"...a path from where we are to where we should be."” --Peter Maurin
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Why This Issue?

Like many other Catholic Worker houses, we have many guests that live with mental illness. There are as many
different presentations of iliness as there are diagnoses. People with depression, personality disorder, schizophre-
nja, and bipolar disorder live with us. Some want help. Some, because of the very nature of mental iltness, find it
difficult to accept help. All of these women are very different, but what they ALL have in common, regardless of
their particular situations, is that it is very difficult, if not iropossible for them to receive mental health care.

Living at Karen House, I’ve leamed that mental illness, like some physical diseases, can strike anyone at any
ttme. All our accumulated wealth, education and experience cannot defend us — we’ve had guests with Master’s
degrees, professional experience, and incredibly wealthy families. The stigma of mental illness is described well in
Alice’s article. Unlike diabetes or high blood pressure, or even alcoholism, the illness these people live with 1s
considered so fearful, and so repugnant, that they are judged to deserve their fate. Peaple with mental illness could
be described as twenty-first century lepers, or maybe in the words of Peter Maurin, ambassadors of God.

Ofien, we will ask a guest to consider getting mental health care if she may be dangerous to herself or others, or
if she is unable to care for herself. In the past few years, we have noticed a dramaiic shift in the number of options
available to our guests with mental health issues. Because of funding cuts, even the last safety nets are frayed. Even
outreach services focused on mental health care for homeless individuals are largely unable ta serve people without
Medicaid. When one of our recent guests told us she had a plan Lo kill herself but dida’t know if she wanted to go
to the hospital, the ambulance wouldn’t take her — they weren’t convinced thal she really meant to kill herself, and
they didn’t want to “violate her rights™.

This issue is a discussion on the issue of mental illness- we hear personal stories from Alice Adcock and Bill
Gruhn. Teka Childress, Lou Kimmell, and Annjie Schiefelbein address the issues of access, medical treatment, and
helping relationships around mental health, while Jim Allen describes one more disgrace related to our war on Irag-
the multitude of untreated U.S. veterans with Post-Traumatic Stress Disorder.

In the wealthiest couniry in history that possesses the most advanced medical technology in the world, it’s
infuriating to witness the yearly decrease in funding for social spending and menial health services. As a society,
we confinue to marginalize “the least of our brothers and sisters” (Matthew 25) and their needs. Qur priorities
maintain a preferental option for the violence required to satiate our materialistic thirst for the latest Ipod, cheap
oil, bigger and bigger SUVs, and upward mobility. At Karen House, it’s both maddening and heartbreaking to
wilness the consequences of these priorities.

You'll find the word “relationship” in many of this issue’s articles. Whether in family, friendship, or kelping
relationships, I think one thing thart saves us is our love for each other.

+
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A Life with its Share of Pitfalls

by Bill Gruhn

The Round Table commitiee asked me to write about
my life because I' ve had a mental illness since early child-
hood. I am now fifty-eight. I was first diagnosed with
bipolar disorder in the early 70’s. I have known some
stable times and was happily married for eleven years. 1
have two grown sons. More often, though, 1’ ve experi-
enced turmoil. I was almosl institutionalized as a young
man, and after my marmage failed, I spent ten years home-
less.

Mental disease is not the same as an emotional dis-
turbance. Someone may face difficulty during a particu-
larly stressful challenge and benefit from a short interval
of therapy, but 2 mental disease is hard-wired, like color
blindness, and perhaps a person never utterly overcomes
1L, although he can learn more healthful behaviors. Men-
ial disease stems from this hard-wiring in the brain and
also from poor emotional examples, irresponsible and
counter-productive habits, and cultural dislocations. T'l]
give examples of all of these in my life account.

My childhood bad its share of pitfalls. By the time I
entered kindergarten I was so estranged from my family
that T built a fort of cardboard boxes in the basermnent and
moved all my things in. [ would not eat with my family.
Icollected toy guns and re-fought the Indian Wars, slaugh-
tering white seulers and blowing up train tracks. My
younger sister Sue was my perennjal target. When I wasn’t
threatening to scalp her, I found a benevolent side. By
the time I was in fifth grade, I was in demand as a week-
end babysitter. [ cut neighbors’ lawns in the summer, shov-
eled snow in the winter, and dutifully saved money until
I bought a motorcycle when I was sixteen.

When I was little, we lived outside Pittsburgh, in a
suburb called Whitehall, on a hill overlooking the city. I
transformed my swing set in our backyard iato the arch
of a church and pondesed. On some Sundays, I would
dress up my younger brother Paul and my sister Sue as
Medieval saints and then parade them into Dad and
Mom’s room and force them to take us o church. My
older brother George refused te be confirmed because
the church did not persuade him by their response to evo-
lutzon. We stopped attending church when I was about

nine.

By the time I was fourteen, I decided life was 100
somber and sterile and tried to lighten up, but my per-
sonality started 1o disintegrate. In my family, everything
was work. Nothing was rewarded. Nothing was punished.
Nothing was celebrated. I don’t remember anyone’s birth-
day. I don’t remember any New Year’s. I don’t remem-
ber any Fourth of July. I don’t remember any Christmas.
Every day we did our work. My parents had little ability
to feel happiness.

Yel my father was one of the most virtuous men I
have ever met. When he died in 1998, his co-workers
gave Mom a plaque saying that Dad was everything a
human being should be. My mother cared about every-
thing under the sun. George pondered everything beyond
it. Nevertheless, we were all a bit displaced. We had
moved 1o an upper class neighborhood cutside Chicago
called Oak Park River Forest. Mom was a Jew in a to-
tally Gentite area. George was a beatnik in the straightest
Republican enclave. Dad was a socialist idealist amidst
careerists. My mother didn’t help by following a very
lax and permissive approach to parenting. She allowed
George 10 not bathe or change his shirts. He was regarded
as odd. He never took a shower, but only sponge-bathed
himself occasionally. Mom always picked up after us. 1
never had 1o clean my room. Dad was a pathologist and
struggled to secure a leading position over a hospital labo-
ratory. He was little involved in our development. Mom
was so challenged by my fatlures that she went to North-
western University and became a vocational counselor.
She helped hundreds of people, but I was hopeless.

By my sophomore year in high school, Texperienced
debilitating depression in springtime and mania in the
Fall, the reverse of the average pattern of manic depres-
sion. By my seniar year, my mood swings had morphed
into periodic episodes lasting a number of weeks, a rapid
cycling process atypical of males. This was 1967. Bipo-
lar Disorder was not clinically identified until 1971. [
was an honor student, but would wander away from school
and just walk for miles unul the principal of the schaol
had to suspend me and my parents sent me 10 a psychia-

Bill Gruhn is a faithful housetaker at Karen House.
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trist.

Certainly nothing became lighter. I abandoned the
best of my family heritage of learning and became quite
silly. This was the worst mistake of my life. I tried to
become the all-American care-free teenager, with a blond
girlfriend and a burnch of fun-loving friends. I didn’t like
partying. I'm too introverted. 1 was so antagonistic to-
ward my family. This hindered them from finding the
best course of action. Therapy can encourage a person o
criticize his parents and alienate him from his family.
This is crazy in iiself.

I became plagued by uncertainty and inertia. Therapy
was unavailing. I do not remember any therapist asking
me what [ proposed to do with my life or holding me to
any course. Nothing was required. Little was aimed at.
Self-esleem was supposed to spring from some primor-
dial mist. Psychology can give a window to be disgruntled
with one’s environment instead of seeking how to grow
together with others in happiness. What psychologists
write doesn’t translate into how therapists conduct their
sessions. Therapists are in a bind. If they don’t challenge
a person, he will not change, but if they do, he may grow
uncomfortable and leave therapy.

When I graduated from high school, I told my father
and mother I would not be able to succeed at college due
to my instability. Yet, during the Vietnam War, there
seemmed like nothing else to do with me. What a mistake!
I should have been shipped off to a supervised workshop.
Instead, I was shipped off to college and after a number
of weeks, forged some checks, just on impulse, and ended
up in prison. Soon I was shipped off to a mental hospital.
My father placed me in the best hospital in the reglon.
The more therapy I received, the more debilitated I be-
came. Afier my first hospitalization at nineteen, I almost
never saw any of my family again, until I was married at
thirty-twao.

People tended to discount my reports of mood swings.
Once I was diagnosed with Bipolar Disorder things didn’t
change. The worst feature of mania is that a person doesn’t
sleep and his mind becomes unraveled. Sylvia Plath killed

herself after she was up for two solid weeks. No effort
was made to make sure I slept. My behavior was so er-
ratic at times, [ was hospitalized throughout my twenties
two to three times a year. The most capable doctors in
the Midwest determined 1 was Bipolar, but whenever I
showed up at a hospital or clinic; I was counted Schizo-
phrenic. Enough said about the quality of programs and
Lreatments.

I ran away from hospitals so often that I was almost
shipped off to Menard Hospital for the criminally insane.
When I wasn’t in mental hospitals 1 lived in warehouses
(programs for the homeless that were later phased out).
Some were capably managed. Others were too big to ad-
equately manage. There was no way Lo prevent murders
and suicides. Liability was probably too great. No one
can be tried when a homeless person dies.

One time [ was 1in the siate hospital west of Chicago
and met an ald who was a student at Moody Bible Insti-
tute. He convinced me Jesus was more than a spiritual
teacher. I began to recover my senses, but I got tired of
preachers saying that no born again person would call
himself sick. Fortunately, I was accepted at a small resi-
denual treatment center called Roscoe House, a few
blocks from Wrigley Field. I met a mathematician and
poet, named Oren, and a past principal of a Rabbinical
school, named Meyer. Life began to brighten. I seek
friendship like some people seek love, money, or power.
While at Roscoe House, I met a beautiful woman, named
Debbie, and soon we moved in together. Once we broke
up I eveniually got my own place, learned to play guitar,
and lived quietly enough.

My parents had arranged for me to see the therapist
who had directed the intern program at the state hospital.
Life went routinely enough until I met the Jesus People
and found their lives stimulating. I became manic. The
Jesus People were a small movement that started in
Kankakee, Illinois and planled a settlement on Chicago’s
porth side near my apartment. Everything would have
been quite good if they didn’t insist I be healed. I was
better, but a mental disease doesn’t go away without some
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practiced habits and growth.

I left Chicago at the end of 1978 and moved to St.
Louis 1o avoid the Jesus People, and began working at
New Life Evangelistic Center with Ray Redlich and Larry
Rice. During 1979, 1 was hospitalized three times briefly
untii I started a regimen of prolixin, which stabilized me.
Nevertheless, [ saw no potential to marry and have chil-
dren after completing the two year program at New Life
given the level of menial work Lasry gave me and no
income whatsoever, and so 1 left after one year. I met
Karen Heisey at a Christian bookstore on Jefferson Ave.
and she invited me to Murphy Blair Reformed Presbyle-
rian Church. I began avidly reading Puritan wrilers and
joined the Church.

I started t0 work part-lime with a church group, as a
laborer, rehabilitating properties in Murphy Blair. I lived
in a small apartment near Sullivan and 14® Sueet. Fol-
lowing Christ began to integrate my personalily. Many
years later the wonderful humanness of the people in the
Catholic Worker, especially Teka and Becky’s uncondi-
tional acceplance four years ago, attracted me and helped
Turther round out my potential. Back in [982 I intended
lo finish a degree in literature at UMSL and artend Cov-
enant Presbyterian Seminary. My goals beyond that were
unrealistic and my work habiis erratic. I wanted to work
in ecumenical efforts between the Eastern Orthedox, Prot-
estants, and Catholics, but didn’t realize how much prepa-
raticn that would require and no one was able Lo advise
me how to go about a project they deemed futile. People
said little and were just eager to see me emolionally stable.
I’'m not convinced therapists know the parameters of
mental health or how to guide people toward Lthem, nor
do they much respect the limits of simple health. Therapy
cannot contain mood swings or psychotic manifesiations
like hearing voices. Sometimes even medicine is inef-
feclive in doing that.

I had no history of being able 1o support myself; nev-
ertheless, [ wanted a family. I visited young adult fellow-
ships to find a wife. Gina was one of the worship leaders
in an Assembly of God church in Webster Groves. We
went on our first date on my birthday in 1981, got en-
gaged in November, and married in June of 1982. Gina
had given the most thought to family life and raising chil-
dren. It was a big mistake not knowing whether I could
held a job before getling married, but I assumed I was
getting beltter and better. How can you have children and
no ability to earn an income? I should have finished
UMSL and tested my ability to work first. Nevertheless,
Gina taught me how to be a good father and my years of
married life were the best period of my life.

Gina loved the country, 50 I chose to go 10 a college
at Rolla and live on a farm, instead of going to UMSL
and living in the city. We planned that Gina would work,
while I attended school, but al the time she didn’1 have
an idea where to work, so we scrapped that plan, lived
very simply and staried having children. I busily did
course work and rarely even walked around the farm, but
my children loved it. Dan later studied biology and Ben

loves hunting. After [ graduated in economics we bought
a house in Union and attended the Franklin Reformed
Presbyterian Church. Gina home-schooled our two sons.

Over the years it was discovered that Prolixin car-
ried risks of debilitating side effects. Once | was taken
off it I became sick again. I experienced five years of
hypomania, a mild elation impervious to facis, also very
atypical in such duration. My marriage failed and I be-
came homeless. Episodes of moods prevented me from
waorking consistently at any job, but [ could routinely study
and spent momings and afternoons reading church doc-
lors, a select group of thirty-three saints, who best ex-
press the Catholic faith. I, too, endeavored to be worthy
of canonization, but no one has been convinced.

I started Zyprexa in 1998, and as the dose was in-
creased, my hypomania ended. Naturally, I became more
anxious, but I endured it because I was able to again see
my children. Abilify was approved by the FDA in 2002
and I started it last year in February. I no longer need as
much sleep, so [ can accomplish more. and it is more
effective in controlling mania. I don’t know what will
happen next. Acquiring a means of livelihood is one of
the fundamental challenges of life and health. No one
should be adrifl. I don't know if I'll ever be able to sup-
port myself and get off Disability. The encouragement
and friendship of many people helps keep me motivated.

Since I"ve been more stable, I’ ve become more pro-
ductive. I've begun a massive volunteer effort. I research
subjects for local state representatives, health care for
Jeanette Oxford, criminal justice for Jamilah Nasheed,
and Medicaid reform for Susan Schoemehl. I"im trying to
expand my range of acquainlances in the legislature and
among social advocacy groups and hope one day to be
hired 10 do policy research. [ work needed posts at Grace
and Peace Presbylterian church and at Karen House. I'm
trying to stimulate more contact between Catholics and
Fundamentalists, and more dialogue between Catholics
and Moslems.

I would not say I'm altogether happy because [ often
have to spend so much time in idle, s0 to speak, because
my symptoms prevent me from doing anything and Ilose
out on many enjoyable happenings. My symptoms are
always associated with a [ack of slegp, but sometimes
even Ambien CR only nets me three hours of sleep a night,
instead of eight.

Four factors work in favor of progress loward health
for people. Medication is certainly helpful in containing
many sympioms, but isn’t effective for everyone. Thera-
peutic programs help people maintain, but cannot deter-
mine anyone's ultimate potential, and sometimes timits
it. Relationships shape a person’s outlook. The examples
one heeds determine what one will aspire to. Spirituality
is the key. God’s love constrains us. Faith that doesn’t
Lrain our behavior and outlogk is flawed. Psychologisis
are woefully unable to spiritually guide individuals. Many
are unbelievers. There is a great need for spiritual direc-
tors 10 parmer with therapists. I'll end this account on

that point.
P+
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From Asylums to Homelessness

by Teka Childress

I recently met a delightful man with a post-graduate
degree. He has been homeless for quite some time. I first
met him at a church where he had gone 1o eat lunch. He
accepted my approach easily. He shared his delusions
freely. He also shared that he had no where 1o stay. He
happily accepted my assistance in helping himn find shel-
ter. He has never accepted any of my atiempts to have
him see a psychiatrist. He was very clear that the FBI has
forbidden him to get psychiatric care. Because of his ill-
ness, he recently ended up in a local hospital, for just
such care anyway. The psychiatrist, for a reason not clear
to me, discharged him before he was fully well. He now
plans o leave town. He is once again clear that the FBI is
forbidding him to see a psychiatrist. Afier all of this, the
only thing that I am clear about is that my hopes for him
having a home and a fuller life have fallen to my feet,
like the [eaves in Autumn, as I have watched his rational-
ity (which must have been stunning once), also fall away.

Last year, Reverend Ray Redlich from New Life
Evangelistic Center told me about a young rman who slept
in a certain spot near the entrance to Highway 55. Sev-
eral of us were participating in a Winter Qutreach, to check
on folks on nights when the termperature got frigid. This
man became a concern for all of us. We weren’t sure we
could count on him to make sound judgments to stay
warm. He would rarely accept our appeals to go to a shel-
ter. One night when the temperature was near eleven de-
grees I found him with few blankets. This year we wor-
ried about him, because his spot from the previous year
became unavailable to him. We found him, however, south
of downtown, under a htghway and behind a pillar. We
checked on him all Winter. He barely spoke a word to us.

I met a woman while we were out one night. She at
first agreed to go to the Winter Shelter on this very cold
night. After we got there, [ began to watch her. I could
tell she wasn't going to make it. She became more and
more uncomfortable and afraid, deciding she couldn’t
possibly stay with all the people gathered to enter the
shelter. She wouldn’t let us 1ake herx to another shelter. 1
ended up walking alongside her until she finally agreed
to let us take her to a place where there might be a heat-
ing grate and she accepted blankets and a bus ticket. I

thought at least she could get on a Metro link train, if all
else failed.

How has this happened? How and why do so many
people with mental disorders end up in such circum-
stances? There are numerous reasons. Obviously some
have to do with the nature of the i]lnesses themselves.
But certainly some of the reasons relate to lack of access
to needed services and resources.

The New Freedom Commission issued a report in
2003 that described the problem of finding treaiment and
services: “For too many Americans with mental illnesses,
the mental health services and supports they need remain
fragmented., disconnected, and often inadequate, frustrat-
ing the opportunity for recovery.” (1)

One element of change in mental health services has
been a shift from spending on State Hospitals and long-
term hospitalizations toward community mental health
care.{2) This is a trend Lhat began afler the Second World
‘War, when the horrid conditions of “asylums™ were ex-
posed. This trend accelerated in the1970°s and has con-
tinued to this day, aided by medications that have made
tife outside of the hospital more possible.(3) The Bazelon
Center for Menta! Health Law issued a report in Dec.,
2001 that showed this pattern. In Fiscal Year 1997 com-
munity mental health services received 56% of mental
health expenditures, up 31% from 1993, while spending
on State Hospitals was 41 % of expenditres in’97.(4)

While the movement toward community treatment

Teka Childress works part-time on the Shelter Outreach Team of BJC Behavioral Health Services.
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and away from institutionalization has been a tremen-
dous step fonward, there is still a tack of sufficient re-
sources in the community 1o assist those with mental 111-
nesses and spending for hospitalizations is sull a great
need.

As T was writing this article in mid March there was
a television news report citing the planned closing of
Hawthome Children’s Hospital in St. Louis. This hospi-
tal, part of the State Hospilal system, has been a treat-
ment option for children for several decades. The par-
ents of the young people in the hospital were asking for
the hospttal to remain open at least another year while
they found altermatives for their children.

Some provision for mental health services has moved
to the private sector. In 1997, privale sources paid for
43% of the total mental health care expenditures, divided
into 17% out-of-pocket, 24% from private insurance, and
2% {rom other private sources.(5)

In the private sector, one of the crucial issues cur-
rently is parity from private insurance companies. Men-
1al bealth advocaltes have been trying for the past five
years ta pass legislation that would make sure that people
living with a mental illness are given the same level of
insurance coverage that is provided for a physical illness.

Many, without resources to pay out-of-pocket, or
without access to private health insurance, depend on
public financing of mental health services. But, these
funding sources have been very precarious over the last
several decades.

States have long borne the grealest responsibility for
providing mental health care, In 1890, the State Care Act
gave states this role (6) However, state spending on mental
health services was 30% less in 1997 than in 1955, when
adjusted for inflation and population growth, according
to a2002 report ““The State of State’s Public Mental Health
Systems.” Cenain slailes had severe cuts. Arkansas, for
example, cut funding for mental health centers by 50%.(7)

Does the cut in funds play a role in the reason that
the man was released early from the hospital? Even
though the doclor was very conscientious, he was per-
haps under a great deal of pressure to discharge some
patients and the man was more than willing to go. In the
last couple of months I have sent three different people
to the hospital who were homeless and experiencing psy-
chotic episodes. None of them was admitted. There were
perhaps other mitigating circumstances, but it js difficult
to imagine that some of the obstacles were not financial.

In addition 1o a likely financial strain is an apparent
nairowing of the interpretation by the court of the law
that allows people 1o be committed. Unless someone is
an extreme danger to themselves or others, it 1s unlbikely
they will be kept in the hospital. T have seen this policy
carried out recently in regard 1o several people who were
very ill and kept very briefly, immediately retuning (o
homelessness and having to live with untreated symp-
toms.

In 1955, people with mental illness were olten [iving
in poor coaditions, sometimes warehoused in State Hos-

pitals. Now we have the combination of less funding and
more complicated needs while people are living in the
community. This is partially eased with the assistance of
programs like SSI, Social Security Disability, Medicare
and Medicaid. Yet the $623.00 per month sum from SSI,
a frequent income of those with mental disorders, gener-
ally leaves a person living in poverty. There is the further
difficulty of obtaining this income. I cannot tell you how
many people I have mel who are homeless, well into mid-
life, most likely eligible, and yet still without SSI. Typi-
cally they were denied the first ume or two they applied
and gave up. Sometimes they are wailing a year for a
hearing. In the cases of several people, the difficulty in
obtaining income relates 10 admitting they have a mental
disorder when they do not believe this to be the case.

Over the last several years, the most serious threat to
accessing treatment and services comes in the form of
Medicaid cuts. Medicaid has
been one of the tavored ways
for states to fund mental health
services because with Medic-
aid the states receive matching
funds from the Federal govern-
ment. Medicaid’s portion of
public funding for mental
health care has increased to
60% in 2007.(8)

In April of ’05, the
United States House and Sen-
ate voted to put binding spend-
ing limits that would require
$10 billion in reductions in
Medicaid over the next five
years.(9) This has had devas-
tating effects on Missourians.
Governor Maut Blunt cut Med-
icaid and nwo hundred thousand
people had their benefits ef-
fected. One hundred and four-
teen thousand people lost their
Medicaid in the year ending in
July of "06.(10} Governor
Blunt, under criticism for these
cuts, joined other governors in
calling for an increase in Med-
icaid, but it is expected that
only a small percentage of those who lost their Medicaid
are likely to have it re-instated.(11)

Another threat to potential Medicaid recipients is a
rule that Medicaid applicants must provide a birth cer-
tificate and State ID as part of the application process. A
recent article in The New York Times stated that tens of
thousands of people in this country who were eligible for
this needed insurance were not obtaining it because of
this rule.(12}

Trying to abtain Birth Certificates and ID’s can be
an incredibly difficult process for many people. I have
been trying to assist a homeless woman in her fifties who
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could be housed at a lovely apartment tomorrow if she
could obtain her birth certificate. She has been waiting
over ten weeks to hear back after sending her application
to California.

It is very difficult to get psychiatric services without
Medicaid. One of the main providers for people without
Medicaid is Hopewell Services. But, 10 be eligible for
Hopewell you have to live on the North side, and be-
cause of their use of resources to provide psychiatric care,
there is less provision for case management services,
which can offer great assistance to those living with men-
tal disorders. BJC Behavioral Health, which offers a great
deal of assistance through case management services, has
been requiring their clients to have Medicaid, with some
exceptions. They have decided to make more exceplions
which will be a great help. Community Alternatives and
St Patrick’s Center also offer some services for people
without Medicaid, but under certain grant restrictions and
only as available. Unfortunately, the Department of Cor-
rections has become a major provider for mental health
care.

The scarcity and difficulty of obtaining Medicaid and
the difficulty of services without it, cause a remendous
strain for people seeking medicines, psychiatric services
and assistance. I regularly meet people needing assistance
who don’t have Medicaid. We begin the application pro-
cess, but there is a long wait and they may not be found
eligible. In any event, they must find ways to obtain care
in the meantime. Many of these folks end up seeking as-
sistance from primary care providers at federally funded
clinics, a topic which Annjie Schiefelbein addresses in
her article.

This article has deall primanly with access to ser-
vices but has not addressed what type of services people
require or desire. This is a crucial issue and is being ad-
dressed more and more as people with mental illnesses,
commornly known as “consumers,” are becoming more
involved in their treatment and advocacy. Groups like
the Empowerment Center, the Self Help Center and NAMI

(National Alliance on Mental Tilness), have aided this
movement and have offered education and support for
family members of persons with mental disorders. Those
interested in addressing the issue of access to services,
as well as a host of other issues can consider joining
NAM]I and their efforts. (www.namistl.org)

Lastly, it is most important to note that while the fo-
cus of this article Is on access (0 resources and treatment,
equally impertant is the role that relationships play in all
our lives and no less in the lives of persons with mental
disorders. It is essential that we continue (o take away
the stigmas too-long attached to these illnesses and reach
out to those who live with them. Then, finally, our heal-
ing will begin. +
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11 Firedupmo.com

12 “Citizens Who Lack Papers Lose Medicaid”, Robert
Pear, The New York Times, March 11, 2007.

Christ's Broken Body

she stands in the doorway

talking to herself

in words she can only understand
all her possessions by her feet
passerbys by pass her

and she is... Christ

he sits on the steam grate

- Tying to keep warm
bottle clutched to his chest
arm outstretched
asking begging for help
and he is... Christ

she looks tired rundown
bruised a black eye
smile on her lips

curses under her breath
trying to survive

only way she knows
and she is... Christ

he lies in the hospital
thin too thin to be alive
pain in his heart

fear in his eyes

talks about dying

and rising

and he is... Christ

--paul dyba
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Accompaniment in the Journey
Toward Health

by Lou Powers Kimmell

At the age of eighteen, [ was drawn to working in a
small local nursing home that repelled guests upon entry
by enveloping themn in a crush of smeary pink walls, and
the pervasive smell of mop water mixed with urine and a
dash of Pine Sol. Upon conquering the inclination to flee
tmmediately, most people visited their family member in
a cursory manner and left. Weeks, months, years might
pass before the next visit occurred, perhaps when the pas-
sage of ime dimmed their memories of the elder’s cur-
reqt situation and capabilities. Eventually the longing for
their elder as they used to be in healthier days overcame
the desire to remain distant and safely immersed in the
day to day routine of their own lives. Ofien the grief that
was visible in the face of a daughter or son as they shrank
weakly toward the nursing home exit struck me. The urge
to stop each visitor and encourage them to stay longer
and observe the small viciories of health that occurred
regularly is a vivid remembrance that I associate with
my first experience in a healthcare role. Ilonged for fam-
ily members to maintain the infimacy with their elder
that siaff in the nursing home experienced and enjoyed.
Residents descnbed seminal moments from their past and
shared personal wisdom that conlinued to impact their
sense of well being. Each day was filled with moments
when a resident rediscovered a strength that contributed
to his or her experience of health.

The word “health” can refer to a person’s HDL level,
their ability to sustain aerobic exercise for 30 minutes, or
the demonstraiion that they process information in a logi-
cal sequence and choose behaviocrs based on their thought
process. Health can also be a terminally il hospital pa-
tient fecling present to a gentle breeze wafting across their
arm or a dying parent holding the hand of their grand-
child as they take their last breath.

As a casemanager working with people experienc-
ing symptoms of mental illness, I have learned that health
can be an ongoing dialogue between individuals, an evolv-
ing process that at different times will manifest as con-

unuing stagnation, radical change and alarming setbacks.

A person that experiences mental health symptoms
is very likely to be judged unhealthy in mainstream Ameri-
can culture. The stigma that a mental health consumer
must face daily reveals underlying assumptions that con-
sumers are sick, incompetent, and dangerous. For ex-
ample: when searching for housing, landlords become
dubious about renting to a consumer with an intermittent

work history or sustained by Social Security disability
based income. Apartment managers state that they don’t
want to rent to a person that will make the neighborhood
unsafe or draw the atiention of police to the property.
Intake staff at nursing homes, transitional housing pro-
grams, and assisted living programs will close the door
to mental health consumers explaining, “We’re not a psy-
chiatric unit, we aren’t equipped to take care of those
people.” Stigma associated with people experiencing
mental illness creates barriers that thwart the consumer’s
attempts to obtain the basic needs that people without
disabilities often assume are readily available to all.
The optimal environmental conditions that contrib-
ute to an individual’s healih are all too often unattainable

Lou Powers Kimmell came to Karen House for years in her role as an outreach worker with BJC Behavioral

Health Services.
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for those with menial ilinesses. Employers hire follow-
ing a traditional model of one employee for one job. In-
clusion of people experiencing the chronic ebb and flow
of mental illness symptoms into the work force would be
greatly facilitated by widespread acceptance of job shar-
ing strategies. But accommodating the special needs of
some mental health consumers is rarely seen as a central
priority in our current cultural context. At best we can
hope that the current gestures made by policy makers
toward inclusion will not be undermined by budget cuts
and bureaucratic implementation.

The Department of Mental Health and Medicaid re-
imburse mental health agencies for providing case man-
agement 10 people experiencing severe and chronic mental
iliness symptoms. In the context of the case management
relatonship, the consumer is encouraged to identify and
work toward goals that they wish to attain. The case man-
ager assists the consumer by linking them to resousces,
advocating on their behalf and providing support and
counseling. During the initial dialogue about the work
that 1s to be undertaken, the case manager must earn the
privilege of working with the consumer. Qualities that
consumers look for in another person when seeking to
cultivate health-promoting relationships include truthful-
ness, reliability, and empathy. The consumer will expect
to be heard, respected unconditionally, and offered accu-
rate information that relates to their personal situation
and concerns.

Cultivating health through the intimacy of relaton-
ship requires that trust and safety are a central theme that
is addressed initially and continuously. The consumer
should be asked to recall past helping relationships and
describe what seemed to work and what was delrimen-
tal. A discussion can ensue where possible problems in
the relationship are anticipated and various solutions are
generated. The inevitable clash of viewpoints can be ac-
knowledged and the consumer’s right to self determina-
tion recognized. As the relationship deepens, both par-
sicipants will need to work at respecting the unique per-
spective of the other. Ultimately the relationship will
mature and become a safe haven for the consumer where
they feel that they can express concerns without fear of
harmful repercussions. It is important for individuals to
be able 1o retreat into a relationship that is calm and sup-
portive. The consumer can then express his or her frus-
trations. From that experience people can understand
themselves better and develop strategies for addressing
their underlying concerms.

Change toward health can be nurtured when goals
are truly meaningful to the consumer. In addition, easly
successes are important for engaging the consumer in
ongeing treatment. In a health promoting relationship,
disappointments and difficulties are examined for the
information they can give about how to make the next
effort fruitful. Most importantly, calling another to seek
personal health requires planting the seeds of hope that
change is possible. Sometimes a consumer’s frame of
reference needs to be expanded by learning about oppor-

Creative Commons License @@@ Karen House Catholic Worker 314.621.4052 www.KarenHouseCW.org

10

tunities in the community that are available to them. Join-
ing the consumer in daily activities forges the collabora-
tion toward health.

A feature of the convergence of symptoms of several
mental illness disorders is difficulty recognizing that one
is experiencing mental illaess symptoms. When you com-
bine this with the stigma that is associated with mental
illness, it is not surprising that many consumers do not
want to participale in the weatments available to them.
Initiating a helping relationship with a consumer does
not require the consumer declare that they experience
symptoms. A far more successful approach is to explore
the consumer’s strengths and 1o move toward health by
focusing on how existing skills can improve quality of
life. Often a person’s strengths are also their most chal-
lenging weakness.

For example, a personal strength of seeking the com-
panionship of others can accompany the challenge of not
allacating enough time to0 pay bills or care for a house-
hold. Consumers can deepen their personal understand-
ing when the many aspects of their sirengths are rein-
vented and fine tuned. Offering the individual stories of
how other people have creatively used their strengths to
address problerus normalizes the troubles they are fac-
ing.

So what does healith look like? When a consumer con-
templates taking medication for menial illness symptoims,
I suggest that they identify what they want to achieve
and reflect on their ability to attain their dreams. Medi-
cation can help a consumer focus on their goals and make
their effort increasingly instrtumental. Symptoms that are
perceived as uncomfortable by the consumer should di-
rect medication treatment. Many symptoms are a benefit
to the consumer, helping them manage the stress of their
day to day reality. Before these symptoms are modified
with medication treatment, replacement coping skills
must be discovered by the consumer. Diminishing men-
tal illness symptoms, however, is hardly a sufficient or
necessary component to health. Health can be best de-
scribed by the individual, and only through the intimacy
of a healing relationship can a person truly know it.

+




Post Traumatic Stress:
An Invisible Wound of War

by Jim Allen

Recall fora moment your worst nighunare. Remember the
experience of the mightmare. Relive the feelings accompanying
the nightmare. Remember the feeling of relief when you realized
it was a nightmare. Now, imagine for a moment that the night-
mare won’t go away. Fear of the nighimare makes it difficultto
sleep. The struggle to sleep becomes regular. No matter how
tired you are or how hard your try, sleep doesn’t come. Night
atter mght the struggle goes on. This is acommon experience
of those suffering from Post Traumatic Stress Disorder (PTSD).

The Nature of PTSD

PTSD develops in response 1o terrifying situations
in which individuals experience actual physical harm or
the threat of such harm. Traumatic events such as as-
sault, rape, torture, abuse, natural disasters, or war can
result in PTSD. Those experiencing PTSD report a vari-
ety of symptoms that may last from minutes to days.

Intrusive thoughts, nightmares, or flashbacks thatin-
volve a recurrence of the trauma and the associated feel-
ings are among the most commonly reported symptoms.
Anxiety associated with situations that are like that in
which the trauma took place, or recall the trauma, is an-
other frequently reporied symptom. If the traumatized
individual is unable the leave the anxiety producing situ-
ation, intense distress may occur. The fear of encounter-
ing situations that may trigger recalling the trauma fre-
quently leads to avoiding anyone or anything even re-
motely associated with the trauma. Because of the pain
associated with the trauma, some PTSD victims develop
“amnesia” around the trauma as a means of protecting
themselves. PTSD victims may also report shutting down
emotionally and not allowing themselves to experience
feelings. Other reported symptoms include hyper-vigi-
lance, problems with memory or concentration, angry outbursts,
and at imes survivor guilt.

Those suffering from PTSD are also at high risk to experi-
ence other significant problems. Depression and substance
abuse are frequendy reported by those diagnosed with PTSD.
PTSD is also closely associated with difficulty in social and
family life. High levels of marital problems, frequent divorces,
difficulty finding and holding jobs, and legal problems are among
the difficulties most frequently reported by those diagnosed
with PTSD.

PTSD and Military Combat

Military combat, by its very nature. exposes those
involved to extremely stressful situations that frequently
lead to PTSD. Consider for a moment the enviconment
in which military serving in Iraq operate. Combat in Iraq
is frequently described as “urban warfare.” Unlike other
combat siteations in which the “enemy” is clearly 1denti-
fied, everyone becomes a potential “enemy” in an urban
warfare environment. The threat of being attacked by
unrecognized enemies dramatically increases stress. That
stress is further compounded by dealing regularly with
the reality of death. Killing others is particularly trau-
matic. The risk of PTSD increases as service members
serve multiple tours in Iraq.

Estimates of the occurrence of PTSD in the general
population range from 10% to 15%. By comparison, cur-
rent estimates suggest that as many as 1/3 of service
members returning from Iraq manifest symptoms meet-
ing the cntena for a diagnosis of PTSD. This figure rep-
reseiits a scale of woops suffering from PTSD not seen
since Viewnarn, and is directly related to combat.

Of particular concern is the rate of PTSD among fe-
male military personnel. Research indicates that women
are. more likely than men o experience some kind of rauma or
multiple traurnas prior Lo joining the military or being deployed

Jim Allen was a social work officer in the US Army for twenty years.
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Mental Health: A Chancy Path to Stability

64 O~ 66

You recsive praoper medi-
cation with faw side-
effects; famlly and
friends support you and
find subsidized housing.

0=

38

Your symptoms are so Tou i
terrible that you begin to ¥
self-medicats with alcohol.




28

Your symploms
worsen, and Include
paranola; you trust no
one.
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to acornbal environment. Physical assault, sexual assault, and
rape are the most commonly reported travmatic experiences.
These experiences predispose women to PTSD when subjected
to additional trauma. The poten-
tial for trauma while on active duty
is significant. According to a
2003 report, funded by the Depat-
ment of Defense, nearly 1/3 of a
nasionwide sample of fermnale vet-
erans seeking health care through
the Veterans Administration said
they experienced rape or at-
tempted rape during their service.
Thirty-seven percent (37%) of
those experiencing rape indicaled
they were raped muldple Gmes and
14% reported gang rape. A Veler-
ans Aftairs study indicated that
sexual harassment and rape in-
crease dunag wartime. With these
threats, the risk of PTSD among

(e CHoICE 10DaY
'S NO [ONYer
RETWEEN VIOIENE
20D NON-VoEenNCe .

It 1§ etHCr

PTSD at Veterans Hospitals. Veterans Cenlers treated another
3,000 diagnosed with PTSD. The demand for medical services
through the Department of Veterans Affairs has resulted ina
backlog of 400,000 benefits
claims. This backlog sig-
nificanty delays the provi-
sion of needed services. As
service members wait for
their claim to be processed,
their condition continues
to deteriorate. Current
plans calt fora 9% increasc
in the Deparument of Veter-
ans Affairs Budget. Thisin-
crease will provide addi-
tional resources that can
help to reduce the backlog.
Plans for 2008 and 2009,
however, call for cuts of
about $1.8 billion. Thus,
the long-term outlook for

fernale military personnel serving [\j O N - v l O L@ N < 6 OT" timely cace for veterans di-
in combat increases dramatically. agnosed with PTSD is not
Treanment gooxL
Early intervention is critical NO N - e X l S‘t G N <(:)

in dealing with PTSD. Continued sl Conclusion

exposure to the tlraumauc situa- WM ' The war in Jraq continues,
tion further compromises the )‘Q’?’ ! ?"’ ) and as it does more service
physical and psychological wel- menbers become vicims of

fare of the individual. The inmme-

diate effect of traumatic events is most evident to the persos
experiencing them. In the absence of self identification, the
corapromsed condition of the victim is overlooked and the
delerioration continues. This scenario is particularly prevalent
among military personnel. Fear of the stigma associated with
mental health issues frequenty keeps service members from
seeking help even when they recognize the severity of their
problems. The most severely affected are the least likely to seek
help. Helpis frequently sought at the point where coping mecha-
msms fail and a crisis occurs.

Many of those seeking treatment for PTSD do so
through the Depasrtment of Veterans Affairs. During FY
2005, the Veterans Hospitals provided care to 317,000
individuals with primary or secondary diagnosis of PTSD.
An additional 50,000 individuals received care through Veler-
ans Centers. Benween 2002 and 2005, 16,000 veterans of Opera-
tion Iraqi Freedom and Enduring Freedom received care for

PTSD. Becatise the physi-
cal scars of PTSD are less obvious than those of other types of
njuries, its impact may be overlooked. Like any injury, how-
ever, if nat properly treated, PTSD can become very debilitat-
ing. PTSD must be recognized for what it is: a trauniatic condi-
tion that compromises the health and welfare of those who
experience it.

Creative Commons License @@@ Karen House Catholic Worker 314.621.4052 www.KarenHouseCW.org

14




One Family's Journey

by Alice Adcock

It was January 1994 when the phone rang and it was
a hospital calling to say that she was there and could the
family come for a meeting with her doctor and her. They
wanted all of us, her mother and her two brothers and
two sisters. And, we went.

She said she was really sorry for “all the things she
had done.” She said she was “going to do something about
this illness.” She asked for ous support and that she had
decided to put herself in a “residential care facility,” that
she had “a new diagnosis and different medication.” The
doctor told us she didn’t have a bi-polar disorder but in-
stead “had a schizoaffective disorder.” [ had never heard
that term and he had a nurse give me some papers to take
home with me. We said “Of course.” We had always been
there for her, even when she did not want us to be.

On reflection, that was the beginning. The beginning
of her setting herself on a path to recover a life for her-
self and taking all of us with her.

At the time, we did not know that. It is hard to ex-
plain to those who haven’t experienced it what it is like
to live with a loved one who suffers from a severe and
persistent mential disorder. Over the years I have heard it
described as “‘always waiting for the other shoe to drop,”
or “an emotional roller coaster,” or “an emotional jerk-
ing around.” What I have come to know is this: it is highly
emotional and it is cyclical. There is a pattern to it and it
doesn’t go away. It is the only disease, the only illness
that requires the individuoal to go to total breakdown be-
fore receiving treatment. Overtaying this is the problem
of stigma and in the case of mental illness that is defined
as “the banishment and scapegoating of people whose
conditions are considered so fearful, and so repugnant,
that they are judged to deserve their fate.” Are those who
are diagnosed with cancer, or heart disease or diabetes
burdened with this viewpoint? Why couldn’t my daugh-
ter have been given the kind of compassion and under-
standing, knowledge and support that those who are di-
agnosed with those illnesses receive? Instead, she had
been treated inappropriately for some seven years and as
a result, she lost everything: her marriage, her two girls
and her home. She was unable 1o work as a nurse, a uea-

sured career that she had worked so hard to achieve. It 1s
aterrible thing to watch your bright and promising young
daughter unravel before your very eyes and be helpless
to do anything about it. She had lived with Type I diabe-
tes since she was 18 months old. She understood chronic
illness. She had become a registered nurse, had married
and had two lovely daughters. She regularly took the pre-
scribed meds. It didn’t work. She lost hope and follow-
ing the loss of her marriage, she ran. That period lasted a
very long six years. I knew she was putting herself in all
kinds of danger and, on occasion, we would get a call
tike the one from the hospital, when she was in trouble.
So, we did not think she would persist. But, this time,
she did.

She signed a paper so that I could talk to her doclor.
That was something she had refused to allow me to de so
it was a real sign to me that she was serious about “doing
something about it.” But then we began experiencing
system failure again. We discovered she could not con-
tinue with the doctor who had re-diagnosed her and put
her on different medication. Being on disability, she was
required to use the doctor that came to the RCF. The resi-
dential care facility was awful. The smoking room was
the dining room where all the residents ate their meals
and congregated. Whenever I would come by to pick her
up, her clothes would reek of smoke. She, herself, did
not srnoke. The place would not provide a diabetic meal
for her. I was afraid to complain or advocate for her for
fear she would run again. Qur relationship was fragile
and I let her take the lead. When she lost her husband, all
the parancia she had directed toward him was turned on
me. But the medications seemed to be helping somewhat,
so we tried to solve some of the problems ourselves.

She began walking in the neighborhood everyday.
The exercise was good for her diabetes and there were
virtually no activities for the residents anyway. Her sis-
ters and brothers found it hard to visit her there. One sis-
ter would cry uncentrollably after visiting her. I uied to
sooth her by telling her what my daughter had said about
living in what looked to us like a nursing home. When
she had worked as a nurse, she liked working in nursing

Alice Adcock and her daughter have moved to Edwardsville, IL to be closer to family members. She is planning to
join NAMI Madison County to teach Family-to-Family classes in Illinois.
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homes. And she had told me she could, in this new place,
“do the part of nursing she had always loved best,” she
could ialk o the patients. She would get some of them to
walk with her. There was a small roadside vegetable stand
about 2 blocks away from her residence. I would give
her some money to purchase fruit and veggies. She was
still very sick. When I would pick her up and bring her to
my house, she would become very anxious and want to
go back “‘home” after as little as 30 minutes. It broke my
heart to think she viewed that place as “home™.

The next big break came when a friend told me about
NAMI, the National Institute on Mental Illness. Their
mission (now mine) is to improve the lives of persons
with mental iliness and their families through education,
support, advocacy, and rescarch. They had a 12-week
course called “The Journey of Hope.” It has since been
renamed “Family-to-Family.” Trained volunteers, who
themselves have a loved one who suffers frorn a mental
liness, teach i1 once a week for two and a half hours.
There is no charge for the course. I signed up reluctantly.
Ididn’t think it would help. I had lost hope. My husband
had been mentally Ul and, as a result, I Iost him. I be-
came a single parent. I thought if you had a relative who
is mentally ill, it meant you lost. It was the death of the
person you knew before. But the person continues to walk
around. I also believed, like most In our country, that
mental illness was the result of some frauma in one’s
childhood. But. our daughter, who shared his illness, grew
up surrounded by loving family. So, what caused this?
What did it mean long term? Where could we go to get
appropriate and knowledgeable care and support? [ didn’t
know. So, in the fall of 1994, T took the course that was
what all of vs should have had back in 1979 when she
was first diagnosed. But, it wasn’t around at that time. It
wasn’taround in the 1950s either for my husband. NAMI
didn’t even exist until 1977. It had only been taught in
Missouri a couple of times when I took it. A woman 1n
Vesrmong, Joyce Burland, who grew up with a sister who
was mentally ill told us that her parents died thinking
they had somehow caused the terrible iliness. How tragic!
When Joyce’s own daughter, approaching the prime of
her career as a dancer, was stricken with the same ill-
ness, she thought surely things had changed.

Buct, they hadn’t. She discovered, while working on
her Ph.D program in clinical psychology that the psy-
choanalytic and family-system interpretation of mental
illness sull held sway, unchallenged. She went to work
and joined NAMI and a local support group. She studied
all the literature she could find. She has written her “‘story”
in the Family-to-Famiy course. As she learned, she found
she could act. She wrote the Family-to-Family course and
worked within the NAMI organization to spread the word.
She is now Dr. Joyce Burland, Director of NAM]I Fam-
ily-to-Family Education Program.

The course didn't take away the illness but it was
immensely empowering for me. I found 1t contained an-
swers (o many mysteries and misconceptions. It helped
me talk to her in a more helpful way. It helped me talk to

my other children so that they could also understand. |
signed up to be trained to teach the course. By this time,
I was retired and I became a NAMI volunieer. I served
on the board for eight years, began to teach Family-to-
Family about twice a year, was on the speaker’s bureau
and served on several panels as a “family member’” at
the Washington University Medical School. After so many
years of living in “silence,” it felt strange to “come out.”
I had a lot of help. I met people who were enormously
strong. People who refused to give up on theirloved one,
who fought the guilt and confusion that inevitably visit.
What courage I saw in those who came to my classes! Tt
continually “fed” me. And they have become forever
friends.

In 2000, I was trained by Joyce Burland herself to be
a Missourl State Trainer. About once a year, I travel (o
Jefferson City to teach a three-day intensive {raining for
new Family-to-Family teachers. Today, there are four of
us doing this. At another time of the year, we teach Fam-
ily-to-Family Support Group Facilitators. This is a fairly
new support group structure but much more effective than
the way we used to do 1t. We avoid “ain’t it awful” ses-
sions where everyone leaves feeling worse that when he
or she came. It is not a place to vent frustrations. t is a
place to focus on the here and now difficulty and to net-
work with others in the group for ways they have resolved
these difficulties. I find it enormously satisfying. I will
do this as long as there is a need and for as long as I am
able.

My daughter has “done something about this illness™.
She spent 18 moenths in the residential care facility be-
fore she said she thought she didn’t need to be there any-
more. She found a small apartment nearby. 1 still took
her to doctor visits and grocery shopping. She had a so-
cial worker from BJC who visited her regularly and kept
in touch with me. This person was invaluable because it
gave her some sense of control over her life, someone
she could talk to that wasn’t her mother. It let me be
mother. To mapage this illness, the individval requires a
team. There should be a psychiatrist, a social worker, an
tnternist (rny daughter had an endocrinologist because of
her diabetes) and, of course, family members. She lived
1n her apartment and worked three days a week as a chef’s
assistant for some eight years. T am humbly proud of her.
Idon't know if T could do what she has done with her life
had it been my life. For the past three years, she has lived |
in a nursing home. It is one that we have chosen and one
that she approved before we arranged for her to go there.
Complications from haviag diabetes for 53 years have
brought a condition called “Charcot’s Foot™ and this third
chronic condition has made it too difficult for her 1o man-
age for herself. Yet stil}, she continues 1o “recover a life
for herself.”” She crochets a lot and has made an afghan
for each member of the family. There are a lot of us. Her
two girls have completed their formal education and have
jomed us in caring for their mother, visiting and calling
her nearly every week. She was mother of the bnde for
her oldest daughter last year.
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When I was approached to write this article telling
“the effects of mental iliness on individuals and fami-
lies,” I did feel concern about how 1o approach it. I know
that the story of our difficutties is quite common. I have
heard it over and over in my classes. But my daughter
struggles with guilt, feeling she is responsible for the dif-
ficulties that have come to her family and our family be-
cause of this iliness. We try to help her let go of this but [
know when she feels down, she struggles. I pray that one
day she can let go of it. In the meantime, we will have to
fight this stigma for her. There are many (an inadequate
word) who do not have family members who can do this
for their loved one. Speaking about our own cycling
through hope and grief and disappointment with system
failure and then hope again does make it easier to stand
up for what needs to be. I invite anyone who has a loved
one with a diagnosis of a mental disorder to join us at

NAMI national web www.nami.org
NAMI St. Louts phone number 314 966 4670

Uninsured and Underserved

by Aunjie Schiefelbein

Many of our gucsts stoed by shaking their heads as
Teka and 1 sat outside with Claire. Claire is not allowed
in Karen House right now, as she had a particularly vio-
lent episode a few weeks back, and is less stable now.
The women were sympathetic to Clair but also protec-
tive of their kids and the house as they had seen the level
of destruction her mental illness had caused. One of the
women commented, ““They should get her in (o see¢ a doc-
tor.”” At that point it was time for me (o shake my head. I
very well know the frustration on the Karen House side
of irying to get someone inta care. But I also know the
frustration from the other side, that of the city clinics
which have become the place in the community for fotks
like Claire to go (or be sent) in hopes of receiving mental
health care.

I work as a family nurse practitioner (FNP) for one
of the city clinics in St. Louis. Working at the c¢linic and
living at Karen House enables me to see this issue (and
the people affected) from iwo perspectives. At Karen
House, I am desperately trying to get Claire somewhere,

anywhere for help. On the clinic side, a place where she
could conceivably get help, there is little to do for her.
Claire. who probably has schizophrenia, has few oplions.
We may have convinced her to go to the hospital from
Karen House that night, but even the last bastion, Metro-
politan Psychiatric Center (MPC), where many of our
guests have gotten crisis mental health medications, has
become less of an option. They used to be one of the few
places that would receive someaone who was in a mental
health crisis but did not have any insurance. Now they
rarely admit people, even people who desire help or who
are in active crisis. [n the past someone like Claire could
have gotten three days of medication and an appoiniment
with a psychiatrist for follow-up. Now the people we send
don’t get any medication, and often no appointment, so
MPC is tess of an option. As far as mental health care for
someone who's in crisis and without insurance, Hopewell
Clinic or hospital care, and the limitations within those
systems 1s about all there is. The options are even fewer
for someone not in an acute crisis, but suffering nonethe-

In addition to her work at Karen House and Grace Hill, Annjie Schiefelbein, has been working on a six week
plan to finish many of the essential projects at Teka Childress (TC) House.
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17



less. But Claire still needs help, as our women identified.
The next option, is primary care.

As a FNP, I have many patients every week who live
with a mental illness. When I look at the patient’s chart
and see Medicaid or Medicare, [ sigh a prayer of relief.
There are some options for those folks. Bat at my clinic,
most of the time, I see the word UNINSURED on my
screen. That's when my resignation begins. For a variely
of reasons, I (and many other health care providers) am
urcomfortable treating any mental health issue aside from
depression. Even treating depression in someone who is
new to the clinic is an uncertain business. If they actually
turn out to have bipolar disorder, and I am just happen-
ing to see them on the depressive phase, it could be ex-
wernely harmful to start thern on an antidepressant. If a
person has any other psychiatric disorder (diagnosed or
undiagnosed}, I can’t treat them. I have neither the expe-
rience nor the skill (or time during an cffice visit) to per-
form an assessment and plan of care that would be of
benefii, and may actsally be harmful. We are primary
care providers. When we see someone with renal dis-
ease, we don’t treat them but send them to a nephrolo-
gist. A difficult skin disorder warrants referral to a der-
matologist; heart conditions to cardiologists, etc. For each
disorder there is a related specialist who deals with the
issues that go beyond primary care. This is t{rue for psy-
chiatric disorders as well. But unlike the diseases listed
above, there is relatively nowhere to refer a person with
a psychiatric disorder and no insurance.

I recently sal with a large group of clinicians with
whom I work and asked them what they do for folks with
mental illness who come to the clinics, either for mental
health care or medical care. This is not a new topic among
us. The issue of mental health care in St. Louis has been
a matier of greal irmportance, and we have sat in many
meetings where the frusiration level has been obvious,
because we feel so impotent as clinicians. I knew that I
was nol comfortable or able to help most folks with a
mental illness, but I wondered what other clinicians, those
with more training or more experience did in similar cir-
cumstances.

The answer was a chorus of aggravation. None of
the city clinics has a psychiatrist or mental health spe-
cialist on staff. As primary care providers, the appropri-
ate care would be for us to refer these folks, but to whom?
We don’t have any options available to us that are not
available 1o Teka. So in resignation, we write a referral
1o Hopewell, hoping that they meet the crileria to get in,
hoping they don’t get hurt in the weeks or months before
the appointment, and realizing that being in crisis pre-
vents many people from making scheduled appointments.
So the clinicians are desperate to have someplace to re-
fer people like Claire for appropriate care.

But my question persisted to my colleagues, what do
you feel comfortable treating? What are the diagnoses
for which you would feel competent to prescribe medi-
cation? Everyone shook their heads, and it became clear
that despite experience or education, almost all of us are

Creative Commons License @@@ Karen House Catholic Worker

18

not comfortable with assessing and treating maost mental
illnesses. Some agreed, that if pushed, they would re-
write short term medications that had previously been
prescribed by a psychiatrist and only in an interim until a
patient can return to a psychiatrist. The only people that
includes are people who have already gained access into
psychiatric care and have a plan to continue that care.
This, admittedly, is very few of our patients. The only
other circumstance under which the clinicians would feel
comfortable treating a mental illness is if the patient has
been under the care of that particular clinician for a long
ume (years), and has been in the clinic often enough to
have given the clinician a good sense of the person, their
baseline personality, life issues, and struggles. That, also,
includes very few people.

It is disconcerting that, in an age where this country
has the ability, 10 a fault, to provide cutting-edge medical
care 1o so rnany, that one entire aspect of medical care,
mental health care, is so completely ignored. It is not
even a possibilily o say, well, this one option isn’t per-
fect, but it’s all we have—we have nothing. We have no
place to turn when we have someone desperate for men-
1al health care, seeking help from their primary care pro-
vider.

The situation reminds me of being in Africa, actu-
ally. We would see people in the refugee camp health
tents, diagnose them with things like Tuberculosis, and
then tell them we were sorry there were no treatment
options available. We are sorry you have a life threaten-
ing, debilitating illness. Good luck with that. There’s noth-
ing we can do. It is the same here.

There is no happy ending for this article. There is no
optimistic view from which to see mental health care
(aside from the thousands of people striving to change
it). There are few to no options, more and more people
suffering, and an empty void into which they fall. And
we at the many different front lines, Catholic Worker
houses, mental health outreach, primary care, family
member, can only sit with a person like Claire, try to
keep her from harm, and shake our heads that there is
little to nothing to be done. +

v,
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Last Child in the Woods

review by Tim Pekarek

Today’s children are not hard to find, just follow the
noise. The din is produced by anything plugged in: TVs,
video games, cell phones, and the kids will be on the
receiving end. Even with wireless connections, their at-
tention won’t wander far from 21% century technology.
As aresult of spending so much time in front of a screen,
“according to CDC data, the U.S. population of over-
weight children between ages two and five increased by
almost 39% from 1989 10 1999.” We have “four times
the percentage of childhood obesity reported in
the1960’s.” These quotations are found in Richard Louv’s
book Last Child in the Woods, which examines the im-
pact of social trends that remove children from contact
with nature and time spent outdoors.

Until 1950, a Jarge portion of the population still lived
on farms or in smaller towns. Much of childhood activity
would have taken place outdoors, either involved in chores
or in undirecied play. Louv shows how much harder it
has become for today’s young people to even find na-
ture, let alone the tirne to play n it. With the outward
sprawl of our cities, many more families grow up sur-
rounded by manicured lawns and flowerbeds containing
no mature trees, all designed to create ‘curb appeal’ as
seen from a car. There is little accessible open space and
park creation has not kept pace with population growth
and tand development. Much of urban park space is des-
ignated for specific public use, such as a ball field or
tennis and basketball courts.

Added to this is what Louv refers to as the ‘Bogey-
man Syndrome,’ our general and exaggerated fear of “traf-
fic, cnime, of siranger danger — and of nature itself.” Louv
cites the work of Joel Best, a professor at California State
University at Fresno. Best’s book, Damn Lies and Statis-
tics, took on the subject of how fear overruns reason.
Specifically, Louv uses Best’s work to examine the oft-

quoted statement: “Every year since 1950, the number of

children gunned down has doubled.” Best points out the
impossibility of this assertion, reminding the reader that,
“By this doubling process, the number of American kids
shot i 1987 alone would have been greater than the
world’s population.” Small wonder kids are growing up
afraid of the world outside their door. They have little or
no chance to find any nature, even if 1t were hiding nearby,
and therefore have no knowledge of it. How would such
an individual dertve any comfort from something so for-
eign?

The urend Louv follows in Last Child in the Woods is
one that has developed slowly, as each generation moved
further from nature. The effect of this, which he terms
‘nature-deficit,” 15 an array of physical and mental health
problems we suffer, and are related, n part, to the loss in

BOO}\ REVIEW

our undersianding of nature and its beauty. One mani-
festation is an wurational fear of anything not closely con-
trolled. Louv interviewed Rasheed Salahuddin, a high
school principal in San Diego County. Salahuddin heads
the local school district’s one week outdoor education
program. Too many kids are associating nature with fear
and catastrophe. Inner—city kids of all ethnic backgrounds
show similar responces, says Sathuddin. Sorne have never
been to the mountains or the beach or the zoo, even
though it’s within sight of their homes. Some of them
spend their entire childhood inside. ... living in fear. They
associate nature with the neighborhood park which is
controlled by gangs. “What does this say about our fu-
ture?” asks Salabuddin. “Nature has been taken over by
thugs who care absolutely nothing about it. We need to
take nature back.”

In other sections of the book, Louv ponders how we
will find future stewards of nature. Over the years, a simi-
lar thought has had the effect of nudging me to take some
of the Karen House youth outdoors. Inner City Outings
is an outreach project of the Sierra Club, a prominent
national environmental organization. The purpose of
1.C.O., in St. Louis since 1992, is to provide the oppor-
tunity for disadvantaged inner-city children and youth
to explore and enjoy the wildness of nature. I.C.O. trips
vary from a simple day trip to a local site inside the St.
Louis beltway, like Powder Valley Nature Center, (o
camping trips lasting several days. Some trips are as chal-
lenging as a week long backpacking and canoeing trip to
Isle Royale National Park in Lake Superior.

T have co-lead more 1.C.O. outings than I care to
admit and though they have demanded a tot of work and
abil of patience, all of them have been worthwhile. 1.C.O.
leaders receive training and are prepared for the respon-
sibility. The types of outings are determined by the two
or three group leaders who are planning the outings, and
are determined by their skill, knowledge and comfort
level. Typical activities include canoeing, hiking, back-
packing, caving, bicycling trips and all outings have an
environmental education component. They have been as
simple as a game or related reading, or as complex as a
scientific water quality assessment of a backwoods
strearm. On a recent [.C.O. outing with some Karen House
youth, the leaders were delighted to find our group in-
lerested in and skilled at nalure photography. It was a
delightful addition to a Spring trip! For Further infor-
mation on the Sierra Club Inner City Outings, feel free
to contact me at my home or the Karen House, or con-
tact your local Sierra Club. +
Tim Pekarek (314) 588-9010
Karen House (314) 621-4052
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From Abroad

by Amy Gerth

In Guaternala, where the vast majority of land, wealth,
and political power lay in the hands of fourteen families
and intermational corporations, this is a story of one com-
munity, Nuevo San Jose, that stuggled against the finca
owner who was abusing them. This story was shared with
me as | traveled there this year...

Abolino was born and grew up on the San Jose Finca
near Columba. His family and forty-nine other families
worked growing bananas and coffee there. The finca
{plantation) was started in the 1950s,

By the 90’s, the current owner of the finca disap-
peared. Workers continued, counting on his return and
back payment, but afler 1wo years of no salary, sickness
and death resulting from a nutrilionally-poor diel of green
banana, corn, and tortillas, Abolino and another man or-
ganized a meeting, although they had ne organizing ex-
perience.

They wrote an act with the signatures of twenty-five
farnilies that said they would work together to struggle
against the finca owner to get Ltheirrightfully-earned back
pay. As it was the height of the civil war and dangerous
to be affiliated with a union, the other twenty-five fami-
lies decided to support the leaders, but not to sign on
themselves. When Abolino, and the other man represent-
ing the organized families of San Jose amrived at the la-
bor court, they were received well and listened to, but
they had no written docurmnents or proof. They arranged
for a follow-up meeting, but the owner bribed the court
to stop hearings.

When the people of San Jose heard news of what
happened at the court they lost hope. No one had aca-
demic training beyond the 3™ grade and they had ex-
hausted the only route to justice they knew. Would they
be homeless and broke in a time of war?

A new priest with experience in this situation was
assigned to their church and sent Abolino and the other
man o paid labor union training in the city of Xela.

They arranged for a truckload of food for their com-
munity and for social workers and lawyers. Abolino was
beginning to feel strong and ready for the labor court
once again. They learned what forms they needed and

formed a legal union bringing a formal document of com-
plaint to court, this time with the volunteer lawyers.

The owner promised with smiles to pay in full, but
once again abandoned his obligation. Throughout, they
never abandoned the work on the finca - they couldn't or
they would lose everything. In hunger, they would wake
at six and worked hard unti! two, not allowing the owner
a chance to fire them.

The union was angry and now wanted stronger mea-
sures. On Labor Day they organized a protest with the
unions of two other fincas from the same area, marching
and demonstrating at the owner’s house. With flyers and
return protests they struggled only for what they had fairly
earned.

The owner scolded Abolino for “stabbing him in the
back™ and said that because of the protest they would
continue to suffer. Abolino discovered the next day that
the owner had fully repaid all the families who had not
protested and then sold the finca so that they had to move
off of the land.

Abolino demanded to speak to the owner, who tock
him and the other leader out to a lavish lunch and offered
full compensaltion if they would abandon tite union and
the other families. When they refused, the enraged, and
drunk, owaer literally turned the tables and the two lead-
ers fled.

They knew the only things of value lefr on the finca
were bags of coffee, so they guarded them as collateral.
When the trucks came to collect the coffee, the union
blockaded the road with gasoline-soaked trees and rocks
until the drivers called the owner who finatly gave them
their settlement. On the heels of this victory came the
reality that they would have to leave their land of so many
years.

The community remained sirong and decided to buy
land collectively with the seltlement money, growing
coffee and working with the Spanish Red Cross for do-
nated cinderblock for houses, a school, a drainage sys-
temn, and electricity. It was a kind of wealth, this collec-
tive living. They won their community.

+

Amy Gerth, back in St. Louis, divides her time between farming at Urban Roots, teaching and entertaining the

neighboor kids.
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From Teka Childress House

by Jenny Truax

Imagine two Catholic Workers who have absolutely
no construction or home maintenance skills, nor any de-
sire Lo acquire them. Imagine they have no aspirations
1o move from the house of hospitality where they have
lived for years, and of course, that they have no money.
Probably you know Cathalic Workers who fit this de-
scription. It was cerntainly true for the two of us.

Now imagine a Catholic Worker neighborhood that
is being somewhat gentrified, the 100+ year-old homes
are being tom down for rows of identical vinyl houses.
Again, that probably doesn’t take too much to imagine.

Those scenarios were our reality in 2004, when
Annjie Schiefelbein was 1aking the dog for a walk one
day and came upon a house for sale. This house is twao
blocks from Karen House, next door to Tony and Julie’s
sustainable living project, and a perfect size for the 2 of
us plus a family or two. The fact that it was ugly (painted
brick—white of all colors) didn’t deter Annjie, who ex-
claimed in a wonderfully dramatic fashion that night, “I
have news that may change our lives!”’

And change our lives it has. We had a large clarifi-
cation of thought with folks from the neighborhood and
our community, and felt supported and encouraged. The
idea was to slowly rehab the house for two years and
thea invite a large family from Karen House to move In.
The idea of offering long-term hospitality as a comple-
ment to the short-term hospitality at Karen House was
exciting. We decided to buy the house only after finding
out it had a new roof and needed only minor aesthetic
work. The plumbing and the electric were fine. Through
the generosity of several friends, we were able to front
the money to purchase the house.

As evidence to how ill-prepared we were for such
an endeavor, the first things we talked about wese paint
colors and a name for the new CW House! We worked
hard on the name. Each time the subject came up, we
lamented that we couldn’t name it after Teka. For years,
she has provided an authentic and loving modeli for do-
ing hospitalily. We knew she would never allow i, so
we dismissed it each time. In the end though, as painful
as it was to her humility, she acquiesced, and we are
now proud to call it the Teka Childress Catholic Worker.

Three years later, the plans are sull plans. The re-
hab turned out to be a gut rehab. The ‘new’ roof needed

replacing, the electric and plumbing all had 1o be ripped
out and redone. At times 1t has seemed like the more
progress we made, the more we uncovered what needed
to be repaired or replaced. We’ve been blessed with help
from high schools, church groups, and individuals, we've
learned new construction skills, and certainly (and pain-
fully) honed the Catholic Worker skill of begging.

From the beginning, we wanted Catholic Worker val-
ues to guide this house. Practically, this has meant doing a
good deal of the work ourselves, depending on volunteer
labor as much as possible, trying to support local busi-
nesses with our purchases, working on a shoestring and
precarious budgel, and trying to find less toxic options for
building materials.

For us, sticking to Catholic Worker principles also
meant grounding this new house within the wisdom and
experience of the Karen House community. For a year,
the Karen House community spent time each month dis-
cussing the formation of TC House. This initial process
challenged and nurtured us, and provided wisdomm and cre-
ativity that the two of us alone never would have man-
aged. We formally decided thal TC House would provide
hospitality for one large or two small families. The money
would not come from Karen House, but from groups and
families interested 1n the more personal, longer- term hos-
pitality.

We decided to create two groups of support for TC
House. The first is a small consensus-based group that
makes the major decisions for TC House, comprised of
current and former members of the Karen House Comrnu-
nity. The second group, which is still forming, will be a
larger support circle of folks who are seeking a more inti-
malte connection with a family. We envision families who
have kids of the same ages, including the TC House kids
in swimming lessons, outings, tutoring, etc. We hope that
this will be a relationship-based way for all of us involved
to enjoy life in a better way. Feel free to contact either of
us at Karen House or by email (annjies@yahoo.com) if
you’d like to get involved.

Hopefully the next time a “From TC House™ article
comes around, we’ll be able to share the story of the house-
warming party with you, and introduce you to the family
with whom we will begin this new CW House!

+

Jenny Truax has added budding chef to her repertoire of skills as a Jenny of all trades.
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From Karen House

by Tony Hilkin

Karen House 1s, for most volunteers who come
through the door, a school. A classroom for people who
are trying to live a more loving life. A school of social
and political justice taught by day 1o day work with the
poor. For grade school children, Karen House offers a
glimpse of poverty often with welcoming loving hugs
from the children here. High-schoolers are given the op-
portunity to serve meals to the homeless or disiribute
clothing thus cultivating their compassion. For college
students, it 1s theory put into practice - a chance to help
out with something radically different and affect change
along the way. For the individuals who stick around for
a few years, we are realizing that this is a way of life and
not just a volunieer experience. Each day it becomes
harder to walk away from the beauty and pain we have
encountered here.

I have found Karen House to be an edifying experi-
ence and will share ten significant things I have learned
over the years —a few of my lessons learned from the
Karen House classroom:

1. Qur lives should incorporate manual labor. Though
intellectual labor may be more glamorous, hard la-
bor is very fulfilling and spiritual work. I have dis-
covered the things that T have labored most at are the
things that define my beliefs and values. The sus-
tainable living project that Julie and I are working on
1s one such example.
If we want equality, we need diversity. I try to form
relationships with people of varying income, race,
and religious backgrounds. 1 feel this is needed for
social equality.
3. I'have found accompaniment at Karen House to be a
radically different approach from service. Of course,

we provide services to the poor here, but we as a

community try to go beyond this point. We have all

found here that change lies within love more so than
service.

1o

10.

1 try hard not to forget that I come from privilege. It
is probably the largest obstacle that separates me from
close relationships with our guests. My education,
my race, my freedoms, and my access, can all hinder
growth if I am not sensitive.

If we want social justice, we must commit (o
sustainability. Because our destructive environmen-
tal practices directly affect others, especially the poor
(here and around the world), we must look toward
more sustainable practices to truly move toward jus-
tce.

As we all aware non-consumption is the besrt route,
but when we do “need” to consume, it should be or-
ganic, local, green, fair trade, natural, etc. These al-
ternatives often have a higher price tag because they
support better practices.

Resistance takes many shapes and forms from civil
disobedience to offering hospitality. Resislance 1s al-
ways necessary 1o hold government, corporations, and
people of power accountable. I believe in resistance
that 1s inclusive, daily, and creative.

We must have fun. We must have fun. We must have
fun. Julie and T are drastically improving in this area
and are healthier people for it.

Living at Karen House, we try lo accept precarious-
ness of time. I am often late or miss things because
of crises here. It is a difficult but necessary part of
living here.

The above are all interconnected. Practicing one wili
only improve upon the others.

Tony Hilkin and Julie are starting their garden this Spring after four years of working on their sustainable house.
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by Mary Hargadon

Since February, groups across the country have been
occupying the offices of Representatives and Senators,
demanding their vote against further funding for the war
in Iraq. The campaign is called the Occupation Project.
The St. Louis chapter has been doing occupations and
protests at the offices of Russ Carnahan and Claire
McCaskill. On the anniversary of the Iraq war, 175 people
marched downtown, ending at McCaskill's office. Many
people have been active and supportive for this campaign,
some choosing to risk arrest for the cause. The action I
did with my affinity group last month ended in jail. As to
what happened and why anyone would do an action like
this, I can only speak for myself. This was my furst ac-
uon, and therefore stands as my favorite, by default.

My affinity group was named after my house, and
therefore afler the great Carl Kabat, so 1 guess we cre-
ated a good omen for ourselves. To my advaniage, the
group included the famous Teka, whom I looked to as the
leader, even though she characteristically refused that
label. I also clung to the experience of Carolyn Griffeth,
someone a bit young to be my mother-figure, but who
does well as a guru. The other beautiful thing was that
the group included all three of my roommates, whom I
really see as my family. That day Lami, Jorj, and Sarah
became the blood that ran through my veins as I tested
the waters of civil disobedience.

I found myself alone in the lobby of Camahan‘s of-
fice in the beginning of the action while everyone else
was in the main conference room. Important issues did
need to be discussed, buti politics aren’t exactly my ele-
ment. I justified this choice, believing that there should
be someone occupying the lobby at all times. It wasn’1
long before Sarah joined me. We 1alked, but she insisted
that we talk loudly. I admired this leader persona coming
out of her that day. She had a clear view of how she wanted
lo occupy the office. Of course it seemed that everyone
did, but me. I just wanted a war to end and was looking
to others for inspiration for how 1o stop it.

The day eventually picked up a rhythm that consisted
of a few people sitting in the lobby, reading aloud names
of Iraqi and American soldiers who have died, while oth-
ers remainred in the conference room, conferencing. But
by the end of the day I was loosing focus. There was an
idea tossed about that we should handcuff ourselves 1o
the main desk. I won’t say who was and who wasn’t for
this idea, but I will testfy that it did bring tension to the
group. After this and other tangential conflicts, there was
still no sign that we were going to get what we came for.
There was no promised vote from our representative, just
empty staternents disguised as agreements with our opin-
ious.

Atclosing time we didn’t leave, which meant the au-
thorities were being called. We didn’t get the statement
we wanted, so we were going to make a statement of our
own. The remaining seven of us, gathered in the lobby
and continued to read names. We knew we’d be leaving
in handcuffs at this point. I was more scared of not ex-
pressing my opinion clearly through my actions than I
was of facing the police. I stopped reading long enough
to witness one of my best friends being arrested. Afier he
was asked the standard questions, I watched in fear as
Jorj replied coldly to the police officer, “I"'m not going
anywhere.” The brave words gave me clarity. I felt proud
as he was carried out of the office.

When the police came to me [ refused to walk with
them. [ wanted to resist this arrest, like I resisted the war.
I tried to search for some spiritual notion to keep my
body limp as the cops tumed me over on the ground to
handcuff my wrists together. The pain I felt in my arms
and shoulders from being carried downstairs washed away
when I was greeted by Lani’s smiling face inside the
wagon. We had done it. After the rest of my affinity group
piled in the van, our fate awaited us in the cell... at least
for a few hours. On the way we sang with our hand cuffs
clanking, “T’m gonna lay down my sword and shield down
by the river side. Tain’t gonna study war no more.”

+

Mary Hargadon can be seen sporting a dandy farmers hat as she works at the Urban Roots Farm.
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Karen House News
Karen House will close for the monih of
June for a major rehab effort.

Ahuge thank you to all who responded
to our recent appeal letter! Through your
generosity, we raised over $20,000
toward the June Rehab.

We are helping the guests find other
housing, and will NOT be accepting any
donations that month.

Call 621-4052 if you’re interested in
helping out with: 1) Supplies (call us -
we have a list), 2) Labor (people to
purge, clean, paint and restock, and
skilled folks for repair work), or 3) By
adopting a room (furniture, paint, and
beautifying).

we'll print as many as space permits.

The Round Table is the quarterly journal of Catholic Worker life and thought in St. Louis. Subscriptions are free.
Please write to The Rowund Table, 1840 Hogan, St. Louis, MO. 63106. Donations are gladly accepted to help us
continue our work with the poor. People working on this issue include: Joe Angert, Teka Childress, Sarah Sunser,
Mary Hargadon, Lauren Koenig, Christen Parker, Ellen Rehg, and Jenny Truax. Letlers to the editor are encouraged;

Kabat House Needs

Donations towards a “New Window” fund,
supplies and labor for a new fence, toiletries,
milk, butter, sugar. Call 621-7099.

Teka Childress House Needs

Families or individuals interested in support-
ing one fanuly in long-term hospitality.

Call Annjie: 621-4052

Further Resources on Mental Iliness

- Natjopal Alliance on Mental Illness:
nami.org

- American Psychiatmc Assoc.:
healthyminds.org, psych.org

- National Mental Health Consurpers'
Self-Help Clearinghouse: mhselfhelp.org

-Erasing the Stigma of Mental Health Prob-
lems: Two-day conference focused on those
who journey with people who suffer from
mental 1llness or who have lost someone
from suicide. June 2-3, 2007 at the Shrine of
QOur Lady of the Snows in Belleville: 314-
241-3400 x 6272 or snows.org/pdt/erase.pdf

_

The Round Table

Karen Catholic Worker House
1840 Hogan W St. Louis, MO. 63106
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