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To those who struggle daily
with the challenges of mental illness.





Praise for Mental Illness and Your Town

“With a father's wit and a reporter's well-honed writing skills, Larry Hayes uses his family's story to offer practical suggestions about how communities can help persons with mental illnesses recover and thrive. This is a wonderful blueprint that spells out ways to change lives and help persons seldom seen or heard.”

—Pete Earley, author, CRAZY: A Father's Search
Through America's Mental Health Madness.

“Larry Hayes—with his background as a journalist, advocate, and parent—understands the challenges that communities face in understanding mental illness. This book outlines the opportunities —and proven steps—we all can take to help ‘get this illness out of the shadows and into broad daylight.’ Larry helped make my city a much healthier place because of his work on mental illness—his book can help do the same for other communities.”

—Paul Helmke, President, Brady Center/Campaign to
Prevent Gun Violence, Former Mayor of Fort Wayne, IN

“Larry Hayes demonstrates in this book a very rare gift that he has, the ability to reduce complex social problems to simple terms. In addition, he fills the book with practical solutions and ways to reduce the sometimes debilitating effects of mental illness. These will help victims and communities alike to address this reality, that ‘We only help a fraction of those who need help.’”

—James C. Howell, Ph.D.,
juvenile justice researcher

“Like me, Hayes has a history of major depression he has overcome. He is open about this, and about his son's suffering from a major mental health problem. But this is not a ‘poor me’ story. Rather, it is one of hope and self-empowerment. Hayes is on a mission: to remove the stigma associated with mental disorders, to lead sufferers and their families to self-respect and justice. In these pages, he shows you how you can do the same in your community.”

—Bob Rich, PhD., author, Anger and Anxiety: Be
in Charge of Your Emotions and Control Phobias

In Mental Illness and Your Town, Larry Hayes uses his considerable experience as an editorial writer and mental health advocate to show communities what they can do to help the cause of mental illness. Frequently using illustrations from his own experience and his family's experience with mental illness, he gives realistic, substantive and effective examples of what helps and what does not help in a myriad of different areas of society, virtually blasting negative stigma away. The sheer number of good ideas in this document makes it a treasure for any mental health advocate or group. Included is a primer on how to be an effective advocate that is a gem in itself. I can't recommend this book too highly.”

—Rev. Barbara F. Meyers, Mental Health Minister,
Mission Peak Unitarian Universalist
Congregation, Fremont, CA

“Larry Hayes provides families with a real self-help manual that is personal and compassionate, yet practical and hands-on. In my years in the field, I have not seen a book like it. It is long overdue and can only come from someone who has been there—in the trenches. Larry certainly has.”

—Stephen C. McCaffrey, President
Mental Health America of Indiana

“I loved reading and learning from this book. I share Larry Hayes’ views that we can win the battle against depression, bipolar, and other related disorders if we succeed in counteracting stigma, disseminating knowledge, and enlisting entire communities in the effort. Long ago, I learned that athletes, performers, and everyday citizens who talk about these conditions in matter-of-fact language and with supportive advice become powerful voices in this struggle. Larry Hayes has provided a roadmap as to how to win this struggle. Working together we will do so.”

—John F. Greden, M.D.
Upjohn Prof. of Psychiatry and Clinical Neurosciences
Exec. Director, Univ. of Michigan Depression Center

“In Mental Illness and Your Town, Larry Hayes has chronicled many great ideas on how communities can improve their systems of mental health care. This enlightening book reflects the ‘can do’ attitude which Larry has brought to significant challenges and offers strategies on how to move ahead. Several of the ideas in this book have already been implemented in Fort Wayne, thanks in part to Larry's inquisitive and relentless passion to make things better.”

—Paul Wilson, CEO
Park Center, the Mental Health Center, Fort Wayne, IN

“Mental Illness and Your Town is a work that supports the reader through and within a journey to awareness of mental illnesses and of issues portraying life experiences as passageways. Mental Illness and Your Town is not for the passive reader. Larry's own journey has taught him well, but he does not offer this book for the sole purpose of support. Although the reader will glean much personal information about mental illnesses and life, he or she will also be challenged to pursue an exploration of the “heart”—a personal commitment—it is this commitment by which we discover and define our blessings of service. Thank you Larry for this opportunity and direction.”

—Maj.Sam Cochran (Ret.) Memphis Police Dept; CIT
Consultant, and University of Memphis Instructor.

“Mental Illness and Your Town is neither verbose nor condescending. It is a ‘how-to’ manual for would-be activists and it provides hundreds of tips and reams of advice on communal coping with mental illness. In terms of ‘talent, time, and treasure’, this slender guide provides detailed, down-to-earth, action plans tailored to specific audiences: individual volunteers; the Church; the media; hospitals; and many more.

What can one do about mental illness? A lot, it turns out; open a suicide hot line; administer self-tests; distribute cell phones; organize outings; open clubhouses and depression centers; and much more. By confining itself to the practical and eminently doable, the book counters our feelings of helplessness and resignation in the face of these ‘cancers of the mind.’”

—Sam Vaknin, PhD, author of Malignant Self-love:
Narcissism Revisited
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Introduction

I should know.

More than twenty years ago, I stood at the bedside of my teenage son as he hovered between life and death in the Parkview Hospital ER. He'd taken an overdose of a powerful antidepressant. Thank goodness he survived. But all his adult life he's battled mental illness. Because of my own experience years ago, I have some idea what he goes through every day.

When John was a small boy, just after my father's death from cancer, I fell into a deep depression myself. I had a six-week stay in the hospital and 12 shock treatments. That time proved to be a hiatus from teaching and family life. It might well have prevented me from taking my own life. Released from the hospital, I joined a therapy group. That helped me reconnect with other people. It was only when I quit teaching school, however, that my depression finally lifted. Through it all, I learned a lot about the shortcomings in a community's response to mental illness. I'm more persuaded than ever that we can do more to help those who suffer find their way back into the mainstream. We can do more to help them find a life of meaning, a life of joy. That's the message of this book for every community.

In 1973, I joined The Journal Gazette, Fort Wayne's morning newspaper, to write editorials and columns. I used that platform to advocate on behalf of persons with a mental illness. For background, I drew on my own struggles with depression and my training in abnormal psychology and counseling years before as a divinity student. I interviewed the country's top experts. I attended conferences. I joined a family support group, a chapter of NAMI, the National Alliance on Mental Illness. State and national advocacy groups honored my writing. I played a role in launching major reforms. I saw our police department adopt a model for intervening when a person with a mental illness got into a crisis. I helped start our county's Suicide Prevention Council. I proposed to the chancellor of Indiana University Purdue University Fort Wayne that he create an institute for behavior studies. That's now a department at the university. I wrote editorials that boosted the opening of the Carriage House, a rehabilitation center modeled after the famous Fountain House in New York City.

So I should know about mental illness. Perhaps the most important thing I know is this. The disability reaches into every neighborhood, every business, every school and more families than you'd imagine. Indeed, our immediate family isn't so exceptional. I just have to go back a generation or two to uncover mental illness on both sides. I've found severe depression, schizophrenia, bipolar disorder, even suicides. Beyond my own family, I've encountered numerous other cases. A former police chief in our city has a mentally ill brother. A judge I know, now in our state appeals court, had a grandmother who had committed suicide. My college roommate's elder son suffers from bipolar disorder. A former secretary of my wife has a mentally ill son.

We tend to think of it as a private, family matter. As a rule, the patient and their families suffer behind closed doors. It's more than that. Mental illness is a serious public health issue. I'm not referring just to the random, inexplicable act of violence that a patient might commit. The disability takes a high toll in lost work time, wages, health care costs and public assistance. Most of all, how we treat persons with a mental illness ultimately stands as a test for how much we care about each other.

Lots of folks don't get the help they need. I've often interviewed agency directors, psychiatrists, psychologists and social workers. I've spoken with family doctors. I'm friends with the parents, the sisters and brothers. Just about all these people often feel frustrated, helpless. They yearn to make a difference.

Here's my answer. Let's take mental illness out of the ERs, out of the psychiatric wards, out of the doctors’ offices, out of the group homes, out of the homes of the families whose loved one's mind is out of whack. Let's get this illness out of the shadows and into broad daylight. For the sake of our neighbors, friends, families, co-workers and children, let's engage the entire community.

This book proposes practical ways a community can respond. It's not technical. I leave it to others to decide what all mental and emotional problems to include under “mental illness.” I'm excluding no one in your community from playing a helping role. The tragedy that has befallen people with this pernicious condition is not their fault. They're wrestling daily with these demons of their mind. Let's see to it they don't wrestle alone.

First things first.

You should approach the subject of mental illness with a great deal of humility. To treat these various disorders, you are, after all, tinkering with human nature, a matter not to be taken lightly. If the labels have changed through the centuries, the phenomenon has cropped up everywhere. Lincoln's depression was melancholy. Freud's patient suffered from conversion hysteria. In some quarters, people still think the person who suffers is possessed by a demon.

Like the labels, the treatments have varied, from the barbaric that amounted to torture to the benign but useless. If we haven't inflicted physical pain, we've inflicted much emotional distress. We've shunned, isolated and raised false hopes. It's not only those diagnosed with a mental illness who could use fixing. It's the rest of us, too.

I know a lot of families who have changed their ideas, adjusted their lives through struggling with a loved one's illness. They've grown up. They've become more caring, more understanding people. They've come to accept the limits of their ability to fix a child or a spouse. That's humility's reward, a sense of peace with the messiness around you.

But this book isn't about passively accepting the suffering that mental illness brings. It's a busy book, chock full of ideas and proposals and shoulds. It aims to challenge people to get busy about the business of seeing to it that those who suffer have a better life. As you dip into this book, checking out one chapter, then another in a different section, please don't think I mean to shame anybody. I mean to get your juices flowing, stir some righteous anger, inspire you with possibilities and, above all, persuade you to lend a hand.





Part I
The Faces

Just as mental illness comes in various diagnoses, it shows up in different kinds of people, at different stages of their lives.







1. Start with Mother and Child

Let me say at the outset that mothers don't cause mental illness. That myth was dispelled long ago. But a mother can foster lifelong mental health. That's tough to do when she's depressed.

In the early months, no doubt Wanda was.

I didn't know it as post-partum depression. Was there such a term in 1965? But I can still see her sad face as I'd walk through the door in our Shirley Place apartment in Cincinnati's western hills. She might still be in her housecoat, strawberry blonde hair not combed. She seemed so frustrated, so inadequate with this baby who had no interest in taking naps during the day. The child seemed happy. The mother wasn't.

I tried to be sympathetic. But in truth, I didn't know how to help her.

Wanda, who died in 1997, was my first wife. We'd been married about three years when Robyn was born, in October, 1965. I had dropped my plan to be a minister and was doing student teaching in the morning and early afternoon, then typing freight bills at Mason-Dixon Truck Lines during the evenings. So the two of them, mother and child, were stuck together for much of the day.

It's pretty common for a new mother to get the blues. Most snap out of it within a few weeks. But for others, the blues turns into a major depression. Untreated the depression can last for years. It can become a lifetime of battling the disability, with only periodic remissions.

The story doesn't end there. Most of us can readily grasp this. The relationship between mother and child is critical to the child's mental health. It's the early bonding. It's the thousand ways a mother communicates to the child that he or she is wanted and loved without condition. Or, in tragic cases, she fails to communicate all that. Maybe the father's love rescues the child, maybe not.

The mother's mental health could be the most precious gift she can give to her child. If you see a baby who appears depressed, listless, it's not a great leap to assume that the mother has been depressed too. She hasn't been able to engage the child.

When the depressed child becomes a toddler, you're apt to find the child cries more easily than other children. That child is the one who develops sleep problems and might act out. In pre-school, that child's problems take on a social nature, disrupting a class and driving the teacher crazy.

As any clinician will tell you, mental health problems in a teenager can often be traced back to early childhood. Fortunately, professionals are beginning to find ways to connect young parents with resources. But reaching everyone who can use the help can be an uphill battle. New mothers may not admit they're depressed. Family members might not pick up on the mother's distress. Or the stigma associated with mental illness blocks out sympathy and understanding.

Outside the family, things aren't much more enlightened. Family doctors aren't well-trained in the pathologies of mental illness. They're especially likely to misdiagnose depression in racial and ethnic minority mothers. Other health care workers face the same limits of knowledge. Further, few persons who work in child care have more than the most cursory understanding of mental illness. As for high-school-age babysitters, I hate to guess. I imagine ignorance abounds.

I'd start with the pediatricians. I don't assume that they're as uninformed as the rest of us. But I'd conduct an inventory on how they deal with a new mother's depression. See if they include any material on post-partum depression in the packet they send the mother home with. Meantime, I'd approach the pediatricians. Find out whether they see any shortcomings in their training and get their proposals for addressing those gaps.

To raise awareness for professionals, we're talking about regular workshops on mental illness. The practices of family doctors and some specialists could be greatly enhanced by adding a psychiatric nurse, psychologist or social worker who is experienced in helping children who suffer a mental illness. As a rule, doctors know that many of the physical complaints people bring to them have an underlying mental health problem. Do most doctors know enough to diagnose a mental illness in the case of an infant or toddler? Do they know enough to treat such a child? These are issues any community's advocates in mental health can investigate.

Short of organizing conferences, advocates can invite doctors to put out reading materials on infant and childhood mental health. They can encourage doctors to run videos on mental health instead of the cable news shows on their TV monitors in the waiting rooms. What about after-school training in mental health for parents? What about offering tips on mental health on the back of menus the schools send home with the kids? And don't assume it's the first time mother who is most at risk. Often, the mother's depression doesn't develop until the third or fourth child. Ask beauty shops to subscribe to parenting magazines. Or barber shops. Be sure to include fathers.

Helping young parents cope pays dividends years into the future. I've interviewed a number of prison officials in charge of young men and women who've become a menace to others. It's as if these officials have memorized some required catechism: “We don't start to fix these people early enough.”

Don't misunderstand. Again, I'm not saying that a child's mental health problems can be traced back to a mother's depression. (My daughter, a mother of two teenagers, is a successful teacher and parent.) But even if a child suffers no long-term ill-effects from the mother's depression, the stress on both isn't the best way to begin a lifelong relationship. That stress can only reinforce whatever mischief is in the child's genetic inheritance. Further, let's say the mother got lucky and completely skipped any episode of depression. That fact doesn't completely insulate a young child from a risk of early mental illness.

In recent years, national organizations and a few at the state level have cropped up to offer programs that address mental health in infants and children. Yale's Child Study Center has been a leader. Zero to Three in Washington, D.C., has coached people not to think of the issue in infants and young children as one of a serious mental illness. Most times, we're not even considering medications for treatment anyway. Instead, Zero to Three advises us to think of the issue as one of mental wellness. That's the whole point, isn't it? Nurture mental wellness in a new mother and she then can nurture it in her child. Mom isn't the culprit. She can be a child's best therapist.

2. Let Them Be Workers

This often is the crown jewel of recovery for persons with a mental illness.

Consider this simple fact. Those who work at least part-time seem do better with their illness than those who don't work. It can beat therapy. It can beat medications. It ranks right up there close to family love. Surveys have found that most people with the disability do want to work. Contrary to the stereotype, about half of these folk actually hold jobs.

I'm most familiar with the clubhouse model. We know it here in Fort Wayne under the name Carriage House. Like nearly 300 worldwide, our clubhouse is modeled after Fountain House in New York City. This is a highly successful pro-work program I'll describe in detail in Chapter 28.

Despite this and other job programs, persons with a mental illness are employed at only two-thirds of the rate of persons in the general population. That figure could be much better. Trouble is, most programs tend to direct people into low-status jobs: dishwashers, custodians, file clerks. Otherwise talented, often highly educated people not only find such jobs boring but also demeaning. Indeed, one thing we've known for years is that persons whose employment is a match for their schooling are more likely to stay on the job and to better manage their illness. Education is the best predictor of success in a job.


Hurdles to greater participation in employment remain. Since some mental disorders strike a person in his or her teens, they often get to middle-age without ever having held a job long enough to develop a work ethic. They don't understand the dos and don'ts. Even at that, a person can start a job, find it stressful and give up within a few days or a week. The person often assumes the illness tripped them up. That's not necessarily the case. Employers, family members and job coaches should encourage the person to stick it out, at least until the disabled person has learned the job. Fact is, you don't have to be mentally ill to find a new job stressful at first. A new job is likely to be stressful for anybody.

Under the Americans with Disabilities Act, a person with a mental illness doesn't have to disclose his or her medical history. Unfortunately, if that person is discriminated against in the workplace, he or she might not know to invoke the ADA, fearing retaliation.

I'd like to see it become routine for local NAMI chapters and other advocacy groups to man a booth at job fairs. It's a good way to offer sound advice to persons with the disability. It's also a good way to make connections with employers and enlighten them about the valuable work a person with the illness can do for them. Advocates, with the support of mental health services, can institute a job fair of their own.

Community leaders always want to see everyone who is capable of working in some kind of a decent job. If you're a NAMI member or an advocate on your own, you can challenge these leaders to survey employers to discover who welcomes those workers battling a mental illness. Meantime, the community mental health center and other agencies can survey those who use their services. Find out who has a job. Find out how long they've been in the job. Find out what schooling they need to get a better job. Join any “Hire the disabled” campaigns. Or let the advocates and agencies launch their own.

I appreciate that a small number of persons with mental illness are too disabled to work. Others will get caught in the trap of having a low, self-defeating opinion of themselves. The idea of a job may scare them to death. But there's a great alternative to a regular job. Persons with a mental disorder can be encouraged to volunteer. That can mean serving at a soup kitchen or tutoring kids in a pre-school. Volunteer work can be just as fulfilling and liberating as working for a paycheck. Volunteering can foster the old-fashioned work ethic and work habits. Volunteer work can be the key to recovery.

A job can be the salvation of most people with a mental illness. I've seen up close the good that having a job can do. It can provide a big boost to a person's self-respect so central to recovery. Having a job shows that the person belongs to the mainstream of society and isn't someone merely existing on the fringe. That person is making a contribution. There's something to be said for being able to hold your head high.

3. Save the Suicidal

After my wife Toni and I spent a night in the ER when my son had taken an overdose of a powerful antidepressant, I was always on the lookout for a way the community could reduce suicide. John's near-successful attempt provided a crash course in the subject.

It was then U.S. Surgeon General David Satcher who gave me the idea for a council.

I called Dr. Phil O'Shaugnessy the afternoon I read about Satcher's call to treat suicide as a pressing public health issue.

I proposed to Phil, an old friend, that he create a suicide prevention council. I didn't have to say much else before he told me to suggest people who should be included on the group.

Phil had served as our coroner or deputy corner for as long as I could remember. Because of that, I was pretty sure he'd been on the scene of more suicides than anyone in the history of Allen County. I couldn't imagine anyone more compassionate with the family, or more helpful.

That phone conversation marked the start of the Allen County Suicide Prevention Council. Sadly, cancer took Phil's life before he could see the fruition of his central role in its creation. We sponsored a major conference featuring 60 Minutes legend Mike Wallace. Under the leadership of Indiana University Purdue University's Vice Chancellor Kathy O'Connell, we've also put on a number of workshops and training programs. We've hooked up with a statewide suicide prevention network. We now enjoy something of a national reputation. I formally joined the council when I retired from the newspaper.

Our community's suicide rate consistently runs in the mid-range, 10 or 12 a year for every 100,000 citizens. That's the state average and close to the national average. A few states see as few as 6 suicide deaths per 100,000. Several western states can have as many as 22 deaths per 100,000. What's so alarming is that the total suicide rate, from state to state, stays about the same year to year, except that the rate among teenagers and young adults has been on the upswing since the 1990s.

It is interesting to make international comparisons. Russia has a rate three times that of the United States. China's is twice that of our country, as is Japan's suicide rate. But a few countries, such as Sweden and Iceland, which launched a national campaign to reduce suicides, have a much lower rate. In the Philippines and Greece, suicide appears to be extremely rare, although the World Health Organization concedes that some of its figures may not be reliable.

Even if the United States doesn't rank among the worst for suicide, the loss is still staggering. 30,000 or so deaths every year totes up to more than 300,000 deaths over a decade. That's a third more than homicides. As Dr. Satcher put it, this is a major public health issue, ranking right up there with some cancers, and AIDS back in its early years.

To give this a broader perspective, consider that researchers estimate that there are more than 650,000 suicide attempts every year. I assure you, even the attempt by a family member will rattle one's life to the foundations.

Our local council could be a model for any community. It includes doctors, a nurse from the board of health, folks from the hospitals and advocacy agencies, counselors, family members, a survivor of her doctor husband's suicide, an investigator from the coroner's office, an assistant sheriff, a chairperson from the university who also leads the institute for behavior studies and the CEO of the community mental health center. In other words, we've got a cross-section of the stakeholders.

This means that we can get the answers we need to craft any kind of response. How many suicides? Where do we target our efforts? So we begin thinking about who needs to be trained. Persons who work in the jails? In juvenile centers? Nurses and doctors who work in the ER? Family members of persons with a serious mental illness who are most at risk? Family doctors? What about teachers and other school personnel? My answer is yes to all these groups. But you can't just round up the usual suspects in need of education. You've got to get people from these groups interested.

I like the approach where you ask for the advice of somebody who represents the group. Even better: Enlist them to help you plan a training program. The council's main goal is to help people identify suicide risk, and to intervene. That is, we need to intervene in a way that actually prevents suicide.

A small group of community leaders, including the coroner and the head of a mental health advocacy agency, can get things started by looking at the community's resources for suicide prevention. To get you grounded in the issue, I haven't seen anything more comprehensive and practical than the National Strategy for Suicide Prevention, developed in 2000 during Dr. Satcher's tenure as surgeon general. That manual is full of resources. In addition, there are a number of suicide prevention groups that any community council should get acquainted with. There's the National Council on Suicide Prevention, the American Foundation for Suicide Prevention and the National Organization for People of Color Against Suicide.

It's not easy to show results from these efforts. Suicide occurs episodically. That is, you can go several years and not see a death in the population or demographic group you're following. We have 13 public high schools in our county and several private schools. Some years, none of our high schools will report a suicide. In other years, you'll have two or three suicides. So far, over the last decade, the activity of the suicide prevention council doesn't appear to have affected the numbers. Yet the rate has held steady during a period when the overall population has grown. It may well be that with the relative numbers being so small and the size of the population, less than 300,000, we simply don't have enough suicides to see clear-cut results.

That's been a different story with the U.S. Air Force. When I interviewed the psychiatrist who developed the suicide prevention program for that service, he could say with confidence that by training those in management in mental health and suicide prevention, the Air Force was able to cut its suicide rate by more than 50%, from 15 deaths per 100,000 to six or seven deaths. That's a dramatic drop. Moreover, the population of those wearing an Air Force uniform approaches half a million. The prevention program has worked.

Whether or not we can measure a drop in suicides, the work of the council here remains critical. We are helping to make it OK in our community for people in distress to seek help. We're also giving friends and family ways to talk to someone who discloses thoughts of suicide. We're battling the stigma that says we can't talk about suicide.

I've had teachers, police and friends insist that if someone is determined to kill themselves, there's nothing you can do to stop them. I don't believe that. It's not only that the vast majority of attempts fail. If you ask anyone who counsels those who are depressed, you'll hear story after story of suicide prevention. Can we prevent all suicides? Of course not. But when you get people to seek treatment for their depression, their anxiety, their sense of hopelessness, there's a decent chance they'll find the reason and the strength to live. They'll find that life is a beautiful thing after all.

4. Rescue Kids in Trouble

“Most kids are here because they pissed off some adult.”

I was doing a phone interview back in the mid-1990s with the head of the juvenile detention center in Oklahoma City. It was his opinion that we lock up far too many kids and don't really protect public safety or help the kids. Are they bad kids? No. Often they have major mental health problems. That can lead to tragedy.

When a 14-year-old girl from Huntington, Indiana, set fire to the family home and killed her mother and sister, county officials locked her up in the jail. That wasn't the half of it. A judge transferred the girl's case to the adult criminal court. At 14! Then, the state placed her in the women's prison, the youngest person ever held there. Somehow, the people who ran the state's criminal justice system disregarded the history of events leading up to the 1995 fire.

The girl had been abused, physically and sexually. She suffered serious depression. She had been diagnosed with a variety of psychiatric disorders. She had made a suicide gesture at least once. She had been confined for weeks at a psychiatric unit in a Fort Wayne hospital.

To be sure, hers was a major crime. Otherwise, she was typical of many kids who get into trouble and end up in jail. We call it a juvenile detention center. It's a jail. What's worse, in most counties, there's no standardized evaluation of a child when he or she enters the juvenile system. Is the child depressed? Is the child delusional? Suicidal? You wouldn't always know.

The GAINS Center and Mental Health America were able to get a reasonably accurate picture of kids held in 15 counties and nine states. In this survey, researchers found that 70 percent of the kids met at least one criterion for a psychiatric disorder. Further, the survey found that more than 20 percent suffered a disorder sufficiently severe to impair their ability to get through the day.

Let me put that in a national context. James “Buddy” Howell is the former head of research for the U.S. Department of Juvenile Justice and Delinquency Prevention. He points out that our country has 100,000 juveniles locked up in one detention facility or another. That translates into 20,000 mentally ill kids in detention. Since there's no uniform screening in detention centers, who knows what percentage of them even have a credible diagnosis? Who knows how many kids are getting treatment for what surely is a serious mental illness? I've interviewed scores of people who work in juvenile justice. I've served for nearly a decade on the board of the Indiana Juvenile Justice Task Force. The lack of services to mentally ill kids in the system remains the task force's number one issue. If the kids aren't being helped, neither are the families. What a burden that is on parents struggling to understand and nurture a child with a mental illness.

It's no mystery what needs to happen to see that this much-overlooked population of young people gets help. Several national groups, including the U.S. Office of Juvenile Justice and Delinquency Prevention, have offered proposals. And they're backed up with research.

A good place to start is for advocates to find out what if any psychological evaluation is conducted on any kid who gets into the system. You meet with detention officials, any psychologist on the staff and the juvenile judge. Always assume that everyone else is interested in the child's well-being. You can point out that mentally healthy kids usually pose no risk to public safety.

Next, you need to find out whether a kid in trouble gets access to a full range of mental health services. What about the parents? Are they getting help too? You want the parents to be partners in the child's treatment, an often critical missing piece. To get both child and parents the help that they need, you'll want to get the courts to divert the mentally ill child into a center that's less restrictive and that focuses on mental health, not punishment.

Most important, every community needs to enlist the help of advocates, professionals and the media to focus on kids in trouble, especially those with major mental health problems. Wise and humane interventions can make a big difference.

With the support of my newspaper's editorials and legal boost from the American Civil Liberties Union, the Indiana Court of Appeals agreed to move the Huntington girl from the women's prison in Indianapolis to a respected juvenile treatment center in Fort Wayne. There, she received daily therapy and finished high school. At 18, returned to prison, she completed her college degree and has been released. She is now married, has a good job and two daughters.

It's my hope any community would do for every child what people did for this troubled Huntington girl. You never know what child you're going to save.

5. Help College Kids

I guess I had it pretty easy in college.

Part of the reason was that it was a Christian college. I was studying to be a minister, my dream career when I was growing up and into my early 20s.

We had no drugs, no alcohol and little sex I knew of on that 80-acre campus in central Michigan during the late 1950s. Any whiff of cigarettes, sneaked during a hot game of pool at a nearby town on prayer meeting night, brought a stern reprimand from Professor Sears.

But it wasn't just the restrictions that made such a school relatively stress-free. It had to do with the environment of caring and support. Classes were small, and the professors got to know each student. We were a close-knit group. We helped each other throughout romances and our struggles with Greek.


At that time, our students didn't go to therapy, not that some of us wouldn't have benefitted. But, looking back a half-century later, I realize that the place itself was quite therapeutic. I doubt that could be said of any college campus these days, religious or secular.

Any account of campus life today mentions the pervasive stress. In fact, the numbers of college students at risk of suffering a major episode of depression or serious psychiatric disorders has increased dramatically in recent years. When researchers have sampled student bodies, they've found that more than 15 percent of the students exhibit classic symptoms of clinical depression.

In one survey for their Healthy Minds project at the University of Michigan, the researchers discovered that 60 percent of those students suffering from depression hadn't been treated for this quite treatable mental disorder. The staff doesn't see it. The faculty doesn't see it.

No wonder suicide has become the third major cause of death for college students. That's 1,100 lives lost a year on campus to suicide. Who knows how many close calls there are out of the estimated 24,000 attempts?

Naturally, college and university administrators are keenly concerned about students who may become psychotic and take the lives of fellow students. The young Korean student, Seung-Hui Cho, shot to death 32 Virginia Tech students before he turned a gun on himself. This young man not only was mentally ill. He had suffered from the disability since he was in middle-school, if not before. A special judge had ordered him into treatment. No legal authority enforced this order. It's not that colleges and universities needed such a horrific wake-up call.

Every college and university has counselors and various advisers. If a school gets federal dollars, it's required to offer special help to students with a disability, and that includes those who suffer from a mental illness. National networks have cropped up to address the mental health issues today's college students face. In the spring of 2008, the University of Michigan's Depression Center sponsored a national conference. That meeting drew top experts from campuses throughout the country. Then there's the JED Foundation, with representatives on 750 campuses, which bills itself as the nation's leading organization working to reduce suicide and emotional distress among the six million college students who are served.

But this is a tough challenge. Even if they understand they're depressed, students tend to hide it. They buy into the stigma of mental illness. They're ashamed. Friends advise them to tough it out. If they seek treatment, they fear that would somehow mean losing credits or being forced out of school.

It's not surprising that students would take their prejudices against mental health treatment with them to college. No doubt, their friends sometimes reinforce those attitudes. If the result doesn't end in tragedy, many students still suffer needlessly.

I don't propose that community leaders or mental health advocates butt in. But they have every right to ask questions of university officials.

What mental health services does your college offer students? How do they get access to those services? Are there fees? How are students’ privacy rights protected and how are students assured that's the case? How are officials trying to enlighten students about symptoms?

It can also be a matter of life and death for school officials to know when a student such as Cho is under a court order to get treatment. Then what plan do they have in place to see that it happens? An even more tricky issue: Under what circumstances do school authorities notify parents when a student has become mentally ill, and what legal authority do they have to do so?

All you're asking here is for schools to do everything reasonably possible to support and protect the students. Beyond that, it makes sense for community leaders and advocates to offer forums on mental illness for students and faculty.

Our state NAMI enlists persons with the disability to tell their story. It's under this program in Indiana that my son John regularly gives talks to nursing and other students. But the same kind of program could be extended to teach faculty. To be sure, it's helpful for any person in such a position as a professor to learn the facts about mental illness. It can be even more enlightening to get acquainted with someone who manages the illness. That contact can be the greatest stigma buster of all.

Yet another group must be a part of the answer to the stress college students must cope with. I've got the parents in mind. They can join their children during orientation to hear about student services, mental health services included. If they're not doing it now, colleges and universities should offer introductions to college life for parents. And school officials should let parents know what to do if the signs of trouble emerge when the child visits home.


Finally, I believe that, before the children head off in the fall for college, they and their parents need to have conversations about the issue of stress, depression and mental illness. What are the ground rules? When can the parents call? Visit? This is a precious time in a person's life when they're learning to be independent. That development of autonomy is vital to the student's mental health in the long run. But it's just as vital for parents to continue as that family support system the kids always have known.

I wouldn't trade anything for my years in college and graduate school. It's such a time of growth and wonder and maturing. Those years hold such a promise of a happy and fulfilling tomorrow. We need to take every step to see that college fulfills its promise for each student.

6. Reach Out To Soldiers

Most servicemen and women make the adjustment. Too many don't.

Lisa, an old friend of mine, had gone home to Buffalo for the holidays.

She and her sister were having a quiet chat over coffee in the kitchen. Then the world ended.

The shotgun blast from the basement seemed to shake the house.

Lisa's brother-in-law had fought in Vietnam. That was years ago, though.

He was one of those Vietnam vets who never quite found himself. No wounds but lots of scars. It seemed his drinking was the big problem. He'd spend hours at his workshop in the basement, alone, isolated. I'm not sure Lisa even knew that her brother-in-law kept a shotgun in his workshop.

Now we're hearing about the men and women coming home from the wars in Iraq and Afghanistan. I imagine the stories are painfully familiar to Lisa and her sister. At this writing, up to 300,000 servicemen and women suffer from post-traumatic stress disorder. With that catch-all phrase comes a diagnosis of depression and anxiety. That's just part of the story. There has been a rash of suicides. The New York Times documented a series of homicides, related to service in the war zone. It's the combat wound that doesn't heal.

In 2008, 1,200 private psychiatrists and therapists nationwide offered to treat these folks free. The idea is to take up the slack. There's a lot of it. The Pentagon only has 1,431 mental health professionals on active duty.

Let's put this in perspective. I'm not counting the guard and reserve of any services.

The Army has 522,000 plus on active duty. The Marines have 184, 000. The Navy has 337,000. And the Air Force has 352,000. Even the Coast Guard (now part of Homeland Security) is a sizable force with more than 39,000 personnel. That adds up to more than 1 million people in uniform. As I said, this doesn't count the guard and the reserve.

Of course, this pales compared to the number of veterans, although they don't necessarily qualify for health benefits. If they do qualify because their illness is service-related, or because of their low income, they likely won't live close to a Veteran's Administration (VA) hospital.


Our hearts go out to those who return from wars wounded in body and mind. Most of us have to believe that the Pentagon and the VA try to do their best to serve the health needs of those who have served their country in this fashion. Then there's the slack.

It may well be greatest when it comes to mental health. Until recently, when a serviceman or woman put in for a promotion, they had to list whether or not they had been treated for some nervous disorder. Defense Secretary Robert Gates concluded that putting that information on the form not only discriminated against those who had been treated for a mental health problem, but also it discouraged them from getting treatment in the first place. That's not right. Gates ordered that question removed from the application for promotion form.

When I was researching how an ombudsman for people with a mental illness might work, the Indiana state-sponsored ombudsman told me she was getting lots of calls from veterans. They didn't want to go through the VA for therapy and psychiatric medications.

This is an issue Congress and the administration need to take up. But in the meantime, communities have plenty they can do to make sure that those on active duty, veterans and their families have full access to mental health services.

The first thing I would do is to investigate what's available in your community.

My city, Fort Wayne, has a VA hospital. It also has a vet center. Both provide some counseling and can make referrals to private counselors.


Next is to place brochures of community mental health services at recruiting stations, VFW and Legion Halls, where veterans gather.

Finally, I believe hosting a conference would provide a great opportunity for people to educate themselves and make connections. A conference on mental health services for persons in the services or veterans and their families could focus public attention on this under-served population. Perhaps such a community-wide focus could even build support for Congress to fill the gaps in mental health services for those who have risked their lives on behalf of their country.

It's commendable that private psychiatrists and therapists have stepped forward to help with the Soldiers Project, the Give an Hour program and the Coming Home Project. But isn't the mental health of our service personnel everybody's business?

7. Get Help to Everyone

The figures give you only a peek at the challenge.

Over a lifetime, one person in 10 will suffer a serious mental illness. But in any given year, one person in four will develop a diagnosable mental disorder.

For the long haul, you've got about 9 percent of the population trying to cope with major depression. (It usually takes months of treatment for somebody to put a clinical depression behind.) Another 2.6 percent suffer from manic-depression or bipolar disorder. About 18 percent cope with serious anxiety. Post-traumatic stress disorder affects a couple of a percent more. Three kids out of 1,000 will be treated for autism. Schizophrenia, the worst mental disorder of all, affects 1 out of 100.


You usually don't count Alzheimer's with these other disabilities. A brain disorder it is for sure. But there just isn't any good treatment and no way to prevent it that we know of now. The Alzheimer's population is 5 million, or about 6 percent and growing, as the baby boomers join the age group most at risk.

If you add the numbers of folk who organize their lives around their various phobias, you're starting to identify the scope of the challenge. What's more, we still lack the all tools to effectively treat the most serious cases of mental illness. Medications don't always work. Talk therapy helps people who have a skilled therapist and the gumption to stick with the therapy.

In the face of such a task, what does a community do? Well, you don't throw up your hands. That's not a moral choice, no matter what tradition of ethics you draw from. More than morality, though, I believe most of us feel it's wrong to let people suffer. We're hard-wired do-gooders, even if we don't always practice what we preach.

One place to start is with a search for people who aren't being served by any agency or support group. You can survey groups at meetings. Would retailers permit people from a mental health association, NAMI group or a community health center to set up a booth on mental health?

I've gone to Walgreen's to get my annual flu shot. I've stopped by a table at our big shopping mall where a nurse from Parkview Hospital took my blood pressure. Mental health advocates committed to reaching out to all populations will find such venues as a drug store or mall once somebody in the group declares we have to do this.


It helps to get the blessing of your mayor and your town or city council. But conducting inventories, not taking names for goodness’ sake, can give you a profile of the needs for mental health services. (As a rule, people don't return questionnaires.)

When you inventory nursing homes and agencies that serve the elderly, you're adding another layer of data. What about minority communities? Agencies that serve immigrants and refugees? Mental health advocates can approach the clergy. Even if some clergy don't want to promote any services, most would allow you to place brochures in the church vestibule.

What about the homeless? I've seen estimates that more than half of the folk living on the street suffer from some mental illness. When my wife and I lived in Washington, D.C., I often spoke with them every day on my way to the National Press Building. Washington and other large cities count their homeless in the thousands. Our mid-sized city may have a couple hundred people living in an old car or under a bridge on any given night. Is homelessness inevitable? Or have we dropped the ball?

I suppose if you start sending people who weren't getting served before to a mental health center, you'll find that there aren't enough doctors or therapists to help these folk. But there's a hopeful way to look at this. If you've enlisted more groups into the system, you've automatically increased the numbers and the political power of those who now demand the services.

When you approach state and federal lawmakers, you will have the numbers to make your case for greater funding and an expansion of services. As you demonstrate the need for services, you strengthen the argument for greater support from private foundations. You'll not only have more advocates for better services, but also more success stories.

Mental illness is an awful burden on our society. It's the leading cause of disability, as the numbers I cited earlier demonstrate. But since nobody who suffers is more deserving of help than anyone else, it's imperative for us to reach everyone.
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