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t may be hard to believe, but 

some mental health profession-

als and family members still 

don’t acknowledge the fact 

that someone with an intellec-

tual disability can also have a 

mental health condition.  

“There are those who think that 

if someone has an intellectual dis-

ability, anything else is a behavioral 

problem and the person can’t bene-

fit from mental health treatment. 

Or the supporters of people with 

intellectual disabilities may not rec-

ognize the symp-

toms of mental ill-

ness – may not 

even be aware of 

their existence,” 

said Amy Nemirow, 

Ph.D., clinical direc-

tor of the Bureau of 

Supports for People 

with Intellectual 

Disabilities at the 

Office of Develop-

mental Programs in Harrisburg. “Of 

all the challenges we come up 

against in trying to support people 

with a dual diagnosis [of intellectual 

disabilities and mental health condi-

tions], this one is the most frustrat-

ing.”  

Initiatives Joining ForcesInitiatives Joining ForcesInitiatives Joining ForcesInitiatives Joining Forces 

The good news is that multiple 

initiatives are being developed and 

expanded to help Pennsylvanians 

with this particular dual diagnosis.  

Most significantly, a new joint 

initiative between the Office of 

Mental Health and Substance Abuse 

Services (OMHSAS) and the Office 

of Developmental Programs (ODP) 

was launched in 2012 to improve 

statewide services for individuals 

with intellectual disabilities and/or 

autism, and mental health issues.  

“OMHSAS and ODP are en-

hancing their collaboration to ad-

dress the needs of the dual diagno-

sis population,” said Lynn Patrone, 

executive assistant to the OMHSAS 

deputy secretary. The two offices 

are collaborating with each other 

and external partners on ways to 

“ensure quality care to an emerging 

population,” she said.  

In this early phase, the two of-

fices are meeting with stakeholders 

to identify needs and opportunities, 

determine the strengths of existing 

models, and figure out how to 

combine the two complex systems. 

“The intent is to assess resources 

and draw upon our existing struc-

ture to serve the dual needs of indi-

viduals with mental health and in-

tellectual disabilities,” Patrone said. 

The impetus for the new initia-

tives came from ODP, Dr. Nemirow 

said.  

“Fred Lokuta, who is now the 

deputy secretary of ODP, took on 

the challenge and brought the lead-

ership of both offices together. He 

encouraged stakeholder feedback 

and created workgroups to address 

the issues we face,” she said.  “And 

now we have Marlinda Smith lead-

ing the initiative for ODP, and she 

has strengthened the partnership 

and moved the initiative 

forward.” 

     A needs assessment 

was completed by Phila-

delphia Coordinated 

Health Care (PCHC) as 

part of a four-year dual 

diagnosis grant. One out-

come is a training cur-

riculum created by PCHC 

for direct support profes-

sionals in community 

programs serving individuals with 

intellectual disabilities and those 

serving individuals with mental 

health conditions. The curriculum is 

being piloted, and PCHC has sched-

uled “train the trainer” sessions for 

Health Care Quality Units (HCQUs) 

in eastern and western Pennsyl-

vania.  

“To promote consistency in ap-

proaches across HCQUs, we sup-

port all HCQUs in prioritizing be-

havioral health staff to assist with 

training and technical assistance 

New Initiatives Focus on Individuals New Initiatives Focus on Individuals 
with Mental Health Challenges and with Mental Health Challenges and   
Intellectual Disabilities  Intellectual Disabilities    

By Elisa Ludwig  

II 

… continued on page 4 

“The person may not be able to 
articulate what’s going on. So how 
do you diagnose and treat them? . . . 
Treatment starts by meeting the in-
dividual where he or she is.” 
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with a primary goal to addressing 

physical health,” Patrone said. 

“There is continued collaboration 

with behavioral health and physical 

health managed care organizations 

across the state to strengthen the 

service system and address emer-

gent needs.”  

The curriculum is designed to 

give participants the knowledge and 

skills they need to complete the 

competency-based certification 

from the National Association for 

the Dually Diagnosed (NADD). (The 

curriculum is available for review 

on PCHC’s website, www.pchc.org. 

More information about NADD’s 

certification program is available at 

www.thenadd.org.) 

A new joint policy bulletin, the 

result of a five-year collaborative 

effort by the two offices, will be 

introduced soon.  

“The bulletin will lay out all of 

our recommendations for best prac-

tices around dual diagnosis, as well 

as what we expect from the pro-

vider community, regional and 

county offices, and anyone else 

who provides services,” Dr. Nemi-

row said. The recommendations 

include coordination of services, 

interagency communication and 

collaboration, appropriate training, 

individual and family involvement, 

and cross-system team meetings to 

problem-solve and plan. 

“Ensuring a comprehensive ap-

proach inclusive of intellectual and 

behavioral needs is addressed,” Pa-

trone said. Among the core compo-

nents are ACT (Alternatives to Co-

ercive Techniques), Safer Options 

(supports for individuals with intel-

lectual disabilities who have 

“offending or problematic sexual 

behavior”), risk management and 

crisis prevention strategies, and Posi-

tive Practices Resource Team (PPRT) 

referrals prior to a crisis. (The PPRT, 

created in 2006, is another cross-

office effort to help individuals with 

intellectual disabilities who demon-

strate at-risk behavioral challenges 

avoid institutionalization.)  

The ODP and OMHSAS joint 

leadership is also working to en-

courage the creation of more mo-

bile clinical teams for dual diagnosis 

crisis management, in the vein of 

mental health crisis teams or Com-

munity Treatment Teams. 

“And, along with the statement 

of policy, we will publish an Emerg-

ing Best Practice Manual, which 

contains detailed information and 

actual tools that providers can use,” 

Dr. Nemirow said. 

All of this collaboration comes 

with the difficulty of working across 

systems – no easy feat.  

“The funding streams are differ-

ent and, if you want to develop a 

program with elements of both sys-

tems, you have to figure out how 

to have separate billing, funding 

and licensing,” Dr. Nemirow said.    

An Ongoing Challenge An Ongoing Challenge An Ongoing Challenge An Ongoing Challenge  

An ongoing challenge is pene-

trating the “cultural” differences, 

not only between the two delivery 

systems but also within the popula-

tion itself.  

“People with intellectual dis-

abilities have their own cultural dif-

ferences that make it difficult for 

them to ‘fit’ into some of the exist-

ing program models,” said PCHC 

director Dina McFalls, M.S. “And 

then there is just the resistance to 

finding common ground. For years I 

have heard people in the mental 

health system saying, ‘These other 

people aren’t like us.’” 

First, it can be difficult for peo-

ple with intellectual disabilities to 

get the proper mental health diag-

nosis.  

“So much of mental health ther-

apy depends on talking,” Dr. Nemi-

row said. “But, in this case, the per-

son may not be able to articulate 

what’s going on. So how do you 

diagnose and treat them? It’s not an 

exact science. Treatment starts by 

meeting the individual where he or 

she is.” 

What’s more, people with intel-

lectual disabilities and mental health 

challenges are often trauma survi-

vors.  

“In general, people with intel-

lectual disabilities are more suscepti-

ble to being traumatized and they 

are often more sensitive,” Dr. Ne-

mirow noted. “There may be an 

awareness that everyone around 

them is coping better and they are 

being stigmatized, which can further 

lead to a sense of helplessness and 

powerless. But we know now that 

trauma doesn’t have to be a life 

sentence. If people get the right sup-

port, they can get better.” 

Dr. Nemirow’s role at ODP in-

volves providing consultation and 

technical assistance, and working to 

… continued from page 3 

… continued on page 5 

“We know now that trauma doesn’t have to be a life 
sentence. If people get the right support, they can 
get better.” 
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… continued from page 4 

create policy to help link intellectual 

disabilities programs and mental 

health programs.  

“The next challenge is identify-

ing good supports and services for 

people in their home communities. 

We are always struggling with ca-

pacity, but it’s even harder when it 

comes to people with a dual diag-

nosis,” she said.  

Lessons from Across Systems Lessons from Across Systems Lessons from Across Systems Lessons from Across Systems  

In 2009, PCHC received the 

dual diagnoses grant from the Penn-

sylvania Developmental Disabilities 

Council and worked with the seven 

other Health Care Qual-

ity Units around the 

state to complete the 

needs assessment across 

systems.  

“In doing this re-

search, I learned a lot 

about the mental health 

system that I didn’t 

know,” said Dina 

McFalls of PCHC. 

One thing she 

learned was the concept 

of “recovery.”  

“In the intellectual 

disabilities system it’s as-

sumed that you will 

need lifelong support; 

whereas in mental health 

there is the expectation 

that you should be a 

contributing part of your 

community, and that you can move 

on from your challenges,” McFalls 

said. “Over time, I’ve become con-

vinced that this approach – using 

the tools and strategies for recovery 

– should be applied to our work in 

dual diagnoses.” 

Another new idea is peer sup-

port services, which, while hugely 

important in the mental health sys-

tem, were not used in the intellec-

tual disabilities system. PCHC has 

teamed up with the Institute for 

Recovery and Community Integra-

tion (IRCI) of the Mental Health 

Association of Southeastern Pennsyl-

vania (MHASP) to create specialty 

trainings for certified peer specialists 

(CPSs) to work with people with 

dual diagnoses. (The Pennsylvania 

Developmental Disabilities Council 

grant also funded this initiative.) So 

far, IRCI – one of the two entities in 

Pennsylvania that train and certify 

peer specialists – has facilitated two 

trainings. 

The results were enlightening. 

“For people coming from the men-

tal health or behavioral side, it was 

an introduction to the nuances of 

intellectual disabilities,” said an IRCI 

spokesperson. “With the help of 

Dina and her fantastic crew we 

were able to create a role-play exer-

cise based on nonverbal cues. This 

drives home the point that when 

you talk to someone with intellec-

tual disabilities, you have to speak 

in concrete terms and not ab-

stractly. It’s also important to use 

active listening skills.” (Editor’s 
note: Active listening is a communi-

cations technique requiring the lis-
tener to paraphrase what they have 
heard, to confirm that both parties 
understand.) 
      Another difference is the role of 

family. “As peer support specialists 

we work hard to involve family 

members, but it’s not always possi-

ble in our [mental health] system. In 

the intellectual disabilities system, 

families are always involved – to 

the extent that they can sometimes 

get in the way of a person’s inde-

pendence. I think it’s important for 

us to meet the person where they’re 

at, but also understand the family’s 

point of view and work with them 

in a nonjudgmental way,” the IRCI  

spokesperson said. 

Training Peer Support SpecialistsTraining Peer Support SpecialistsTraining Peer Support SpecialistsTraining Peer Support Specialists 

One of the challenges involved 

in training more CPSs with intellec-

tual disabilities in Pennsylvania is 

that they need a high school di-

ploma or GED [high school equiva-

lency diploma].  

“That can be a hindrance for 

someone with intellectual disabili-
… continued on page 6 
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ties,” the spokesperson continued.  

The trainings on issues involving 

intellectual disabilities have gotten 

some good reviews. 

“I have a son who is autistic and 

has an intellectual disability,” said 

Tara Borelli, a CPS who attended 

one of the trainings. “Even though I 

have the experience with my son 

there were many things I didn’t 

know, and it actually helped me 

better understand what he goes 

through. I look forward to working 

with more individuals with dual 

diagnoses and trying to help the 

best I can.” 

In addition to the peer trainings, 

McFalls is working on developing a 

version of the recovery-focused 

Wellness Recovery Action Plan 

(WRAP) for people with intellectual 

disabilities or learning disabilities, 

and she continues to take inspira-

tion from Dr. Pat Deegan’s Com-

monGround – a web-based applica-

tion that helps people prepare to 

meet with psychiatrists and arrive at 

the best decisions for treatment and 

recovery. 

The biggest goal is creating 

awareness, McFalls said.  

“On the intellectual disabilities 

side, people generally don’t use the 

words ‘mental health challenge’ or 

even ‘mental illness.’ Everything is 

considered ‘behavior,’ ” McFalls 

said. “Our constituents need to be 

educated; otherwise they won’t 

know how to find help when they 

need it. I think we have a long way 

to go in terms of learning from the 

mental health system but I’m very 

excited about these latest initiatives, 

and I’m very hopeful that we can 

start to make some real changes.” 

Lynn Patrone agrees.  

“ODP and OMHSAS are com-

mitted to a priority focus on mental 

health and intellectual disabilities as 

well as integrative health solutions 

to deliver the most effective care 

for individuals and ultimately im-

proving quality of life,” she con-

cluded. 

… continued from page 5 

“ODP and OMHSAS are committed to a priority 
focus on mental health and intellectual disabili-
ties as well as integrative health solutions to de-
liver the most effective care for individuals and 

ultimately improving quality of life.”  

Integrative Health Solutions 
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Mobile Psychiatric Rehabilitation Mobile Psychiatric Rehabilitation 
Helps People Make Their Way in Helps People Make Their Way in 
the Real World the Real World   
By Elisa Ludwig  

or many years, severe anxi-

ety kept Christina Castor 

from leaving her house, and 

she felt isolated and hemmed 

in. On a therapist’s recom-

mendation, Castor got involved 

with the mobile psychiatric rehabili-

tation program at Chestnut Ridge 

Counseling in Uniontown, Pa.  

“I knew I needed to get out 

more, but I didn’t know how to 

socialize,” Castor recalled. “This 

program was designed to help me 

work on that.” 

Mobile psychiatric rehabilitation 

(MPR), or psychiatric rehabilitation 

in the community, is a recovery-

focused support service offered to 

individuals who want to work to-

ward goals at a job, at school, at 

home, or anywhere else in the com-

munity.  

In MPR, “development of per-

sonally meaningful goals and com-

munity inclusion is pursued to the 

greatest extent possible. The ulti-

mate goal is that ‘natural supports’ – 

those provided by friends, family 

and community members – will 

eventually replace the need for pro-

fessional MPR support services,” 

said Lauren Rieser Shawl, the resi-

dential transformation supports co-

ordinator for Philadelphia’s Depart-

ment of Behavioral Health and In-

tellectual disAbility Services 

(DBHIDS). 

As with Castor, MPR partici-

pants are typically referred to the 

service by a therapist or residential 

program worker; they can also refer 

themselves. It is easy to qualify: ac-

cording to Section 5230.41(c) of the 

most recent psychiatric rehabilita-

tion services (PRS) regulations, an 

individual “has the right to receive 

PRS in the least restrictive setting 

that fosters recovery and promotes 

growth.” At the same time, accord-

ing to Section 5230.54(b), “[g]roup 

services delivered in the community 

shall be limited to individuals who 

have IRP [Individual Rehabilitation 

Plan] goals that specify the need for 

services in the community.”  

However, according to the 

Chestnut Ridge Counseling website, 

“The only other requirement for 

using MPR’s services [besides having 

‘a serious psychiatric disability’ and 

wanting to work toward recovery] 

is that the person wants to be in the 

program, a reflection of our com-

mitment to the value of choice.”  

New StandardsNew StandardsNew StandardsNew Standards    

One recent change in the regu-

lations should make MPR more ac-

cessible than ever. Under the origi-

nal standards, developed in 2001, 

MPR workers could only assist one 

participant at a time, except in spe-

cial situations, such as when two 

clients were working on similar 

goals – and then both clients (as 

well as the county or managed care 

organization) had to approve this. 

Now staff can assist up to five differ-

ent participants at any given time, 

according to Section 5230.54(a)(2). 

The new regulations put Pennsyl-

vania in line with practices in other 

states that offer MPR as a Medicaid-

reimbursable service. 

“Stakeholders found the old 

ratio was too limiting and restrict-

ing, so the new regulation means 

that services will be expanded to 

more people,” said Bill Boyer,    

project director at the Pennsylvania 

Office of Mental Health and Sub-

stance Abuse Services (OMHSAS), 

and manager of the statewide work-

group that led to the regulation 

changes. 

 “I’m really enthused to be a 

part of this development of regula-

tions. It’s something we’ve wanted 

to do for years and it will improve 

this service to meet the needs of 

more individuals as well as giving 

providers more flexibility in deliver-

ing it,” Boyer said.  

Popular and Successful Popular and Successful Popular and Successful Popular and Successful  

At this writing, there are 113 

psychiatric rehabilitation providers 

in Pennsylvania, of which 81 have a 

mobile component. Wherever MPR 

has been implemented, it has been 

popular and successful.  

The program at Chestnut Ridge 

Counseling follows the Boston Uni-

versity Center for Psychiatric Reha-

bilitation approach, encouraging 

participants to delve into their own 

personal values as they set up goals 

during the assessment stage.  

“We find that when people 

take the time to base their decisions 

FF 

… continued on page 8 
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… continued from page 7 

on their values, they usually have 

more success in the long run,” said 

Marta Nicol, MPR supervisor at 

Chestnut Ridge, which serves Fay-

ette County, in southwestern Penn-

sylvania.  

Out in the CommunityOut in the CommunityOut in the CommunityOut in the Community    

As the word “mobile” suggests, 

most of the work is done out in the 

community.  

“If someone is living in a per-

sonal care home, we can bring them 

here [to Chestnut Ridge Counseling] 

to work on skills like laundry or 

cooking; but most of the time we 

work within their home. By meet-

ing people on their own turf, so to 

speak, we can ensure that they are 

immediately more comfortable,” 

Nicol said. 

For people who live in rural 

areas or whose mental health chal-

lenges discourage them from getting 

out, having a service that meets 

them at home is crucial.  

“Often, people feel isolated in 

their homes and don’t know what 

the services out there are, or even 

what their options might be,” said 

Kelly Shuler, director of psychiatric 

rehabilitation of Skills of Central 

Pennsylvania Inc., which has MPR 

programs in Center and Clinton 

counties. “Other times, we find that 

issues like paranoia or anxiety are 

keeping people from seeking out 

the help they want or need,” Shuler 

said. 

Discretion is another advan-

tage.  

“Many people, for whatever 

reason, don’t want to come to a 

center or office setting to receive 

services, so the mobile piece is defi-

nitely important,” said Amy Yan-

nelli, MPR program director at 

CareLink, which serves Delaware 

County, in southeastern Pennsyl-

vania. “This setup allows for privacy 

and an individualized approach.”  

The program encourages par-

ticipants to slowly build a trusting 

relationship with their staff mem-

ber, with whom they are sharing 

very personal aspects of their lives. 

The fact that services are offered in 

the context of real life as opposed 

to a classroom or therapist’s office 

encourages participants to feel more 

comfortable and helps trusting rela-

tionships evolve. 

“We don’t make fake budgets 

or pretend to make food. We go 

into the community and we talk 

about their actual bills and their ac-

tual groceries. It’s not theoretical,” 

Yannelli said.  

A steady commitment is opti-

mal and, in 

most cases, 

compulsory.  

“We do 

require that 

people meet 

with us at 

least once a 

week, and 

further down 

the road that 

might change 

to every 

other week,” 

Yannelli said. 

CareLink’s 

program ex-

tends to six 

months but it 

can be lengthened if need can be 

demonstrated and the participant 

wants to continue with the service. 

One of the attractive aspects of 

MPR is that goals are concrete and 

finite, making success easily measur-

able: if a participant chooses inde-

pendent living as a goal and finds 

housing, then the program has 

worked. Once a goal is achieved, if 

the participant wants to continue 

with the program, he or she can set 

a new goal. Christina Castor, for 

instance, has achieved her goal of 

improving her social skills, so she is 

now focusing on budgeting and get-

ting her driver’s license.  

Participants experience a strong 

sense of empowerment in learning 

lifelong skills and being active play-

ers in their own service delivery, 

both of which foster recovery.  

“You’re not telling them what 

to do,” Shuler said. “You’re walking 

alongside of them, trying to help 

… continued on page 9 

“By meeting people on their own turf, so to speak, we can 
ensure that they are immediately more comfortable.”  
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them make wise decisions and im-

prove the quality of their life. The 

benefits are very real.” For exam-

ple, she said, “to be able to help get 

someone housing they feel good 

about is huge.” 

Enhancing Community InclusionEnhancing Community InclusionEnhancing Community InclusionEnhancing Community Inclusion 

Horizon House – which has pro-

vided MPR services in Delaware 

County for the past 15 years – reports 

an increased demand for such services 

in regard to public transportation, 

due to changes in Medicaid reim-
bursement for case management ser-

vices that disallow billing for travel 

time. With their MPR specialists, par-

ticipants can look at the various ap-

pointments that they need and want 

to keep, identify the locations and 

map out the most convenient routes 

and transportation schedules. Then, 

the MPR specialist may accompany 
the participant on the bus from their 

home to and from their identified 

locations. This “shadowing” tech-

nique gives participants the necessary 

confidence to eventually navigate 

their communities independently. 

MPR specialists may also help 

participants obtain funding through 

their local Medical Assistance Trans-
portation Program (MATP) provider 

by token reimbursement or Transpass 

for those who have enough medically 

necessary trips each month. Once a 

Transpass is obtained, participants can 

use the pass for non-Medicaid pur-

poses, which further increases their 

independence and ability to navigate 

their communities. 

Many Success StoriesMany Success StoriesMany Success StoriesMany Success Stories 

MPR has generated many success 

stories. One of the CareLink MPR 

participants changed her spending 

habits so that she was able to buy a 

treadmill and join a senior center. She 

has moved to a new apartment in a 

nicer neighborhood and she is now 
currently working on a Wellness Re-

covery Action Plan.  

“This is someone who would eas-

ily walk into a hospital when things 

got too overwhelming; but she hasn’t 

been to the hospital now for several 

years, and she has accomplished quite 

a bit,” Yannelli said. 
Nicol is proud that one former 

participant has been living independ-

ently for seven years, defying even 

Nicol’s most optimistic expectations. 

Another wanted to get a post-

secondary school education and has 

since attained an associate degree 

from a local community college. 

“Thirty-five years ago, when I 
first started working in this field, I did 

a lot of liaisons with state hospitals, 

talking with treatment teams and 

working on patient discharge,” Nicol 

recalled. “Patients had no say in 

where they would live, and I know 

they were dissatisfied at times. I wish 

they’d all had access to these services, 

because with mobile [psych] rehabili-
tation everyone has a say in the deci-

sions and they drive their own treat-

ment,” she said. “This is leaps and 

bounds beyond what the system used 

to offer people, and it’s the way it 

should have always been.” 

Christina Castor has made great 

strides with the help of MPR. She 

now visits a drop-in center and a 
clubhouse regularly to play games, 

dance and see new friends.  

“Working with [my psych rehab 

worker] has given me coping tech-

niques to manage my stress, and I 

would recommend this service to 

anyone who wants to be more inde-

pendent,” she said.  

Collaboration Proves FruitfulCollaboration Proves FruitfulCollaboration Proves FruitfulCollaboration Proves Fruitful 

Philadelphia’s Department of Be-

havioral Health and Intellectual dis-

Ability Services (DBHIDS) has recently 

added MPR as a new core service to 

support participants in the county’s 

Permanent Supportive Housing initia-

tive. These services are funded with 

Medicaid dollars, thus allowing the 

county to provide enhanced housing 

support services even in the face of 
significant cuts to its social services 

budget. 

To ensure that new MPR services 

are being developed and delivered to 

participants in an individualized, 

strengths-based and recovery-
oriented manner, a Housing Transfor-

mation Assessment and Support 

(HTAS) process was developed by the 

department’s Community Support 

Network, managed by Gerard De-

vine. Conducted in collaboration 

with several of the county’s behav-

ioral health providers as well as the 

Consumer Satisfaction Team, the 
HTAS is a quality improvement vehi-

cle designed to guide and support 

new and transforming housing and 

community support services, espe-

cially the newly formed MPR service 

teams. 

Lauren Rieser Shawl of DBHIDS 

played a primary role in developing 

the HTAS and evaluating outcome 
data.  

“Through the HTAS process we 

are learning – from those who partici-

pate in MPR services, as well as from 

staff who provide those services – 

what works well and what needs to 

be modified,” Shawl said. “As the 

MPR teams develop, they receive 

technical assistance and training to 
enhance their services. This collabora-

tive effort provides an opportunity to 

strengthen programs and highlight 

exemplary practices from which oth-

ers can learn.”  

 

… continued from page 8 

“We don’t make fake budgets or pre-
tend to make food. We talk about their 
actual bills and their actual groceries. It’s 
not theoretical.” 
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hen I was a kid, I felt like I was born to be 

bad. It’s what I was told, and everywhere I 

went I was called a troublemaker or I would 

actually get into trouble. 

My biggest escapes were my imagination and 

TV. My parents let us watch anything we wanted, so I 

would watch violent shows or family shows (depending on 

my mood) and pretend I was one of the characters. Some-

times my sister and I would write our own script and act it 

out, as if our real life didn’t exist. 

I spent most of my childhood going back and forth 

among my grandparents, mom and foster care. I spent most 

of my teenage years in hospitals and residential facilities. 

I felt as if no one loved me, so I put up this wall and 

lived by my own motto: You want my respect? You have 
to earn it! I had no respect for authority because most of 

the adults in my life somehow or someway hurt me. Even 

most of my foster homes treated me differently: if they had 

kids, their kids were treated better than I was; and some 

just made me do chores all the time. 

I started being labeled “bad” or “the crazy girl,” and I 

eventually thought I was. When I was forced to go to so-

called “professionals” for help, a lot of them said I was go-

ing to end up dead or in jail by the time I was 18. 

I made it to 18 and I wasn’t dead and I wasn’t in jail. I 

got out of my residential placement and moved back with 

my grandparents. That didn’t last long, since I couldn’t 

seem to stay out of trouble. I was very depressed; I was that 

girl who wanted to cry but couldn’t, who wanted to open 

up but feared being judged or rejected. I would walk with 

my head down and never looked anyone in the eye. 

Graduation was one of the most depressing times of my 

life. I had no friends and didn’t know who I was or what I 

wanted to do with my life. While a lot of the friends I went 

to school with had jobs, cars, and were going to college, I 

was living in a group home, heading where I didn’t know. 

For the longest time, I just wanted to be a part of the 

perfect family and feel wanted or loved. I became very 

close to a staff member at the group home; I’ll call her Sally. 

Sally would take me fishing and hiking and play games with 

me; and she knew I loved kids so, whenever there was a 

company party, she’d bring her two kids. This meant a lot 

to me. I began getting too attached to Sally; I would always 

ask her if she could be my mom. 

When I was 21, I remember being upset because most 21-

year-olds party with their friends on their birthday; and 

here I was, in a group home, no friends, no car. 

It was then that I decided to change my life. I moved out 

of the group home, and I was hired to do cleaning and a 

couple of other jobs. I would eventually go off SSI and get a 

full-time job as a billing clerk. 

My new life was going well. I had even successfully gone 

off my meds for a couple of years. But something was still 

missing. All my friends had their family or boyfriends but I 

didn’t, and I began to get depressed again. I was already a 

drinker but it became a daily thing. I didn’t think anything 

of it because I was still able to work and function. 

One caseworker, whom I’ll call Jane, took me under her 

wing. She allowed me to stay with her and her family one 

From Caterpillar to Butterfly: From Caterpillar to Butterfly:   
  My Flight to Recovery My Flight to Recovery   
By Felice “Tee-Tee” Curley  
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Felice “Tee-Tee” Curley is a certified peer specialist who 

works with the Salisbury Behavioral Health ACT (Assertive 

Community Treatment) team in Stroudsburg, Pa. She and her 

husband have two daughters. 



 

 Winter 2014 11 

… continued from page 10 

night because she knew my alternative was staying with some 

of my friends who she considered to be going down the 

wrong path. 

That night was one of the greatest nights in my life! Her 

family and I had dinner, played games and watched a movie. 

Afterwards I went outside to have one last cigarette. It was 

the first time in my life I cried tears of joy. Jane came out and 

asked me what was wrong; I told her I liked being with her 

and her family. The next morning, there were three bagged 

lunches on the counter: two for Jane’s kids and one for me. 

Again, tears rolled down my face; my parents had never 

packed me a lunch. 

I continued drinking through my depression. I lived for the 

weekends because I would either go to Sally’s house or 

Jane’s. 

Things got better after I took the certified peer specialist 

(CPS) training and gained my certificate. One weekend at 

Jane’s, her family said I was officially part of their family; we 

even talked about changing my last name! I moved in with 

them to save up so I could get a place to live in Stroudsburg. 

Things were going great! Pretty soon I was living on my own, 

was working as a full-time CPS, had a boyfriend, and had 

earned my driver’s license. 

Life was great for a few years until 2011, when my boy-

friend, Ryan, and I found out that, not only were we preg-

nant, but we were almost halfway through my pregnancy! 

Although we were excited, his family wasn’t. Ryan comes 

from a family with degrees, and having kids without being 

married was not good in their eyes. Plus Ryan was still in col-

lege and had no job, and I was living with a friend. Ryan’s 

mother and brother were doctors and they thought they 

knew what was best. As I would not have an abortion – it 

was too late anyway – and Ryan and I decided not to give 

our baby up for adoption, his mom wanted nothing to do 

with me, or my child, anymore. She took Ryan’s car away 

and he was no longer allowed to see me – unless it was for a 

doctor’s appointment for our baby. Ryan began to lie that 

we had appointments just so we could see each other. 

I was getting very depressed that we were in our twenties 

yet his mom and his brother were trying to control every 

aspect of our relationship. It was not long before Ryan called 

to tell me he was given a choice between his family or me, 

and he chose me! 

Ryan and I received many phone calls, texts and nasty 

emails from his brother, and his mom still was trying to get 

me to get an abortion. My psychiatrist told me that she asked 

him to sign off on my needing an abortion for medical rea-

sons. After his brother threatened to “lawyer up” and get our 

child taken away, I called the cops. Finally we had some 

peace and quiet. 

We told Ryan’s dad and stepmom we were pregnant. We 

had feared that they would be upset, but they were excited 

and happy for us. This gave us the boost to tell some of his 

other family members, who were also happy. 

We saved up enough to rent a house in a nice part of 

town before the arrival of our daughter. I was proud be-

cause, although things were down, I kept going and, with the 

help of my support system, didn’t fall too much into my de-

pression. 

That’s when I realized recovery is possible! I put myself in 

therapy, and things were looking up. Then, two days before 

Ryan and I were getting married, my mom passed; my father-

in-law passed four months later. Ryan and I both became 

depressed and it took a toll on our relationship. Again, with 

help, we were able to hang in there and soon we will wel-

come our second daughter into this world. (Editor’s Note: 
The baby was born in September 2013.) 

As I got older, I learned I wasn’t bad; I just didn’t know 

how to control my emotions and I always turned to anger. I 

didn’t trust anyone and I hated myself. 

I still make mistakes but I learn from them. If I get de-

pressed or my anxiety gets bad, I reach out for help rather 

than letting the depression take me over. 

I found that if I let my past dictate my life, then the peo-

ple from my past who hurt me still have control over me. I 

have learned to live with my past and be comfortable in my 

own skin. I now surround myself with positive people and 

am active in my religion. 

I considered myself an ugly caterpillar and hid in my co-

coon. But, when I was ready, I came out with the most beau-

tiful wings and I was able to fly. I will continue to spread my 

wings and fly; if I fall, I know the other butterflies (my sup-

ports) will help me. 

I was searching for a meaningful life – which I have found. 

“I still make mistakes but I learn from them. If I get    
depressed or my anxiety gets bad, I reach out for help 
rather than letting the depression take me over.”  
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