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EU Population = 744,000,000
FIN Lapland Population = 180,000
FIN Lapland Land Area = 35,777 sq mi

US Population = 354,000,000
VT Population = 648,493
VT Land Area = 9,616 sg mi

Senator Bernie Sanders

* human-scale democracy
* high threshold for involuntary hospitalization vs. rest of the US
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Intensive Mental Health Services
by Mental Health Catchment Area
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Counseling and Support
Services

Northeast Kingdom
Human Services

Vermont System of Care *

Lamoilie County
Mental Health
Semces‘

14 counties served by 10 designated mental
health agencies (DA's)

( Addison County
)

Vermont Hospitals with In-Patient Psych
Units and Psychiatric Hospitals Available
to Adults

Number of Beds

[§] 76 Beds (1 Hospital)

[ 25-28Beds (2 Hospital)
i 10-15 Beds (3 Hospital)

VT Department of Mental Health (VTDMH)
oversees. Flexibility to meet requirements.

]
Clara Martin Center

Rutiand Mental Heaith
Services
iH

VTDMH oversees 1 public involuntary et te
Vermont Psychiatric Care Hospital. Formal Py FTEs per 100,000
ties to 5 more psychiatric inpatient units. e — i
e =1
el ds-6
t' % VERMONT

Source: Vermont Department of Health, Health Care Provider Census (2016), Vermont Department of Mental Health; Psychiatric
Hospitalization (2019). Vermont Department of Mental Health: Designated Agencies (2019)

Mental health RSAs ( MCHAs) reflect the established catchment areas of the 10 designated mental health agencies in Vermont

FTE ratos only Includes providers in locations open 1o the public. Faciliies that do not offer outpatient services are excluded
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f \VA} Mental Health: Cultural Precondltlons

1987- Courtenay Harding studies of deinstitutionalization in
' Vermont vs Maine (Dr. George W. Brooks) & VT Longitudinal

&fw Study- recovery is possible!

¢ 1980s-90s— Tom Andersen and Magnus Hald visit CSAC.

'l
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1990s-early 2000s- W. Lapland Open Dialogue Outcomes

-

2010- Robert Whittaker “Anatomy of an Epidemic”
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Commissioner Patrick Flood — supports community resources
Multiple Stakeholder Meetings — DMH Administration, DA administrators, direct
care staff, advocates, psychiatric survivors, family members, etc.

Human Rights Principals — avoid hospital care, alternatives to coercion,
increased choice, allocated new resources to community mental health




‘Networks Supporting Networks
% Growing the Collaboration
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1£We see a striking parallel between the need for
a3 social/professional network in a time of crisis
.~ and our own need for a network to support our
practice, especially because it is outside of the
norms, assumptions and structures of existing
service paradigms”- (Smith, 2022)
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Beginnings: Vermont Statewide Dialogic Collaboration

o

Mary Olson offers VT presentation/consultations

Initial systemic collaboration bridged inpatient and outpatient

2013: OD begins at CSAC, Howard, UCS, and VPCH—focused on acute care and
hospitalization prevention.

2014: Connection with Werner Schuetze at the  International Meeting, Roskilde.

2015: 15t Regional Gathering in Vermont (Parachute, Advocates + VT Open Day)

15t Statewide Level 1 Training in Vermont with support from Advocates,
Parachute, Werner, Mia Kurtti, Pia Jessen and Reiulf Rudd

2016: Mary Olson and Jaakko Seikkula present in Rutland, Vermont




CNA Statewide Planning Committee Planning Committee
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Back: Jeff Rothenberg, Vic Martini, Beth Goss. Front: Zelda Alpern, Paule Bezaire, Per Eisenman, Sandy Smith, Ashley Wight, Greg Tomasulo.
Prior members: Sandy Steingard, Leslie Nelson, Lisa Dobkowski, Mark Holderbach, Denise Daly, Ellie Bishop.

Honestly the most compelling part of this work is focusing on people’s stories and how profoundly this can change the way you think about
someone and what they are going through, how connected this makes you feel to those with whom you work, and how healing that
connection seems to be. Being trained in dialogic work and incorporating this into my professional and personal life has changed me in many
ways, but if | had to pick only a few to name | would say that it’s helped me to be a more patient, humble, empathic person, that is more
astutely able to understand what it is that clients really need in any given moment.

— Greg Tomasulo, PhD, Vermont Psychiatric Care Hospital
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 Level 1 (five 3-day blocks) including theory days, relational network
days and supervision days

, * Level 2 (five 2-day blocks) including theory days and relational network
days + additional supervision sessions

| » Statewide train-the-trainers + additional trainer training
& * Statewide Learning Community

* Numerous in-house and statewide intro trainings, workshops and
supervision offerings across agencies

* 2 hospitals, Pathways/Soteria, 1 secure residential program, 6 DAs, NFI

THANK YOU WERNER AND MIA!!!
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StateW|de Tralnlng Program (2015 2025)

Graduates # of public Outpatient Secure Higher Ed
agencies Residential

Level 1

74

In-House Lots! 8 2 5 1
Trainings

,\ Level 2

Intro Lots!
Workshops

Internationally 7
Certified
Trainers

Statewide 6
Trainers
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' Creativity, Innovation, Application

C

& * Outpatient Crisis Service (flexible locations)
~ * Outpatient Intake Service
| ° Inpatient
| ¢ Residential
'@ * Developmental Services
* Youth and Family
* Peer Support (Living Room Model)
* Eldercare
* Supervision




y Vermdnt Statewide Data ‘

Year Networks Number of Number of
Served W T Agenaes*

CY 2022 (1/1/22-12/31/22) g
-
FY 2023 (10/1/22-9/30/23) 368 6 |
* FY 2024 (10/1/23-9/30/24) 425 1339 6 X
: FY 2024 with Vermont Psychiatric Care Hospital 507 3419 7 \
Data Inclusion Criteria:
* Meeting begins with opening questions J
* Facilitated by 2 staff trained in OD and receiving ongoing supervision (at least 1 facilitator completed level 1, the P
other completed a minimum of 2 full days of OD training) 6.\ 7

Participating Agencies:
* 1 Involuntary Residential, 1 Voluntary Residential, 4 DAs (mixed settings), 1 Involuntary Inpatient Hospital (VPCH)
* VPCH data only included where specified above :

1
14
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‘g{ }~ 2018-2021: Research with Nev Jones, Ana Florence, Larry Davidson, Yale Program
for Recovery and Community Health

C

It Makes Us Realize We Have Been Heard (Florence, et al., 2021)

17 participants

Recruited by clinicians from 3 DAs in Vermont

18 years and older

12 women, 5 men

3 months - 6 yrs of network meetings, varied frequency

Varied settings (home, hospital, office)

e Qualitative interviews
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"N |t Makes Us Realize We Have Been Heard
(Florence et al., 2021)

"\

Y “This is the first time we [are] all sort of in a room together to talk about what’s going on.”

-
[
4

<>

“I think that Open Dialogue fosters that kind of recovery where you are kind of leading; you’rein £ 3
g the driving seat.” -5

-

* “| made a decision and they’re behind me on it.” !

' “She made it very clear that she was not interested in medication. And we knew we needed some |
4 family-based approach to be able to survive.”

= “| have been in and out of hospitals since | was 17 [for 30 years]. | have not been in a hospital
~ [for] three solid years the 27th of this month. And | owe that to me and my team.”

‘;;.
> CNA as “a type of philosophy” that in his experience “might bring the humanity back into a A
diagnostic situation”.
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. Florence et al, 2021 Cont’d

The presence of the network was experienced by families as a way to reduce stigma, validate
concerns, access multiple perspectives, decide together, understand others, slow things down,
create language to describe conflict and interpersonal relationships and witnessing other family
members working towards collective understanding of the situation.

* Participants articulated the ability to have frank and honest conversations about medications with
breaking cycles of hospitalizations.

* Persons with long term involvement with the mental health system and multiple hospitalizations
experienced benefits from this approach and perceived longer community tenure compared to
previous treatment modalities.

* Our findings suggest that participants felt in control about different elements of their treatment,
from who to invite to meetings, what to discuss in them, what to do about medications, to a
broader sense that the entire process is driven by the network, that the outcome is up to them.
This further supports recent claims that OD —and we claim here, CNA as well - is a rights-based

approach to mental health, upholding dignity, choice, self-determination and limiting the use of

coercive practices [5].
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FAST: United Counseling Service of Bennington Dialogic Intake

Satisfaction Surveys: Jan—March 2022

AVERAGE SCORE
96% ¢ 1.912p1S
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0-10%  11-20%  21-30% 31-40% 41-50% 51-60% 61-70% 71-80%  81-90%  91-100%
Score

Number of respondents

3-point scale: 0 = dissatisfied, 1 = moderate 2 = highly satisfied

Initial surveys showed exceptional satisfaction.
2" report of surveys (1/24-3/24) with 92.6% satisfaction.

SUD Scores: Jan-March 2024

Subjective Units of Distress (SUD) Scores —Jan — Mar 2024

Measures stress level at start of session and end of session

Range 0 (low/no stress) to 10 (highest possible stress)
Number of individuals: 131

Missing scores: 44

Sample size: 67

45 (67.16% of sample)
3 points(30% improved)

Number of improved stress scores:
Average improvement

Highest Improvement: 7 points (70% improved)-3 clients
2 (2.99%) — both 1-point worsening

20 (29.85%)

Worsened stress scores:
Number of no change in scores:
SUD scores — Apr —Jun 2024

Number of individuals: 188

Missing scores: 51

Sample size: 137

Number of improved stress scores: 77 (56.2% of sample size)
Average improvement 1.28 points

Highest Improvement: 10 points

Number worsened stress scores: 6 (4.38%)

Number of no change in scores: 54 (39.4%)

- f_ » .'.'-
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' Research on OD at CSAC Youth & Family

e

4/23 - 12/24 Data Set- 87 families. Average of 4 sessions per family. Referral sources 1/3 from intake, 1/3
crisis, 1/3 other providers (Eisenman, 2025).

75 of families above were invited to complete anonymous satisfaction surveys and in-depth interviews.

lan Bhatia (UVM) reviewed 237 completed Dialogic Feedback Scales. 55 families collected over 3 yrs.

Bhatia reviewed CSAC’s youth & adult involuntary hospitalization data, compared with statewide data.

Next steps: follow-up interviews with families, thematic analysis of the Dialogic Feedback Scale data to
identify patterns in family perspectives, and considering additional data analysis to explore the impact of
CSAC’s Open Dialogue-based culture on involuntary hospitalization trends. Co-research interviews.




o e 3 rﬁ’—"‘y A B A 98 ."”"l"&; «
D _ ~ "q#""d‘}gj_ E. .‘ 5 R ‘ _‘__J a

L 4 Paradigm shift/culture shift
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K CSAC’s current low rate of involuntary hospitalizations (19.88/100,000 vs. state
average of 75/100,000 in CY 24)

 VPCH & RVTR [involuntary settings] staff report improved patient involvement
and professional culture via OD

e “..the rhizomes are part of the roots, like grasses that go underneath and spread
out, and then the grass is what you see on the surface it’s just a really small part
of it that is all the connections... And so, I’'m trying to implant the rhizomes, and

have it embedded in there and have it be more of a culture shift. So, it’s a

beautiful idea” (Florence, 2020).
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Dllemm-a's Challenges Learnmgs

How to approach dialogic systems change? Top down v. bottom up
Training intensive and problem of turnover
Keeping a dialogic frame in acute situations with systemic pressures
Reaching people BEFORE they are medicated for extreme states
Being available as necessary to offer psych continuity and frequent mtgs during crisis situations

Sustainability for staff

Public relations and demand for services

Quantifying what we are doing when it looks different in different cases
Multidisciplinary teams co-facilitating but without equitable compensation
Social/political polarization (Medicaid funding & identity politics)

Shifts in leadership support (SAMSHA, VT DMH, new CEO at CSAC/UCS/HC)
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Directions Forward

Cessation of VT DMH funding for training after 13 years. We have built in-house training
capacity. Agencies will need to pay for training. Pursue grant funding. New statewide
leadership structure?

2 facilitators were payed for by case rate funding in the past. Our system is changing back
to fee for service. Some state initiatives are more flexible (mobile crisis, CCBHC, peer
support, hosp. diversion programs, coordinated specialty care).

* More political advocacy? More informing the public?

* Connection to Human Rights-Based Practice including reduced coercion, realignment of
systemic values (at CSAC looking at OD, Trieste, TIS, IPS) — authoritarian political context
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THANK YOU

Mia Kurtti
Werner Schuetze
Jaakko Seikkula
Mary Olson

VT Dialogic Practice Participants (clients/families and MH workers)
VT Psychiatric Survivors
The International Network/IMDRAP
The Vermont Dialogic Practice Community
The US Dialogic Practice Community
Vermont Department of Mental Health
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