’ 
home, with hopes that more “intensive treatment” would 
put an end to my eating disorder.  

  I was immersed in therapy five days a week, six 
hours a day. Therapy failed to provide the intellectual 
challenge that had inspired me as a student. I took up 
smoking and watching television. My parents tried, but 
they couldn’t motivate me to return to music, hop on my 
bike, or do much of anything. They were baffled by the 
changes they saw in me.  

   My life was now centered around “group.” The pro-
gram’s staff praised me lavishly for my “good work” in 
therapy. Each time I was praised, I believed I would get 
somewhere, although I saw no improvement in my eating 
disorder. The staff continued to promise “recovery” if only 
I followed their advice.  

  I knew that the therapists were completely clueless 
as to how to solve my problem; it was all guesswork. But  I 
felt too embarrassed to say anything. 

By Julie Greene By Julie Greene   

Smashing the Golden Calf: How I Smashing the Golden Calf: How I 
Demolished a False Idol and Demolished a False Idol and   
Rebuilt My Life Rebuilt My Life   

Julie Greene studied music education and composition at 
the University of Massachusetts in Amherst and at Ben-
nington College. She finished her degree in writing, litera-
ture, and publishing at Emerson College and completed her 
MFA in creative writing at Goddard College in 2009. She 
is writing a book about the myths of the mental health sys-
tem. She lives in western Pennsylvania with her dog and 
best friend, Puzzle.  
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I moved back to Vermont and tried to find a therapist 
there. I changed therapists periodically and always hoped 
that the next one would be better. Give it some time, they 
said. I wasn’t getting better; still, I stuck with it.  

My mother gave me a book called New Hope for Binge 
Eaters, written by two Harvard psychiatrists. They claimed 
that a particular antidepressant had helped many people 
end binge eating; but no one at my clinic had heard of this 
research. Finally, I went to the local emergency room in 
hopes that someone would listen. I was admitted to the hos-
pital in January 1983.  

In hindsight, I realize that they, too, didn’t know what to 
do with me. I had to educate my providers about eating dis-
orders. They gave me pills that turned out to be ineffective. 
Yet it was a relief to be an inpatient, if only to get away from 
my drafty apartment.  

I hoped that the staff would give me answers. I contin-

ued to go back, always assuming that my goal of getting bet-
ter was right around the corner. In 1986 I relocated to a 
larger city, again hoping I would find someone who was in-
formed about eating disorders.  

I call the first dozen years of therapy my honeymoon 
years. I agreed to be put on disability, but I couldn’t qualify 
with an eating disorder so I was arbitrarily assigned the 
diagnosis of schizophrenia and, later, bipolar disorder. I had 
no symptoms of either condition, yet I still believed that the 
therapists had all the answers. 

The honeymoon ended when I had electroshock at the 
age of 38. I was told that electroshock would cure my de-
pression, but secretly I hoped it would cure my eating disor-
der. By then, my issues surrounding eating and weight were 
completely forgotten. The service providers failed to see 
what ailed me, claiming I was “faking it for attention.”  

 Shock only made me confused. The doctors responded 
by giving me more shock. Eventually I couldn’t function at 
all. Now, they’d made a mess of me but, instead of owning 
up to it, they added another diagnosis to explain the conse-
quences of shock. 

Over the next decade, I earned both my bachelor’s de-
gree and my MFA in creative writing. If I could do these 
things, then was I really disabled and incapable? My service 
providers, reiterating that I was mentally incompetent, in-
sisted that my degrees and education were unimportant.  

I was over 50 when, in a moment of clarity, I finally rec-
ognized this pattern: Much as Esau had sold his birthright 
for a bowl of soup, I had sold myself to psychiatry and the 
institutions that supported it. I vowed that, somehow, I 
would change everything if only I could get someone to be-
lieve me.  

I was 56 when I was finally able to leave the community 
where I was only seen as crazy. I kept my planned move to 
South America secret. I will never forget watching from the 
airplane window as the city below me, where I had been so 
badly harmed, disappeared behind the clouds.  

I arrived at the aeropuerto in Montevideo, Uruguay. “I 
am free!” I told myself. I wanted to pick up a clump of soil 
and kiss it. A fleeting thought stopped me: “If anyone sees 
me, maybe they'll haul me off!” For many months the old 
fears haunted me until I realized there were no “staff” 
watching me anymore.  

At first, I struggled with my old habits of restricting my 
food intake and with unplanned, wild binge-eating episodes. 
I realized I was free to experiment with my eating patterns 
to see what would work. I had never had this freedom be-
fore because someone was always watching. Now, I had on-
ly myself to rely on. I realized that self-reliance was essen-

tial to being an adult. To my delight, I got better—
something three decades of dependence on therapy and 
pills couldn’t accomplish.  

I am now 59 years old. To my amazement, I am never 
depressed anymore, because I rely on myself and not some 
external “expert.” I was able to solve the insomnia that re-
sulted from years of psychiatric drugging. I am left with kid-
neys damaged by lithium, but I am learning to cope with 
that . 

I find that focusing on action works better than mulling 
things over. I found others who were in the same boat 
at www.madinamerica.com, MindFreedom International, 
and similar organizations.  

I worked on rebuilding my life, advocating for others 
still suffering from institutional harm. I am seeking employ-
ment and continuing to write about what matters most to 
me. I have joined many organizations so that I might further 
the causes I so strongly believe in.  

In so many ways I have answered the question that long 
ago plagued me: God is the passion within us all, the intense 
drive to act and do good in the world, to achieve and be who 
we are. We will not find this in an office, in drugs, or in a 
psychiatric institution. Within each of us we will find every-
thing we need to survive, thrive, and be happy.   

 

Note: Each issue of People First features a story of personal 

recovery. These first-person accounts represent the disparate 

paths to recovery taken by individuals with behavioral health 

conditions. The Pennsylvania Office of Mental Health and Sub-

stance Abuse Services (OMHSAS) supports all the authors’ 

authentic voices. It should also be noted that inclusion in Peo-

ple First does not necessarily imply endorsement by OMHSAS. 
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“I find that focusing on action works better than  
mulling things over.” 

http://www.madinamerica.com/
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From now on, People First will be available 

only electronically. To subscribe or  

continue to receive your issues of People 

First, please send your email address to  

peoplefirst@mhasp.org and put the 

word “Subscribe” 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 on Page 2 to let 
us know.  

We look forward to continuing to serve our 

readers. Thank you! 
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