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   Greater Des Moines 
            Box 12174, Des Moines, Iowa  50312 
                     (515) 277-0672 (voice mail) 
AFFILIATE AND SUPPORT GROUP NEWSLETTER  

             April 2008                                    “Support, Education, and Advocacy” 
 
 

Education  Meetings are generally the 1 st Sunday of 
the month from 2 - 4 PM at Iowa Lutheran Hospital, 
Level B conference room.  Dates on Sundays other than 
the 1st Sunday of the month are due to holidays or other special 
scheduled events.   

 Business and Committee  Meetings are the 2 nd 
Thursday  of the month at 5 P.M.  at the NAMI-Iowa 
Office.   1. Business      4. Education          6.  Fundraising 
                 2. Marketing and membership 
                 3. Support         5.  Advocacy         7.  Special Events 

     
   

 Sat., April 5 “Our Changing World in Parenting Today”  – 10 AM to Noon - Lutheran Church of Hope – 
Ashworth and Jordan Creek Parkway, SE Corner, West Des Moines, Iowa – Room 214 – Free - 
For more information, contact Lisa at 222-1750 ext. 176 or lisa.davison@hopewdm.org 

Sunday, 
April 6 
 – 2 PM 

Our speaker will be Karen Hyatt from the Iowa 
Dept. of Mental Health and Disability.  The topic 
will be “Planning for an Iowa Emergency 
Mental Health Crisis Response System” . 

 Thursday, 
April 10 
- 5 PM 

We will be discussing and planning around 7 
topic areas 

 Wednesday,  
April 9 

Advocating Change Day at the State Capitol – sponsored by the Governor’s Disability Council 
Go on-line to register www.idaction.org – or to request a registration call 515-281-8993. 
Please come to the State Capitol to visit with legislators. 

 From 6 PM Friday 
– to Sunday 2 PM 
April 25-27 

Visions for Tomorrow Teacher  Training  – contact Jackie Elfmann, the VFT State Coordinator 
for an application – email:  jkelfmann@aol.com or phone 515-254-0417 or 1-800-417-0417. 
This is a weekend training session with expenses paid for by NAMI Iowa. 

     

 Sat., May 2 “Healthy Self Concept”  – 10 AM to Noon - Lutheran Church of Hope – Ashworth and Jordan 
Creek Parkway, SE Corner, West Des Moines, Iowa – Room 214 – Free - For more information, 
contact Lisa at 222-1750 ext. 176 or lisa.davison@hopewdm.org 

Sunday, 
May 4 –  
2 PM 

May is Mental Health Month  – Presentations 
will be given by the Intensive Psychiatric 
Rehabilitation Program (IPR) and the Iowa Peer 
Support Training Academy. 

 Thursday, 
May 8 
- 5 PM 

We will be discussing and planning around 7 
topic areas 

 Week of May 4-10 
Thursday, May 8 

Children’s Mental  Health Awareness Week 
National Children’s Mental Health Awareness Day 

 Friday & Saturday 
May 9-10 

Understanding Attachment Disorders in Children and Adults – the Circle of Security 
Approach Seminar – U. of Iowa Hospitals & Clinics – for more information contact 
www.circleofsecurity.org – CEU’s available 

 Wed., and Thurs., 
May 21-22 

Co-Occurring Disorders & Dual Recovery Anonymous Co nsumer/Provider Conference 
Featuring Dr. Kenneth Minkoff, M.D. – national known consultant/trainer on co-occurring 
disorders – at the Holiday Inn & Suites, 4800 Merle Hay Rd., Des Moines – for additional 
information, please send inquiries to IAMHR07@gmail.com 

   

Sunday, 
June 1 –  
2 PM 

Presentations will be given by the Rainbow 
Center and Disability Program Navigators from 
Iowa Workforce Development. 

 Thursday, 
June 12 
- 5 PM 

We will be discussing and planning around 7 
topic areas 

 Sat., June 7 Use of Prayer When Hurting - 10 AM to Noon - Lutheran Church of Hope – Ashworth and 
Jordan Creek Parkway, SE Corner, West Des Moines, Iowa – Room 214 – Free - For more 
information, contact Lisa at 222-1750 ext. 176 or lisa.davison@hopewdm.org 

 Fri thru Mon – 
June 13-16 

NAMI National Convention  in Orlando, Florida – You can register on-line at 
www.nami.org/convention 

 Thurs., June 19 Many Faces of mental Illness and Intellectual Disab ilities – featuring Dr. Kay Redfield 
Jamison, author of An Unquiet Mind (recently featured on Oprah and Larry King Live) – will be 
held at the Sioux City Convention Center – for more information – contact Kim Fischer-Culver 
712-202-0173.  CEU & CME’s Available 

   

 Sat., July 5 Alternative Ways for Balance in Recovery - 10 AM to Noon - Lutheran Church of Hope – 
Ashworth and Jordan Creek Parkway, SE Corner, West Des Moines, Iowa – Room 214 – Free - 
For more information, contact Lisa at 222-1750 ext. 176 or lisa.davison@hopewdm.org 

Sunday, 
July 6–2 PM 

The topic will be Veterans Issues.  
 

 Thurs–5 PM 
July 10 

We will be discussing and planning around 7 
topic areas 
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KNOW the FACTS 
 

Fact 1:  1 in 4 adults – approximately 57.7 million Americans – 
experiences a mental health disorder in a given year.  1 in 17 lives 
with a serious mental illness, such as schizophrenia, major 
depression, or bipolar disorder, and 1 in 10 children has a serious 
mental or emotional disorder. 
Source:  National Institute of Mental Health 
 

Fact 2:  Half of all lifetime cases of mental illness begin by age 14, 
three-quarters by age 24.  Yet despite the existence of effective 
treatments, most people go without. 
Source:  National Institute of Mental  Health 
 

Fact 3:  Nearly one million adults with mental illness have been 
homeless.  With average disability incomes of just 18% of the 
median income, most of these adults cannot afford decent housing. 
Source:  New Freedom Commission on Mental Health 
 

Fact 4:  Nearly 1 in 4 state prison and local jail inmates has a 
recent history of a mental health disorder.  In our juvenile justice 
systems, 70% of youth have at least one mental disorder. 
Sources:  New Freedom Commission on Mental Health and the Bureau of 
Justice Statistics 
 

MENTAL ILLNESS:  THE FACTS  
From NAMI:  In Our Own Voice 

Mental illnesses are brain disorders.  They are not defects 
in someone’s personality or a sign of poor moral character or lack 
of faith.  They certainly do not mean that the ill person is a failure.  
Chemical imbalances in the brain, from unknown or incompletely 
known causes, are much of the reason for symptoms of mental 
illnesses. 

Mental illnesses are like other organ diseases in which 
body chemistry changes.  The abnormal chemistry of mental 
illnesses affects brain function the same way that too little or too 
much of other body chemicals damage the heart, kidneys or liver. 

A heart attack is a symptom of serious heart disease, just 
as hearing voices, mood swings, withdrawal from social activities, 
or feeling out of control are common symptoms of a mental illness. 

Mental illnesses can affect people of any age, race, 
religion, education or income level.  As you read this, five million  
people here in the United States are dealing with serious, chronic 
brain disorders. 

Major brain disorders include schizophrenia, bipolar 
disorder (manic-depression), major depression, anxiety disorders, 
and obsessive-compulsive disorder. 

There are many points on the continuum of wellness, and 
different degrees of recovery that can be reached with medication,  
therapy, and a strong support system. 
 

LEARNING FROM BRITNEY'S TROUBLES  
By Mia Fontaine 
NEW YORK TIMES, February 10, 2008 
 

The involuntary hospitalization of Britney Spears last week 
brought back memories. Ten years ago, when I was 15, I 

was a high school dropout and heroin addict, living in the 
back of a dealer's van. My mom first noticed red flags at 14: rapid 
weight loss, self-mutilation, coming home high, irregularly 
showering. The therapist she had me see, as well as my school 
counselor, believed that, cutting aside, my actions were typical 
teenage behavior. The first time I ran away, though, my mother 
formed her own conclusions, and got a 5150 issued - California 
code for the involuntary 72-hour psychiatric hold that Ms. Spears 
was under, before she left the hospital on Wednesday. 
 

I wish I had seen my first, forced hospitalization as the gift it was. 

 

For Ms. Spears, when the 72 hours called for under the 5150 order 
ended last Sunday, one of three things could have happened: she 
could have signed herself out or voluntarily committed herself, or 
doctors at her hospital could have issued another hold, called a 
5250, after determining she was "gravely disabled."  
 

Curiously, the paparazzi - often blamed for contributing to Ms. 
Spears's problems - may well helped with the solution this time: 
they provided ample documentation to support the doctors' decision 
to issue a 5250, which can extend a hold as long as 14 days. For 
patients whose every move isn't followed and recorded, however, 
an extension is exceedingly difficult to obtain. Unlike the 5150, 
which can be issued by any qualified California officer or clinician, 
the extended hold must be upheld by a court-appointed 
commissioner.  
 

Involuntary hospitalization becomes still more complicated when 
you're dealing with bipolar disease, the very nature of which is 
cyclical. Being crazy doesn't make you stupid. As long as you 
refrain from attempting suicide, homicide or any other 
documentable action (legally, there needs to be "specific and 
articulable" evidence of your inability to function normally to 
continue a hold), you're free to sign yourself out. Which, 14 days 
after my admittance, I did, despite my mother's protests. 
 

As a minor, I would have needed parental consent to get a tattoo, 
yet when it came to my mental health, the law put me, a drug-
addled teenager, in complete control. Only when I landed in a Utah 
jail with felony drug charges was I finally compelled to receive 
treatment. By chance, the state I was in at the time of my arrest 
was one of the few that gave parents the ability to put children in 
treatment over their objections.  
 

This reality is at odds with the popular conception, abetted by 
Hollywood movies, of involuntary commitment (sane people being 
forced into psychiatric hospitals is a horror film staple, after all). 
Oddly enough, it was a former actor, Ronald Reagan, who did 
much to restrict its use. As California's governor in 1967, Mr. 
Reagan signed a law that set a national precedent of required 
judicial hearings for extended involuntary commitment (the 5250) 
and the prohibition of forced medication, among others. 
 

Hamstrung by the new laws, parents of mentally ill and drug-
addicted young adults can now do little but stand by helplessly. 
What's more, bizarre behavior once limited to adolescents - sudden 
weight loss, public temper tantrums, gruesome exhibitionism - are 
enshrined on the covers of Us Weekly and Star. (It's a sad paradox 
that Ms. Spears fell prey to the culture she was helping create.) 
 

Ms. Spears's situation outlines the dangers of blurring the line 
between socially celebrated behavior and behavior with profound 
psychological causes. And while her friends and relatives (and a 
world of transfixed fans) seem to be able to differentiate the two, 
and recognize that Ms. Spears needs help, now our legal system 
can't or doesn't care to treat someone until he or she has 
endangered others or themselves, often irreversibly.  
 

Granted, the laws that once allowed us to force adults into 
treatment could be abused: extreme electroshock therapy, 
lobotomies, philandering husbands committing their wives, 
embarrassingly promiscuous daughters being locked up. But in 
trying to eliminate the possibility that someone could be wrongly 
committed, we have cast out Britney Spears, and others much less 
famous, from the havens where they might have been helped.  
 

They need to be brought back. 
 

Mia Fontaine is the co-author of the memoir "Comeback: A Mother and 
Daughter's Journey Through Hell and Back." 
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Excerpts from LEAVE BRITNEY ALONE   
The Young Star Is In A Fight For Her Life 
Against Mental Illness. 
By Asra Q. Nomani  
LOS ANGELES TIMES, February 12, 2008 
 

I'll never forget the first time I saw my brother 
strapped to a gurney. I was just a teen, and he'd been diagnosed 
with schizo-affective disorder, an illness akin to schizophrenia that 
causes mood swings, psychosis and violent outbursts. Our family 
had just committed him for psychiatric treatment, and I wept, 
shouting into the air, "I want my brother back." At home, my parents 
sobbed. But at least we went through this anguish in private. 
 

So it's impossible for me to find any entertainment value in the 
public harassment of Britney Spears, who was released from the 
psychiatric ward of UCLA Medical Center last week. And as a 
journalist, I doubt there is news value in it either.  
 

Mental illness doesn't always elicit compassion; it's hard to see, so 
it's hard to understand. Perhaps in the wake of Spears' breakdown, 
California mental health advocates will lobby to change the state's 
involuntary commitment laws so that those who are sick get 
treatment, even if they don't realize how badly they need it. In the 
meantime, all of us should reflect on the fact that we wouldn't be so 
cruel to somebody diagnosed with another disease. Would we 
make a sideshow of someone with a brain tumor? 
 

Responsible journalists long ago came to the ethical determination 
not to publish the names of rape victims or to air the most 
gruesome of terrorist videos. We can do the same here. We can 
get off this maniacal roller coaster that is Britney Spears coverage 
to remember one important fact: This is a 27-year-old in a fight for 
her life.  
 

Last week, I wrote to my editor at People and told her that I couldn't 
continue working as a stringer for the magazine. I'm not being holier 
than thou. I wasn't always kind to my brother about his illness. I 
scolded and nagged him. I called him lazy when he didn't make his 
bed, unmotivated when he didn't get a job and uncaring when he 
forgot our birthdays. It's taken more than 20 years for me to 
understand, deep within my soul, that his mental illness is like a 
brain tumor, or cancer, or diabetes. It is a disease. It has symptoms 
such as anosognosia, which means that a person doesn't think they 
have an illness, and flat affect, which saps emotional 
expressiveness. Right now, there is no cure.  
 

When I realized not long ago how cruel I had been, I told my 
brother what I now tell Britney and her family: "I'm sorry." 
 

Asra Q. Nomani, a former Wall Street Journal reporter, is the author of 
"Standing Alone in Mecca." 
 

                                        Did You Kno w? 
Obsessive Compulsive Disorder  (OCD) affects about one in 50  
people, and although symptoms vary, it is characterized by 
recurrent or persistent thoughts, impulses, or images, as well as 
repetitive actions such as washing hand compulsively.  The 
condition is often disabling. 
 

Schizophrenia affects about one in 100  people and is 
characterized by problems with thinking, emotions, odd behavior, 
and processing information, breaks with reality, often hallucinations 
and delusions. 
 

Depression  affects about 1 in 10 men  and 1 in 5 women  and is 
characterized by feelings of worthlessness, hopelessness, guilt, 
sadness, anxiety, lack of energy, problems with sleep, often 
suicidal. 
 

Bipolar Disorder  affects about 1.5 in 100 people and is 
characterized by severe mood swings from extreme optimism, 
grandiosity down to profound feelings of helplessness and 
worthlessness. Can cycle quickly, often looks like major depression 
 

Severe mental illness is an equal opportunity disease.  It affects 
people from all walks of life regardless of age, race, income, 
religion, or education.   
 
 

A sobering look at the possible consequences of 
“Non-Treatment” for Mental Illness 

 
 

1.  Clinical Outcomes More Severe – Recovery Uncert ain   
Delusions and hallucinations among patients suffering from 
psychosis increased in severity the longer treatment was withheld 
from the time of the initial psychotic break.  The longer a patient 
waited to receive treatment for a psychotic episode, the longer it 
took to get the illness in remission.  Early diagnosis and 
treatment are essential for the best possible outco mes. 
 

2.  Victimization   
Individuals with severe psychiatric disorders are 2.7 times  more 
likely to be victims  of violent crimes than the general population.  
Most crimes against individuals with severe psychiatric disorders 
are not reported, and if they are reported, officials often ignore 
them.  Purse snatchings and the stealing of disability checks are 
common, and even rape and murder are not rare.   
 

3.  Suicide  
1% suicide rate of the general population – the 9th cause of death 
10-13% is the suicide rate of those with schizophrenia 
15-17% is the suicide rate of those with bipolar 
It is the 2nd leading cause of death in the military, after accidents.  
Veterans account for 21-25% of suicides in the U.S. 
It is the 3rd leading cause of death among teens, followed only by 
      accidents and homicide.  The incidence of suicide for 15-25  
      year olds has tripled since 1969. 
It is the 6th leading cause for ages 5-15.   
Rates of suicide in agricultural areas are twice as high as national 
       averages. 
There are more suicides than homicides per year in the U.S. –  
       32,000 to 20,000.   
4 times more men complete suicide than women. 
Every 24 hours a police officer dies from suicide. 
The highest suicide rate in any age category – white males over 69. 
Elderly Americans are the demographic group most likely to commit 
       suicide. 
Suicide is the leading cause of death world-wide. 
·  War deaths  310,000 19% 
·  Homicide      520,000  32% 
·  Suicide         815,000   49% 
 

4.  Homelessness   
Approximately 1/3 of the homeless population are people with 
untreated psychiatric illnesses.  When you include substance abuse 
as mental illness, then 2/3 of the homeless population are people 
with untreated psychiatric illnesses.  The quality of life for these 
individuals is abysmal. 
 

5.   Incarceration  
People with mental illnesses are overrepresented in jail 
populations; many do not receive treatment.  In the Iowa prison 
system, approximately 40% have been diagnosed with mental 
illness.  In juvenile justice facilities – the conditions are worse - 50 
to 75% suffer from a diagnosable mental health disorder and 
frequently do not receive counseling, treatment or support.  
Approximately 550,000 people on probation suffer from severe 
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mental illnesses.  African Americans and other minority populations 
are disproportionately represented among inmates with severe 
mental illnesses.   
 

6.  Episodes of violence   
Of the 20,000 homicides in the U.S. each year, approximately 
1,000 are committed each year by people with untreated  
schizophrenia and manic-depressive illness. 
 
 

7.  Fiscal costs   
Include both direct costs of treatment and indirect costs of the 
illness, such as lost productivity, lost earnings due to illness, and 
societal costs such as increased criminal justice costs and family 
caregiver costs. 
 

From the Bookshelf 
The Soloist:  Lost Dream, an Unlikely Friendship, 
and the Redemptive Power of Music is the true 
story of musical prodigy Nathaniel Ayers, who 
developed schizophrenia while on full scholarship 
at the prestigious Julliard School of Music—where 
he had world-renowned cellist Yo-Yo Ma as a 
classmate. He became a homeless person, living 
on the streets of Los Angeles, playing Beethoven 

on street corners on a battered two-string violin. 
 

Ayers caught the eye of Los Angeles Times columnist Steve Lopez, 
who befriended him and began to write a series of columns about 
him. The series led to a housing initiative for Skid Row, and funding 
for other programs. In 2006, Lopez won a special NAMI national 
award for advocacy for the series, which led to both a book and 
movie deal. 
 

The Soloist will appear in book stores in April and can be 
preordered now. Dreamworks has already begun filming the movie, 
but no release date has yet been announced. Jamie Foxx , who 
won an Academy Award for his performance in Ray, will play the 
role of Ayers and Robert Downey, Jr. will play Lopez. The director 
is Joe Wright, who previously has directed Pride & Prejudice and 
Atonement, which this year was nominated for Best Picture in the 
Academy Awards. 
 

Actor Joe Pantoliano – star of the movie Canvas   
 

In a blog entry dated March 3, 2008 by Joe 
Pantoliano, founder of www.nokiddingmetoo.org and 
star of the movie Canvas (and Sopranos fame) wrote: 
 

I look forward to the day when the brain has the same 
"First Amendment" rights as the kidney or the heart.  I 

look forward to the day when a bipolar diagnosis is as accepted as 
an asthma diagnosis.  I look forward to the day when a husband or 
wife celebrates finding the right therapy for schizophrenia or a cure 
for Alzheimer's, or autism.     
 

Mental illness does not discriminate.  Mental illness is a bi-partisan, 
equal rights issue and concern.  One of the reasons that our 
Congressional leaders are so passionate about mental health parity 
is that they can admit that mental illness is somewhere in their 
lives. The entertainment industry leaders are the same.  
 

Celebrities live their personal highs and their personal lows in the 
spotlight.  Their struggles, particularly those with drug and alcohol, 
are demonized when help is what's needed.  And the same is true 
for mentally ill people, most of whom do not live their lives in the 
public eye.   
 

For every celebrity whose life ends prematurely by a drug overdose 
or suicide, there are thousands more tragedies that go unreported.  
And this is why NKM2 (www.nokiddingmetoo.org) is so important.   
 

We can help educate that people who suffer from mental illness 
have real choices and can live full and productive lives once they 
receive proper care and treatment.  We need to broaden suicide 
prevention measures to encompass drug and homicide prevention 
before it's too late.  
 

Joe Pantoliano, President and Founder www.nkm2.org 
No Kidding, Me Too! is a nonprofit organization comprised of 
entertainment industry members united in an effort to educate 
Americans about the epidemic related to mental illness in all forms. 
Through this enlightenment we will teach those suffering from it, 
and their loved ones who are victims of it, to talk about it openly. 
The goal is to tear this stigma out of the closet and de-isolate it so 
that these people will be surprised to find millions of others like 
themselves and say, "No Kidding, Me Too!" 
 

       
Stigma of illness a barrier in seeking help 
Fewer than one in 11 Latinos with mental disorders gets treatment 
 

By Jennie Rodriguez, Record Staff Writer, Stockton, CA 
February 28, 2008  
 

Maria Aceves describes herself as "one of those crazies." 
 

When the 52-year-old single mother, who has been living with 
schizophrenia for 17 years, doesn't take her medicine, her two 
grown children watch her slip into a desperate world of fantasy. 
 

"Fear overcomes me. I want to cry. I want to run. I don't know what 
to do," said Aceves, describing her symptoms. 
 

There are three Marias in her head. 
 

"There's the Maria that talks. That's who I am," she explained in 
Spanish. "Another Maria is in my mind. She tells me what to do. 
And there's another one who laughs at me and mocks me. 
 

"The two Marias are sometimes stronger than me." 
 

Aceves is among an estimated 2 million American adults who are 
suffering from schizophrenia, according to the National Alliance on 
Mental Illness. 
 

Mental illness is treatable, but in Latino families, denial often keeps 
family members of the mentally ill from seeking treatment for their 
loved one, said Rosalva Garduno, a mental illnesses educator with 
National Alliance on Mental Illness, San Joaquin's Family-to-Family 
program. 
 

Complicating matter, the patients themselves often deny having a 
mental illness, Garduno said. 
 

Among Latinos with mental disorders, fewer than one in 11 seeks 
mental health care specialists, while fewer than one in five turns to 
general health care providers, according to the National Alliance on 
Mental Illness. 
The alliance found in a national study that among Latino immigrants 
with mental disorders, fewer than one in 20 Latino immigrants uses 
services from mental health specialists, while fewer than one in 10 
uses services from general health care providers. 
 

Much of this can be attributed to a lack of education and a stigma 
attached to mental illness among Latino families, said Garduno, 
who teaches in Spanish. The families tend to attribute the 
symptoms of mental illness to witchcraft, demon possession, drug 
abuse or alcohol abuse. 
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"It's easier to believe these things than to believe that your loved 
one has a mental illness," Garduno said. "They (would) rather 
believe it's something that will go away." 
 

Garduno said many Latinos suffering from mental illnesses turn to 
drugs or alcohol to self-medicate, but the drugs alone are not the 
culprits of mental illness. 
 

Those diagnosed with schizophrenia can exhibit dangerous 
behavior harmful to themselves or others if untreated. 
 

Aceves has attempted suicide three times. In one instance, one of 
the voices in her head told her to cross in front of a moving bus. 
 

"She would tell me, 'Go ahead, cross. ... The bus won't hurt you,' " 
Aceves recalled. 
 

Garduno got involved with the NAMI Family-to-Family program after 
her son was diagnosed with schizophrenia about two years ago. 
 

"People would tell me, 'Your son must have done drugs,' " she said. 
"So many times, I wished it was brujeria (witchcraft) or drugs, 
instead of believing it was something permanent." 
 

Mental illness can be genetic, but it also can be triggered by a 
traumatic event, Garduno said. 
 

In Aceves' case, her symptoms worsened after witnessing her son's 
murder. 
 

Further hampering a family's attempts to get help is the limited 
number of mental health professionals that are Spanish-speaking 
or Latino. Only 1 percent of a random sample of 596 licensed 
psychologists with active clinical practices who are members of the 
American Psychological Association, were identified as Latino. 
 

Garduno sees this need in the Stockton area as well and has 
started a training program with NAMI so she could educate 
Spanish-speaking families. 
 

"Sooner or later, we have to accept that mental illnesses are real 
and we have to deal with it," Garduno said. 
 

SIGNS OF MENTAL ILLNESS 
Warning signs in an adult are: 
• Marked personality change  
• Inability to cope with problems and daily activities  
• Strange or grandiose ideas  
• Excessive anxieties  
• Prolonged depression and apathy  
• Marked changes in eating or sleeping patterns  
• Extreme highs and lows  
• Abuse of alcohol or drugs  
• Excessive anger, hostility, or violent behavior  
"”  Source: American Psychiatric Association 
 

"It is easy to sit up and take notice.  What is difficult is getting up 
and taking action." -- French Author Honore de Balzac 
 

Letters to the Editor 
 

You are welcome to send letters to the editor by mail or E-mail.  
Letters can be sent to:  Teresa Bomhoff, 200 S.W. 42nd St. 
Des Moines, Iowa  50312 or E-mail:  tbomhoff@mchsi.com 
                                       State Legislation 
Here are 3 places on the web to access E-mail to figure out who 
your legislators are, to contact your legislators, get mailing 
addresses, and phone numbers. 
http://www.infonetiowa.com/  - Also has the latest on legislation. 
Check out their great newsletters online. 
http://www.legis.state.ia.us/  
www.nami.org/advocacy  
 

NAMI Greater Des Moines legislative priorities (a more detailed 
version) were in the January newsletter.  Go to our website to 
view the January newsletter at 
www.nami.org/sites/NAMIGreaterDesMoines  
 

The legislative session will last only 100 days, or until about mid-
April. 
 

1.  Assure there are basic services for mental health care. 
 

�  Address the mental health workforce shortage crisis. 
�  Stop the closing of acute care beds and take steps to 

increase the number of beds available. 
�  Retain “open access” for mental health medications. 

 

2.  Adequately fund a mental health system in Iowa. 
 

�  The state should appropriate additional mental health 
dollars to restore services, eliminate waiting lists, and 
support building a mental health system in Iowa. 

�  Allow the counties who choose to – the flexibility for 
alternative methods of generating additional MH/DD funds. 

�  Expand the mental health parity law. 
 

3.  Build a mental health system which consists of programs and 
methods which are a wise investment of taxpayer dollars. 
 

�  Fund Assertive Community Treatment Services (ACT 
teams) 

�  Establish a statewide emergency response system for 
persons in a mental health crisis – a safety net. 

�  Develop a jail diversion system for persons with mental 
illness. 

�  Reform how jails and prisons treat the mentally ill. 
 

FIND YOUR VOICE – TALK TO YOUR LEGISLATOR – TALK TO  
MANY LEGISLATORS – VISIT WITH THEM AT THE STATE 
CAPITOL – SEND AN E-MAIL – SEND A LETTER – CALL THE M 
ON THE PHONE – LEAVE A VOICE MAIL MESSAGE – TALK TO  
YOUR LEGISLATOR MANY TIMES. 
 

We must become the change we want to see in the world. 
--Mahatma Gandhi. 

Don’t forget. . . . Iowa was one of 8 states who 
received an “F” in NAMI’s “Grading the States” 
report.  The report and scoring tables can be 
found at www.nami.org/grades 
 

To write your legislators:  
Sen. (insert name) or Rep. (insert name) 
             State Capitol 
          Des Moines, Iowa 50319 
To call your legislators:  
515-281-3221 (Representatives)    
515-281-3371 (Senators) 
Only those who risk going too far can possibly find out how far one 
can go. – T.S. Eliot 
 

Illness Management and Recovery (IMR) Groups 
Approved for Polk County Jail 
 

From a presentation provided by Larry Hejtmanek, Glenn 
Hobin, and Christina Ralston - Behavioral Health Resources 

– February 2008 
 

The Criminal Justice/Mental Health Consensus Project policy 
statement #1 reads - “Improve availability of and access to 
comprehensive, individualized services when and where they are 
most needed to enable people with mental illness to maintain 
meaningful community membership and avoid inappropriate 
criminal justice involvement.” 
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The President’s New Freedom Commission on Mental Health 
report (July 22, 2003) has the following statement – “Mental Health 
delivery system is fragmented ….leading to unnecessary and costly 
disability, homelessness, school failure and incarceration….and lost 
opportunities for recovery.” 
 

The process is starting to decriminalize serious mental illness in 
Polk county.  Permission has been received to start three Jail 
Illness Management Recovery (IMR) groups, and two IMR 
probation groups.  There may also be funding for a jail diversion 
program with at least two case workers.  IMR may be a part of the 
future diversion program as well.  
  

 Deinstitutionalization and the rise of inmates 
�  Prior to 1960 there were 500,000 people in public mental 

health hospitals – today there is less than 50,000. 
�  Many factors led to a decrease in the number of people in 

public mental health hospitals 
�  Community Mental Health Services were established to 

serve the deinstitutionalized. Funding was never adequate 
to treat this large a group effectively.  

As a result, more and more persons with mental illness have 
entered the criminal justice system. 
 

Trends in adult corrections 
 

 
 

“By default, we get forced to be a pseudo [mental] hospital.” 
Michael Mahoney, Warden, Montana State Prison 
 

Severe mental illness involves disorders that cause severe 
disturbances in thinking, feeling, and behavior -  
biochemical imbalances in the brain,  significant levels of stress,  
lack of coping skills, psychological trauma or deviant peer groups. 

�  Individuals with mental illness frequently have difficulties 
with appropriate social behaviors. 

�  Sometimes these persons conflict with social rules of 
behavior and become involved in the legal system. 

Mental health problems of jailed inmates 
�  Data based on interview with local jailed inmates and 

survey questionnaire 
– Mental Health Problems in last 12 months, 64% 

�  Females have much higher rates then males 
�  Major depressive or mania symptoms 39.6% 
�  Psychotic Disorders 24% 

Jailed inmates had the highest rate of mental health disorders when 
compared to State and Federal Prisons. 
 

Is it possible for the Jails to do it all?  The jail is just one agency in a 
community of services for person who are detained that have 
mental illness. 
 

A better solution is for interagency cooperation to provide services 
for jail detainees with mental illness. 
 

 

Evidence Based Practices recommended for Criminal Justice 
�  Psychotropic medications 
�  Assertive community Treatment 
�  Supported employment 
�  Family Education 
�  Illness management and recovery (IMR) 
�  Integrated treatment for co-occurring mental illness and 

substance abuse 
 

Serious Mental Illnesses with positive outcome evidence with IMR 
are – schizophrenia, depression, bipolar disorder. 
 

What is IMR? 
�  Written primarily by psychologists with research and 

cognitive-behavioral backgrounds 
�  Grounded in Cognitive Behavior Therapy theory, practice, 

and research 
�  Comprehensive, time-limited, goal-directed, problems 

specific intervention 
�  Helps to instill hope (recovery model) 

�  Understanding the nature of their disorders 
�  Set goals and incrementally move toward 
�  Cope with distressing symptoms 
�  Utilize social supports 
�  Develop a relapse prevention plan 
�  Effectively engage with services 

�  Encourages personal responsibility and respects the 
clients freedom to choose 

�  Intended to be delivered weekly, 3-6 months 
 

IMR Educational Hand-outs are: 
�  Recovery Strategies 
�  Practical Facts about, Schizophrenia, Bipolar and 

Depression 
�  Stress-Vulnerability Model and Treatment Strategies 
�  Building Social Support 
�  Using Medication Effectively 
�  Reducing Relapses 
�  Coping with Stress 
�  Coping with Problems and Symptoms 
�  Getting your Needs Met in the Mental Health System 

 

Short term IMR goals in Jail setting 
�  Encouraging hope and motivation 
�  Education of basic facts of mental illness 
�  Learning self-management skills 
�  Develop personal recovery goals 
�  Connect with community resources 

– Complete IMR in outpatient setting 
– Make additional community resources available 

For more information about illness management and recovery  – 
please contact Glenn Hobin at 235-8800 or e-mail at 
GlennH@bhrci.org 
 

Co-Occurring Disorders & Dual Recovery 
Anonymous Consumer/Provider Conference – 
May 21-22 
The goal of this conference is to bring together 

individuals dedicated to co-occurring Disorder 
Recovery to participate in a forum that is both 

educational and collaborative.  The conference is designed to 
facilitate discussion among presenters, providers, and consumers 
in order to promote system change and consumer empowerment. 
 

Dr. Kenneth Minkoff, M.D. – Harvard Medical School - a nationally 
known consultant/trainer on co-occurring disorders will be the 
featured speaker.  There will be many other notable presenters. 
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Topics to be discussed but not limited to are: 
o Dual Recovery Anonymous:  What is it?  How does it work? 
o Brain injury, mental health, and co-occurring disorders 
o Research developments and applications to clinical 

intervention 
o Consumer driven recovery; it’s potential impact on provider 

services 
o Women in recovery 
o Federal initiatives and system change in Iowa 
o Collaborative System Change 
 

There will also be funds available for persons in recovery who are 
interested in starting dual recovery anonymous (DRA) groups in 
their communities.  There will be an application process to help with 
the cost of the conference, meals, and hotel room. 
 

For additional information please send inquiries to 
IAMHR07@gmail.com 
 

                  Psychiatric Advance Directives 
              Excerpts from Harvard Mental Health Letter Dec 2007 
 

Few medical situations are as difficult as a psychiatric emergency.  
The fundamentals of providing quality care – talking about 
symptoms, reviewing medical history, making a diagnosis, 
prescribing treatment – may be impossible when a patient is 
delusional, psychotic, or otherwise incapacitated.  Clinicians may 
find themselves wanting to elicit a patient’s treatment preferences 
but having to make quick decisions in order to provide emergency 
(and often lifesaving) care. 
 

In theory, psychiatric advance directives provide a way to consider 
patient choice even during a medical crisis.  These legal documents 
provide a mechanism for individuals to stipulate, in advance, what 
types of psychiatric treatments they prefer or to appoint a health 
care agent to make such decisions for them, should they become 
incapacitated. 
 

Items typically included in a psychiatric advance directive are: 
��� �  Person to contact during a psychiatric emergency 
��� �  Health Care agent ( if different from above) 
��� �  Preferred hospital(s) 
��� �  Medication preference(s) 
��� �  Treatments to avoid if possible 
��� �  Visitors (authorized or not welcome) 
��� �  Instructions for care of children or pets during an emergency 
 

The goal of a psychiatric advance directive is often to maximize the 
chances for recovery, while minimizing unwanted interventions.  
They are governed by state law.  To create a valid psychiatric 
advance directive, a patient should obtain the applicable state 
forms and follow instructions.  All state forms are available online, 
free of charge, through the National Resource Center on 
Psychiatric Advance Directives – www.nrc-pad.org 
 

People need to carefully consider the following issues: 
1.  Competence.  To be valid, a psychiatric advance directive must 
be completed by an adult – as defined by state law – who is 
competent to make medical decisions.  Validity of a psychiatric 
advance directive may come up, so it may be useful to have a 
psychiatrist determine capacity ahead of time. 
2.  Incapacity.  A psychiatric advance directive goes into effect 
when someone is deemed legally incapacitated and therefore 
unable to make treatment decisions.  State laws define incapacity 
in different ways (and some do not define it). 

3.  Health care agents.  Not all states require that a patient 
designate a health care agent, but in practical terms, this may 
determine whether the psychiatric advance directive is useful.  
Designating one or more “backup” agents is wise.  It’s important 
that the patient find an agent who knows his or her preferences well 
enough and can be trusted with this responsibility. 
4.  Accessibility.  The psychiatric advance directive is useful only if 
clinicians can access it during an emergency.  A patient may want 
to file one copy with his or her medical record (at all relevant 
facilities) and distribute additional copies to members of the health 
care team, family, and friends. 
5.  Updates.  Because patient preferences and treatment options 
change periodically, it’s important to keep the psychiatric advance 
directive up to date. 
 

             Manic:  A Memoir      
             by Terri Cheney 
"If you come with me on this journey, I think a 
word of warning is in order: manic depression is 

not a safe ride. It doesn't go from point A to point 
B in a familiar, friendly pattern. It's chaotic, unpredictable. You 
never know where you're heading next," Terri Cheney writes in the 
preface to her memoir—which is organized by manic episodes, 
rather than chronological order. 
 

Fearing what friends and family might think of her, Cheney hid her 
illness for years. Her first suicidal depression was when she was 
16. Under an immaculate appearance, she struggled to find an 
answer to what she was living, battling stigma and even her father 
to recognize it as an illness—and that you couldn't "pick yourself up 
by your bootstraps." 
 

Her journey through college at Vassar and law school at UCLA was 
a battle with food to fill a hunger that wouldn't subside. At powerful 
firms in Hollywood, where she worked as an entertainment lawyer 
for high profile clients like Michael Jackson, she spent nights 
working to avoid others and took leaves of absences under different 
guises to try different treatments. 
 

After an attempted suicide that landed her in a psychiatric ward for 
over a week, she finally began to accept her mental illness. 
 

"I believe in the diagnosis. It's true to me as being a redhead. 
Despite the constant shifting of the earth beneath my feet, I feel 
grounded at last." 
 

Throughout her journey, Cheney lost friends and family and lived 
with consequences. Today, she is comfortable speaking of her 
suicide attempts, therapy, medication and electroshock therapy she 
tried. And at the end of the journey, we see she no longer has to 
pretend to be someone she is not.   Her story is authentic, vivid 
testimony by a consumer. It's well worth-reading. 
 
    Iowa Healing Voices Campaign  

 

The Mental Health Association (MHA) 
of Siouxland is seeking participants for 
its Iowa speaker bureau.  This is a 

project funded by SAMHSA’s Campaign for Mental Health 
Recovery (an anti-stigma campaign).  More information and an 
application may be found on the website: www.hopetalks.com.  
Project expectation of participant commitment: 
The Iowa Healing Voices Campaign requires a significant 
commitment of time and energy.   Current and former consumers 
can apply to become a Regional Coordinator or a member of a 
speaker’s bureau. 
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The commitment (Regional Coordinators) involves spending 
approximately four hours per week engaged in the performance of 
duties associated with the scheduling and arranging of speaking 
engagements for members of the speakers bureau within 
communities of your assigned region.   
 

The commitment (Member of Speakers Bureau) involves 
preparation of speaking materials and speeches, recruiting of 
speaking opportunities, and the delivery of speeches and 
presentations at various locations within the assigned region.   
 

Moreover, there will be expectations that you  
• document all of your time spent engaged in these 

activities,  
• attend meetings and phone conferences relating to the 

program as scheduled,  
• engage in various forms of education and advocacy 

activities relating to promotion of the program, 
• and provide updates and feedback on how you use your 

time and resources. 
   

The completion of activity reports will be required throughout the 
program. Please consider your skills and ability to commit time and 
energy to this project before applying. 
 

Once the Regional Coordinators and members of the speakers 
bureau are trained, they will begin the process of aggressively 
contacting audiences eager to hear stories of recovery and 
resiliency.  Hope will talk; stigma will walk. 
 

For more information, contact Mike Wood at 
MHASiouxland@aol.com 
 

              Iowa Peer Support Training Academy  
                Accepting Applications till April 1  

 

The Iowa Peer Support Training Academy  is gearing 
up for it’s third annual training. The Academy trains 

individuals in providing peer support services, which are 
generally described as supports and services provided by 
individuals who have experienced serious mental illness - 
to others who also have mental illness.  
 

It is a week-long training scheduled to be held June 9-13 
at Coe College in Cedar Rapids with follow-up 
information-sharing and testing on June 25th and 26th. 
Entry into the academy is competitive, and applications  
are due by April 1, 2008 .   An application can be 
obtained at http://www.sppg.com/home/peersupport.php 

 

The Iowa Peer Support Training Academy is staffed by 
Outlooks, Inc. and funded through the Iowa Department of Human 
Services. For more information or to request an application, please 
contact Mary Ann Lee at 515-243-2000 or mlee@sppg.com. 

 
Looking Ahead to the  
NAMI National Convention in Orlando 

 

The 2008 NAMI National Convention will be held 
at the  Rosen Centre Hotel in Orlando, Florida, 
June 13-16, 2008 (that’s Friday through 

Monday).  The banquet is on Monday evening. 
 

Room rates are $134, plus tax, per night, for a single or double 
room. You must book your reservation by May 8, 2008 to be eligible 
for this special convention rate. You can book your reservation by 
calling 800/204-7234. Be sure to tell the reservations desk you are 
attending the NAMI convention.  Reservations can also be made by 
clicking on the link for the Rosen Centre Hotel. 
 

The registration fee (if paid by May 16) is $225. 
The registration fee (if paid after May 16) is $250. 
You can register on-line at www.nami.org/convention. 
 
 

Iowa Empowerment Conference in August 
 

The dates are  Aug 5-7 for the Iowa 
Empowerment Conference.  The theme is 
 “10 Years Celebrating Empowerment & 
Recovery” – This is a conference for individuals 

with chronic mental illness, families of children with severe 
emotional disorders and transition age youth.  It will be held at the 
Best Western Regency Inn, Marshalltown.  Conference contact 
information:  Iowa Empowerment Conference, 1 West Grant St., 
Apt. 109, Marshalltown or – Call Deb at 641-753-7414 or send an 
e-mail to dwilliams@adiis.net. 
 
Educational Classes offered by NAMI  - Free 
Visions for Tomorrow – 8 weeks - for parents and caregivers of   
             children and adolescents with SED – there is also a version 
             for teachers and school professionals      
Parents and Teachers as Allies – 2.5 hour in-service to educators  
            and parents 
Family to Family – 12 weeks – for family members of adults with  
            mental illness – must be at least 14 yr old 
Peer to Peer – 9 weeks - Any person with serious mental illness 
            who is interested in establishing and maintaining wellness 
Curriculum available for classrooms 
Science of Mental Illness – from NIMH - lesson plans for the  
           classroom – middle school 
Science of Healthy Behaviors – from NIMH – lesson plans for the  
           classroom – middle school 
Breaking the Silence – lesson plans for the classroom – for upper  
          elementary, middle school, and high school-cost $20 per set. 
 

Educational Class offered by NAMI  - Cost involved – we try to 
write grants to cover the cost for the requesting organization 
Provider Education – 10 weeks – personnel at agencies or  
         organizations who work with persons with mental illness -  
         CEU’s can be arranged for this training 
 

Under development 
Building Up Without Burning Out – 2.5 hr in-service to groups within  
        the faith community 
Hospital Exit Program – 1X per week meeting at each of the 3  
        hospitals with family members and persons with mental  
        illness about to be discharged from the hospital. 
 

PLEASE BECOME A MEMBER OF 
NAMI GREATER DES MOINES 

Please help to support our organization by becoming  a 
member of NAMI Greater Des Moines.   

Dues are:                             Send to:  Jim Vandeberg, Treasurer 

                                                            4114 Allison Avenue 

                                                            Des Moines, IA   50310 
                                                  Please make the check payable to  

                                                                      NAMI GDM 

Dues cover local, state, and national membership.  Donations are welcome. 

“Our lives begin to end the day we become silent about things that 
matter.”   Dr. Martin Luther King, Jr. 
 
 

$35.00 Family/Individual 
$  3.00 Limited income 
$50.00 Professional 
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                  SUPPORT GROUP MEETINGS for Family Members  
Third Sunday of the month  -4/20/08 Family members, if you are 
interested in participating in a NAMI family support group, please 
contact Glenn Hobin IowaGH@aol.com or call 965-9799 - or 
contact Grace Sivadge 961-6671.  Meetings are at Eyerly-Ball 
Community Mental Health Center, 1301 Center St., Des Moines – 
2:30 – 4:00 P.M. 
 

First Monday of each month  -6:30 – 8 PM – 4/7/08 - a support 
group for parents and caregivers of children and adolescents with 
severe emotional disturbance (SED) or mental illness – meets at 
the Child Serve Center – 5406 Merle Hay Rd, Johnston.  For more 
information – call Diane at 255-8157.   
 

4th Monday of each month – 5:30 – 7 PM – 4/28/08 – a support 
group for Polk County parents and caregivers of children and 
adolescents with severe emotional disturbance (SED) or mental 
illness – a sibling support group meets separately - at Capitol Hill 
Lutheran Church, 511 Des Moines St., in the basement – child care 
provided, can also provide free transportation and interpretation 
services – please pre-register, if possible – call Dawn at 558-6247. 
The outreach target is the Sudanese and minority population, but 
anyone can participate. 
 

Last 2 Monday nights of the month – 6:30-8:30 PM – Perry  - a 
support group for parents and caregivers of children and 
adolescents with severe emotional disturbance (SED) or mental 
illness – St. Martin’s Episcopal Church – 10th Street & Iowa - call 
Shirley at 515-975-6489 or Kelly at 515-229-4203 or 1-800-649-
5423.  No child care is provided.  The outreach target is the 
Hispanic and minority population, but anyone can participate. 
 

Friday Noon Lunch n’ Learns  for parents and caregivers of 
children and adolescents with severe emotional disturbance (SED) 
or mental illness - Orchard Place, 925 South Porter – call Diane at 
273-5054 if you have questions or need more information. 
 

SUPPORT GROUP MEETINGS 
for Persons with mental illness  

 

Every Monday evening  7-8:30 P.M. – NAMI Connections – a 
support group for persons with mental illness – facilitated by 
persons with mental illness – at the NAMI Iowa office – 254-0417 – 
or 1-800-417-0417 - 5911 Meredith Drive, Suite E, Des Moines.  
Contact Dawn Olson at dawnao@iowatelecom.net or 641-842-3859 
if you have questions. Dawn Olson and Kyle Damman are 
facilitators. 
 
 

2nd & 4 th Mondays of each month – 7 P.M. – For depression and 
anxiety disorders only – WestView Church, 1155 SE Boone, in 
Waukee.  Call Julie at 710-1487 or E-mail at 
candlesinthedarkness@mchsi.com 
 
 

Every Tuesday evening – 8-10 P.M. - Recovery Inc., a self-help 
group for people who have nervous and mental troubles – at St. 
Mark’s Episcopal Church, 3120 E. 24th St., Des Moines – Call 266-
2346 – Marty Hulsebus. 
 
 

2nd  & 4 th Tuesday of the month  – New Light Support Group –  
6:30 to 7:30 -for persons experiencing depression or other mental 
health issues – at Westkirk Presbyterian Church, 2700 Colby 
Woods Drive, Urbandale, Iowa – 515-253-0330 – Pastor Michael 
Mudlaff 
  
 

Every Wednesday afternoon  – NAMI Connection Support Group -  
a support group for persons with mental illness – facilitated by 
persons with mental illness 2 to 3:30 P.M. at Mercy Franklin Clinics 
- West Conference Room - 1750 48th Street - Contact: Debbie 
Wallukait (515) 288-4439 or Eddie Lathrop, Jr. - 515-865-1331 
legalbound34@yahoo.com 
 
 

Every Thursday at 2:00 P.M. -  Recovery, Inc. - a self-help group 
for people who have nervous and mental troubles – at Central Iowa 
Center for Independent Living, 665 Walnut St., Des Moines – Call 
237-0232 – Mark Grunzweig. 
 

1st and 3 rd Thursdays  – 5:30 – 6:30 P.M. in Room 213 - The 
H.E.L.P. Depression Support Group meets at Lutheran Church of 
Hope, 925 Jordan Creek Parkway, Call 222-1520, ext. 175 or 
Lisa.davidson@hopewdm.org 
 
 

Every Thursday evening – 7:45 – 9:45 P.M.  – Recovery, Inc. - a 
self-help group for people who have nervous and mental troubles – 
at St. Timothy’s Episcopal Church, 1020 24th St., in West Des 
Moines. Call – 277-6071-Deb Rogers. 
 

Every Saturday morning – 10 to 11:15 A.M. – Room 214 - The 
H.E.L.P. Depression Support Group meets at Lutheran Church of 
Hope, 925 Jordan Creek Parkway, Call 222-1520, ext. 175 or 
Lisa.davidson@hopewdm.org 
 
 

Every Saturday afternoon  – 2:00 – 3:30 P.M. – the Depression 
and Bipolar Support Alliance meets at Iowa Lutheran Hospital – 
University at Penn Avenue – Level B – private dining room.  This is 
a support group for consumers. 
 

Coping After a Suicide Support Group – Polk Co. Crisis and 
Advocacy Services – Contact:  Chris 515-286-3887 
Meeting day – 2nd Thursday of each month 6-7:30 P.M.  and last 
Saturday of each month 9-10:30 A.M.  Meeting place is 525 5th 
Avenue, Suite H.  Victim Services Phone:  515-286-3600 
 

Do you know of other support groups in the Des Moines area that 
we should list in our newsletter? 
Suicide Prevention Lifeline 1-800-273-TALK (8255) 
Veterans Suicide Prevention Lifeline 1-800-273-TALK  (8255) 

 
A Reading Opportunity 
 

Broken Promise:  He was bright and well loved – but 
hidden torment led to this teenager’s tragic suicide. 
Secrets suck. Secrets are bad.  Secrets kill you.   

What  kids know that parents don’t. 
Better Homes and Gardens – March 2008 issue – Pg. 108 - 128 
 
 

Warning :  Regular or heavy alcohol use can worsen 
most psychological states, such as anxiety, 
depression, bipolar, schizophrenia, or eating 

problems.  Alcohol can change the way a person feels 
in the short run; however, the overall effect only worsens 

a disorder.  Marijuana and other drugs can have similar or more 
serious effects on the brain.   
 
 

If you have a mental health crisis in your family 
and need assistance – call 911 .  Be clear with the 
dispatcher what the situation is, that it is a mental 
health crisis, and you need the DM Mobile Mental  

Health Crisis Unit to assist.  The goal is to keep everyone safe and 
to seek the appropriate level of assistance for the ill family member 
or friend. 
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The first people to arrive to the situation will be Des Moines police 
officers.  Officers will determine if it is a mental health related issue 
and maintain safety at the scene.  Officers make a request through 
dispatch if the Mobile Crisis Unit is needed.   
 

When DM Mobile Mental Health Crisis Unit staff arrive, a mental 
health assessment will be done, on-site counseling and problem 
solving, crisis plan development, coordination with hospitals if  
transport to a medical facility is necessary, and medication can be 
administered if necessary.  A psychiatrist is always on call to help 
make those determinations and authorizations. 
 

DM suburbs also use the mobile crisis team services – their officers 
make the decision whether or not the mobile crisis team is called. 
 

The Mobile Crisis Unit is available 6:30 AM to 2:30 AM – 7 days a 
week.  It is staffed by licensed mental health professionals and 
registered nurses.   

NIMH seeks volunteers for 6-month 
Schizophrenia Study 
 

The Schizophrenia Research Program at the 
National Institute of Mental Health specializes in 
the field of schizophrenia and is conducting a six-

month inpatient research study of the neurobiological causes of 
schizophrenia at the National Institutes of Health, a pre-eminent 
research facility, in Bethesda, Maryland. The program involves 
extensive psychological, psychiatric, neurological, and medical 
evaluations, and neuroimaging. Study participation involves a 
period of time without medications. Throughout their stay in the 
research program, participants receive expert, personalized care, 
and are encouraged to participate in the clinical milieu that provides 
educational programs, recreational and occupational therapy, art 
and music therapies.  Participants must be between the ages of 18 
and 55, be diagnosed with schizophrenia or schizoaffective 
disorder, and be free of significant medical/neurological illnesses 
and active substance abuse. There is no charge to participate.  For 
more details call the schizophrenia research referral line at 1-888-
674-6464 at NIMH, NIH, Department of Health and Human 
Services. 
 

NIMH Genetic Study of Schizophrenia 
The Schizophrenia Research Program at the 

National Institute of Mental Health located at on the 
campus of the National Institutes of Health in 

Bethesda Maryland is seeking healthy adults 
diagnosed with schizophrenia or schizoaffective disorder 

(depressed type) to participate in a two-day outpatient study.  
Travel and lodging assistance is provided and a stipend is also 
given to participants.  This study seeks to identify the genetic and 
environmental factors that increase the risk of developing 
schizophrenia.  The procedures include confidential interviews and 
a blood draw, a neurological exam and neuropsychological testing, 
neuroimaging, and recordings of eye movements and brain waves. 
Siblings are also invited to participate in these procedures and 
parents are invited to give a sample of blood if possible.  For more 
details, call the toll-free schizophrenia studies referral line at 1-888-
674-6464 (TTY: 866-411-1010) at NIH, Department of Health & 
Human Services.    
 

Many thanks to Dr. Kelley Pennington for her visit 
with us at the March 2 affiliate meeting.    As the 
Adult Services Bureau Chief, Kelley will be helping 

to shape our state mental health system 
 
 

    Federal  Legislative Issues 
www.nami.org/advocacy  

Contact information for members of Congress 
Capitol Switchboard 1-202-224-3121 

Contact via E-mail can be made directly through their web sites. 
http://grassley.senate.gov/                        http://harkin.senate.gov/ 
http://www.house.gov/boswell/   http://www.tomlatham.house.gov/ 
http://www.house.gov/steveking/       http://www.braley.house.gov/ 
http://www.loebsack.house.gov 
 

Check out our updated Explore the Candidates web page 
at www.nami.org/election2008/candidates  and learn how 
presidential candidates are responding to NAMI’s questionnaire on 
issues of importance to persons living with serious mental illness 
and their families.  
 

To find the NAMI National federal policy agenda - go to 
www.nami.org/election2008 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
In an earlier edition of the NAMI Greater Des Moines newsletters, 
we had an article about  Lt. Elizabeth Whiteside – a soldier who 
attempted suicide in Iraq and was subsequently recommended for 
court martial.  This article is a continuation of her story. 

Soldier Suicides at Record Level  
Increase Linked to Long Wars, Lack of Army 
Resources 
 

By Dana Priest 
Washington Post Staff Writer 
Thursday, January 31, 2008 
 

Lt. Elizabeth Whiteside, a psychiatric outpatient at Walter Reed 
Medical Center who was waiting for the Army to decide whether to 
court-martial her for endangering another soldier and turning a gun 
on herself last year in Iraq, attempted to kill herself Monday 
evening. In so doing, the 25-year-old Army reservist joined a record 
number of soldiers who have committed or tried to commit suicide 
after serving in Iraq or Afghanistan. 
 

"I'm very disappointed with the Army," Whiteside wrote in a note 
before swallowing dozens of antidepressants and other pills. 
"Hopefully this will help other soldiers." She was taken to the 
emergency room early Tuesday.  Whiteside, who is now in stable 
physical condition, learned yesterday that the charges against her 
had been dismissed. 
 

Whiteside's personal tragedy is part of an alarming phenomenon in 
the Army's ranks: Suicides among active-duty soldiers in 2007 
reached their highest level since the Army began keeping such 
records in 1980, according to a draft internal study obtained by the 
Washington Post.  Last year, 121 soldiers took their own lives, 
nearly 20 percent more than in 2006. 
 

At the same time, the number of attempted suicides or self-inflicted 
injuries in the Army has jumped six-fold since the Iraq war began. 
Last year, about 2,100 soldiers injured themselves or attempted 
suicide, compared with about 350 in 2002, according to the U.S. 
Army Medical Command Suicide Prevention Action Plan. 
 

The Army was unprepared for the high number of suicides and 
cases of post-traumatic stress disorder among its troops, as the 
wars in Iraq and Afghanistan have continued far longer than 
anticipated. Many Army posts still do not offer enough individual 
counseling and some soldiers suffering psychological problems 
complain that they are stigmatized by commanders.  
 

Over the past year, four high-level commissions have 
recommended reforms and Congress has given the military 
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hundreds of millions of dollars to improve its mental health care, but 
critics charge that significant progress has not been made. 
 

The conflicts in Iraq and Afghanistan have placed severe stress on 
the Army, caused in part by repeated and lengthened deployments. 
Historically, suicide rates tend to decrease when soldiers are in 
conflicts overseas, but that trend has reversed in recent years. 
From a suicide rate of 9.8 per 100,000 active-duty soldiers in 2001 -
- the lowest rate on record -- the Army reached an all-time high of 
17.5 suicides per 100,000 active-duty soldiers in 2006. 
 

Last year, twice as many soldier suicides occurred in the United 
States than in Iraq and Afghanistan. 
Col. Elspeth Cameron Ritchie, the Army's top psychiatrist and 
author of the study, said that suicides and attempted suicides "are 
continuing to rise despite a lot of things we're doing now and have 
been doing." Ritchie added: "We need to improve training and 
education. We need to improve our capacity to provide behavioral 
health care." 
 

Ritchie's team conducted more than 200 interviews in the United 
States and overseas, and found that the common factors in 
suicides and attempted suicides include failed personal 
relationships; legal, financial or occupational problems; and the 
frequency and length of overseas deployments. She said the Army 
must do a better job of making sure that soldiers in distress receive 
mental health services. "We need to know what to do when we're 
concerned about one of our fellows." 
 

The study, which the Army's top personnel chief ordered six months 
ago, acknowledges that the Army still does not know how to 
adequately assess, monitor and treat soldiers with psychological 
problems. In fact, it says that "the current Army Suicide Prevention 
Program was not originally designed for a combat/deployment 
environment." 
 

Staff Sgt. Gladys Santos, an Army medic who attempted suicide 
after three tours in Iraq, said the Army urgently needs to hire more 
psychiatrists and psychologists who have an understanding of war. 
"They gave me an 800 number to call if I needed help," she said. 
"When I come to feeling overwhelmed, I don't care about the 800 
number. I want a one-on-one talk with a trained psychiatrist who's 
either been to war or understands war." 
 

Santos, who is being treated at  Walter Reed, said the only 
effective therapy she has received there in the past year have been 
the one-on-one sessions with her psychiatrist, not the group 
sessions in which soldiers are told "Don't hit your wife, don't hit your 
kids," or the other groups where they play bingo or learn how to 
properly set a table. 
 

Over the past year, the Army has reinvigorated its efforts to 
understand mental health issues and has instituted new 
assessment surveys and new online videos and questionnaires to 
help soldiers recognize problems and become more resilient, 
Ritchie said. It has also hired more mental health providers. The 
plan calls for attaching more chaplains to deployed units and 
assigning "battle buddies" to improve peer support and monitoring. 
 

Increasing suicides raise "real questions about whether you can 
have an Army this size with multiple deployments," said David 
Rudd, a former Army psychologist and chairman of the psychology 
department at Texas Tech University. 
 

On Monday night, as President Bush delivered his State of the 
Union address and asked Congress to "improve the system of care 
for our wounded warriors and help them build lives of hope and 
promise and dignity," Whiteside was dozing off from the effects of 
her drug overdose. Her case highlights the Army's continuing 

struggles to remove the stigma surrounding mental illness and to 
make it easier for soldiers and officers to seek psychological help. 
 

Whiteside, the subject of a Post article in December, was a high-
achieving U. of Virginia graduate, and she earned top scores from 
her Army raters. But as a medic in charge of a small prison team in 
Iraq, she was repeatedly harassed by one of her commanders, 
which disturbed her greatly, according to an Army investigation. 
 

On Jan. 1, 2007, weary from helping to quell riots in the prison after 
the execution of Saddam Hussein, Whiteside had a mental 
breakdown, according to an Army sanity board investigation. She 
pointed a gun at a superior, fired two shots into the ceiling and then 
turned the weapon on herself, piercing several organs. She has 
been at Walter Reed ever since. 
 

Whiteside's two immediate commanders brought charges against 
her, but Maj. Gen. Eric B. Shoomaker, the only physician in her 
chain of command and then the commander of Walter Reed, 
recommended that the charges be dropped, citing her 
"demonstrably severe depression" and "7 years of credible and 
honorable service." 
 

The case hinged in part on whether her mental illness prompted her 
actions, as Walter Reed psychiatrists testified last month, or 
whether it was "an excuse" for her actions, as her company 
commander wrote when he proffered the original charges in April. 
Those charges included assault on a superior commissioned 
officer, aggravated assault, kidnapping, reckless endangerment, 
wrongful discharge of a firearm, communication of a threat and two 
attempts of intentional self-injury without intent to avoid service. 
 

An Army hearing officer cited "Army values" and the need to do 
"what is right, legally and morally" when he recommended last 
month that Whiteside not face court-martial or other administration 
punishment, but that she be discharged and receive the medical 
benefits "she will desperately need for the remainder of her life." 
Whiteside decided to speak publicly about her case only after a 
soldier she had befriended at the hospital's psychiatric ward 
hanged herself after she was discharged without benefits. 
 

But the U.S. Army Military District of Washington, which has 
ultimate legal jurisdiction over the case, declined for weeks to tell 
Whiteside whether others in her chain of command have concurred 
or differed with the hearing officer, said Matthew MacLean, 
Whiteside's civilian attorney and a former military lawyer. 
 

MacLean and Whiteside's father, Thomas Whiteside, said the 
uncertainty took its toll on the young officer's mental state. "I've 
never seen anything like this. It's just so far off the page," said 
Thomas Whiteside, his voice cracking with emotion. "I told her, 'If 
you check out of here, you're not going to be able to help other 
soldiers.' " 
 

Whiteside recently had begun to take prerequisite classes for a 
nursing degree, and her mental stability seemed to be improving, 
her father said. Then late last week, she told him she was having 
trouble sleeping, with a possible court-martial weighing on her. On 
Monday night, she asked her father to take her back to her room at 
Walter Reed so she could study. 
 

She swallowed her pills there. A soldier and his wife, who live next 
door, came to her room and, after a while, noticed that she was 
becoming groggy, Thomas Whiteside said. When they returned 
later and she would not open the door, they called hospital 
authorities. 
Yesterday, after having spent two nights in the intensive care unit, 
he said, his daughter was transferred to the psychiatric ward. 
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Whiteside left two notes, one titled "Business," in which her top 
concern was the fate of her dog. "Appointment for the Veterinarian 
is in my blue book. Additional paperwork on Chewy is in the closet 
at the apartment in a folder." On her second note, she penned a 
postscript: "Sorry to do this to my family + friends. I love you." 

 
       Applying for Service Connected PTSD  
 

"Few veterans who have PTSD know they have it", 
says VA expert Dr. Matthew j. Friedman 
 

Diagnostic criteria for 309.89 Post-traumatic Stress 
Disorder  

http://www.berkshirevets.org/resources/disability_ptsd.html 
 

The person has experienced an event that is outside the range of 
usual human experience and that would be markedly distressing to 
almost anyone, e.g., serious threat to one's life or physical integrity; 
serious threat or harm to one's children, spouse, or other close 
relatives and friends; sudden destruction of one's home or 
community; or seeing another person who has recently been, or is 
being, seriously injured or killed as the result of an accident or 
physical violence.  
 

The traumatic event is persistently re-experienced in at least one of 
the following ways:  
A.  Recurrent and intrusive distressing recollections of the event (in 
young children, repetitive play in which  themes or aspects of  the 
trauma are expressed)  
B.  Recurrent distressing dreams of the event  
C.  Sudden acting or feeling as if the traumatic event were recurring  
(includes a sense of reliving the experience, illusions, 
hallucinations, and dissociative [flashbacks] episodes, even  
those that occur upon awakening or when intoxicated)  
D.  Intense psychological distress at exposure to events that 
symbolize or resemble as aspect of the traumatic event, including 
anniversaries of the trauma  
E.  Persistent avoidance of stimuli associated with the trauma or 
numbing of general responsiveness (not present before the  
trauma), as indicated by at least three of the following:  
• Efforts to avoid thoughts or feelings associated with the trauma  
• Efforts to avoid activities or situations that arouse recollections of 

the trauma  
• Inability to recall an important aspect of the trauma (psychogenic 

amnesia)  
• Markedly diminished interest in significant activities (in young 

children, loss of recently acquired developmental skills such as 
toilet training or language skills)  

• Feeling of detachment of estrangement from others  
• Restricted range of affect, e.g., unable to have loving feelings  
• Sense of foreshortened future, e.g., does not expect to have a 

career, marriage, or children, or a long life  
F.  Persistent symptoms of increased arousal (not present before  
the trauma), as indicated by at least two of the following:  
• Difficulty falling or staying asleep  
• Irritability or outbursts of anger  
• Difficulty concentrating  
• Hyper vigilance  
• Exaggerated startle response  
• Physiological reactivity upon exposure to events that symbolize 

or resemble as aspect of the traumatic event (e.g., a woman who 
was raped in an elevator breaks out in a sweat when entering an 
elevator)  

Diagnosis includes the duration of the disturbance (symptoms in B, 
C, and D) of at least one month. Specify delayed onset  - if the 
onset of symptoms was at least six months after the trauma. 

                                 Did You Know? 
 

Research shows that approximately 1/3 of active duty police and 
reserve and retired officers suffer from Post Traumatic Stress 
Disorder?  Go to http://www.tearsofacop.com 
 

 

Coming Home:  Supporting Your Soldier 
 

NAMI Minnesota, in collaboration with Twin Cities 
Public Television produced a video entitled Coming 
Home: Supporting Your Soldier  in December 2007 

and received very favorable comments when it was aired. 
   

The impetus for the video was to reach out to the families of 
returning soldiers.  The purpose is to make sure that families 
understood the symptoms of PTSD, depression and anxiety 
and the difference between these diagnoses and combat stress.  
Another major goal was to reduce the stigma surrounding mental 
illness and encourage soldiers to seek help.  
 

The video features experts in the field, soldiers and family 
members.  It captures the stories of real people who have faced the 
difficulty of returning home after being in combat.   
 

NAMI Minnesota is selling the videos for $20 each plus shipping 
and handling charges.  They are hoping to contact mental health 
clinics, hospitals, veterans’ organizations and others to make sure 
they are aware of this valuable education tool.    
 

The video is available through the NAMI Minnesota office.   Contact 
Sue Abderholden  at sabderholden@nami.org  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
"You may think your actions are meaningless and they won't help, 
but that is no excuse, you must still act."  Mohandas Gandhi 
 
 

 

 

 

 

 

 

 

 

 

 
 
 
 

Please send a big THANK YOU  to 

Cindy Gross and Plaza Printers 
6762 Douglas Avenue 

Urbandale, Iowa  50322 
278-4695   www.plazaprinters.net 

For their assistance in helping us print this newsletter 

            NAMI Greater Des Moines Board of Directors    
                         Effective January 1, 2008  
 

President  - Diane Johnson                   255-8157 
       E-mail:  itsdianej@aol.com  
      

Vice-President  and Editor of Newsletter  
       Teresa Bomhoff                                        274-6876 
       E-mail:  tbomhoff@mchsi.com 
 

Treasurer  – Jim Vandeberg                360-1529 
       E-mail:  NAMI-DM@peoplepc.com 
 

Secretary  – Sharon Browne                         988-5151 
       E-mail: msrvliving@hotmail.com 
 

Board members  
Grace Sivadge                                                961-6671 
       E-mail: rsivadge1@juno.com 
Glenn Hobin                                                    965-9799 
       E-mail:  IowaGH@aol.com 
 

Diane Banasiak                                           334-5159 
       E-mail:  diban@aol.com 
Cece Arnold                                                     276-7871 
       E-mail:  cece.arnold@mchsi.com 
Heather Thomas   E-mail:  heatherjoythomas@hotmail.com 
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A PLAN FOR A NATIONAL CONSUMER MEMORIAL  
It will rise on the grounds of Saint Elizabeths in Washington, D.C.  

by Larry Fricks - Behavioral Health Care - October 2007 
 

“Rows upon rows of numbered, small, rusted markers as far as you 
can see. No names, just numbers. It 
must be the most gruesome sight in 
Georgia. Unknown humans, shunned 
when living, deprived of their very 
names in death—and known only to 
God.” —the late Joe Ingram 
 

Ingram was describing the graves of 
some 25,000 patients buried at Central 

State Hospital in Milledgeville, Georgia, where he worked for 50 
years. These and hundreds of thousands of shunned “unknown 
humans” interred nationwide, however, finally are receiving some of 
the respect they deserve. Across the country, advocates are 
working to restore grave sites at state hospitals, and fund-raising 
for a national consumer memorial in Washington, D.C., has begun. 
 

Under the proposed design, peaceful gardens, reflective of the 
moral treatment model brought to the United States by English 
Quakers in the 1800s, will be the focus of the national memorial, 
which will be at Saint Elizabeths Hospital in Washington, D.C. The 
site will be easily accessible from a subway station near the 
memorial's entrance gate. 
 

“You'll wind through gardens with rock markers from all 50 states 
listing numbers buried and at which institutions,” says Dr. Pat 
Deegan, technical advisor to the national memorial, “and then exit 
through the gate back into the community, with a takeaway 
message of ‘a life in the community for all.’” 
 

District of Columbia Department of Mental Health Director Stephen 
T. Baron and his staff have led the efforts to identify land for the 
memorial and secure a local engineering firm to donate an 
architectural rendering of the memorial. The initial design, expected 
this fall, will help determine the projected cost, now anticipated to 
exceed $1 million. A three-year formal fund-raising drive is being 
planned, although donations already are being received. 
 

“It is fitting that this memorial be located at Saint Elizabeths, given 
its history as a leader in moral treatment,” says Baron. “We are 
excited to participate in this national project and are committed to 
moving it ahead as quickly as possible.” 
 

Moral Treatment  
Opened in 1855, Saint Elizabeths was the first and only federally 
funded asylum and originally was called the National Asylum for the 
Veterans of the Army and Navy and Residents of the District of 
Columbia. Overlooking the Anacostia and Potomac Rivers, Saint 
Elizabeths was designed to be a model moral treatment asylum 
with peaceful gardens. It was a pet project of reformer Dorothea 
Dix, who had experienced a “breakdown” as a young woman. 
 

Dix's recovery benefited by spending more than a year in Liverpool, 
England, resting in the home of the grandson of William Tuke. 
Tuke, a Quaker merchant and doctor from York, England, founded 
a retreat asylum in 1792, modeling it after a simple family farm. 
Tuke's asylum rejected harsh “treatments” such as mechanical 
restraints (e.g., chains and straightjackets). Believing patients were 
inherently good regardless of their behavior, Tuke focused on 
emotional and spiritual recovery—being “moral”—rather than on 
restraints and punishment. The Quakers practiced gentleness and 
respect attuned to the needs of the ill, offering an inclusive, 
homelike setting that included garden walks, nourishing food, 
recreation, reading, and sewing. 
 

The original goal of moral treatment asylums was humane 
treatment, but by the late 1800s medically focused state institutions 
began to replace Quaker asylums in the United States. Moral 
treatment practices gradually were eroded as state institutions 
became overcrowded. 
 

The Georgia State Lunatic Asylum, opened in 1842 in Milledgeville, 
originally promoted moral treatment. The institution went from a 
place where the superintendent and his family shared meals with 
patients to a small city of 3,000 acres and a patient population that 
swelled to more than 12,000 in the late 1950s and early 1960s. In 
fact, it was once known as the “world's largest insane asylum.” 
Many people sent to the Milledgeville institution after the moral 
treatment era were subject to abuse and neglect, forced 
lobotomies, dangerous experimentation without consent, electric 
shock treatment used as punishment, and overmedication. Most 
never returned home, and up to 25,000 died there and were buried 
in graves marked only with numbers on the grounds. It's reputed 
that no other state facility in the nation has more patient graves. 
 

Across the country, Eva York's remains aren't even buried, but 
rather are in a corroding canister on a pine shelf in the 122-year-old 
Oregon State Hospital in Salem (where One Flew Over the 
Cuckoo's Nest was filmed). Her urn is one of 5,000 in the hospital's 
“Cremains Room.” In 1896, York died in a bathtub at the hospital, 
then known as the Oregon Asylum for the Insane. An inquest 
absolved the hospital staff, but no one claimed her corpse. She was 
buried in the asylum cemetery but exhumed and cremated 18 years 
later. York's story finally was told in a series of Pulitzer prize 
winning editorials in The Oregonian. 
 

Memorial Momentum  
Motivated by these tragic stories, advocates are working to restore 
grave sites and create better conditions for current patients. For 
example, in 1997 advocates began restoring the Georgia Central 
State Hospital cemetery to honor the 25,000 patients buried there. 
In the process, they found thousands of displaced markers, which 
during the late 1960s and early '70s had been removed or pushed 
into the ground to make mowing the grass easier.  
 

Don Schanche, formerly a reporter for the Macon Telegraph who 
wrote numerous stories about the cemetery restoration in 
Milledgeville, says mental health consumers are leading the way to 
memorialize those who went before them to challenge stigma and 
old beliefs. 
 

“There is something compelling whenever people without a voice 
are given the chance to speak,” explains Schanche, who now 
writes for the Associated Press. “And if the voiceless people 
happen to be speaking from the grave—and if they are given a 
voice by living people who have suffered and been voiceless 
themselves—there is no way to ignore the story.” 
 

Rick Attig and Doug Bates, associate editors of The Oregonian, 
agree. Their paper's editorials prompted the state to address 
deplorable conditions at Oregon State Hospital. The governor and 
legislature subsequently appropriated millions of dollars to replace 
the facility. 
 

These state-based efforts eventually coalesced in the national 
memorial project. Joe Swinford, a past-president of the National 
Association of Consumer/Survivor Mental Health Administrators 
(NAC/SMHA), whose members make up the office of consumer 
affairs (OCA) in most states, traces the national memorial project to 
his organization's August 2004 meeting in Washington, D.C. During 
that meeting Nebraska OCA Director Dan Powers envisioned a  
memorial honoring those buried on the grounds of state hospitals. 
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(A Plan for a National Consumer Memorial – cont’d)  
After a series of meetings and calls, the NAC/SMHA and National 
Association of State Mental Health Program Directors (NASMHPD) 
were onboard.  The Memorial Steering Committee's Advisory 
Council includes the following national organizations:  
o Depression and Bipolar Support Alliance (DBSA) 
o Mental Health America (MHA) 
o NAC/SMHA 
o NASMHPD 
o National Alliance on Mental Illness (NAMI) Consumer Council 
o National Coalition of Mental Health Consumer/Survivor 

Organizations (NCMHCSO) 
o U.S. Psychiatric Rehabilitation Association (USPRA) 
The Advisory Council is advised on local consumer grassroots 
support for the memorial by the following consumer organizations:  
o Consumer Action Network of D.C. (CAN-DC) 
o Georgia Mental Health Consumer Network (GMHCN) 
o Mental Health Empowerment Project (MHEP) 
Supporting organizations and individuals are sharing resources to 
help build the memorial. The MHA Board voted to be the fiscal 
agent and has created a tax-exempt fund already banking 
donations. The DBSA Board voted to provide funding for a traveling 
memorial. Local consumer organizations can request the traveling 
memorial to help generate funds for the national memorial and also 
cemetery restoration projects in their states. National consumer 
leaders are signing up to provide pro bono presentations to raise 
money. Organizations outside mental healthcare also are stepping 
forward to support the memorial; the University of Georgia School 
of Environmental Design has agreed to provide consultation and 
student support. 
 

“We hope that every consumer can visit the Washington, D.C., 
memorial and come away inspired and empowered to work for a full 
life in the community for their peers,” says DBSA President Sue 
Bergeson.  
 

Tax exempt donations for the national memorial can be sent to:  
Consumer Memorial Fund, c/o Mental Health America, 2000 North 
Beauregard St., 6th floor, Alexandra, VA 22311 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 

SAVE THE DATE - Saturday, Oct. 4, 2008  
 

A % of the funds will go to NAMI Greater Des Moines and the 
balance will go to NAMI Iowa and NAMI National. 
 

        Senate and House Pass Mental Health Parity Bill  
                                      March 6, 2008 
 

Equitable coverage of mental illness treatment has been a top 
legislative priority for NAMI for nearly 20 years. 2008 represents a 
historic opportunity to finally pass insurance parity legislation. 
 

By a vote of 268-148, the US House of Representatives on March 
5th passed its version of the mental health insurance parity bill (HR 
1424), setting up what is likely to be a difficult negotiation with the 
Senate, which passed its version (S 558) unanimously this past fall. 
Both bills require group health plans to cover mental illness and 
substance abuse disorders on the same terms and conditions as all 
other illnesses - equity with respect to durational treatment limits 
(inpatient days and outpatient visits) and financial limitations (cost 
sharing, deductibles, out-of-pocket limits, etc.). However, there are 
important differences between the House and Senate bills that 
must be resolved before a bill is sent to the President for signature. 
 

The debate in the House was remarkable in the level of consensus 
over long held principles that NAMI has sought to achieve. While 
there were differences among members of Congress over the 
specifics in the House bill, there was unanimous agreement on the 
need for federal intervention to ensure equitable coverage of 
mental illness treatment. Democrats and Republicans of all political 
stripes spoke on the House floor about their personal experience 
with mental illness, the burden imposed by untreated mental illness 
and the need for covering and treating these costly disorders just 
like any other illness. 
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