
      This summer, Washtenaw County CSTS was proud to sponsor the Na-
tional Coalition for Mental Health Recovery ’s (NCMHR) answer to the men-
tal health crisis in our nation, Emotional CPR training. Lauren Spiro, Director 
and Co-founder of NCMHR, led the 2 day workshop which included hands-
on experience for the participants. Spiro, along with two Certified Peer Sup-
port Specialists, Yarrow Halstead and Carmela Kudyba, all have mental 
health diagnoses. 

 
       Labeled with chronic schizophrenia as a teenager, 
Spiro now directs NCMHR, the largest U.S. grassroots 
organization representing people with the lived experi-
ence of mental health recovery, Lauren Spiro's vision 
of social justice and liberation fuels the Coalition's work 
on Capitol Hill and the Washington DC metropolitan 
region.  Advancing the values, policies and legislative 
priorities of mental health consumers/survivor/ex-
psychiatric inmates across the country, Spiro is relent-
less in her advocacy efforts. 
 

      As the training conveyed, emotional crisis can happen to anyone, at any-

time. Most of the time, these crises involve more than one person who may 
or may not be prepared to handle the crisis. Emotional CPR (eCPR) provides 

three concrete steps to take in order to assist someone through an emotional 
crisis. The three steps of eCPR are: 

 
C = Connecting 

P = emPowering, and  
R = Revitalizing  

 

      According to the website, http://emotional-cpr.org, “The Connecting 
process of eCPR involves deepening listening skills, practicing presence, 
and creating a sense of safety for the person experiencing a crisis. (continued) 
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“We are in the same line of work. We are peace-

makers.” Kofi Anan, Former Secretary General of the United Na-

tions to Lauren Spiro, Director and Co-Founder of the National Coali-

tion for Mental Health Recovery and trainer of Emotional CPR.  

http://emotional-cpr.org
http://www.power2u.org/mm5/merchant.mvc?Screen=PROD&Store_Code=NEC&Product_Code=eCPR-Participant-Workbook&Category_Code=books
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The emPowering pro-
cess helps people bet-
ter understand how to 
feel empowered them-
selves as well as to assist others to feel more hopeful and engaged 
in life. In the Revitalizating process, people re-engage in relation-
ships with their loved ones or their support system, and they resume 
or begin routines that support health and wellness which reinforces 
the person’s sense of mastery and accomplishment, further energiz-
ing the healing process.” 
       Emotional CPR is an effective tool for healthcare professionals, 
as well as the general population alike. If you are interested in hear-
ing more about this new program or would like to be trained yourself, 
please contact Carmela Kudyba at 734-544-2912.  

Emotional CPR Hits Home with Washtenaw County continued 

W C H O  N E W S  

 

      On October 31, 1963 President John F. Kennedy signed into law 
the Community Mental Health Act (also known as the Mental Retar-
dation and Community Mental Health Centers Construction Act of 
1963) to provide federal funding for community mental health cen-
ters and research facilities devoted to research in and treatment of 
mental retardation. It was the last piece of legislation JFK signed 
before his assassination. 
 
      For millions of Americans with mental illness, JFK’s final legisla-
tion ended the nightmare of being "warehoused" in secluded hospi-
tals and forgotten institutions. The law opened the door to a new era 
of recovery and the hope of moving back into their communities. 
Since then community behavioral health organizations across the 
country have been helping people recover from mental illness and 
live full lives in their communities. 
 
      As legislators today look for ways to strengthen the nation’s 
mental health system in the wake of Newtown and other tragedies, 
they should remember this landmark law passed half a century ago. 
The legislation set the stage for an entirely new approach to recov-
ery in the community, one marked by continually evolving care and 
treatment for Americans with mental illnesses and addictions. 
 
 

50th Anniversary of the Community Mental 

Health Act: Celebrating Our Legacy 1963– 2013 

“Remem-
ber, we 
all stum-
ble, every 
one of us. 
That’s 
why it’s a 
comfort 
to go 
hand-in-
hand.”                      

Emily Kimbrough 

http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
http://www.brainyquote.com/quotes/quotes/l/laotzu118352.html
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Client versus Clinician Perspective 

Celebrating Our Legacy 1963– 2013 continued 

This article is an attempt at bridging the gap between those of us who 
have mental health diagnoses and those who treat them. In no way are we 
attempting to speak for all clients or all clinicians. These are merely examples 
of some of the conversations that may take place only in our minds.  

Treatment options: 
 
 

Client: “My friend’s cousin said that Abilify worked from him. What I am using doesn’t work worth a 

@#$%. Why won’t my doctor listen to me? “ 
 

Clinician: My work as a clinician is as much as an art as it is a science and each person represents a 

different canvas. There is no magic bullet, only treatments to try. We need to rule out options complete-

ly before moving on to the next treatment option. Because medications take time to be effective, this 

process can be lengthy. I want to be your partner in wellness. Part of that is listening to you and part of 

it is using my expertise to make the best decision I know to. Let’s work together to find what is right for 

you not someone else.  

      Legislators and stakeholders searching for 
ways to improve our nation’s mental health ser-
vices today can learn from members of the 88th 
Congress who passed JFK’s historic mental 
health legislation. With a stronger community 
behavioral health safety net, people in need of 
services will have access to care and we will see 
healthier communities.  
 
Article reprinted with permission from the National Council for Community Behavioral 
Healthcare. For more information on this organization, refer to www.thenationalcouncil.org.   

“History 
never 
looks like 
history 
when you 
are living 
through 
it.”  
 

John Gardner 

Medication: 
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W C H O  N E W S  

“If you 
do a 
good job 
for oth-
ers, you 
heal 
yourself 
at the 
same 
time” 
 

Dietrich 
Bonhoeffer 

Length of appointment:  
 

Client: I figure that between the two buses that I had to take to get here and the time 

in the waiting room, every two hours of my time is worth fifteen minutes of my psychi-

atrist’s time. Then, when I finally get in to see her, I have to be able to speak directly 

and convincingly. Don’t they realize that it takes time to get used to people and my 

surroundings? How can I trust someone in fifteen minute intervals?”  

 

Clinician: I want to help people to the best of my ability. Unfortunately, there are lim-

itations to what I can do. The sheer number of people I need to see in a day and the 

ways that those visits are paid for by insurance limits me. My heart goes out to those I 

serve and I want to assist them in any way I can. If that means getting to the point and 

using each minute productively, I will do that even at an emotional cost to myself.  

 

Boundaries : 
 

Client: “I grew up in a place where everyone was a part of everyone else’s life. We 

didn’t even have doors on our bedrooms. When someone hurts, I know it. When some-

one is in pain, I feel it. Why, then, does my psychiatrist always seem so cold and dis-

tant? Does he/she even care about what I am saying? Does my pain matter? ” 

 

Clinician: Part of my training includes developing boundaries and objectivity. What 

good would I do if someone had to comfort me in our sessions? I’m human. I feel my 

client’s pain. It is my responsibility to move past my own emotions and make the other 

person the priority. I struggle to balance my professionalism with my humanity. 

Please don’t mistake my lack of emotion for a lack of concern.  

CSTS Peer Support Specialist Impact

588 People Served from 10/2012 through 7/2013 

Provided $1,073,342.84 of billable services to those 

individuals within in the 9 months indicated. 

Peer Support Specialists are people who are in recovery and working for CSTS that 
provide peer support to those receiving services in our recovery-oriented system of 

care. For more information, contact peer_support@ewashtenaw.org.  



P A G E  5  
V O L U M E  1 ,  I S S U E  3  

 

     This (excerpt of a Recovery to Practice Special Feature ) introduces a new dialogue 

between behavioral health practitioners and people with lived experience. Drawing inspi-

ration from the beloved "Dear Abby" advice column, we offer providers (and all others 

striving to understand the experiences, needs, and preferences of persons with behavioral 

health conditions and how to help them) an opportunity to pose questions or concerns to 

a person whose life experiences give him or her an "insider's view" on the issue at hand, 

and to receive some relevant advice.  

 

      We begin this column with a question from RTP Project Director Larry Davidson for 

Amy Johnson. Amy is a person in recovery who has experienced a variety of delusions 

over the course of her illness. She has been both generous and articulate in sharing in-

sights and strategies learned through life experiences with persons with behavioral health 

conditions and behavioral health providers in a series of publications (Johnson, 2012a, 

2012b, in press; Davidson & Johnson, in press). The issue of delusions came up initially 

in conversations between Larry and Amy, and we thought Amy's perspective would be 

useful to providers struggling with the best way to respond to delusions.   

Larry: Why do some people seem so wedded to their delusions? Even in the face 
of obvious counter evidence, why do some people adamantly continue to believe 
things that are so patently untrue? And what kind of responses from others have 
you found helpful in dealing with your own delusions?  
 
Amy: First of all, I find the way you framed that initial question to be problem-
atic. When you suggest I have been "wedded" to my delusions, I sense a not-so-
implicit criticism—a judgment—that I should not be so invested in believing what 
I believe. But a lot of people are wedded to their beliefs, aren't they? Religious 
beliefs, political beliefs, nationalist beliefs … from prejudices to values like hones-
ty and altruism, people can be very invested in many of their beliefs, even to the 
point of dying for them (e.g., patriotism). We may be wedded to our delusions 
simply because we are human. Because like other people, we need to believe in 
certain things to give our lives meaning, purpose, and direction.  
 
This leads to my second point, which is that delusions are not isolated thoughts 
or beliefs that lie outside of or are "tangential" (in your terms) or irrelevant to 
the rest of my life. What you consider to be delusional beliefs are interwoven 
with more consensually held beliefs in a kind of cognitive-affective tapestry. They 
are blended into the warp and woof of our everyday lives, and if you pull one 
particularly central thread, you might risk unraveling a significant section of the 
tapestry, if not the whole damn thing. This isn't true of every delusion, but it cer-
tainly might be true of those delusions to which people seemed particularly wed-
ded. That may be, in fact, why people become so wedded to those particular de-
lusions in the first place—because they know what's at stake. You may think it's 
just a silly idea, an absurd belief that is so obviously not true, but for the person it 
may be a big deal. It may be a very important, even central, component of how 
they see the world and their place in it.  

“What is 
necessary 
to change 
a person is 
to change 
his aware-
ness of 
himself. ” 
Abraham Maslow  

Special Feature: Dear Amy and Larry,  
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W C H O  N E W S  

Special Feature: Dear Amy and Larry continued 

Which brings me to a third point: delusions, like other thoughts and be-
liefs, are ways of making sense of a person's experiences. Psychological 
researchers have said this for a long time (e.g., Maher, 1974, 1988), and 
this view of delusions as a way to make sense of experiences is foundation-
al for the cognitive–behavioral approaches to the only treatments that 
have proven effective in reducing delusions (e.g., Chadwick, Birchwood, & 
Trower, 1996; Fowler, Garety, & Kuipers, 1995; Kingdon & Turkington, 
1994). So if you don't understand a person's delusions, it would suggest to 
me that you don't understand the experiences that gave birth to those de-
lusions. You don't know yet what sort of experiences the person is trying 
to make sense of and why he or she is making sense of them in that partic-
ular way. What makes this especially difficult, unfortunately, is that the 
person may not know either. But why would we expect the person to? 
Most of us don't know why we believe what we believe, or what thoughts 
came out of which experiences when. We shouldn't expect this to be any 
different for those of us with mental illnesses.  

Larry: Delusions don't 
always seem to be so 
protective or self-
contained. For example, 
I worked in therapy with 
a woman for about 10 
years who had a series 
of paranoid delusions.[1] 
She was raised Italian–
Catholic in Chicago and 
had her heart set on be-
coming a doctor. Her 
first hospitalization oc-
curred when she was 

rejected from medical school. She became convinced that her admission to 
medical school had been blocked by the Pope in cahoots with the Mafia, 
and she started to make threats to bomb the Vatican. She refused to con-
sider any other reasons for why she might have been rejected from medi-
cal school (e.g., it turned out she had been a C student in college) and re-
fused to consider any career other than medicine. I didn't confront her de-
lusions directly, but about 8 years into our relationship I showed her a 
copy of Yale Medical School's annual report, including the number of appli-
cations (more than 2,000) to the school and students admitted (200). 
When I shared this information, I asked if she thought the Pope was impli-
cated in the rejection of all 1,800 applicants who had not been admitted to 
Yale that year. While she never acknowledged to me that she might have 
been denied admission for other reasons, by the time we stopped working 
together she had started a job as a medical stenographer and seemed to 
enjoy it.      

“Our 
under-
stand-
ing is 
correla-
tive to 
our per-
ception” 
 

Robert              
Delaunay 

http://www.dsgonline.com/rtp/sf/2013/2013_05_21/SF_2013_05_21_fullstory.html#footnote
http://www.brainyquote.com/quotes/authors/r/robert_delaunay.html
http://www.brainyquote.com/quotes/authors/r/robert_delaunay.html
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Amy: Showing her the annual report may have been clever, but I'd bet her ability to gradu-
ally let go of the delusion and eventual willingness to consider an alternative career were 
due more to the 8 years of trust and empathy you showed her than to that one interac-
tion. Knowing you, I'm guessing you listened to her, accepted her, and helped her feel 
better about herself despite her illness and other difficulties. It was probably 
the feeling that you accepted her for her (regardless of the so-called delu-
sions) that allowed her to become less invested in the reasons why she 
failed to get into medical school and focus on other things.  
 
In your story, you kind of skipped over the purpose of the delusion, as if the 
rejection made her psychotic and in her psychosis she developed delusions 
that had nothing to do with her experiences. Obviously, she had not actually 
experienced the Pope or Mob blocking her admission to medical school. But 
you are not considering what that rejection might have been like for her. 
What would it have meant for her to accept she hadn't gotten into medical school because 
she had been a C student, because she had not been smart enough, or simply because oth-
er applicants were better qualified? For reasons we do not know, she could not accept 
that "reality." But just because we don't know those reasons doesn't mean there weren't 
any. It just means we don't know what they were.  

It wasn't possible for her to let go of her delusions just because they no longer made logi-
cal sense. She must have had the time and support to deal with the feelings and experi-
ences that created the delusions and were still perpetuating the need for them. Only when 
she had support and time did they begin to disappear. Once they were no longer needed 
to salvage her self-esteem or basic sense of being a valuable person, they began to dis-
solve. At that point, no big fancy arguments are needed. However, if you had tried to melt 
them away before the underlying feelings of inadequacy had been worked on, all hell may 
have broken loose!  
 
If a clinician wants to help someone lose a delusion, he or she must be ready to support 
what lies beneath it, or rather, support the person as he or she works on issues that un-
derlie the delusion. That will not usually involve a logical argument about the delusion it-
self, but more likely, a lot of listening, support, tears, anger, distress, fear, comfort, etc. 
When I share some of the pain from my past, Larry, and you listen and respond with the 
compassion you always respond with, you help chip away at some of my delusions, rather 
than arguing with me about the content of the delusion or saying it doesn't make sense 
and me feeling you are pushing after I said stop (because that's how I was starting to 
feel—that and unsafe, as my underlying feelings have not yet been worked out enough). 
And I don't want to feel unsafe around you when what I need is a sympathetic, listening 
ear and a couple of Kleenex boxes so I can process those hurt feelings and move through 
the trauma.... This is the hard work of recovery. Recovery takes time; there is no drive-
through window. Time. Support. Compassion. Willingness to listen. These are things that 
help with delusions. There are no shortcuts.  

Complete article, along with references, available at www.getthererecovery.com 

Want to volunteer? 

Impact the lives of 

others through your 

service?  

 
Call the Recovery Mentor 

Program for more infor-

mation at 734-796-6947.  
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‘It is no 
small 
thing, 
that 
they, 
who are 
so fresh 
from 
God, 
love us.’ 
 
Charles  
Dickens 

Hayden’s Heart of Gold 
When young Hayden saw homelessness for the first time, it touched her 

heart in a way that it should touch all of our hearts. In July of 2013 took a 

birthday trip to Chicago with her mom. There on the streets of Chicago, a 

thriving metropolis, Hayden saw the devastating effects of a system that 

looks the other way. Each time she noticed someone else who needed assis-

tance, she had an extra tear in her eye. Hayden, at the ripe age off 9, choose 

a different path, that less traveled by. She acted on her dismay, she put a 

comma where others put a period. 

 

Young Hayden did several important things on her quest for social justice. 

First, she utilized her social supports, namely her neighbor, Sally Amos 

O'Neal (Program Administrator here at WCHO), to explore the situation 

further. In her conversation with Ms. O'Neal, Hayden came to learn that 

25% of the homeless are thought to have a serious untreated mental illness. 

Sadly, Hayden came to realize that there were homeless right here in our 

ivy league university town of Ann Arbor. Hayden's second step, after be-

coming adequately informed, was to ask how she, herself, could make a dif-

ference. Toiletries was the answer that she and her loving and socially-

minded family came to. For 3 months, Hayden diligently took pains to gath-

er over 600 items from her existing social network- her friends, families and 

neighbors, thereby demonstrating step number three, direct action. But, 

wait, Hayden didn't stop there. She set up a lemon-

ade stand and personally sacrificed her pay for wa-

tering a neighbor's plants to purchase said toiletries 

on her own dime. Giving until it hurts may not be a 

formal step, but it sure demonstrates a heart of gold.  

 

On Friday, October 25, 2013, Hayden delivered the 

toiletries to WCHO's Project Outreach Team 

(PORT). PORT was responsible for assisting 25 

homeless people  at Camp Take notice to find hous-

ing when that temporary dwelling was shut down by 

'concerned citizens'. Hayden was proud to bear over 

600 opportunities for people to clean themselves 

and to regain their humanity.  "I'm proud & happy 

that the toiletries I collected can help people in 

need.  I'm sure I'm going to keep helping out when I can!" said Hayden.  

N E W S L E T T E R  T I T L E  

 Why not check it out? www.standupformentalhealth.com, 

Canada’s answer to combatting stigma. Have you got a funny 

take on an old situation?  

E-mail us  at corcoranj@washtenaw.org.  
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The Burglar 
 

“What was that?”, the wife kindly asks 

a man rolls his eyes, 

another pain in the ass, 

that bump in the night 

 that gets the blood pumping 

that sure fire thing that threatens 

peace’s mirage and lives of decoupage  

 

“What was that?”, the schizophrenic* squirms 

a bump in the night  

surely the FBI is involved 

a mirage of peace so easily unsettled 

by the sound of the rain  

or the neighbor that meddles 

 

reality knocked for a loop 

one is seen cute, the other a snoop 

we all dance the line 

of infected and the benign  

 

delusions abound  

and we all buy the tickets 

we sit at life’s stage 

and play the amused spouse 

 

but, terror runs rampant  

when it is no longer a mouse.  

 
* please use person-centered language i.e. ‘person with schizophrenia” 

What the blankety blank is ‘person-centered language’? 
Person-centered language is exactly as it sounds. It places the importance on the per-

son, not the diagnosis. Being a ‘’diabetic’ or a ‘bipolar’ negates all the other facets of a 

person and merely focuses on what the person may need attention for at the moment. 

Wouldn’t you like to be seen as an artist, a student or an athlete before you were seen 

as needing something or as a problem to be dealt with? Seen as the beautiful crea-

tion that you are?  As a ‘artist formerly known as schizophrenic’, I sure would.  
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Adult Smoking Rates by Poverty Status and State 
 

  28.9% of adults who live below the poverty level  

 18.3% of adults who live at or above the poverty level 

SOURCE: Behavioral Risk 
Factor Surveillance 
System, 2010 


