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For Kathleen and Kevin


They have been through the fire, and what fire does not destroy, it hardens.

—Oscar Wilde, The Picture of Dorian Gray








Introduction


Mike Autrey was a patient in Bryce Hospital, Alabama’s infamous state psychiatric facility, in the 1970s. The staff didn’t know how to treat Mike’s obsessive-compulsive disorder (OCD), so they sent him to a facility in North Carolina that, Mike was told, had expertise in OCD. It didn’t. But it did have one other patient with OCD. Spending time with that patient changed Mike’s life: They had similar experiences and could relate to one another. In Mike’s view, peer support was the only thing inpatient care was good for.

Mental healthcare in the United States is a disaster. Less than half of people with mental illness receive treatment. Over a million sit in jails and prisons. It is hard enough to live with the symptoms of serious mental illness (SMI).* Society’s response to mental illness often makes life even harder. The goal of mental healthcare should be not only to avoid bad outcomes, but also to achieve good ones. The wasted potential of people with mental illness is enormous and largely unrecognized. Nowhere is this more true than within the mental healthcare system.

There is a hidden army of “peers,” or people with lived experience of mental illness, helping each other. One study counted 7,467 groups, organizations, and services run by and for people with mental illness or their families. In comparison, there were 4,546 traditional mental health organizations, including hospitals, clinics, and the like. Peer-controlled entities provided services to well over half a million people in 2006. That doesn’t even include the many thousands of peers working within the traditional mental healthcare system. In this book I tell some of the inspiring stories behind these numbers. I also describe key failures in our mental health system that make living with mental illness much harder than it needs to be, and suggest reforms. I propose greater investment in policy interventions that have already been shown to be effective, but my strongest recommendation is for greater peer involvement in policy formation and service delivery.

After his release, Mike Autrey regularly visited Bryce Hospital to provide the same kind of peer support that he received to current patients. The staff at Bryce instructed him not to use the word “recovery” because it gave the patients “false hope.” Later, Mike would become director of Alabama’s office for mental health peer support, the first of its kind in the country. Mike and the hundreds of “peer specialists” now working in Alabama use the word “recovery” a lot. To Mike, recovery means “creating a life that you want.”

Lasting change will require a paradigm shift: recognizing that people with mental illness are people with the same hopes, needs, and desires as anyone else. Mental illness is an illness, not a character flaw. With just a little help through difficult moments, people with mental illness can go on to become effective advocates and mentors for themselves and others. The potential of individuals with mental illness is systematically underestimated and often dismissed altogether. History shows that society simply does not care enough about people with serious mental illness to make meaningful, sustained progress in how they are supported. On many issues and in many settings, we’re going to have to help one another. And I do mean “we” literally.

After years of undiagnosed depression and two manic episodes in 2004 and 2006, I finally received a diagnosis of bipolar I disorder. At the time I was working as an associate at a small law firm in Chicago. The stress of a jury trial and an appellate argument contributed to those episodes. Both times the firm waited patiently for me to return to work, but it was clear that a career in litigation would be too triggering in the long term. I worked part-time at the firm while researching and writing an article to present at interviews for law school professor positions (the so-called “job talk”). The firm not only accommodated my disability, but gave me time and space to transition to a new career.

The main “hypothetical” case described in my job talk was in fact my own inpatient experience. Technically, during both manic episodes, I “voluntarily” admitted myself into a locked psychiatric unit, even though it was obvious to everyone that I lacked the mental capacity to make that decision. My wife Caroline was with me, but her consent to hospitalization was irrelevant under Illinois law at the time. I argued that that the law should be changed and that there should be a formal mental capacity assessment in that circumstance.

The job talk worked for me. I landed a position teaching law at the University of Alabama, where I have spent my career ever since. I hold an endowed chair and have inspired laws in ten states. I teach and write about mental health law. My best ideas continue to come from personal experience, including the suicide prevention work described at some length in chapter 9. That idea is to empower individuals with a new option to protect themselves against impulsive gun purchase during a suicidal crisis.

Everyone’s mental health journey is different. Recovery is not inevitable and is always reversible. When I had two severe mental health crises in my early thirties, I was taken to the hospital and not to jail both times. I had stable housing and employment for nearly twenty years. Then, due to a medication change, I slipped back into crisis and a third hospitalization. I was unable for months to work on this book. I’m lucky to have been able to finish it. In just slightly different circumstances, I could easily have been hospitalized long-term, landed in jail or prison, or become unhoused.

To be clear, this book is not a memoir. Parts of my story appear when discussing topics with which I have had significant direct experience, but the book is grounded on dozens of original interviews of people with diverse experiences living with mental illness. My goals are to destigmatize mental illness, to encourage peer support, and to inspire policy reform. There are stories of remarkable resilience and gutting tragedy, often told by the same person. I have stayed true to the transcripts of our conversations, but I have not independently confirmed the facts relayed in those conversations. And, unless specifically attributed to an interviewee or other source, the suggested policy recommendations are my own.

Stories are the heart of this book, but the recovery model is not just about compassion and maximizing human potential. It is also good economic policy. This book is replete with examples of recovery-oriented policies that save taxpayer money by reducing spending on hospitals, jails, and disability benefits. Many of these policies pay for themselves without even considering the life-changing impact they have on the direct beneficiaries.

Policymakers too often regard the mental healthcare system as consisting of just three levels: crisis, institutionalization, and, for the lucky ones, medical care in the community. But a successful life requires much more than the right meds—it requires things like a supportive community, adequate housing, education, and employment. The chapter order in this book roughly charts a journey through a recovery-oriented mental healthcare system. Genuinely dangerous crises will still sometimes lead to hospitalization or even jail, but many more crises can be de-escalated in the community. Some people cycling through jail or hospital will still need intensive outpatient interventions, but many others can achieve stability outside institutions with housing and community supports. Employment and education are gateways to financial independence and self-esteem. At every stage of recovery, people with mental illness can help one another and themselves through direct service and advocacy in ways that non-peers cannot. Over the long term, we can work to foster recognition of our shared humanity and build a positive identity.


A Note on Terminology

The subtitle of this book refers to “people with mental illness.” That phrase puts the person first and the condition second. I generally will not use terms like “mentally ill person,” any more than I would refer to someone as a “cancerous person.” At the same time, I respect any individual’s choice to self-identify with a diagnosis-first label. I will often refer to the subjects of this book as “peers” or “people with lived experience.” These terms are intentionally vague in order to recognize the validity and value of different types of experiences. Most, but not all, of the “peers” in this book are engaged in direct service or advocacy on behalf of other peers. When that is the case, I generally specify their role with specialized terms like “peer bridger.” Some of the people I interviewed for this book reject their formal diagnosis but nonetheless use their interactions with the mental health system to benefit others. “Lived experience” for purposes of this book sometimes includes substance use, homelessness, and other trauma. But the primary focus is on individuals with serious mental illnesses like major depression, bipolar disorder, and schizophrenia. The symptoms of these illnesses, and society’s reactions to them, create unique challenges and opportunities. Chapter 1 focuses on one of the most challenging: acute psychosis.




Note


	
*  “Serious mental illness” includes primarily schizophrenia, schizoaffective disorder, bipolar disorder, and major depression.









PART I



Illness







CHAPTER 1
Crisis


“You need to get on the gurney now,” the police officer commanded, leaning toward me for emphasis. This may have been the most dangerous moment of my life. I can barely remember it.

* * *

Brandon Marshall was about a decade older than I was when he found himself in a similar situation. Marshall was a forty-three-year-old White man, married, and employed in the tech industry. A neighbor described him as “a really nice guy” who “liked to tinker with motorcycles” and “was definitely into tech.” He held a bachelor’s degree and a postgraduate degree in computer science. Marshall also happened to be one of a handful of named plaintiffs in a 2011 lawsuit challenging the anti-poaching policies of companies like Apple, Google, Intel, and his former employer, Adobe. The lawsuit alleged that the companies agreed not to call each other’s employees to explore hiring, thereby suppressing those employees’ job mobility and wages. The case would eventually settle for billions of dollars.

One day in December 2013, Marshall was working for Roku, Inc., a digital media company in Saratoga, California. According to his family, he became “emotionally distressed and disoriented.” Before he left the Roku offices, he called his father and asked to be picked up right away. Someone who saw Marshall acting erratically called 911. Fire Department employees encountered Marshall in a parking lot, later describing him as “manic.” He agreed to go voluntarily to the hospital. Outside, a paramedic called Marshall’s father back to say that his son needed to be taken to the hospital. Marshall’s dad said on the phone that he wanted to take his son to the hospital and that he was on his way over.

Before the paramedics or Marshall’s father could transport him to the hospital, two uniformed police officers arrived at the scene. They were told that Marshall was a “psychiatric patient.” The family claims that even though there was no threat of harm, one officer approached Marshall from behind, which caused him to become “even more upset and agitated.” He started fidgeting with his keychain, “a short, thin, rounded aluminum rod.” When one of the officers asked him if the keychain was a weapon, Marshall said yes. An officer then charged quickly with gun drawn. Presumably fearing for his life, he swung the keychain at the officers. One police officer shot him in the stomach. Marshall’s father heard the gunshot over the phone and heard his son cry out in pain twice before the call ended. He died from the gunshot wound.

Marshall’s story is tragically common. According to the police reform organization Campaign Zero, during the four-year period from 2017 through 2020, police killed 356 individuals in the United States where the initial reason for the encounter was mental illness, erratic behavior, or suicide, and no weapon or threat to others was noted. It has been estimated that individuals with untreated mental illness are sixteen times more likely than other people to be killed while being approached or stopped by the police.

Police may be afraid of people with mental illness, but those fears are wildly exaggerated: According to the FBI, between 2017 and 2020 only one police officer in the entire country died while “handling [a] person with mental illness.” Again, that is the same four-year period in which police killed 356 people with mental illness while responding to mental health calls where no weapon or threat was reported. This massive disparity strongly suggests that police use deadly force against people with mental illness who pose very little risk of killing other people.

These statistics may be surprising. Like the police, the public also overestimates the risk posed by people with mental illness. It is true that people with mental illness have a higher overall rate of violence than the general public. To take an extreme example, people experiencing first-episode psychosis (FEP) have a twenty-fold risk of violence perpetration. The risk is much lower during other phases of illness but remains high for some diagnoses. Schizophrenia is associated with a four to six times greater risk of violence. In other words, some mental illnesses do have a high “relative risk” of violence.

Those correlations between violence risk and mental health status do not necessarily imply causation. Higher levels of violence may be caused by other factors that are also associated with mental illness. For example, people who have a mental illness tend to live in neighborhoods with high concentrations of poverty. There is more violence in those neighborhoods. The landmark MacArthur study followed roughly a thousand people for a year after discharge from psychiatric hospitals. Researchers found a significant independent effect of concentrated poverty on violence, even after controlling for a wide array of individual characteristics. In other words, home address* was part of the explanation for the relatively high risk of violence among people with mental illness.

When the effect of living in a high-poverty neighborhood was combined with the effect of having a substance use disorder, the independent “mental illness effect” disappeared entirely. The former hospital patients who did not also have substance use disorder exhibited the same level of violence as people without a mental illness who lived in the same neighborhood. People with other mental health diagnoses are more likely to have substance use disorder. So, the higher relative rate of violence observed among people with mental illness could be caused entirely by living in violent neighborhoods and being addicted to substances.

Very few studies control for other factors as well as the MacArthur study. Doing so is extremely expensive and, for many purposes, causation doesn’t really matter. Erratic behavior is erratic behavior, whether caused by psychosis, alcohol, or illegal drug use. A police officer responding to a mental health call can see the person, but the officer cannot see the person’s medical chart or home address. And a police officer will have already adjusted their risk assessment upward if the interaction is taking place in a high-poverty, high-crime neighborhood. Either way, the decision to use deadly force is based on perceived absolute risk, not an actual diagnosis.

Does the absolute risk of violence during mental health crises justify deadly force? Recall that first-episode psychosis is the most dangerous phase of mental illness. Psychosis is hard to hide, but psychosis alone doesn’t justify the use of deadly force. Deadly force is allowed only if “the officer has probable cause to believe that the suspect poses a significant threat of death or serious physical injury to the officer or others.” A 2024 article reviewing twenty-two studies of first-episode psychosis found a 13.4 percent prevalence of “any violence.” That percentage may be “significant,” but the article’s definition of “any violence” included conduct that posed no risk of death or serious physical injury, like merely yelling at someone. Only 2.2 percent of violence resulted in “serious injury.” A 2 percent chance is not a “significant threat.” Deadly force is almost always an overreaction.

* * *

A few months after my release from the hospital, I handwrote an account of my first manic episode. My memory was spotty from the beginning, so I wanted to get some of it on paper before I forgot even more. The story begins the day before I faced off with the police officer. I couldn’t find my bike because I was looking in the wrong place. I decided that the bike had been stolen. That thought set in motion a cascade of magical thinking. The missing bike, I believed, “was telling me to slow down, to breathe, to be.” For the first time in my life, “it felt as if everything fit, everything had been leading up to this one moment of perfect understanding and bliss.” The force of this epiphany knocked me off my feet, literally.

I found myself lying on a sidewalk, laughing and crying. A woman walking a dog stopped to ask whether I was okay. “Yes,” I reassured her, “My bike just got stolen—I really loved that bike.” “You’re mourning your bike—it’s important to mourn sometimes,” she responded. What the woman said strikes me now as extraordinary, maybe too extraordinary. I know I’m not the most trustworthy source, but I believe that the woman and her dog were real and that something like this conversation actually happened.

There’s a reference to “auditory hallucinations” in my medical records from this time, but I’m pretty sure that’s a mistake. I don’t remember ever “hearing voices” or “seeing things” that other people didn’t see or hear. I have a theory about the source of the error in my chart. During mania, I knew God’s plan not because I heard Him speak to me in an auditory hallucination, but because I figured it out myself (more on that later). The closest I came to a visual hallucination was mistaking a stranger for one of my former professors, but I was looking down a long hallway without my glasses.

But even if I’m wrong about what the woman with the dog did and said, what’s most important is what she didn’t do. Notwithstanding my bizarre behavior—I was on the ground sobbing with a ridiculous explanation—she didn’t call 911. Over the next couple hours, I would interact with many more people as I wandered around my Chicago neighborhood. None of them called 911. If any had, I would have confronted the police outside, alone, manic, and armed with my keys, just like Brandon Marshall experienced.

Instead, after the woman and dog moved on, I picked myself up off the sidewalk. My first idea was to meet my friends across the Midway* at the University of Chicago Law School. I thought that we would search together through the stack of applications from special people, like us, who were qualified to escape the world of suffering and achieve enlightenment. I assumed that my friends had reached nirvana before me. But because I had suffered the longest, my reward would be the greatest: a seat on the United States Supreme Court.

A security guard at the law school asked me whether I was there for the trip to the comedy show. Okay, new plan: We’d all meet at Second City* instead of the law school. I couldn’t sit still on the bus in my manic state, so I got off the bus and climbed into the passenger seat of a nearby car. In the driver’s seat was a confused law student. I gave him a hug, then I hopped out of the car and kept moving. My mind locked in on a much better plan, a plan that has saved my life more than once: get back to my wife, Caroline.

The walk from the law school to our apartment should have taken minutes; it took hours. There was so much beauty to absorb on the way. I walked slowly, but the main source of delay was my shifting ideas about where to go. The top of a nearby church tower seemed like the perfect place, but the front and side doors were locked. My mind pivoted quickly. I tried the Robie House,† but the door was locked. Eventually, I decided that our apartment had been the ideal place all along. On the way, a person who appeared to be homeless asked me for money. I gave them all the cash in my wallet, about $100, but I kept my ID and credit card.

Finally, I made it back to our apartment, where I expected to find Caroline smiling like Buddha. Instead, she was frantic. Either she hadn’t achieved enlightenment yet or she was testing me in some mysterious way. I wasn’t sure which, so I decided to hold my cards close to the vest. My mood continued to skyrocket overnight, and by morning I was floridly psychotic and completely out of control. I refused to go to the hospital, so Caroline called our friend Beth for help. Eventually, Caroline had no choice but to call 911. Caroline explained the situation to dispatch and specifically asked for medical assistance. As is typical in these cases, however, an armed police officer was the first to arrive. What could have been a simple medical transport turned into a potentially deadly confrontation.

Today, there is a new national mental health hotline number. Adopted in 2022, the 988 “Lifeline” number is dedicated to suicide and mental health crises (text and chat are also available). The new number is almost certainly saving lives. Overall call volume and answer rate are up significantly as compared to the old, unmemorable 10-digit suicide hotline. The vast majority of crisis center calls are resolved over the phone. Of course, that doesn’t include requests for involuntary transport to the emergency department. In most places, those calls are transferred directly to the 911 call center and, by default, trigger a law enforcement response. The 988 number has no impact on cases like mine.

* * *

There is a better way. In some places, when a person in crisis has no weapon and poses no immediate threat, a response team comprised solely of mental health professionals is dispatched. For decades, we have known that this crisis response model is safer for everyone and has better outcomes. The trailblazing Crisis Assistance Helping Out On The Streets (CAHOOTS) program has operated in Eugene and Springfield, Oregon, since 1989. A two-person team consisting of a medic and crisis worker are dispatched in response to mental health calls. Police backup is needed in only a tiny fraction of cases (approximately 2 percent), and no CAHOOTS staff member has ever been seriously injured. This should not be surprising in light of the research, discussed above, finding that there is only a 2.2 percent chance of serious injury during even the most dangerous type of mental health crisis, first-episode psychosis. According to the organization behind CAHOOTS, the program’s success depends on the fact that 75 percent of responders have lived experience of incarceration, substance use, neurodivergence, houselessness, and other forms of oppression. Lived experiences like these foster understanding and trust.

Some experts believe that all mental health crisis response teams should be led by peers. In San Francisco, there is a peer on every three-member response team. In addition to having a deeper understanding of mental illness, peers are more likely to live in the same neighborhoods as, and share other demographic characteristics with, the people they serve. Master’s degree social workers often live in much different types of neighborhoods than the people they serve. At the same time, it is important to recognize that interactions may be traumatizing for responders with lived experience. Perhaps it’s not fair to ask so much of them, but, given the extreme and increasing shortage of mental health professionals, we may not have much choice.

Notwithstanding the well-known success of CAHOOTS, only in recent years have a significant number of jurisdictions begun to implement similar approaches to crisis response. In many areas, there aren’t nearly enough specialized teams to meet demand. Recently approved federal funding for programs like this should help, but federal funding is precarious and that money won’t be enough without substantial investments at the state and local levels. Ironically, CAHOOTS has saved Oregon millions of taxpayer dollars because the program is less expensive than a police response and much less likely to result in jail or prison. Savings in a single year have been estimated at $8.5 million. Here is a cheap and easy way to reduce killings by police, but few places have adopted it.

It is impossible to identify with certainty any specific individual whose life was saved by a non–law enforcement crisis response. We can never know for sure what would have happened if the police had arrived first. That said, the following true story illustrates how peer-led crisis response can dramatically reduce the chances of an encounter turning deadly. Vania Mendoza, a peer supervisor with San Francisco’s crisis response team, told me this story. It begins with a striking juxtaposition: At a street corner atop one of those beautiful hills in San Franciso, a young Black man named Tyler* is yelling loudly at pedestrians and swinging around a large, serrated knife. Someone calls 911. Because Tyler is wielding a knife, dispatch sends law enforcement, not a crisis team. The police will arrive just a few minutes later.

But by an almost unbelievable stroke of good luck, Vania’s crisis response team happens to be driving on that block at that moment, in between its own assignments. When Tyler, who is a regular client of the team, recognizes their vehicle, he throws down the knife even before the vehicle stops, comes over, and starts venting to the team about his stresses and struggles. They give him some snacks. Vania explains that people with mental illnesses can get “hangry,” just like everyone else. In about two minutes, he’s “de-escalated himself.”

Tyler is calm now, but he’s not out of the woods just yet. Three police cars with lights blaring arrive nearly simultaneously. An officer explains that they got a call about a knife. Somewhat hilariously, Tyler now feels comfortable enough to start directing the scene, telling the cops that they can leave: “We’re good here. I’m fine. There was a problem, but it’s not a problem anymore.” Understandably, the cops still want the knife. Vania points to the knife a dozen or so feet away, under another vehicle. Now Tyler wants to be helpful, so he starts walking over to the knife to get it for the police. Alarmed, Vania sees what’s happening and distracts Tyler by restarting their conversation. The cops retrieve the knife, and the crisis response team gives Tyler a ride back to his neighborhood. It’s quite possible that the crisis response team saved Tyler’s life once, or maybe twice. Either way, this story illustrates how effective a peer-led, non–law enforcement team can be in defusing a potentially dangerous situation. No injury, no arrest, no hospitalization.

It is important to emphasize that, unlike the police, peer-led crisis response teams do not have the power to make an arrest or to force someone into an ambulance. As we will see in chapter 3, jail is perhaps the worst possible place for a person with a mental illness. Emergency rooms are generally better, but hospitals have their own deep pathologies (chapter 2). Peers can always call for backup if needed. So along with saving lives at the scene, avoiding the criminal justice system and the inpatient mental healthcare system are huge advantages of peer-led crisis response.

Peer-led crisis response teams may not be feasible in low-population-density areas. There may not be enough peers or non-peer providers. Oklahoma pioneered the use of iPads to address this issue. Police officers use the devices to connect individuals in crisis directly to an on-screen mental health therapist. The program has helped reduce adult psychiatric emergency department visits by more than 90 percent. The success of that program led lawmakers to distribute connected iPads to homeless shelters and directly to people with mental illness. Easy access to therapy both prevents crises from developing and defuses crises when they arrive, with no need for in-person crisis response.

Peer-led crisis response saves money as well as lives. This is especially true when places take an integrated approach, including specialized mobile teams and mental health stabilization facilities. The cost savings from collaboration can be breathtaking. In Maricopa County, Arizona, a $100 million investment in crisis care resulted in savings of $260 million in psychiatric inpatient spending and thirty-seven full-time equivalents of police officer time and salary.

* * *

Notwithstanding the positive results of CAHOOTS and programs like it, in most parts of the country today, an armed police officer will still be the first to respond to a call for help during a mental health crisis. This is an incredibly dangerous situation. My wife and I certainly didn’t appreciate the magnitude of the risk at that time. And while my survival was not guaranteed, my chances were a lot better than most. Mostly by luck, I had a long list of advantages.

The officer at our door could see immediately that I was unarmed. It’s a little embarrassing, but now I feel fortunate that I was compelled by some delusion or another to have taken off all my clothes a few minutes before the cop arrived. I had no keychain, or anything else, in my hands. That fact alone may have been enough to save my life. According to a Washington Post database, 84 percent of people shot by the police during a mental health crisis were armed. Without a weapon, I did not pose a “substantial threat” of serious bodily harm, so the officer, if pressed, may have reached for a Taser instead of a gun. That’s what happened a few years later when a Chicago police officer used a Taser against an unarmed, naked, sixty-five-year-old woman with bipolar disorder and schizophrenia. That seems like an unjustified use of force, but it’s better to be stunned than dead.*

My odds of survival were higher for demographic reasons as well. I am White, I was over thirty years old, and I was wealthy enough to be standing in a nice apartment, in a low-poverty neighborhood. Almost exactly ten years after my encounter with law enforcement, a Chicago police officer shot and killed Laquan McDonald. Like me, McDonald had been “behaving erratically.” Unlike me, he was only seventeen years old, Black, outside, and in a less advantaged neighborhood. It is true that McDonald was holding a knife, but he was walking away from the police when an officer—who had been on the scene for less than thirty seconds—shot him sixteen times. Most of these shots were fired after McDonald had fallen to the ground.

The McDonald case drew intense media attention only a year after the event when a court ordered the police department to release a damning dash-cam video. Officer Jason Van Dyke was charged and convicted of second-degree murder. Van Dyke was sentenced to almost seven years in prison, but he was released after less than half of that time. The case and cover-up prompted a federal investigation of the Chicago Police Department, resulting in a consent decree (a legally binding agreement between consenting parties) to improve transparency and regulate disproportionate police conduct. The department has made progress in some areas but, as of 2024, was still not in compliance with the consent decree. Without the video, there likely would have been no accountability, either for the officer or at the departmental level.

The biggest advantage of all was that, unlike McDonald, I was not alone. My wife Caroline, a doctor, was on my side of the door trying to calm me down and convince me to get dressed. My friend Beth, a lawyer, had arrived at that point and was in the hallway explaining the situation to the police officer. That’s right: I had my own personal doctor and lawyer communicating with law enforcement on my behalf. It is hard to imagine circumstances more favorable for surviving a police encounter during a mental health crisis.

Even with this embarrassment of advantages, there was one wild card that could have killed me: the content of my delusions. The overwhelming majority of people experiencing first-episode psychosis are not violent at all—as noted above, an average of 86.6 percent combining twenty-two studies. Still, my delusions conflicted with reality in dangerous ways. It is ironic that the period during which I felt most in control of my life was the period I was least in control. I may not have been seeing or hearing strange things, but I was certainly believing them. A delusion is often defined as a fixed false belief. During mania, my delusions were more real to me than anything else. Other thoughts, beliefs, memories, and even present sense impressions didn’t stand a chance. If a delusion contradicted reality, then it was reality that had to give way. The sky was green no matter how blue it looked.

The delusion of being the one in control may seem like a particularly absurd delusion—and it is—but a simple game can illustrate. Have you ever tried to impress the other people in the car by turning a red light green with your mind? There’s a trick that always works. It’s not stealing a glance at the lights in the opposite direction or memorizing the timing—those are obviously cheating. What works every time is redefining success. You point and say “Now,” but the light doesn’t change. Just keep pointing and saying “Now” over and over until the light changes. Then, convince yourself that you were intending from the beginning to change the light on the fifth “Now,” not the first one. Voilà, you changed the light with your mind! Your kids in the back seat won’t fall for it, but you will, if you’re delusional in the way I was.

Moving the goalposts in this way was the key move for me to sustain a delusion of control during my manic episode. There was no such thing as a new fact that didn’t conform to my plan. There was only the seamless and endless revising of the plan to become ever more beautiful and complete. Or, as I put it in my journal, “I was constantly fitting the puzzle pieces together in different and contradictory ways, adding and subtracting pieces as well.” This was not a superpower I wasted on something as trivial as streetlights—no, no, I aimed much higher. In the Bible, Jacob wrestled God all night and eventually prevailed. Never much of a wrestler, I challenged God to a game of poker instead. My version of poker was unique: I would win if I looked at the digital clock at the exact moment it switched over to the next minute. I went all in, wagering what I loved most in the world: my wife Caroline. If I lost, God would take her away from me forever. If I won, God would grant me one wish. Inevitably, I won.


What I did in the showdown was what He should have done the first time—I asked for more time. In that extra time I wished for an infinite number of infinitely good universes. This, I thought, was like wishing for more wishes. It maximized goodness. There would be no more pain and suffering. But I guess my wish didn’t cover our own universe because it didn’t change perceptibly. And I wonder now whether I didn’t take this lack of change as a sign that there actually wasn’t any room for improvement. Writing now it seems as if God and I did essentially the same thing—we stalled. Although I have no recollection of it, Caroline tells me I was screaming, “This is the best of all possible worlds!” in the hospital later that day. I do remember feeling that way.



It was only a few moments after the poker game that I opened the door and stood face-to-face with the police officer. The delusion of control is dangerous when it butts up against someone with real power, especially someone armed with a gun and handcuffs. Insisting that you are in charge, and that the police officer is not, is a perilous thing to do. In some circumstances, failing to follow a police command can prompt deadly force even if psychosis alone does not. If just walking away can get you killed, as it did Laquan McDonald, then direct confrontation is a crazy thing to do.

To make matters worse, I knew that I was not just omnipotent, but also omniscient. Cops must love that, too. I understood how and why God had created an imperfect world, hoping it would be perfected with time: “So he created variety and vastness, along with the laws of nature that make evolution possible.” I alone could see the full plan. In that moment, I was “smarter than God.” I was all-knowing and all-powerful, so why did I obey the command of a mere mortal cop? I had already dismissed urgent pleas by Caroline, Beth, and the EMTs to get on the gurney before the cop told me to. A day or two later, while I was still manic, a nurse on the psych ward told me it was against the rules to take the entire bowl of fresh fruit back to my room. “We both know rules are meant to be broken,” I boldly responded. She let me take the bowl rather than pushing back. I don’t think the officer would have been that understanding.

In 2021, the New York Times examined fatal traffic stops and concluded that in many cases, police responded “with outsize[d] aggression to disrespect or disobedience.” Officers even have a name for it: “contempt of cop.” Less than two years later, Memphis police pulled over a twenty-nine-year-old Black man named Tyre Nichols. During thirteen minutes of the encounter captured on video, police officers issued seventy-one commands that the Times described as “confusing, conflicting and sometimes even impossible to obey.” Nichols’s failure to comply led to escalating force. Police beat Nichols to death.

Delusions of grandeur are dangerous on their own, but paranoia multiplies the risk. Just a few days after the encounter with the cop, I was wandering the psych ward at night. They usually just let me wander, but I must have been making too much noise that night because someone called security. The guards tried to convince me to get out of the hall and into the TV room. They were probably trying to get the noise level down so the other patients could sleep, but I knew that their real plan was to isolate me, then sodomize me with nightsticks. When I think about this moment, I can still feel the terror. I have only a spotty memory of what happened next. I must have physically resisted because I think I was held face down on a bed and forcibly injected with a sedative.

Days earlier, my delusions felt great. When the officer leaned forward and commanded me to get onto the gurney, I did. I have no idea why I deferred to the officer—after all, I thought I was smarter and stronger than God. If I had perceived the police officer to be a threat, like the hospital security guards just days later, I would have fought back. I wouldn’t have been able to stop myself. My delusions were in control, not me.

It is disturbing to realize that you are alive because of outrageously good luck. I had many built-in advantages when I stood face-to-face with the police officer, including age, race, and wealth. But Brandon Marshall too had these. The most critical factor for me may have been timing. No one who observed my bizarre behavior when I was wandering alone in public called 911, so I ended up facing law enforcement later, in our apartment, unambiguously unarmed and flanked by my own personal doctor and lawyer. Even then, survival was not assured. My grandiose delusions still could have gotten me killed—just days later during the same manic episode, I scoffed at one authority figure and physically resisted others in uniforms. As great as he was, I doubt the police officer at our door would have liked either response.


Takeaways


	Police kill far too many people each year responding to mental health calls.

	These interactions are potentially dangerous, but the absolute risk of serious injury is tiny.

	In most cases, peer-led crisis response teams are better at avoiding injury, death, and needless trips to jails and hospitals.

	As the next two chapters will show, jail and hospital are extremely bad options.






Notes


	
*  Controlling for neighborhood characteristics eliminated entirely a Black–White disparity in levels of violence among people with mental illness. John Monahan, Henry J. Steadman, Eric Silver, Paul S. Appelbaum, Pamela Clark Robbins, Edward P. Mulvey, Loren Roth, Thomas Grisso, and Steven Banks, Rethinking Risk Assessment: The MacArthur Study of Mental Disorder and Violence (Oxford University Press, 2001), 58.

	
*  The “Midway Plaisance” is a mile-long stretch of grass connecting two bigger parks on the south side of Chicago. The Midway was the site of the world’s first Ferris wheel in 1893. I was on a different kind of ride.

	
*  Second City is a premier venue for improvisational comedy. Notable alumni include Bill Murray, Steve Carell, Jordan Peele, Tina Fey, and Stephen Colbert, among many others.

	
†  The Frederick C. Robie House is an architectural masterpiece designed by Frank Lloyd Wright, which fit well with my delusions of grandeur.

	
*  Not his real name.

	
*  Tasers are less lethal than firearms, but a significant number of people die after being Tased by police. Katie Conlin, “Shock Tactics: The Taser Cases,” Reuters Investigates, accessed June 5, 2025, https://www.reuters.com/investigates/special-report/usa-taser-database/.










CHAPTER 2
Hospital


Jon Brock was a resident at Alabama’s Bryce Hospital in the 1960s. After six rounds of painful shock treatment, Jon convinced his older sister to withdraw consent. When a guard came to collect Jon for another round, he told the guard that consent had been withdrawn. The guard heard Jon but said nothing and took him anyway. Jon told an attendant about the withdrawal of consent and got the same blank look. The attending physician didn’t care either. His response was: “Get up on the table.” Jon remembers “a slam of the electricity through [his] head.”

* * *

There is no way to understand the current state of inpatient psychiatric care in the United States without understanding history. As was true in the Civil Rights Movement, Alabama played a leading role. The Alabama Insane Hospital was founded in 1859. It was later renamed Bryce Hospital. By the 1870s, virtually every state had at least one comparable state-funded psychiatric hospital. For many years, conditions for residents at Bryce were good, often better than at home or in the community.

Driven by underfunding and overcrowding, however, Bryce deteriorated dramatically during the first half of the twentieth century. The patients themselves sounded the alarm in 1951 in a remarkable weekly newsletter called The Bryce News: Of the Patients, By the Patients, For the Patients. The third issue reported that Alabama spent only $1.29 per patient per day, well below the national average. “Alabama owes it to her mentally ill to bring her appropriation to the nation’s average or much nearer than the present.” The patients also listed some of the outrageous staffing ratios, including one psychologist for every 2,140 patients. A related criticism was overcrowding. According to the patients, Bryce was the most overcrowded state hospital in the country, with a patient census well over double its rated capacity.

Conditions got even worse during the next twenty years. One journalist described Bryce Hospital as a “hellhole” with human feces on the walls and urine soaking the floors. Photos show patients strapped to rocking chairs. In 1971, Bryce housed approximately five thousand people with only three psychiatrists on staff. Some have said that Bryce in this timeframe resembled a warehouse more than a hospital. While the “warehouse” description accurately captures the lack of meaningful treatment, it misses the reality of affirmative mistreatment, including electroshock therapy and solitary confinement.

When I asked Jon Brock what people don’t understand about Bryce in that era, he paused for a moment, then said:


For lack of a better way to say it, the experience of being committed to an insane or a mental hospital, particularly during those times. . . . You were voided. . . . You cannot own property. You cannot buy and sell anything that by default was in truth yours. You could not marry. You could not take any legal action whatsoever on your behalf. Legal actions were things that were done to you. I don’t want to say for you, but were done to you. Whatever human capacities you had that were recognized in all settings or in these settings, you’re no longer counted as having that capacity. You were legally no longer a person.



In 1970, guardians of patients at Bryce filed a class action lawsuit against the State of Alabama called Wyatt v. Stickney. The next year, federal judge Frank Johnson announced for the first time in U.S. history that involuntarily hospitalized psychiatric patients have a constitutional right to treatment: “To deprive any citizen of his or her liberty upon the altruistic theory that the confinement is for humane therapeutic reasons and then fail to provide adequate treatment violates the very fundamentals of due process.” The right to treatment was a huge legal victory, but even bigger was the right to have rights.

The state initially agreed to a detailed set of minimum requirements, including 1 psychiatrist for every 125 patients (down from almost 1,700). Almost immediately, however, the state reversed course and fought vigorously against implementing the very changes it had just agreed to make. In the end, it took thirty-three years for Alabama to come into compliance with the so-called “Wyatt standards.” The state’s primary strategy was not to hire more psychiatrists, but rather to bring down staffing ratios by releasing patients.

This “deinstitutionalization” occurred all over the country, not just in Alabama. Bryce was an extreme case, but most state psychiatric facilities were overcrowded and provided little treatment. Nationwide between 1970 and 2018, the number of beds in state psychiatric hospitals fell by 84 percent. That oft-cited statistic is a bit misleading. In more recent decades, the number of psychiatric beds in general hospitals and beds in private specialty facilities has increased—probably not by enough to make up the difference, but the exact numbers are unknown.

* * *

One product of the inpatient bed shortage in hospitals is longer wait times in emergency departments. Currently, many individuals in acute mental health crises are stuck “boarding” in emergency departments for days, weeks, or even months, until an inpatient bed becomes available. The number of people affected is enormous. For example, in North Carolina on any given day in January 2023, an average of 350 people waited in emergency rooms for psychiatric beds.

Here’s how one peer advocate described her experience to me: People were


screaming and yelling, and no doors, and it was horrible, you know, they wouldn’t give me my regular medication for my blood pressure. It was a nightmare, and I stayed there for the week of Martin Luther King’s Birthday. That, and you know nothing was open. Nothing was being done. I don’t even remember what we ate. My kids couldn’t find me for three days. They didn’t know if their mother was alive or not for three days.



Being in the emergency department for a prolonged period is never a good option, but it is a particularly bad option for psychiatric patients. The whole design is wrong. “The ER is a bright, loud, noisy, sometimes very chaotic, always changing environment that’s on 24/7, 365,” explained Dr. Kevin Steinl, head of emergency medicine for one North Carolina healthcare system. Conditions like these exacerbate mental health crises.

Some emergency departments respond to behavioral problems with seclusion and restraint. In a 2018 lawsuit against the state of New Hampshire, a group of “boarded” individuals claimed that many of them were “detained in conditions that are tantamount to solitary confinement.” Rather than improving its emergency departments, New Hampshire initially paid lawyers to defend the lawsuit, just as Alabama had done fifty years earlier in the Wyatt case.

New Hampshire only agreed to settle the case after hospitals joined the suit and convinced the trial court that the state was unlawfully seizing their property by forcing them to hold the patients. Of course, the hospitals could have added inpatient psychiatry beds, but that would have cut into their profits because each psychiatric hospitalization earns far less than using the bed for surgical or other medical purposes. The financial cost of providing care apparently counted for more than the human cost of not providing it. To its credit, the State of New Hampshire chose not to appeal but instead announced that it would eliminate emergency room boarding within two years as part of a comprehensive plan. In December 2024, the state reported that there were no adults boarding in ERs waiting for inpatient psychiatric care.

Some time in emergency rooms is inevitable, and long waits remain in other states. The number of visits is simply too large. Nationally, emergency departments receive over ten million psychiatric patients each year. There is a proven way to provide much better emergency room care for people during mental health crises. In 2012, Doctor Scott Zeller created the first EmPATH unit, which is short for Emergency Psychiatric Assessment, Treatment, and Healing. Zeller converted a large waiting room into a calm space with soft lighting, TVs, and card tables. Now, arts and crafts are also encouraged. Some healthcare professionals predicted that putting patients in crisis together in a shared space would cause them to agitate one another. The opposite turned out to be true: Behavioral problems became significantly less frequent. EmPATH staff are trained differently as well. They don’t try to solve every problem with medication. Sometimes, staff members just ask patients what they need. It could be something as simple as getting an item their family left for them.

Respecting patients’ autonomy, even those in crisis, can produce better outcomes. In one research study, Zeller asked mentally ill patients in emergency departments to graph their well-being over time. Things got better and worse, they reported, but the overall trend was in the wrong direction. Nearly every patient described the worst of it as the moment they “lost control.” Zeller’s response? Give patients back a sense of control. Now, patients in EmPATH units can get themselves water and basic supplies, for example, rather than depending entirely on busy staff. Small movements toward thoughtful patient-centered care can have big impacts.

A key component of the EmPATH model is to reduce the amount of time patients wait to be seen by healthcare professionals. This shift can also result in higher revenues for emergency departments since patients faced with long waits often leave before being assessed. The patients who leave will likely be back, and in worse condition. When patients receive care more quickly and humanely, fewer end up needing hospitalization. One Minneapolis EmPATH unit reduced hospital admissions for mental health crises from 40 percent to 15 percent. Repeat visits also go down with EmPATH units. The most important goal of the model is to “formulate an appropriate disposition and aftercare plan.” In other words, don’t just kick the can down the road.

Another approach to dealing with mental health crises avoids the hospital entirely. In 1989, New York state authorized stand-alone psychiatric emergency programs. Better late than never, Alabama since 2020 has committed funds to build six 24/7 mental health crisis centers around the state. People can voluntarily come into these centers for services. In addition, first responders can bring people to the centers instead of to jails or emergency departments. At each center, the individual can receive stabilization, evaluation, and psychiatric services. There are beds available for stays up to a week. All the crisis centers in Alabama have peer support specialists on staff.

A pilot study in Utah demonstrates the promise of the crisis center approach. During the first seven months the Utah center was open, it provided services to 228 people. About half of those individuals were dropped off by law enforcement—among those, 45 percent would have gone to jail but for the center. Nearly 20 percent would have gone to the emergency department. Because of the center, people received appropriate treatment more quickly, and healthcare system costs went down.

* * *

Jesse Mangan first interacted with the mental health system at age nineteen. It was the beginning of his sophomore year at the University of Massachusetts Amherst. He had lost a bunch of weight in the previous year, but it had been gradual and he didn’t really notice. His goal was not to lose weight, but simply to eat healthy and exercise. Family members began to express concerns. He thought they were just exaggerating the issue—that is, until he started feeling less tolerant of pain, cold all the time, and experienced decreases in energy level and ability to focus, and a compulsion to exercise. Jesse filled out a survey and met all the criteria for an eating disorder. He tried to join a peer support group, but the group didn’t allow men.

Jesse’s next attempt to get help was an appointment with a nutritionist at student health services. He showed up promptly at 9:00 a.m. on a Wednesday in October 1999. What happened next radically changed the course of his life. The nutritionist called in a doctor. The doctor told Jesse he was in such an extreme condition that he might die if he moved too much. Then the doctor called in a psychologist. Jesse’s brother was in the room ready to drive him to whichever hospital they recommended, so it was a shock when EMTs (emergency medical technicians) strapped Jesse to a gurney and drove him away in an ambulance. They deposited Jesse in a locked psychiatric ward and told him he couldn’t be released until Monday at the earliest.

Jesse was confused. Why the gurney and ambulance? The psychologist later explained that he didn’t trust Jesse’s brother to drive him to the hospital because the psychologist had observed the two of them laughing earlier that day. Why the locked psych unit? The psychologist’s stated justification was that Jesse was suicidal. The opposite was true: Jesse was afraid of dying and wanted treatment. Later, the psychologist admitted that he didn’t actually believe Jesse was suicidal, but that saying so was the easiest way to get him into a facility. Plus, it was 5:00 p.m. and the psychologist had to pick up his child at soccer, or something like that, Jesse recalls.

Things went even farther downhill. Jesse would be involuntarily hospitalized two more times. In the end, he thinks all of this “treatment” did more harm than good. The anorexia symptoms faded after a few years, but he has suffered from post-traumatic stress disorder (PTSD) starting from that first day to the present. For fear of being hospitalized again, Jesse has not seen a doctor for the past fifteen years. Twice, he almost died in his apartment from low blood sugar. The second time he didn’t even cry out for his sleeping wife because he thought she might call an ambulance.

* * *

Bryce Hospital in 1970 did not have the resources to provide adequate inpatient care. There were too few staff and way too many patients. Some patients had no business being hospitalized at all; they weren’t even mentally ill. The named plaintiff in the landmark right-to-treatment case was among them. Ricky Wyatt had been sent to Bryce at age fourteen. His only diagnosis was delinquency. This was possible because probate judges at that time were authorized by statute to send any individual that they deemed “sufficiently defective mentally” to facilities like Bryce.

Harry London was another patient at Bryce who didn’t belong there. I know nothing else about London, but I cannot believe a “mentally defective” person could have written this poem (which appeared in the third issue of The Bryce News):


I WAS MYSELF

I am myself—not yet, but shall be;

Less than I become, more than I do;

Equal to my friends; less than my love;

More than my work, less than my poetry;

Making and unmaking myself—man;

Rebuked and doubted and the between,

And hide myself and give myself away;

And say less than I think, more than I mean.

I built a house which I may not inhabit,

And sow a vineyard which I may not reap,

And ponder with problems which are not my own,

And read a language I may never speak—

And joke and err and plan to be forgiven.

I am all these I do; like many, have

Offenses more than thoughts; but no helpers,

Except the words I cast into the mails.



In 1974, an Alabama federal court examined the question of who could be involuntarily committed and held that merely having a mental illness was not enough. The state also had to prove that the person “poses a real and present threat of substantial harm to himself or to others.” And if danger to self but not others is the basis for commitment, the state must also prove that the person lacks the mental capacity to make their own decision regarding hospitalization. Over 1,200 patients were released just a year after this opinion. Every state now requires a showing of dangerousness for involuntary hospitalization—also commonly referred to as “civil commitment.” Both the right to treatment and the dangerousness requirement originated from the principle that people don’t forfeit their right to liberty just because they have a mental illness. These two judicial decisions were a logical extension of the Civil Rights Movement of the 1960s: Discrimination based on mental disability is like discrimination based on perceived race or gender. In each case, a person is deprived of their rights because of a status they didn’t choose.

I have a unique perspective on this history. From the door of my office, I can see the historic Bryce Hospital building. I once took a tour of parts of the hospital that were no longer in use. I noticed an empty wooden coffin leaning against a wall in the crumbling auditorium. “What’s that doing here?” I asked. “Yeah, they used to make those themselves,” the guide replied. For most of its history, Bryce was truly a place where patients came to die, not to get better. If I had been born sooner, I could well have died as a patient at Bryce. During my first two manic episodes, I spent twenty-eight days of my life in a locked psychiatric ward. I always tell the exact number of days because I experienced each day as a new injury, and I tried every day to get out. I know now that I needed to be confined during those episodes, but the trauma was nonetheless real. Toward the end of my first hospitalization, one doctor-in-training casually said I could be discharged “today, tomorrow, or the next day.” I was enraged. It might not have mattered to him which exact day I was released, but it sure as hell mattered to me. Jon Brock observed the same thing when he went back to Bryce to mentor other patients: they all knew exactly how long they’d been there (one for decades), but They had no idea when they’d leave. Jon explained that everyone at Bryce was trying to get out, not to get better.

The cost of providing adequate inpatient care was an important driver of deinstitutionalization, but another important factor is the development of new medications that can stabilize patients faster. More effective treatments mean that psychiatric units are no longer dead ends; now, psychiatric hospitalization is usually just a pit stop. Patients stabilize enough to be released relatively quickly. This has radically changed the nature and duration of involuntary hospitalization. Most stays now last only a few days—no need to make your own coffin. As a result, notwithstanding the massive reduction in public inpatient beds, the number of civil commitments has barely changed. That’s only possible because each bed is being used over and over, rather than serving as a final destination for just one person.

It is estimated that approximately 40 percent of individuals discharged from inpatient psychiatric care return within a year. If the goal is to reduce future hospitalizations, civil commitment is not working very well. There are, however, other goals. Civil commitment of a person who presents an immediate danger to self or others reduces the risk of harm in the short term. This would be true even if no treatment were provided: Units are generally locked and do not contain objects commonly used in suicide attempts. Unfortunately, involuntary hospitalization will sometimes be needed, at least until we find and implement other effective ways to defuse dangerous crises.

Civil commitment has long been the default approach to mental health crises in every state, even though it entails a massive deprivation of liberty. The legal and ethical questions raised by that trade-off have been explored in countless books and articles. Many doctors and others assume that involuntary hospitalization benefits patients beyond the acute crisis. There is, however, little evidence of any such benefits.* Still, until we have robust alternatives to manage mental health crises, forced hospitalization may sometimes be inevitable. The “revolving door” phenomenon is not. The key is connecting patients at discharge to resources in the community. Until that regularly happens, involuntary hospitalization amounts to just kicking the can down the road.

Programs that prevent the next crisis are the best way to avoid forced treatment and costly inpatient stays, not to mention the human suffering caused by the crisis itself. One solution employs people who have themselves successfully navigated the system—known as “peer bridgers”—who are uniquely able to assist individuals leaving the hospital. Social workers and other professionals can provide information; peers can also provide deeper understanding through firsthand experience, an ongoing mentoring relationship, and inspiration. Evidence from a long-standing peer bridger program in New York suggests that the program substantially reduces the incidence of rehospitalization, from around 40 percent to 29 percent.

* * *

“Where are you? I’m coming to get you.”

Those words saved more than one life. Anna Fiscus-Surita started self-injuring at age ten. Before reaching adulthood, Anna had experienced sexual assault by a family member, substance use, and a suicide attempt. A stay in a psychiatric hospital felt to her like a “punishment,” not a path toward healing; “It just reiterated to me that I was broken and I deserved to be treated in certain ways.” She previously identified more with substance use and criminal justice involvement, but has come to recognize her deep-rooted trauma and complex PTSD. At age eighteen, Anna began cycling through jail, hospitals, and the street as a result of her substance use and other mental health problems.

That vicious cycle continued for nearly twenty years. When Anna was eight months pregnant, having lost custody of her older children, she found and was trying to enroll in a one-year residential program for women and children. Anna had missed multiple appointments because she didn’t have transportation. When she called the program to explain, Anna recognized the voice on the other end of the line as a person she knew but hadn’t seen in years. “Where are you? I’m coming to get you.” That astonishing coincidence and the car ride that followed made it possible for Anna to begin her journey of recovery.

Anna is now the director of a “peer respite” program in Charlotte, North Carolina. A peer respite provides a safe space for people experiencing mental health crises. There are different models of peer respite. Anna’s respite is organized and run by peers, not by non-peer supervisors. It is based on a successful model from Massachusetts. There are beds for short stays (up to ten days in Anna’s program), but there are no clinical services or restrictions on movement. In these ways, a respite is basically the opposite of a locked psychiatric hospital or unit. Anna describes it as a bed-and-breakfast-like environment.

Peer respites are not appropriate for people in truly dangerous situations, who may need involuntary hospitalization, but respites provide a nonrestrictive, supportive, residential option. Clients at the respite are asked up front what they hope to get out of their stay. The staff are guided by those goals, not some preset vision of how recovery should look. Anna explains:


It’s all driven by the person. . . . We’re not fixers. We don’t have that power. But we can walk with you as you’re working on whatever, or we can sit with you if you want to . . . just safely share what you’re going through and vent without fear that you’re going to be labeled or given medication or forced to go into treatment. Like it’s just a safe space to be who you are, where you are, and [we’re] not gonna try to change any of that. Our biggest tool is sharing our experiences and holding space, creating space for people to just be. So it’s just a very different healing approach.
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