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Board Votes To Change the Name
Of Vermont Psychiatric Survivors
by DONNA IVERSON
Counterpoint

RUTLAND — The Vermont Psychiatric Survivors Board of Directors voted to rename the
membership organization in August.
It is also recruiting for a new Executive Director. (See advertisement, page 3.)
The new name — Vermont Peer Services —
is on the agenda for further discussion at the annual membership meeting on September 15.
“Many, these days, see psychiatry and the
mental health system as allies versus something
to be survived or opposed,” Interim Executive
Director Gloria van den Berg said in reviewing
the board’s discussion of the decision.
“Peers all around the country are moving beyond pure advocacy roles, and becoming more
active in the service delivery system, both as
change agents and service providers in mental
health organizations.”
She said there “is hope to have a discussion

around ‘where are we going’ and ‘where are we
all now’ as part of the name change proposal” at
the annual membership meeting. The decision is

‘Many, these days, see
psychiatry and the mental
health system as allies
versus something to be
survived or opposed.’
“not set in stone,” van den Berg said, and other proposals for a new name could also be considered.
The September 15 annual meeting, open to all
members, will be held from 10 a.m. to noon at
Our Lady of Angels Church in Randolph.
The board discussed the belief that “many people are wondering if the name 'Vermont Psychiatric Survivors' still reflects the core meaning and
mission of VPS. If VPS wants to be a statewide
organization that truly represents the needs and in-

terests of peers, then our name should reflect that,”
van den Berg said. She said that the board considered that “even long-term members of our movement have begun to question whether term
'survivors' might be too limiting.
“They would like to see peers move beyond
thinking of ourselves as merely surviving mental
health challenges, trauma or unfair treatment.
They want a name for VPS — and a peer identity
in our movement at large — that involves embracing our diversity, reaching out, helping others, serving as change agents and actively
thriving in the modern world.” The vote was
unanimous with two abstentions, but some board
members want to see further discussion, so it was
placed on the agenda for the annual meeting, she
explained.
The board was divided for a time during the
past year on whether a new executive director
needed to be a peer with lived experience of men(Continued on page 3)

Smoking Cessation Mandate Is Provocative

SMOKE-FREE GROUNDS
at the new Vermont Psychiatric Care Hospital has resulted in a disposal bin for
cigarette butts provided for
staff just beyond the edge of
the property line. The hospital said it was placed there
after a brush fire was started
by a cigarette ember.
(Counterpoint Photo: Anne
Donahue)

by ANNE DONAHUE
Counterpoint
BURLINGTON — All community mental health agencies will be required to ban smoking anywhere on their program grounds beginning next July 1, including on crisis bed
and intensive residential recovery facility premises.
Care plans for clients who smoke are mandated to include tobacco cessation treatment, starting immediately.
The requirements are part of the funding agreement for
agencies designated by the state to provide mental health
services, Barbara Cimaglio, Deputy Commissioner for the
Department of Health, has confirmed.
Cimaglio said that the decision was based upon the fact
that “tobacco is our number one health risk,” and those
with mental health and substance abuse issues are “disproportionately affected” because of high smoking rates.
The fact that a person has a mental illness “doesn’t mean
that it’s okay that they’ll kill themselves with tobacco.”
Cimaglio said that the Department agreed not to require the standard for long-term residential programs that
were considered the homes of clients.
Some stakeholders hailed the news and others raised
questions about individual rights and potential interference with treatment relationships. The impact of having
clients and staff cluster to smoke just over the property
line was also referenced. Will the Second Spring Recovery
Residence have to “have everybody walk across Route 64
and get hit by a car?” asked director Jim MacDonald, noting the twisting, blind corner at the end of the driveway.

The requirement that there be a cessation plan for every
individual who smokes is a particular concern among the
designated agencies, according to Ralph Provenza, Executive Director of United Counseling Service of Bennington and Board President of the Council of
Developmental and Mental Health Services.
“There are a lot of reasons it may not be prioritized”
among the various needs of a person who is coming for
help, he said. “We don’t want to struggle” with a client
over a smoking treatment plan. “We certainly agree in
concept we should help them not smoke,” he said. The
question is “how assertively we have to address that.”
Amos Meacham, Executive Director of Soteria House,
raised a similar concern in the residential context. He said
he feels “that compelling people to quit tobacco, even in
the short term, can create a power struggle and resentment
that can undermine relationship-building.”
Melanie Jannery, a peer, said she has “strong feelings”
about the importance of smoke-free environments and that
“it’s pretty impossible to have it happen” without mandating it. “I get it about the rights, but I wouldn’t be able to
have gone smoke-free myself if they didn’t take my rights
to smoke everywhere away,” she said, citing malls, restaurants, and workplaces.
It “pisses people off but it saves lives for sure.”
Gloria van den Berg, Executive Director of the peerrun Alyssum crisis respite program, said she thought a
“broad, no-smoking sweep” fails to take harm-reduction
(Continued on page 4)
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Opportunities for

Peer Leadership and Advocacy
Meeting Dates and Membership Information for

Program Standing Committee
for Adult Mental Health

Advisory committee of peers, family members, and
providers for the adult mental health system. Second
Mon. of each month, 12-3 p.m.; Redstone Bldg, 26 Terrace St., Montpelier. The committee is the official body
for review of and recommendations for redesignation
of community mental health programs and monitors
many aspects of the system.
The Adult Program Standing Committee regularly recruits new peer, family and provider members. It is a
“very intelligent, exciting committee,” member Marla
Simpson said. “We meet the second Monday of every
month, from noon to 3 p.m. at 26 Terrace Street in
Montpelier,” she said. “The Commissioner of Mental
Health and other experts in the field meet with us and
we hear the latest and most innovative news regarding
mental health matters in Vermont.
“We also review and help redesignate designated
mental health agencies. Duties include attending all
meetings, reading relevant materials for the meetings,
and/or making site visits to Designated Mental Health
Agencies. It is an honor and a pleasure to be a part of
this important committee.” There is reimbursement for
mileage. Those interested in applying can contact
Melinda Murtaugh (Melinda.Murtaugh@state.vt.us) or
Clare Munat (claremunate@msn.com)

Local Program Standing Committees

Advisory groups for every community mental health
center; contact your local agency.

Transformation Council

Advisory committee to the Commissioner on transforming the mental health system. Third Monday of each
month, 12:30-2:30 p.m.; Redstone Bldg, 26 Terrace St.,
Montpelier, Contact the Department of Mental Health
(Judy Rosenstreich).

CONFERENCES

Alternatives 2014

The National Mental Health Consumers’
Self-Help Clearinghouse will be hosting a national mental health conference at the Caribe
Royale Hotel in Orlando, Florida, from October 22 through 26. Individuals can join the Alternatives Conference Announcements Facebook page to get the most up-to-date information. If not on Facebook, contact Susan Rogers
at srogers@ mhasp.org for more information.

Peer Supporters 2014

The 2014 national conference of the International Association of Peer Supporters will
take place at the Sheraton Airport Gateway
Hotel in Atlanta, Georgia, Oct. 13-14, 2014.
Further information is at inaops.org/

FACEBOOK and WEB SITES
Intentional Peer Support

www.intentionalpeersupport.org
Site for information about Intentional Peer
Support.

Wellness Workforce Coalition

www.vcil.org/services/wellness-workforcecoalition Trainings, events and meetings of
the Wellness Workforce Coalition.

Mad in Vermont

www.facebook.com/groups/madinvermont
New group with purpose described as creating a venue for peer support, news, and advocacy/activism organizing in Vermont.
“Psychiatric survivors, ex-patients/inmates,
consumers, human rights activists and nonpathologizing allies are welcome.”

Peer Organizations

Vermont Psychiatric Survivors

Must be able to attend meetings bimonthly. Experience
with boards preferred but not necessary. For more information
call
(802)
775-6834
or
email
vpsinc@sover.net

Counterpoint Editorial Board

The advisory board for the VPS newspaper. Assists
with policy and editing. Contact counterp@tds.net

Seeking New Members Now!

Disability Rights Vermont PAIMI Council

Protection and Advocacy for Individuals with Mental Illness] Call 1-800-834-7890 x 101

Alyssum

Peer crisis respite. To serve on board contact Gloria at
802-767-6000 or Alyssum.info@gmail.com

NAMI Vermont Board of Directors:

Providing “support, education and advocacy for Vermonters affected by mental illness.” Contact Wendy Beinner,
wbeinner@namivt.org, (802) 244-1396 x101 or Ann Cummins, acoopercummins@gmail.com, (802) 297-0199

For services by
peer organizations,
see referrals on back pages.

Hospital Advisory
Vermont Psychiatric Care Hospital

Advisory Steering Committee at the new hospital in
Berlin; last Monday of month, 1:30 - 3:30 p.m.

Rutland Regional Medical Center

Community Advisory Committee; fourth Mondays,
noon, conference room A.

Fletcher Allen Health Care

Program Quality Committee; third Tuesdays, 9 -11
a.m., McClure bldg, Rm 601A

Brattleboro Retreat

Consumer Advisory Council; fourth Tuesdays; 12 1:30 p.m., contact Gwynn Yandow, Director of Social
Work Services at 802-258-6118 for meeting location.

How to Reach
The Department of Mental Health:

802-828-3824

http://mentalhealth.vermont.gov/
For DMH meetings, go to web site and choose
“calendars, meetings and agenda summaries.”
E-mail for DMH staff can be sent in the following
format: FirstName.LastName@state.vt.us

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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Board Renames Vermont Psychiatric Survivors

(Continued from page 1)
tal health issues. van den Berg said in late August
that a decision had been made to recruit a peer.
In a telephone interview in July, Board President Rebekah Low had said that she felt the new
VPS executive director could be a peer, a family
member or even someone strongly connected and
committed to the peer movement, but did not necessarily have to have a history of illness.
“The new executive director will need to balance the demands of the business side and the
program side, as both are essential and important,” said Low. She said that it was basically an
administrative position with the main responsibility of writing grants, delegating, and supervising employees. “Without [achieving] funding,
everyone is a volunteer.”
Low said she would be looking for an executive director with a “willingness to move the peer
movement forward. Someone on fire for that.”
There has been no board discussion of changes
in direction or vision of the organization, said
long-time member Marty Roberts, of Montpelier.
Low agreed. “As we move forward, we will
continue the programs we have and maybe expand them,” Low said. “We will do more of what
we do and do it more effectively.”
The first public indications of change came last
spring when the VPS board voted to terminate the
employment of its long-time executive director,
Linda Corey. Corey had been director for 15 years
and said she was given no reason for the termination.
Roberts later disputed that account. “She was
told, in detail, why we were asking her to step
down,” she said. Other board members declined
comment, calling it a personnel matter.
It was when Counterpoint asked about the
qualifications the board was looking for in recruiting a new executive director that Low said
that the search might not be limited to peers.
Although several declined comment, at least
one member said that the board has been divided
by a series of disagreements over changes being
made, including the issue of a peer director.
Board Member Jonathan Jerome of Winooski
said, “There is a lot of controversy on the board
over whether or not the new executive director
should be a peer.” He said he had a “strong preference for a peer leader.”
Roberts said her personal preference was for a
“person with lived experience” of mental illness.
James Tomlinson of Burlington, another board
member, said he believed that both the executive
director and board members should have peer
credentials.

in the state of Vermont: “a. who is or was formerly psychiatrically disabled; b. who is or was
a direct consumer of mental health services; or c.
who accepts or upholds VPS, Inc. mission statement.” Bylaws adopted last December by the
board require that “at least 50 percent,” but not a
majority, meet qualifications to be a member
under (a) or (b). There is no requirement for
board members to disclose peer status.
Board president Low was reticent herself, as
a board member, to discuss anything about her
background or experience. She said that she had
“no professional background” for the role, and
even if she did, it wasn't “interesting or relevant”
to the interview. An internet search disclosed that
she has been a WRAP (Wellness Recovery Action Plan) facilitator for the Copeland Center for
Wellness and Recovery in Brattleboro since 2011.
Her Copeland Center profile stated, “Rebekah
began having depression and anxiety disorder
symptoms in her late teens. Having no frame of
reference regarding mental health issues she went
undiagnosed through her late twenties. She had
slow but significant recovery through her 40's but
something was still missing. The WRAP she attended in March of 2011 was the missing piece.
Believing that WRAP could have a significant
impact on the lives of anyone who studied and
worked with the program she became a facilitator
in June 2011.”
Low, of Windsor, has been a member of the
VPS board for about a year. A majority of board
members are new to the positions within the past
one to two years.

‘Nothing About Us Without Us’?

3

Sarah Launderville, Executive Director of the
Vermont Center for Independent Living, cautioned that she did “not want to respond in a way
that would be disruptive not knowing all the
sides” in another organization.
“Having said that,” she continued, “I think it
is important for a ‘peer-run’ organization to have
an Executive Director who has lived experience.
There are a lot of qualities needed... and one of
those qualities is to have an understanding of our
movement from a personal level. I think there are
good candidates out there who are leaders with
organizational management skills and who are
people who have lived experience, that can continue the great work and legacy of VPS.”
Hillary Melton, Executive Director of Pathways Vermont, said she supported thinking of
peer services as different from meaning that a
service is being delivered by a peer.
“I like the description of peer services as being
not about who the person is that is providing the
service, but the way the service is provided — i.e.,
genuine, non-hierarchical, non-judgmental, without an agenda, with openness and willingness to
share personal experiences, connecting, and with
love, respect and hope,” she said by email. “Peer
services are about welcoming people into a shared
community of support vs. assigning labels and dictating ‘treatment’ or giving out advice... Peer services are the antithesis of coercion.”
Peter Espenshade, executive director of the
Vermont Association for Mental Health and Addiction Recovery, said he believed it was important if nonprofit organizations change their
mission, they “do so in close and open dialogue
with their communities.”

A national consulting group hired by the legislature in 2012 to review best methods for implementation of the new system of care included Annual Meeting Is September 15
several recommendations regarding peer services.
This year’s Annual Meeting for Vermont
The report of the Behavioral Health Policy
Psychiatric Survivors, Inc. has been scheduled
Collaborative of Virginia warned about the level
for September 15 at Our Lady of the Angels
of new demands on peer-run programs and said
Church in Randolph from 10 a.m. to noon.
that “Careful attention will be needed to ensure
The posted agenda includes the financial
the organizations and services remain peer-run.”
report; Interim Director and Board PresiIt suggested monitoring the “number of peerdent reports of activity and happenings at
run drop-in centers or other peer-run programs
Vermont Psychiatric Survivors; bylaws
where the directors are self-identified as peers”
changes; possible name change to Vermont
Peer Services (keeping Vermont Psychiatric
as one of the indicators for the objective of enSurvivors, Inc. as the official corporate
hancing peer services.
name); review of potential membership acBefore announcement of the decision to recruit
tivities for the year and the 2015 Retreat; the
a peer, Counterpoint asked mental health leaders
Board Nominating Committee Report and
in the state for reactions about the importance of
election of Board members for vacant seats.
peer status for an executive director.
The notice also reminds members that
“It’s hard to imagine that they would not want
under
the Bylaws, membership is on an annual
to find a leader who understands things in the first
‘Peer-Run’ Program Requirements
basis, so that remaining an active member with
person,” said Ed Paquin, Executive Director of
The Department of Mental Health said that as
voting rights requires resubmitting contact inDisability Rights Vermont. He said he thought that
long as the board itself had a majority of peer
formation every year. According to the Bylaws,
“a peer-run organization like VPS should be led
members, it would remain qualified for grants
members must be on the roster for at least 10
by a peer with strong qualifications and good
that require an organization to be “peer-run,”
days prior to being eligible to vote.
leadership qualities and experience.”
even if the executive director was not a peer. VerADVERTISEMENT
mont Commissioner of Mental Health Paul
Dupre said that it would not jeopardize state
Vermont Psychiatric Survivors
funding if an executive director were not identidba (doing business as) Vermont Peer Services
fied as a peer.
He said in an email response that “under the
Seeks dynamic, visionary Executive Director
statute VPS needs to be a ‘peer-run’ organization.
VPS is a statewide, independent peer-run organization for Vermonters who use mental health services,
I interpret the law to mean the organization needs who have been labeled mentally ill or who have experienced mental health challenges. We promote
to be managed by peers and the board of directors equal rights, participation and protection of the needs and interests of the peer mental health community.
The Executive Director has administrative responsibility for the operation of a statewide organization
manages the organization. Thus, the board of diwith an annual budget of $800,000 and 15 staff. Candidates should have lived experience of involvement
rectors should be comprised of a peer majority,
with the mental health and/or peer community. Ability to integrate conflicting perspectives, foster collabothough not necessarily 100 percent peers. With ration and inspire participation across diverse viewpoints and stakeholder interests is a must.
that in mind, the Executive Director would not Administrative/management, financial and budgeting experience and understanding of peer values and
need to be a peer. The ED could be, but that organizations is crucial.
Applications will be received until the position is filled.
would not be required.”
To reply, sends a cover letter and resume with the subject line "ED" Search to:
The VPS bylaws read that “membership [of
mroberts73@comcast.net, or M. Roberts, P.O. Box 1165, Montpelier, VT 05601
VPS] shall be open to any individual who resides
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Smoking Cessation Mandate Raises Questions

(Continued from page 1)
into account. “When the system is happy to prescribe large quantities of medications, which
have been proven to cause extreme harm, then
what are we doing?”
“I get it, smoking is bad for you and all that...
but it is also a social thing and a form of coping.
If we are to look at all things that would be considered ‘coping’ under one big umbrella, is smoking the worst of it?”
Ed Paquin of Disability Rights Vermont said
that “Vermonters generally can make their own
decisions,” so he wonders if singling out people
dealing with a mental illness under the new policy “is a justified intrusion on their rights to selfdetermination.”
Cimaglio said the Department “started with
where the health disparities are the greatest” in
premature death from tobacco use, she said.
Rather than discriminating, “we’re actually
catching up” with health care and cessation for
these individuals. “We’ve done a poor job.”
There “is a logic behind wanting to put a priority on it,” she said.
In a response memo to concerns the Council
raised, the Department said that, “Tobacco kills
more people with substance use disorders than all
illicit drugs combined, yet there is a widespread
acceptance of tobacco in settings where treating
the use of other addictive substances is a priority.”
The memo noted data that show that “those experiencing mental health or substance use disorders
smoke at roughly twice the rate of the general population,” and that “up to 90 percent of individuals
with certain serious mental illnesses smoke.”
Jannery described in an email the direct impact
on her life as she recognized the “very real fact that
people with a mental illness diagnosis smoke more
than the general public” and die earlier.
“I have a friend I used to smoke with at Westview [a HowardCenter program] and we’d cough
in the morning together, just to have the next

morning cigarette. She moved away and had a
couple of heart attacks, continued to smoke, and
died at age 39.”
“What hit me was this was after learning of
the 25-year shorter life expectancy [for persons
with a mental illness diagnosis], 51 versus 76 in
2008, was that my cough was worse than hers. I
was on three inhalers a day to smoke three packs
of cigarettes a day.”
It was through a designated agency’s smoking
cessation that Jannery was able to quit. “I am smoke
-free now, seven years, still breathing, still living.”
Jane Winterling, a staff member at Vermont
Psychiatric Survivors, said she shares in being
“passionate” about the issue of tobacco addiction.
“We know it hurts people,” she said, praising the
new ban. “It took me a long time to acknowledge
it was an addiction and all that meant,” she said.
Most of those who commented agreed with
the goal of helping people to quit smoking but
had concerns about the mandate and the timing
for individuals in crisis.
“Quitting smoking cold turkey is shocking to
the system and very stressful,” said George Nostrand at Vermont Psychiatric Survivors. “It’s hard
to focus on your recovery when you are watching
the clock waiting for your next smoke.”
“The timing can be especially challenging for
people who have a lot going on, crisis or otherwise, and who may be using tobacco to help
themselves get through it,” Meacham said.
The fact that smoking is itself a result of nicotine addiction led Peter Espenshade, Executive
Director of Vermont Association for Mental
Health and Addictions Recovery to add a note of
caution: “For those in treatment, preventing
smoking may lead to unintended consequences.”
Michael Sabourin, who is a patient representative for those in the hospital and intensive recovery residences, said it could affect willingness
to be in a program.
“For many it is their coping mechanism, or

NEWS FROM RESEARCH
Hospital Design May Lower Stress

A study on reducing stress, and therefore violence, through psychiatric hospital design, identified 11 elements that were all incorportated into
Vermont’s new state-run hospital built in Berlin,
the Department of Mental Health reported in July.
The study tested the theory that aggression
will be reduced if the facility has been designed
with an evidence-based bundle of stress-reducing
environmental characteristics. The research concluded that restraint use data were consistent with
the prediction that aggression would be lower in
the newer hospital having those features than in
either the old or control hospitals. The study, “Toward a design theory for reducing aggression in
psychiatric facilities,” was published this year in
the journal Architecture. Arch:12.
The features included: Single patient rooms
with private bathrooms, unit layout for smaller
patient group size; movable seating in spacious
dayrooms, lounges; low noise, good acoustics;
nature window views; garden accessible to patients; nature art, no abstract art; daylight exposure; staff stations close to activity areas,
providing good visibility; other (homelike qualities, easy wayfinding.)

consider if we really want to adopt evidencebased policies to reduce random gun violence.”
The Forbes piece, “The Myth of Gun Violence
and Mental Illness,” quotes Jeffrey W. Swanson,
a Duke University School of Medicine professor
of psychiatry and lead author of the Annals of
Epidemiology article, saying “but even if schizophrenia, bipolar disorder and depression were
cured, our society’s problem of violence would
diminish by only about 4 percent.”
The commentator, Todd Essig, said, “That is
not very much. When people with mental illness
do act violently it is typically for the same reasons that people without mental illness act violently. If you take comfort … in the myth we can
attenuate gun violence by fixing our broken mental health care delivery system then it is time once
again to be afraid.”

Nurse Empathy Reduces Restraint

A study of psychiatric inpatient care has found
that the presence of more nursing staff with
above-average empathy ratings was strongly associated with reduced use of seclusion and restraint. The study concluded that “recruiting and
retaining empathic nursing staff may be the best
way to reduce the use of seclusion and restraint.”
The study found empathy training for staff
‘Myth of Gun Violence’ Published
showed no increased effect. It was titled “AssoA commentary published on June 28 in Forbes ciation of Empathy of Nursing Staff With Reducdiscusses a new article in the Annals of Epidemi- tion of Seclusion and Restraint,” and reported in
ology that “pulls together the facts we need to Psychiatric Services, 2014.

some last thing of theirs to hold onto.” In the
meantime, “clients are subjected to toxins
[through psychiatric medications] on a regular
basis that cause diabetes.”
Most designated agency outpatient facilities
already have smoke-free grounds policies,
Provenza, from UCS, said. It creates issues with
smokers going to the roadway, where they cannot
be legally stopped from smoking.
“Clients wander up and down the sidewalk” in
front of the CRT offices in Bennington, he said.
The Council raised that issue with the Department, saying in a memo that facilities located on
highways or across from schools “could create
safety hazards or community outrage if smokers
are required to distance themselves from our facilities by crossing through busy traffic or leaving
our property to stand on the sidewalk in front of
the school.”
In Westford, where Second Spring North is located on a secluded driveway, “they don’t even
know we’re there” in everyday functioning, but
smokers along Route 15 would be highly visible,
MacDonald said. “This is a person’s home and
they pay rent” at Second Spring, he said. “It
should be a privacy issue.”
The Department responded that it would assist
with plans to “reduce impact on the neighboring
community,” but that “[d]esignated smoking
areas are not a best practice for tobacco-free campuses as they do not change the culture of nicotine addiction in treatment centers.”
Cimaglio said that the Department’s goal is to
“help them [the mental health agencies] get
there.”
“We’re trying to be very flexible” and to provide support in accessing treatment resources.
The discussion is similar to the debate that
continued for years over access to smoking for
persons in psychiatric units in hospitals.
Over the course of about a decade, the trend
shifted to smoking bans established by hospitals
for their grounds, but disparities with staff remain
there. “I get put off because this [bans] always
seems to have a greater effect on clients than
staff, as staff have a way to get off the grounds to
smoke,” Sabourin said.
The new Vermont Psychiatric Care Hospital
in Berlin was mandated as smoke-free by the legislature. A cigarette butt disposal bin has been
placed at the edge of the sidewalk just off the
grounds.
The challenge of finding a balance was acknowledged by both sides of the discussion about
the new, state-imposed restrictions.
Meacham said that philosophically he feels
“the choice to smoke is a personal one” and he
feels “some chaffing at taking away someone’s
right to make this decision for themselves.”
On the other hand, “I can see why the Department of Health would want to make a strong push
to promote smoking cessation...[there are] valid
points on both ‘sides.’”
Jannery, who said it was “a step needed, for
sure,” also said she had a “bit of discomfort [but]
it is our nature to evolve and adapt, even within
the designated agencies in Vermont.”
The grant language for agency funding for
next year states that the performance measurement is “an established 100 percent tobacco-free
campus... on or before July 1, 2015.”
Effective July of this year, “all clients will be
screened and assessed, using an evidence-based
tool, for nicotine dependence. If applicable, tobacco cessation will be included as part of the
treatment plan.”

CRT Services
Cut as Budget
Faces Reduction
MONTPELIER — Services for CRT (Community Rehabilitation and
Treatment) clients will be reduced by about $500,000 from what was originally budgeted for the current year, Mental Health Commissioner Paul
Dupre told the advisory Transformation Council in August. None of it will
come from programs that run 24 hours/ 7 days a week, he said.
That amounts to about a 1.4 percent cut in the CRT budget overall, but
the effect in reductions in the “types and amount of services” at each
agency will be greater for those not in residential programs, Dupre said
later. The reduction occurred when the prediction for state tax revenues
dropped by $31 million, and the budget had to be balanced to match that.
Dupre said that the state mental health budget was reduced as a whole
by just under $2 million, with the largest part coming from elimination of
a Medicaid rate increase for providers.
The increase in the budget this year “didn’t cover inflation from the beginning,” he said, and the loss will now put providers in a worse position.
The issue is particularly challenging for community mental health centers,
which have difficulty in recruiting staff at current salaries, he noted.
The Transformation Council also discussed its future role now that the
core of the transformation of the mental health system — the opening of
three state hospital replacement inpatient units, and the community programs to reduce hospital use — is complete.
Dupre said that in terms of the statutory purpose of providing input to
the commissioner on whether the system is meeting its goals, “that part of
it... is not as valuable to me” because he hears input from so many places
already. “I don’t necessarily need another meeting.”
Several members said that the ability for the Council to meet its role
was hampered by the inability to get information that they request.
“We don’t have the things we’ve been asking for” in order to assess
how the system is functioning, Cathy Rickerby said. She gave the example
of a request to see what details are provided in patient discharge plans, expressing frustration about questionable quality of services.
“We’re paying top dollar” for the added services for Level 1 inpatient
care, and “if we’re not getting it, then let’s not pay them for it,” she said.
Dupre also raised the topic of changes in culture in the system. Ruth
Grant responded that over the past 20 years of assisting a family member
within the system, she has seen “more of an attitude of respect” in the efforts
to meet his needs. “Now he’s treated as a human being,” she said. AD

RECOGNITION AND CELEBRATION — The annual celebration
of the anniversary of the Americans with Disabilities Act was held this
summer at Branbury State Park in Salisbury. Dale Hackett of Barre
received the Advocacy Award from the Vermont Center for Independent Living “in recognition of his tireless work at the State House and
vigilance in protecting the rights of Vermonters with disabilities.” On
hand to present the award were, from left, Ericka Reil, Sarah Launderville and Kim Brittenham.
(Photo courtesy of Stefanie Monte, VCIL)
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If other illnesses were treated like depression...

Illustration from internet; unattributed.

Death Again Highlights
The Impact of Stigma

BURLINGTON — The death of a Vermont Law School professor by
suicide in August brought public attention to how the fear of stigma impacts
persons seeking help, and led a state legislator to disclose her own struggles
with depression.
Cheryl Hanna, who was a well-known public figure as a news commentator on legal issues, died of a self-inflicted gunshot wound shortly after
being discharged from Fletcher Allen Health Care after a short stay for severe depression, according to her husband, Paul Henninge.
“She did not like being there,” Henninge said in an interview with Seven
Days. “She was worried about the stigma associated with that and how it
may have an effect on her career.”
Henninge has been speaking out about his desire for more openness
about depression and for more people to come forward and bring the topic
out of the shadows, Vermont Public Radio host Jane Lindholm reported.
One person to respond was State Representative Sarah Buxton of Tunbridge, who was interviewed by Lindholm on Vermont Edition about her
decision to make her own treatment for depression public.
Hanna’s fear of stigma about seeking treatment “resonated so strongly
with me,” she said.
“I, too, worried” about the fact of seeking help becoming public. “Our
collective judgment [as a society] tends to diminish the character and capabilities of those who are openly managing their mental illness.”
Buxton said she realized “how hard it was for me” to acknowledge needing help, and that it was important to help to reduce obstacles for people to
seek treatment.
She told Lindholm that she remained worried about the impact of her
decision to make her own experiences public. She said she fears that some
people will “look at me differently.”
“There are ways that people in power can use some of the... preconceived notions of what that means” against someone, she said.
Buxton said she hopes society will reach a point of recognizing that seeking help indicates “high character” instead of weakness. She would “love
to see others with stature” also speak out about similar challenges, she told
Lindholm. AD
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Police and Crisis Staff Team Up
Training Addresses Safety and Communication

by ANNE DONAHUE
Counterpoint

BARRE — Some 25 law enforcement officers
and crisis workers spent a day together this summer in a joint training to discuss “how to best
work together” in responding to a person with a
mental health crisis. It was the first of eight sessions planned around the state.
Two messages came up repeatedly: “you always want to err on the side of safety,” and good
communication is crucial.
Participants brainstormed their responses to
situations that created safety issues for the person
in crisis, the officers, crisis staff and the public.
Most often, responders “can take the time” to
avoid confrontation, and get a better outcome, a
trainer from the state police said.

“If you hit the door and end up killing
him [the person in crisis]” because a
weapon is present, “what have you gained?”

Project Director Kristin Chandler hopes that
one outcome will be to help address the “real inconsistency around the state” in how emergencies
are handled, she told members of the Act 80 committee a day earlier. That committee is an advisory group in the Attorney General’s office for
police mental health training.
The Act 80 committee will review basic information at its October 27 meeting on what the different existing practices are, and what local
agencies actually offer for mobile crisis response.
The joint trainings — called “Team Two” —
are based in the geographic areas covered by specific mental health areas to connect them with the
police agencies that work in their areas, and the
first was with Washington County Mental Health
Services and the Clara Martin Center (Orange
County). Members from the state police, Washington County Sheriff’s office, and departments
from Barre City, Randolph, Royalton, and Montpelier attended.
Chandler, who was previously an Assistant Attorney General working with the Department of
Mental Health, told participants that what happens
in real life on the street doesn’t always match the
law, and that was a key topic for discussion. A
number of questions immediately arose.
When can the police take a person who is “not
in their right state of mind, who needs to go to the
hospital,” into custody? Where is the person while
a crisis worker is on the phone trying to find a
judge for a mental health warrant? What if a person is “holed up in their home” — can a mental
health warrant be used to search the house?
Chandler told the audience that it might seem
that the safest thing to do to help someone is to
bring them to an emergency room, but only a
warrant allows a transport to a hospital. ‘“You
can hold onto them but you cannot move them.”
“The moment you make that decision” that the
person needs to see a doctor, officers can take the
person into custody. The person then may end up
being held at the barracks, or “they’re probably
going to be in the back of the car,” while the crisis
worker is doing the paperwork and trying to find
a judge, she said.
The outcome of seeking a warrant is virtually
always a judge’s agreement, Chandler said.

required at all” to have a separate search warrant,
because its purpose is very different from an arrest warrant: it is to provide help.
That does not mean that police should be acting with the kind of speed that might be needed
in a criminal case, where the issue is concern
about evidence being destroyed, said a state police representative who was a co-trainer.
He stressed avoiding that process altogether
whenever possible and said that 99 percent of the
time, officers can succeed in convincing a person
to go to a hospital voluntarily.
“I used my verbal judo,” one officer said as he
described a successful outcome in a difficult situation he faced once involving a person with a
gun inside a home.
The first scenario that was discussed involved
such a situation with an intoxicated, suicidal man
saying he had a gun.
“He feels his world has been flushed down the
toilet bowl,” one participant observed.

“Anything to keep him talking,” another
suggested. “As long as he’s talking, he’s not
shooting.”

Information can be shared between mental
health agencies and police calling crisis under
emergency exceptions to confidentiality, it was
observed. “We’re trying to save this guy’s life and
the public.”
Officers were told that the Department of
Mental Health’s intake office had a list of all persons with CRT status and all persons on an Order
of Non-hospitalization.
“If I have already found out [that a person is]
under a high level of supervision” it can be a tool
“before jumping into an unknown situation,” said
one participant.
What about the call for support at the scene
from mental health agency crisis services?
“Not to the scene” when safety is a concern,
but “I’d want them close enough... to be able to
utilize them... to be able to reach out” to the person if necessary, said one officer.
“I want to call them sooner rather than later,”
another law enforcement official said, noting that
they could be cancelled if it turned out they were
not needed.
Although participants observed that no crime
had been committed at that point in the scenario,

Chandler reminded them that when there
is a potential misdemeanor charge, it was
something to keep “in your back pocket”
as “a fallback” if all other interventions
fail.

Chandler described the difference between a
warrant and an emergency exam, or EE, noting
that the EE requires that a doctor sign the paperwork in order for a person to be transported. The
warrant is the tool that is used if a doctor is not
available.
One officer said he often encountered situations when a hospital calls for help to retrieve a
person who leaves an emergency room against
medical advice. The person is not an evident danger; there is no EE determination yet; but the individual has been waiting to be seen and decides,
“I’ve had enough.”
“We get that at least once or twice a week,” he
“Judges don’t want to be headlines” if said. “Can we stop them?”
something goes wrong, she said.
The answer was no. “You don’t have the right
She also said that the warrant allowed for to force them [the person] back in” to the emergoing into a person’s home: “Know that it’s not gency room in that situation, Chandler said.

In another scenario, participants discussed a
woman who was “talking nonstop” to herself and
had been on someone’s property for hours.
Issues included her statements about a rape,
having run out of heart medication, and not taking medications for a “mental problem.” Given
the weather in the scenario, sunstroke was also a
possible cause of the symptoms.
“She’s got a whole bushel basket of things
going on,” one observer said. “I’d call EMS [an
ambulance],” because the cause of her mental
state was not clear and “she might have a heart
condition.”

Getting other help involved can be important because “we [can] get tunnel vision.”
Another discussion involved the challenge
when a person in crisis is under the influence of
alcohol.
A person cannot be ordered for an emergency
exam if the person is in a condition that makes
the person unable to be evaluated for a mental illness, but the person cannot be taken into protective custody unless incapacitated by the alcohol.
However, a person may be too intoxicated for an
evaluation yet not full incapacitated.
“At what point should we have said, ‘she’s incapacitated’?” one officer wondered. “Is capacity
just walking and talking?” The outcome is often
a stay in the emergency room “until sober enough
to do an assessment.”
“We’re skirting on the edges of stuff,” Chandler acknowledged, needing to be creative to get
help for individuals, but being careful to stay
within a “comfort level” regarding taking persons
into custody lawfully.

There is no “wiggle room,” however,
that allows use of the protective custody
law for incapacity due to a mental health
status.

Another scenario and a short video reviewed
the issues in identifying and addressing persons
with autism.
Later, participants reviewed a list of the support resources available in their counties.
“This is a very good list,” one officer commented, but most of the programs were only
available during work-week hours, and “most of
our crises are at 2 a.m.”
Chandler also filled the participants in on the
changes in the law that will take effect on November 1. Most significant for law enforcement,
she said, was “less driving!”
“Anyone on a law enforcement [mental
health] warrant can be taken to any hospital in the
state” instead of only to a designated hospital
with a psychiatric unit.
For crisis workers and emergency workers, the
big change will be that the second certification of
justification to hold someone involuntarily must
happen within 24 hours.
A court is then required to find probable cause
within 72 hours, so mental health screeners must
be careful to have all the legal elements in their
paperwork, she said.
Although this year’s trainings are based upon
a one-time grant from the Department of Mental
Health, Chandler said there were hopes to expand
to all first responders.
Editor’s note: In order to protect the free flow
of discussion in the presence of a reporter, participants were informed that Counterpoint would
omit names of training participants who spoke.
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Mental Health
Agencies Expand
Medical Access
TASER BILL SIGNED — Governor Peter Shumlin signed a
bill into law in June to require statewide standards for the use
of electronic control devices (Tasers). The law includes training
requirements for approaching persons with symptoms of a
mental illness. Rhonda Taylor, above, expresses her pleasure
during a news media interview after the signing ceremony. Taylor is the mother of Macadam Mason of Thetford, whose death
helped build momentum for the new law.
(Counterpoint Photo: Anne Donahue)

Doctors Agree Shared
Offices Better for Care
MONTPELIER – A survey of doctors shows that while most
who responded believe co-location with mental health providers
improves services, there are obstacles to making it happen.
One of the barriers, most said, was the stigma among providers
about treating persons with mental health problems.
The survey was answered by 92 physicians in family practice,
internal medicine, and pediatrics. The physician who conducted
the survey emphasized that the number of replies represented a
very small sample size and could not be used to draw broad conclusions.
“It may help to guide further inquiry, though,” Bud Vana, MD,
said in a presentation to the Green Mountain Care Board. The survey defined co-location as having mental health providers who
spend time within the primary care office to meet with patients or
to consult directly with providers.
More than 70 percent were in practices that already had some
co-located services, and a majority of the others said they were interested in developing them. More than a third of doctors who responded were from Chittenden County.
There was unanimous agreement that having some degree of
shared location helped reduce stigma towards mental health care.
A majority agreed that such stigma is a barrier for patients, and
even more agreed that “stigma of treating mental health problems
among providers is a barrier” to co-location.
A strong majority of the doctors who replied said that a benefit
of co-location was that it allows patients with primary mental
health problems or with complex medical and mental health problems to be served better.
A majority also agreed that it enhanced parity and allows for a
better use of resources in the provider’s organization.
Two thirds of the doctors who replied, however, agreed that
availability of mental health providers in their community is a barrier to co-location. One doctor commented that “lack of access to
mental health resources in Vermont is one of the most challenging
aspects of my job as a primary care provider. I do what I can but
feel that compared to trained mental health providers they are getting sub-par care.”
More than half agreed with the statement that “lack of training
for providers as to how to best treat or triage mental health problems
is a barrier.”
Other issues that the physicians agreed were barriers to co-location included financing, administrative burdens, “knowledge of
how to begin,” and the difficulty of sharing electronic health
records, including how to address consent issues. AD
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BURLINGTON – The state is continuing to work with community mental health
agencies to identify whether health care access is improved for persons with serious
mental illnesses if primary care is offered at the mental health agency site.
At a meeting of an advisory committee this past summer, Northwestern Counseling and Support Services presented some of its experiences with the model.
Steve Broer, MD, Director of Behavioral Health Services, told the group that
for some individuals, the setting was more comfortable and that clients who had
not received primary care for years were getting health needs addressed.
The Mental Health and Substance Abuse Advisory Committee makes recommendations to the state’s Blueprint for Health program for addressing care for various chronic conditions.
Creating an option for primary care at mental health agencies, and for mental
health care at primary care practices, is referenced as “bi-directional care.”
Some committee members expressed a concern that it might perpetuate stigma
if persons with mental illnesses get the message that their general health and mental
health care both have to be addressed separately, through a mental health agency.
Bi-directional care creates a choice, rather than a restriction, Broer responded.
The advisory group also reviewed the tools that were being used at NCSS and
in Springfield to ensure better care coordination between mental health providers
and others in health care. Coordination requires the ability to communicate among
providers, which requires consent by clients.
The Springfield Community Health Team’s care coordination consent form that
was reviewed lists all of the agencies within the local system of care and allows
the client to initial any agency on the form that the person objects to receiving information. The person then authorizes the type of information covered by the consent, which can range from just name and address to health history and to specific
inclusion of mental health and/or drug and alcohol assessment or treatment.
In another example of coordination of care, The Northern Tier federally qualified
health center (The Notch) contracts with the NCSS to provide mental health care
and social work services to its primary care patients.
Northwestern Counseling also shared how it provides notification of services used
by clients to stay connected to the primary care providers who made the referral. “It
really does help them [primary care doctors] provide better care,” Broer said. AD

Retreat Director Named a Champion

BRATTLEBORO — The Brattleboro Retreat has announced that President and
Chief Executive Officer Robert E Simpson, Jr, Ph.D., has been named by Behavioral Healthcare magazine as a 2014 Behavioral Healthcare Champion along with
four other leaders in the field of mental health from across the nation.
The 2014 Champions were selected from nominees across the country who, according to the magazine, are making a difference in the development, delivery, and
effectiveness of mental healthcare services, the press release said.
“True leaders create lasting impact, and our 2014 Behavioral Healthcare Champions all have an eye on the future,” said Editor-in-Chief Julie Miller of Behavioral
Healthcare magazine. “Their drive to find new and more effective ways to serve
their clients is reflected not just in their own organizations’ success but also in the
progress they’ve witnessed in their communities.”
In a press release in April, the Retreat reported that its “unprecedented growth
over the past six years” included an increase in its number of staffed beds from an
average of 50 in 2006 to an average of 122 in 2014. It was identified as the 14th
largest psychiatric hospital in the country by Modern Healthcare magazine, as
counted by budget size. AD

Lived Experience Dropbox and BU Site Give Access To Research

The Lived Experience Research Network (LERN) team has created a shareable
“dropbox” folder of journal articles and measures of potential use to activists, service users, survivors, students and researchers, found at lernetwork.org, search
“Dropbox.” The Boston University Disability Research Right to Know website has
information at bu.edu/dark/.

Get Well Wishes for Linda Corey

Linda Corey, who recently left Vermont Psychiatric Survivors after 15 years as executive
director, is recovering from a brain aneurism. She sends her thanks to all who sent her
cards at the hospital, and she is now at the Mountain View Center at 9 Haywood Ave,
Rutland, VT 05701. Visitors and letters are welcome!
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After Irene:

The Status of the New System To Improve Care

In the spring of 2012, the Legislature passed Act 79, “An act relating to reforming Vermont’s mental health system,” with the intent to “strengthen
Vermont’s existing mental health care system by offering a continuum of community and peer services, as well as a range of acute inpatient beds
throughout the state. This system of care shall be designed to provide flexible and recovery-oriented treatment opportunities and to ensure that the
mental health needs of Vermonters are served.” Act 79 required a number of specific programs. This summer, the Department of Mental Health
provided a status report on what has been accomplished thus far in bringing those programs to reality. The following is a summary of its key points.
The full report is available from the Department. The ! bullets indicate progress points; the " bullets indicate incomplete projects or obstacles.

In the Community
Peer Services

! A peer warm line services is operating eight hours/day (3-11 p.m.), seven
days/week including holidays. [888-604-6412]
! Northeast Kingdom Human Services has trained and is using peer staff
(“Cadre”) to provide peer support to individuals waiting in the emergency room.
! Another Way community center has expanded capacity for outreach, service
linkages, and crisis prevention.
! Northeast Kingdom Youth Services has fully operational community outreach
and crisis prevention for young adults at risk of hospitalization.
! Vermont Psychiatric Survivors has fully operational Community Links program providing community outreach, support, service and support linkages, crisis
prevention, and transitional care for individuals leaving hospitals and corrections.
! Vermont Vet-to-Vet has fully operational transportation support, wellness
coaching (WRAP) and crisis warm-line
! Vermont Center for Independent living has fully operational core training and
workforce development program (Wellness Workforce Coalition) for peer service
providers.
! A Peer-supported crisis bed alternative (Maple House) at Washington County
Mental Health Services is operational.
" Additional funding is needed to expand warm line capacity to 24/7 and for
additional peer initiatives, infrastructure, and peer workforce development.

Transport
!Alternative transport options by law enforcement and transport training established in northern and southern regions; involuntary transports monitored for
adults and children in DMH monthly “snapshot” reports.
" Limited peer transportation services are available through Vermont Psychiatric
Survivors, Alyssum, and the Vermont Vet-to-Vet Programs are limited, and funding
and development work is needed to make peer transport options available reliably.

Outpatient

! Numbers served in the 2013-14 fiscal year grew by nearly 500 from the year
before.
! Funding was allocated this year for an adult suicide prevention initiative; training in prevention is planned for next year.
! Mobile outreach capacity for emergency services is increasing throughout the
state.
!Case management services that do not focus on a particular service category
are expanding.
!Outreach and law enforcement collaborations are in development through joint
designated agency and local law enforcement training.
"Outpatient Services and waits vary from days to several weeks.
"There are ongoing issues with hiring and retaining staff in community mental
health agencies; no current funding to address this.
"Orders of Non-hospitalization are being used by criminal courts; they are not
enforceable; New laws need to be considered.

Supported Independent Living
! Pathways Vermont is serving approximately 160 individuals with its “Housing
First” model.
! 131 individuals are currently being served with housing vouchers and treatment support services.
! START outreach services and MyPad Program is providing more intensive,
periodic in-home support services in Chittenden County.
" Permanent state housing subsidies have been curtailed.

Care Management System and Integration of Care
! Care management team works with all levels of care, including with individuals
in Corrections, to ensure movement to less restrictive care settings when possible;
protocol developed for the transfer of people to and from DOC facilities to hospitals,
for both adjudicated individuals and court ordered forensic evaluations.
! Contractsfor mental health care ombudsman and patient representatives are
established and services are available.
" Work on integration of mental health and physical health care through the system is ongoing, but requires DMH staff time and resources to participate in the
multiple groups and initiatives underway statewide.

Crisis Beds
! Crisis beds now available statewide in every designated agency area, with a
total capacity of 38.
" The cost effectiveness of regional 1-2 bed programs to provide alternative
and/or step-down-management capability needs to be determined.

Soteria
! Soteria House for a voluntary alternative with focus on less use of medication is now anticipated to open with five beds in Burlington in early 2015. Early
delays from opponents and permit processes have been resolved and renovations of the facility are underway.
" The cost effectiveness and impact of this alternative for acute episodes of
mental illness versus traditional inpatient treatment needs to be determined.

Intensive Residential Recovery Facilities
! Opened since Act 79: 8-bed program in Westminster; 8-bed program in Second Spring-Westford; Expanded two bed capacity at Second Spring
Williamstown and closed overflow beds there; 4-bed program opened in Rutland (Maplewood) in June with capacity for 4-bed expansion if needed; brings
total Intensive Residential Recovery programs capacity to 44. (Already existing
were 14 beds in Williamstown and six in Brattleboro.)
" 7 beds identified in Act 79 for northwestern Vermont not in current planning
while determining the best mix of access to supported individual living in the
community.
" No current funding for additional Intensive Residential Recovery Beds.

Secure Residence
! Opened in 2013 in temporary building in Middlesex for 7 residents and program has been at 100% capacity for the past 6 months.
" Permanent plan and location needed. Issues under review include: Determining the number of beds needed; Department of Corrections needs; the current limitations of a facility that, while secure, can only serve those who are
relatively stable and that is unable to utilize emergency seclusion and/or restraint. Also need to address challenge presented by using a therapeutic community residential program model with effort to promote community
re-integration, for individuals who are court ordered to reside at the secure program.

Hospitals
Designated Hospitals
! General psychiatric bed availability is expected to increase with the completion of new Level I capacity; current wait times in emergency rooms for
voluntary patients have averaged 24 hours. These five hospitals (Fletcher Allen
Health Care, Central Vermont Medical Center, Rutland Regional Medical Center, the Windham Center at Springfield Hospital, and the Brattleboro Retreat)
are designated to admit involuntary patients in the Commissioner’s custody.
They also serve voluntary patients.
" Capacity will need to be monitored to ensure access needs are being met.
" Law needs to be reviewed to address delays in discharge for forensic admissions that are not Level 1.

Level 1 Hospitals
!The state-run Vermont Psychiatric Care Hospital opened July 2 in Berlin for
patients transferred from the Morrisville temporary hospital; projected to have
all 25 beds open by end of summer. This will bring total beds for patients who
would previously have required Vermont State Hospital admission (now called
“Level 1”) to the 45 approved by Act 79.
! Retreat 14-bed and Rutland 6-bed specialty Level 1 units have been open since
last year and maintain 100% capacity. These units are required to be available to
involuntary patients needing greater resources than other units can provide.
" The transition as Level 1 bed availability increases will need to be managed;
availability requires that patients move to lower levels of care as soon as acute
needs are addressed. Level 1 inpatient length of stay has seen a gradual increase
over the past two years.
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Oversight Committee Looks at System and End
Of Its Job, Hears Need for More Secure Beds
MONTPELIER — The legislature’s Mental
Health Oversight Committee spent its first summer meeting considering the end of its mission
and whether the new system of care is in place
sufficiently so that it no longer requires close
oversight.
It also heard from the Commissioner of Mental Health, Paul Dupre, about a need for more secure residential beds and several areas of law that
he believes need revisions.
This spring, the legislature decided that the
committee would cease to exist at the end of
2014. The current Health Care Oversight Committee will also end, and both oversight functions
will become a part of a comprehensive Health
Care Reform Committee.
Oversight committees monitor state programs
while the legislature is not in session between
May and December. They can make recommendations but cannot pass bills.
The Mental Health Oversight Committee was
directed to make a recommendation this December that provides its opinion about whether ending its role is the right decision.
At the meeting, committee members said they
felt that decision will depend upon how far along
the new system of care has come. The purpose of
the change would be to support integrated oversight of all parts of health care reform.
The committee spent most of the day hearing
the status of new programs (see opposite page)
and heard about several areas of law that might
need revision. These included orders of non-hospitalization and forensic evaluations.

contact” with those who are known to stop their
medications after discharge and end up back in
the hospital. He said there was a “revolving door”
of such patients among the hospitals. “I think the
system can do better.”
Geoffrey Sinner, MD, said that the Brattleboro
Retreat often had patients “waiting for a bed to
open up” in the community for weeks or months.
The secure residence has long stays, so openings
are infrequent, he pointed out.
“Everyone is aware that the state could use
more aftercare resources,” he said.
Bob Pierattini, MD, from Fletcher Allen
Health Care, said there remained a gap for elderly
patients in need of discharge to a nursing home,
because nursing homes often do not want to accept persons with a psychiatric hospital history.
Dupre said that in addition to funding issues,
DMH needs to continue to assess which types of
programs are the appropriate ones to develop further.
“We need to see what shakes out,” he said. “It
may be that we need more [intensive residential
recovery programs]... I don’t know that.” It may
instead be more secure beds, a resource for elderly patients, or a program for those with a traumatic brain injury, he said.
He said that the new secure residence in Middlesex was functioning well, but the system will
need something with a “higher level of security”
for some patients who currently remain in the
hospital but do not need that intense level of psychiatric care.
One current obstacle is that the program was
not designed to allow the use of restraint or secluGreater Community Resource Need
sion, which means some patients are not eligible,
Several hospital medical directors testified he said.
about the ongoing need for more community support if hospital stays are to be shorter and less fre- Some Laws May Require Revision
Problems were also raised about the laws requent.
Finding an appropriate outpatient resource to garding forensic patients and uses of “orders of
discharge patients remains “very, very difficult,” non-hospitalization,” or involuntary outpatient
said Gordon Frankle, MD, of Rutland Regional orders, which he said are outdated.
Dupre said there are court notice requirements
Medical Center.
“My hope would be that the committee would for patients who are in the hospital while being
focus on the community resources,” giving par- evaluated for competency under a pending crimticular attention to “more support... more frequent inal charge; those requirements can delay dis-
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charge, he said. There are also some discharges
that only a court can approve. He reported that
more courts were using ONH orders directly, for
persons who had not first been hospitalized.
Nick Emblen from the Vermont Council of
Developmental and Mental Health Services expanded on the issue of ONH orders. He said that
their coercive nature often worked against recovery, yet the courts were using them in ways that
“are unenforceable and/or clinically inappropriate.” Such orders also require services from the
community agencies, yet the individuals are not
agency clients. An ONH cannot be revoked for
noncompliance because of the lack of inpatient
beds, Emlen said.
Emlen supported a need for a secure residence
for hospital patients “who require a higher level
of security than is now available” in order to be
discharged. He also suggested that the lack of discharge options for mental health patients was a
parity issue.
“In general medical care, patients are not left
in hospital acute care units for months at a time
due to lack of community placement or a legal
problem. But this is still happening with inpatient
psychiatry,” his statement said.

New Hospital Mission and Staffing

The oversight committee also received an update on the newly opened Vermont Psychiatric
Care Hospital. DMH presented a report that was
mandated by the legislature in the spring to justify the high staffing levels, and to outline the
hospital’s mission and expected outcomes.
A document titled “performance accountability” stated the mission as providing “excellent
care and treatment in a recovery-oriented, safe,
respectful environment that promotes empowerment, hope and quality of life for the individuals
it serves.”
The “desired hospital outcomes” are that “all
patients... are treated effectively and are monitored appropriately to achieve their individual
care plans and to maintain a safe environment of
care,” and that it maintain quality accreditations.
Several committee members questioned
whether the outcomes and later criteria for assessing, “is anyone better off” were too much focused
on what occurred inside the hospital rather than
what happened to a patient’s recovery over time.
An indicator listed under how well the program is doing, for example, uses a national standard that measures the percentage of patients who
are readmitted to a hospital in 30 days.
Rep. Mary Hooper (D-Montpelier) said the
outcomes and measures seemed to reflect “management of the hospital rather than the recovery
of the patients.”
The lengthy staffing report detailed the reasons that the staff ratios are higher than any other
known psychiatric hospital, and included the intensity of the level of care, the need to maintain
safety, and the amount of supervision required
due to the many open design features of the new
building.
Hooper questioned why the potential impact
on staffing was not raised during the design of
the building. “I was shocked by the number of
THE RIBBON GOES SNIP — Among those joining in the opening ceremonies for the Vermont staff,” she said.
Conflict of Interest Notice: This article was writPsychiatric Care Hospital in Berlin in July were (from left) Sen. Jane Kitchel, Governor Peter
Shumlin, House Speaker Shap Smith, and Rep. Alice Emmons. The main phone number for ten by the editor, Anne Donahue, who is also a memthe hospital is 802-828-3300.
(Photo by Morgan True, Courtesy VT Digger) ber of the Mental Health Oversight Committee.
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Retreat: New Death, More Trouble
by ANNE DONAHUE
Counterpoint

BRATTLEBORO — The Retreat has again
been placed on notice for loss of federal funding
after three suicide or self-harm attempts on its inpatient adolescent unit that occurred between
February and mid-June of 2014. One attempt resulted in a later death, a girl’s parents said.
Two of them occurred behind self-locking
bedroom doors that had been closed by the patients, as permitted by staff for privacy.
New deficiencies were found at another site
visit in August. Reviewers questioned how a youth
had been able to engage in sexual activity with another patient when the youth had a known significant history of sexually offending behaviors and
was supposed to be under close monitoring.
As of September 2, the Retreat’s plans for correcting all of the identified violations had been accepted by state regulators.
Laura DiPillo, 15, of Northampton, Mass., died
on July 1 “as a direct result of her injuries” after attempting to
hang herself
on May 4, according to a
letter from her
parents to the
Retreat. She
had no pulse
when she was
found, according to the sigLaura “Alaska” DiPillo, 15 nificant event
report submitted to the Department of Mental
Health. Retreat staff immediately began CPR, and
she was later transferred to Bay State Medical Center in Springfield, Mass., for medical treatment. A
piece of clothing was used for the attempt.
The August 25 letter from Steven DiPillo and
Margaret Russo said that they were sending it as a
“formal grievance” regarding their daughter’s
death. Retreat spokesman Konstantin von Krusenstiern said the response to the letter “will revolve
around how best to address this with the family.”
“Staff at the Retreat are greatly saddened by the
death of this person,” von Krusenstiern said in July.
He said at that time that because of privacy laws
the Retreat was unable to find out whether her
death on July 1 was related to the suicide attempt.
It was the fourth self-harm death related to the
Retreat in the past two-and-a-half years. One of
the others was also a teenage girl.
Another of the suicide attempts occurred on
June 12. Staff were able to revive a patient who
was already limp, with blue lips and a “pallid” face
after an attempted hanging in a bathroom.
Surveyors representing the federal Center for
Medicare and Medicaid Services will revisit the
Retreat at some point prior to October 6 to determine whether violations have been corrected. If
so, “the termination notice will be rescinded,” the
CMS letter of July 8 told the Retreat.
The Retreat was cited for failure to do a timely
nursing reassessment of DiPillo after she told a
mental health worker about her feelings of hopelessness. The worker recorded that the girl was
“verbalizing suicidal ideation,” “isolating in [her]
room,” and “rated her depression at an eight out
of 10.” She attempted suicide in her room the
next day, the survey said.
A more comprehensive nursing evaluation is
required by hospital policy when there is a “change
in health status.” The Retreat acknowledged the
failure to meet the standard, but said a reassess-

ment was done on the subsequent nursing shift.
The Retreat was also found in violation in the
July 18 survey for “failure to maintain a safe environment of care” because there was no immediate back-up to get into the bedrooms if a staff
key broke — as it did on at least one separate occasion. Staff told the CMS surveyors that it could
take up to 20 minutes for maintenance to respond
and open the door in such a situation.
The survey said it “evidenced a systemic problem with a lack of communication of critical information” about safety within the Retreat.
Frances Keeler, Director of the Division of Licensing and Protection of the state’s Department
of Disabilities, Aging and Independent Living, said
that whether there was a serious injury compared
with a death was not the important distinction to
CMS. The Division acts as the state arm for CMS.
The “failure to take [incidents] into the quality
improvement [system]” was the main issue for
the surveyors, she said, because “it paints a picture of the potential to hurt someone else.
“For us it’s about the system that’s in place or
not” to protect patients, she said.
That same deficiency — the failure to have an
“effective, ongoing hospital-wide data-driven
quality assessment and performance improvement program” — was cited once again in the
new August survey.
The Retreat’s July plan of correction, which was
accepted by CMS, included purchase of Hooligan
bars for each of the four units that have self-locking
bedroom doors. A Hooligan bar is a forcible entry
tool typically used by firefighters and law enforcement to break through locked doors. Retreat policy
allows patients to close, and thus lock, bedroom
doors for five minutes in the morning and evening
for privacy while changing, the CMS report said. At
other times, the doors are either required to be open

or patients are outside of the rooms and the doors
are required to be closed and locked.
CMS returned in August to review a fight on
the adolescent unit in July that injured one patient
and eight staff, according von Krusenstiern of the
Retreat. He said no deficiencies were identified related to that incident. Instead, the surveyors found
fault with patient supervision based on the incident
of sexual contact. The failure to adequately monitor the patient denied other patients “an environment that protects their vulnerability and ensures
that the care they require is in a safe setting.”
The Retreat filed a further plan of correction
for the deficiencies in that report and received notice from CMS on September 2 that the plan was
approved. The plan listed a series of steps to improve communications about patient history and
in how serious incidents are reviewed.
The previous three deaths included a drug overdose in January of 2012 after a patient gained access to a medication cart; a suicide by overdose in
the fall of 2013 by a woman being housed on the
grounds for an outpatient program after her discharge from the hospital; and the suicide of a 13year-old girl in a group home last January. A final
report issued this July by the Department for Children and Families found there were no regulatory
violations related to the group home death.
Retreat staff told the Department of Mental
Health in an email in July that they attributed a
number of “self-harm events” on the adolescent
unit to reaction by patients to the group home
death in January and later, to the suicide attempt
in May. It noted that most were similar situations
of “patients attempting self-strangulation.” The
email described the prevention work with patients that was underway.
The Retreat is the state’s only psychiatric hospital with units for children and adolescents.

Middlesex Elopements Bring Scrutiny
And a Challenge to Patient’s Transfer

WILLISTON — The state-run secure residence in Middlesex had a client elopement related to inadequate staff coverage during a
community outing last January, according to a
state regulatory visit report issued in April.
Three additional elopements were reported
from the Middlesex residence in the past year, according to records of the Department of Mental
Health. The elopements have raised concerns for
a Bennington court reviewing a potential patient
placement.
The court is expected to rule in September
whether Elizabeth Teague, currently a patient at
the Brattleboro Retreat, can be placed there. The
state’s attorney has objected based upon questions about security, according to news reports of
an August hearing. Teague was found incompetent to stand trial after charges of killing her supervisor and shooting two co-workers in 1991.
Teague has been at the Retreat since the Vermont State Hospital closed in 2011. Her treating
doctors there and the attorney for DMH testified
that Middlesex would be an appropriate placement, media reports said.
The January elopement was the subject of a
review by the Division of Licensing and Protection, which found deficiencies related to adequate
staffing and treatment record-keeping.
A more recent elopement involved a resident
who was able to climb over the fence, but who
did not actually leave the grounds, according to

Commissioner Paul Dupre. Dupre said that corrections were being made to the fence. He said
he did not know about the other two reported
elopements.
State surveys for hospitals and for licensed
group homes are public records that are made
available on the web site of the Division, under
the state’s Department of Disabilities, Aging and
Independent Living. A review of reports for the
past 12 months shows that most of the state’s crisis and intensive residential programs are in full
compliance. All corrective action plans for deficiencies that were identified were accepted by the
licensing division. Deficiencies found included:
! Second Spring South, Williamstown: multiple deficiencies in early 2014 related to inadequate manager oversight of operations that
resulted from a staff vacancy. Findings included
vaccines not being kept up to date for the farm animals; multiple violations in kitchen cleanliness,
food handling and storage, and dietary oversight;
and failure to maintain fire drills.
! Crisis Stabilization and Inpatient Diversion
Program, Rutland: deficiencies in the management of medication and records and in grievance
procedures.
! Second Spring North, Westford: deficiencies in monitoring for medication side effects and
in records, and lack of fire drills.
! Home Assist, Burlington: deficiencies in
record-keeping and resident notice requirements. AD
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Springfield Found in Repeated Violation

BELLOWS FALLS — The Windham Center
violated patient rights and dignity in the way it
treated three patients, according to surveys by
the Center for Medicare and Medicaid Services
this past February and July.
One Windham Center patient was unlawfully
kept in restraints for more than 12 hours in March
and was forced to urinate in the restraint bag and
remain in the soiled bag overnight, based on refusal to accept “voluntary” medication, according
to the survey report.
That case brought to eleven the number of
psychiatric patients who were found to have received care that violated standards at Springfield
Hospital during 2013 and 2014. All but the three
most recent were in the emergency room. The inpatient Windham Center is a unit of Springfield
Hospital but is located in Bellows Falls.
Another Windham Center patient was handcuffed and held for two hours at the police station
and then for eight days in the Springfield Hospital
Emergency Room last December while waiting
for a transfer, although the patient had been cooperative, had not been charged with any criminal offense, and was still a patient of the hospital,
the report said.
The third patient was taken to the emergency
room for the purpose of a possible injection of involuntary medication despite, according to the survey, no record of “violent, threatening or unmanageable behavior.” Staff described it as a common practice when not enough staff were available.
The hospital was told it had demonstrated a
failure to provide adequate staffing after the February survey, and received a CMS termination
notice. The hospital plan of correction was found
acceptable and the scheduled termination of
funding was rescinded. Anna Smith, of the Communications Office, said that the hospital had no
further comment beyond the fact that its plans of
correction had been accepted.
All but one of the incidents had never come to
public attention until the series of violations were
identified by Counterpoint this August. Last winter, Counterpoint reported an emergency room
suicide attempt that CMS referenced as a “near
miss.” That patient, while awaiting a mental
health screening, was left alone in a room with
access to hazardous items.
In the March incident at the Windham Center,
the report said that the patient in restraint was told
that access to the bathroom would be permitted only
if the patient accepted medication first. Medication
that was offered was spit out, so the restraint continued, and after other requests for the bathroom,
the patient was told to urinate in the restraint suit.
Afterwards, the patient was “reassurred s/he’d get
cleaned up once out of restraints.”
After a doctor ordered restraints discontinued
at 6:15 the next morning, however, the patient
was still not released and allowed to shower until
more than a half hour later after agreeing to take
a dose of Hadol. That use of coercion violated the
right to refuse treatment, the survey said.
A week later a social services note recorded
the patient’s tearful description of how traumatsing the restraint bag had been, and that the length
of time had been unnecessary.
The plan of correction in response to the July
surveyincluded discontinuation of use of the
“safety coat/ restraint bag,” and staff training to
use a restraint chair instead. It also requires a
physician’s restraint order every four hours that restraint is continued. The plan was acepted by the
state’s Licensing and Protection agency in August.
In the case of the Windham Center patient

who was moved by the police, de-escalation of
the patient’s own reports of fear of being unable
to control behavior had been successful, but the
individual later requested a transfer. According to
the report, staff decided to send the patient to be
held at the emergency room so that sheriffs could
supervise the patient while waiting.
The survey noted that during that time the individual was still considered to be a patient of the
Windham Center, yet was held for two hours
without medical oversight, and for eight days was
monitored in a small room “without the benefit
of a therapuetic mileu of a psychiatric facility.”
The second patient transfered from the Windham
Center to the emergency department, also last December, was believed to be “too acute” for its unit.
Staff described a problem with inadequate admissions information from referral sources.
According to the survey report, Windham
Center staff said they transferred patients to the
emergency room for the administration of an
emergency medication injection when a patient
refused to take a required oral medication. Transfers were arranged for such situations when not
enough staff were on duty at the remote Bellows
Falls site to provide the six staff needed to assist
with holding a patient for the injection.
The hospital’s plan of correction, which included
adding five staff to the per diem pool and new policies for increasing staff when levels of acuity require it, was accepted by the review agency.
In May of 2013, six patients were found to
have had their rights violated and to have re-

ceived inadequate care in the Springfield emergency room. According to situations described in
three separate survey reports, these included:
- Nurse illegally “pinching nose” of patient to
force medication, provoking an angry outburst
which resulted in need to restrain; placed in hand
and leg cuffs although not in police custody; continued in 4-point restraints uneccessarily;
- Patient wrongly arrested for throwing coffee
when actively psychotic and destroying computers; medical needs not addressed and upon return
to ED, diagnosed with pnemonia;
- Restraints used after patient legally refused
treatment (drawing of labs);
- Patient arrested for assault in order to be removed from ER but without a required medical
screening; patient was in need of admission;
- Patient in ED for 11 days with repeated restraint even when calm, not reassessed, forced to
urinate in bed;
- Cooperative patient with no evidence of violence placed in restraints and held in them almost 15 hours.
The issue of improper use of police for patient
care purposes was addressed by CMS in violations found last year at the Brattleboro Retreat
and reported in detail in the Counterpoint winter
issue. The repeated Springfield violations have
not been the subject of either public discussion
or of legislative committee scrutiny. The hospital,
unlike the Retreat, does not participate in a contract for additional funding and the mandatory
admission of highest acuity, Level 1 patients. AD

State Says Hospital Oversight
Is Active and Still Improving

MONTPELIER — The Department of Mental
Health has been building increased oversight of
care at hospitals, according to Commissioner
Paul Dupre, and “we are starting to get our ducks
in order” as vacant staff positions are filled.
DMH is working closely with the Brattleboro
Retreat on quality improvement, as it did a year
ago when the Retreat was also threatened with a
loss of federal funding for failures in quality systems, according to Mental Health Services Director Susan Onderwyzer.
Generally, DMH has been using the standards
of the Center for Medicare and Medicaid Services
in looking at hospital policies, Onderwyzer said.
The new policies that Springfield Hospital developed in response to its CMS deficiencies at the
Windham Center would likely be reviewed as part
of the next bi-annual DMH redesignation review,
she said. Its last review was in November of 2013,
so it will be due again in November of 2015.
DMH was asked directly about the bedroom
doors at the Retreat which patients can lock.
“We definitely need to look into that a little
more,” Deputy Commissioner Frank Reed said.
He said the issue requires reviewing both safety
and privacy needs. No other hospital in Vermont
surveyed by Counterpoint has doors which patients can use to temporarily lock staff out.
The Department is working on a “more holistic”
approach for situations when deficiencies are on an
adolescent unit under a different division. Bill McMains, MD, and Charlie Biss, of the Child, Adolescent, and Family Unit, are working with Jay Batra,
MD, the Department’s medical director, Reed said.
Three key oversight positions have been filled in the
past year, Dupre said, meaning “some of the pieces

are coming together” for improved oversight. Those
include Batra as medical director, Onderwyzer
moving from the director of quality management to
the vacant mental health director position, and the
hiring of a new quality director.
The Department has reported that in addition
to reports of serious injuries or death, the designated hospitals have agreed to submit information on specific data reporting elements:
! Admission screening for violence risk, substance use, psychological trauma history and patient strengths completed;
! Hours of physical restraint use;
! Hours of seclusion use;
! Patients discharged on multiple antipsychotic medications;
! Patients discharged on multiple antipsychotic medications with appropriate justification;
! Post-discharge plan for continuing care
created; and
! Post-discharge continuing care plan transmitted to next level of care provider upon discharge.
New data submitted to the Emergency Involuntary Procedure review committee show that in
the past six months among Level 1 care hospital
units, Rutland Regional Medical Center had the
highest rate, at 2.98 hours per 1,000 patient hours.
The Retreat had a rate of .71, and the Vermont
Psychiatric Care Hospital, .34.
A new initiative to reduce EIPs at all three is
currently underway using the six core strategies
developed by the federal Substance Abuse and
Mental Health Services Administration. It is
being coordinated by the Vermont Cooperative
for Practice Improvement and Innovation. AD
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Vermont Was the First To Demonstrate
That Recovery Is Possible...
by ANNE DONAHUE
Counterpoint

BURLINGTON – It was almost 60 years ago that Vermont set the stage for the transformation of care for persons with severe mental illness from state institutions to
the community.
It is a change that impacted care around the world and
still continues to move forward today, but there remains
a gap between what we know about recovery and what
we do to make it possible.
That was the message presented in an address this sumThe research raised mer by Courtenay Harding, Ph.D.,
early doubts about from Boston University, who came
whether it is crucial to home to the University of Vermont to
stay on high doses of present an overview of the impact of
the research that originated at the Vermedication.
mont State Hospital in 1955.
The research demonstrated that recovery is possible,
and it raised early doubts about whether it is crucial to remain on high levels of psychotropic medications. That debate has increased in recent years as more of the
weaknesses of the medications have emerged.
Harding’s talk came in the context of the newest steps
in Vermont to reduce the use of hospital care even more
through further expansion of intensive recovery residences and crisis beds. Those steps – the furthest yet since
earlier stages of building a community-based system –
were established through funding in support of Act 79, an
act “reforming the mental health system,” in 2012.
Harding is the Senior Director of the Center for Psychiatric Rehabilitation at the Sargent College of Health
and Rehabilitation Science at Boston University.

Drug Revolution Helped Some, But Not All

In the 1950s the psychiatric drug revolution had begun
with the discovery of Thorazine as a treatment for schizophrenia, Harding said. At the time, VSH was at an alltime high population of some 3,000 patients.
The drugs helped some patients. George Brooks, Director of Research at VSH, had a felPatients were asked,
lowship from the drug manufacturer to
‘What do you need?’
study its impact and he found that of
those treated, 178 patients from “the back wards” (those
unresponsive to other treatment) “got well and left.”
These were patients who had been “expected to die”
at VSH, never improving enough to leave, Harding said.
Of those receiving the Thorazine, however, 269 did not
respond adequately and remained hospitalized.
The effort to try something different began after
Brooks asked the patients themselves, “What do you
need?” and then, “What do you need next?”
“His ignorance,” he said at the time, helped him hear
the responses with an open mind. A joint venture between
the Department of Mental Health and Vocational Rehabilitation was begun to offer rehabilitation through selfsufficiency.

A Turning Point, and a New Model

The fundamental turning point with those patients was
an attitude, Harding said. “Staff started to believe peo-

ple… could get out of the hospital and could get a life
back.”
The “Vermont model” was born.
The decade from 1955 to 1965 was “pre-community
psychiatry,” Harding said. Vermont developed the model
of rehabilitation and community psychiatry, creating a
concept of a “therapeutic community,” which included
access to VSH for respite, peer and social supports, outpatient therapy, group homes for a year to year-and-ahalf transition, and “job/person match” through
Voc-Rehab. The model included a “low but therapeutic
dose of meds,” she said.

Dramatic Success Discovered

The outcomes were dramatic: 83 percent from the
group of 269 were discharged from the hospital, and 53
percent never returned. Although the other 47 percent
of those released had return VSH visits, they were later
re-released. Only 15 percent “didn’t make it,” Harding
told the audience.
The study Brooks did identified the group as having
an average length of illness of 16 years, and a prior duration from first hospitalization of nine years, which
meant they were coping with the effects The approach chalof “institutionalization on top of psychi- lenged the ‘fallacy of
atric illness.” Most were middle-aged.
hopelessness and
The Vermont model shifted these in- incurability.’
dividuals from “patienthood to personhood,” Harding said. Factors identified in making the
change possible were the relationships that were built
and the experience of work and self-sufficiency.
The staff was also communicating a different message of expectations, which attacked the “fallacy of
hopelessness and incurability versus recovery.”
That study by Brooks, however, was only the beginning of the story. The research Harding was involved
with came 32 years after the first hospitalizations: the
largest study ever of deinstitutionalization and the second largest ever on schizophrenia.
This research included two new phases, first looking
at outcomes of the original Vermont group, and then
doing a comparison to a matched group from Maine that
had received no rehabilitation services. The researchers
were able to locate what had happened to all but 11 of
the patients (97 percent), and 86 percent were still available for the follow-up study (a few had died).
All of them were rediagnosed under the updated
DSM (Diagnostic and Statistical Manual), which verified that their illnesses would have met the same criteria
for a serious and persistent mental illness.

Recovery Was Long-Term for Many

The long-term outcomes were as striking as the shortterm had been.
Between 62 and 68 percent had “reclaimed their
lives” – 68 percent with little or no signs or symptoms
of illness, and 64 percent with fewer than
‘Someone
believed in me.’ two relapses over the 20 years since discharge. Eighty-one percent were caring for
themselves, and 40 percent were employed, with another 20 percent involved in volunteer work.
Questions about medication use were also revealing,
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Research That Began at VSH
Is Described 60 Years Later
Speaker Says a Gap Remains
‘Between What We Know and What We Do’
Harding said. Of the total, 20 percent were on no prescriptions at all, and another 30 percent acknowledged that although they were receiving prescriptions, they were not
using them at all. Among
The ability to recover continues
the others, 25 percent
to be underestimated because
used medications on a
‘people become invisible under
“targeted basis” and the
the cloud of diagnosis.’
final 25 percent used
them consistently. That last 25 percent did not want to attempt to reduce a dosage or were too afraid to make a
change, the interviewers found.
Harding and her colleagues identified two factors that
helped the most in recovery: having “housing, food, clothing” as number one; and having “people to be with and
ways to be productive citizens.”
And even beyond that, Harding said, was the unmeasurable: “Someone believed in me,” former patients said;
“Someone told me I had a chance to get better.”
With what became known from this research so many
years ago, why are consumers so consistently and persistently underestimated, Harding asked?
“People become invisible under the cloud of diagnosis,”
she said.
Phase four of the study, the Maine comparison, found
patients who had less community function, much less work
involvement, and more symptoms, she said. Yet 49 percent
(compared to the 62-to-68 percent in Vermont) “still got
better” without the additional supports.

Medication May Cease To Be Helpful

Since then, there have been other long-term studies, though not as extensive as Vermont’s. A new
study of 139 persons in Chicago found that the 70
percent who remained on medications were still ill
and had disruption of functioning from the medication, indicating that medication “may cease to be
useful and impede recovery,” Harding said.
The challenge, however, is that it is not possible
to identify who will be able to do well if they stop
or reduce medication, she said.
What were the fundamental lessons from the
VSH research 20 years ago?
Harding identified seven:
- A diagnosis is not for a lifetime
- Symptoms decrease over time
- The predictors of outcomes weaken over time
- Social functioning can return
- People are able to work

- Medication is not necessarily required for a
lifetime
- Success is possible through many different
methods
Since the Vermont research, all 50 states have
now declared recovery visions, Harding said; “Vermont has led.”
Harding said that another thing the research
showed is that “patients recover without us,” and
yet she wonders how much the knowledge is a part
of “the daily practice of psychiatry.”
The early death rate for persons with serious
mental illness is now well documented, she noted,
and she wondered aloud whether there How much is what we
was a connection between early mor- know a part of the
tality and stigma.
everyday practice of
Persons who receive a diagnosis re- psychiatry?
main “very disheartened” when told
that the diagnosis and the need for medication will
last “all their life.”
“I hope that it’s getting better,” Harding concluded, but there remains a “gap between what we
know and what we do.”

!If we recognized these fundamental
principles of recovery so long ago, why
has it taken so long for these ideas to take
hold?
! Have we gone far enough?
! What does this history tell us about
the role of medication in recovery?
Share your reaction and thoughts
in our next issue!
Send to: counterp@tds.net or 1 Scale Ave., Suite 52,
Rutland, VT 05701
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“Power concedes nothing without a demand. It never has and it never will.” Frederick Douglass

Identity Crisis at Vermont Psychiatric Survivors

Vermont Psychiatric Survivors — the publisher of Counterpoint — appears to be going
through an identity crisis.
Is it fundamentally an advocacy organization
that acts as a voice for its members, who label
themselves as psychiatric survivors or consumers
or peers?
Is the credo, “nothing about us without us,”
which insists on the peer voice being a part of decision-making about disability issues in the state,
still at the core of its mission and vision?
Or is it evolving into something different: a
service organization with a focus on providing
supports to peers, in collaboration with the existing structures rather than as a counter-cultural
voice of opposition to the status quo?
Times change. Needs change. Reassessment
of a mission and vision is always critical.
An informed discussion and a broad discussion, however, is vital to that kind of decision. It
should not be made by its board of directors instead of by the membership itself.
The board’s vote to change the name from
“Vermont Psychiatric Survivors” to “Vermont
Peer Services” speaks volumes. The organization’s roots came from the belief that we needed

a voice to address the failure of the system to address our needs. The name reflected the fact that
as survivors, we needed to speak on behalf of others still trapped in that system. While there are
individuals who also provide that advocacy, only
VPS has been a formal, representative voice for
consumers.
“Vermont Peer Services” shifts to a focus on
what we do. Our peer services bring peer supports into the mainstream of the system, clearly
a good thing. The new name, however, identifies
us in terms of what we do for others, not how we
speak for ourselves.
Becoming a part of the system contradicts
being the voice of a critic that calls upon the system to do more, and to do it better. Maybe that is
okay. Maybe we have achieved the changes we
sought; we are being heard; there is no longer a
problem with changes being made behind our
backs and without our voices.
Some would argue that it is time to stop thinking about “us” and “them,” and focus on “we,”
working together.
As Vermont Psychiatric Survivors grows in its
services to peers, if the expectation is that “You
need to be team players,” is it trading off its voice

for the funding support for those services?
Nothing suggests the extent of the change in
vision more than the opinion of the VPS board
chair that it is not essential that the new executive
director be a person with “lived experience” as a
person with mental health issues.
How can an executive director be a voice for
“us” — for “nothing about us without us” — if not
one of the “us”? Although the final decision was
made to recruit a peer, the belief that this was not
essential to the job demonstrates the change in how
some VPS board members see the organization.
The board has said its decision on the name of
VPS is not set in stone. There will be the opportunity for discussion by the membership at its
September meeting.
I hope that there is an active discussion and
an informed decision not just about our name, but
about our history, mission and vision as well.
The future of our voice in Vermont is at stake.
ANNE DONAHUE
Northfield
Anne Donahue is the editor of Counterpoint.
This commentary was written in her personal capacity, not representing the views of the newspaper or organization.

Despite New Name, Is VPS No Longer a Peer Agency?
There’s no question that the past year has
brought a lot of changes to Vermont Psychiatric
Survivors, (VPS) and sadly most have been for
the worse. Ironically, while the organization has
changed it’s name to include the word “peer,” in
practices it appears to be moving away from peer
support.
This has been happening on many levels – at
times subtly and at others right out in the open. As
someone who not only works at VPS, but has collaborated with VPS and been supported by VPS, I
feel that people deserve to know that this agency
– which celebrated its’ 20th anniversary just a few
years ago – has gone from a statewide and national
leader to an organization at risk of becoming a
place I would no longer want to work.
Just the other day I was part of a conversation
where a co-worker was talking about the risks of
having mentally ill people in the office. This person was talking about needing additional security
and actually said, “We are dealing with the mentally ill here after all.”
We are dealing with the mentally ill? I thought
we were the mentally ill – peers providing support based on our lived experience. This same
staff had also stated in a staff meeting that, “This
is not about us.” What happened to “Nothing
about us without us”?
The interim director also stated openly at the
same VPS staff meeting that she does not identify
as being a peer. I thought we were a peer-run
agency.
In the last three months four staff have been
let go. I am not against letting people go, but as
peers supporting peers I would think we would
work with these individuals to support and work
through challenges, firing people as the absolute
last alternative.
As people who are psychiatric survivors we
have our scars, wounds, and triggers. Having information withheld on a regular basis can quickly
cause deep distrust, as can sharing information

with some people and not others. Without trust
there is fear and when people act out of fear it is
often not rational nor for the best of anyone.
Vermont Psychiatric Survivors’ mission (until
that changes, too) states that we are an independent, statewide, survivor-run organization whose
primary purpose is to empower individuals, assist
in their recovery, facilitate mutual peer support,
provide advocacy and education, assist in the formation of peer support groups, provide information and referral and educate the public to
decrease stigma.
That is a big charge, one that can only be accomplished when trust is placed in the staff of the

organization. Working on these goals is hard to
do when one is looking over one’s shoulder waiting for the next shoe to drop.
I expected internal stigma when I worked at
Rutland Mental Health. I had hoped that at VPS
I would find a more accepting, nurturing environment. I believed that I would find similarlyminded people who were working together towards a common goal. My impression was that
it was an organization that didn’t stress hierarchy
or condone the use of power over peers.
What I have found has been a nightmare.
GEORGE NOSTRAND
Rutland

Drug Alternatives Must Be Enforced

To the Editor:
About S.287 [the new law on involuntary
medication], one thing I do not understand is why
none of the discussions or reports in the press discuss the part of the law that says that when patients do not want drugs, the hospital has to offer
another treatment besides drugs.
This is the most important part of the law. I
have not heard anything from the hospitals about
how they intend to follow this part of the law, or
from DMH about how they intend to make sure
this part of the law is followed.
This should have been the central discussion
from the beginning, since it is the primary way
to solve the stated problems, such as patients
being warehoused for too long without treatment
when they decline to take drugs, deteriorating and
becoming violent and so on.
There are lots of other treatments besides
drugs, many of which are safer and more effective than drugs. Refusing drugs does not equal
refusing treatment; it is just refusing a “treatment” that is of dubious potential benefit and is
guaranteed to cause substantial harm, when other,
better treatments exist.

Giving the patient another treatment, rather
than nothing, when they decline the drugs, can
result in the patient improving instead of deteriorating. It can give the patient a real chance to recover without drugs. Without this part of the law,
hospitals can continue to push patients who are
capable of recovering without drugs, into drug
treatment, by neglecting them until they can
force-drug them.
So.... the law says hospitals have to offer other
treatments when patients decline the drugs.... Do they
plan to? Does DMH plan to make sure it happens? Is
anyone taking this part of the law seriously?
If not, legislators need to go back and give this
part of the law a lot of “teeth” to make sure it is
followed. I propose that any hospital that fails to
follow this part of the law be de-licensed to accept involuntary patients for at least five years
and until they have demonstrated substantial
training in and practice of mental health modalities other than drugs.
I want to hear how the hospitals and DMH are
planning to follow this part of the law.
HEIDI HENKEL
Putney
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Looking at the Truth in Maladjustment
by MATTI SALMINEN

At the age of 22, when I first began to take self-education seriously, I also
ventured far from my psychological center. More conventional terms would
describe my experience as a psychotic break. This break marked a separation
of two selves within me; one lived life on the edge while the other reeked of
intelligence and potential.
Between the ages of 14 and 22, I pursued a misspent youth with a voracious appetite. Nothing meant
more to me than that I could
squander my potential, and
bounce back from it. And in
fact, there may have been no
harder working thing I’ve
ever done than to backpedal off of the “track” our society presents for us to
stay on.
Knowing what I do now, I see that my “madness” was not without the
recklessness and mischief of my adolescence. And that the “track” we are
suggested to follow is not just a recommendation. We are, rather, herded like
cattle to serve a system which has misaligned itself with the common goods
— peace and equality.
Society has shown itself as manifest in maladjustment towards human difference in all forms in such a manner as to cause great suffering and injustice.
One population which society is especially misaligned is those suffering
from madness. Madness isn’t organic even if there are biological markers
which indicate it to be of natural origin. What is natural is an alternative experience, and perception of the world, but what is unnatural and prohibitive
is for those alternate expressions of character to be a source of depravity.
This essay, however, is not about madness, the system of psychiatric care,
or oppression. Instead, I wish to share about something that, deep down, I
understood well, even as an adolescent, but did not reveal itself to my con-

scious mind until only months ago.
That is creative maladjustment. Creative maladjustment is resistance
to a norm; a norm that breeds hostility, segregation, poverty, homelessness, and overall inequality.
Dr. Martin Luther King Jr. spoke on the subject of creative maladjustment to a crowd at Western Michigan University, on December 18th
1963.
In this speech, Dr. King
spoke of the sacrifice necessary to move society towards
a state which would allow dignity and freedom for all. Dr.
King believed, then, that a
new order was emerging in our society, one in which the creatively maladjusted would rise up for social and judicial equality.
Looking back, I believe that I saw something in human potential
which incited me to venture away from the norm… towards creative
maladjustment. School did not provide for me the resources I needed to
probe the depths of my psyche. Pursuing a misspent youth and pursuing
self-education put me on a path towards intellectual freedom.
All my heroes growing up were creatively maladjusted people. This
was expressed in some through ethnic traits, in others through madness,
and by some in stepping out from the box by reason to show we are not,
as men and women, predestined for anything.
You may call me crazy. I’m not, however, going along with the norms
of a society which exploits the vulnerable. And that is still crazier.
Years have gone by now since I began seriously attempting to cultivate an educated mind. Those years have allowed for me to free myself,
and my mind, to live an existence that promotes inner peace, and human
compassion.
No individual can ever truly compensate to lead a sane life while living in an insane world. And thus creatively misaligning yourself with
the world you live in is to exhort personal truth throughout our life and
liberty.
It is the only natural response to the unnatural disorder of modern society. Our society will only right itself when conformity is wholly invalidated.
Matti Salminen is from Brattleboro.

‘Our Society Will Only Right Itself
When Conformity Is Wholly Invalidated’

The Peer Who Got Fired

To the Editor:
It’s been an interesting year trying to reinvest in my life as a new homeowner without a job while identifying as “the peer who got fired” — come to
find out, by far, I am not alone!
Seventeen peers in different positions in Vermont’s Mental Health System
have been fired/terminated/let go/canned since I came into my former position
in early 2012.
These are just the ones I know about. What exactly is a measurable outcome in hiring peers?
We have panels at conferences of all the peer leaders and a coalition to
support peer workforce, but the reality many of us have experienced is quite
devastating. WRAP teaches us about Early Warning Signs. We need to start
talking about this for the health of those of us who had some pretty negative
effects.
Keeping Hope...
MELANIE JANNERY
Burlington

Step Down Beds Access Needed

To the Editor:
A Letter to Residents of Step Down Programs —
Please move on with the rest of your lives, if you are able. Your beds
are sorely needed by your brothers and sisters now suffering in the hospital systems. Many are deemed ready for step downs, but remain in
hospitals for lack of step down beds. Thank you.
PAUL BOUDREAU
Enosburg Falls

Getting Tangled Up by a System
That Can’t Seem To Get It Right?

Share It Here!
That’s What the Letters Pages Are For!
Send comments to: Counterpoint, 1 Scale Ave., Suite 52, Rutland, VT 05701, or to counterp@tds.net. Names may be withheld on request,
but must be included in letter. Letters do not represent the opinion of the publisher, and may be edited for length or content.
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A Personal Experience

Life in Hell: Suicide Attempt Leads to Time in a Tennessee Jail
The Final Episode — Release, Help in a Hospital... and Life Goes On

This is part of a series about a personal experience in a Tennessee jail. It was written in the
third person to keep the writer’s identity confidential. In this third and final episode, Rex finally
sees the court psychiatrist and the judge, to learn
his fate.
Recap: Prelude
Rex Peters had been attempting to cope with
his wife filing for divorce the same year that his
parents had died and a grandson had drowned.
He had been getting inebriated off and on that
month, knowing where the drinking would eventually take him: Madness and suicidal thoughts
and efforts. He took his dad’s old shotgun and
ended up at his brother, Snake’s, apartment with
it, planning to shoot himself in front of him. It terrified his brother, who shut the door and went to
call the police.
When the police came, Rex had just tried to
shoot himself in the head. The barrel of the shotgun was by his left ear when it went off. Next
thing he knew he was running back to his apartment but the police were already there shouting
for him to throw down the shotgun and get on the
ground. He ran towards the cops, hands in the
air, and hollered, “Shoot me!”
The cops finally subdued him and it was on to
the jail.

Finally, the Evaluation

One morning a guard came for Rex. “C'mon
Peters, we're going for a ride.”
He assumed it was to go for his psychiatric
evaluation. He was cuffed at the wrists and ankles
like usual and put into the back of a police car.
They arrived at the clinic and Rex was hustled
out. He got stares from other people waiting and
felt the embarrassment and wished he could just
disappear. He was finally called to see the shrink
and he shuffled on with his leg chains slowing
him.
The shrink was a nice enough man. He asked
him a battery of questions for about an hour, including questions about his understanding of the
judicial process, some of which he couldn't answer correctly.
The shrink said, “They got you Rex. It is
going to be best for you to go ahead and take
whatever plea deal they give you. You'll probably
get time served and a year on probation.
“You really don't want to refuse the plea deal
and go to trial.”
When Rex got back, some of the guys were
curious as to where he had gone and he told them.
Someone said, “Hell, you should have been sent
to a hospital in the first place and not to jail.
These people just don't really give a damn.”
“These people” were in fact all of those participating in the legal system. It was a regular circle game with bored lawyers and judges and
guards just going through the motions year after
year which would only make them institutionalized and very cold to inmates’ plights. Innocent
ones would be punished in this system. Rex didn't
know who was innocent but he was sure some
had to be.
They may not have been innocent of everything but certainly of some things. People would
say that inmates would never admit to guilt. This
simply isn't true. Many did.

All these guys that had been in before seemed
to know the legal system quite well.
“Ah, that’s nothing,” one of them told Rex
after hearing about his case. “You will get off
very easy. Just a little time served and then probation for a year.”
Rex only got angry with one fellow while in
jail. Sammy had impolitely told him to move his
feet because people were walking through where
he first had his mat on the floor in the pod.
“I have a right to space here too, man!” Rex
replied.
“Whoa! Don't get pissed. What are you in for
anyway?” Rex wished he hadn't asked that as he
was tired of going through his story but he told
him anyway.
Sammy laughed, “Oh, I remember reading
about you in the newspaper. Did they really fucking Tase you twice?”
“Yes, they did.” Rex smiled.
“I've never been Tased. I hear it isn't pleasant
and that it can actually kill some people.”
“I didn't know that.” Rex replied.
“Yeah, if you have heart problems it can kill
you.”
“I guess I'm lucky then,” Rex went on, “I have
what is called atrial fibrillation which means my
heart can sometimes beat very fast and irregular.”
“Aw man, I'd say you are goddam lucky!” Of
course everyone around them was listening.
Rex discovered that Sammy had been in
prison before and that he was going back for
three years for some kind of assault charge.
“What are you in for, Jose?” Rex asked another man, after having told his own story.
“I got drunk and slapped my wife around.” He
said this with true regret in his voice and teary
eyes. “It's really fucked up because my family
needs me. I have a couple of kids too. I've got to
quit drinking and I'm going to AA meetings.”
“When will you get out?” Rex asked.
“I don't know, Rex. This is the second time
I've been arrested for spousal abuse. I think they
will keep me in here longer this time. I'm sure
they will.”
The day finally came and Rex had to go back
to court. He didn't know for sure but he thought
that he would actually go into the courtroom and
stand before the judge this time. He wasn't wrong
and surprisingly to him he wasn't nervous about
it. Jail had taken a lot of the usual anxieties away.
“What more could they do to me after all?” he
thought.

Five Minutes with the Judge

It was all over in less than five minutes. The
felony charge of reckless endangerment reduced
to a misdemeanor. The other charges of resisting
arrest and illegally using a firearm in the city limits were already misdemeanors.
There were a few questions from the judge
that Rex couldn't remember later. He answered
appropriately with “Yes, your honor,” or “No,
your honor.” It was just routine Tennessee court
justice. Everything was on automatic.
He got time served and an 11-to-29 month
probation term. He vowed to himself never to
come back to any jail anywhere. He would not be
a repeat offender.
Rex did not feel a sense of comfort after get-

ting his sentence because he did not know just
what in the hell he was going to do now. He
couldn't go back to his old apartment. He'd been
evicted. He knew his brothers and sister would
not help him.

A Fate Worse Than Jail?

Rex was already thinking of the possibility of
leaping off a high building or a bridge overpass.
Anything to put an end to the problems of living.
Living seemed like such a huge effort compared
to dying. All he could see was living on the
streets and that was a horrifying option to him.
The same guard that had processed Rex into
jail came to get him. It didn't take long. He signed
for his things, put on the very clothes he had
come in wearing, and walked out the door.
Rex couldn't recall a lonelier day in his life.
He felt utterly shattered and broken. All he could
do was put one foot in front of the other.
He walked to a General Dollar store where he
picked up some clean socks, underwear, and
shirts. Just a short distance and across the street
from there was a motel. The desk clerk took his
money for the two nights he requested. He immediately went to his room, turned the AC on full
blast, then took the best shower he had had in
more than six weeks.
There was a tiny store right by the motel
where Rex now went to get a six-pack. He
opened a can and began drinking while watching
television.
He felt paranoid and hoped the beer would stabilize his nerves so he could think clearly. It
helped a little, but not much and he went for a
second six-pack, which he never finished. He ordered a pizza, ate a little and tossed the rest. The
anxiety he felt was just too heavy.

Epilogue

Rex made a decision to go to the Veterans Administration hospital for help before he did something moronic. He spent 19 days there before
being released to a group home in Nashville. It
was much better than jail.
While in the hospital he had talked to his
brother, Barry, who told him, “We aren't going to
help you.”
Rex practically had to beg for clothing from
his apartment. His sister Cindy went and got
some, but sent them via UPS to the hospital as
she didn't want to take any chances about seeing
him.
His doctor tried to get Barry to call her, but
he refused. “What is wrong with your family? It
seems to me that they would have preferred you
to have completed the suicide,” she said. Rex
thought that this might have been an astute observation but he never thought such an observation would be true of of his other brother, Snake.
Finally after several months of unanswered
emails, Snake replied, explained the nightmare
Rex had put him through that night with the gun,
and then proceeded to forgive him. This gave Rex
an immense sense of relief. At least he had one
family member that cared about him. He still
hears from Snake, but Barry and Cindy, even
after a year, have refused to contact him.
Oh well, life goes on for Rex. You know what
I mean?

Personal Reflections
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Ordinary? Or, Choose Extraordinary!
by LAURA LEE SAORSA SMITH
Ordinary.
Stuck behind these four walls leaning my head back against the
pillows gazing up at the ceiling for no particular reason.
I breathe, my heart beats but I am not sure I am alive. I have a
job and I get up every morning to go to work day-in, day-out. Oh
sure, there are the weekends where I spend my time in dance clubs
and pretend to share meaningful conversation and paste a smile on
like everyone else. I drown my loneliness in beer.
No one is truly happy in this place. They, like me, are searching
for something, some kind of connection.
The connection might very well end up being sex if you’re lucky
or unlucky depending on your point of view. But it is so hollow and
empty. I feel worse the morning after when it becomes awkward and
all you want is for this person you don’t even really know to get out
of your home. Swing and a miss, it wasn’t really a connection at all.
So I take a shower trying to wash them off of me. I try to be polite
as they exit. As soon as the door closes I sigh with relief that they’re
gone.
I go through this routine without thought, without realizing that
this is not a life but more of a death. So much potential is untapped,
and yet I am miserable, lonely and desperately hopeless as if there is
no way out. But there is a way out if only I change my thoughts from
negative and self-defeating to positive and uplifting.
It may sound trite but it is true. I have seen people in similar situations as myself and they seem to find happiness. Not only seem
to find it, but actually have it.
I want it but I have to want it enough to change. I have to put
conscious effort into every day to make it work out the way I would
like it to. It takes work. But it can be done.
It is a choice that as an adult I am responsible in making. I have
the power within myself to be happy and make the world mine. To
be a part of a world of my own making works either way, if I decide
to make it worthwhile and exciting or if I decide to just be ordinary,
like oh, so many, who blindly go through life never knowing true
happiness.
I have to start with myself, caring enough to make things happen.
I have to like who I am. If I despise myself it makes it all the harder
to develop a life that is full of awesome surprise and miracles.
I decide. I decide to like myself and I decide to find another job
while still working, picturing myself working a different job that I
will enjoy.
I imaginate (imagine and create) the life I choose. I choose to be
extraordinary. What do you choose? You, too, can imaginate. Whatever you imagine, you can create. It takes focus and work and finding
role models, not runway models but real people who already are
where you want to be and learning how they got there.
You are dealt a hand of cards and it may not be the best hand
there is but you can utilize strategies and talents to make it work for
you. We are all dealt a hand, and mine wasn’t great, in fact it sucked
for the lack of a better word.
But I am in the process. I am doing the work. I am making that
conscious effort every day to build on that and to build my dreams.
I am becoming more the person I want to be and I am feeling more
like I might be alive.
I derive pleasure in befriending someone, who may or may not

be a potential life partner; I learn so much from them.
I get excited and look forward to the new day even if the day
before was crappy. I think that there were some lessons learned
and I am better for the experiences, stronger, wiser.
Am I scared? I am scared as hell sometimes, but the way to beat
it is defeat it. Feel the fear and do it anyway.
Have I got my happy on? Well sometimes, yeah I do. The further I go on this ride the more often I am happy.
You can be too, no lie. You just have to take the journey. All
it takes is the first step and keep on motivating. You might need
help, just ask for it from someone you know will actually help you
and don’t forget to thank them and maybe help someone else
along the way who is also trying to find happiness within, and
from there, happiness everywhere.
You don’t have to be ordinary and just go through the motions
of life — you can really live it. Be extraordinary!
Laura Lee Saorsa Smith is from Marshfield.

Souls

by JILL TUTTLE
The day is ge"ing shor#er. A cricket sings beside the colored water
bowl. The fall is coming way too quickly! So let’s talk? I want to know
your soul?
I am just not ge"ing any younger. Time to open up! To heal this
empt$ hole. Please come and lie beside my hear# and I’ll let you know
my soul?
So many gone, depar#ed! Parents, pets and %iends! Why must
death take such a toll? When the living leaves the body, where goes
the separate soul?
For those of us who believe it is t!&e, let us live to appreciate what’s
cer#ainly beyond our cont!ol. To never have reg!ets or to be a%aid that
we got to know our soul.
Jill Tu"le is %om Charlestown, N.H. and Put'ey, VT.

What Is It? St!anger Small Talk

by MELANIE JANNERY
Often, in new situations, much of the conversations I have with people are about my service dog.
“What kind of dog is that? Boy or girl? How old? What is his
name? How long have you had him? What does he do? There are
special dogs that can detect cancer, did you know? He is really well behaved... he is behaved better than most children. And you can bring
him everywhere? What about when you fly? Did you train him yourself? What did you say his name was? How long did it take you to
train him? Oh, I should ignore him? I knew someone once who had a
service dog for... Ummmmm, yes...it was great talking with you too...”
Eight and a half years later, I am not sure if I could begin to guess
what the experience of ordinary stranger small talk is like.
Melanie Jannery is from Burlington.
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26th Annual Evening of the Arts
The 26th annual Evening of the Arts opened in
Contois Auditorium in Burlington City Hall in late
May with an art show followed by performances that
included poetry, singing, piano and guitar music, impersonations, and original readings.
Art was contributed by Scott Dale Mackenzie,
Elizabeth Rosenberg, Sarah Smith, Michael Wright,
Missy Bennett, Jo Demers, Janice Kiriya, Anna Marie
Mattson, Jim Paterson, Steven Tall, and David
Wheeler.
Introductions to the performances were made by
Valerie Koropatmick, of Westview House in Burlington, the main sponsor of the event. She expressed
special gratitude to Sheryl Bellman, crisis services director and founder of the Westview House program,
on her retirement from HowardCenter in Burlington.
Chris Hall opened the evening show with famous
character impressions. Others on the program were
Dan Niquette, Richard Love, Jim Paterson, Joy Demers, Neal Muse, Marie Dutra, Angela Avery, Donna
Gamelin, Jody Michael Lane, Lee Switzer, Deb Barrett, Valerie Koropatnick, Melanie Jannery, Mary
Ellen Burke and Sandy Steingard, M.D., performing
on piano.
The evening ended with Steingard and friends
Jackie Lehman, Anna Marie Mattson and Jonathan
Stoneman leading the audience in singing " Someone
to Lean On."
Special thanks went to NAMI, Burlington, Carmen Thibodeau and the Consumer Advocacy Network at HowardCenter, the City of Burlington/City
Arts for donation of the auditorium, HowardCenter,
Westview House members and peer leaders, and
Jessa Morrish for organizing the event and Drew Corcoran, Scott Mackenzie, and Steven Bessette for supplying technical support. Carolyn Wendell provided
the art for the program guide.
Appreciation was expressed to the performers and
artists who "gave so much of themselves to celebrate
the strength, talent, wisdom, and spirit" of everyone
present.

Photos by Donna Iverson

CELEBRATION OF ART — Among those participating
in HowardCenter’s Evening of the Arts were (top photo,
from left) Sandy Steingard on the piano accompanied by
Jonathan Stoneman, Jackie Lehman and Ann Marie Mattson, (middle photos, from left) Marie Dutra, Mary Ellen
Burke, William Gallant, (right photo) Jody Michael Lane,
(bottom left, from left) Jane Winterling, Jessa Morrish and
Wallace Keayon and (lower right) Lee Switzer.
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Here’s How We Roll

Manners
I remember the turkey
exploding in the oven.
The first act in the play
had begun.
My friend’s face held an
expression of terror,
which surprised me
for I was used to
such performances.
He squealed and quit
the kitchen.
Just in time, too,
for act two
was now in full swing.
The scene switches
to the bathroom
where mirrors are broken,
and the audience of
four, including my sister, and
brother, has now expanded
to include the neighbors.
For my parents,
who believed in being
most thorough in everything
they undertook, were also
equally generous
always keeping in mind
their manners of
never leaving anyone out.

Rolling in and out
of hospitals for people
with problems
only psychiatrists are allowed
to misunderstand—
Going on and off of
medications
only trial and error
and educated guesswork
have delivered us to—
Or delivered to us, however
you want to word it.
In on a stretcher, out
in a chair with wheels so
dirty they squeak.
“Off with their heads,”
squeak the mean little
wheels—
out of kindness,
say some scholars who are
all skin and bone.

by DENNIS RIVARD
White River Junction
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Welcome to My
Nightmare
Welcome to my nightmare.
Look inside to see
all the fear and terror
forever haunting me.
Places so familiar
yet, distant in time.
Faces clouded over
and happiness denied.
Motions, not expected
but felt by calloused hands.
Nightmares,
that come to reality,
Right here where
I now stand.
Facing all the terror
that I once had to live
Looking now for safety
I hope that life can give.
Searching for some
peace of mind
to take these dreams away,
Looking for security
I hope to find
Someday…
by LYNN BRUNELLE-CUSHING

Milton

by OCEAN CHANCE
Berlin

The Sing-Along Bird Song

Life Is Beyond Awesome
I know you’re not happy
a hundred percent of the time
that you’re here in this place
No one working here is either
No one on this rock is either
It’s not easy being human
But I’m glad I met you and I’m glad
you’re here!
by DAVID PROPSTER
Retreat

Sunlit dawn
in the sparkling snow
hearing crow, cardinal and sparrow;
and any other bird for the singalong.
Let the snow be gone!
with the sign of spring,
and the maple season
and sugaring,
let no rain bring a wet and damp
frozen plain
or I’ll light up a lamp
and stay at home and with it begone!
by ELAINE GAWRYS
Rutland
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Livin’ in a Fantasy

When I Dream...

Livin in a Fantasy
When I dream, I feel at peace
Hope it ain't a trap
with the world around me.
Voices in my head,
They keep on whisperin:
When I dream, I can be
There ‐ ain't No Coming Back!!
whoever I want to be and do
Sucked Down Under
whatever I put mind to do.
Into a World Always Unknown;
Many, Many, Many Men;
When I dream, there are
They say "You're Not Alone"
no barriers in life that I must face.
When I get there What do I see?
A bunch of Funky dudes lookin at me
Despite having a disability and having
I take a deep Breath
to live life a little different, it never
Take a step closer to the fire
It's Cold OutSide
becomes an issue.
Livin on the Wire
When I dream, money is
I let them catch me
never an issue, I can live as
Now I gotta be Bold
Take a look around me
independently as the next person
My Heart, My life is sold
with a disability and I use a
I try to take a step, my legs a little weak
Everything Around me is gunna make me weep
wheelchair to get myself from
After Living in Self‐Hatred, Imaginary Friends
place to place. The wheelchair is, in
All I wanna do is laugh here,
What is it? Could it be untainted Love?
no way a part of me.
Livin in a Fantasy, Hope it ain't a trap
When I dream, life holds
Voices, oh Voices, in my Head, keep on saying:
endless possibilities and my purpose "There ain't NO Coming Back!!"
Livin in a NightMarish Fantasy, Hope to make it out
for being on Earth is very clear.
Alive
When I dream, I am happy
For all I know, I'm on Overload,
Completely Brain Fried.
and healthy. The sorrows in
So Tired from THE STRUGGLE,
life have changed me forever. They
Worried, So Sick
My Voices start to do their mommying,
appear to be so far away that they don't
Whispering:
touch me anymore.
"Just to let you know,
When I dream, I envision
You been a Soldier at War
You have taken hit n hit n hit,
a time when families can live
Without Running to the door.
together in harmony, and are not
Now You come to a place,
Where the Party looks fine"
torn apart by events that life
They tell me "No More Worries,
throws at them.
No More Playing, Don't Drop the Dime"
Thankful But Worried and it begins to show,
When I dream, I look to
The sweat starts to pour, feel a frizz in my `fro.
a time when faith and love
Hopin No one Notices and they don't start a fight
will be enough to sustain us all.
Not that I'm scared, But I'm tired from the Flight.
I take a step Closer, Closer to the Scene
by JUDY EASTMAN
I relax a little as the stares begin to fade,
Bradford
I wonder if the workers here really care,
Or are they in it to get paid?
Everyone is Smiling, the guys Crack Some Jokes
My New Life is Just Beginning;
Here at Lamoille County Mental Health's Wellness Center
Now my life is Lovely,
With friends who Remain True,
And I owe it to those that brought me in, the Noble
Boys in Blue.
by STARHEART JACOBSJONES
Johnson
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Louise Wahl Writing Contest Runners-Up
Summer Blues

All day long, where I hang out,
is on the beach, when the tide goes out.
Mostly, I wonder, as I wade around,
what I’ll find on Block Island Sound.
With no doubt, on the lee side,
the sand bars are more sheltered than the rest.
That’s where I find the cherrystones are at best.
And picking up steamer clams, out of the sand,
is how I can use some extra hands.
Oh what fun, digging them up, one by one,
all by myself, alone, early, under the morning sun.
As the day gets on its way, what a spot!
If the moon is new at low, the water will be much warmer, too.
With what I always love to do,
is wade into the tide,
with my mind all tuned up, after a dig, to wind down my stride.
So many things, I do for me,
there are places to go and things to see.
With all my senses alive, on the beach summer’s day,
so are the crustaceans, when they’re out at play.
Tide pools are a fun part of the sea.
Periwinkles are a fascination to me.
They gather together when the tide gets low,
in slow motion, they put on a show.
From far away, their shells seem black,
but closer up, what comes to be,
are their true colors of deep blueish, purple, and green.
Some even have a little whitish trim,
and those are just empty shells that hermit crabs like to hide in.
When they want to cool off, they slide out deep.
Their shadows, look like black patches,
on the ocean floor, at around fifteen feet.
With my mask and snorkel on, looking down in from the top,
I guess that’s where they go, when it gets really hot.
When the wind picks up and a storm blows in,
the water gets too rough, for me to go for a swim.
The snails move out deeper, that’s where they hang out,
just for the day, or until the ocean calms down.
They hide in places, where they can’t be found,
they bury themselves, underneath the sand, down into the mud.
But for us! When a storm blows in,
and the sky turns grey, the rain comes down,

that’s when we really go to town.
Sitting up at the house, out on the porch and under the tarp.
Drinking blue whale cocktails, while it’s getting dark.
Light the candles, for a little romance.
Dish out the caviar, and salted fish, in the little tin cans.
Get out the pot, steam up the clams,
and think back about all the fun, on Block Island,
the past summers we’ve had.
Blue crabs are biting, bunker are jumping, the blue fish are in.
Water boils – summer blurs.
Tomorrow will be a very sad day,
when I’ll leave again, for the mainland to stay.
Where I’ll winter back home but I’ll be back next spring,
and for the whole summer again, to play out on the sand
and have a lot more fun, digging steamer clams!
Maybe I’ll go up to the vale,
to look down from the watch and see out at the whales,
spouting and maybe even splashing their tails.
This could be another dream come true.
It will be great to dig little cherrystones, too!
We can plan to dig, when there’ll be a new moon.
When the tide is dead low, it won’t be too soon.
There are always a lot of old and new, exciting, fun things to do.
I think maybe next summer, again,
I’ll be doing many things with you!

Enter the 2015
Louise Wahl Creative
Writing Contest

#

Total Prizes of $250!

The Louise Wahl Memorial Writing Contest is named for a former Vermont activist and encourages creative writing by psychiatric survivors,
mental health consumers and peers, and their families.
Only one entry per category; 3,000 word maximum. Repeat entrants
limited to two First Place awards.
Send submissions to: Counterpoint, Louise Wahl Writing Contest,
1 Scale Ave, Suite 52, Rutland, VT 05701 or to counterp@ tds.net; include
name and address.

Deadline: March 31, 2015
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by JUDITH GREEN
Bethel

A Brand New Day
Once again I’m responsible and ready
Got to play it cool, got to stay steady.
Feels like no gravity, no place to land
A good place to take my stand
In 25 minutes there will be wake-up call,
After the night’s fist-full of pills I know it all
10 minutes to dress, 15 to the door
I’ve been here before
several times as a matter of fact
Don’t even know what brought me back
Where will it lead me this time
I thought everything was alright
Looking to pretend must have been my rider
Thinking they were all wrong, my steering wheel
Do you think I could feel what I feel
Would anyone care the voices up in my head
Letting go of life on every stop
Could get you down to depression alley
Walking two blocks to cop
That pill may keep me going
It’ll gas your brain for a couple of miles
But look out ahead all knowing
The two blocks I walked
Left me with four to go
Before I take my next step
I’ve got to be sure
Still as of yet I haven’t gone through the door
One last look in the mirror
Believing still in my higher power
Someone superior
There now, I’ve opened the door
eyes wide open, the picture clearer
The better day I was hoping for much nearer
by CHARLIE POLIZZOTTI
Northfield

22

Counterpoint ! Fall, 2014

Arts

Creative Writing and Poetry
Lost

Funny Little Lights
My eyes close - it is dark
But not for long - funny lights
Lights dart from the past to the present.
So many funny lights Tell me - where do they come from?
I am compelled to know the answer.
I’m afraid to take each one
Make each one hold still
To peer into - what would I see?
A million secrets locked inside
Each weighing tons and tons
Each would cause a fever
To cross my brow
To trickle down my cheek.
I can’t look at them
I would fall in - become trapped.
I hang onto reality
Like wash hanging on the line.
Please - secure me tightly!
Or I may become lost...... forever.

No one left to run to no where left to go.
I’m left out in the cold and it’s getting old.
Everything good seems to fade away.
Even the memory of your face.
All that remains is the pain all the hurt from the past.
Even love doesn’t seem to last.
All good dies and goes away.
And I’m alone every day.
I live inside my own personal hell.
Sometimes I wish I’d die so it would all go away.
The voices haunt and taunt and torture me each day.
All those hurtful things people said are now stuck in my head.
Now I believe everything that they say I am.
I want to fight and I want to run but I can’t.
It hurts so much and you just don’t understand.
What I live with every day meds don’t even help it go away.
It’s there for good and that’s where it stays.
And I slowly fade away.
All that’s good is dying and I just stop trying.
Cause I just end up crying.
Never seems to get me nowhere it all seems a waste of time.
It doesn’t seem to matter to anyone anymore.
So I isolate ‘cause I hate myself.
People are just so cold, so cruel
and there’s nothing I can do.
It’s too hard to climb my way back up just to fall again.
I’m just praying for the end to come and all the suffering to be done.
It kills me every day to see my life passing away.
I’m lost
And trying to find myself again.
Poem and art by TIFFANY KANGAS

by NANCY WASHBURN THURSTON

Hartford

i do…
i
i
i
i

don’t
don’t
don’t
don’t

want
want
want
want

an iPhone
to be too busy to not be in the moment
it to be january again before i notice that there is snow on the mountain
to check my email when i am on the toilet...ever, ever again

to invest all of my energy into something i believed in so much
to be left standing alone confused, shutout was so, so, so wrong
having more colleagues than friends energetically was not nurturing to my soul
what is, is community
yet, community is not in any specific place but who we surround ourselves with
free spirits stand tall in the wind
be left standing strong, like a deeply rooted tree does
after everything else has blown away
and, when the tree holds her ground,
dust and leaves and moss and bugs
and spiders, birds, and bats come to the tree
i love myself. i do, i do, yup, yup, i do and, you might even love me, too
by MELANIE JANNERY, Burlington
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Arts

Poetry
Advocate

Trapped in Chains
You make me want to scream and yell
Because I am imprisoned in your Hell
Every day I plan to gather my belongings and pack
And never once think of returning back
There is so much in this world I wish to seek
But am unable to because you make me so weak
You destroy any opportunity that comes my way
The idea of you leaving me alone is what I pray
This life is so old and outworn
My biggest wish is to escape or be reborn
All I want is new experiences as I explore
But that’s impossible with my conqueror
I want to break free of these chains
And not allow the memories with you become permanent stains
I have someone clenching on like a leach
The goal of burning them off I will one day reach
Why did they have to elect my life to destroy
And make me their little toy
They are like a bad rash
And consider me part of their special stash
The whole time they are around I want to complain and moan
But I am unable to disobey my master and their throne
I gave them my life, please let that be my toll
Search letting me go within the soul
If you don’t release me I will one day escape
And fly far away on my golden cape
by NIKITA LAFERRIERE

Home
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Lyndonville

I am expected
Woodchuck guts painted on the road.
So recently he was cute.
to stop by
Probably had squinting squeaking woodchuck pups,
the grocery store
a favorite position for sleeping,
and a woodchuck wife,
to pick up something
who is irritated with him for being unfocused.
before I go home.
by ALFRED GEORGE BRIER

To the one who helped me see the light
The one mentor who helped me fight
For my life
You encouraged me to continue moving forward
off into flight.
As I’ve grown strong, aware
Into reality and out of the crazy
You again have helped me to see
The insight to my illness
The awareness! Vividly, so clear!
For now, I’m here on this
Road to awesome recovery.
Without you, I don’t know what I’d do!
Except say “Thank you” for your
Kind, caring, compassionate heart.
Together we can conquer the world!
You are the best advocate
That I’ve ever known and grown
To love and trust.
Thank you!
You are my ultimate hero!
by JESSICA FAIRWEATHER

Share Your Art!
Express Yourself
in Drawing,
Photography,
Prose and
Poetry...

Counterpoint

Is About Peers
Sharing with Peers
Email to counterp@tds.net or mail to
Counterpoint, 1 Scale Ave., Suite 52,
Rutland, VT 05701

Please include name and town
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Resources Directory!

National Suicide Prevention Lifeline 1-800-273-TALK (8255) 24/7 confidential support
Vermont Psychiatric Survivors
Peer Support Groups

Brattleboro:
- Changing Tides, Brattleboro Mem. Hosp, 17
Belmont Ave., Brattleboro; every Wednesday, 78:30 p.m. Call Sandra at 802-579-5937
Bennington/UCS
- United Counseling Service, 316 Dewey St., Bennington; Mondays and Wednesday, noon-1 p.m.
Call UCS at 802-442-5491
Central Vermont
- Another Way,125 Barre St., Montpelier; every
Monday, 5:30-7 p.m.; Call 802-229-0920
East Arlington
- Federalist Church, Ice Pond Road, East Arlington; every Monday, 6-7:30 p.m. Call Bryan at
802-375-6127
Northwestern
St. Paul’s United Methodist Church, 11 Church Street,
St. Albans; 1rst and 3rd Tuesday, 4:30-6:30 p.m.
Call Keith at 802-370-2033
Rutland
- Wellness Group, Grace Cong. Church, 8 Court
St., every Wednesday, 5-7 p.m. Call Beth at
802-353-4365
Windsor
- Windsor Resource Center, 1 Rairoad Ave.;
every Thursday, 5-6:30 p.m. Call Rebekah at
802-674-9309
Burlington
Learning Community (practicing Intentional
Peer Support), Nuyan’s Bakery & Café, North
St. and Champlain, every Saturday, 1-3 p.m.
Call Sarah at 802-279-3876
Coming soon - Springfield - For information
call Diana at 802-289-1982
VPS is a membership organization providing
peer support, outreach, advocacy and education;
1 Scale Ave., Suite 52, Rutland, VT 05701. 802775-6834 or 800-564-2106.

www.vermontpsychiatricsurvivors.org
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; 488-6200
Franklin & Grand Isle: Northwestern
Counseling and Support Services
107 Fisher Pond Road, St. Albans, 05478; 524-6554
Lamoille County Mental Health Services
72 Harrel Street, Morrisville, 05661; 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 County 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; 886-4567

24-Hour Crisis Lines

(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
(adults) (802) 488-6400;
First Call – Baird Center:
(children and adolescents) (802) 488-7777
(Lamoille County) Lamoille County Mental Health
(802) 888-8888
(Essex, Caledonia and Orleans) Northeast
Kingdom Human Services (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 Service (802) 362-3950
Washington County Mental Health Services
(802) 229-0591

Peer Support Lines

Vermont Support Line (Statewide):
888-604-6412; every day, 3-11 p.m.

Peer Access Line of Chittenden
County: 802-321-2190, Thurs-Sun, 6-9
p.m.; for residents of Chittenden County.
Rutland County Peer Run Warm Line:
Fri, Sat, Sun, 6-9 p.m.; 802-770-4248 or
email at warm_line2012@yahoo.com.
Washington County Mental Health Peer
Line: 802-229-8015; 7 days/wk, 6-11 p.m.

Peer Crisis Respite

Alyssum, 802-767-6000; www.alyssum.org;
information@alyssum.org

"i am...": peer-led support/discussion

space open to anyone wanting support. Mondays 10 a.m. at Pride Center of Vermont, 255
S. Champlain St., Burlington; meljannery@
gmail.com (from 9/8-10/6 will meet Mondays at

2:15, then resume regular meeting time on 10/12)

DBT Peer Group

Peer-run skills group. Sundays, 4 p.m.; 1 Mineral St, Springfield (The Whitcomb Building).
http://tinyurl.com/PeerDBTVT

Brain Injury Association

Support Group lccations on web:
www.biavt.org; or email: support1@biavt.org
Toll Free Line: 877-856-1772

Advocacy Organizations

Disability Rights Vermont

Advocacy in 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.

Mental Health Law Project

Representation for rights when facing
commitment to a psychiatric hospital.
802-241-3222.

Vermont Center for Independent
Living Peer services and advocacy for
persons with disabilities. 800-639-1522

Vermont Family Network

Support for families with child or youth
with mental health challenges.
800-880-4005; 802-876-5315

Adult Protective Services

Reporting of abuse, neglect or
exploitation of vulnerable adults,
800-564-1612; also to report licensing
violations at hospitals/ nursing homes.

Vermont Client Assistance
Program (Disability Law Project)

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

Health Care Ombudsman

(problems with any health insurance or
Medicaid/Medicare issues in Vermont)
800-917-7787 or 802-241-1102

Peer Centers and Employment Support

Another Way, 125 Barre St, Montpelier, 229-0920; info@anotherwayvt.org; www.anotherway.org
The Wellness Co-op, 279 North Winooski Avenue, Burlington,
Mon-Fri, 10 a.m.-7p.m.; 888-492-8218 ext 300; thewellnesscoop
@pathwaysvermont.org/; www.thewellnesscoop.org

NAMI Connections

Peer Mental Health Recovery Support Groups
Bennington: Every Tuesday 1-2:30 pm; United Counseling
Service, 316 Dewey Street, CRT Center
Burlington: Every Thursday 3-4:30 pm; St. Paul’s Episcopal
Cathedral, 2 Cherry Street (enter from parking lot);
Rutland: Every Sunday 4:30-6 pm; Wellness Center (Rutland
Mental Health) 78 South Main St. (enter from Engrem St.)
St. Johnsbury: Thursdays 6:30-8 pm; Universalist Unitarian
Church, 47 Cherry St.
Springfield: Every Monday 1:30-3 pm; HCRS, CRT Room, 390
River St.

If you would like a group in your area, to be trained as a facilitator, be a
Champion for a group in your area or have questions, please contact NAMI
at 1-800-639-6480 or email us at connection@namivt.org. The Recovery
Support Group is also being offered at the inpatient units at Rutland Regional Medical Center and Brattleboro Retreat.

National Alliance on Mental Illness-VT (NAMIVT)

provides support, education and advocacy for families and individuals
affected by mental illness. 1-800-639-6480, 162 S. Main St., Waterbury, VT 05671; www.namivt.org; info@namivt.org

Pride Center of Vermont (formerly RU12? Community Center)

LGBTQ Individuals with Disabilities Social and Support Groups
Connections and support around coming out, socializing, employment
challenges, safe sex, self advocacy, and anything else!
Burlington, Tuesdays, 4:30 p.m. at Pride Center, 255 S. Champlain St.
St. Albans, 2nd and 4rth Fridays, 3:30 p.m., Franklin County Home
Health, 3 Home Health Circle.
St. Johnsbury, Fridays,11 a.m., Unitarian Universalist Church, 47 Cherry
St, For more information contact Brenda@ru12.org, 802-860-7812
www.pridecentervt.org

Vermont Recovery Centers

www.vtrecoverynetwork.org
Barre, Turning Point Center of Central Vermont, 489 N. Main St.;
479-7373; tpccvbarre@gmail.com
Bennington, Turning Point Center, 465 Main St; 442-9700;
turningpointbennington@comcast.net
Brattleboro,Turning Point Center of Windham County, 112 Hardwood Way; 257-5600 or 866-464-8792; tpwc.1@hotmail.com
Burlington, Turning Point Center of Chittenden County,191
Bank St, 2nd floor; 861-3150; GaryD@turningpointcentervt.org or
http://www.turningpointcentervt.org
Middlebury, Turning Point Center of Addison County, 228
Maple St, Space 31B; 388-4249; tcacvt@yahoo.com
Morrisville, North Central Vermont Recovery Center, 275
Brooklyn St., 851-8120; recovery@ncvrc.com
Rutland, Turning Point Center, 141 State St; 773-6010
turningpointcenterrutland@yahoo.com
Springfield, Turning Point Recovery Center of Springfield,
7 Morgan St., 885-4668; spfldturningpoint@gmail.com
St. Albans, Turning Point of Franklin County, 182 Lake St;
782-8454; tpfcdirecton@gmail.com
St. Johnsbury, Kingdom Recovery Center, 297 Summer St;
751-8520; n.bassett@stjkrc.org; www.kingdomrecoverycenter.com
spfturningpt@vermontel.net
White River Junction, Upper Valley Turning Point, 200 Olcott Dr;
295-5206; mhelijas@secondwindfound.net;
http://secondwindfound.org

Please let us know if your group’s schedule changes: counterp@tds.net
www.MakeTheConnection.net

Web site sponsored by The Department of Veterans
Affairs with testimonials by veterans to help connect
with the experiences of other veterans, and with information and resources to help transition from service,
face health issues, or navigate daily life as a civilian.

Vermont Veterans and Family Outreach:

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 groups: contact www.vtvettovet.org

VA Mental Health Services

VA Hospital: Toll Free 1-866-687-8387;
Primary Mental Health Clinic: Ext. 6132
Outpatient Clinics Bennington: 802-4476913, Brattleboro: 802-251-2200; Burlington
Lakeside Clinic: 802-657-7000; Newport:
802-334-9777; Rutland: 802-772-2300
Vet Centers (Burlington) 802-862-1806
(WRJ): 802-295-2908

Veterans’ Services:
www.vermontveteransservices.org

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

