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New Hospital Director Hired To Run
Is Considered Alyssum Peer House
As Best Plan
by ANNE DONAHUE
Counterpoint

Secure Residence Dropped
As Administration Looks
To 50+ Beds to Replace VSH
MONTPELIER — With a new administration in place, years of planning one set of options for closing the current Vermont State
Hospital have been dropped in favor of a return to an original plan to construct a new facility in the range of 40 to 54 beds.
The legislature has approved money to
conduct an initial site review on the campus
of Central Vermont Medical Center in Berlin.
A new state hospital there would cost an estimated $60 million to build.
Plans that had been approved for a secure
residence on the Waterbury campus for 15 patients, and consideration of a possible addition
at Rutland Regional Medical Center, have
now been rejected.
A plan for a new specialty hospital was first
recommended six years ago by the Futures
stakeholder committee but was rejected by the
legislature at that time as being too costly.
Instead, a consulting group was hired, and
it recommended scattering smaller expansions
(Continued on page 4)

‘SURVIVING TO THRIVING’ was the theme of
the 2011 statehouse exhibition of the Art Therapy Association of Vermont in May. This untitled
oil pastel is the work of a client from Washington
County Mental Health Services. More work
from the show is on page 24.

MONTPELIER — An executive director has
been hired to direct the peer-operated crisis
respite program, Alyssum, a critical step forward
in the project’s development.
Gloria van den Berg accepted the position
after a lengthy search by the Alyssum Board of
Directors. That means it has reached the point of
“taking it off the paper and making it happen,”
van den Berg said in a recent interview.
The board’s search for a centrally located
rental home is also in final stages. The lease and
approval process could be finalized before the
end of June.
It was was Alyssum’s enormous potential that
inspired van den Berg, and in considering the position she said she felt, “I wouldn’t take it as a
job; I would take it because it felt right.”
Making it through her life was the result of
peer support, van den Berg said,. “I don’t know if
I’d be here if it weren’t for peers.”
She left a position in a law firm clerking to become an attorney in order to assume the new position. She had found she “really didn’t have a
passion” for that work, and it was the application
process itself that “ignited an interest” and led her
to believe Alyssum was “what my life has been
about. This job is tailor-made.”
The program will begin with two beds, but
may expand later, according to earlier planning.
It developed after a commitment by the Department of Mental Health to include a consumer-run
(Continued on page 10)

New Commissioner Takes the Reins
by ANNE DONAHUE
Counterpoint

WATERBURY — History can have unusual twists.
Five years ago, when first looking at moving from Ohio
to Vermont, there were two jobs that interested Christine
Oliver.
One was the position as Deputy Commissioner of the Division of Health Care Administration, which regulates hospitals and health insurance. That was the one she took. The
other was the position as Commissioner of Mental Health.
That is the one she began this past January.
“It was a really tough decision at the time” choosing between the two, Oliver said in a recent interview, but the ap-

peal of directing the Department of Mental Health remains
the same: “seeing the potential to really impact a very vulnerable population.”
In her very first case working for a firm in Ohio after
graduating from law school at Ohio State University, she
represented a patient in a civil commitment hearing.
Her primary background, however, has been in public
policy. She had been the senior policy advisor for health and
human services for Governor Robert Taft and his liaison to
the six human services offices there, including mental
health, before leaving Ohio.
Oliver described herself as a supporter of integration of
(Continued on page 3)

Christine M. Oliver
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Rights & Access
Programs
Vermont Legal Aid

264 No. Winooski Ave, PO Box 1367
Burlington 05402; (800) 889-2047
Special programs include:

Mental Health Law Project

Representation for rights when facing
commitment to Vermont State Hospital,
or, if committed, for unwanted treatment. 121 South Main Street, PO
Box 540, Waterbury VT; 05676-0540;
(802) 241-3222.

Vermont Client Assistance
Program (Disability Law Project)

Rights when dealing with service
organizations, such as Vocational
Rehabilitation. PO Box 1367, Burlington VT 05402; (800) 747-5022.

Disability Rights Vermont

Advocacy when dealing with abuse, neglect or other rights violations by a hospital,
care home, or community mental health
agency. 141 Main St, Suite 7, Montpelier
VT 05602; (800) 834-7890.

Vermont Psychiatric Survivors

Contact for nearest support group in Vermont, recovery programs, Safe Haven in
Randolph, advocacy work, Counterpoint.
1 Scale Ave., Suite 52, Rutland, VT 05701.
(802) 775-6834 or (800) 564-2106.

Vermont Federation of Families
for Children’s Mental Health

Support for families and children where
the child or youth, age 0-22, is experiencing or at risk to experience emotional,
behavioral or mental health challenges.
1-800-639-6071 P.O. Box 507, Waterbury,
VT 05676. www.vffcmh.org

National Alliance on Mental Illness - VT (NAMI-VT) Support, education and advocacy for families dealing
with mental illness. 1-800-639-6480,
162 S. Main St., Waterbury, VT 0567;
www.namivt.org; info@namivt.org

Vermont Division of Health Care
Administration
Banking, Insurance, Securities & Health
Care Administration/BISHCA; Consumer
Hotline and Appeal of Utilization Denials:
(800) 631-7788 or (802) 828-2900

Health Care Ombudsman

(problems with any health insurance or
Medicaid/Medicare issues in Vermont)
(800) 917-7787 or 241-1102

Medicaid and Vermont Health
Access Plan (VHAP) (800) 250-8427
[TTY (888) 834-7898]

MindFreedom (Support Coalition

International); www.MindFreedom.org
toll free (877) MAD-PRIDE; (541) 3459106 Email:office@mindfreedom. org

National Empowerment Center

Information and referrals. Lawrence MA
01843. (800) POWER 2 U (769-3728)

The Department
of Mental Health
Phone number: 802-241-2601
Mailing address: Wasson Hall,
103 S. Main St., Waterbury, VT 05671
www.mentalhealth.vermont.gov

Counterpoint

Conferences
Alternatives 2011: Coming Home

Alternatives 2011: “Coming Home: Creating
Our Own Communities of Wellness and Recovery,” will be held Oct. 26-30 in Orlando, Fla.
The theme was selected to reflect the yearning
for home by military veterans, individuals with involvement in the criminal justice system, and
those who are homeless. The National Mental
Health Consumers= Self-Help Clearinghouse is organizing this year=s conference. It is a peer-run
technical assistance center funded by the Substance Abuse and Mental Health Services Administration. More information, including about
scholarships, will be provided on the new Alternatives Web site: http://www.alternatives2011
.org. The Clearinghouse is at info@mhselfhelp.org.

Peer Specialists: August 22-24

The fifth annual conference of the National
Association of Peer Specialists will take place at
the Sheraton Raleigh Hotel in Raleigh, N.C., August 22-24. The conference will be preceded by a
free institute, offered by OptumHealth, about how
peer-run organizations can achieve sustainability,
on August 22 from 9 a.m. to noon. A registration
form is available at http://www.naops.org/id5.
html. For more information about the conference,
see the NAOPS website http://www.naops.org.
Source: http://www.naops.org

WRAP: August 1-3

The first international WRAP (Wellness Recovery Action Plan) conference, organized by the
Copeland Center for Wellness and Recovery, will
take place August 1-3, at the Sheraton Society Hill
Hotel in Philadelphia.
Applications for scholarship help may be available to
represent Vermont at out-of-state conferences. (Contact Vermont Psychiatric Survivors at 1-800-564-2106)
Locations on the Web:
! Vermont Department of Mental Health
www.mentalhealth.vermont.gov
!National Mental Health Consumer
Self Help Clearinghouse:
www.mhselfhelp.org/
!Directory of Consumer-Driven
Services: www.cdsdirectory.org/
!ADAPT: www.adapt.org
!MindFreedom (Support Coalition
International) www.mindfreedom.org
!Electric Edge (Ragged Edge):
www.ragged-edge-mag.com
!Bazelon Center/ Mental Health Law:
www.bazelon.org
!Vermont Legislature:
www.leg.state.vt.us
!National Mental Health Services
Knowledge Exchange Network (KEN):
www.mentalhealth.org
!American Psychiatric Association:
www.psych.org/public_info/
!American Psychological Association:
www.apa.org
!National Association of Rights,
Protection and Advocacy
(NARPA):www.connix.com/~narpa
!National Institute of Mental Health:
www.nimh.nih.gov
!National Mental Health Association:
www.nmha.org

E-mail for DMH personnel can be sent in the following format:
FirstName.LastName@ahs.state.vt.us
Direct phone lines:
Commissioner Christine M. Oliver – 802-241-4008
Deputy Commissioner Rebecca Heintz – 802-241-4008
Director of Mental Health Services Frank Reed – 802-241-4003
Adult Services Director Dr. Trish Singer – 802 -241-4010
Child, Adolescent and Family Unit Director
Charlie Biss – 802-241-4029
DMH Legal Unit — 802-241-4077

1 Scale Avenue, Suite 52, Rutland VT 05701
Phone: (802) 775-2226
outside Rutland: (800) 564-2106
email: counterp@tds.net
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Commissioner Takes Reins

(Continued from page 1)
mental and medical health care, consumer direction in decision-making, and the statutory commitment of the state to be working towards a
system free of coercion, she said.
“We’re not there yet” in eliminating coercion,
she said, but that doesn’t keep it from being “a
laudable goal” and a priority.
At the core of her long term vision for the department, however, is integrating mental health
“into the systems of care” as a whole, in both the
public and private health systems. Current health
care reform efforts in the state will help, she said,
both based on applying a “best practice focus”
and through payment reform.
Consumer direction in policy and planning is
really about gaining input in the decision-making
process, from Oliver’s perspective, “if it really is
meaningful input” that is supported.
That means at every stage of the process, and
“early is better.”
For example, she said, when she came in as
the new Commissioner, it was clear that the state
hospital replacement was one of the immediate
priorities. She tried to look at the project “with
fresh eyes” that included having the benefit of all
of the earlier stakeholder input.
“As soon as it looked like we were making (a)

VSH Director
Steps Down
After 7 Years

WATERBURY — Terry Rowe announced a
decision in May to retire as the executive director at the Vermont State Hospital after seven
years spent working “trying to climb out of a very
deep hole.”
Rowe took over the hospital leadership shortly
after two suicides and decertification by the Centers for Medicare and Medicaid Services. Rowe
said the process was “challenging, for sure,” but
“rewarding, most certainly.”
With any new administration, there is both a
learning curve and “all sorts of energy” that come
with a new vision for services, she said. She
noted both the change in direction for how the
current VSH will be replaced, and new hopes for
recertification of the current facility.
“I’m not having the same level of energy” for
seeing change again, she told Counterpoint. “I
felt I needed to decide to either continue my commitment to the hospital or look at other options,”
she wrote in an email announcing her resignation.
“Standing at the turning point, I knew the
pressure, stress and demands of this 24 hours a
day, 7 days a week job would continue unabated.
In the end, I chose to pursue a life where work is
a part of what I do, not its defining purpose.”
She has accepted the position of Registry Review Unit Director in the Department for Children and Families.
Commissioner Christine Oliver said that
Deputy Commissioner Rebecca Heintz took on
duties as acting executive director upon Rowe's
departure at the end of May, and that “we are already in discussions with potential interim leaders.” That individual will also assist in the
recruitment of a permanent executive director,
she said. “We want to ensure that we act thoughtfully and methodically to find a leader to take
VSH into the future.” AD
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change,” she immediately reached out to all of
the existing groups and committees, such as the
Transformation Council and the State Program
Standing Committee on Adult Mental Health.
Along with the state hospital, Oliver’s immediate priorities are the Integrated Family Services
initiative and the community system of care. The
family initiative is an Agency of Human Services
effort to coordinate child and family services
among all departments.
Within adult services, it’s about “ensuring
what people get is what they need,” working in
partnership with the designated agencies that provide for those needs. A brief uproar during the
legislative session when the state asked for a
change in law for the designated agency system
was misunderstood, Oliver said. “It was never
about ‘we want to blow up the designated agency
system,’” she said. The intent was to give the department more authority to direct various program resources more flexibly among the parts of
the system.
On the agenda for next year’s legislative session will be, “hopefully... a package for the state
hospital” to move replacement planning forward.
In addition, if the department takes the position that there is a need to change involuntary
treatment laws in Vermont, Oliver expects that
legislative proposals would be brought forward.
The Commissioner stressed that, for now, it
remains an “if.” She expects to begin a very focused discussion among the stakeholder committees and with individuals who have strong
interests in the subject. It will be about more than
the question of changes in involuntary medication law, Oliver said, but rather, a discussion
about a number of treatment issues, including involuntary hospitalization related to children.
When it comes to new treatment settings in
Vermont, the new commissioner arrived with a
wealth of information from her previous role as
deputy commissioner at the Department of Banking, Insurance, Securities and Health Care Administration since 2006.
She managed the health care administration
division, responsible for regulating health insurance, quality of care, and consumer education
and protection. The division also reviews hospital budgets and approves “certificates of need”
for major hospital expenditures.
The division was thus responsible for oversight of the conceptual certificate of need for
planning for the replacement of the Vermont
State Hospital and review of the application for
the secure recovery residence in Waterbury.
Although the commissioner of BISHCA
granted regulatory approval for the secure residence, that department’s role in the planning is
very different, Oliver said. Its role is in “applying the statutory criteria” to determine whether a
health care project meets the laws addressing
need and cost, but not the policy question of what
the best approach is. Under Oliver’s new hat as
Commissioner of Mental Health, the question of
making the best policy decision comes first.
Prior to her role with the governor in Ohio,
Oliver served as General Counsel for the Ohio
Department of Mental Retardation and Developmental Disabilities, an agency that serves 60,000
individuals through 12 state-operated developmental centers, 88 county boards, and 1,300 private providers. She previously was an associate
with the Ohio law firm of Delligatti, Hollenbaugh
& Briscoe, with a focus on business and health
care litigation. She has a Bachelor of Science in
Business Administration from Youngstown State
University.
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Staff Praised
For Response
To Brooks Fire

WATERBURY — A fire set by a patient in a
bedroom at the Vermont State Hospital in April
was met by a team response by staff that followed
emergency procedures and kept patients calm, the
administration has reported.
No one was injured in the fire, which was
started shortly after midnight. The patient was
cited for arson by state police investigators.
The staff did “an excellent job,” Executive Director Terry Rowe said. “I’m actually quite
proud.” All three units were evacuated to the outdoor yards for about an hour until the fire department cleared the building.
A hospital staff member extinguished the fire,
but smoke conditions prevented patients on
Brooks 1 from returning to the unit for a longer
time period, and they were brought to the treatment mall. Rowe said staff developed creative activities for calming hospital patients.
The patient did not have any restricted items,
but was able to start a paper fire using everyday
items. The fire was assessed and a decision was
made that there was no need to change existing
policies on items that are restricted from patient
use or possession, Rowe said.
Christine Oliver, commissioner of the Department of Mental Health, said she was “pleased
staff were able to respond safely and quickly.”
The commissioner said that the staff “handled
it with a great deal of calm and reassurance” and
“acted like a team” in the response.The Department of Licensing and Protection conducted an
independent review, and has not informed the
hospital of any violations, Oliver said. AD

New Administration
Brings New Personnel
Heintz Appointed Deputy Commissioner
WATERBURY — Commissioner Christine
Oliver named Rebecca Heintz as the Department
of Mental Health Deputy Commissioner, the department reported this past winter. From 2007,
Heintz served as chief counsel to the Health Care
Administration Division of BISHCA, where she
served as an attorney for eight years. She was described as having expertise in health systems,
health care reform and the state’s Health Resource Allocation Plan, along with a strong commitment to the importance of physical and mental
health integration.
Young Appointed Supervising Attorney
MONTPELIER — Vermont Attorney General
William Sorrell has appointed Susanne Young as
Assistant Attorney General serving as the supervising attorney for the staff that provides legal
services to DMH. The department said she brings
extensive knowledge of state government, including familiarity with the legislative process
and the governor’s office where she most recently
was Legal Counsel to Governor Jim Douglas.
Prior to that, she was Deputy Treasurer for the
State of Vermont. She previously served the Attorney General’s Office as General Counsel to
the Department of Corrections, defended civil litigation brought against Agency of Human Services departments, and held a variety of other
positions. AAG Wendy Beinner will continue to
serve as senior staff attorney for the department.
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Legislative Session
Census Crisis
IDs Questions
For Bed Needs

Central Vermont Medical Center in Berlin. Its campus could be the site for a new state hospital.

Plans Shift Back to Consider New Hospital

(Continued from page 1)
around the state before considering new hospital
construction. The consulting group also recommended 15 secure residential beds instead of the
six originally identified in the Futures plan, and
recommended that they bebuilt and run by the
state.
As a result, the Department of Mental Health
shifted its focus from a primary hospital adjacent
to Fletcher Allen Health Care in Burlington and
began to investigate capacity among all the hospitals that provided psychiatric care in Vermont.
It also developed detailed plans for the locked
secure residence, which received regulatory approval for construction this January. It would
have added 15 recovery beds to the 14-bed open
program in Williamstown and the 6-bed staff secure residence in Brattleboro.
The department’s new commissioner, Christine M. Oliver, said that the new governor, Peter
Shumlin, directed her to look with “fresh eyes” at
the entire project. It has been a source of frustration because of slow progress over the past seven
years since VSH was decertified and the decision
was made that it had to be replaced.
Oliver told legislators that she found that the
VSH administration had concerns that rather than
an average of 15 patients, there were only about
five persons suitable for the “subacute” function
planned for the high security residence.
There “wasn’t a real plan for the rest” of the
current 54 beds, so she feared the new residence
would end up being used as replacement inpatient
beds. Some patients “would hit the lottery” with
a brand new facility, while 39 others would be
left at the old Brooks building.
The earlier plan to also replace 10 to 12 of the
remaining 39 beds in Rutland was based upon the
state constructing a 25-to-28-bed facility, with
half for Rutland’s own use and half for VSH replacement. “For that price tag we can’t afford to
have that few beds,” Oliver said.
She also said that DMH now believes that creating space in existing hospitals around the state
would not be “efficient or cost-effective” and that
insufficient professional staff would be available
to serve multiple sites. Existing hospitals “were
not designed to meet that level of need,” Oliver
said. “I believe that the state should be the safety
net” for those who need the most intensive care,
she said. “That’s the state’s responsibility.”
A proposal for the Brattleboro Retreat to open
a 16-to-24 bed program is still under discussion,
the commissioner added. That would affect how
many beds might be needed in a new, state-built
hospital. The size of the proposed new hospital
remains a matter for full review, she said.
“How much has the state already spent into
the plans... and then starting over again?,” Kitty
Gallagher asked at a Transformation Council
meeting. Oliver said she would gather the information and report back at the next meeting.
The commissioner said that the alternative to
losing that investment would have been “to go
forward on a plan we don’t think is the right

plan.”
Oliver told legislators that “I was convinced
very early that co-location with a medical center
was critically important” for clinical reasons and
for the statement it makes about parity and integrated care.
She looked to Central Vermont Medical Center because of its location, and found a willingness from its administration to host the facility if
an appropriate location can be identified on its
grounds.
A difference between the original plan approved by the legislature in 2006 and the new one
this year is that there is a decision that it will be
state-built and state-run, issues not yet decided in
the discussions with Fletcher Allen at that time.
The Futures Committee had identified a preference that it be located at a tertiary care hospital,
and Fletcher Allen is Vermont’s only one. Oliver
noted that since then, Fletcher Allen has begun
work on a long-range campus plan that will not
begin before 2017, making it too late for the urgent need to replace the current VSH.
However the FAHC Department of Psychiatry currently contract to provide the psychiatric
services to VSH, and she expects that would continue, with an added benefit if FAHC and CVMC
continue considering a merger.
CVMC had been clear all along that it did not
have the capacity to own or run the program, in
part because its federal funding would be put at
risk based upon the number of beds.
One fundamental rationale for the concept of
having new services provided by more than one
existing hospital had been the federal rules
against providing matching funds for large, freestanding psychiatric hospitals.
The new administration has made the decision
that the state’s planning cannot be based upon
that issue alone, Oliver said. Under Vermont’s
current federal waiver, a large new facility could
receive funds, and future rules for funding are
completely unpredictable, she said.
Options other than the CVMC site are still
being reviewed, however, since “a lot of things
have to fall into place” and she is “trying to be
sure we don’t put every last egg in that place.”
Jean New, a consumer on the Transformation
Council, reminded Oliver that it was “not just the
physical building” that mattered for quality care.
“The environment is so important... the whole atmosphere.”
The legislature stated in this year’s capital bill
that in approving the change in use of planning
funds, it “affirms the priority need to close the
existing facility.” A total of $2.6 million over the
next two years was allocated, in order to meet
the intent of an expedited schedule.
Asked by a legislator what, “in your wildest
dreams,” the earliest possible opening date could
be, Oliver said February of 2015.
The capital bill appropriation includes a requirement that progress be reported next January
to the legislature to review policy and cost before the second year’s funding can be spent. AD

WATERBURY — A continuation of census
pressure has added new questions about the appropriate number of involuntary inpatient beds
needed in state’s hospital system.
The entire system in the state is stretched to
capacity, according to Christine M. Oliver, Commissioner of the Department of Mental Health.
Emergency department directors across the
state have reported an increasing number of patients who remain there for hours or days for lack
of an available bed.
Oliver said a full evaluation with more intensive chart reviews of state hospital patients is underway to try to identify the causes of the
increase and how it should affect planning.
Since the decision that VSH needed to be replaced with alternatives, 20 beds for patients who
did not require inpatient care have been added,
along with nine crisis beds. In addition, in the
past decade, involuntary care has been added at
community hospitals. [See chart, p. 11]
“We have built all this capacity [sub acute, diversion] yet we’re still full” Oliver said at a
Transformation Council meeting.
She said the hospital’s medical director has
told her there no longer are patients at VSH that
do not clearly need that level of care. In addition,
patients are not remaining at VSH for lack of discharge options, she said.
Those questions needs to be raised with the
other inpatient units in the state, Oliver said. She
agreed that the more intensive review might indicate whether concerns are merited that reductions in community supports are driving inpatient
use. If that were the case, inpatient capacity might
be built inappropriately, and result in more involuntary inpatient care instead of enabling individuals to stay in the community. AD

Overtime Pressures
Receive Attention

MONTPELIER — A crisis in the amount of
mandatory overtime shifts being required of staff
at the state hospital reached the ears of the legislature this spring.
The Commissioner of Mental Health, Christine M. Oliver, testified before the House Human
Services Committee that several steps were already underway to remedy a situation that got out
of control when the census began to increase last
fall and there was a lag in hiring necessary staff.
“It is the single most devastating thing for
morale at the state hospital right now,” she said.
“I can’t imagine being asked to provide that level
of service” — sometimes being required to work
four double shifts in a pay period — and being
unable to plan what hours one might be required
to work. The administration has been working on
hiring, on revising scheduling, and on creating a
standby pool of staff willing to be called in.
Oliver said that the use of a high number of
temporary staff was usually required in order to
have “the ability to flex up and flex down,” but “I
don’t think we recovered quite quickly enough”
after an unusually low census last summer. AD
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ETCHED IN SNOW — Squeezed in by the huge snow piles of the winter, hundreds of people turned out on Mental Health Advocacy Day in
the statehouse during the legislative session to appeal further cuts in the budget for mental health and developmental disability services. Governor Peter Shumlin had proposed a five percent additional cut to the budgets of community mental health centers, and the legislature restored half of that. The sign in the upper inset begs, “Please don’t cut us any more.”
(Counterpoint Photo: Anne Donahue)

Budget Cuts Could Have Been Worse

MONTPELIER — The state legislature restored half of a new cut in funding proposed by
Governor Peter Shumlin for community mental
health centers, but programs will still be facing
budgets that total $1.6 million less in the year
starting July 2011 — a reduction of 2.5 percent.
The budgets have now faced reductions for
four years in a row as a result of lost tax income
for the state during the economic recession.
Peer programs were cut two years ago, but
have otherwise been spared; they will be levelfunded this year, according to Linda Corey, Executive Director of Vermont Psychiatric Survivors.
As for the designated agencies, the Department of Mental Health is “trying to figure out
how that will roll out in reality;” in terms of different services, Rebecca Heintz, Deputy Commissioner, said at a meeting of the State Standing
Committee on Adult Mental Health.
DMH is taking a new approach this year, however, Heintz said, by negotiating contracts with
each agency separately instead of as a group.
Separately, a new law passed on services to
help persons discharged from corrections to
avoid returning to prison, without mentioning
mental health services as a part of the need.
In another part of the budget, the state decided
to assume that the state hospital will be recertified
by next January, and that $3.3 million in federal
matching funds will become available as a result.
As a whole, the Agency of Human Services
budget was cut by $38.4 million.
In March, hundreds of consumers from all
over the state attended “Mental Health Advocacy
Day” to voice protests about the proposed cut in
funds. Advocates pointed out that cutting community services means a greater risk of increases
in hospital use.

In the House Human Services Committee,
which makes recommendations to the Appropriations Committee, representatives said it was a
parity issue when state funding of mental health
services was cut more than the funding of other
health care services.
Members of the committee voted to identify
mental health services as the most important part
of the human services budget to restore.
DMH told the committee that it intended to
partner with the agencies to try to minimize the
impact of cuts, and that the discussions would be
guided by the principles for system redesign that
were developed by a broad stakeholder group last
year.
The report to the legislature on the system redesign work identified the following “Guiding
Values and Principles”:
• Services are based on the belief that individuals can and do recover from mental health and
addiction disorders.
• Services are directed by the individual;
providers will respect and support an individual’s
right to choose.
• Providers honor and incorporate cultural heritage and individual values in their service approach.
• Providers incorporate sensitivity to historical and individual trauma in their services.
• Whenever possible, services are comprised
of practices that have been shown to work, i.e.
evidence-based practices. This includes services
that integrate addiction and mental health services, and services that are trauma-informed.
• Services will encompass a holistic approach
to wellness, acknowledging the social, physical,
emotional, spiritual, occupational, intellectual,
environmental, and financial dimensions of wellness.

This holistic approach includes:
- working with families and other members of
the individual’s support circle
- a strong emphasis on employment as a vehicle to wellness
- ensuring access to good physical healthcare
- incorporation of the housing first approach to
services and supports (a recognition that stable
housing is essential for good treatment outcomes)
- coordination/collaboration with community
partners, e.g. homeless shelters, peer support
services, faith-based organizations, vocational rehabilitation services, income support services
- Services are provided in the least restrictive
setting
- Services are non-coercive
- Services are easily accessible and provided
in a timely and flexible manner
- The safety net is maintained for people in crisis and with the most needs. AD

‘Telling Your Story’ Training
To Be Offered in Montpelier

MONTPELIER — A three-day training on
“Telling Your Story” will be offered in July at the
Unitarian Church at 130 Main Street.
“Telling our stories of overcoming adversity
is a powerful way to reach people from many different backgrounds and beliefs. We can decrease
stigma and educate all, about what helps and
what does not help, on the road to a life worth
living,” said trainers Jane Winterling and Ashlee
Vachon.
The training will be held on the Wednesdays
of July 13, 20, and 27 from 1 to 4 p.m. To register, call 1-800-564-2106. The program is being
sponsored by Vermont Psychiatric Survivors and
a Consumer Leadership federal SAMHSA grant.
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Legislative Session

Bill Discussed, but No Action Taken,
On Faster Process for Forced Drugs

INVOLUNTARY MEDICATION — A change to Vermont law on nonemergency
involuntary medication was back under consideration this year in the legislature.
Above, at right, Xenia Williams makes a point from the witness seat in the Health
and Welfare Committee as Senators (from left around table) Hinda Miller, Anthony
Pollina, Kevin Mullen and Sally Fox listen. (Counterpoint Photo: Anne Donahue)
MONTPELIER — A Senate committee
took testimony this spring on one version of
a bill to get a faster process for decisions on
the involuntary medication of patients, but
took no further action.
At the same time, the new administration
held back on taking a position on changing current law. The Commissioner of the Department
of Mental Health, Christine M. Oliver, said that
she intended to seek wider input from all
voices before making any proposals.
That was a shift from the prior administration’s annual report on Act 114, the current law, provided to the legislature in
January. It continued to urge the legislature
to take action to allow faster court orders.
The Senate bill was promoted by NAMIVT. Executive Director Katina Cummings
testified that “prolonging the (inability) to
treat individuals with the most serious mental illness is inhumane, is unfair, and it’s
costly.” She said the time delay was also
“dangerous to patients and dangerous to
hospital staff.”
NAMI provided telephone testimony
from the Treatment Advocacy Center in Arlington, Virginia. Kristina Ragosta, an attorney there, told Health and Welfare
Committee members that she had “never
encountered another state where it takes the
length of time that it takes in Vermont to
complete the process.”
Vermont psychiatrist Tom Simpatico,
MD, testified that the dilemma was that a
decision could be made finding that someone “met the threshold” for involuntary hospitalization,” thereby “depriving them of
personal liberty by virtue of their mental illness, but because they say ‘I don’t have a
mental illness, I don’t want treatment,’ the
system’s hands are tied for an inordinately
long time to either decide we’re not going
to treat them and let them go, or treat them.”
Sen. Anthony Pollina responded, “I=m
also concerned about dependency on pharmaceuticals and I’m just as concerned about
warehousing people and I’m also concerned
about cuts to community mental health. And

I=m wondering whether we may be in danger right now of dismantling community
health programs, driving more people into
institutions and driving people into more
acute situations, where they then become
medicated...”
“You have my 100 percent support of
that argument, absolutely,” Simpatico
replied.
In a follow-up hearing at which opponents were permitted brief testimony, the
committee’s chair, Sen. Clare Ayer, said it
would not act without “a lot of time” devoted to gathering more information.
Witnesses testified about the dangerous
side effects of antipsychotic medications,
the severe trauma involved for the patient,
and the lack of clear evidence of need.
Steven Morgan, a consumer who directs the Another Way drop-in center, said
that “the idea that psychosis is toxic to
your brain and that therefore (medication
is necessary) in order to make their brains
healthy... is not supported by the science.”
“NAMI does not speak for all families,” noted Michael Sabourin, a family
member and the state hospital patient advocate. “Some of us like to think our family members have feelings.”
Jenna Fogel said that if the bill were to
pass, “it would only hurt more people like
me.” Another consumer, Seth Collins, said
that “people in general will feel a higher
degree of fear and will avoid mental health
care more... Like an earthquake, the repercussions of this will spread across Vermont, shattering lives.”
Jack McCullough of the Mental Health
Law Project presented detailed graphs that
showed much shorter median times for the
court process when only typical situations
were included. He said the process takes
little more than a month, making Vermont
similar to other states. The state report for
2010 said the average was 64 days.
“Picture a funnel,” McCullough told
the committee. Out of 429 admissions —
persons who all might be subject to a med-

ication petition under the bill as proposed — there were only
31 cases in which the state still saw a need to file a petition
under the current process. Of those, 10 were withdrawn by
the state after a patient started taking medications, and another four were denied by the judge.
Others made that point as well, including Vermont Coalition for Disability Rights director Jack Kaufman. He said that
the intent to get people what they need “is admirable,” but the
proposed new process would allow orders without time for
an appropriate assessment. It would be “hard to determine
within three days what will be needed in the next 60 to 90
days,” meaning orders could be enforced without necessity.
In written testimony Rob Appel, Executive Director of the
Human Rights Commission, said the proposal would significantly reduce the right of citizens “to be free of unwanted
(and potentially very harmful) intrusion into their very
thought processes, a scary thought indeed.”
Statements in the annual report to the legislature from
DMH on the status of the existing Act 114 continued to argue
the need for a faster process. “(T)he use of coercion to gain
treatment progress is the least preferred avenue... Nonetheless, it is also clear that medication, whether voluntary or involuntary, is often a key component of recovery and
symptoms can be alleviated through its use,” the report said.
Vermont state hospital staff were quoted as saying that
when patients are refusing medication and are not stabilized,
it adds “to volatility and violence on the unit, and the therapeutic atmosphere deteriorates rapidly.”
Staff also questioned the value of the annual reports, saying that they have spoken up year after year, and yet “they
see little or nothing to convince them that anyone is paying
attention to their repeated concerns in regard to Act 114.”
Finally, staff questioned whether psychiatric medication
should be a legal issue at all. “To them, clinical decisions
should lie with professionals trained in the field and not with
others without the specific training that medical professionals have had.”
The report included interviews with patients who had been
mandated to take drugs under an Act 114 court order, and reactions varied on whether the medications were helpful, as
well as how fair the involuntary process was.
“I felt better [not taking] medications, more stable and no
side effects of weight gain or acne,” said one. Another said he
“felt like they [medications] were causing the symptoms they
were meant to take away.@ Among those who saw benefits,
comments included that “I can think clearly when I’m on
meds,” “They help to heal me,” and “I am more sociable to
the inside and outside world.”
The legal process was described negatively in several responses. “It is not appropriate to shackle and handcuff a patient... in court, it’s degrading.”
“Putting me in shackles and chains” was inappropriate,
another said, and some of the documents at the courthouse
“are wrong and they were used against me.”
The independent report required under Act 114 was provided this year by Flint Spring Associates, and shared similar comments from staff, who “ believe that patients suffer
on many levels when not receiving treatment.”
Patient reactions are becoming more positive in the ways
they say staff support them in coping with mandated drugs,
the report said, although the numbers who come forward for
interviews remain small. Comments included: “It was different from the other times... when there was no opportunity
to talk. I was just forced into a room... In the past there was
real physical encounter, grabbing me, forcing me into the
room, versus [this time] discussing this with me for days in
a row.” Another former patient said, “The doctors talked to
me on a number of occasions. They’ve come a long way,
providing a modicum of dignity to the person.” AD

2011

WORKING ON RESPECT — At a signing ceremony for S. 90, Gov.
Peter Shumlin emphasizes that work to ensure the state’s statutes,
policies and other documents use respectful language when referring
to people with disabilities is “long overdue.” The bill creates a working group to identify words that should not be used and suggest
words that reflect a positive view of people with disabilities. Among
the committee membership will be appointees by the Governor, at
least one high school student, the Vermont Coalition for Disability
Rights, Green Mountain Self-Advocates, the Vermont Center for Independent Living, Vermont Psychiatric Survivors and others.
(Counterpoint Photo: Anne Donahue)

Health Reform Assumes
Integration of All Care
The legislature approved a health care reform bill this spring that is intended to start Vermont on a path to a universal health care system that
gives equal access to care to every resident.
The bill includes numerous references to the inclusion of mental
health, including a duty of the new Green Mountain Care Board to “develop and maintain a method for evaluating system wide performance
and quality, including identification of the appropriate process and outcome measures... to address access to and quality of mental health and
substance abuse services.”
It did not include some specific language recommended by the Committee on Human Services that the system, including reimbursement
mechanisms and the benefits package “be designed to ensure fully equitable access to mental health services, including removal of past barriers
to access and the integration of care.”
The committee noted that, “Although there is now consensus that
mental health is an integrated component of health care, our current statutory parity bill for private insurers remains incomplete in achieving single-system integration, and our current public system retains many
discriminatory aspects; thus, a health care reform initiative needs to consider ‘affirmative action’ language to protect parity and full integration.
“It must recognize that past discrimination against mental health care
may mean additional evaluation tools and public participation are required
to ensure access and quality of care,” and must ensure that these “unique
requirements”
are adProtective Services Reviewed dressed. Christine M.
A bill requiring regulations to enforce Oliver, Commissioner of
the statute on Adult Protective Services the Department of Mental
statutes was passed in the House this Health, later assured those
spring, but not yet addressed in the Senate. at a meeting of the TransThe House committee on human services formation Council that the
heard extensive testimony on major delays work now beginning on the
in investigations of reports of abuse and Green Mountain Care benneglect of “vulnerable adults,” which in- efits design and payment
cludes persons with disabilities. Five tem- reform “will include a
porary staff positions were approved by the whole lot of mental health
administration to assist in the backlog. AD integration.” AD
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Cigarette Tax Increased, But Not Cessation

The legislature increased the cigarette tax by another 38 cents per pack to
increase state revenues for Medicaid this year, but at the same time, the
budget for services to help people stop smoking was cut by $900,000.
Studies show that nearly half of all the cigarettes sold in this country are
smoked by individuals who have been diagnosed with a serious mental illness. Vermont community mental health agencies, using grants from the Department of Health, have developed specialized programs to help individuals
quit in coordination with wellness initiatives.
Researchers at the University of Medicine and Dentistry of New Jersey
(UMDNJ) have reported a similar effective strategy for recovery from smoking addiction that calls for an “integrated approach” incorporating tobacco information into wellness programs that encourage healthy lifestyles, adapting
smoking cessation programs to suit individuals’ needs, and developing peerbased services for smokers. The model followed 10 years of research on
mental illness and smoking. More information: http://cts.vresp.com/c/?NationalMentalHealth/3f4cff717c/cd18bf45be/1a300334=
Another new study, published in the Journal of the American Medical Association, has demonstrated that combining mental health treatment and
treatment for smoking cessation is more effective in treating veterans with
post-traumatic stress disorder (PTSD) who smoke cigarettes than treating
PTSD and cigarette smoking separately. AD

Training Bill on Tasers Not Addressed

A bill in the House that would require any law enforcement officer to
have completed basic police academy training on mental health crises before
carrying a Taser was not taken up by the legislature this year.
The bill brought media attention to an issue being addressed in some other
states regarding the potential use of Tasers when de-escalation skills might
be more appropriate. Tasers shoot electronic darts that disable a person by interefing with the nervous system, causing muscles to briefly fail.
Connecticut recently passed a bill to require a study on police use of Tasers
after 10 deaths there in the past six years that occurred after use of a Taser.
The most recent death there, in May, occurred after a man who had been “acting strangely” in an emergency room was shot with a Taser in the back of a police cruiser. Last year, after police were called to respond to a man whose wife
said was having an “anxiety attack,” the man attempted to run off and was
shot with a Taser a number of times. According to an article in the Hartford Advocate, a state investigation exonerated police actions. AD

Schools Gain in Anti-Bullying Authority

Schools are required to address bullying even if it does not occur at a
school or school-related function under a new law passed this session. It extends school authority to act in any situation or location, including “cyber
bullying,” if the actions interfere with the victim’s ability to access the right
to an education.
According to a new study published in the American Journal of Psychiatry, bullying by peers earlier in childhood doubles the incidence of psychotic
symptoms among 12-year-olds; this is consistent with numerous studies on
the impact of childhood trauma on adult mental health. A free abstract of the
article can be seen at http://ajp.psychiatryonline.org/cgi/content/abstract/
168/1/65. AD

Woodside Redesignated as Treatment Facility
The Woodside detention facility in South Burlington has been redesignated as a mental health and substance abuse treatment center for youth in
the custody of the Department for Children and Families. The legislature approved the change based on testimony that the additional treatment staff
would improve outcomes and that, as a treatment facility, it would become
eligible for federal funding assistance.
Advocates successfully lobbied to have language included to maintain
the same rights for youth who are currently detained there, since the facility
will remain an involuntary, locked placement. AD

Penalties Raised on Health Worker Assaults

A bill allowing for added jail time and felony charges for second offenses
of assaults on health care workers was signed into law this spring. It was
based upon testimony of increased violence in hospitals, in particular in
emergency rooms.
Based on testimony that the bill did not intend to target persons with mental health disabilities and that they often face unusual stresses due to long
waits in emergency rooms for beds, the statute includes that, in sentencing,
“the court shall take into consideration whether the defendant was a patient
at the time of the offense and had a psychiatric illness, the symptoms of
which were exacerbated by the surrounding circumstances...” AD
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FDA May Require Proof of Safety,Value of ECT

GAITHERSBURG, Md. — An expert advisory panel has recommended to the Food and
Drug Administration (FDA) that the equipment
used for electroconvulsive therapy be reviewed
under the same standards for safety and effectiveness that are required for new medical devices coming onto the market.
According to the National Clearinghouse consumer news update in the Key, as well as mainstream media reports, if the FDA accepts the
recommendation ECT equipment manufacturers
will need to prove adequate safety and effectiveness in order to keep it on the market.

ECT is also known as electroshock because it
uses an electrical current to produce a seizure in
the brain. It has provoked ongoing controversy
among both providers and consumers over
whether the risk of side effects is outweighed by
value in treating some mental illnesses.
Members of the advisory panel heard two
days of testimony and received written testimony
from the public. According to published reports,
the experts expressed concern about the impact
on memory, and about the short-term nature of
the benefit ECT may provide.
The New York Times said that, “Nearly 80 per-

Vermont Data Indicate ECT
Has Levelled Off as Treatment

WATERBURY — Newly released data for the
reporting year ending in June of 2010 show that
the use of electroconvulsive therapy (ECT) for
psychiatric treatment appears to have levelled off
in Vermont.
The Brattleboro Retreat suspended offering
ECT part way through the reporting year. The decision was based upon the retirement of the psychiatrist familiar with the treatment, a Retreat
spokesman said.
Vermont data was first gathered in 2001.
There had been a gradual but steady increase in
patients receiving ECT since then, prior to the
newest data. ECT is the use of an electrical stimulus to create a seizure in the brain. The balance
between its risks and benefits has been a subject
of controversy. (See article on FDA panel report,
above.)
For the reporting year from July of 2009 to
June of 2010, Fletcher Allen Health Care in
Burlington and Central Vermont Medical Center
in Berlin treated a similar number of persons as
each did in the previous year, July of 2008 to June
of 2009. (Because the Retreat data represents a
partial year, its data is not being used in the comparison figures.)
Fletcher Allen provided about four times the
number of treatments that Central Vermont did.
Treatment practices at the two hospitals continued to vary significantly between inpatient or
outpatient use, and between unilateral or bilateral
applications.
Research has shown that bilateral ECT presents a greater risk of causing memory impairment
as a side effect. It may, however, be more effective for some patients.
At Central Vermont, which began providing
ECT in 2008, about 80 percent of patients received unilateral ECT only in the 2009-10 reporting year. Almost all patients at least began
treatment as inpatients, and a majority received

all ECT treatment as inpatients.
At Fletcher Allen, the use of bilateral ECT significantly exceeded that of unilateral ECT, and
bilateral ECT was used as the only form of treatment for many individuals. The hospital has
noted in the past that as a tertiary care center, it
should be anticipated that more severely ill patients are treated there.
At Fletcher Allen, well over half of patients
received all their treatments as outpatients in the
2009-10 reporting year.
The data show that the age and gender of patients remain consistent in the state, with the median age close to 50 and more women than men
receiving ECT treatments.
Among all Global Improvement Scale scores
recorded after specific episodes of treatment,
about 34 percent showed “minimal” improvement or less, and 65 percent showed “much” or
“very much” improvement. Not all patients were
assessed.
Data is reported with a time lag between the
end of a reporting year (July through the following June) and the compilation of the data by the
Department of Mental Health. This year, the
2009-10 data released in late May remains preliminary, with some adjustments still to be made.
Last year, for the first time since adoption of a
mandatory uniform informed consent process,
some revisions were made to update the information provided to patients.
The information added clarification about the
higher risk of the side effect of memory impairment when bilateral ECT is used. AD
[Note of clarification: The time lag means that
there is no relationship between any changes in
practices in the past year and the newly reported
data. The new consent form, for example, was
made effective in late 2010, but would not have
been used by patients reflected in the newly released 2009-2010 data.]

May Issue of Psychiatric Services Focuses on Coercion

Much of the May issue of Psychiatric Services is devoted to issues around coercion, including seclusion and restraint. It includes a literature
review, spanning more than three decades, of the
perception of coercion by individuals with psychiatric histories. In a guest editorial entitled
“Coercion Is Not Mental Health Care,” Janice L.
LeBel, Ed.D., of the Massachusetts Department
of Mental Health, writes: “What is remarkable
is that this is the first systematic review of research on consumers’ perception of coercion. It is
also remarkable that the literature spans more

than 30 years... This raises the question: Why has
no one conducted a comparative analysis of consumers’ perception of coercion?” The author
notes the progress that has been made over the
last 30 years, and adds, “Recent research suggests
that peer-run and peer-staffed crisis services lead
to higher levels of consumer satisfaction and a reduction in psychiatric symptoms... In a service
system focused on transformation, studying the
facets of care that promote recovery is prudent
and necessary.” Source:http://ps.psychiatryonline.org/cgi/content/ full/62/5/453

cent of 3,045 comments sent to the FDA asked
for stricter oversight or even a ban on electroshock treatment.
“It remains controversial with some advocacy
groups and former patients who say it is unsafe,
ineffective and causes brain damage.”
ECT devices have been listed as “Class III”, or
highest risk, but have never been required to
show they meet the FDA standards for Class III
devices because they existed prior to the beginning of the FDA.
The FDA has been reviewing other medical
devices in the same category — those “grandfathered” into permitted use before the regulations
existed — in order to decide whether they should
be reclassified to a lower risk category, or be required to meet the Class III standards of proof to
show that benefits outweigh the risks.
The FDA asked its Neurological Devices Advisory Committee to recommend whether ECT
equipment should become Class II devices
(“medium risk”) instead of being required to
meet the Class III standards.
The news accounts said that the panel was
“sharply divided” over the question, and the
strength of its recommendation varied depending
on the condition that was being treated.
In one category, catatonia, the committee suggested by a narrow margin that ECT might be
considered in the lower Class II risk-benefit level
because of the lack of other available treatments.
Although there were no formal votes, in treatment of severe depression, the area in which the
most research on effectiveness has been done,
members favored retaining the highest risk designation 10 to eight, according to the Times article.
For all other conditions, on which research has
been more uncertain, the panel recommended
that ECT continue to be in Class III, saying “there
was little proof of any benefit,” according to The
Times. Panel member opinions favored high-risk
designations for schizophrenia and three other
disorders 13 to 4, 12 to 5, 14 to 3 and 16 to 1.
Dr. Thomas G. Brott, a professor of neuroscience at the Mayo Clinic and the panel’s chairman, was quoted as saying he was convinced “by
my own homework, my own review of the evidence, and the presentation of the FDA” staff that
ECT is an effective treatment for depression.
But it still is associated with risks, some of
which are quite serious, he said.
“Because of this I have a little problem with
classifying ECT as a class II procedure,” he said,
a comment that appeared to summarize many of
the panelists’ positions.
Several of the news accounts said that the
FDA usually accepts the recommendations of its
expert panels; however, it is likely to take a year
or more before making a decision.
If research must be done to develop evidence
for safety and effectiveness, ECT could be permitted to continue while the research is in
progress.
Some physicians quoted in news articles expressed concerns that one outcome could be that
ECT is taken off the market, not for lack of safety
or effectiveness but because of the cost of the research. The FDA may also have the option of putting ECT into the medium-risk class II, but
adding special controls on its use.
Reports said that about 100,000 Americans a
year undergo ECT, most commonly for severe
depression that has not responded adequately to
medication.
Assembled from news reports, including the
New York Times and the Washington Post. AD

Counterpoint ! Summer, 2011

NAMI Reports Cutting Drug Ties
WATERBURY — The Vermont chapter of the
National Alliance on Mental Illness (NAMI-VT)
has announced a decision to no longer accept direct corporate contributions from drug companies. A later clarification added that NAMI-VT
does not receive funding from its parent organization, which has continued to be widely criticized for the significant support it receives from
pharmaceutical companies.
The issue has been controversial in Vermont,
where other state organizations have called upon

NAMI-VT to reject such funds. In addition, state
public policy has developed a strong position regarding the potential bias in decision-making created by pharmaceutical company funds.
Recent law has prohibited even small gifts to
physicians out of concern that prescribing practices could be compromised. The Vermont Psychiatric Association strongly supported that
legislation.
An open letter from NAMI-VT Executive Director Katina Cummings and President of the

State Adopts Pharmacy Guides
Required by ‘Challenges’ Law
WATERBURY — Recommendations from a
clinical advisory group on medication guidelines
meet a 2010 “Challenges for Changes” law requirement, the Department of Mental Health reported to the legislature this past winter.
The next phase will be addressing means to
implement the guidelines effectively, the department has said.
The Vermont Clinical Practices Advisory
Panel (CPAP) had already completed the task of
evaluating the evidence-based practices toolkit
for medication management for people with a severe and persistent mental illness when the legislation was passed, according to Trish Singer,
Director of Adult Mental Health.
The panel includes consumers and providers,
and collaborated with the Community and Hospital Psychiatry Committee for the report.
It adopted seven recommendations of Dr.
David Osser, a leading authority on guidelines/algorithms, and four additional recommendations of its own, the report said.
The committee’s recommendations came with
“two key guidelines”:
! Because there are unique aspects of the individual patient, there are clinical exceptions to
every recommendation. Knowledge of the evidence is a necessary, but never a sufficient, basis
for clinical decision-making.
! Outcomes for many diagnoses are greatly
improved when medications are used in combination with psychosocial interventions.
The Osser guidelines adopted were:
- Make one medication change at a time, with
adequate dose and duration of therapy.
- In the treatment of schizophrenia, strongly
consider Clozapine after two adequate singletherapy trials of other antipsychotics representing distinct chemical classes.
- In a non-emergency situation when there is
no significant response to a single therapy allowing for a legitimate trial of dose and duration,
switch to a different agent rather than adding a
second medication, also allowing for an appropriate trial of dose and duration.
- When initiating a medication, select the leastexpensive alternative of comparable clinical effectiveness. This requires maintaining easy and
ready access to accurate price information.
- Check for potential drug-drug interactions
(DDIs) before prescribing (see DDI online program: http://www.genelex.com/.)
- Use lithium in preference to Valproate as
first-line treatment for bipolar disorder.
- Treat insomnia as a symptom that requires
diagnosis and treatment specific to the diagnosis.
The community and hospital psychiatry committee members added these recommendations:

a. Electronic-record-based and on-line evidence-based medicine guidelines/algorithms are
needed. Rural settings in the system in Vermont
present the same pressing clinical demands of
major medical centers, but without many of these
state-of-the-art tools. Successful implementation
will require this support, because of the potentially overwhelming volume of new information
being published every day.
b. Patient education (e.g., risk/benefit of medication, side effects) should be offered during appointment time with the psychiatrist, but time is
often limited. Therefore, patients should be encouraged to take part in psychoeducation provided through the community mental health
center or through support groups.
c. The informed consent and treatment planning process should consider and include letting
the patient know about medication and non-medication treatment options such as cognitive behavioral therapy and psychosocial therapies that
may be more effective.
d. All prescription and nonprescription medications should be listed when a patient comes
into a hospital, at discharge and at other appropriate times. A release to give the list to a receiving agency should always be sought. The
inpatient psychiatrist should make best effort to
communicate with the psychiatrist with ongoing
responsibility for the patient before making permanent changes to the patient’s medications.

Board Ellen Vaunt said that the “decision followed several months of conversations as well as
careful revision to our long-standing Corporate
Funding Policy.
“We believe the decision to no longer solicit or
accept contributions from pharmaceutical companies will help remove any perceived ‘corporate
veil’ of this money around the vital work which
we perform every day on behalf of the thousands
of individuals and families in Vermont affected
by mental illness.”
The board endorsed the policy, in addition, “to
make more transparent our policy of rejecting the
promotion and/or endorsement of particular pharmaceutical products or companies.”
“It is important to recognize that this shift in
direction in no way minimizes our recognition of
the role of appropriate medication for so many of
our loved ones who carry the daily burden of
mental illness. Medication is one part of treatment which often saves lives for those who require it — and makes recovery and improved
quality of life possible,” the letter said.
It also said that the decision to reject any funding source during an economic recession “ represents a bold action,” and that NAMI-VT hoped
that “approval of our policy change to become independent of pharmaceutical funding may inspire
you to increase your giving to NAMI-Vermont.”
Cummings later said that pharmaceutical
funding had never been a significant source of
funding for the Vermont chapter. From 2005
through the present, for each of those years,
NAMI-VT received between three and six percent of monies from pharmaceutical companies,
she said. She added that much of that came from
a corporate sponsor for its annual “Walk for the
Mind of America.”
Funds from the national program in the recent
past came through a grant of $15,000 “to offer
the peer-led support group Connection Program,
which was sponsored in large part by AstraZenica.” That program is now continuing
under local support alone. AD

[In keeping with policies of Vermont Psychiatric
Survivors, Counterpoint did not publish schedules for
the Connection Program during its sponsorship by a
pharmaceutical company; in this edition, meetings
are now being posted.]

DRUG ISSUES: NATIONAL CLEARINGHOUSE SUMMARIES

Impact of Lack of Medication Access
Interruptions in Medicaid recipients= access to
prescription psychiatric medications result in increased visits to emergency rooms and increased
hospitalizations, according to a new study published in General Hospital Psychiatry. Researchers tracked 1,625 patients in 10 states and
found that those who had difficulties in getting
their medications (46 percent reported access
problems in the past year) visited the emergency
department 74 percent more often those who did
not have the same difficulty. They were also 72
percent more likely to have been hospitalized.
Problems included medications discontinued,
temporarily stopped, not covered, or difficulty affording co-pays. See: http://www.sciencedrect
.com/science/journal/01638343; click item #9.
Suicidal Thoughts from Antidepressants
Scientists at UCLA have reported creating a
simple test that can assess whether someone may
experience suicidal thoughts as a result of taking
an antidepressant. A scan that measures electrical activity in a certain region of the brain can
pick up a sharp drop in activity among people
who were prone to suicidal thoughts, within two

9

days after these individuals began to take the antidepressant medication. Research had previously
suggested that between eight and 14 percent of
individuals developed suicidal ideation while
being treated with SSRIs (selective serotonin reuptake inhibitors), including Prozac, Zoloft and
Paxil, but this is the first time that scientists have
been able to observe changes in brain function in
those persons. Source: http://cts.vresp.com/c/
?NationalMentalHealth/3f4cff717c/cd18bf45be/
46650b48=e1
Drug Company Ghostwriters
A 1999 psychiatry textbook entitled Recognition and Treatment of Psychiatric Disorders: A
Psychopharmacology Handbook for Primary
Care was developed by anonymous authors at a
writing company under contract with the drug
company SmithKline Beecham (now GlaxoSmithKline), according to a 1997 letter just
brought to light by a Washington advocacy
group. A conflict of interest expert said that medical textbooks should make it clear whose idea a
book is, who wrote its first draft, and who edited
it. Source: http://www.nytimes.com/2010/11/30/
business/30drug.html?_r=1&ref=us
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Alyssum Director Hired

(Continued from page 1)
component as part of the Futures project to replace services of the Vermont
State Hospital. An advisory group assembled by Vermont Psychiatric Survivors recommended that the project should be a crisis respite program, and
an independent board was created. Alyssum’s mission is to “provide a peeroperated non-medical holistic approach to mental wellness and recovery
for Vermonters who are experiencing an emotional crisis.”
The next immediate task will be hiring the peer work force that will staff
the program, van den Berg said. Positions to be filled are the house manager and per diem workers, and interested candidates can contact her at
alyssum.ed@gmail.com. All positions require persons who have “a lived
experience with the mental health system.”
There have been six to eight applicants already without even advertising
yet, the new director said. She hopes to develop a “wide and varied staff.”
The most important attribute will be “people who believe in this program,”
she said. “I would like my staff to feel they are part of something important.”
If all goes well, Alyssum could be open before the end of the summer,
she said. As an alternative to a medically-based program that labels an illness and creates a message that “you can’t get better,” Alyssum is intended
to be “the kind of place for people who need to melt down and want to get
better, and need a place to do that [in order] to get better,” she said.
Her own job history provides her with skills in management, she said.
She is “very self-motivated,” has run a number of small businesses, and
likes to build things and picture “what it will look like down the road.”
Nothing of that includes any traditional social services background.
The board has “thrown a naked fish in the tank” as far as that goes, van
den Berg said. “There’s a lot to learn with this job” and she is “learning
what I need to learn,” focused on setting out what her priorities need to be.
As far as Alyssum is concerned, the hiring demonstrated “good process
— good outcome,” consultant Jim Boylan said, congratulating the board.
After starting out studying architecture, van denBerg obtained her degree in painting and sculpture. She went on to lease a loft to create an artist’s
community, spent many years in farming after moving to Vermont 21 years
ago, and a one point started a business for horseback riding. She grew up
in England and the Netherlands, as well as in Connecticut, as result of her
father’s job.
She has three children, and at one of her lowest points in her life, lost
custody and even visitation after SRS (now the Department for Children
and Families, DCF) became involved at the point of a diagnosis of schizophrenia. It took four years to “really come back,” she said.
Part of what inspired her in the application process for Alyssum was
what a liberating experience the application itself was. “It was about truth,”
van den Berg said, “being validated as who you are.”
Alyssum’s new director has nothing but praise for the role of the state in
taking a “leap of faith” in its strong support of the program. “I can’t stress
that enough,” van den Berg said. Everyone involved from the department
should be “given a gold star.”

Alyssum Announces Board Opening

Alyssum Inc., is searching for a volunteer board member who has experience with public relations and marketing to be part of a landmark project. Alyssum is a non-profit corporation formed to assist Vermont
residents who are in need of immediate mental health support and are seeking an alternative to the medical model. Alyssum is funded by a state grant.
The mission of Alyssum is to provide a peer-operated non-medical holistic approach to mental wellness and recovery. An alternative to psychiatric hospitalization, Alyssum will provide a safe, mutually supportive,
non-judgmental, educational and self empowering environment, offering
the opportunity to engage in the principals of wellness, recovery and peer
support and to emerge from crises with wisdom and the personal responsibility skills for living well.
The state, in providing this grant, is supporting a pioneer program
which encompasses role model possibilities in changing the way mental
wellness is treated, both in Vermont and nationally. Peers have established
a demonstrated wisdom, and proven track record of being able to connect
well and provide healing support for others who are suffering through
crises, and who are working on the path to recovery.
In this peer operated program, psychiatric survivors will be able to
demonstrate a recovered and wellness model which has the possibility to
help remove the stigma from the “metal illness” label; create a kinder and
more empathic approach to recovery; establish more holistic healing criteria; reduce the need for hospitalization and the use of medications; and create union and understanding between peers and the traditional medical
world. The success of this small project encompasses potential for a revolutionary impact on the way mental wellness can be treated. If you would be
interested in being involved, contact Alyssum.ed@gmail.com.

New York Opens Peer-Run Respite

Voices of the Heart in upstate New York has developed a peer-run
respite program that offers an alternative to psychiatric hospitalization.
Stays usually range from three to 15 days.
“We=re offering people care at lower cost, but really connecting with the
person in a different way — a holistic way,” according to Daniel Hazen,
executive director of the consumer-run organization.
One benefit is also lower cost. Reliance on hospitalization for people
with mental health issues is among the reasons for the high cost of Medicaid in New York, according to Harvey Rosenthal, executive director of
the New York Association of Psychiatric Rehabilitation Services.
From The National Empowerment Center. Directory of peer-run crisis
services at http://www.power2u.org/ peer-run-crisis -services. html; according to the center, there are fewer than a dozen such programs in the
United States. Sources: http://www.voicesoftheheart.net/ index.php?cat-

Values-Based Recovery Guidelines Issued

The National Coalition for Mental Health Recovery has released guidelines to educate people about the values-based needs of individuals with
mental health challenges, titled “Enhancing the Effectiveness of Psychiatric Care and Other Services and Supports: Guidelines for Promoting Recovery Through The National Coalition for Mental Health Recovery.”
Director Lauren Spiro said, “It is our hope that the guidelines will be incorporated into current efforts at mental health systems reform.” Available at:
http://www.ncmhr.org/press-releases/4.28.11.htm Source:http://www. ncmhr. org

Federal Recovery Goals Are Published

SAMHSA (the Substance Abuse and Mental Health Services Administration) recently published its strategic initiatives paper of goals, priorities and action steps for accomplishing its mission of reducing the impact
of substance abuse and mental illness on America=s communities. The
eight strategic initiatives address how SAMHSA will maximize its resources in an environment that promises improvements in the nation=s behavioral health care system over the next few years as a result of a variety
of forces including the implementation of the Affordable Care Act and the
Mental Health Parity and Addiction Equity Act.
“These initiatives are data driven, overarching in purpose and will help
SAMHSA work in an unprecedented way across health, justice, social
service, education and other systems to improve health care services to
all Americans,” said SAMHSA administrator Pamela S. Hyde, J.D. The
paper, Leading Change: A Plan for SAMHSA=s Roles and Actions 20112014, is available at http://store. samhsa.gov/product/ SMA11-4629, and
by hard copy by request to the Vermont Department of Mental Health.

Physical Health Connections Demonstrated

A new report from the United Hospital Fund in New York City indicates the strong connection between behavioral health disorders and physical health disorders. “Providing Care to Medicaid Beneficiaries with
Behavioral Health Challenges,” available free at the link, http:
//www.uhfnyc.org/assets/ 879, reports that Medicaid recipients with mental health disorders are up to 60 percent more likely to have high blood
pressure, cardiac or pulmonary disease, diabetes and dementia; individuals with substance dependence are up to 300 percent more likely to have
cardiac or pulmonary disorders and HIV/AIDS.
In 2003 (the year studied), average spending for health care by people
with mental health disorders was $28,450; it was only $15,964 for those
without such disorders B and only one quarter of the money spent was to
treat mental health conditions. More effective treatment of behavioral
health disorders would lower overall health care costs. Source:
http://www.huffingtonpost.com/ michael-friedman-lmsw/ mental-health-andmedicaid-the-b825047.html

Tai Chi Promoted for Healing of Stress

There is growing evidence reported that Tai chi, a mind-body practice
which originated in China as a martial art, has value in treating or preventing many health problems and that supports the treatment and management of stress and stress related illness. The Brattleboro Retreat holds
a weekly introduction to Tai chi on its acute inpatient adolescent unit, conducted by Tai chi practitioner and mental health worker, Michael C. Hayes.
Chris Bashaw, RN, can be contacted for more information on Tai chi at
bashaw42@yahoo.com.
INFORMATION SOURCE: The news items on this page are edited from
news briefs from The Key, a publication of the The National Mental Health
Consumers’ Self-Help Clearinghouse.
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Involuntary Admissions Almost Double in 15 Years
Days of Care

Admissions

INVOLUNTARY CARE — One goal of beginning to use community hospitals for emergency exams and involuntary admissions was to reduce
the census at VSH and decrease involuntary hospitalization as a whole. The chart on the left (days of care), covering 1991 through 2010, shows
that the VSH census has had no significant change after designated hospitals started admitting involuntary patients in 1995. The use of designated hospitals for involuntary admissions, however, has led to a steady increase in the total number of involuntary admissions. The chart on
the right shows that episodes of involuntary admissions increased from 258 in 1995 to 563 in 2010, an increase of 46 percent (almost double.)
Prior to 1990, all involuntary hospitalization was at VSH. Now, almost 70 percent of involuntary admissions and 30 percent of involuntary
days in the hospital (days of care) are in designated hospitals.
Source: Department of Mental Health Performance Indicator Project, May 6, 2011

Despite Law, Sheriff Transports Increase

MONTPELIER — Secure transportation has
steadily increased instead of decreasing since
2007, despite a new law that directed the state to
use the “least restrictive” means to bring involuntary patients to or from the hospital.
In 2010, 81 percent of individuals brought to
a hospital for an emergency exam were transported by sheriff’s officers. Metal shackles were
used for more than half of those individuals.
Those numbers were presented in the most recent annual report to the legislature. The number
of children being brought to the Brattleboro Retreat by secure transport was also up, from 35 to
55 percent. Based on this year’s report, state lawmakers extended the reporting requirement for
another four years.
The reported noted a positive change in practices of sheriff’s units transporting patients. More
are using the “soft” cloth restraints provided by
the Department of Mental Health rather than
metal shackles.
In 2007, out of a total of 284 secure transports,
metal shackles were used 91 percent of the time,
and no restraints were used nine percent of the
time. By 2010, with 328 transports, the figures
were 59 percent for metal shackles, 29 percent
for cloth restraints, and 13 percent, no restraint.
Prior to 2009, hard plastic (polyurethane) restraints had been used as an alternative to metallic restraints, but were used infrequently. The
report said that the cloth restraints were purchased by the DMH as one way to address the
use of least restrictive means when retraint was
necessary for the safety of patientsor others during an involuntary transport.
Overall, adults transported by sheriff increased from 31percent in 2007 to 54 percent in
2010. The 54 percent reflected 621 involuntary
patient transports, but 310 were patients at the
state hospital, with transports including medical
or community visits. That resulted in a much
lower average, 27 percent, in VSH transports.
The use of secure transportation increased for
children from 35 to 55 percent. The overall numbersof children are much smaller, but increasing.
In 2007, 43 youth under age 18 were transported
involuntarily; 15, or 35 percent, were by sheriff.
In 2010, there were 95 such transports, and 52 of
them (55%) were by sheriff. The largest percentage increase was for youngsters ages 11 to 14.
Nineteen, or 63 percent of them, went to the Retreat by sheriff. The department’s data did not indicate how often shackles were included in
defining secure transport of children.

Rutland Regional Medical Center has joined
Southwestern Medical Center in Bennington in
using ambulances for all psychiatric transports.
The 2010 report noted that the statistics fail to
recognize this because when sheriff accompany
an ambulance, it is still listed as secure, “whether
the sheriff is physically riding along with the person in the ambulance or the sheriff is riding behind the ambulance in a separate marked or
unmarked vehicle.”
The department said that it would begin gathering information next year in a way that showed
those different levels of secure transport.
The majority of the times, a transport decision
was made by the staff of a community mental health
center, and decisions for secure transport varied between 100 percent (Northeast Kingdom, Addison,
and Clara Martin) and 49 percent (Rutland), with a
statewide average of 81 percent (243 of 290).

The 20 times that a designated hospital made
the decision, secure transport was chosen 100
percent of the time by Fletcher Allen Health Care
(11 patients), Central Vermont (4), and the Retreat (1). Rutland was listed at 75 percent (3 of
4), with the report noting the unreliability of that
data.
When the statute to reduce transport using
sheriffs and in shackles was passed, it addressed
children in the custody of the Department for
Children and Families, as well as DMH.
The DCF report showed a two-thirds drop from
the year before the law was passed through 2010.
Of 223 children transported with restraints, 117
(more than half) were going between the Woodside detention facility and court, 90 were going to
a secure residential program, six were going to a
psychiatric setting, and 10 were going to a non-secure residential facility or foster home. AD

CRT Clients Answering Survey
Give Staff High Approval Rates
WATERBURY — “Staff treat me with respect.” From 1997 and on through last year, that
response continues to rank first in the survey of
participants in the state’s Community Rehabilitation and Treatment (CRT) program.
In 1997, 86 percent of those responding gave
the item a positive rank, and in 2010, it was up to
92 percent among the 38 percent of clients who
responded.
With equal uniformity, the lowest ranked
items have been the outcomes from the services
received, with the lowest positive response going
to, “I do better at work and/or in school.”
That item was not included until the list of
questions was expanded in 2003, but from then
through 2010, between 52 to 60 percent said they
did better in work or school. Fifty-eight percent
gave a positive response in 2010.
Other items that received the most positive
feedback in 2010 include: “I have been given information about my rights,” “staff respect my
rights,” “staff encourage me to adopt and maintain a healthy lifestyle,” “services are available
at times that are good for me,” and “I like the
services that I receive.”
All of those were among the top ten positive
replies in each year they were asked. “Staff I

work with are competent and knowledgeable”
was almost always among the top ten, and was
seventh in 2010.
Most of the lowest positive responses, however, responded to areas of improvement in life.
In 2010, only 62 percent of CRT participants
agreed that “I feel I belong in my community,”
64 percent that symptoms “are not bothering me
as much,” and 67 percent that “I do better in social situations.
Seventy percent agreed that “staff tell me what
medication side effects to watch for,” and in
every other item, there were at least 70 percent
favorable responses.
Those responses have changed little over the
years. The number of questions increased from
21 in 1997 to 44 in 2010. The questionnaire was
sent out in 1997, 2000, 2003, and then every year
from 2006 on. AD

NAMI-VT Walk Scheduled

BURLINGTON — The fifth Annual NAMIVermont Walk for the Mind of America will be
held at Waterfront Park in Burlington on Saturday, Sept. 24. For more information, contact Jericho Parms, Development Coordinator, at
jparms@namivt.org.
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Ken Libertoff Looks Back on 30 Years:

Career of Mental Health Advocate
Gives a Picture of Vermont History
By ANNE DONAHUE
Counterpoint

MONTPELIER — Where were you in 1980?
Ken Libertoff was starting in his new job as
Executive Director of the Vermont Association
for Mental Health, a citizens’ advocacy organization.
Thirty years have passed.
Ken Libertoff retired last fall, but carries with
him not only the memories of the work accomplished — and the frustration of unfinished business — but also of the changes in the world of
mental health and substance abuse in Vermont in
those 30 years.

Ken Libertoff

In some moments of reflection he shared with
Counterpoint, it was clear that he has pride in his
and his agency’s role in many of those changes.
His greatest pride is not in any of the legislative or other public issues he successfully championed, but in a piece of history that goes back to
the early 1980s, when Vermont had virtually no
voices for mental health.
Libertoff had an early priority for VAMH: to
encourage mutual support groups of people affected by mental health issues, both families and
consumers — although “consumers” was not a
word in use yet.
“It was like finding kindling for a fire,” he
said.
He arranged for a small meeting to provide the
chance for persons who might be interested to get
together. More than 100 showed up, and he had to
shift to a larger room.
“It was startling and revealing,” he said, to discover the level of both energy and frustration.
It was during that period that he met Paul
(Dorfner) Engels, a pivotal person in what became an emerging psychiatric survivor movement.
Early family members who became involved
later formed NAMI-Vermont.
Libertoff said he invited Engels to join the
board of the Mental Health Association, almost

TRANSPARENCY IN TREATMENT
GRIEVANCES AND APPEALS
Client Process

$ Tell any staff member orally and/or in writing about
any dissatisfaction with staff or services or loss of
service.
$ It is the responsibility of the staff member receiving
a grievance or complaint to inform the agency=s grievance & appeals coordinator.

$ Complaints or grievances may be made orally or in
writing by the client to any staff.
[Both are different from an appeal, which is a formal
request from a client to a designated agency to rethink its decision on an action when a client disagrees
with a notice of termination, suspension or reduction
of a previously authorized course of treatment or service plan. An appeal follows a different process.]

Complaint vs. Grievance

Grievance Process

$ Both involve expressions of client dissatisfaction
about anything other than an action: aspects of interpersonal relationships such as rudeness, failure to be
respectful, staff misconduct, or poor quality of care,
for example.
$ ComplaintCthe client does not want a formal written
response from the agency.
$ GrievanceCthe client does want a formal written response from the agency.
The Department of Mental Health’s web site —
www.mentalhealth.vermont.gov — has significantly expanded the number of documents that the public can review. When it comes to issues regarding involuntary
treatment, this is particularly important in following the
recommendations of the national Institute of Medicine that,
until the issue of coercion can be addressed through better
data and standards, the most important thing that can be
done is to help empower consumers through its principle of
transparency:
“Policies and practices not only for initiating coercive
treatment, but also for terminating it, should be transparent, providing information on what one has to do to be discharged from involuntary inpatient or outpatient treatment
or to have one’s status changed to voluntary.”
This article is one in a series to share a summary of the
information available about treatment standards practiced
in Vermont. The full documents can be found on the web
site. — Editor

$ A client must file a grievance within 60 days of the
incident/event that caused the client=s dissatisfaction.
$ The client will receive a notification from the agency
of receipt of his/her grievance within 5 calendar days
of the request for a formal written response.
$ The client may withdraw a grievance at any time.
$ If the client withdraws a grievance, he/she will receive a written notification of receipt of the withdrawal
from the agency within 5 days.
$ Grievances have a 90-day time period to be resolved, starting on the date the grievance was filed.
$ If the client gets an adverse decision on a grievance, he/she can request a grievance review by the
Department of Mental Health.
$ The client has 10 calendar days from receiving notice of an adverse decision to request a grievance review by DMH.
$ The purpose of the grievance review is to ensure
that the grievance process is functional and the resolution impartial.
$ The grievance review is not necessarily to reverse
the grievance resolution.
$ DMH=s decision on the grievance review is final.

Part 2: Appeals [to continue in the next issue]

{Exerpts from: Training Guide for Vermont=s
Designated Agencies)

immediately creating “great internal stress”when
Engels brought in “a totally new way of thinking”as the voice of a survivor, a voice that was
“unrecognized and unheard” before.
When the kindly but mild-mannered members
of the board announced that it was “time for the
mitten project” to knit for state hospital patients,
Libertoff said “Paul suggested that we burn down
the state hospital instead.”
Board members were stunned, and Libertoff
jokes that was when he was first identified as a
moderate, as he tried to balance the extreme ends
on the board.
That initiative, helping to energize and promote emerging consumer and family voices,
“was one of the greatest accomplishments of the
Mental Health Association in my time.”
“Even if they do not always speak in one
voice” as a group, it gives a voice to people who
need to have one, he said.

Progress Against Stigma
That energy was to be “replicated in many
beautiful moments” over the decades to follow,
including through the voices of those whose support led to passage of the insurance parity law in
1997.
After 30 years, it is “uplifting and affirming”
to see much better informed legislative and public discussion, Libertoff said, even if still inconsistent, and even with misinformation still
sometimes present.
In contrast, “it’s fair to say that in the late
1970s to 1980, there was no coherent leadership
in support of mental health services, or group that
was working to educate the public” about the
deep challenges people faced in coping with such
illnesses.
“There was a real void,” and when he came on
board, VAMH itself had no resources at all and
was on the brink of possibly folding.
It “certainly wasn’t the dark ages” for mental
health and substance abuse, but “stigma and discrimination and often a profound confusion in the
public and the legislature” were to be found in
abundance.

Always, the Budget Battles
Libertoff said he was very proud of his presence in the budget appropriations process for
nearly three decades, the place where “rubber hits
the road,” and the amount of funding affects the
accessibility and quality of services.
In the first few years of advocating for the
mental health budget, he found attitudes typical
of average Vermonters, with “pejorative or negative or stereotypical comments.”
At the time, deinstitutionalization had already
begun; there were 300 or so patients in the state
hospital, not the 1,200 or more of earlier years.
Still, knowing of the state hospital was often the
extent of legislative knowledge of issues regarding mental illness.
Libertoff said he has seen a real reduction in
public stigma and the older kinds of derogatory
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comments that were “unnecessary and inappropriate.”
Change in the legislature didn’t come without
battle wounds. The legislature had a “limited experience of having a citizen’s advocacy group becoming engaged in the public discussion.”
He recalled his entrance onto a scene in which
“I enjoyed the fact that there was sadly, no competition” for the work.
It was extremely difficult work, he said, with
a good deal of “emotion, passion and commitment.”
Libertoff was once ordered out of an Appropriation Committee room in the mid-1980’s when
he insisted that level funding of services was
equal to a cut. The chair of the committee disagreed and told him he was not allowed to say
that, and when Libertoff insisted upon it, he was
thrown out, he said.
Always being on the scene in the budget
process has often proven its value, and one example stands out in Libertoff’s memory. The
issue of developing employment opportunities
had long been on his mind, and he had begun a
conversation with one of the members, Rep. John
Farmer, a Republican.
“The idea resonated,” and at a crucial moment
in the budget process, Farmer turned to him and
asked how much it would cost. Libertoff replied,
“$75,000.” The money got into the budget despite the lack of any details, and the first employment program was started as a result.

Vermont’s Parity Bill

Libertoff and the Association are most often
connected to having provided a lead role in establishing the first parity bill in Vermont, with the
particular distinction of including substance
abuse treatment from its start.
Twelve years later, real parity and full integration is “still just in its infancy,” but “we’re on
a track” and still moving forward.
It has been particularly gratifying to him to see
the partnering that evolved at the Mental Health
Association with the development of “Friends of
Recovery,” and now, to see recovery support centers statewide.

15 Years, But VSH Still Open

At times, there has been a lack of progress in
some areas that is both disappointing and discouraging.The first serious efforts to close the
Vermont State Hospital began some 15 years ago,
yet the state is still struggling with how to accomplish it.
“The state hospital is a disgrace” to Vermont,
Libertoff said.
He has seen progress: there has been a continued reduction of beds, and there is now at least a
consensus that the antiquated building must be
closed.
“It is no longer a question of ‘if,’ but when and
how.”
Yet, “if I had a dollar for every meeting” attended on the subject since 1985, “I’d be a very,
very rich man.”
“It is a continuation of a story that is nothing
to be proud of.”
In fact, Libertoff says in a “particularly difficult, almost wrenching” decision, VAMH supported the idea of building a new state hospital
facility that would lack the integration with a
medical hospital — essential to parity of care —
when it was proposed for location on the grounds

of the Veteran’s Administration hospital in White
River Junction.
That position is necessary “unless or until
there is a clear alternative,” because it is “untenable to simply continue the situation we have.”
What is “sadly deficient” overall, however, is
not to hear a “satisfactory and doable plan” as a
whole, Libertoff said.
“There is no financial commitment for accomplishing this task,” and “the absence of a plan
is a total disservice to everyone.”
For that same reason, the Mental Health Association became critical of the secure recovery
residence concept that it once supported. It came
at high expense, Libertoff said, without being integrated into an overall plan.
Where does progress against stigma and the
state’s leadership against discrimination stand, in
light of a decision last fall that would have relocated the proposed residence so that it would be
out of sight of complaining neighbors?

Issues of Discrimination
“State leaders have lots of power,” Libertoff
said, but they only really have power if it is used.
People in leadership “have been unwilling to
stand up and be heard.”
Through all the years, many of the additional
issues that VAMH has tackled have been ones
vital “to continue to fight stigma and discrimination.”
In fact, he said the standard for “what do we
mean by parity?” for inpatient psychiatric care
was established in 2002 in an accomplishment
that “reflects well on all the parties” who participated.
A coalition of advocates successfully insisted
that Fletcher Allen Health Care keep its psychiatric care integrated within the medical center. It
also exposed and contributed to change in the low
status the hospital placed on its psychiatrists.
“It reaffirmed that mental health is not a health
care issue that should be shunted off to the
side.”Another example, Libertoff said, was the
“Crazy for You” teddy bears (wearing straitjackets and with “commitment” papers.)
It brought about a public debate about “the
difference between humor and marketing and
sensitivity to persons who struggled” with an illness. He gave credit to outgoing Governor Jim
Douglas for being willing to speak up on the
issue.
Examples of political willingness to acknowledge the importance of fighting stigma have
grown, he said, noting the appearance of Douglas
and former governor Phil Hoff last year at a celebration of Burlington’s Recovery Center, where
Hoff spoke publically about his own struggles
with alcohol.

Fighting Big Pharm
VAMH was also an early voice on the issue of
“alcho-pops,” flavored alcohol drinks that show
the “power of the industry” in influencing teen
drinking.
What also became “more and more apparent
[was] the marketing of medications and the role
of the pharmaceutical industry in health care...
[and] in no place more specifically than in the
treatment of mental health conditions,” even to
the point of influencing physician prescribing
patterns.
They also “infiltrate and control” other sectors, including advocacy, he said. Millions and

millions of dollars, at times secret and at “unconscionable” levels, have been accepted by advocacy groups that have allowed it to influence
their work and buy silence. For several years, the
advocacy group in Vermont that was the target of
criticism by Libertoff for accepting pharmaceutical money has been the same group he proudly
recalls kindling its first flames, NAMI-VT.
When Vermont’s attorney general released
data required under a new Vermont law, it “was
staggering” to see the amount of money spent on
marketing to physicians. It led to new legislation
that Libertoff championed in 2009 that has become “the national standard for transparency and
disclosure” of the marketing of drugs.
Libertoff said Vermont’s national leadership is
also recognized because the Vermont Medical
Society, and the Psychiatric Association in particular, supported the legislation, which also
banned marketers from providing gifts and free
meals.
The Medical Society honored Libertoff on its
part last year by awarding him its “Citizen of the
Year” award for his role.
He said it was with “bittersweet pride” that he
learned that at a recent, posh cocktail hour sponsored by a pharmaceutical company at a medical
conference, a sign welcomed guests, but warned
that anyone from Vermont had to bring their own
refreshments.
However, “Vermont still has a long way to go
in protecting children” from those influences and
being overdosed with psychotropic medications,
Libertoff said.
It is “a piece of unfinished business...”
Another change in law that Libertoff helped
drive addressed the use of sheriff transport and
metal shackles on children being moved between
placements, and both children and adults being
transported for mental health treatment.
The outcome has been standards that have
sharply reduced the shackling of children, and
data collection that tracks progress.

Camp Daybreak
As Libertoff wound down his interview, he reflected “with great pride” on ending his time with
VAMH with an unbroken record of 30 summers
of the week-long Camp Daybreak, with “99 percent having a wonderful time and 100 percent
making it home safely,” he joked.
It is “so distinctly unique” to have a camp for
youngsters with emotional challenges.
Perhaps most satisfying is the fact that almost
every director first started as a Camp Daybreak
big brother or big sister, high school teenagers
who work with the young campers.

Looking Forward
What comes next for Ken Libertoff?
Perhaps not total retirement, although
most certainly time off and time with family
— giving support to a family member of his
own who has deep struggles with mental illness, visiting grandchildren, and maybe writing some short pieces capturing some of the
classic stories from his years as an advocate.
He loves to write. With time available, he
might give a try at a long held interest, writing a novel. In general?
“I’ll see what comes.”
Vermont may not yet have seen the last of
Ken Libertoff.
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World Reality Up Against Pharmacology
by COLIN MOMEYER
“All I’m saying is simply this, that all life is
interrelated, that somehow we’re caught in an inescapable network of mutuality tied in a single
garment of destiny. Whatever affects one directly
affects all indirectly. For some strange reason, I
can never be what I ought to be until you are
what you ought to be. You can never be what you
ought to be until I am what I ought to be. This is
the interrelated structure of reality.“ Dr. Martin
Luther King Jr

What is Biopsychiatry?

Biological psychiatry is a field of psychiatry
which theorizes that mental anguish and different realities are disturbances in the biological
nervous system’s normative functioning.
The biopsychiatric view sees an individual’s
suffering as composed of symptoms categorized
into mental illnesses. Furthermore, it theorizes
that these mental illnesses are a chemical imbalance in a patient’s brain and neurochemistry.
Therefore, biopsychiatry relies entirely upon
the treatment of the patient’s social struggles, personal suffering and any variant of anguish with
pharmaceutical medicine, electroshock convulsive therapy, and neurosurgery.
Interestingly, the rise of the biopsychiatric
model corresponds with the discovery of pharmaceutical drugs now known as antidepressants
and antipsychotics.
The biopsychiatric model began in the 1950’s
as pharmaceutical drug treatment became popularized and the United States experienced an unforeseen boom of wealth and world power. In the
1980’s during the advent of Prozac the psychiatric model of treating surface traits or symptoms
of mental disorders with pharmaceuticals overdominated the field of mental health.
Whereas no biologically “balanced brain” or
biomarkers in the brain’s neurochemistry had
ever been established, the biopsychiatric proponents continued to popularize ideas of “genetic
predisposition” and “chemical imbalance” as a
widely held truism or false scientific fact.
In the 21st century, the biopsychiatric model
was increasingly global in reach and pharmaceutical companies corruptly influenced and funded
scientific studies, and surpassed the defense industry as the primary defrauder of the American
federal government.
Sixty-eight percent of the psychiatric members working on the 2013 edition of the psychiatric “bible” or Diagnostic and Statistical Manual
of Mental Disorders (DSM-V) reported economic ties with drug companies.
In 2008, antipsychotic drugs were the number
one seller on the American medicine market and
brought in 14.6 billion dollars in sales.
In the face of the biopsychiatric model’s dangerous science and deep corruption, voices of dissent are marginalized and judged harshly.
The reverberations of this unquestioned attitude towards psychiatry extend deep into the

pockets of even the recovery movement, such as
the National Alliance on Mental Illness, which
received in recent years 75 percent of its funding
from the pharmaceutical industry.
Also, in spite of side effects such as, akyathisia, tardive dyskenesia, neuroleptic malignant
syndrome, birth defects and even the side effect
of suicide, psychiatrists continue to envision a future where mental illness is eradicated.

Our Work and Desires are Razed

“Won’t you lend your lungs to me / Mine are
collapsing‘ “ Townes Van Zandt
In young adulthood my life had been ‘taken
off a cliff.’ I was a pariah in my town and school.
I had no language for the pain I was in. Only
nightmares and the ragged grit of pain, loss, and
anguish.
Until at age twenty-two my life was built
around killing pain; ‘delusions,’ ‘extreme
moods,’ ‘paranoia,’ and ‘madness.’ In fact, my
life had been inflamed by untold and deep
trauma.
Ragged. Homeless. Crazed. Under perfect
heavens in a hostile world, I swallowed handfuls
of Seroquel and other psych drugs in the snow
and blacked out. Upon waking, after more than a
day in a coma my right lung had collapsed, then
repaired — and I had been flown by helicopter in
a last ditch attempt by doctors to rekindle my life.
“I should be dead,” I spoke bitterly to a doctor.
Later, in the summer months, I felt the psych
drugs at work. My new insignia was schizophrenia. And the psych drugs aided at its emblazoning. My work as a patient was for these
incomprehensible capsules. I was borne numb
across the pain. My cupped hand and glass of
water became prayer-like, ritual-like.

Oppression

“What happens is that, in society, in most societies, organizations are created to freeze the relations of power, hold those relations in a state of
asymmetry, so that a certain number of persons
get an advantage, socially, economically, politically, institutionally, etc. And this totally freezes
the situation. That’s what one calls power in the
strict sense of the term: it’s a specific type of
power relation that has been institutionalized,
frozen, immobilized, to the profit of some and to
the detriment of others.” Michel Foucault
This asymmetrical manifestation of power is
one struggle psychiatric survivors and diverse
mad people live with. Often we break from, disconnect from, or even disintegrate the relationship between ourselves and apparent reality.
In our individualist culture, we can often be
left the work of integrating trauma and its repercussions on our own, or at hospitals, or even in
prisons.
We all live in a world of conventions. And if
we don’t see that the distinctions between self
and the world we inhabit are also drawn arbitrarily, we remain attached to our ideas about world
over solidarity, and attitudes and opinions over

compassion. No doctrine can replace compassion, and no law can match the love of ‘one’s
neighbors.’
The mad movement is best when working towards a diverse reality. It can last by honoring
ourselves and our so-called adversaries with a
fundamental open-mindedness and even acceptance.
The conventional system of mental health has
failed us. Madness cannot be extinguished by the
power of cold jargon, diagnosis, psychotropics or
empirical knowledge. It is time we speak our stories, and mend with one another, and find our
rightful place in communities. Biopsychiatry is
not going to do it for us.
The collective struggle will require sacrifice,
but not compromise. We need alternatives for the
integration of diverse mental and social anguish;
we need a time for the madness in us to emerge.
Colin Momeyer is from White River Junction

Derisiveness
Being at the Vermont State Hospital
for Telling a Cop It’s Not Illegal
To Walk Down the Road
By ANDREW WORTMAN
The derisiveness of definition provides no leeway of escape from your innocent accusation of
safely being beautiful in a world that does not
allow such things as strife to go unplayed, even
for a second.
In a world where innocence has no value, and
the 180 degree flip of your judgment is all anyone
ever thinks or is capable of saying, for you cannot draw your line, declare what is right, and
have us all listen to your point on your psychic
radio.
I’m schizophrenic, protesting the force of
rape, of angry men and girls with missing memories, as something like an astral cop stands there
laughing, saying “it wasn’t my decision, I just
told you what to say.”
I’m bemused by the aghast inbreaths of those
exposed to a previously censored truth. I’m
amused regretfully by the trauma of all those
drugged-like flowers, painted by beings in their
Victorian illusions and morals as they waft onto
a new truth, like some identity so easily ripped
away, like a home so easily removed, like a tulip
in the face of laser beams, sending flashing lights,
seeing you’re angry for what I have written, and
like dimensions, they try to rip away my tension,
telling me, no, I am not tense, and I don’t know
what you’re talking about, as it says, “remember
your old friends, sorry it didn’t go right for you.”
You know they had this planned from the beginning, but sometimes destiny is a black line we
cross too easily. And while some of us wander
into space, the rest of us wonder what’s going on.
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Men Have Feelings, Too

by RICHARD GORDON LOVE II
The unbearable hurt, it’s endless hell. There’s
so much of the story yet to tell. I try to get help and
this is all I hear. “You lie like a rug,” or “you’re in
another world,” and they force me to take useless
God-damned drugs. Finally I find those who see
I’m not a fake. It’s not until much later I’m on the
“Courage is not the absence of fear, but
right medicine to take.
rather the presence of fear and the willI wanted to run, but there’s no escape. Very few
ingness to still move forward.”
believe it when a man cries “Rape.” They say I deby MG
served it, imagined it, and/or am under a hex. I’m
There is frustration here. And there is
referred to as a liar because the perpetrator was
anxiety, and anger, all of which I do feel
of the opposite sex. I’m called names like pansy,
quite frequently. I suppose everyone here
wimp or fairy. I can’t believe there’s such ignohas a reason why they feel this way, some
rance; it makes yhe issue scarier.
very private, and some that are sometimes
Although their efforts seem minimum, I must
harder to hide.
condemn those who show this abuse right there.
I myself have problems telling people
Sadly, not enough therapists, or law enforcement
these things, and trusting others; all of us
officials, acknowledge the existence of the trauma,
have very important issues. I don’t yet
acting as if they don’t care. I hear changes are
know how to help myself with these
being made now and again. I’m told the process
things, I don’t yet know how to not feel the
will take effect soon, but I still don’t know when.
way I feel.
So much pain and agony left from this abuse.I
I do know I am trying to do what I need
wonder now and again, “What is the use?” The
to do to try to be a better self. It is hard, I
torment is such at times I want to die. Why doesn’t
can feel how hard a time I myself am havthe rest of my world hear my pleas or see the tears
ing, and cannot imagine the hardship some
I cry?
others may be dealing with.
Then I was a helpless boy, now I’m a man. I fight
I can, though, picture the look on my
for my rights, and knowing where I stand. Doesn’t
loved ones’ faces when I am home again,
society see the harm they do? Can’t they underand am at last doing better. I can imagine
stand? Damn it, Men Have Feelings Too!
the feeling I will have when I once again
This and other pieces are true personal stories,
am able to make good choices on my own.
with information to back up my findings of females
So all those bad feelings I do have are
sexually abusing males, as well as other females. I
ones that I have decided I do not want to
am a thirty-seven-year-old undergraduate junior in
have forever. I want to be free. I want to be
psychology. I also have associates in liberal studable to be myself again, and be happy with
ies and am three classes from another two-year dehow I am. So that is why I am trying, why
gree in human services.
I am forcing myself to move forward, even
I’ve been working on these studies officially for
when I feel my way blindly forward.
almost ten years. Prior to being a college student,
There are people here to help us, and
I spent many years of my life under the control of
every now and then they do shine their
several different abusers. This also includes my
flashlight on us and make it a little easier
years as a child.
for us to see the path that has always been
As a result of being under the clutches of such
before us. They are giving us a hand, and it
tormented people, I suffered emotional problems
is very hard for me to take that hand. But I
and hyperactivity all through growing up. Some
will try, I will value who I am, and what I
of these issues are still being dealt with; however,
want to become, no matter how terrified I
I am making loads of progress. As a successful colmay be.
lege student, I’m quite proud of myself. Until the
I could write pages more for you, but it
early nineteen nineties, I never thought school after
all can be simplified in one statement:
high school an option, though I wished this would
“There are people who will be there for
be possible for years. I take my work of study seyou; if they weren’t there earlier in your
riously, and wouldn’t miss it for the world.
life, they are there now, and they are paA factor also to be noted is in the early nineteentiently waiting for you to take their hand.”
nineties was when I began having flashbacks
which confirmed quite a number
of times where such trauma took
# Point Counterpoint is
#
place. Although I had dealt with
many issues of physical abuse
a regular feature which presents
and a handful of molesting
vantage points on a mental health
events, it wasn’t until the nineties
topic, and encourages responses by
when issues of sexual assault and
rape began surfacing.
readers who suggest counterI denied this aspect of my
points. Counter-points should be
trauma all through my growing
sent to Counterpoint at 1 Scale
up and young adult years because
almost all cases were of women
Ave., Suite 52, Rutland, VT 05701
offenders.
or at counterp@tds.net. Views
During my teen years and early
expressed do not necessarily
twenties, the emotional disability
impaired me from living from
represent those of Counterpoint.
day to day. I couldn’t make any

decisions. The recovery is very painful; however,
I’m grateful for having productivity in my life,
which I never thought possible.
I’m always wondering if I should go on, because
I was told no one would believe my pain and that I
deserved such for the reason of boys are to become
men by girls and women demanding sexual favors
from them. I still see a need to make my life, knowing I’m capable of doing better and have abundant
gifts to offer anyone who would appreciate them.
Like those who know nothing about being productive in their own, I too have entertained the thought
just letting my life go. In the end I choose to make
the best of what I have, which is all that’s needed.
As a person, I deeply appreciate music of all kinds,
except for pieces that promote violence, sex or both.
I also love making music. Mostly I enjoy singing;
however, I do have intentions of learning guitar and
keyboard. My preference of making music is towards church hymns, ballads, and slow music,
which I’m able to utilize my voice range, which is
first bass. As the reader may have figured out, I also
enjoy writing and have other pieces only published
locally.
Both parents are alcoholics, as with my siblings,
and with the previous generations of my family. I’m
the only one among family and friends to the immediate family who doesn’t use traditional substances such as alcohol or other narcotics. I’m
probably the only one from this group of people
who sees the harm it does. As for my own addictions, I’m the only one in my family choosing to receive help. Because I’m the only member in my
family choosing recovery, I’m also the only member.
My goal as a psychology student is finding ways
of helping survivors, children mainly, overcome the
horrible trauma of sexual abuse: Thus teaching them
or anyone in recovery how to re-parent themselves,
therefore finding acceptance and their own peace of
mind. The main purpose of this writing is to demonstrate to the reader that women are just as able to be
perpetrators of sexual abuse as their male counterparts. A woman is just as capable to force sex on a
man or a boy as a male can. I feel a deep need to
convey this message with my own experience as
well as with facts shared from professionals.
Please note, I’ve no intentions of degrading
women in general. All I wish to stress is females
also have the power to abuse and take advantage for
their own pleasure as any male. The only difference
is the aspect of women culprits is too often ignored.
My view of the world consists of terror and rage.
I feel life stands unwilling to turn the page. Why
must others believe I’m putting on an act? Don’t
people know females may also attack? I’m the disapproved victim. I’m stamped with a stigma; considered under a hex. I cannot accept the world nor
will the world accept me because older girls and
women abused me by using sex.
This world could benefit from my ideals and empathy. Yet they’re seldom considered and I don’t understand why. I know the grief, the horror, the filth
and the emptiness quite well. I have so much to give
that others can use. Being the disapproved victim, it
feels I’m refused. Will my efforts make me for once
not fail?
This introduction to Richard Love’s research work
was limited to introductory excerpts due to space
considerations. Persons interested in a full copy of
his article can request it by writing to Counterpoint
at counterp@tds.net.
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“Power concedes nothing without a demand. It never has and it never will.” Frederick Douglass

EDITORIAL

Consent to Treatment

Not everything about the “forced medications” debate is as simple as it
might seem, but one guiding light must be the state’s own public policy on
the right of every person with capacity to make his or her own health care decisions.
It doesn=t matter if someone is on the street (hit by a car), dying in a nursing home, or in a locked psych unit. There is an absolute right to make the
health care decision in question: I do or do not want the ambulance; I do or
do not want life-extending care; I do or do not want psych meds.
If the state claims you need to be locked up in a mental hospital, it is claiming you have a mental illness and as a result, you are a danger to self or others. It does not automatically mean that you don=t have capacity to give your
own informed consent or objection to treatment. As with anyone else, the
right to make a personal medical decision should always be protected.
(When it comes to locking someone up, whether in a hospital or a jail, people ought to get a hearing automatically within a couple of days on whether
the state has enough evidence to hold them until a full hearing. Most states do
this, but Vermont does not, unless you specifically ask for one.)
What about when people do not have the capacity to make an informed
decision about treatment — whether to say “yes,” or “no” to what a doctor
recommends?
Then, if we are to be consistent, it also shouldn’t matter where the person
happens to be. Hit by car and unconscious? The decision is made automatically to treat you if it is an emergency. In a coma or with severe dementia in
a nursing home? If you haven t taken the care to do an advance directive, a
guardian decides.
In a psych ward, locked up by the state involuntarily? If you are not able
to make an informed decision yourself, there needs to be a substitute way to
make it. That does not mean the doctor or hospital, or even a judge. Judges
are supposed to decide upon capacity and appoint guardians, not become
guardians. Someone who is locked up is at much higher risk of pressure or
manipulation, so it also becomes more crucial that the alternate decisionmaker does not have a conflict of interest.
What if a person doesn=t have capacity but is agreeing to treatment? That
makes no difference at all. Agreeing to treatment is meaningless if you can=t
understand the risks and benefits. Saying “yes” doesn’t mean a person has
capacity, just because the decision is in agreement with the doctor’s. Unless
the person already has an advance directive or a guardian, a court should be
doing the review and appointing a substitute, just as they do for any other
treatment decision.
What about someone who doesn’t have the ability to make an informed
decision, but is objecting? A substitute decision-maker still needs to make the
decision when someone is unable to make it for him- or herself and doesn’t
have an advance directive. Doing nothing is not always the right answer.
If that substitute person is following the policies of our state, the decision
must then be based on trying to determine what the person would have wanted
if he or she had been able to make an informed decision.
That’s a difficult decision — putting yourself in someone else’s shoes. An
informed consent for someone else is a serious business, and demands full
knowledge of all the risks and benefits. That includes what a medication can
and cannot do, what the potential side effects are, and what might or might not
happen if the physician’s advice is not followed.
If the patient is saying “no,” it includes all the harm that results from the
breach of trust and the trauma of treatment being forced on a person. Here, the
comparison to a person who is unconscious and needs heart surgery fails. Instead, it is a conscious person, someone well aware of what is happening
against his or her stated wishes, even if those wishes may not be based on the
ability to make an informed decision.
This is the core of the forced medication debate. Should someone ever
make a decision to force a treatment on a person who is conscious and aware
of the assault on his or her mind and body?
Most certainly, a substitute decision-maker must recognize that the power
to decide can never be taken lightly, and the use of force should be extraordinarily rare given the potential for damage. It rests on that person to decide
that such a use of force is what the individual truly would have wanted, if it
was the only way to receive a treatment they would have wanted, had they
been able to think clearly for themselves.
It is an awesome responsibility, but it is the only answer to the challenge
of treatment decisions for individuals who truly lack the ability to provide informed consent — or informed dissent.

LETTERS

What Is the Real Cause
Of Brain Volume Loss?

To The Editor:
We often hear that schizophrenia causes brain volume loss. Yet almost every study that supports this conclusion does not control for the
effects of psychiatric medications on the brain.
Could it be that psychiatric medications actually cause the brain volume loss, not schizophrenia? That’s what some current research is indicating. Long-term Antipsychotic Treatment and Brain Volumes: A
Longitudinal Study of First-Episode Schizophrenia. (Arch Gen Psychiatry, Vol. 68, No.2, Feb. 2011)
It’s worth noting that Nancy Andreasen, a prominent psychiatrist who
wrote none other than “The Broken Brain: The Biological Revolution in
Psychiatry,” is one of the study’s co-authors. So rest assured this isn’t
coming from left field.
I’m thinking “informed consent” in the future should be amended —
if it ever becomes popular in the first place — to include informing patients that they may lose significant parts of their brain if they take the
medications long-term.
You can look up the article at www.archgenpsychiatry.com. If you
don’t want to read the whole study, here’s the summary:
Results: During longitudinal follow-up, antipsychotic treatment reflected national prescribing practices in 1991 through 2009. Longer follow-up correlated with smaller brain tissue volumes and larger
cerebrospinal fluid volumes.
Greater intensity of antipsychotic treatment was associated with indicators of generalized and specific brain tissue reduction after controlling for effects of the other three predictors. More antipsychotic
treatment was associated with smaller gray matter volumes. Progressive
decrement in white matter volume was most evident among patients who
received more antipsychotic treatment.
Illness severity had relatively modest correlations with tissue volume
reduction, and alcohol/illicit drug misuse had no significant associations when effects of the other variables were adjusted.
Conclusions: Viewed together with data from animal studies, our
study suggests that antipsychotics have a subtle but measurable influence on brain tissue loss over time, suggesting the importance of careful risk-benefit review of dosage and duration of treatment as well as
their off-label use.
STEVEN MORGAN
Montpelier

Your Opinions Matter Here.
Speak Out, Speak Freely,
in Counterpoint
We welcome your letters and articles! Your name and phone number must
be enclosed to verify authorship, but may be withheld from publication if requested. Write to: Counterpoint, 1 Scale Ave, Suite 52, Rutland, VT 05701
or by email to counterp@tds.net. The editor reserves the right to edit overly
long, profane, or libelous submissions. Letters should not identify private
third parties. Opinions expressed by contributors reflect the opinions
of the authors, and should not be taken as a position of Counterpoint.

Op-Ed Page
MDs Stand by Nurses
Dear all,
We members of the Medical Staff are shocked and troubled by the
decision not to retain the Nursing Director. We have witnessed a dramatic and sizable response from many nursing department members
who sharply question the decision itself and how it was carried out.
There is a great need for competent, caring leaders to carry out the
overall mission of the Vermont State Hospital. We support the nursing
staff in their concerns about the importance of attracting and retaining
such leaders.
We sympathize and share similar feelings and concerns with the
nursing staff regarding this issue. Most important is the feeling expressed so well by so many that we have just lost a leader who made
a point of seriously listening to staff’s concerns, an approach sorely
lacking in the past year.
We are going to discuss the issues in wider circles.
We are also concerned about how this decision and its fallout impact ongoing patient care, having the potential to create danger by diverting attention from acute clinical needs. We caution each other and
all staff to be especially aware of those needs at this time.
DRS. JASKANWAR S. BATRA, JOHN MALLOY,
RICHARD MUNSON, ROBERT DUNCAN, JESSE RITVO,
DAVID MOONEY, MARIA NOVAS-SCHMIDT,
GORDON GIEG, and DEBORAH BLACK
The above was an open letter from the Vermont State Hospital’s physicians regarding the departure of the hospital’s Nursing Director. Counterpoint does not publish names of private persons without permission.
The Department of Mental Health has noted that it cannot respond
publically to a personnel matter. Ed.

Sharing Can Be Healing

To the Editor:
Among those with a mental illness, I am very lucky to own my
house. I have willed the house to Tutorial Center in Bennington. This
wonderful institution helps people who come from impoverished families and poor neighborhoods. Bennington has one of the highest
dropout rates in Vermont.
The Tutorial Center was founded in 1971, forty years ago, with the
help of the Bennington-Rutland Opportunity Council, by my older
brother Bob, who lives with me.
The idea of sharing as a part of healing is a beautiful concept embedded in the Rightfold Path of Buddhism and elsewhere.
What a great way to start 2011!
RICHARD A. WILLIAMS
Bennington

What a Building Sight (Site)
To the Editor:
Recently I had the opportunity to see how the physical building of
the new to-be State Hospital was moved into closer proximity to other
buildings. [The writer is referring to a secure residential program
building proposed for the Waterbury campus. Ed]
One glance tells us why this could be the worst choice… or the best.
Automobiles.
Once it was only the fuel fumes from these. Now it is fumes from
glues, plastics and sometimes other materials. And now it is computers, too. Computers are easily read within a half mile of their location.
Auto computers are designed to send signals via airwaves for long distances (such as OnStar) so they can be read by the “parent computer.”
The building itself if properly designed and the proper building materials are used can be reasonably well “grounded” so these exterior negative factors are not so problematic. This includes fluorescent lighting
and being sure computers are grounded. Plus cell-phones, which count
on air wave vibrations, should be eliminated in the hospital (sort of
like the smoking guns of the far west… check them at the door.)
Next, turn that parking lot into the best – the very best – organic
garden in our state, complete with egg chickens and a few milk cows.
Cars? Well, park and ride somewhere else in the area. Use a shuttle bus or walk.
SANDY SNYDER
Westfield
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WRITING THE PROCESS, a new group open at The Turning Point in
Rutland, runs every Thursday from 3 to 4:30 p.m. “This is an introspective group and we intend to have fun,” peer leader Janis Horwedel says.
Cost is $5 per month; writing supplies will be provided for those who cannot afford them. “Come pen your story,” she said.

Writing Spurs Creation
Of a Group Open to All

To the Editor:
First of all, I wish to thank you for
printing a letter to my son in the
spring/summer issue of 2010. I had
enclosed a poem that I had written in
1987 as well called “Letting Go.”
That was my best writing up to
that point. Since your issue came out,
I have started a writing group called
“Writing The Process,” which has
been successfully filling up since October of 2010.
We have been based at The Turning Point Center of Rutland since
then. But I got the idea from a group
I attended at Rutland Mental Health.
Their CRT Community Rehabilitative Therapy support has resulted in a
success story in the making. My family had not been so fortunate, and
what is left of them are very estranged.
My hope is to be a support for
some of the young in the community
who struggle silently, afraid to trust
the process of recovery from mental
illness. And I deal with many dual di-

agnosis issues within the community.
I have enclosed an invitation and
advertising sheet of paper so that you
can use the information, if you would
like.
I hope to let my group participants
know of your existence and abilities to
publish some of their own materials as
well. Within your discretion of course!
Also, I have also enclosed my last
poem called, “My Life A Dream,”
which I wrote after reading from a
book I’ll be introducing this week to
the group: “Literature” by X.J.
Kennedy, an introduction to fiction,
poetry, and drama. I am enjoying this
book immensely!
It’s a great teaching book with
many suggestions on writing and many
famous writers’ work. I am hoping you
will have room to publish my poem in
your next issue. My case manager suggested it a week ago, or I may not have
thought of it.
Thank you for your time and keep
sharing with us, please.
JANA C., Rutland

An Invitation to White River Icarus

To the Editor:
I am grateful for your newspaper and the wonderful advocacy and support
it provides psychiatric survivors.
I am interested in getting the word out about White River Icarus, a new collective and organization in White River Junction. We offer a weekly Mutual Aid
meeting for people who are directly affected by mental health struggles. We are
looking to expand to other events also, and will have collective consensusbased decision meetings twice monthly for those interested in sharing in our decisions and letting their voice be heard.
If anyone is interested in seeing our website in development, they can visit
here: http://whiterivericarus.wordpress.com/
Thank you and best wishes,
COLIN MOMEYER
White River Junction
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Two Stories from the Front Line:

Challenges Living with

by HAROLD FROST IV
I am a 45-year-old man (born in 1965) living in an apartment in the back of my parents=
house in Sheffield, living with autism and comorbid (co-occurring) mental illness. Also, I
am gay (I am celibate for religious reasons).
My life has been very difficult, and I have
suffered greatly, in part as a result of my not
getting the help I have needed.
My mother and father have also suffered
much and have borne a great financial burden
over many years, as a result of dealing with
my problems, and the lack of appropriate
services.
In addition to costing my parents much, I
have also cost the system much. (One example of this is my 11 psychiatric hospitaliza-

are able to work need special help with finding employment; they need to be matched
with suitable employers in order to do jobs
according to the fullness of their talents.
This was never done for me, and it is not
done for others. (Jobs such as grocery bagging are arranged for people with disabilities
such as Down syndrome, but professional
level jobs are normally not found for educated high-functioning people with autism
spectrum disorders and/or mental illness.)
Thus, much talent is wasted, and people who
could contribute to society are not, through
no fault of their own.
A great part of my anguish over many
years has been my unfulfilled desire to be
productive according to my level of education and intellect.
I have not had a
regular job since
1995, and only recently have I been
getting appropriate
vocational help; only
recently have I had
any real hope of doing anything meaningful.
(Over the years I have tried doing a little volunteer work, for the sake of doing something
rather than nothing, but it has been very unsatisfying.)
What services I have received I have gotten by virtue of having co-morbid mental illness. (I can=t get developmental services for
my autism because I am not Medicaid eligible.)
My experience with the mental health establishment has at times been very bad.
Some mental
health professionals ignored
my real underlying problems
and
just
branded me as
being a drunk.
I was basically
told, AStop drinking, take your medications,
and get a job.@
There was no concern for my great suffering and my difficulties with finding appropriate employment. There was no concrete
help offered for my difficulties in life. And,
until I got on the medications I am on now,
the medications were unhelpful, or even
detrimental.
I really resent the callously cruel insensitivity and lack of compassion that the mental
health establishment has at times shown toward me.
Throughout all of this, my mother has truly
been an angel. She has navigated the cruel
system for me and helped me get my disability benefits (basically acting as my attorney).

My life has been very difficult,
and I have suffered greatly, in
part as a result of my not getting
the help I have needed.
tions.) If I had received the help I needed
during my transition to adulthood, the cost in
money and suffering would have been very
much less.
As bad as things have been for me, I am
lucky in some ways: my parents have done
much for me, and I do get disability benefits.
Some people end up on the streets, or in the
correctional system.
I had difficulties in school, but then did
better in special education (for learning disabilities; I was then not yet diagnosed with
autism), and was eventually able, with no
special help, to be academically successful in
high school. However, during high school I
suffered greatly from social isolation.
In college, I did very well academically,
and I went on to graduate with distinction, but
my social skills were poor and I often felt isolated; it was then that I took to the consumption of alcohol to reduce my social anxieties
and lessen my feeling of isolation, which was
a terrible anguish. I drank heavily, and became a habitual binge drinker.
During college I didn=t have a clue about
lining up employment opportunities, and after
graduating the only work I could find was of
a menial nature. I had no professional job offers until almost a year after graduating when
I was offered a job as a health inspector.
(That turned out to be a horrible job for me,
because of its often confrontational nature,
but I stuck with it for six years, such was my
determination to work.)
Because of my disability, I did not interview well, and that effectively shut me out of
the job market. I am very resentful about this.
People with autism and/or mental illness who

She has spent countless, countless hours dealing with me and my disability.
My parents have helped me out financially
many, many times since I graduated from college (and they
“[I was] shut me
paid the full
out of the job
cost of my
market. People
going to colwith
autism
lege,
even
and/or mental
though they
illness need ... to
be matched with
were not and
suitable employare
not
ers in order to do
w e a l t h y. )
jobs according
This
year,
to the fullness of
they spent a
their talents.”
great deal of
money making an apartment for me in the
back of their house. My mother has been a
constant advocate for me, from when I was a
child up to the present day. And I owe many
thanks to my father, among other things for
letting me live in his house.
Since moving into the apartment in my
parents= house, and getting real help from Vocational Rehabilitation, I have made considerable progress. I haven=t had a drink since
moving into my new apartment (April 8,
2010).
I still need help with socialization, though;
I am still somewhat socially isolated. I continue to be involved in radical politics. I
would like to do more to be productive according to my level of intellect and education.
My goal is to get off disability and become
self-supporting.
I regard with horror the prospect of my talents continuing to be wasted. Progress is

I really resent the callously cruel
insensitivity and lack of compassion
that the mental health establishment
has at times shown toward me.
being made, however. I have written manifestos and poems, and plan on soon beginning
work on an autobiography. The autobiography would be interesting reading, being the
story of an autistic, mentally ill, gay and
Catholic, pro-life leftist radical Vermont secessionist.
It being interesting reading, perhaps it
would be publishable and would sell; if so
perhaps I could live off the royalties instead
of off my disability benefits.
I would still try to find other productive
things, political and otherwise, to do, even if
I write a successful book; I feel I have an obligation to God and to society to make full use
of my talents.
The system must change. Medicaid eli-
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gibility must not be a criterion for receiving
developmental services. Mandatory mainstreaming of autistic children and teens in the
schools must stop; mainstreaming may be okay
for some, but is not appropriate for others.
Mental health services
must improve, and mental
health
professionals
should not be so quick to
blame alcohol or drugs for a person=s problems; they should look for the underlying root
causes of peoples= problems; often substance
use is a symptom of underlying problems.
In my case I was in great distress, and
drinking was pretty much my only relief; I resented the establishment=s trying to make me
be sober, without offering me something better than alcohol to take its place.
More needs to be done to educate people
with autism spectrum disorders and/or mental

illness to reach their highest potential, and get are on the autism spectrum get help early on
them into jobs appropriate to their intellectual and during the transition to adulthood, the
and educational level, and provide them with monetary cost may be high — but it is better
than the enormous
cost in money and
human suffering
(including the cost
of incarcerating
people who end up
in the correctional
system) that results
all necessary supports to stay employed. Ap- from not helping those in need.
Those in correctional custody who are
propriate housing situations must be made
available, appropriate to each category of mentally ill and/or on the autism spectrum
people with mental illness and/or autism must be identified, and they must not be mistreated; they must get the help they need.
spectrum disorders.
Principles of civility and compassion deAlso, people who are on the autism spectrum and/or who have mental illness who go mand that we as a society collectively help all
from being on disability to getting jobs who are in need of help. Not to help those in
shouldn=t have to worry about losing their need is cruel and barbaric.
medical benefits.
Harold Frost IV is from Sheffield.
If people who are mentally ill and/or who

(My) autobiography would be interesting
reading, being the story of an autistic, mentally
ill, gay and Catholic, pro-life leftist radical
Vermont secessionist.

How I Improved at 47 Main Street

by MICHAEL ALTER
I spent 13 years at 47 Main Street, a therapeutic community residence for the mentally
ill, located conveniently across the street from
Castleton State College and 13 miles to the
east from Rutland.
I came from a dysfunctional family that
gave a misguided love, a homely love,
wrought with pampering but lacking in disciplining. So I got my “disciplining,” thrown
head-first in school in a garbage can, sexually
abused in an all boys’ high school, socially
segregated in another school, and whirling
and twirling with too fast a crowd in a Midwestern College. I took to drugs to relieve my
shyness.
I came home beaten but not down for the
count, doing odd jobs, taking a typing course,
working for Goodwill Industries as a stock
clerk, and other short-lived jobs. I had a
manic-depressive nervous breakdown at age
22.
After mental hospital after mental hospital, I made disastrous choices relying on the
mental health system but not on myself, getting disapproval for antisocial behavior instead of the disciplining I really needed.
In the meantime, I held jobs, took college
courses in Introductory Psychology while living in short-lived apartments, and especially
the disastrous choice of living with a perfectionistic roommate while my psychiatrist
took me off my Lithium.
I still managed to work in a clerical program for one year in a non-verbal state before
one last state-run facility stay.
Hence, my move to 47 Main Street.
Obviously, life or something wrought me

with ruin. In the first years I hated everything
and everybody, well-behaved in my classes
at Castleton State College but vicious at 47
Main.
But doing the work program, with the patience and kindness of the staff, took the hatred and bitterness out of me like waves
lapping the sand with sweet erosion. A nearby

The new turning point
came when I discovered I
was responsible for my
own misery.

fuse to work. Then came the temper tantrums
and the reduction to the old paranoia. The
past came back in all of its horrid and vivid
detail, and I could not forgive my family for
the world.
When Advent came, everything gave way
and I discovered a selfish streak. Hate upon
hate upon hate. I had two mental hospitalizations. I wanted to die; I wished I hadn’t been
born; self-pity and torment became my rallying cry.
The new turning point came when I discovered I was responsible for my own misery. I, indeed, was the cause of my own
suffering, and I discovered I was more responsible for disqualifying the positive things
in my life: three squares, a roof over my
head, lots of friends, lots of fun, and enough
material possessions and spirituality.
A new radiance hit. My physical problems
got better and better, Praise God. I could walk
easier and come out of my head. My social
skills became better and better in the outside
world.
Now I feel like a much more complete
human being, likable and lovable, a lover and
a liker, good with people and capable of
working, and supported in a warm and caring
environment. Whether the physical problems
that plague me will continue are not a worry
— nothing lasts forever, and there are people
worse off than me. I have come far.
I hope other people sally forth and come
here. It is a beautiful place with beautiful people in it.

church and AA meetings helped also. Doing
good and building good led to feeling better.
Another great factor was the forgiveness
of everyone around me. After years of being
treated like a criminal, the slimy bitter crust
leaving a slime-trail, the temper tantrums, the
incredible disrespect for everyones’ quibbles
and qualms was replaced by a respect for peoples’ mystiques and mysteries.
Perhaps people could be understood after
all! Perhaps people could be trusted after all!
And all along, in the back of my mind,
whether I knew it or not, God was healing
me.
The big turning point came after I was
taken off my Clozaril. The teachings in responsibility, in living in the moment, in the
pride of the work ethic, in kindness and decency, in forgiveness and acceptance, were
put to the test. The drug-induced slight fog
was over. I had come out of a pellucid dream.
At first peoples’ quibbles and qualms
Michael Alter is a regular contributor to
threw me through the ceiling. I started to re- Counterpoint.
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Laughter and Advice

by ELEANOR NEWTON
Hey, I’ve been there! Been there where everything hurts so
much nothing is funny anymore! Haven’t you?
The late Bob Loomis, founder and first editor of Counterpoimt, certainly had. So when I and some other peers started joking about mental illness, he took major offense. “I don’t write
that kind of stuff!” I took his attitude seriously, but I had regained my sense of humor and with it my emotional balance. It
just depends on where you’re at, at any given moment. My laugh
moments include these, among others:
On a mental ward, two teenage girls were admitted together,
both laughing. One said what a jerk the admitting physician was:
“He compared me to his wife, he said, ‘My wife...’” Gales of
laughter. Then, “I think he got his license [to practice] from a
gum ball machine!” (Female patients will “get” this. I sure did!)
Another patient shared this story: he was being introduced to
a new person, who had been told that he was a mental patient,
and so inquired about his diagnosis. When he replied, “Schizophrenia,” the other man was visibly shaken, since the patient
was young, tall, and powerfully built. So the patient said, “You
should be scared! It’s catching!”
And then, there was a moment at Westview when a new student intern came in while we were waiting for a potluck to begin.
He asked if any of us were on staff, and we said “no,” so he
asked if there were any staff in the building. We told him they
had all left for the day. His anxiety was so obvious we hastened
to assure him someone on staff was due to arrive any moment to
supervise the potluck. I don’t remember whether he stayed. I
think not!
Another time, a student came in at a time no staff were present, and when he asked and we told him, he said he had to leave,
as he was also going to check out a group of people with cerebral palsy, and he had not decided which group he wanted to
work with. I don’t think we ever saw him again!
In situations where one does not feel threatened by this fear
on the part of others, it can tickle one’s funnybone.
Laughter is good medicine, even when we acknowledge that
some of the things we laugh about are not, in themselves, really
funny. Having said that, long live the stand-up comics! May I be
one of them!

How To Survive... Better

Now that I’m eighty (!), I feel qualified to share a few tips for
living longer and better than you otherwise might have done.
1) Don’t let others make decisions for you that you should
have made. Empower yourself!
2) Stay positive and don’t listen to the nay-sayers. (“It will
only get worse!”) They could be wrong! Never give up!
3) Choose your battles carefully. You will have to fight some
— and win! But there are some you cannot win and should sidestep. You have to figure out which is which.
4) Take care of your physical health: good nutrition, appropriate exercise, enough rest and sleep. It will help your emotional health and help you achieve your goals.
5) Avoid criticism and negative influences. (Easier said than
done.) Some people will always find fault, no matter what: you
are too fat or too thin; too tall or too short; your nose is too big,
small, or wrongly shaped; ditto your ears; your eyes are too close
together, too far apart, or the wrong shape or color; your hair
and skin are all wrong. What? God made you the way you are,
and if it’s the way He wanted you to be, it should be OK with
you! Nobody is perfect. I wouldn’t even know what perfect
should look like. Do you, really?
6) Be good to yourself, even if others aren’t! God loves you,
and you should, too!
7) Be kind and supportive to others, especially when they are
going through a rough time. You will feel better, too, and they
will feel cared for.
8) Take all advice with a grain of salt (even this), but make
use of any that fits your needs.
And...treat everybody better!
(I needed to say that!)
Eleanor Newton is a frequent Counterpoint contributor and
columnist from Williston.

Course Teaches Peer Skills
For Suicide Interventions
by JIM TOMLINSIN
Last winter, I was asked by Vermont
Psychiatric Survivors if would attend a
training on suicide intervention.
I agreed and the very next day I was
in a classroom 25 miles from home at
‘ASIST’ [Applied Suicide Intervention
Skills Training], a suicide intervention
model developed by Canadians.
The work over the next two full days
of intensive studies and role playing involved one-on-one, person-to-person, either over the phone or in person. One
person was “the person at risk” and the
other was “the caregiver.”
The caregiver explores invitations
given by the person at risk through actions, feelings, physical behavior, and
words.
For example, to the point, “I wish I
were dead”: Are you talking about suicide? “No, not most of the time but
sometimes”: In those “sometimes” what
are your reasons for dying?
In hearing the reasons for dying, the
caregiver hears many reasons for living
and explores them with the person at
risk.
Because of the sometimes suicidal
thoughts, the caregiver also needs to re-

view the risk. Does the person at risk
have pain that at times feels unbearable,
a history of attempts, do they have a plan,
are they prepared, how soon, do they
have resources, people or places for
help?
All are approached in conversation,
not rapid fire. The person is talked to
about a “contract safeplan”: an agreement to help keep them safe for an
amount of time.
Agreement is also discussed on informal or formal resources the person at risk
can access, short, mid- and long term.
Short might be family and friends,
caregivers, or emergency; mid could be
personal advisers, caregiver or health
workers; and longer term, personal connections, caregiver and community.
A real person is reaching out and
someone is listening: maybe a connection
can be made, an understanding reached,
assistance given and received, and a precious life lived.
This is an abridged version of an intensive course on a very serious subject.
Jim Tomlinsin reported on this training through a scholarship from Vermont
Psychiatric Survivors.

Legislative Cuts Threaten
Sustainability for Everyone
by GRMTLEGEND
I testified at the public hearing before
House Appropriations Committee: the
budget is simply too tight as is, with no
wiggle room... an unsustainable month
would be far more likely to happen with
a small crisis becoming a large crisis.
The [budget cuts] would be devastating, it is the money for glasses, magnifiers, a white cane if replacement is
needed.
On top of that I recently found out
there is possibility of cuts in HUD, and I
can’t begin to find out if that could affect
such agencies as the Barre Housing Authority.
If my housing becomes unsustainable,
then I have only two options, homelessness, or move to Maine where I have
family, and I’m not even sure if that is
possible.
Most of my efforts have been trying
to stay abreast of many issues, but healthcare has been the main one, and not an
easy one.
For example, there seems to be an
issue with the Medicaid Advisory Board
being changed into the Healthcare Board,
or to eliminate it or change its function.
Either way the greater issue seems to be
that healthcare changes are going to put
those that are most vulnerable at risk.
Who is most vulnerable? Those without healthcare, or those on Medicaid or
Medicare. The accounting department
within the administration cannot really

validate sustainability of a single payer
system. I see a sense of fear in those disabled and the elderly.
I see a jobs bill that seems to favor
veterans and that is looking to bring new
business into Vermont, with their employees. Silos? Sort of segregation of
populations.These are strange times, so
many standards of living as we have
known them, changing all at once, or
threatened at very least. There is no security, nor sustainability.
I have not avoided human services,
there has been no time to focus on one
particular issue. I did focus on death
with dignity for awhile.
I’m against it; simply put, I saw
enough evidence of how the slippery
slope does exist, and understand the danger is even more significant at this time
with such unstable times.
Palliative care does not cross the
boundary that death with dignity does.
They are quite different in context. At
the very least I think the change in
healthcare should be well established before death with dignity should be considered.
What healthcare will be, will affect
the context of the death with dignity bill.
What of amendments that could be
added? And then there are suggestions
by other countries that have it, that the
slippery slope has now been seen, some
evidence quantitatively, definitely qualitatively.
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Cherry Blossom Festival Celebrates
New Art Center, Raises Aid for Japan
by TRAVIS RECORD
Special to Counterpoint

MONTPELIER — Ranging across the globe
from Canada, Germany, and Turkey to the Philippines, England, and the United States, this year’s
cherry blossom festivals honoring the sakura, or
Japanese flowering cherry, are tinged with a bittersweet urgency as Japan recovers from the devastating earthquake and tsunami.
Cherry blossom festivals occur as early as January and as late as June, with most happening between March and May. Between these months is
April, the most popular time of year to celebrate

Participants in
Another Way’s
Cherry Blossom Festival in
Montpelier enjoyed outdoor
workshops
(above)
and
hung art (right)
as they celebrated
the
opening of its
new Art Center
while also raising funds for
relief for victims of Japan’s
earthquake.
Events included
a
Japaneese
meal. (Photos
courtesy of Another Way.)

the prunus serrulata (cherry tree) because early
April marks the bulk of the blossoming.
Washington D.C.’s National Cherry Blossom
Festival on the weekend of April 9 surely made
people’s thoughts turn to Japan, but perhaps some
also thought of a cherry blossom festival held in
a different capitol city, the Vermont state capitol
of Montpelier.
Over the same weekend, at the peer support
drop-in center Another Way, a timely festival was
held to celebrate the opening of its new second
floor Art Center and music studio.
In a process described by workers as “or-

ganic” that “built upon itself,” a snowballing series of events grew and took shape into a hugely
successful cherry blossom festival and fundraiser
for earthquake relief.
Late last autumn, trees and the labor for planting them were donated to Another Way as part of
an Arbor Day celebration. It was an energetic and
warm event. The first annual National Cherry
Blossom Festival in D.C.began the same way in
1912 when 2,000 trees were planted.
Soon after the trees were in at Another Way,
Walter, a peer at the center, offered to cook a
homemade Japanese meal as part of the drop-in
center’s community meal on Friday evenings.
When Walter learned the upstairs space above
Another Way was newly vacated and being
turned into an Art Center he offered to add to the
opening by organizing a springtime cherry blossom festival and Japanese dinner.
When the earthquake happened, those around
the peer support center kicked into high gear getting ready to add a benefit and art auction to the
mix.
“It made me happy to help raise money for
earthquake recovery,” said beadworker Nikki.
It all came together on the afternoon of April
7 for the opening ceremony, hosted by Walter.
The second floor has five rooms. They are
adjoining chambers much as one sees in a gallery,
rather than by doors and hallways. One visitor described the effect as “fluid,[it] flows from one aspect to another.”
The hundreds of pieces of artwork included
mobiles made with tree branches from adjacent
to the building, which needed trimming (reduce,
reuse.) Beads, feathers, doves and paper cranes
of bright colors adorned the many mobiles.
There were also painted wood canvases, paintings of dragons, samurai, Japanese lettering,
Japanese flags, cherries, Godzilla, a rock garden
in the sand and many other Asian motifs, along
with works on a variey of other subjects.
A Hammond organ in the music room provided opportunites for a sing-and-play-along
prior to the arrival of DJ Trogpite, a local favorite. His blend of alternative and popular hits
accompanied by morracas and drums played by
festival-goers helped everyone have a great time.
Cherry refreshments were all around— cherry
pickles, cherry apples, cherry vaniila cake,
maraschino cherries, and cherry non-alcoholic
cocktails in blenders, coolers, pitchers and bottles.
Just as in the Japanese “Hunami” picnic with
refreshments under a blooming cherry tree, the
cookies and crackers added to the authenticity of
the festival.
Day two of the festival kicked off with the
hanging of a twenty foot banner announcing the
event to passersby. Paper cranes hung fom the
second floor porch. There were more visitors and
the first sale of art to benefit earthquake survivors. There was a strong turnout for the gourmet miso soup, sushi rolls, and teriyaki beef at
the community meal.
Saturday, the final day, had nice enough
weather to allow outdoor workshops for beads
and paper crane origami. Dozens of community
members filled the gallery, some bringing babies
and dogs to add cheer. The event was a success
all around.
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by J.G. Collins

I sing. No, I’m not a professional or even a
wanna be. I just sing. While doing housework,
cooking or baking, or even just sitting in the den
enjoying a magazine. Singing makes me smile.
Why would I want to smile in the face of all the
heartache in the world today? We have all experienced personal loss: the loss of a parent through
death or divorce; the death or estrangement of a
sibling or a close friend; even the death of a
beloved pet.
Let me tell you of my deepest loss: the death of
my little sister. Grace was only 20 years of age, !ive
years younger than I. Because of that, and having
several other siblings between, we had not been
especially close as children. Only in her last few
years had we connected as young adults.
We went places together: trips to the Caribbean
and to Italy. We shared our successes and failures,
our problems and our joys. It was a special time
that I will forever cherish. Then the accident happened. The details would not be important to you,
but they are forever etched in my memory.
I did not ‘get over’ my sister’s death in a week or
a month. Three-day ‘closure’ is a !iction invented
by tabloid reporters. For a year after that miserable day, I still cried almost daily. I did not have the
tools to deal with the emotions I was feeling.
After another crisis and some much-needed
therapy, I started to regain a sense of normality.
My memories of Grace were not forgotten, but
thoughts of her no longer dominated my life.
Grace, of course, will always be in my heart.
Eventually, ‘normal’ life continued for me. As
will happen in all of our lives, death came to the
families of those around me: a co-worker, an aunt,
an acquaintance from church, a friend. As I would
read an obituary in the newspaper or receive noti!ication of a death, I would recall not only the
pain of my loss, but also the importance of each
show of support — regardless of how small —
that my family and I received at the time of Grace’s
death. Whether it was simply a card with a few
memories or lines of sympathy hand-written at
the bottom; a heartfelt embrace at the wake; !lowers sent to the house; a donation in Grace’s name;
or food brought over to the house, every effort was
ampli!ied in my heart. I now feel drawn to give
comfort to others in their hour of need, as comfort
was given to me.
On one occasion, after providing ongoing support to a friend, I was told that what I was doing
was a ministry. When I arrived home, I pondered
that for a while, and had a ‘eureka’ moment.
When Grace died, I often asked myself “Why?”
Over the years, I often wondered, for what reason
does any young person die? There was never an

Grace

answer. I now knew why.
Grace’s death had changed me. It
changed me in a way that would not
have happened, had she not died so
young. Grace’s death gave me compassion. It gave me empathy. It gave
me heart.
Now, when I send a sympathy
card, I do not just sign my name. I
know how very important it is to include a few well-chosen words about
the person, a few handwritten,
heart-felt lines of sympathy. The
same is true when attending a wake
or funeral. It is important to share
with the family a memory of their
beloved, or to express one’s sorrow
for their loss.
Grace’s death showed this to me,
though I did not know it at the time.
It changed the direction of my life. I

will always miss her, even though
many years have passed since she
died. Would I turn back time and stop
the accident from happening if I
could? Of course I would. Wouldn’t
you? Of course, there is no turning
back time. So I must accept things as
they were and as they are. I embrace
this change within me, and act with
Grace’s memory close in my heart.
Now, I sing. I sing as I remember
the pleasant memories of youth. I
sing to keep me balanced, to offset
the everyday trials that we all face. I
sing because I realize that there is a
meaning to life., and to death. I sing
because of the gift that my little sister Grace gave to me.
I love you, Grace. This is for you.
J.G.Collins is from Wilder

Poetry, First Place

Red-Winged Blackbird
by Nancy Tomeny

I play a simple tune upon the keys
To offset the cheerful melody of the little bird.
I don’t recall the day he came,
But to him it matters not the same;
For he just comes to sing and to be heard.
His body dark, as glistening coal,
With wings brushed lightly by crimson hue,
He perches low near a window sill
Awaiting his anointed cue.
His head bowed down as in solemn prayer
Until he hears me play.
Then with head held high he joyously sings,
And then, he flies away.
Nancy Tomeny is from Hartford
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The Last Bus

by Vesna Dye

For Nermina

“They will come tonight,” I hear voices whispering behind me. Hands on my
keyboard, I turn around and look at the frightened faces of my colleagues.
“You need to go, Nermina, you’re the youngest, you don’t have a family.” I
feel my boss’s hand on my shoulder.
“I need to finish my report,” I say. I don’t dare to look him in the eyes — we
both know the truth. They will come and ransack our village, maybe burn it down.
They’ve done it to other villages too.
“I want to stay,” I say firmly. I see my boss’s hand unplugging my word processor. “You’re fired,” he shouts. “You can’t stay in the village without a job, you’ll
starve to death.”
“I’ll die anyway,” I say, shutting down my emotions. I learned to hide my emotions behind the mask of indifference ever since Leyla died. They didn’t hurt her,
no one dared to hurt that dark child. She was born without a voice, but she
learned to talk with her fingers. When men in uniforms came to the village, she
pointed her finger at them.
“The child is cursing us, we better leave,” the officer in charge said. He was
only a few years older than my sisters, shaved head under a soldier’s beret,
dark, eagle-shaped eyes. He was a murderer before he had a chance to grow
up. A Gypsy woman read his fortune — she told him he would die from a curse,
not a bullet. A man from our village who knew him well told us of this story.
Maybe it was only a legend but in any case, our village was spared.
Leyla drowned that night. She was tending the cows and went for a swim in
the river. A current must have taken her life; or was it Vodenjak, an evil water
spirit?
We found her in the morning, her black curls tangled around a willow tree
branch, her bracelet with the crescent Moon and the Star still around her wrist.
At the funeral, our Mother hid her tears behind the veil. “Run, Nermina, run,”
she told me, “ they will come again.”
“What about you, Mother?”
“They won’t hurt me — their blood runs in my veins.”
She, like most of us, referred to our enemies as “They.” We didn’t want to
name them as we couldn’t put a blame on all — only a few had poison in their
soul — the rest were just ordinary people, like us. In normal circumstances, we
were all friends. When the war broke out, it all suddenly changed. We didn’t
know who was responsible or why — we just knew that it was different now and
that our lives were uprooted, like the lilies Mother planted...
“Here’s the ticket,” My boss interrupts my musings. “The last bus is leaving at
8 p.m.”
“But I can’t just leave — my life is here,” I rebel.
“Do you know how much I had to sacrifice to get you the ticket,” My boss’s
voice is angry. “My whole salary!”
“I’m sorry,” I say, “but I didn’t ask for it.”
“It’s OK,” his voice calms down. “ If I hadn’t found someone to help me, I’d
have had to pay five times more to the black market. More people want to leave
than there are seats on the bus.”

2011 Louise Wahl Creative Writing Contest
in honor of the Vermont writer and activist.
Writing:

First Prize Tie ($75 each)
Grace, by J.G. Collins; The Last Bus, by Vesna Dye
Third Prize ($15) - Rockport, by Sue Hohman
Poetry: First Prize ($50) - Red-Winged Blackbird, by Nancy Tomeny
Second Prize ($25) - Shut Away, by Sue Hohman
Third Prize ($10) - Moonlight in Vermont by Vesna Dye
Judge’s panel is independent of Counterpoint. Staff not eligible. Deadline for 2012 contest: March 10, 2012. Submissions must be original
work; stories under 3,000 words. One entry only per category.

“What about you, what about other employees?”
“Don’t worry — we’ll manage with Allah’s help.”
It’s difficult now to believe in Allah. How can you believe in God when the earth is full of bodies instead of
flower seeds? Mother believes that planting flowers on
the graves of both our villagers and our enemies would
unite them in peace in the afterlife. I often wonder what
would have happened to my father if he hadn’t died before the war started. He died in a car accident; he was
driving home drunk after his friend’s birthday party.
Maybe it was better to die instantly than suffering a
slow death in some war camp. He was the kind of man
who would rather sacrifice his own life than see others
suffer, especially when it came to his friends and family.
Back home, I find my Mother packing my suitcase.
“Was that your idea for me to leave on the last bus,
Mother? Did you persuade my boss to buy me a
ticket?”
Mother, putting a bowl of soup in front of me, says,
“No, my child, it’s Allah’s wish. He gave me a sign.”
“What about the others, Mother? Does he give them
signs too?”
(Continued on page 25)

Poetry, Second Place

Shut Away
by sue hohman

Some would say I am locked up
Shut away
Imprisoned
And to be pitied
Yet here is where I find
the greatest freedom
Shut away
Protected
And to be envied.
Here I can be me,
broken and mending
Shut away
Nurtured
And to be accepted.
Sue Hohman lives in Bennington
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2011 Statehouse Art Exhibit

Self Portrait #9
Mixed Media; Adams Center for Heart and Mind

The Vermont Statehouse hosted an Art Therapy Association exhibition
this May, titled “Surviving to Thriving: Realization of Aspirations,
Hope and Potential.” The program was supported by Vermont Psychiatric Survivors and the National Alliance on Mental Illness-Vermont.

Broken
Charcol, Washington County Mental Health

Flamingo’s Magical Land
Hand Cut Felt, girl, age 10, private practice

Mother Mural
Collage, glitter and fabric, girl, age 10
Howard Center, Academy Magnet School

Untitled
Watercolor; Washington County Mental Health

Flowers
Scenes of Life
exerpt, Lino print, boy, age 10
Howard Center/Integrated Arts, Academy Magnet School

Oil pastel and watercolor, girl, age 9, Howard Center/
Integrated Arts, Academy Magnet School

Day or Night
Acrylic, girl, age 11
New England Counseling and Trauma Associates
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Louise Wahl Memorial Creative Writing Contest
The Last Bus
(Continued from page 22)
“If they’re willing to listen.”
“Did you forget to pack my coffee grinder,
Mother? The antique one Leyla got me for my
birthday."
“Of course not. Your aunt in Germany will
love you to grind fresh Turkish coffee for her
in the morning.”
No time to finish my soup. Mother sacrificed her last chicken for my last meal and put
in rosemary, thyme and mint from her garden.
I'll always remember the taste of her chicken
soup with homemade dumplings — it’ll remind me of my native Bosnia wherever I go.
Without saying goodbye, I close the door
behind me. It’s easier to pretend that I’m just
going away to spend a weekend with my
friends.
The bus is here now.On the streets it looks
like any ordinary day. Someone’s mother is
putting the laundry to dry on the rope in her
garden, boys are playing football; Muezzin is
calling for the evening prayer from the
minaret.
Behind the mosque, the glowing rays of
the sun are sinking into the river...
Are they really going to come tonight and

burn the village down? Maybe someone out
there, man or Allah, will stop them.
As the bus is leaving my village, I know
it’s leading me into my future...
Five years later, I am sitting at the table in
my kitchen in Burlington, Vermont. My husband, a former immigration officer who first
helped me get the papers and later asked
me to marry him, is working out of town as a
cranist. He makes good money. We have
three children, two boys and a girl. My
mother is with us — she misses the old
country and has never learned English well,
but she found friends in a few Bosnian immigrants. Sometimes we all sit together,
drinking Turkish coffee and eating my homemade baklava. Each year we hold a memorial service for my former boss. He was killed
the night I left the village. The ticket he
bought for me would have saved his life if he
had chosen to use it for himself. But maybe
it was Allah’s choice, I’ll never know.
One of these days I’ll visit my village in
Bosnia and put a lily on his grave. But not for
a while — I need to stay in my new homeland, Vermont, until my children feel safe. I
want them to grow up in a place where a bullet could never reach them...
Vesna Dye is from Essex Junction

Poetry, Third Place

Moonlight in Vermont
by Vesna Dye

For Carl

Carl starts his Subaru
And we take off down Route 15
Into the snowy twilight of Jericho.
I sip Croatian rosehip tea from my thermos;
Carl is silent, keeping his eyes on the road —
Last time on this road, he almost hit a deer.

No sign of anyone from our writers’ group
When we arrive at the Jericho Town library.
After twenty minutes, chilled to the bones,
Carl ready to turn back, we see two women
Appearing out of the mist.
We search for the key — either the librarian
Forgot to leave it under the mat
Or our muse locked her door on us.
The four of us stand under starlit sky
Like soldiers who just lost a battle.
I pray to the Snow Faery
To lead us to a warm place
Where we can open our hearts
And our poems to each other.
A miracle happens — Maggie invites us
To her Jericho home
At the end of a dirt road.
It’s almost a sacrilege
To tread on the wedding-gown colored snow;
I wish I could fly to the roof
And grab Snow’s Faery magic wand

Writing, Third Place

Rockport
by Sue Hohman

I am sitting in a dimly lit room, gazing
through a slit in the black curtain at a brick
wall. The soothing sounds of the ocean waves
fill the tiny room from their source— a tiny
white box.
As I listen to the waves breaking I almost
smile at the irony of the contrast between the
month before when I had been in a similar
room, and now.
Then, it had been a motel room, now it was
the Sensory Room on a psych unit in a hospital.
Then, it had been a tiny room whose sliding
glass doors opened onto the beach. The sounds
of the waves were often interrupted by the
laughter and the chatter of the three friends
who shared the room. It had been a weekend of
laughter, camaraderie and renewal.
Now it was a time of tears, loneliness and
recovery.
Who would have guessed, sitting on that
sunny beach in Rockport, that the dark side of
my illness would visit me again so soon?
Sue Hohman is from Bennington

On top of the brick chimney.
For a moment, I break away from the crowd
And walk to the abandoned barn
In the back of Maggie’s cottage.
In front of me, snow specks turn into
The white Christmas lights...
This is my “Moonlight in Vermont” —
This is what I have always wanted —
Not the bleak semi-existence
On low-paid part-time jobs
And social welfare programs;
This is the Faerytale Vermont
I read about in tourist brochures,
Not the Reality of Homelessness
That came later, after the years of housesittings,
A room at YWCA and a shabby Section 8 apartment.
This is what should have been
My “Moonlight in Vermont” — a cottage in the hills,
Sipping tea in front of a fireplace
In the company of a husband, his dog and my cat —
Not the Snow Queen’s Palace
I was enclosed in, and her Mirror of Reason
That turned out to be
Everything else but reasonable.
Yet after all the snow-thunderstorms,
After hundreds of icicles
Refusing to melt in the first rains of spring,
I can still walk backwards in the snow
And not fall down into the ravine;
I can still see the ice-cubed Moon
Through the frozen branches
And know that winter holds enough magic
To sparkle embers in my heart.

Vesna Dye is from Essex Junction
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MOTHER, ME’ME’, FRIEND
Petite lady, light ash blonde hair, sparkly blue eyes;
We gather together as we shed our tears, even our cries.
You will be remembered by your faith in God;
Courage never to give up, and
Compassionate love you have shared with us all;
Your gentle spirit lives on forever for it can never fall.
O beautiful beloved mother, wonderful loving Meme,
and wholehearted caring friend;
Your life here on earth must come to an end.
For you lived a life of simplicity, but rich in love;
This will inspire us, as we look to the heavens above.
Words alone can never express what we feel,
And mourn this day;
So what else is left to say?
You are loved by many and will remain forever;
In our hearts;
One thing for certain, we will never be apart.
Our hearts have been pierced by this great loss;
And we will miss you immensely.
by LENA BROWN
Enosburg Falls

Beautiful Dreamer
You know, I went to this place once when I felt my life had come to
an end and I was in bitter darkness and despair. I went feeling very scared
and very much alone and to tell the truth I don’t really remember my
first week there. But as I came out of the fog and crawled cautiously out
of my shell, I began to meet people and thus my journey started.
I looked on in awe as I started to realize that these people suffered as
I did. Perhaps in slightly different ways but yet the same. And strangely
enough, when we all came together as a team, as one, there was hope.
And oh! There were professionals that helped us along. One sang
songs in the morning to get us out of bed, and they made you laugh
when you most needed it and most importantly, they didn’t give up on
any of us.
Many of us came and went and I met people and in some cases built
a relationship in a very short time. We laughed together, we cried together, we lived together. There are some that I remember more than
others but one in particular sticks in my mind. She was an elderly lady,
confined to a wheelchair. She had trouble thinking straight. But that was
okay, we all pitched in to help her out. She has names for all of us: General, Sarge, Horse’s Ass, and funny enough, we’d come when called, no
matter what our name was.
The name she gave me was Beautiful Dreamer. This perplexed me because not only did I think I was homely but any dreams I did have were
smashed down, hence, I dreamt no more.
I was struggling hard and had a long road ahead of me and mountains to climb, but I think if it wasn’t for the help of these people, I
would have been driven mad long beforehand and surely would be dead.
But this elderly lady had taught me that beauty comes from within and
that it’s never too late to dream.
And so one day it was my turn to leave, therefore I sprouted wonderful wings — wings that God gave me. And I flew away like a baby bird leaving its nest, continuing on with my journey and wondering what the
next challenge or pit stop would be like. And when I get there, when I’m
asked my name, I will say, Beautiful Dreamer, and smile.
by TONI DAY

Poetry and Prose
Living Our Lives
We live our lives,
hearts full of secrets and pain;
souls full of hope and joy.
Deeply, or like a feather,
I know not my effect on you.
Walking side by side,
in an instant we are changed.
With a full-chested breath,
we turn away none the wiser;
we run away at the honesty.
The tendency for the familiar.
The ache for the knowledge.
We live our lives,
without thoughts of impact;
without a care in the world.
Gently, or with great harshness,
you know not my reaction to you.
Brushing shoulders,
I don’t recognize the agony.
You have no clue of the past.
GLK

Share Your
Art!

Short Stories,
Paintings,
Photos, Poetry

It’s as simple as mailing it to
Counterpoint, 1 Scale Ave., Suite 52,
Rutland, VT, 05701
or emailing to counterp@tds.net.
Please include name and town.
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Poetry and Prose
When I Died

When I died my life was killed by its
burdened knife I have taken enough of
t h i s w o r l d ’s s t r i f e w h e n I s a w m y o w n
ghost it was a reflection ‘til this day I
thought I’d never had to be connected
with but in some ways when I died my
body departed into another world when
I was passed out on the floor that long
night and curled when I died I thought
everyone and everything I thought had
given up on me and they did so how can
I reopen this lid of this container I am
locked in I will never be able to get out
o f t h i s e v i l e n t e r t a i n e r ’s c r u e l t y e v e r y one knows that they are guilty when I
died
by MICHAEL KELLY, Colchester

Life from a Distance

Stone Faced
by Jean Aney

Tale of a Friend
The warm body sleeping next to mine
each night is all muscle, all brawn. The
two of us curl up tenderly under the old
grey quilt, often back to back, even face
to face. I like it most when we make contact, when I can throw a gentle arm ‘round
her smooth side and listen to rhythmic
breathing, to snoring, until I follow her into
deep sleep. Sometimes when I wake in
the middle of the night, I’ll look and find
her scrunched fully down under the covers, making a pillow out of my foot.
My nighttime partner is red-headed
with playfull freckles on her nose and liquid amber eyes. Those eyes, that still
speak the sadness of being locked up in
a wire cage for over a year. She was torn
from a beloved owner whose landlord
kicked her out of the apartment she was
raised in, the only home she ever knew.
Ya’ see, Bliss is an 8-year-old pitbull
whom I was introduced to online, fell in
love with at first sight, and adopted from a
city shelter in Pittsfield, Ma. a year ago
last May.
Ever since I did some volunteer work
at an animal shelter in Vermont, pitbulls
have won my heart. They sit month after
month in cages with little chance of being
adopted. A kind of depression fills their
faces and stills their tails, the understandable bewilderment of why they’re
just not wanted, why they’re shunned.
I know a lot about stigma and discrimination, the toll that they take. I, too, know
how much it hurts.
Maybe Bliss experienced less of this
pain because, in the shelter, she found a
dedicated volunteer who took her home
at night about 85 times during that year.
Plus, she had the endearing habit of bur-

rowing under her blankets, peeking out
with one eye, sometimes fully covered
like a tent, that made her a favorite
amongst the staff. Possibly she discovered a small way to insulate herself from
the horrors of shelter life that can truly
take an animal over the edge in a year’s
time.
For whatever reason, I adopt a dog
that hasn’t lost her sense of trust or her
capacity to bond. From the beginning,
she wets my face with kisses; allows
spontaneous hugs; almost pulls responsibly on the leash and approaches the
house as a safe and comfy home.
I become an indulgent owner. The furniture is hers to share. She is given too
many dog treats. Her favorite toy is a faux
sheepskin dolly — gutting it and finding
the squeaker inside. I buy her many.
Bliss is a senior dog; recently spayed;
obviously post-menopausal, and maybe
a bit portly because of that. So we vigorously hike the hills of Pownal and
Williamstown to feel good and to shed
some of that belly fat.
I’m amazed at her stamina. This former apartment dweller and city slicker
can outhike me any day. With her short
stubby legs, she trots on. Like a dog lapping up the woods for the first time, marking territory, boasting freedom, strutting
her stuff.
She certainly struts her sweet and bold
way right into the center of my heart. Bliss
is quite the lady and there’s more than a
little pitbull in me. My Chrissy Blissy. The
Pitbully. The Prettybully. My beloved
friend.
by MARIAN RAPOPORT
Pownal

I float, the way a poet does.
Every picture I paint — then I frame it.
Looking at life from a distance, to see a
good relationship is to see what a finished painting is like.
Give a new life a chance, to begin adding
color to a fresh start.
I see myself almost everywhere.
My pride still never minds, when people
notice how I rest, or someone I know; it
is never easy. There are very few who
know how they become celebrities.
There are disabilities; they have earned
an impression “to be.”
Or not succeeded at an empty vessel;
know how to veil a smile to those who
would succeed at oppression when I
blow it.
Their success hasn’t been forsaken.
UNNAMED, Waterbury

How I Deal
It’s how I deal, that’s making me a fool.
I choose to cope; when love is real, it is
the same.
The expression, “I love.”
So does the man teach me a lesson: It
stays when it goes away.
Like a butterfly representing failure,
challenge does not represent change.
In the cinema I have girlfriends running
the same film,
like a phony, unless “I might die.”
What’s the next right thing?
Whatever is clever.
In Italian-falsetto eles crestino filis means
doubt with a spring of hope.
Then I think to find my heart: like putting
only half a dozen eggs instead of two
dozen on a string through the eye of a
needle.
by MICHAEL LUCRA NIXON, Waterbury
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Resource Directory
www.vermontrecovery.com
Links to just about everything...including
back issues of Counterpoint.
Community Mental Health
Counseling Service of Addison County
89 Main St. Middlebury, 95753; 388-6751
United Counseling Service of Bennington
County; P0 Box 588, Ledge Hill Dr.
Bennington, 05201; 442-5491
Chittenden County HowardCenter
300 Flynn Ave. Burlington, 05401
Franklin & Grand Isle: Northwestern
Counseling and Support Services
107 Fisher Pond Road
St. Albans, 05478; 524-6554
Lamoille Community Connections
72 Harrel Street, Morrisville, 05661
888-4914 or 888-4635 [20/20: 888-5026]
Northeast Kingdom Human Services
154 Duchess St., Newport, 05855; 334-6744
2225 Portland St., St. Johnsbury; 748-3181
Orange County: Clara Martin Center
11 Main St.,Randolph, 05060-0167; 728-4466
Rutland Mental Health Services,
78 So. Main St., Rutland, 05702; 775-8224
Washington Cnty Mental Health Services
P.O. Box 647 Montpelier, 05601; 229-0591
Windham and Windsor Counties:
Health Care and Rehabilitation Services
of Southeastern Vermont, 390 River Street,
Springfield, 05156; 802- 886-4567

24-HOUR EMERGENCY SERVICES

(Orange County)Clara Martin (800) 639-6360
(Addison County) Counseling Services of
Addison County (802) 388-7641
(Windham,Windsor Counties) Health Care
and Rehabilitation Services (800) 622-4235
(Chittenden County) HowardCenter for
Human Services (adults) (802) 863-2400
First Call – Baird Center (children and adolescents) (802) 864-7777
(Lamoille County) Lamoille Community Connections (802) 888-4914
(Essex, Caledonia and Orleans) Northeast
Kingdom Human Servicse (802) 748-3181
(Franklin and Grand Isle Counties) Northwestern Counseling and Support Services
(802) 524-6554
Rutland Mental Health Services (802) 775-1000
(Bennington County) (802) 442-5491 United
Counseling Services (802) 362-3950
Washington County Mental Health Services
(802) 229-0591

Drop-In Centers
Another Way, 125 Barre St, Montpelier, 229-0920
Brattleboro Area Drop-in Center,
57 S. Main, Brattleboro
Our Place, 6 Island Street, Bellows Falls
COTS Daystation,179 S. Winooski Ave, Burlington

Rutland County
Peer-Run Warm Line
802-770-4248
Fri, Sat, Sundays, 6 - 9 p.m.
Holidays, 1-6 p.m.

Vermont
Psychiatric Survivors
Support Groups

Burlington: Renaissance
Call 802-399-6331
MultiGenerational Center,
241 Winooski Ave, 1rst and
3rd Thursdays, 5-6:30 p.m.
Northwestern
Call Jim at 524-1189 or
Ronnie at 782-3037
St. Paul’s United Methodist
Church, 11 Church Street,
St. Albans, 1rst and 3rd
Tuesday, 4:30-6:30 p.m.
Central Vermont
Call 223-7711
Another Way, 125 Barre St.,
Montpelier
Women’s Support Group
Tuesdays, 3:30 - 5:30
Another Way, 125 Barre St.
Montpelier
Tuesdays, 5:30-7 p.m.
Rutland: New Life
Call Mike at 773-0020
Rutland Regional Medical
Center, Allen St, Confr Rm
2nd Mondays, 7-9 p.m.
Middlebury
Call 345-2466
Memorial Baptist Church
97 S. Pleasant St,
Every Tuesday, 4-6 p.m.
Brattleboro:
Changing Tides;
Call Karen at 579-5937
Brattleboro Mem. Hospital
Wednesdays, 7-8:30 p.m.
White River Junction
Peers: Turning Point
Center, Olcott Drive
Wednesdays 10 a.m.-12

Vermont Psychiatric Survivors
is looking for people to assist in
starting community peer support
groups. There is funding available
to assist in starting and funding
groups. For information, call VPS
at 800-564-2106.

Brain Injury Association
Support Groups in many locations,
listed on web site: www.biavt.org or
email: support1@biavt.org. .
Toll Free Help Line: 877-856-1772

Co-Occuring Resources

www.vtrecoverynetwork.org

Support Groups

Double Trouble
Bennington, Call 442-9700
Turning Point Club,
465 Main St., Mon, 7-8 p.m.
White RiverJunct
Call 295-5206
Turning Point Club,
Tip Top Building 85 North Main St.,
Fridays, 6-7 p.m.
Morrisville :Lamoille Valley
Dual Diagnosis
Dual Recovery Anonymous
(DRA) format;Call 888-9962
First Congregational
Church, 85 Upper Main St.
Mon, 7-8 p.m.
Barre: RAMI - Recovery
From Mental Illness and
Addictions, Peer-to-peer,
alternating format Call 479-7373
Turning Point Center
489 North Main St.
Thursdays, 6:45-7:45 p.m.

Turning Point Clubs

Barre, 489 N. Main St.; 479-7373;
tpccv.barre@verizon.net
Bennington, 465 Main St;
442-9700;
turningpointclub@adelphia.net
Brattleboro, 14 Elm St.
257-5600 or 866-464-8792
tpwc.1@hotmail.com
Burlington, 61 Main St;
851-3150;director@turningpointcntervt.org
Middlebury, 228 Maple St,
Space 31B; 388-4249;
tcacvt@yahoo.com
Rutland, 141 State St;
773-6010 turningpointcenterrutland@yahoo.com
St. Johnsbury,
297 Summer St; 751-8520
Springfield, 7 1/2 Morgan St.
885-4668;
spfturningpt@vermontel.net
White River Jct, 85 North
Main St; 295-5206;
uvsaf@turningpointclub.com

LGBTQ Individuals
With Disabilities

Come together to talk, connect,
and find support around a number
of issues including coming out, socializing, challenges around employment, safe-sex, self advocacy,
choosing partners, discovering
who you are, and anything else
that you would like to talk about.
Tuesdays at 4 p.m. at the RU12?
community center, Burlington.
Sheila (sheila@ru12.org) or David
(Dave6262002@yahoo.com.)

Veterans Assistance
Vermont Veterans and Family Outreach Program:

Bennington/ Rutland Outreach: 802-773-0392; cell: 802-310-5334
Berlin Area Outreach: 802-224-7108; cell: 802-399-6135
Colchester Area Outreach: 802-338-3077/3078; cell: 802-399-6432
Enosburg Area Outreach: 802-933-2166
Lyndonville Area Outreach: 802-626-4085; cell: 802-399-6250
Vergennes Area Outreach: 802-877-2356; cell: 802-881-6680
Williston Area Outreach: 802-879-1385; cell: 802-310-0631
Windsor Area Outreach: 802-674-2914
Outreach Team Leader: 802-338-3022/ 802-399-6401
Toll-free Hotline(24/7) 1-888-607-8773

Vet to Vet support groups:

Barre, Hedding Methodist Church, Wed 6-7 p.m. (802) 476-8156
Burlington, The Waystation, Friday 4-4:45 p.m. (802) 863-3157
Rutland, Medical Center (conf rm 2), Wed 4-5 p.m. (802) 775-7111
Middlebury, Turning Point, Tues 6:15-7:15 p.m. (802) 388-4249
St. Johnsbury, Mountain View Recreation Center, Thurs 7-8 p.m.
(802) 745-8604
White River Junction, VA Medical Center, Rm G-82, Bldg 31,1-866687-8387 x6932; every 2nd Tues 3:30-4:30 p.m. (women); Wed
11:30-12:15 (men); Thurs 4-5 p.m. (men);Thurs 10-11 a.m. (women).

Veterans Administrtion
Mental Health Services
(White River Junction, Rutland,
Bennington, St. Johnsbury, Newport)
VA Hospital: Toll Free 1-866-687-8387
Primary Mental Health Clinic: Ext. 6132
Vet Center (Burlington) 802-862-1806
Vet Center (WRJ): 802-295-2908
VA Outpatient Clinic at Fort Ethan Allen:
802-655-1356
VA Outpatient Clinic at Bennington:
(802)447-6913
Veteran’s Homeless Shelters
(Contracted with the WRJ VA)
Homeless Program Coordinator:
802-742-3291
Brattleboro: Morningside 802-257-0066
Rutland: Open Door Mission 802-775-5661
Rutland: Transitional Residence:
Dodge House 802-775-6772
Burlington:Waystation/Wilson 802-864-7402
Free Transportation: Disabled American
Veterans: 866-687-8387 X5394

You are needed.
These boards need
consumer involvement!
Consumer Organizations:
Vermont Psychiatric Survivors

Contact Linda Corey (1-800-564-2106)

Counterpoint Editorial Board
The advisory board for the VPS
newspaper, assists with editing.
Contact counterp@tds.net

State Program Standing
Committee for Adult Mental
Health: The advisory committee of con-

sumers, family members, and providers for
the adult mental health system. Second Mon.
of each month, 12:30-4 p.m.; Stanley Hall,
State Office Complex, Waterbury. Stipend
and mileage available. Contact the Department of Mental Health for more information.
Local Program Committees: Advisory groups for every community mental
health center; contact your local agency.
Transformation Council: Advisory
committee to the Mental Health Commissioner on transforming the mental health
system. New members welcome. Second
Friday of the month; 10:30-1, Stanley Hall,
State Offices, Waterbury, unless otherwise
posted.

NAMI-VT Board of Directors: Pro-

viding “support, education and advocacy for
Vermonters affected by mental illness,”
seeks “motivated individuals dedicated to
improving the lives of mental health consumers, their family and friends.” Contact
Marie Luhr, mariel@gmavt.net, (802) 4252614 or Connie Stabler, stabler@myfairpoint.net, (802) 852-9283.

Hospital Advisory Groups
Vermont State Hospital: Advisory

Council; fourth Wednesday of each month,
1:30 - 3:30 p.m.; nursing classroom.

Rutland Regional Medical Center:

Community Advisory Committee, fourth
Monday of each month, on unit, noon.
Fletcher Allen Health Care: Program
Quality Committee, Monthly meeting, McClain Rm 601A; third Tuesdays, 9 -11 a.m.

NAMI Connections
Group Meetings

Bennington: Every Tuesday 1-2:30 pm;
United Counseling Service, 316 Dewey
Street, CRT Center
Burlington: Every Thursday 4-5:30 pm
St. Paul’s Episcopal Cathedral,
2 Cherry Street (enter from parking lot)
Also, every Sunday 4:45-6:15 pm,
Unitarian Universalist Church
152 Pearl Street (basement classroom)
Hartford: 2nd and 4th Friday 4-5:30 pm,
Hartford Library; Call Barbara Austin
802-457-1512 for information
Montpelier: 1rst and 3rd Thursdays 6-7:30
pm Kellogg-Hubbard Library,
East Montpelier Room (basement)
Newport: Call Phil if interested,
802-754-2649
Rutland: Every Monday 7- 8:30 pm
Wellness Center (Rutland Mental Health)
78 South Main St.
Springfield: 2nd and 4th Mondays 12:30-2
pm, Health Care and Rehabilitation
Services, 390 River Street
St. Johnsbury: Every Thursdays 6:30 pm8 pm Universalist Unitarian Church,
47 Cherry Street
If you would like a group in your area,
would like to be trained as a facilitator, be a
Champion for a group in your area or have
questions about our groups please contact
Tammy at 1-800-639-6480 or email us at
connection@namivt.org

