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n 2009, OMHSAS received a Garrett Lee Smith Youth 
Suicide Prevention Grant, totaling $500,000 a year for 
three years, to build a suicide prevention program 

within the primary care medical system to provide screen-
ing, assessment, family engagement and linkage to treat-
ment.  

Such a program is desperately needed, as suicide is a 
leading cause of death for people aged 15 to 24. The Cen-
ters for Disease Control and Prevention have found that 
approximately 500,000 teens attempt suicide every year.  

One reason suicide is so prevalent among teenagers is 
that adolescents in general tend to struggle with impulse 
control and to make decisions quickly, so that a teen with 
suicidal thoughts may be more likely to make a decision 
without thinking through the consequences.  

 “What teens might not understand is that suicide is a 
permanent solution to a temporary problem. Adolescents 
just don’t have the life experience to realize that loss or 
pain will ease over time,” said Sherry Peters, chief, Divi-
sion of Policy and Program Development, OMHSAS Bu-
reau of Children’s Behavioral Health Services in Harris-
burg. “It’s harder for them to see that suicide is just not 
the answer.” 

Pilot ProgramsPilot ProgramsPilot ProgramsPilot Programs 

 OMHSAS is currently piloting the new youth suicide 
prevention project in Lackawanna, Luzerne and Schuylkill 
counties. “We’re helping physicians use a Web-based 
screening instrument for patients between ages 14 and 24, 
which helps flag whether they suffer from depression, 
substance abuse or have other risk factors for suicide,” 
Peters said. If a young person screens positive, the doctor 
will discuss his findings with the family and help connect 
the individual with behavioral health specialists who are 
trained in attachment-based family therapy and cognitive 
behavioral therapy techniques. 

Another major difficulty in reaching adolescents is 
that family participation and consent is needed in many 
interventions and treatments. Peters said this challenge 
can put already at-risk youth at a greater disadvantage.  

“We’ve run into a situation, for instance, where a 
child had experienced the loss of two family members by 
suicide and was showing serious signs of depression, 
talking about suicide. The physician wanted to refer him 
to behavioral health specialists but the family said, ‘He’s 
just looking for attention.’ Fortunately, the folks in this 
case had been trained well enough to work through the 
barrier of denial with the family and help the child get 
treatment.” 

See “Preventing Youth Suicide...” continued on page 6 
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Pennsylvania Plan Fights Suicide and Pennsylvania Plan Fights Suicide and 
Raises Awareness of PreventionRaises Awareness of Prevention  
By Elisa Ludwig  

hen Heidi Bryan’s brother 
died by suicide on January 
7, 1995, her life was 
changed forever. 
“Afterwards I started to 

realize just how enormous a problem 
it was – that more people die by sui-
cide than by homicide every year. I 
had been suicidal myself all of my life, 
but suddenly I knew it was no longer 
an option,” she said. Instead, Bryan 
has devoted herself to a life-affirming 
cause: suicide prevention in Pennsyl-
vania. 

The Office of Mental Health and 
Substance Abuse Services (OMHSAS) 
has found that suicide claims the lives 
of more than 1,300 Pennsylvanians 
every year. It was the eleventh leading 
cause of death in the United States in 

2006, according to the Centers for 
Disease Control and Prevention.   

Statewide Suicide Prevention PlanStatewide Suicide Prevention PlanStatewide Suicide Prevention PlanStatewide Suicide Prevention Plan    

Recognizing that this devastating 
health problem is often preventable, in 
2005 an OMHSAS advisory commit-
tee convened a work group to create a 
statewide suicide prevention plan. 
“We’d already had a youth suicide pre-
vention plan, but we decided we 
needed to cover other populations in 
our efforts so we formed an adult and 
older adult branch and came up with a 
state plan,” said Bryan, who now 
serves as chair of the Pennsylvania 
Adult/Older Adult Suicide Prevention 
Coalition, comprising state agencies 
(such as OMHSAS; the departments of 
Health, Aging, and Corrections; the 

Office of Long Term Living; and 
the Pennsylvania State Police); 
and community organizations and 
nonprofits, such as the Pennsyl-
vania Behavioral Health and Ag-
ing Coalition, the Pennsylvania 
Community Providers Associa-
tion, drop-in centers, and the 
Feeling Blue Suicide Prevention 
Council (of which Bryan is foun-
der and director). The Coalition 
also includes individual members, 
such as survivors of individuals 
who died by suicide. 
     The state plan, which was 
signed by the secretaries of 
Health, Aging and Public Wel-
fare, went into effect in 2006. In 
addition to calling for an annual 
suicide prevention awareness day 
at the state capitol building – 
one memorable event included a 
display on the steps of the ro-
tunda of empty shoes symboliz-
ing lives lost to suicide – one of 

the plan’s biggest initiatives was cre-
ating a statewide conference on the 
topic.  

From 2007 through 2009, three 
annual conferences were held, first in 
Grantville, then in State College. The 
first conference focused on suicide 
across the age span and the second on 
special populations. By the third, the 
focus had broadened. “It had gotten to 
be such a success with such a good 
turnout that, following the first con-
ference, we developed it into a two-
day conference. The third year we 
looked at the theme of healthy com-
munities,” said Virginia Mastrine of 
the OMHSAS Bureau of Policy, Plan-
ning and Program Development in 
Harrisburg. (Mastrine is the Older 
Adult Advisory Committee lead staff 
and is the state liaison to the Pennsyl-
vania Adult/Older Adult Suicide Pre-
vention Coalition.) 

 Working on a Local LevelWorking on a Local LevelWorking on a Local LevelWorking on a Local Level    

Building on the successes of the 
conferences, the goal going forward 
has been to drill down to the local 
level. The emphasis has been twofold: 
helping counties and stakeholders 
around the state form their own local 
task forces for strategic suicide pre-
vention, and building up the statewide 
coalition with stakeholders represent-
ing all regions. Instead of holding a 
conference in 2010, the coalition is 
now focusing on regional trainings 
and technical assistance for task force 
development. “Every county’s task 
force is different, with different educa-
tion, outreach and awareness activi-
ties, so we wanted to help them de-
velop according to their own needs,” 
said Bryan. 

Task forces currently exist in 

… continued on page 4 
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Armstrong-Indiana, Blair, Bradford-
Sullivan, Bucks, Cambria, Chester, 
Clarion, Clearfield-Jefferson, Dela-
ware, Fayette, Greene, Lackawanna-
Susquehanna, Lancaster, Lebanon, Le-
high, Luzerne-Wyoming, Montgom-
ery, Potter, Schuylkill, Westmoreland, 
and York counties. Two regional 
trainings – in Mercer (May 12, 2010), 
and Allegheny (May 13, 2010) coun-
ties – have been held; the trainings 
were developed by the Suicide Preven-
tion Resource Center and the Ameri-
can Association of Suicidology. Bryan 
said the coalition plans to branch out 

to the northeastern reaches of the state 
next year.  

The trainings help the task forces 
create a logical framework, a vision 
and an action plan for their activities, 
but along with the skills comes a phi-
losophical approach to suicide preven-
tion. “If you have a task force, you 
need to know your data, what services 
are available and how to build an effec-
tive coalition,” Bryan said. “In general, 

we are really teaching people how to 
address suicide as a public health prob-
lem instead of a mental health problem.”  
    

Helping Survivors Cope Helping Survivors Cope Helping Survivors Cope Helping Survivors Cope     

On the survivors’ side, support 
groups around the state are offering 
resources to help people cope with the 
seemingly inexplicable loss and over-
powering grief that accompany the 
suicide of a loved one. “People often 
blame themselves; family members 
blame parents,” said Ginger Biddle, 
PhD, RN, CRNP, a survivor and nurse 
practitioner at Thomas Jefferson Uni-

versity Department of Psychiatry and 
Human Behavior. “So it’s important 
for survivors to understand depression 
and mental illness as a physical illness, 
and it’s important for them to have 
support and compassion.” 

The Coalition hopes to continue to 
engage survivors in its ongoing out-
reach and training efforts. In the 
meantime, Feeling Blue is working 
with the Pennsylvania State Police to 

develop wallet cards that will help po-
lice officers at the scene of a suicide 
deal sensitively with survivors.  

Now more than ever, suicide re-
mains a difficult social problem, espe-
cially as the economic downturn and 
two wars have left wider swaths of the 
population vulnerable. “The stressors 
of the economy, coupled with a lack of 
funding, have made it harder to reach 
people. Anecdotally, we’re hearing that 
suicides in some places have doubled,” 
Bryan said.  

Still, Bryan has other reasons to 
feel optimistic as the state’s efforts 

have reached new people and the over-
all awareness around suicide has 
grown. “Certainly, more and more task 
forces are popping up. I started this 
work about 10 years ago and, in that 
time, I’ve seen a definite culture 
change,” Bryan said. “Back then, my 
phone never rang. It’s very different 
today. I think we are more aware and 
willing to discuss it, and that can only 
help.” 

… continued from page 3 

“More people die by suicide than by homicide every year.” 

 

General: 

Pennsylvania Suicide Prevention 
http://www.parecovery.org/services_suicide_prevention.shtml 

 
http://www.sprc.org   

 

National Suicide Prevention Lifeline 

1-800-273-TALK 

www.suicidepreventionlifeline.org 

 

For Veterans: 

Pennsylvania Army National Guard  

http://www.milvet.state.pa.us/DMVA/801.htm 

 

Veterans Affairs Suicide Prevention 
www.mentalhealth.va.gov/suicide_prevention/ 

 

 

 

For Teens: 

Pennsylvania Youth Suicide Prevention Initiative 
www.paspi.org 

 

For Survivors and Loved Ones of People  

Exhibiting Suicidal Behaviors: 

American Foundation for Suicide Prevention 
www.afsp.org 

 

Feeling Blue Suicide Prevention Council 
www.feelingblue.org 

 

Suicide.org 
www.suicide.org 
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hough suicide impacts every seg-
ment of the population, veterans 
are hit especially hard: They ac-

count for about 20 percent of all sui-
cides in the United States. (This is 
more than double the rate of non-
veterans.) Combat trauma, post-
traumatic stress disorder (PTSD), de-
pression, substance abuse, access to 
firearms, the stigma associated with 
asking for help, and difficulties read-
justing to civilian life – particularly in 
hard economic times – are all risk fac-
tors that make veterans susceptible to 
thoughts of suicide.  

To address this issue and in re-
sponse o the overwhelming needs of 
the more than a million Pennsylvania 
veterans, the Office of Mental Health 
and Substance Abuse Services 
(OMHSAS) has created two initiatives.  

Diversion and Treatment Diversion and Treatment Diversion and Treatment Diversion and Treatment     

A central goal of the first effort – 
launched on April 1, 2010 – is to di-
vert veterans with trauma-related dis-
orders from the criminal justice sys-
tem to programs that address their 

behavioral health and recovery needs 
and provide trauma-specific treatment 
and support services. It is funded by a 
five-year ($394,000/year) Jail Diver-
sion and Trauma Recovery grant from 
the Substance Abuse and Mental 
Health Services Administration. 

Pilot projects in Allegheny and 
Philadelphia counties are planned. 
These counties were chosen because 
“there are a large number of military 
veterans residing in both communi-
ties; both have well-established and 
high-functioning mental health jail 
diversion projects that can be adapted 
to serve significant numbers of veter-
ans; and both communities have im-

plemented exemplary jail diversion 
programs for people with serious men-
tal illnesses,” according to OMHSAS 
literature. 

PA CARES PA CARES PA CARES PA CARES     

The second effort is a task force in 
which OMHSAS has partnered with 
the Pennsylvania Department of Mili-
tary and Veterans Affairs, the VA 
Stars & Stripes Healthcare Network 
(VISN 4 MIRECC), the Pennsylvania 
Bureau of Drug and Alcohol Pro-
grams, and many other state and local 
agencies to help veterans returning 
home from Iraq and Afghanistan make 
a successful transition back to their 
families and communities. (According 
to statistics from the Pennsylvania 
Department of Military and Veterans 
Affairs, 7,930 Pennsylvanians were 
deployed in Iraq or Afghanistan in 
2009.) Called PA CARES 
(Pennsylvania Americans showing 
Compassion, Assistance, and Reaching 
out with Empathy for Service mem-
bers) http://pacares.org, the task 
force will develop strategies to ad-
dress community supports, mental and 

physical health care and substance 
abuse treatment, employment, educa-
tion, and readjustment and reintegra-
tion issues. The plan is to help mili-
tary personnel before, during and after 
their deployment. 

These two OMHSAS initiatives 
join ongoing efforts by the Veterans 
Administration (VA) Medical Centers 
(which provide health care to those 
who have served in the military) and 
Vet Centers (which provide readjust-
ment counseling and outreach services 
to combat veterans and their families). 

These organizations offer a wide vari-
ety of programs for veterans experi-
encing suicidal feelings, depression 
and PTSD. 

National Suicide Prevention Lifeline National Suicide Prevention Lifeline National Suicide Prevention Lifeline National Suicide Prevention Lifeline     

 Carol Sonnen serves as the sui-
cide prevention coordinator at the 
Lebanon, Pennsylvania, VA Medical 
Center and represents veterans’ inter-
ests on the Pennsylvania statewide 
suicide prevention coalition. “Since 
2007, the VA has really put a lot of 
resources into mental health and sui-
cide prevention,” Sonnen said. In par-
ticular, the VA has coordinated ser-
vices with the National Suicide Pre-
vention Lifeline so that when veterans 
call the toll-free number, they are con-
nected to a VA hotline counselor, 
available 24/7, who can dispatch 
emergency services if needed. Veter-
ans who are considered to be at high 
risk for suicide may have an electronic 
flag placed on their medical record, 
which alerts health care providers to 
adjust the individual’s treatment plan, 
ensuring a greater degree of safety 
and support. Every visitor to the VA 

emergency room is screened 
for suicide risk as well. Addi-
tionally, social workers pro-

vide case management and support 
through regular mail, telephone and 
face-to-face contacts.  

FollowFollowFollowFollow----up Is Importantup Is Importantup Is Importantup Is Important 

Recognizing the importance of 
behavioral health care for the initial 90 
days following discharge from inpa-
tient treatment, especially for indi-
viduals with a history of suicidal be-
havior, the suicide prevention team 
immediately calls those who 
miss appointments to not only ensure 
their well-being but also to resolve  

Veterans account for about 20 percent  

of all suicides in the United States. 

TT  

Connecting with Veterans to Avert Suicide  



 

6   Spring 2010  

“Unfortunately, we are still missing kids who need to 
be referred to the right services,” said Ginger Biddle, 
PhD, RN, CRNP, at Thomas Jefferson University De-
partment of Psychiatry and Human Behavior. Biddle lost 
a nephew to suicide in 1995 and has focused her research 
on youth suicide prevention. She is currently working 
with Arise Academy, a charter school for foster kids in 
Philadelphia, to 
create needed in-
terventions that 
will help prevent 
suicide, and she 
sees the need for 
other such pro-
grams around the 
state.  

Though Penn-
sylvania had a 
number of pro-
grams in place to 
address the issue – including the statewide Common-
wealth Student Assistance Program (which provides 
substance abuse counseling and support services), the 
Yellow Ribbon Program (for suicide prevention and sup-
port for survivors) and the Services for Teens at Risk 
Center in Pittsburgh – it did not have a formal youth 
suicide prevention plan until 2001, when a work group 
adopted the National Strategy for Suicide Prevention as 
its template.  

Pennsylvania’s first five-year suicide prevention plan 
(2002-2007), modeled after national suicide prevention 

strategies, emphasized promoting awareness of  youth 
suicide as a preventable public health problem, develop-
ing broad-based support for youth suicide prevention 
and developing and implementing strategies to reduce 
the stigma associated with suicide prevention services. 
The more recent five-year plan (2007-2012) focuses on 
continuing to prioritize these goals while increasing the 
commitment to training, developing effective profes-
sional practices and improving access to services. A Web 
site – Pennsylvania Youth Suicide Prevention Initiative 
(www.paspi.org) – was created to make these efforts pub-
lic and provide resources for youth and families, young 
adults, survivors and professionals. The group has also 
partnered with the Pennsylvania chapter of the Academy 
of Pediatrics as well as the Academy of Family Physi-
cians to create training webinars on medication and 
managing depression in adolescents, which are available 
on the Initiative’s Web site.  

Ginger Biddle believes that the money from grants 
like Garrett Lee Smith will help with prevention, but 
more work lies ahead. “We need better interventions 
that are tested. Primary prevention – preventing kids 
from ever getting to the point of being suicidal – is 
where we should focus our efforts. If kids can be identi-
fied when they experience losses or have other risk fac-
tors, we can make a difference and save more lives,” she 
said.  

The program is relatively young but Peters sees some 
impact. “I think we are raising awareness and I think that 
kids are starting to realize that they can ask for help.”  

 – Elisa Ludwig 

any issues such as transportation or 
scheduling that may be barriers to 
keeping appointments. All of these 
measures are taken to make sure 
that people don't fall through cracks 
in the system. 

“We certainly don’t want to stig-
matize patients; the point is to ap-
preciate that, during this crisis pe-
riod, the patient needs additional 
support to recover,” Sonnen said. 

“We like to take a proactive ap-
proach to suicide prevention and 
believe that it starts before the pa-
tient expresses thoughts of self-
harm. We provide education on risk 
factors and warning signs and focus 
on high-risk populations, such as 
patients who may have a recent 
cancer diagnosis and no support 
system. We want to resolve any 
issues which would negatively im-

pact our veterans’ quality of life.”  
Sonnen likens the VA’s approach 

to the public health stance on can-
cer prevention. “The medical field 
doesn’t wait until the patient comes 
into the office with a spot on his 
lung before educating on the dan-
gers of smoking. Likewise, we 
stress the importance of taking care 
of ourselves emotionally, as well as 
physically.”  – Elisa Ludwig 

Connecting with Veterans to Avert Suicide … continued from page 5 
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New Initiative Helps Build Supported New Initiative Helps Build Supported   

Education Efforts Around the StateEducation Efforts Around the State  
By Elisa Ludwig  

ith undiagnosed bipolar 
disorder, Jimmy Members 
couldn’t keep up with his 
college classes and missed 
them for weeks at a time. 
When he lost his scholar-

ship, he dropped out of West Chester 
University. Twenty-five years later, 
with the help of supported education, 
he is back in school at Community 
College of Philadelphia. 

“I always wanted to go back to 
school, but I was afraid that, with the 
stress and my depression, I wouldn’t 
be able to manage it,” Members said. 
“I didn’t have a problem finding a job 
over the years without a degree, but I 
was never able to start a career.” 

Career opportunity is an integral 
component of the recovery process, 
but many people with serious 
mental illnesses miss out on 
the chance to go to college and 
prepare properly for the work-
ing world. Supported educa-
tion, a set of services to help 
place and keep individuals in 
post-secondary schools, is 
widely thought to be an im-
portant tool in the fight to 
help consumers stay on the 
path to recovery.  

Now the Pennsylvania Of-
fice of Mental Health and Substance 
Abuse Services is working to dissemi-
nate the supported education model 
around the state. 

“Supported education for people 
with mental illness basically came out 
of the psychiatric rehabilitation move-
ment. If you’re talking about people 
recovering and living their life in the 
community, education has to be an 
important part of that,” said Arlene 
Solomon, director of employment ser-
vices at Horizon House in Philadelphia. 

Supported education calls for spe-
cialized staff to help students plan 
their educational program in an inte-
grated setting. (In earlier models, peo-
ple with mental illnesses often re-
ceived job training or higher education 
in segregated classrooms.) Specialists 
provide career supports, financial aid 
assistance, help with mental health 
services, information on rights and 
resources, mentoring, tutoring, and 
other academic help.  

Research Shows PromiseResearch Shows PromiseResearch Shows PromiseResearch Shows Promise 

To date, the research on the effec-
tiveness of supported education shows 
promising results, though evidence is 
still emerging. The Boston University 
(BU) Center for Psychiatric Rehabili-
tation has conducted a systematic re-

view of the research on supported edu-
cation over the past 20 years and 
found preliminary evidence suggesting 
that supported education can make a 
difference in helping individuals with 
psychiatric disabilities reach their edu-
cational goals. Based on this initial 
review, experts believe that the right 
supports can help – and that, with fur-
ther research on supported education 
services, there will be more funding 
and advocacy to promote such efforts 
around the country. 

“Though these aren’t randomized 
controlled trials, the literature is so 
promising that the Substance Abuse 
and Mental Health Services Admini-
stration (SAMHSA) is planning to 
adopt supported education as an evi-
dence-based practice,” said Dr. Mark 
Salzer, director of the University of 
Pennsylvania Collaborative on Com-
munity Integration of Individuals with 
Psychiatric Disabilities.  

 Because its review of the litera-
ture found a lack of rigorous evidence 
indicating that supported education 
results in more individuals with psy-
chiatric disabilities earning advanced 
degrees or certificates, or that it leads 
to higher employment rates, the Sup-
ported Education Study Group at the 
BU Center for Psychiatric Rehabilita-

tion has called for additional 
research on the effectiveness 
of supported education mod-
els. Salzer is currently con-
ducting a two-year con-
trolled randomized study 
of supported education in 
New Jersey in partnership 
with the University of 
Medicine and Dentistry of 
New Jersey. “In the mean-

time, we know that supported 
housing, supported employ-

ment and supported socialization are 
effective, so the technology underlying 
supported education – providing sup-
ports – is effective.”  

Few Formal ProgramsFew Formal ProgramsFew Formal ProgramsFew Formal Programs 

In Pennsylvania, there are few 
formal programs devoted to supported 
education. Horizon House’s Education 
Plus program, which began in January 
2002 with funding from The Pew 
Charitable Trusts and the Philadelphia 
Department of Behavioral Health, is 

WW 

… continued on page 8 
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… continued from page 7 

… continued on page 9 

widely considered the state leader and 
is one of the largest supported educa-
tion programs in the country. Fash-
ioned on SAMHSA’s best practices 
model, Education Plus follows a mo-
bile support model, operating onsite 
at schools rather than from a mental 
health services agency.  

Someone They Can Count OnSomeone They Can Count OnSomeone They Can Count OnSomeone They Can Count On 

“We liken our educational spe-
cialists to educational case managers,” 
Solomon said. “They help students 
deal with any issues that may pose a 
challenge to remaining in school and 
being successful. Some of the biggest 
issues we see are time management 
and self-esteem, as many students 
have had a prior negative experience 
in school and feel fearful. They need 
someone they can count on who will 
be there when their anxiety acts up.” 

Education Plus specialists remain 
in biweekly contact with the 55 stu-
dents they serve every semester, 
though that contact may increase 
around exam or 
class registration 
time. Collectively, 
students attend 14 
schools and cer-
tificate programs 
in the region, in-
cluding Temple 
University, 
Drexel University 
and St. Joseph’s 
University; and 
some are in graduate programs. Solo-
mon said Education Plus is trying to 
reach out to more trade and technical 
schools as well.  

Much of the assistance the pro-
gram provides is logistical. Specialists 

can help point students toward the 
college’s Office of Disabilities for spe-
cial accommodations (longer test-
taking time, for example); psychiatric 
services; or welfare or housing re-
sources. “If a student calls and says, ‘I 
got a bad grade on a test and I want 
to drop this class,’ we will counsel 
them about all of their options. Drop-
ping the class might affect their finan-
cial aid, for example. If a student is 
hospitalized in the middle of a semes-
ter, we will make sure someone on 
staff meets with their instructor and 
gets their assignments so the student 
can still complete their work,” Solo-
mon said. 

Statewide ReplicationStatewide ReplicationStatewide ReplicationStatewide Replication 

Soon, the Education Plus model 
will be replicated around the state. 
With new funding from a Medicaid 
Infrastructure Grant, Horizon House 
is providing technical assistance to 
several counties for the development 
of supported education projects. 

“We’ve been setting up cross-
disability collaboratives in Erie, 
Wilkes-Barre and Harrisburg, and 
doing trainings around the state, in 
Philadelphia, Pittsburgh, State Col-
lege, Johnstown and Scranton. We’re 

thankful that OMHSAS has been 
very supportive of this work and 
has provided additional funding,” 
Solomon said. The organization’s 
efforts have also been supported by 
those who head cross-disability 
offices and organizations, including 
Ed Butler, executive director of the 
Governor's Cabinet and Advisory 
Committee for People with Dis-

abilities, and Gene Bianco, president 
and CEO of the Pennsylvania Asso-
ciation of Rehabilitation Facilities 
(PARF). 

At this writing, a one-day sym-
posium is planned for June 24, 2010, 
in Harrisburg, at which Solomon and 
other speakers will be sharing lessons 
learned, while a panel of students will 
speak about their own experiences 
with supported education. Education 
Plus is also putting together a guide 
for providers to help students connect 
with the right resources. 

“The goal is to bring stake-
holders together and create collabora-
tives that are self-sustaining so they 
can continue to work toward this 
model without necessarily establish-
ing a formal program,” said Emily 
McNair, manager of communications 
and development at Horizon House. 

The good news is that supported 
education does not necessarily need a 
dedicated program. Services can be 
established in existing institutions 

and agencies 
simply by mak-
ing links and 
connections. 
“There are many 
things people 
can do without 
setting up a for-
mal supported 
education pro-
gram,” Solomon 
said. “Existing 

case managers can devote a portion of 
their time to supports for education. 
It doesn’t necessarily have to cost a 
lot of money – it’s really about chang-
ing the culture and setting goals for 
education and employment.” 

“If you’re talking about people  
recovering and living their life in the 
community, education has to be an 

important part of that.” 

 

“She was struggling with her 
classes and ready to drop out.  
We worked with her and she  

graduated with honors.” 
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… continued from page 8 

Salzer has found that Education 
Plus students stayed in more than 90 
percent of the classes they signed up 
for and had a GPA of 3.1, both of 
which reflected a significantly better 
performance than that of the general 
student population. 

Solomon said she’s continually 
seeing success stories. One woman 
was referred to Education Plus from 
the Office of Disabilities at Commu-
nity College of Philadelphia. “She was 
struggling with her classes and ready 
to drop out. We worked with her and 
she graduated with honors and then 

got a full scholarship to a four-year 
college, where she studied psychology 
and was very successful.”  

Jimmy Members is deep into his 
second year, attending school full 
time and majoring in behavioral 
health. He’s also an officer of the Be-
havioral Health Club on campus. He 
plans to work with at-risk youth after 
graduating.  

“One of the major challenges was 

dealing with my insecurity about 
measuring up to college standards,” 
he said. “I also had to learn to write 
my papers on computers – they were-
n’t around when I was in college last 
time. But having the support along 
the way, having someone who really 
understands what I’m going through, 
has been great. I would have never 
imagined this would be possible, and 
it’s been an awesome ride.” 

Education Plus graduation and end-of-year celebration at CCP in May 2009 
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Boston University’s literature review of supported education can be found at  
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spent my early childhood in Southern California, 
where life was filled with warmth, color and poetry. 
Lyrical Spanish names surrounded me, whispering 
like the warm breezes of the Santa Ana desert, like 
the salt spray of the Pacific Ocean.  
The year I turned 10, my family moved to Pennsyl-

vania. Melodic Spanish town names were traded for gut-
tural names of German origin. Walks to the beach after 
Sunday church were replaced by drives to my grand-
mother’s for dinner. Palm trees gave way to pine trees, 
and the majestic rise of the Sierra Nevadas was replaced 
by the gentle rolling of blue Pennsylvania hills. 

But I was a child, surrounded by loving family; so, de-
spite the culture shock, I found it fairly easy to embrace 
our new life, reveling in the quiet beauty of the hills and 
changing seasons.  

And then came our first Pennsylvania winter. At first, 
the snow was a novelty. But, as February approached, I 
got confused. Surely the snow should melt now? And 
where were the flowers? February in California had been 
beach weather; why was it still winter? I was tired of the 
gray and cold. 

Two winters later, I thought for the first time, Some-
thing Is Wrong With Me. I was standing in a hallway filled 
with the laughter of classmates, but it felt as if I were 
hearing and seeing through a glass pane: removed, de-
tached, unable to break through.  

From the outside, I was living a 12-year-old’s dream 
life. My parents, my little sister and I all loved each other. 
My report cards were filled with A’s. I was popular at 
school. But, inside, I was living a nightmare. At night, I cried 

myself to sleep. Something Was Wrong With Me. 
    Throughout my teen years, I rode a rollercoaster: 
up in the summer, down in the winter. Each winter 
Something Was Wrong, and I wanted to go to sleep and 
never awaken. Each summer, I revived in the sunlight. 
I survived through family support, telling myself that 
summer would return, and hoping for a happier life 
someday. 

Finally, following a suicide attempt at age 19, I 
was given a diagnosis: bipolar, seasonal pattern. Ini-
tially, the diagnosis brought relief, because surely if 
the Wrong inside me could be named, it could be 
cured. But there were no magic pills to eliminate my 
pain. Medications brought side effects, including a 
dulling of creativity that – for an art and literature 
student – felt like erasing my very personality. I re-

jected those non-magical pills quickly. 
 Meanwhile, the nightmares that had haunted my 

childhood grew more vivid, the depressions got blacker, 
and the despair increased. I dropped out of college and re-
enrolled. I went into the hospital and came out.  

Then, the summer I turned 21, I got pregnant. I could 
not marry my baby’s father, for many reasons. For me, 
that left only two options: parenting as a single mother, or 
relinquishing my baby for adoption.  

For nine months I agonized. I loved my baby and be-
gan to turn my life around, for her sake: eating healthfully, 
abstaining from sex, attending prenatal check-ups, and 
returning to college. I sang lullabies and read to her in the 
womb. 

Meanwhile, I fell in love with a coworker, Matt. He 
supported me through the pregnancy, accepted my dark 
side, and showed me through example how to go to work 
in the midst of fear and depression. 

On a hot June day in 2001, I gave birth to a baby girl 
with burnt-red hair and buttery smooth skin. For three 
days in the hospital, I held her and kissed her and named 
her and cried over her. I whispered to her softly: Don’t 
worry, you’ll be okay. You’re safe. I love you. And then I 
signed away my parental rights and placed my new daugh-
ter – Marie – in the arms of adoptive parents. 

Afterwards, I threw myself back into life: getting en-
gaged and married, graduating college, landing a profes-
sional job … having another baby. There were hints dur-
ing my second pregnancy that I had not resolved Marie’s 
loss. I would tell anyone who asked that there were no 
regrets, and that we – Marie, Matt and I, Marie’s adoptive 
parents – all had better lives through adoption. Other 

My Recovery Story of Birth My Recovery Story of Birth   
and Rebirthand Rebirth  

By Nicole Darr 
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signs of my denial surfaced occasionally, but I would not 
acknowledge them. 

In January 2004, Elise was born … and I glowed. My 
motherhood was restored; my aching, empty arms filled. 
For eight months I took immaculate care of my new daugh-
ter, feeding her, playing with her, bathing her, loving her.  

 

Then, one day, my world collapsed. 
 

It was such an innocent event: Elise crawled after me 
one morning. She reached out and cried for me. Separation 
anxiety: so normal. But, in that moment, it hit me: Elise 
loved and wanted me. I was her mommy, and that was all 
she cared about. In one horrifying instant, I realized that 
this is how it would have been with Marie. Exactly the 
same. She would not have cared about the size of our sala-
ries or our house, about the wedding band on my finger, or 
whether she wore hand-me-downs. As long as she was 
loved, fed, and warm, she would have been happy. 

I looked around the room and saw, with horror, that 
nothing had fundamentally changed since the adoption. I 
was living in the same house, with the same man, earning 
a similar salary.  

It was August 2004; fall was approaching. As months 
passed, I tried to remember the “right” reasons for adop-
tion, but they made no sense anymore. It all came down to 
one thing: I had 
placed my child 
for adoption be-
lieving I would be 
a bad mother; and 
now I knew, in 
the core of my being, that this was 
untrue – I was a good mother. 

Outwardly I held myself together – dragging myself to 
work, feeding Elise, and staying in contact with Marie and 
her family (through our open adoption); but I lost weight 
and sleep. Matt took over childcare. It hurt to play with 
Elise, because seeing her reminded me of Marie. The pain 
became unbearable. And just as when I’d relinquished 
Marie, I became convinced that my child – and husband – 
would be happier without me. 

By February, my mother was pleading with me to see a 
psychiatrist. I scheduled an appointment for March. Days 
before the appointment, I lost my tentative grip on life and 
swallowed 200 sleeping pills. A couple of days later, I 
awoke in a hospital to IVs and a breathing machine, and the 
news that my husband and a toxicologist had saved my life. 

 
I was transferred to a psych ward. And this, finally, 

is where my healing began. 
  
Five years later, I am in recovery. After my last sui-

cide attempt, I attended therapy and took medication for 
two years. I sought out other mothers who had lost their 
babies to adoption. I learned about trauma and framed my 
daughter’s loss in a new way. I engaged in adoption reform 

activities – advocating for biological parents’ rights – and 
began working in mental health. I started eating, started 
playing with Elise again, and leaned on my husband.  

Looking back, I can see resiliency in my life before 
recovery. Much of that resiliency can be attributed to fam-
ily, peer support, introspection, positive “self-talk,” and 
internal strengths. Today, I still use these tools to main-
tain my recovery; but they weren’t the cornerstone of my 
recovery. Because even with those tools, there was no re-
covery until I embraced one truth: the truth that sometimes, 
there are no escapes. 

After awakening and getting locked up in that hospital 
against my will – literally kicking and screaming – I’d run 
out of options. I had tried for eight months – or, rather, 25 
years – to fight off depression and loss; and, when that 
failed, I had tried to die. But there I was, locked up, unable 
to live and unable to die.  

This left me on the brink of a strange discovery: that I 
couldn’t live with all that pain in my life … but I could live 
with it inside me. If I welcomed the darkness, fear and out-
rage to come inside me, they would have a place to reside 
and, contained there, would stop destroying my life. 

So that’s what I did. I gave up hoping for happiness. I 
bowed my head and said, “You know what? It hurts. It 
hurts because my daughter is gone. She will always be 

gone. It will al-
ways hurt.” I 
stopped believing 
in “moving on.” 
Instead of trying 
to leave the pain 

behind, I decided, instead, to move 
forward with the hurt. 

 

So now? Well ... now it hurts. Now losing Marie 
hurts. Now winter hurts. But now I’m okay with that. 

 

Now that I’ve stopped fighting depression and loss, I 
can focus my energy on parenting Elise, building my mar-
riage, advancing my career, learning photography, wash-
ing the dishes, baking banana bread, listening to music, 
and feeling the warmth of a hot summer sun – even the 
chill of a winter wind. But, now, I don’t do those things in 
an effort to forget, banish, or minimize the pain. Now I do 
those things along with the pain. 

The paradox is that, in accepting suffering, I have 
found that my contentment – and my recovery – grow. 
The sirens of suicide – close companions for 13 years – no 
longer beckon. Because what I’ve discovered is this: Some-
times there are no escapes … and that’s okay. I can live 
with pain. Pain is not the enemy. Pain and I? We make a 
delicious banana bread. 

 
 

 
 

 

… continued from page 10 

 

Nicole Darr is Peer Support Coalition Coordinator at the 
Pennsylvania Mental Health Consumers’ Association. 

“The paradox is that in accepting suffering, 
I have found that my contentment – and 

my recovery – grow.” 
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