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 ―Innate among man‘s most 
 powerful strivings toward his 
 fellow men… is an essentially 
 therapeutic striving.‖  

   Harold F. Searles (1979) 
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Abandoning Occam’s Razor: The Art of 
Reconstructing the Self 
Ronald Bassman 

(ron@ronbassman.com) 

With some small changes in style in order to 
make speaking notes into essay-worthy sentences, 
what follows is my keynote address at the 2008 
annual meeting of ISPS-US.  

I am grateful for this opportunity to 
speak. I am honored to have this impres-
sive array of indi-
viduals interested 
in what I have to 
say. And with this 
privilege, I am 
acutely aware of an 
immense responsi-
bility to communi-
cate and use what I 
have learned so 
that others may 
have a somewhat 
easier task navigat-
ing the difficult and diverse states we call 
madness. 

I have devoted more than 40 years to 
the study of extreme mental states—my 
own and others‘. I have witnessed the 
extraordinary ability of people to survive 
and thrive after living through horrendous 
experiences. Remarkable feats of resilience 
attest to our untapped potential.  

I am drawn to the words of anthro-
pologist Edward Hall. He said, ―The fail-
ure to fulfill one‘s potential can be one of 
the most damaging things to occur to a 
person.‖ 

After 25 years of stops and starts in 
the ongoing struggle to effectively write 
about and articulate what I believed, in 
late June of last year I self-published what 
was in my heart and memory, my book, A 
Fight to Be: A Psychologist’s Experience From 
Both Sides of the Locked Door. 

I began writing to clarify my experi-
ence with madness and to learn how I 
developed into who I now am. The writ-
ing went through many revisions as my 

experience with madness and change 
mixed with new experiences, churned in 
my psyche and demanded a more nuanced 
understanding. I had to let go of the anger 
and grieve for what I had lost. I fought to 
remember, bear witness and give testi-

mony. 
As part of my 
s e l f - d i r e c t e d 
study to im-
prove my writ-
ing, I began 
reading the 
works of the 
great writers. I 
avoided reading 
other people‘s 
accounts of 
their psychiatric 

experiences. I was afraid their stories and 
mine would merge. I knew that I had to 
be very careful to hold onto what I could 
remember. Because of the memory losses 
I suffered from psychiatric treatments, I 
knew the danger of taking on an other‘s 
similar experience and confusing it with 
my own. 

While reading Dostoevsky‘s ―Brothers 
Karamazov,‖ I came across a statement 
that resonated at a deep level: ―The most 
difficult thing to do in life is to live with-
out lying and not believing one‘s own 
lies.‖ That quote, that theme, would guide 
my writing and become an integral part of 
my life‘s journey. I copied it, framed it and 
hung it in my office. It is still there. 

I weathered the high hopes and disap-
pointments of several book publishers‘ 
interest—and then the rejections when I 
refused to write my story in the way they 
thought would generate sales. I endured 
the frustration while supported by my wife 
Lindsey‘s belief in me and my 

(Continued on page 11) 

I am gradually feeling my way into the 
position of President of ISPS-US. It is an 
honor to be the current chair of our or-
ganization. Ann-Louise Silver, our found-
ing President, and Karen Stern, our Ex-
ecutive Director, have been of significant 
help to me as I navigate my way into this 
position. I am hoping to work effectively 
with our Executive Board (Ann-Louise 
Silver, Karen Stern, Marty Cosgro, Lori 
Kalman-McCartney, Kay Ellen Lowenthal, 
Daniel Mackler, Jessica Arenella, Ron 
Abramson, Marilyn Charles, Warren 
Schwartz, Ayme Turnbull Lilly, Courtenay 
Harding, Yulia Landa, etc.—a list of the 
board members can be found on our web-
site) to sustain our accomplishments and 
increase our development in key areas, 
e.g., outreach to students, clinicians, re-
searchers, patients and family members, 
etc. I hope to help the recently convened 
research committee, co-chaired by Cour-
tenay Harding, Yulia Landa and myself, to 
connect with the national and interna-
tional community of like-minded research-
ers and to engage in relevant research 
which will demonstrate to the wider men-
tal health community the value of various 
psychosocial approaches in severe mental 
disorders. In addition, the formation of 
new local branches is key to our capacity 
to reach out to patients, clinicians, stu-
dents, etc. We encourage members and 
clinicians to form local branches so as to 
provide a community of persons engaging 
in supportive and educational opportuni-

(Continued on page 9) 

Ronald Bassman (left) delivering his keynote address at 
the 2008 ISPS-US annual meeting. 



2  

 
—ISPS-US Newsletter: Summer, 2009, Volume 10, Issue 1— 

 

Table of  Contents 
Regular Features: Officer Reports and Membership Application 
President’s Column ................................................................................................... 1 
Michigan Branch Report .......................................................................................... 8 
New England Branch Report ................................................................................... 9 
New York City Branch Report ................................................................................ 9 
ISPS and ISPS-US membership application ............................................................ 15 
 
Special Features 
Abandoning Occam’s Razor: The Art of Reconstructing the Self .............................. 1 
Mental Health Parity: Is Mental Illness Like Any Other Illness?.. .......................... 2 
George Mason University’s School of Art Presents Marilyn Charles’ “Fragments” ... 4 
Teaching in Russia: A Brief Comment ..................................................................... 4 
Nightmare in Albany: New York State’s Reinterpretation of Social Work Licensing

 Laws and Its Impact on the Underserved ............................................................. 5 
Obituary of Pre-Therapy Pioneer Dr. Garry Prouty .................................................. 7 
A View from the Inside: One Medical Student’s Experience .................................... 8 

Mental Health Parity: Is Mental Illness Like Any Other Illness? 
Grace E. Jackson 
(grace.e.jackson@att.net) 

Mental Health Parity refers to the pol-
icy or legislative changes which place psy-
chiatric disorders on equal footing with 
medical conditions. As a consequence, 
mental illnesses become eligible for com-
pensation by governmental and/or third-
party insurers. 

The debate about mental health parity 
generally assumes one of two forms: 1) 
utilitarian (can taxpayers, small businesses, 
and/or governmental entities afford it?) or 
2) ontological (what does it mean when a 
society or culture equates mental illness 
with physical disease?). The focus of this 
article will be the latter. 

The ontological status of mental health 
parity demands the consideration of the 
following question: in what way is mental 
illness an illness like any other? Common 
to medical and mental conditions are the 
following variables: an authorized profes-
sional, who is empowered to make diag-
nostic pronouncements, a nosology 
(classification of disease) according to 
which the professional renders his or her 
assessments, an identified patient with 
impairing or disabling symptoms, and 
beneficial treatment. Based upon a super-
ficial review of these variables, parity be-
tween medical and mental illness would 
appear to be self-evident. However, a 
closer inspection suggests otherwise. 

First, in the case of medical illness, only 
certain kinds of professionals (allopathic medi-
cal doctors or MDs, osteopathic physi-
cians or DOs, nurse practitioners, and 
physician assistants) are authorized to 
deliver diagnostic pronouncements. This 
is different from the mental health field, 
wherein medical and non-medical person-
nel (such as school counselors, pastors, 
social workers, psychologists, philoso-
phers) can and do render diagnoses. 

Second, in the case of medical illness, 
the nosology (method of classifying disease) 
depends primarily on scientific facts reflected in 
textbooks of pathology and pathophysiol-
ogy, rather than numerical listings in 
manuals created for insurance purposes 
(e.g., the International Classification of 
Diseases, or ICD; the Current Procedural 
Terminology, or CPT). This is different 
from the Diagnostic and Statistical Manual of 
Mental Disorders (DSM), whose various 
iterations have demonstrated the sociocul-
turally and historically contingent nature 
of what qualifies as psychiatric disease. 

Here, it is important to appreciate the 

fact that the definition of medical illness 
is, at times, no less controversial and con-
tingent than the definition of mental dis-
order. For example, critical observers have 
questioned the legitimacy of medicalizing 
a number of biological phenomena associ-
ated with normal aging, such as erectile 
dysfunction, prostatic enlargement, hot 
flashes, osteoporosis, and changes in sleep 
and metabolism. Others have questioned 
the legitimacy of medicalizing risk factors, 
such as high blood pressure, high choles-
terol, or obesity. Nevertheless, there exists 
an essential difference between the quality 
of judgment which occurs in diagnosing a 
medical infirmity (since this involves the 
value-neutral assessment of the body as 
object), and the quality of judgment which 
is made in diagnosing mental infirmity 
(since the latter involves a value-laden 
assessment of the person as subject). 

Third, in the case of medical illness, 
patients generally seek help voluntarily for 
symptoms which they, themselves, con-
strue to be indicative of abnormal func-
tioning or limitations. The ethical precepts 
of physician non-maleficence, benevo-
lence, and patient autonomy are upheld. 
In the case of mental illness, however, 
patients are frequently forced to receive 
treatment for symptoms which are con-
strued by others (e.g., parents, school teach-
ers, employers, courts) to be indicative of 
wrong thought or action, and in this proc-
ess, physician opprobrium and patient 
autonomy are ignored or overruled. 

Fourth, treatments for medical illness 

are generally limited to somatic therapies 
(e.g., medication, surgery). By contrast, 
some of the most effective treatments of 
mental illnesses are only indirectly somatic 
(e.g., psychotherapy, meditation). 

Advocates of mental health parity 
might challenge the aforementioned 
claims, suggesting that it nevertheless re-
mains possible for a mental illness to sat-
isfy each of the criteria which I have es-
tablished for a medical condition. One 
would only require the involvement of: 1) 
a medical practitioner, 2) a scientific 
nosology, and 3) a voluntary patient who 
presents with symptoms that have been 
identified as much by the patient as by 
anyone else. The problem here is the ab-
sence of an impartial psychiatric nosology. 
There exists at this time no pathologically 
or pathophysiologically proven cause of 
any mental disorder other than those 
which would be attributed to a general medi-
cal condition. In other words, the DSM 
makes a clear distinction between somatic 
disease (in which case the clinician is in-
structed to attribute symptoms to the 
body) and non-somatic disease (in which 
case symptoms are acknowledged, but 
there is no way to distinguish between the 
locus of cause and effect). 

Thus, the legitimacy of mental health 
parity hinges upon an interpretation of 
what, precisely, the DSM itself intends to 
convey whenever a person manifests 
symptoms for which there is no discerni-
ble, biological cause. In the absence of 

(Continued on page 3) 
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scend life stressors. For example, one 
would justifiably identify vascular demen-
tia as a neurological condition, based upon 
the existence of abnormal structures in the 
brain which cause disturbances in memory 
and executive functions. However, one 
would question a similar classification of 
the pseudo-dementia of depression based 
upon its origin in the reactions of a neuro-
logically healthy, autonomous subject.  

Mental health parity advocates might 
argue that this distinction is moot. Con-
tending that the human Agent is nothing 
more than a spontaneous, genetically deter-
mined epiphenomenon which emerges 
from the brain and/or nothing more than 
a set of conditioned reflexes which drift in 
and out of harmonious functioning, they 
would conclude that the Agent (driver) 
himself is inseparable from the object 
(vehicle) upon which mental illness de-
pends. To the extent that this is true, it 
makes sense that parity supporters would 
place all manner of human experience 
within the province of medicine. 

But what about the possibility that the 
human Agent lies both within and beyond 
the brain? What if one could delineate the 
networks which constitute the fundamen-
tal building blocks of human Agency from 
those which represent the targets of inten-
tionality (i.e., the ends to which Agency is 
applied)? Put more succinctly: What if it 
were possible to discern the difference 
between a problem which originates in the 
object (automobile) but not the subject 
(driver) – or vice versa? 

Neuroscientists and philosophers of-
ten refer to ―top down‖ processes when 
speaking about the capacity of humans to 
modulate mood, attention, appetite, im-
pulsivity, and other processes within and 
beyond the brain. The reality of this ca-
pacity has been demonstrated by neurol-
ogy patients, who have learned to control 
somatic disturbances like epilepsy and 
hemianopsia, and by psychiatric clients, 
who have learned to self-regulate learning 
difficulties, psychosis, and anxiety.  

Let me take a moment to explain the 
concept of ―top down‖ control. I can 
think of three ways in which writers and 
thinkers have considered this phenome-
non. First, ―top down‖ is sometimes used 
to refer to levels of complexity. For example, 
a completed poem would rank above the 
status of each line, and each line would 
rank above the status of a single word: 

top down = higher levels of complex-
ity control what lies below 

A second meaning of ―top down‖ 
refers to the spatial arrangement of brain 

tissue. Paul MacLean‘s triune model of the 
human brain suggests that the anatomical 
regions which permit the most complex 
kinds of behavior are precisely those re-
gions which appear last in each individual 
(ontogeny), and last within the history of 
evolution (phylogeny): top down =  higher 
regions control the lower regions of the 
brain (see Fig. 1 below). 

A third meaning of ―top down‖ refers 
to the metaphysical ideas of Dr. Dietrich 
Klinghardt, a German physician who de-
fines healing according to multiple levels 
(bodies) of the Self (see Figure 2 below): 

level 5 = symptoms/interventions 
involve the spiritual body (personal con-
nection to the Divine) 

level 4 = symptoms/interventions 
involve the intuitive body (non-local mind, 
Collective Unconscious) 

level 3 = symptoms/interventions 
involve the mental body (conscious mind) 

level 2 = symptoms/interventions 
involve the electromagnetic body 
(bioenergetics) 

level 1 = symptoms/interventions 
(Continued on page 10) 

definitive neuropathology (whether that 
be anatomic or physiological), critics of 
mental health parity argue that it is disin-
genuous to reduce undesirable percep-
tions, thoughts, or behaviors to imagined 
brain disease. The crux of this dispute can 
be illustrated by a non-medical analogy. 

Imagine that a motorist arrives at an 
auto garage, demanding parity (insurance 
coverage) for damage to his car. In keep-
ing with the criteria of the aforementioned 
medical model, the motorist seeks repairs 
voluntarily and accepts assistance from a 
certified mechanic (authorized profes-
sional) who renders a professional opinion 
(diagnosis) and repairs (treatment). Ac-
cording to the motorist, the problem 
(illness) involves the car which will not roll 
backwards. The mechanic examines the 
vehicle carefully, but finds no evidence of 
structural abnormalities or malfunction. 
He confers again with the driver and asks 
for more details about the context in 
which the mobility problem has occurred. 
Finally, upon examining the driver in ac-
tion, the mechanic discovers that the mo-
torist has not properly disengaged the 
emergency parking brake. He concludes 
that no repair is required, since the prob-
lem exists with the driver, and not the car. 

Despite the admittedly absurd nature 
of this vignette, the implications are hope-
fully clear. A mechanic would make a 
grave error if he or she inferred the exis-
tence of defects in the car when the prob-
lem originated in the performance of the 
motorist. To the extent that mental ill-
nesses reflect disruptions in the operations 
of the individual, the search for a broken 
brain will be forever misguided and futile. 
It is in this sense that mental health parity 
is philosophically untenable, for it mistak-
enly identifies the consequences of misdi-
rected Agency (wrong driving) as proof of a 
diseased Agent (broken car). 

At the core of the debate about mental health 
parity must be the negotiation of what constitutes 
the person as Agent (what philosopher Gilbert 
Ryle referred to as “the Ghost in the Machine”) 
and whether or not the phenomenon of misdirected 
Agency is sufficient to satisfy the requirements of 
biomedical disease. 

It is at this juncture that one might 
reasonably inquire about the nature of 
cognitive-behavioral neurology. That 
medical sub-discipline deals with the brain 
diseases responsible for disruptions in 
thoughts and actions. In contrast, psychia-
try is properly viewed as a metaphysical 
enterprise which focuses upon the opera-
tions of subjects in their attempts to tran-

(Continued from page 2) 

Figure 1. 

Figure 2. 
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Teaching in Russia: 
A Brief  Comment 
Harold Stern 
(hstern@mail2.gis.net) 

After giving a lecture about treating 
Schizophrenia at a famous psychiatric 
research hospital in St. Petersburg, Russia  
and giving another one at the psychoana-
lytic institute in that city in 1991, I was 
asked to return and teach at the institute. 
Since that time I have visited, on average, 
twice each year. At the institute director‘s 
request, my wife and I moved to St. Pe-
tersburg in 1997 to live there for one year. 
My job was to train faculty, teach classes 
and do supervision and therapy with stu-
dents and private patients. After returning 
to the States, I continued to visit St. Pe-
tersburg two or three times each year.  

At the present time, my students in 
Russia are predominantly psychiatrists 
with a small percentage of non-medically 
trained psychotherapists. A few of these 
therapists have small private practices, 
while most of them work in government 
psychiatric mental health clinics where the 
patients, most of whom are psychotic, are 
treated both individually and in groups. 
For the roughly seven days I am in the city 
during my visits, I conduct group therapy 
with three groups of therapists and lead 
two supervision groups. In addition, I 
teach classes on the theory and practice of 
working with patients with schizophrenia 
and many other difficult disorders. The 
classes are popular and often have 60 to 
100 people attending. They find my con-
ducting supervision in front of the classes 
to be an important learning experience. I 
also see people individually for private 
supervision.  

The Russian therapists I work with are 
hungry to learn methods of treatment that 
are not dependent upon drugs, and their 
use of pharmaceutical agents is reduced 
and sometimes eliminated. This is consis-
tent with the observations that in coun-
tries where drugs are expensive and often 
not covered by medical plans, cures with-
out drugs are more evident.  

Relating to these intelligent, dedicated 
people is very rewarding for me. Over the 
years, I have seen distinct growth in their 
therapeutic skills and understanding. Be-
cause people come from all over Russia, I 
find that I am fairly well-known through-
out Russia. The positive response to my 
teaching has motivated me to keep return-
ing to a place where I am well respected 
and appreciated. 

George Mason University’s School of  Art 
Presents Marilyn Charles’ “Fragments” 
Jill L. Graziano 
(jgrazia1@gmu.edu) 

George Mason University‘s School of 
Art presented Marilyn Charles‘ collage 
exhibition, titled ―Fragments,‖ on display 
in the Mason Hall Alumni Atrium Gallery 
on Mason‘s Fairfax Campus from July 13-
31, 2009.  

―I have studied the nonverbal commu-
nicative aspects of pattern,‖ said Charles. 
―For example, I‘ve traced how prosodies 
of feeling become translated into line and 
color. Much of my previous work was in 
pen and ink, but in this most recent series, 
I turn to collage as a way of exploring 
possibilities of patterning from one primal 
and primary image.‖  

In ―Fragments,‖ Charles used one 
basic image and photocopied it repeatedly, 
enlarging and reducing it so that the image 
itself became obscured. ―What emerges is 
the patterned form, a gray scale language 
of similar quality to what had been created 
previously by my hand when I worked in 
pen and ink,‖ she said. ―Much as my hand 
had learned to adjust to the tone desired, 
my eye began to learn the possibilities 
inherent in this new universe.‖  

Charles experimented with the image 
by cutting it into fragments and piecing 
them together, finally creating four com-
posite images that became the palette 
from which she worked. She wanted to 
form an alphabet through which to com-
pose a visual language that evolved di-
rectly from the original.  ―In this way, 
there is a tension in my work between the 
original image, frozen in memory, and the 
capacity to create works that move for-
ward while retaining their roots in the 
past,‖ Charles said. ―My hope was that the 
forms thus created would not necessarily 
be reducible to the original image, but 
would evoke in the viewer feelings reso-
nant to the feelings that had evoked the 
work itself.‖  

Charles is a psychologist and a psycho-
analyst who has taught and published ex-
tensively, including three books and nu-
merous journal articles, and has presented 
her work both nationally and internation-
ally. As an artist, Charles has studied vari-
ous media at the Cleveland Institute of 
Art, Cooper School of Art, Case Western 
Reserve University and Michigan State 
University.  

 

 
 
 

If  you know an artist  
whose work reflects 
aspects of  extreme  

psychological experience,  
please encourage him or her  

to submit artwork  
for upcoming issues  

of  the ISPS-US  
Newsletter to: 

 
wrrnschwrt@aol.com 

“Minotaur,” by Marilyn Charles. 

“Crucifixion,” by Marilyn Charles. 
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Nightmare in Albany: New York State’s Reinterpretation of     
Social Work Licensing Laws and Its Impact on the Underserved 
Marissa L. Sappho 
(msappho@gmail.com) 

In 2002, advocates of the social work 
profession celebrated the enactment of 
legislation that, for the first time, licensed 
New York State social workers. Propo-
nents of licensure believed that licensing 
the profession would ensure the continua-
tion of high professional standards, as well 
as elevate the social worker‘s position 
among the other service professionals. 
Advocates could not anticipate the enor-
mous challenges the social work profes-
sion would face while integrating the new 
standards associated with the licensing 
laws. Among the many concerning conse-
quences are recent interpretations of the 
New York State licensing laws that limit 
the individual‘s ability to obtain the high-
est level of social work licensure available. 
Limiting the ability of some agencies to 
offer mental health services could also 
result. The scenario in place has created a 
perfect storm.  

On September 1st, 2004, the Social 
Work licensure bill S7711-A/A11761-A 
(which had been enacted into law as 
Chapter 420 of the Laws of 2002) went 
into effect. The new laws set 
forth licensing provisions for social work-
ers and included four fundamental 
changes (paraphrased below), originally 
published in 2002 on the Frequently 
Asked Questions Page of the New York 
State Office of the Professions (NYSOP) 
website:  

 

 Replacing the title ―Certified Social 
Worker (CSW)‖ with a new title, 
―Licensed Master Social Worker 
(LMSW),‖ retaining the same require-
ments 

 Adding a new license, ―Licensed Clini-
cal Social Worker (LCSW),‖ mirroring 
the former ―P‖ psychotherapy privilege 
requiring three years of supervised ex-
perience 

 Adding a specific educational require-
ment for the license, namely, ―a core 
curriculum which includes clinical con-
tent‖ to be defined in regulation, and an 
exam requirement, the ASWB Clinical 
exam 

 Defining and restricting the practices of 
―Licensed Master Social Work‖ and 
―Licensed Clinical Social Work‖ to so-
cial work licensees 

 The new laws retained the ―R‖ psycho-
therapy privilege, which requires six years 
of supervised experience (three additional 
years following the LCSW). 

Prior to the enactment of the 2004 
Social Work licensure bill, a CSW could 
hire a supervisor to meet the supervision 
requirement for the ―P‖ psychotherapy 
privilege. The 2004 law allowed for a lim-
ited window of opportunity for existing 
CSWs to obtain the new LCSW license, 
but that window is now closed; hundreds 
of eligible social workers were unable to 
update their licenses during the period 
defined in the grand-parenting clause of 
the law, for reasons that were systemic 
and beyond their personal control.  

According to the new scope of prac-
tice defined by the State Education De-
partment, only LCSWs can provide the 
clinical services that CSWs previously pro-
vided (i.e., diagnostic assessment, treat-
ment-plan development, psychotherapy) 
and bill Medicaid and Medicare for ser-
vices. LMSWs are considerably more re-
stricted and can only provide clinical ser-
vices under supervision of an LCSW, psy-
chiatrist or licensed psychologist. Medi-
care does not reimburse services provided 
by LMSWs, even under supervision. Fur-
thermore, in 2010, social workers without 
the LCSW designation will be prohibited 
from billing Medicaid, too, the fiscal back-
bone of the community behavioral health 
sector. This will have a serious impact on 
the revenue generation of community- 
based treatment providers. Some have 
urged the State Office of Mental Health to 
advocate that the ―grand-parenting‖ appli-
cation process be re-opened to help ad-
dress workforce shortages in this field and 
the other potential consequences of the 
law for voluntary service providers. 

Since the 2004 licensing statute was 
enacted, an LMSW is unable to hire a su-
pervisor to meet the supervision require-
ments for the LCSW. The LMSW must be 
an employee in a legally authorized setting 
in order to gain psychotherapy experience. 
If an individual LCSW in private practice 
wishes to employ and supervise an 
LMSW, the LCSW must hire the LMSW 
to see the LCSW‘s patients and provide 
supervision. Billing must be done by the 
LCSW. 

NYSOP is now interpreting the new 

licensing laws as prohibiting an LMSW 
from practicing psychotherapy unless he 
or she is a full time employee (an LMSW 
providing psychotherapy may no longer 
be employed as an independent contractor 
including providing fee-for-service work 
being paid as a 1099 employee) or a part-
time employee paid via W2 and supervised 
in such a way that the supervisor would 
have ―dominion and control‖ over the 
LMSW (i.e., an LMSW may not hire a 
supervisor). In addition, NYSOP began 
investigating whether the entities in which 
the LMSW gained his or her experience 
operated in accordance with corporate 
practice laws. This increased scrutiny of 
settings resulted in NYSOP‘s determina-
tion that any clinical psychotherapy ex-
perience obtained in an entity that violated 
corporate practice laws, whether or not 
the LMSW had the ability to determine 
such violation, would not count towards 
the LCSW.  

Although presently LMSWs may have 
private practices, they can only provide 
those services delineated in their scope of 
practice, including engaging ―in the ad-
ministration of tests and measures of psy-
chosocial functioning, social work advo-
cacy, case management, counseling, con-
sultation, research, administration and 
management, and teaching‖ (Part 7701 of 
Article 154 Social Work Education Law). 
Under the current interpretations of the 
regulations, an LMSW may not provide 
Clinical Social Work services (including 
diagnosis and assessment, treatment plan-
ning, and psychotherapy) independently 
(such as in a private practice setting), nor 
can an LMSW legally use the title 
―psychotherapist.‖  

As social workers have no way of offi-
cially verifying, prior to beginning employ-
ment, that NYSOP will consider a setting 
or supervisor acceptable and creditable 
toward obtaining the LCSW license, most 
have accepted verbal confirmation from 
NYSOP via phone and relied on the prior 
experience of other employees at the set-
ting who were able to obtain their LCSW 
via the same position/supervisor. LMSWs 
are encountering additional obstacles to 
licensure if they hired supervision outside 
of an agency without an express written 
agreement with the agency and supervisor, 

(Continued on page 6) 
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―There has not been enough 
research done to evaluate 
the impact of  the social 
work license law with regard 
to the ability to recruit and 
retain clinical social workers 
in high-need areas.‖ 

Nightmare in Albany: Social Work Licensing Laws, continued 

if the supervisor (even in authorized set-
tings) is or was initially licensed in another 
State, or if the criteria under which the 
supervisor was grandfathered in to the 
LCSW is now being called into question 
by NYSOP.  

Left unchallenged, the application of 
recent interpretations of the licensure stat-
ute will deny numerous LMSWs the op-
portunity to obtain the LCSW license and 
will not only significantly narrow opportu-
nities for future generations but also will 
jeopardize the services provided by or-
ganizations unable to absorb the increased 
expenditures required to comply with NY-
SOP's reading of current laws and govern-
ing regulations.  

NYSOP is rejecting applications for 
LCSW licensure that document experience 
obtained in numerous facilities that were 
previously considered LCSW qualifying. 
These rejections are not limited to 
LMSWs who gained clinical social work 
experience within a supervised private 
practice but extend to applicants paid as 
independent contractors obtaining clinical 
experience in an otherwise approved set-
ting. In addition, NYSOP advised LCSWs, 
psychologists and psychiatrists supervising 
LMSWs paid as independent contractors 
or working in a clinical private practice 
that they, along with the LMSW supervi-
sees, are practicing illegally.  

Community-based organizations pro-
viding mental health services have inade-
quate funding to incur the additional costs 
(of unemployment and health insurance 
and social security, among others) associ-
ated with converting LMSWs from 1099 
contract employment to W2 employees. If 
required to do so, organizations will re-
duce the number of service providers, 
thereby reducing access to needed services 
and further limiting the LMSWs' employ-
ment opportunities. There will be in-
creased competition for the few available 
LCSW qualifying jobs, resulting in de-
creased wages for an already underpaid 
work force. 

Community-based agencies through-
out the State of New York provide greatly 
needed mental health services to persons 
who otherwise would not have access to 
such treatment. Employment in programs 
such as case management, residential treat-
ment, and crisis intervention no longer 
qualify as clinical positions meeting the 
licensure requirements toward the LCSW. 
Thus, LMSWs may be less motivated to 

(Continued from page 5) work and train in such programs. There 
has not been enough research done to 
evaluate the impact of the social work 
license law with regard to the ability to 
recruit and retain clinical social workers in 
high-need areas. Geriatric programs that 
bill Medicare are especially impacted by 
the changes in the social worker licensing, 
as only LCSWs can bill Medicare.  

 
 
 
 
 
 
 
 
 
 
 
Few psychotherapy training institutes 

that provide advanced training to LMSWs 
can continue to do so as a result of the 
stringent limits placed on social work 
practice, depriving LMSWs the best possi-
ble training to practice psychotherapy. In 
addition, as candidates in training, LMSWs 
often provide low-fee psychotherapy, ena-
bling individuals who would otherwise be 
unable to afford intensive treatment to 
benefit from long-term psychotherapy. 
LMSW services are not Medicaid reim-
bursable since only services provided by 
licensees with the highest license within a 
profession qualify for reimbursement. 
This is particularly detrimental since many 
otherwise LCSW-experience-qualifying 
settings rely on Medicaid reimbursements 
to fund operations and will be forced to 
limit the number of LMSWs employed. 

Additionally, a scarcity of social work-
ers who are properly experienced to work 
with certain high-needs populations (such 
as the geriatric population), for whom the 
qualifying pathways are even narrower and 
less accessible because Medicare does not 
reimburse LMSW services, is a likely con-
sequence if this legislation remains in 
place. Lastly, sharp drops in enrollment in 
social work schools due to uncertain and 
severely limited career paths, especially 
those with adequate income potential, 
could change the face of social work in 
New York at a time when it is needed the 
most.  

The New York State Coalition of 
LMSWs (NYSC of LMSWs) was formed 
in June, 2008, to respond to the NYSOP 
policy changes in relation to private prac-
tice settings. Soon after its inception, the 

Coalition documented the myriad ways 
these ―clarifications‖ negatively impacted 
social workers, extending well beyond 
those in private practice to those in facility 
settings, LMSWs who sought supervision 
outside of an agency, those working fee 
for service (paid via 1099), those wishing 
to pursue postgraduate training and many 
more.  

The NYSC of LMSWs hired a legal 
representative with extensive lobbying and 
government affairs experience in an effort 
to resolve the matter through a combina-
tion of negotiation and legislative amend-
ment.  

On January 30th, 2009, after nine 
months of intense negotiations, the NYS 
Coalition of LMSWs made significant 
headway in regard to the issue of LMSWs 
functioning as private practioners. The 
Coalition worked closely with the New 
York State Education Department/Office 
of the Professions to understand the unin-
tended consequences and possible solu-
tions to the current licensing crisis. As a 
direct result of the Coalition's efforts, NY-
SOP released a statement available on the 
N Y S E D / O P  w e b s i t e :  h t t p : / /
www.op.nysed.gov/swprivatepractice.htm. 

Now, LMSWs who have been in a 
private practice and/or who hired their 
own supervisor (in a private practice or 
agency setting) are to be legally protected 
and permitted to continue doing so until 
February, 2015. Despite this recent vic-
tory, other hurdles remain. The implemen-
tation of social work licensing laws in 
New York State creates enormous chal-
lenges, not only to the present practice of 
social work, but also to the viability of the 
social work profession in its entirety. The 
application of NYSOP's interpretations of 
the New York State licensing statutes not 
only impedes practitioners‘ freedom to 
meet the high standards of our profession 
through diverse practices but also restricts 
clients‘ access to quality services.  

 

http://www.op.nysed.gov/swprivatepractice.htm
http://www.op.nysed.gov/swprivatepractice.htm
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Obituary of  Pre-Therapy Pioneer Dr. Garry Prouty 
Dion Van Werde 
(dionysius.vanwerde@scarlet.be) 

Dear members of ISPS, members of 
the World Association for Person-
Centered and Experiential Psychotherapy 
and Counseling, members of the Pre-
Therapy International Network, colleagues 
and friends, I 
wish we had bet-
ter news to tell 
you. I'm sad to 
inform you that 
on May 17th, 
2009, Dr. Garry 
Prouty passed 
away.  

As coordina-
tor of the Pre-
Therapy Interna-
tional Network,  I 
express my per-
sonal and our 
utmost profes-
sional respect for the friend, mentor and 
colleague Garry was and thank him and 
Jill, his wife, for endless inspiration and 
t h e  w o r k  t h e y  h a v e  d o n e . 
I am convinced that his work in numerous 
countries with numerous people, in writ-
ing and through his presence and presen-
tations, helped and is still helping every 
day to bring better care to the people he 
cared for so much. The creation of the Pre
-Therapy International Network by Jill, his 
wife, in Amsterdam in 1995 and the an-
nual gatherings held in Gent, Belgium for 
more than 10 years now, with profession-
als coming from all over Europe—
all  deeply influenced by Garry and his 
work—testify to this. 

Inspired by one of Garry‘s great exam-
ples, Dr. Martin Luther King, the last 
question of an interview we once did was, 
'Garry, do you have a dream?'. Since 
Garry's response was so congruent and 
came from so deep, I vividly remember 
that this was an emotional moment for 
Garry as well for the people listening. 
Garry told us that he would like to see 
society take up the care for the people 
who suffer from mental illness. He wanted 
society to provide the care people need 
since much of the suffering, as he said, is 
avoidable and unnecessary, tragic. This 
comment showed Garry's dedication of 
his life and soul to his work. I have always 
remembered what he said; I, and many 
people with me, am still impressed by the 
way he lived his dream. 

Dr. Prouty developed the work of Dr. 
Carl Rogers and Dr. Eugene Gendlin–his 

translated into Japanese and Portuguese. 
He recently edited ―Emerging Develop-
ments in Pre-Therapy: a Pre-Therapy 
Reader,‖ published in 2008, and wrote, 
together with two close colleagues, ―Pre-
Therapy: Reaching Contact-Impaired Cli-
ents,‖ published in 2002, originally written 
in German and translated into Dutch and 
Czech. An updated list of references on 
Pre-Therapy is available at http://
d o c s . g o o g l e . c o m / D o c ?
id=dck3gzxk_5cwq8j6. 

Dr. Prouty delivered the Frieda 
Fromm-Reichman Memorial Lecture at 
the Washington School of Psychiatry in 
2002. In 2004 he was awarded a ―Lifetime 
Achievement Award for Pre-Therapy‖ by 
the Chicago Psychological Association. 
 
Reprinted from http://www.psychological
-wellbeing.co.uk/?Garry_Prouty_Obituary 

 
NOTE: A second tribute to Garry 

Prouty, written by Gertrude Pollit, will be 
published in the next issue of the Newslet-
ter. 

mentor and friend–into ―Pre-Therapy,‖ 
applying it to people suffering from con-
tact impairment. He was Professor of Psy-
chology and Mental Health (Ret.) and 
Director of the Pre-Therapy International 

Network and 
was a Scientific 
Associate of the 
American Acad-
emy of  Psycho-
analysis and 
Dynamic Psy-
chiatry. He was 
a Fellow of the 
Chicago Coun-
seling, Psycho-
therapy and 
Research Center 
and a member 
of the Chicago 
Psychologica l 

Association. He served as an editorial con-
sultant to the journal ―Psychotherapy, 
Theory, Research and Practice‖ as well as 
to the ―International Journal of Mental 
Imagery.‖ He was a consultant to Ameri-
can, English, Austrian and Italian client-
centered journals and served on the edito-
rial board of the 
―World Journal of 
Person-Centered & 
Experiential Psycho-
therapies.‖ He was a 
member and elected 
president of the Chi-
cago chapter of the 
International Society 
for the Psychological 
Treatments of the 
Schizophrenias and 
Other Psychoses, an 
organization he also 
felt well respected in.  

Dr. Prouty lec-
tured in European 
clinics, hospitals and 
training organizations 
over the past twenty 
years. He published 
numerous articles in 
several languages and 
wrote ―Theoretical 
Evolutions in Person-
C e n t e r e d /
Experiential Therapy: 
App l ic a t i ons  to 
Schizophrenic and 
Retarded Psychoses,‖ 
published in 1994 and 

Dr. Garry Prouty (l.) and his wife, Jill Prouty (r.) 
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A View from the Inside: One Medical Student’s Experience 
Alex Kipp 
(ajk34@georgetown.edu) 

Editors' note: Alex Kipp recently shared, on 
the ISPS-US listserv, his experience of his psy-
chiatry rotation at a psychiatric hospital. In his 
post, he criticizes traditional psychiatric ap-
proaches to severely disturbed patients, but at the 
same time, asserts that individuals engaging in 
these practices do so out of care. Alex takes into 
account the fact that psychiatrists and residents 
are embedded in a system that promotes these 
values and practices. He thus advocates for 
changes in training at the systems level and asks 
us not to vilify individual practitioners who are 
doing the best they can within their culture. 

 
As some of you know, I am a 3rd year 

medical student at Georgetown. I recently 
finished my psychiatry rotation at Wash-
ington Hospital Center in DC, and I 
wanted to share some of my thoughts 
about my experience with mainstream 
psychiatrists and the way they approached 
their patient's psychiatric conditions. This 
is no way is meant to be an endorsement 
of how these physicians acted or their 
approach, but I wanted to discuss some of 
the experiences I had with them. 

First of all, it was very clear to me that 
both the residents and attendings cared 
pretty deeply for their patients. While I 
personally disagreed with their treatment 
modalities, I rarely felt that they were not 
acting in what they thought was the pa-
tient's best interest.  

Certainly, most of what they did, espe-
cially on an inpatient level, was medical 
management. Within their modality, medi-
cations WERE the best way to care for an 
acutely psychotic patient. There is much 
anti-medication sentiment on this listserv, 
for good reasons, but I think it's unfair to 
rest the blame solely on residents and phy-
sicians who have been trained to think 
that anti-psychotics are much like steroids. 
Both have a wide list of harmful side ef-
fects, but, according to them and their 
training, the harms of not being on the 
medication outweighs the harmful side 
effects. The physicians I interacted with 
knew of the harmful side effects, but they 
felt that being on an anti-psychotic was 
better than being psychotic and possibly 
harming oneself or others. 

Secondly, I was surprised to see so 
many defense mechanisms used by the 
residents, attendings, and other medical 
students. Humor was used widely in an 
attempt to dispel the harsh reality of the 
situation. Similarly, the other clinicians 

Michigan Branch Report 
Patricia L. Gibbs 
(E-MAIL) 

distanced themselves emotionally from the 
patients, pathologizing their manners of 
speech and hand movements. It seemed 
so harsh, to distance oneself emotionally 
from the people most in need of compas-
sion and emotional comfort, but I can 
understand why that defense is in place. I, 
on the other hand, probably connected 
too emotionally to my patients, and felt 
burdened with the sadness of their lives 
even after leaving the hospital. While the 
patients seemed to be relieved to have an 
empathic clinician by their side at times, it 
came at a heavier cost to me, and not 
something that I could foresee doing for 
more than a month. I didn't feel comfort-
able expressing my thoughts of how these 
were people trying to cope with the 
trauma they had experienced and that 
their responses seemed in many ways 
natural to me. It seemed more dangerous 
for us to accept that "we" could become 
"them" with enough trauma in our lives. 
By establishing this us/them dichotomy, 
residents and attendings did not have to 
fear such a future for themselves, even if 
they were exposed to traumatic events. Of 
course, this seems counter-productive in 
the long run, but there seemed to be little 
insight into this response. 

Lastly, I found it difficult to structure 
the diagnoses in the DSM manner. After 
leaving a patient's room, I found myself 
wanting to discuss her trauma and why 
she responded to that trauma in a particu-
lar way more than deciding whether she 
met the criteria for a depressive episode or 
if she was hypomanic at any time in the 
past. The criteria for the DSM disorders 
seemed so fake and contrived, for exam-
ple, that anxiety and depression were com-

pletely different entities. The assumption 
that patients needed to be placed in neat 
little boxes and only then treated seemed 
too simplistic for me. For example, Julie 
Kipp once compared the differentiation of 
the different types of schizophrenia with 
the ancient description of medical diseases 
in terms of the four humors. These are 
such artificial distinctions that are made 
because so little is known about the dis-
ease process right now, and most likely 
end up getting in the way of our under-
standing of the disease instead of helping 
us along. 

In the end, I feel like I understand the 
other side of psychiatry a little bit better, 
and I'm much less likely to demonize 
them, or place the blame on individual 
physicians, but instead focus on the sys-
tem as a whole, and the training process. 
While I certainly think drug companies 
are, on the whole, unethical entities willing 
to make money at the expense of patients' 
health, I think psychiatrists view their 
medicine much like a rheumatologist or 
transplant surgeon views their drugs: as 
very dangerous, but life-saving treatments. 
I think one of the most laudable goals of 
this organization is to show other psychia-
trists that there are non-medical options 
for patients with psychosis and other psy-
chaitric conditions that do not carry such 
harmful side effects, and indeed, gets 
more to the etiology of these conditions in 
the first place. 

I welcome any thoughts that anyone 
may have, but I would greatly appreciate it 
if the conversation could remain civil, 
even around such controversial subjects as 
medication. I would love to hear others' 
thoughts on any or all of these matters. 

ISPS-US Michigan members meet 
while serving obligations to psychology, 
social work, or psychoanalytic professions. 
As ISPS-US members, we connect 
through these professional organizations, 
and then also present papers, check the 
ISPS-US listserv,  attend ISPS-US Confer-
ences, and write for ISPS-US. Bertram 
Karon, Ph.D. (together with Ann-Louise 
Silver) wrote the forward to the ISPS-US 
Book: Beyond Medication: Therapeutic 

Engagement and the Recovery from Psy-
chosis. Patricia L. Gibbs, Ph.D. contrib-
uted a chapter to the ISPS-US Book enti-
tled: "Technical Challenges in the Psycho-
analytic Treatment of Psychotic Depres-
sion."  
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New England 
Branch Report 
Ronald Abramson 
(RonA976@aol.com) 

Our New England Branch, currently 
consisting of a working group of 7 to 10 
people (All ISPS members are invited.), is 
continuing to meet monthly at the home 
of Max Day in Newton, MA. We pre-
sented a workshop on psychosis at the 
Copenhagen meeting and are currently 
developing research investigating the 
therapeutic action of psychotherapy in 
treating psychoses. The type of research 
will be the development of data through 
Participant Action Research. Courtenay 
Harding has joined our meetings and is 
guiding us. In this project we hope to col-
laborate with other ISPS people including 
the group in Switzerland who have com-
municated interest. 

In addition to these issues, we con-
tinue to discuss clinical matters as they 
come up. Also, we recently discussed a 
reply to a recent article in "Psychiatric 
Times" whose authors claimed a reduc-
tionistic pharmacological position in the 
development of DSM-V. Our strong reply 
is that a psychodynamic point of view is 
needed for proper understanding.  

We announce our meetings on the list 
serve and through mail and all ISPS mem-
bers are invited. These meetings continue 
to be very interesting and a nice way to 
spend part of a Saturday afternoon.  

New York City 
Branch Report 
Brian Koehler 
(brian_koehler@psychoanalysis.net) 

The New York City Branch continues 
meeting monthly at NYU on Saturday 
afternoons from 3 to 5 p.m. Each meeting 
consists of an invited speaker and an ac-
tive discussion of her or his paper. We 
also view documentary films (e.g., Daniel 
Mackler‘s ―Take These Broken Wings‖) or 
taped lectures. The subjects are relevant to 
the practicing clinician and are free. The 
general public is also welcome to attend. 
Should you wish further information, 
please contact Brian Koehler at 
brian_koehler@psychoanalysis.net or 
212.533.5687. 

President’s Column, continued 
relationship. 

The board continues to have monthly 
teleconferences on the first Sunday of the 
month from 10:30-11:30am. Our group 
welcomes new participants-please contact 
Karen Stern at contact@isps-us.org for 
details on these meetings. 

Our ISPS-US group is growing in very 
dynamic and interesting ways. Our ISPS-
US listserv, moderated by Daniel Mackler, 
is maintaining a very active dialogue on a 
range of clinically relevant subjects as well 
as being a source of recent research devel-
opments in the field of psychosis. Our 
ISPS-US Newsletter, edited by Warren 
Schwartz and Ayme Turnbull Lilly, con-
tinues to publish pieces on such clinically 
salient subjects as the role of the therapeu-
tic relationship in psychosis psychother-
apy; delusions and hallucinations; first-
hand subjective accounts of psychosis; 
comments on contemporary mental health 
systems; the relationship between brain, 
mind and culture, etc. In addition, the 
Newsletter reports on relevant upcoming 
conferences, books, articles, etc. Our ISPS
-US website (www.isps-us.org), managed 
by vice-president Marty Cosgro, is a treas-
ure trove of information on our field. It 
lists our membership, conferences, arti-
cles, our newsletters and books, an exten-
sive bibliography of relevant volumes, 
weblinks, etc. Daniel Mackler's moving 

(Continued on page 10) 

ties. My guiding vision is to help extend 
our reach to the many patients and family 
members who are being denied or do not 
have access to competent psychosocial 
therapies. 

Our executive Board members con-
vened in November 2008 at a comfortable 
midtown New York City apartment of-
fered to us free of charge by ISPS-US 
member Ruth Rosenbaum. Members sub-
sidized their own travel and accommoda-
tion expenses. This two day meeting was 
very helpful in fostering our connection to 
each other and our devotion to creating a 
strong and vibrant ISPS-US. We alter-
nated direct work on various relevant pro-
jects (e.g., membership, fund raising, edu-
cation, outreach, conference planning, 
etc.) with time to play and socialize. The 
latter was wonderfully facilitated by the 
guitar and voice of Daniel Mackler. We 
entered into a passionate sing-along of 
various old folk songs-it reminded me of 
my early student days in the late 1960s and 
onwards of the various peace and social 
justice meetings and concerts I attended.  

This analogy might be quite relevant as 
we consider the ethical dimensions of 
what we do-persons with severe mental 
disorders should have rightful access to 
empirically demonstrated psychosocial 
therapies and to the crucially important, 
stabilizing, long-term psychotherapeutic 

(Continued from page 1) 

file:///C:/Documents%20and%20Settings/aturnbul/My%20Documents/ISPS%20newsletter/August%202009/www.isps-us.org
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Join us for the ISPS-US Tenth Annual Meeting 
Interpersonal Approaches to Psychosis: 
The Living Legacy of  Chestnut Lodge 

 

October 2-4, 2009, Rockville, Maryland 
 Keynote Speaker: John S. Kafka, M.S., M.D. 

Harvesting Today the Fruits of Chestnut Lodge 

Honoree: Daniel Mackler, L.C.S.W. 
Doing the “Impossible” Work in a Nearly Impossible System 

 

Ho st e d  b y  ISPS-US Ba lt im o r e / D.C. a n d  jo in t ly  sp o n so r e d  b y  ISPS-US, Pe e r le ss  Ro ck ville  a n d  Th e  Life sp a n  

Le a r n in g In st it u t e .   CEU/ CME cr e d it s will b e  o ffe r e d . 
 

See www.isps-us.org for more information. 

Registration on site only after Sept. 12 (checks only, same price as preregistration).  

President’s Column, continued 

documentary film "Take These Broken 
Wings" can be ordered through our web-
site, as well as books through Amazon 
(which helps to support ISPS-US). ISPS 
(www.isps.org) publishes the journal 
"Psychosis: Psychological, Social and Inte-
grative Perspectives" which is being re-
ceived by all members of ISPS-US and 
ISPS as part of the memberships fee. 
Please consider bringing our new journal 
published by Routledge to the attention of 
colleagues, institutions and university li-
braries so that they can subscribe 
(information on our new journal can be 
found at www.isps.org). If you are not a 
member of ISPS-US, please consider join-
ing as membership will offer you many 
opportunities to dialogue and relate to 
others in the field who are devoted to the 
psychosocial treatment of persons with a 
psychotic disorder. In addition, one will 

(Continued from page 9) have access to our enriching and informa-
tive listserv, as well as other benefits and a 
free copy of Daniel Mackler's inspiring 
film "Take These Broken Wings" will be 
mailed to you. 

Our upcoming ISPS-US Tenth Annual 
Meeting, chaired by Ann-Louise Silver and 
hosted by ISPS-US Baltimore/DC, 
"Interpersonal Approaches to Treating 
Psychosis: The Living Legacy of Chestnut 
Lodge," will be held October 2-4, 2009 in 
Rockville Maryland. John Kafka will be 
the Keynote Speaker and Daniel Mackler 
will be this year's honoree. Please make 
plans to participate in this ten year anni-
versary of our annual conferences. It is 
sure to be a very enriching and informa-
tive conference. Come to reconnect with 
old friends and colleagues and to make 
new ones. The 16th international confer-
ence of ISPS, chaired by Bent 
Rosenbaum, "Differentiation, Integration 

and Development," will be held June 15-
19, 2009 in Copenhagen, Denmark. My 
personal involvement with ISPS began at 
the international meeting held in 1994 in 
Washington  

DC chaired by David Feinsilver. My 
wife, Julie Kipp, founding secretary and 
treasurer as well as  founding co-editor of 
the ISPS-US Newsletter, and I were so 
impressed and moved by the people we 
met and the talks we attended that we 
became very active in the organization. It 
has been a truly enriching experience for 
both of us. Please consider attending both 
of the above ISPS conferences. 

I am very interested in hearing from 
our membership, as well as potential ISPS-
US members, as to your ideas on our pro-
jects, goals, services, etc. I can be reached 
e i t h e r  t h r o u g h 
brian_koehler@psychoanalysis.net or 
212.533.5687. 

involve the physical body (chemistry/
structure). 

According to this model, a patient‘s 
symptoms would be conceptualized ac-
cording to their source.  Interventions 
would target the appropriate level.   ―Top 
down control‖ reflects the existence of a 
hierarchy, through which higher bodies 
influence those below. 

What are the implications of ―top 
down‖ phenomena for mental health par-
ity? Advocates of mental health parity err 
when they confuse symptoms arising from 

(Continued from page 3) 

Mental Health  Parity, continued 
lower levels of the Self (or brain), with 
those which arise from the intentional, top 
down reactions of an autonomous Agent. 
(Recall that this would be tantamount to 
demanding insurance compensation for 
the motorist who failed to dislodge the 
parking brake). This is not to say that peo-
ple with mental ―illnesses‖ desire their 
symptoms. Rather, the use of the word 
intentional speaks to the goal-directed 
(teleological) nature of those processes by 
which a non-diseased Agent uses his or 
her mind in an effort to resolve intra- and 
interpersonal crises. 

To the extent that anatomical pathol-
ogy or pathophysiology can be shown to 
impair the apparatus of human Agency 
(the substrates of consciousness and in-
tentionality), one would justifiably refer to 
the presence of medical illness. However, 
I believe it would be a dangerous tautol-
ogy to infer disease whenever an intact 
Agent fails to maximize his or her ability to 
cope with life stressors. Similarly, it would 
be a mistake to medically indemnify the 
treatment of disturbances when they origi-
nate beyond the physical determinants of 
volition and will.  

file:///C:/Documents%20and%20Settings/aturnbul/My%20Documents/ISPS%20newsletter/August%202009/www.isps.org
file:///C:/Documents%20and%20Settings/aturnbul/My%20Documents/ISPS%20newsletter/August%202009/www.isps.org
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Abandoning Occam’s Razor, continued 

own unwillingness to give up the idea that 
I had meaningful things to say. 

For a long time, I had resisted 
Lindsey‘s suggestion that we self-publish, 
and I was only convinced to do so when a 
psychologist friend reminded me that in 
many indigenous cultures one‘s story— 
when it has potential value to the village—
is owned by the community rather than 
the individual. It was the additional piece 
that I needed to be able to let go of the 
ego and pride that kept me knocking on 
inaccessible doors. 

During the time we were waiting for 
the book to be printed, Lindsey and I 
were constantly aware that her mother was 
very close to death. Due to extreme pe-
ripheral neuropathy, she had lost just 
about all motor ability and remained in 
bed most of the day. Up to recently, she 
had, with the aid of round-the-clock per-
sonal assistants and nurses, been able to 
continue living in her own non-
institutional apartment. But now, home 
hospice care had begun. We were racing 
the clock, hoping to be able to get a copy 
of my book to her. That book—my life 
and work—was the subject of many dis-
cussions among us over the years.  

When the first books arrived from the 
printer, we immediately drove the five 
hours to her home. I laid the first copy in 
her hands. She held it there and seemed to 
be mentally weighing the book. She 
looked down at it for a few seconds, 
looked up at me, looked back at the book 
and said, ―It took you 25 years to write 
this little book.‖ I burst out laughing and 
then sat down on the bed, held her hand 
and began reading my book to her. 

The laughter we shared reminded me 
of an e-mail exchange I had with profes-
sor Bill Anthony, psychosocial rehabilita-
tion‘s pioneering trainer and theorist. He 
told me, ―It is difficult to be humble when 
you‘ve written a book about yourself.‖ I 
have learned the hard way that wanting to 
be special can easily get you in trouble. 
Extinguishing as much ego as one can is a 
task that I continue to work at achieving. 

 
* * * * 
 
In 1966, I did not have the physical or 

mental agility to avoid capture in the large 
and powerful psychiatric net hurled over 
my being. More damaging and difficult to 
escape was the subsequent tattoo of my 
new label—paranoid schizophrenic. The 

(Continued from page 1) psychiatric artists were revered for and 
societally justified in the application of 
their craft by four damning words, For 
Your Own Good.  Renowned author and 
fellow traveler Janet Frame wrote, ―For 
your own good is a persuasive argument 
that will eventually make a man agree to 
his own destruction.”   

The diagnosis, paranoid schizophrenia, 
was etched into my consciousness with 
seizure-inducing currents of electricity and 
coma-inducing insulin treatments. And 
like other tattoos, it has been extremely 
difficult and painful to remove. 

Give it a name, have something to call 
it, and the unfamiliar darkness takes on 
the illusion of light. It is still murky and 
unknown, but now you feel that it is un-
derstood and predictable. If you get others 
to accept the name, then they too respond 
accordingly. There is validation, but is this 
rational? Is this our reality? 

In June, 1966, I earned my master‘s 
degree in clinical psychology from Temple 
University and, three months later, cele-
brated my 23rd birthday by being drugged, 
restrained and confined to the seclusion 
room of Fair Oaks Hospital. Not my idea 
of a birthday celebration, but a birth of 
sorts—a naming ceremony for my new 
identity—Paranoid Schizophrenic. 

Fair Oaks, a private mental hospital in 
Summit NJ, held me for six months and at 
first ―treated‖ me to massive doses of 
Thorazine and Stelazine while throwing in 
Artane to deal with the side effects. Those 
drugs failed to make me compliant; I re-
fused to give up my psychotic thinking.  

I demanded my rights. How naïve and 
foolish I was to demand autonomy, to be 
the one to decide what risks to pursue in 
my search to define me in my own way. I 
told them that I didn‘t need their protec-
tion. I would not worship safety at their 
altar. I was 23 years old, but I was still in 
the throes of teenage rebellion, trying to 
find out who I was. 

They insisted that I give up my sense 
of self, my newly forming and still-fragile 
quest for meaning, my identity. My naïve 
innocence, my futile beseeching to be set 
free, my ever-repeating cries, my mantra, 
‗THIS IS NOT FAIR,‘ forced them to see 
no other option than to give me a series of 
40 insulin comas combined with electro-
shock. Five days a week for eight weeks, I 
endured their assault until I was too weak 
to scream for my rights or to continue my 
plaintive cries that this was not fair. I was 
to learn what comedian George Carlin 

says in one of the humorous riffs he uses 
to jolt us out of our belief that we have 
rights. No, he says, we don‘t have rights; 
we have privileges, and privileges can be 
taken away. 

I left that hospital cured of my grandi-
ose notions, no longer paranoid, no delu-
sions, no hallucinations, huge gaps in my 
memory, slowed in thought and move-
ment, and without even the energy to con-
template who I was, what I had become or 
what possibilities, if any, the future of-
fered. I had no energy to be suspicious or 
hopeful, and I didn‘t care anyway. Yes, 
with their broad brush they had van-
quished my symptoms, but what, if any-
thing, of me was left? 

For years, I looked at my breaking 
down and giving in to the psychiatric as-
sault as proof of my weakness. In my 
heart, I knew that I would never again be 
the comic-book hero. My myth of invul-
nerability was punctured. I could be bro-
ken under torture. No more dreams of 
inviolable principles. I could be stripped 
of everything—identity, dreams, ideals, 
freedom to move or even to think. My 
dreams were bashed, and I only had night-
mares to replace them. We all need 
dreams!  

For the next three years, I worked to 
get my memory back, to find a job, a 
dream, something that would enable me 
to get a life. I made progress: That first 
year out, I stopped taking Thorazine and 
Stelazine, but I could not overcome my 
sadness, my lethargy, the absence of moti-
vation.   

After a few years, glimmers of hope 
emerged. My mental acuity began to come 
back. I saw vaguely lit, then increasingly 
brighter paths that I hoped might lead me 
to growing into the person I wanted to 
become. Now, looking back, I could say I 
had glimpsed a hazy image of a path to 
developing—the ―becoming‖ that psy-
chologist Gordon Allport thought was so 
important. But after three years of growth 
and development, I was again hospitalized. 

I was devastated.  Why did this hap-
pen again? Had I grown too quickly with-
out grounding, without integrating my 
experiences—wanting too much—
wanting to forge ahead too quickly? An-
other six months in the hospital, this time 
a public hospital. The food sucked and the 
coffee wasn‘t real coffee. This public hos-
pital was not as nicely appointed, but I 
was glad for its one distinct benefit; they 

(Continued on page 12) 



12  

 
—ISPS-US Newsletter: Summer, 2009, Volume 10, Issue 1— 

Abandoning Occam’s Razor, continued 

to diagnose me—had eight different kinds 
of schizophrenia listed. 

I think we can guard against going off 
course by looking at how people live their 
stories. What do they do when the unfold-
ing events do not match the script that 
they and their families planned and envi-
sioned? 

 
* * * * 
 
Let me move on to the second half of 

the title for my talk: Re-constructing the 
Self. 

Too often, the mental health profes-
sions have constructed spurious answers 
to our most troublesome questions about 
madness. The answers are bound to 
speculative assumptions derived from ever
-changing favored theories. When com-
plex individuals who share similar ele-
ments of diverse experience are reduced 
to symptoms and pathological syndromes, 
their personal and special life stories are 
misunderstood. To enhance our under-
standing of the myriad altered states of 
human consciousness, we must not ignore 
the unique and precious stories of indi-
viduals. We should not cheat the narrators 

from discovering and revising the stories 
for themselves. 

Medical anthropologist and cancer 
survivor Arthur Frank writes about how 
life changes when one‘s being is disrupted 
by illness. Our capacity to reconstruct our 
interrupted stories offers transformative 
opportunities. And when those who sur-
vive and thrive bear witness, their testi-
mony helps others move through the ex-
perience of an illness-interrupted life. Re-
constructing the stories offers hope, possi-
bility and choices that can give meaning to 
our experience and help us move forward 
rather than remain mired in our pain. 

Will today‘s state-of-the-art treatment 
be regarded by future historians in similar 

(Continued on page 13) 

 

did not do insulin or electroshock treat-
ments. But, as before, I was subjected to 
heavy doses of drugs. 

Again, I withdrew from the drugs after 
my release. And again it was more than a 
year before some of my energy, motiva-
tion and mental acuity returned. I was 
close to giving up. How would I ever be 
able reject my label? Would I always have 
the specter of re-hospitalization hanging 
over my head, regardless of what I accom-
plished? 

The above is the abstract of my psy-
chiatric experience; the fully detailed ver-
sion is in Part I of my book, A Fight to Be. 

 
* * * * 
 
So, what have I learned that I can 

share with you? How can you benefit 
from my experiences as a mental patient 
struggling to overcome the ―disease,‖ the 
label, the category, the identity—the con-
fining box we call schizophrenia?  

I have thought long and hard about 
my experiences as a patient and a seeker 
of meaning, as a therapist, a psychiatric 
survivor, a peer, an advocate, an activist, a 
change agent, a husband, and a father. 
Who am I? How did I transform myself 
into who I am now, someone who does 
not take psychiatric drugs, who is consid-
ered a well-grounded, reasonably con-
tented, competent individual?  

In my enthusiasm about the chance to 
speak here, I forwarded the conference 
program to several groups of my peers 
who are members of organizations I be-
long to and share values with. Their re-
sponses were interesting. What stood out 
was their feedback about the language in 
the titles of the workshops. Several people 
criticized the emphasis on fixing some-
thing that was wrong. They were sensitive 
to the implication that people were being 
regarded as objects to be fixed. 

I thought about the feedback I was 
getting. Mixed with my admiration for the 
wonderful group of professional and lay 
seekers gathered here—many of whom 
are outsiders swimming against the cur-
rent of their own professional discipline—
I humbly say, without really knowing 
much about this distinguished group of 
presenters beyond the title of their work-
shops, that we must be a bit more humble, 
embrace the mystery, monitor our egos, 
and most importantly listen to the experi-
entially based wisdom of those who have 

(Continued from page 11) 

―Too often, the mental health 
professions have constructed 
spurious answers to our most 
troublesome questions about 
madness. The answers are 
bound to speculative assump-
tions derived from ever-
changing favored theories.‖ 

swam and survived their immersion in the 
seas of madness. . . and those who have 
drowned and been re-born. We need to 
listen to, respect and thoughtfully consider 
their suggestions and criticism. If we are 
to assist those who are diving too deeply 
into the mysterious raging seas, we must 
not offer premature lifelines. A heavy em-
phasis on safety often exacts too steep a 
price. 

Let me address the significance of 
Occam‘ Razor in relation to the principles 
and values I believe are important. The 
English philosopher William of Occam, 
who lived from 1300-1349, said, ―Entia 
non sunt multiplicanda praeter necessi-
tatem,‖ Latin for, ―Entities should not be 
multiplied more than necessary.‖ His 
words may be read as, ―The fewer as-
sumptions an explanation of a phenome-
non depends on, the better the explana-
tory principle is.‖ Or: ―All other things 
being relatively equal, the simpler of two 
competing theories is to be preferred.‖ All 
of the above seem reasonable. So where is 
the problem?  

I see the problem in the oversimplifi-
cation. It is Occam‘s Razor becoming the 
law of parsimony. The excessive use of 
economy in making our decisions elimi-
nates too much that may be valuable. 
Used judiciously, this razor of Occam can 
work well in simple situations. But that is 
the rub for us. 

The simplest-appearing things are of-
ten very complex. And we who deal with 
the vast array of factors contributing to or 
inhibiting the development and expression 
of one‘s authentic self must be actively 
aware of the complexity and mystery of 
being an individual human and the insta-
bility of our current state of knowledge. 
When we put a person in a category, we 
save time but lose much useful informa-
tion. We shape and twist too much mate-
rial to make it fit.   

Our operating knowledge is based on 
our education and our lived experience. 
What happens when education and experi-
ence do not fit together? How do we de-
velop the belief systems we use? Are your 
beliefs and their underlying assumptions 
the same as those of the person sitting 
next to you? Doesn‘t our belief system 
shape how we take in information and 
guide how we treat people? What do we 
do with the person who does not match 
our expectations? Surely we need a wider 
array of supports and approaches for peo-
ple. Even the original DSM—the one used 
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ways to discarded treatments of the past 
—the dunking, leeching, organ and teeth 
removals, lobotomies, the insulin coma 
treatments, electroshock and the chemical 
straitjackets legislated as Kendra‘s Law in 
the state of New York and euphemistically 
called AOT, Assisted Outpatient Treat-
ment? Few feel like they are assisted when 
they are forced against their will to do 
something in their best interest. Those 
four words, ―For your own good,‖ have 
become too accepted a tenet of public 
mental health systems.  

As an alternative, I offer this empow-
ering statement: ―If you come to help me, 
you are wasting your time. But if you have 
come because your liberation is bound up 
with mine, then let us work together.‖ 
This insightful negation of altruistic fixing 
is attributed to Lila Watson, an Australian 
aboriginal activist. 

Psychologist Frank Reissman, a strong 
advocate of self-help groups, investigated 
and participated in various configurations 
of peers helping peers with all sorts of 
health and mental health problems. He 
saw the benefits and named it the ―helper 
therapy principle.‖ When you help some-
one else, you feel good and reap benefits 
for yourself. Aren‘t most forms of treat-
ment more useful when they are regarded 
as a collaboration where growth and de-
velopment permeate the relationships? 

Let us embrace the richness and diver-
sity of human being. Most of us are aware 
of the beauty brought to us by those who 
are different, those who do not fit the 
normal mold, who have denied the pulls 
and pressures of the culture from which 
they have emerged to bring us art, litera-
ture, poetry, music, science and technol-
ogy. One does not need to be crazy to be 
creative, but I do believe that when we do 
not leave enough room for freedom of 
self-expression, and when we are too fear-
ful of the risks required for exploring new 
ways of being, we diminish our place in 
the universe. 

I would be foolishly presumptuous to 
assert that everyone who steps through 
the doorway into the unknown has made 
an active, conscious decision to do so. But 
would I be more foolish than those who 
proclaim that passage into madness is 
preordained by one‘s genetic makeup? No 
one is immune to the physical and emo-
tional pain of living. Such is life, perhaps 
especially so in the times that we live in. 
Who would not want a quick fix, a pill, a 
strategy that works quickly with no ill ef-
fects, one that would not interrupt the 
pursuit of our potential or corrupt our 

(Continued from page 12) values? 
Many who are here are therapists and/

or persons who have been in therapy.  As 
therapists, what are the many roles we 
play? Do we, as rented strangers, take the 
place of wise uncles, grandfathers, village 
shamans, country doctors—those figures 
in the past who took on respect by virtue 
of the lives they led? For those of us who 
can use and benefit from psychotherapy, 
this is what I would want my therapist to 
do and be.  

From my book: ―I would want my 
therapist to have a life-long hunger for 
understanding and an awareness of his 
own limitations. His courage and integrity 
would enable me to trust him. A genuine 
humility would be evident in his sensitivity 
to the delicate process of exploring the 
psyche. My therapist would be my guide, 
not my leader. 

She would be there to support, nurture 
and expand my choices, not her own. She 
would be able to show me through her 
being-in-my-world that I am not isolated, 
alone and unworthy. My therapist would 
be able to convey her caring about me as 
an individual. I would know she cared 
because I could feel that she was atten-
tively present in the very moment in 
which we are relating to each other.‖ 

I am not suggesting that the therapist I 
just wished for needs to be the perfect 
manifestation of all those qualities I desire. 
And please do not assume that I am ask-
ing for my ideal therapist to be what eve-
ryone wants and needs. It‘s what I would 
want—what would suit me! 

Some points for therapists to consider: 
1. Individuals are more than their diag-

noses. Treat the person as a unique indi-
vidual with strengths and weaknesses. 

2. You and the person must work to-
gether to find out what works. 

3. That person you are working with is 
the expert on his or her self. 

4. Listen, listen, listen—with an open 
mind. 

5. Learn, learn and learn from each 
person you see. Perhaps what is most im-
portant is what you learn about yourself 
when you try to understand that person 
you are working with. 

6. Know that there is always hope, and 
communicate it. You cannot fake it; you 
must feel it. 

7. Be the Boy or Girl Scout of coun-
seling; be genuine, empathic and respect-
ful. 

8. Get comfortable with the expres-
sion of strong emotions. Anger can be 
beneficial; do not medicate away feelings 
or be too quick to get those feelings ex-

pressed and integrated. That powerful 
energy may need to be accessible. 

Again from A Fight to Be, here are the 
factors that supported and propelled me 
forward on my journey: ―Hope, safe 
niches, natural supports, reconciliation 
with family, the absence of irreversible 
damage from treatment, self-discipline 
(development of will), belief in myself, 
successful experiences, meaningful work, 
psychotherapy, intimate relationships and 
the passage of time were all significant in 
my movement out of the mental illness 
role into becoming a valued member of 
society. The varied combinations and rela-
tive importance of each of the elements 
were unique to me, yet I believe that the 
above identified concepts are common to 
others‘ transformations. But each of us 
defies set formulas. For all of us, the tim-
ing and options are different. Underlying 
all of the above is the question of whether 
a person has the freedom to choose.‖ 

Of great importance to my growth was 
the development of the capacity to be part 
of a full, loving, intimate relationship. To 
be able to trust enough to let down my 
guard and defenses, to be able to be open 
to another person and allow myself to give 
up some of my hard-won independence 
was an imposing hurdle. Developing the 
trust, the love and full sharing with my 
future wife was an essential step in sepa-
rating myself from the specter of another 
potential collapse into the not-person 
world of the mental patient. 

The passage of time holds critical im-
portance. Staying out of the hospital is 
essential to the development of self-
confidence. It is almost impossible not to 
measure your success by the increased 
time you are able to take care of yourself 
and live in the community. 

Progressive thinkers in the recovery 
movement point to the non-linear nature 
of the recovery process, and although I 
agree with the non-linear premise, each 
setback, even if short and less intense, 
becomes another blow to one‘s fragilely 
developing sense of self-efficacy and self-
esteem. Hospitalization is not a good op-
tion and should be avoided. Increasingly 
greater periods of time when you are free 
are the ultimate proof of growth and 
change. Assuming that we and the com-
munities we live in are committed to di-
versity and believe that each person 
should be afforded the opportunity to 
seek out their potential and pursue the 
development and expression of their au-
thentic self, we must develop more op-
tions than biological treatments and psy-

(Continued on page 14) 
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Abandoning Occam’s Razor, continued 

life outside the present moment.  Having 
the uniquely human capability of govern-
ing our instincts enables us to live in pre-
carious balance within worlds of our own 
constructions.  Unfortunately, the struggle 
to find meaning has become more of a 
privilege than a birthright. The quest for 
identity, authenticity, and the struggle to 
realize and act upon one‘s potential should 
not be denied. Our human frailties and 
anxieties need not be at odds with the 
natural flow and dynamics of an ever-
changing universe. It is time to relinquish 
our reverence of power and evaluate and 
modify our relentless quest to dominate 
nature. Perhaps then we will honor what 
sets the human species apart from other 
forms of life and relearn that we are all 
parts of a whole. 

The last and maybe most important 
thing I have to offer comes from Bella 
Abzug, New York congresswoman, a lion-
ess who fought for so many progressive 
causes. She said, ―Never underestimate 
the importance of what we are doing. 
Never hesitate to tell the truth. And never, 
ever give in or give up.‖  

chotherapy. 
Psychotherapy and medicine may have 

their uses, but what about those for whom 
they are not the optimal choices? Many 
who are struggling to find their way—
consumers, psychiatric survivors, those 
with cognitive, sensory, or other physical 
disabilities—regardless of the label—need 
more creative and substantial assistance 
than psychotherapy and pills. 

We ask for safe, affordable places to 
live (not segregated), educational opportu-
nities, friends, intimate relationships, to 
have our own families, raise our children, 
get jobs that give us the chance to advance 
and be able to see the future with hope 
and optimism. We cannot continue to rely 
solely on therapists to FIX people. We 
need communities that can appreciate and 
benefit from difference so that those who 
look act or perceive differently can still 
find a community or social network of 
their choice where they can be fully inte-
grated and valued. 

Changes need to be made in our think-
ing about mental illness and our mental 

(Continued from page 13) health policy. We must have more than a 
smattering of under-the-radar alternatives 
to the medical model. People need and 
desire research to be less dominated by 
measurable numbers. Randomized con-
trolled trials should not be held up as our 
gold standard while qualitative research is 
relegated to that of an under-funded 
fringe pursuit.  People need to have in-
formed options in which the strategies and 
goals—whether relief of symptoms or 
personal transformation and develop-
ment—are chosen by the individual. 

My story, along with those of fellow 
travelers, tells us that it is possible to sup-
port and elevate people rather than restrict 
them to a life of maintenance and stabili-
zation. My journey through recovery/
transformation is not presented as a 
model path, but rather as an example of 
possibility. The opportunity to discover 
what you can do and be needs to be much 
more available. 

Peculiar to humans is the ability to 
imagine future possibilities and con-
sciously design a course of action. We are 
capable of contemplating the prospect of 

http://www.isps-us.org/
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Combined ISPS and ISPS-US Membership Application 
Join / Renew your membership / Copy this for a colleague / Have your institution join 

(Please note: local branches may assess additional dues) 
 

Name, degree(s) (as should appear in listing):___________________________________________________ 

Address:________________________________________________________________________________ 

City:_____________________ State:_____ Zip:___________ Country (if not U.S.):____________________ 

 

Preferred phone number:______________________ work / home / cell Fax:_____________________ 
 

E-mail address:_____________________________________ Web address:___________________________ 

 

Institutional affiliation(s):___________________________________________________________________ 

Professional interests:______________________________________________________________________ 

 

Do you wish to join our e-mail discussion list? Yes / No 

Do you wish to be listed in our member directory? Yes / No 

Do you wish to be listed in our public web directory? Yes / No 

 

Annual Dues:  

Note: includes ISPS journal subscription 

All professionals: $100 

Institutional (Please include contact name and a 100-word description of organization): $150 

All others (including full-time students): $55 

Lifetime individual membership: $1,000 

 

Additional tax-deductible contribution: 

$10 / $25 / $50 / $100 / $250 / $500 / $1,000 / Other: $_____ 

On behalf of / in memory of:________________________________________________________________ 

May we thank you for your contribution in our publications? Yes / No 

 

(Optional) I'd like to earmark my donation for: 

__A scholarship for consumers, students and mental health workers to attend our meetings 

__Sponsorship for a low-income member 

__Upgrade our website to include video clips 

__Launching ISPS-US into self-publishing 

__Other:__________________________________________________________________________ 

 

Additional tax-deductible donation for the production of Daniel Mackler’s film, Take These Broken Wings. 
Note: This donation does not support general operating expenses for ISPS-US. 

$10 / $25 / $50 / $100 / $250 / $500 / $1,000 / Other: $______ 

On behalf of / in memory of:________________________________________________________________ 

May we thank you for your contribution in our publications? Yes / No 

 

Total amount enclosed: $_____ 

 

Please make check payable to ISPS-US. 

Send to:  ISPS-US     Or join / donate on the Web at www.isps-us.org 

  P.O. Box 491     E-mail: contact@isps-us.org 

  Narberth, PA 19072    Voicemail: 610-308-4744 

 
ISPS-US is a 501(c)(3) nonprofit organization. 
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book or journal in the quarterly ISPS-US Newsletter 

 

Your ad will reach 300+ like-minded colleagues  
for one year (four issues) 

 
Rates: $250 (full page), $150 (half  page horizontal), $100 (two-column) 

 
Deadline: Rolling 

 
When your ad and payment are received,  

your ad will be placed in the subsequent four issues  
of  the ISPS-US Newsletter 

 
For advertising rates and specifications, please e-mail Karen Stern  

at contact@isps-us.org or call her at (610) 308-4744 


