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5 1820020 Ala a Statutes § 1820020

Liability or ho«pilal Tor negligence of selection or appointment of stafT physician
nuree assisting operating surgeon. 29  or surgeon. 51 ALR3d 981.

ALFUd 1065. Liability for injuries or death resulting
Hospital's liability for ir\jury or death to  from physical therapy. 63 ALR3d 1250
patient resulting from or connected with Liability of hospital, or medical practi-
administration of anesthetic. 31 ALR3d ‘loner, under doctrine of strict liability in
1114. »rt, or breach of warranty, for harm

Liability of hospital for refusal to admit  cl :n*d by drug, medical instrument, or
or treat patient. 35 ALIUId 641. similar device used in treating patients. 54
Attending physician's liability for injury ~ ALR3d 258.
caused by equipment furnished by hos- Liability of physician or hospital in the
pital. 35 ALR3d 1066 performance of cosmetic surgerv upon the
Hospital's liability to patient injured face 54 ALR3d 1255.
going lo or using bullin*om or toilet Liability of hospital, other than mental
facilities. 36 ALR3d 1235 institution, for suicide of patient 60
Liability for negligence in diagnosing or ~ ALR3d 880. .
treating aspinn poisoning. 36 ALR3d Validity and construction ofcontract be-
1358. tween hospital and physician providing for

Liability of one releasing institu- exclusive medical services 74 ALR3d
tionalized mental patient for harm he 1268. o L -
causes. 38 ALR3d 699. Tort liability of physician or hospital in

Medical malpractice in connection with ~ connection with organ or tissue transplant

diagnosis, care, or treatment of diabetes ~ Procedures. 76 ALR3d 890. )
42 ALR3d 482. Recover}- for menial or emotional

ol liahili e distress resulting from injury to. or death
Hospital's liability for injury allegedly L - e
caused by improper diet or feeding of ?f' merEbe_r _Of Iplalntlszs _far:}lly a"s'Pgl
patient. 42 ALR3d 736 rom physician's or hospital’s wrongfu

Liability for injury allegedly resulting ~conduct. 77 ALR3d 447.

: . ; ; Malpractice in connection with diag-
from negligence in making hypodermic .
injection. 45 ALR3d 731. nosis of cancer. 79 ALR.ld 915.

. C Patient  tort liability — of  rest,
tratgﬂlslilé); firs 'ij%grlggim from blood convalescent, or nursing homes. 83 ALR3d

Liability of hospital for injury caused R . .
. Arbitration of medical malpractice
through assault by a patient. 48 ALR3d claim. 84 ALR3d 375.

1288. U . L Malpractice in  connection  with
Hospital's liability to patient for injury  cjacyroshock treatment. 94 AlLR3d 317.
allegedly sustained from absence of partic- Application of rule of strict liability in

ular equipment used in diagnosis or y5'tg person or entity rendering medical
treatment of patient. 50 ALR3d 1141. Services 100 ALR3d' )1'205. ing medi

Hospital's liability for ncgligenco in

Sec. 18.20.020. License required. No person or government unit,
except the federal government, acting severally orj»nn* y with another
person or governmental unit may establish, conduc nr maintain n

hospital in the state without u license. 40-6-" ' ,fK9; am § 3
ch 112 SLA 1957)

Crossreferences. —Antorequirement aspects of hospital operation are
for certificate of need to construct or niter  nonetheless within the same hospital, and

« h(-aPh care facility, see AS 18.07 011 — there innnjustification for hrrukmg up the
1807.111. operations of one hospital into separable
Opinions of attorney general. — A units for licensing purposes; therefore, one

nursing home is considered n hospitul for  license should In*required for the entire
the purpose of the licenning provisions hospitul operation. 1963 Op. Alt'y (Jen,
1963 Op. Att’y Gen.. No 7 No 7

If a person establishes a hospital which Collateral references. — Licensing
given gcrv ul and medical treatment and  and regulation ofnursing or rest homes. 97
in addition provides nursing service, both  ALIIIM 1187.
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1 18.20.030 Health and Safety | 18.20.070

Sec. 18.20.030. Application and fees. Application for a license
shall be made to the department upon a form provided by it, and shall
contain the information the department requires, which may include
affirmative evidence of ability to comply with the reasonable stan-
dards, rules and regulations prescribed under AS 18.20.000 —
18.20.080. Each application for a license shall be accompanied by a
license fee of $10. The department shall deposit all lees received in the
state treasury. 18 40-6-1 ACLA 1949)

Sec. 18.20.040. Issuance and rcnewnl of license and posting.
Upon receipt of an application for license and the license fee, the
department shall issue a license if the applicant meets the require-
ments established under AS 18.20.060 — 18 20.080. If the applicant
docs not meet the requirements established under AS 18.20.060 —
18.20.080 but makes continued efforts to comply with them, the depart-
ment may grant him a temporary or provisional license for a reason-
able period of time. A license, unless suspended or revoked, is
renewable annually without charge upon filing by the licensee, and
approval by the department of an annual report on the uniform dote
and containing the information in the form the department prescribes
by regulation. Each license issued is for the premises and person or
governmental unit named in the application and is not transferable or
assignable except with the written approval of the department.
Licenses shall be posted in a conspicuous place on the licensed prem-
ises. (8 40-6-5 ACLA 1949; am 5 4 ch 112 SLA 1957)

Sec. 18.20.0-t5. Insurance required.

Repealed by 8 40 ch 177 SLA 1978.

Editor'* note*. — The repealed Hection ch 177, SLA 1978 in the 1978 Tempornry
derived from | 39, ch. 102, SLA 1976. nnd Specinl Act* and Reonlvr*
A* to purpow of repealing act, *co 1 I,

Sec. 18.20.050. Denial, suspension or revocation of license. The
department may deny, suspend or revoke n license in a case in which
it finds that there has been a substantial failure to comply with the
requirement established under AS 18.20.060 — 18.20.080. (8 40-6-6
ACLA 1919)

See. 18.20.0C0. Regulations and standards. The department
shall adopt, nmv.iu.nnd enforce rules, regulations and standards for all
hospitals designed to further the accoinplishment of the purposes of AS
18.20.010 — 18.20.130 in promoting safe nnd adequate treatment of
individuals in hospitals in the interest of public health, safely und
welfnro. (8 40-6-7 ACLA 1949)

Sec. 18.20.070. Compliance with regulations. Each hospital in
operation at the time the department adopts rules nnd regulations or

21



STATE OF ALASKA*19S4 LEGISLATIVE SESSION
- ' FISCAL NOTE

Revision Date:

REQUEST ' HSCAL DETAIL

Bill/Resolution No.. B 346 Agency Affected: Public Safety

Title: "An act relating to the Program Category Affected:

treatment ot mentally ill personsT" Administration nf Justice

Sponsor:  Sen. Josephson ft Halford BRU, Program >a Subprogram's) Affected:
Requestor; Senate HESS Alaska State Trnnnpy.

Date of Request. 1-20-84

EXPENDITURES/REVENUES.  (Thousands of Dollars)
FY 84 FY 85 FY 86 FY 87 FY 88 FY 39
OPERATING

100 PERSONAL SERVICES
200 TRAVEL

300 CONTRACTUAL

00 SUPPLIES

500 EQUIPMENT

600 LAND A STRUCTURES
700 GRANTS, CLAIMS
SCO MISCELLANEOUS

TOTAL OPERATING 0.0 0.0 0.0 0-0 nn 0 n
! CAPITAL 0.0 0.0 0.o L no nn ..no
I REVENLE
FUNDING.  (Thousands of Doll ars) :

[general fund 00 . . 00. 0.0 0.0 PO 11
IfFdERAL FUNDS

IUTHCR

jTOTAL

POSITIONS:

FULL-TIME
PART-TIME
; EMPORARY
ORE CGF AUNDS TO OFFSET HASCAL IMPACT CF BILL:

D
This Bill provides law enforcement officers with the latitude to
protect both tho mentally ill person and the public from the actions

of the mentally ill.
ANALYSIS. Attach a separate page for analysis

Prepared By. Francis.C._ AllanQ 0'0"' Phone:
Divisipjfc®)...Alaska State Troopers Date: m/m/P.a
Approved by Commissioner: pf,hrn.uiimtvi Date: /wM.-ffy
Agency: Public.-Safely

Distribution (by Agency preparing fiscal note):
Legislative Finance-
Legislative Sponsor
Reguestor Jt/ST E£f" 1t

Office of Management and Budget
Impacted Agency(ies) 12/1/83



(1: FISCAL not:

iRevision Date:

REQUEST FISCAL DETAIL

Bill/Resolution No.. SB 346 Agenc) Affected: Dpepartment Of Law
Title: "Art Act relacing to the Program Category Affected:

treatment of mentally ill persons.™ General Government

Sponsor:  Sen._Josephsen BRU, Program or Subprogram”s) Affected:
Requestor; urge, Legal Services Operations

Date of Request: 1/17/84

EXPENDITURES/REVENUES.  (Thousands of Dollars)
Fy 84 Fr 8 | FY 86 Fy 87 Fy 88 | Fy 89
OPERATING 1
100 PERSONAL SERVICES
200 TRAVEL
300 CONTRACTUAL
LOO SUPPLIES
500 EQUIPMENT
600 LAND ISTRUCTURES
700 CRANTS, CUIKS
S00 MISCELLANEOUS

TOTAL OPERATING -0 - -0- -0 - -0 - -0- -0-
[ CAPITAL 1 ! |
REVENUE | | 1

FUNDING. (Thousands of Dol" ars)

GENERAL FUND -0 - -0 - -0 - -0 - -0 - 0 -
FEDERAL FUNDS

OTHER

TOTAL

POSITIONS:

FULL-TIME -0 - -0 - -0 - -0 - 0- n-
PART-TIME

TEMPORARY

SOURCE OF FUNDS TO OFFSET FISCAL IMPACT OF BILL:

ANALYSIS:
This act amends the state®s statutes covering the treatment
of mentally ill persons. The amendment clarify existing law and

provide additional safeguards for the general public and the
relatives of mentally ill persons, while seeking to protect the
legal rights of persons suffering from mental illness. The
amendments will not require any additional legal services, over
those currently being provided, and their enactment will not have
a fiscal impact on the department®s operations.

A /f] /N A
Prepared By. Richard I. Per.nesf/Director Phone: A65-3672
Division: Administrative Servi-yes / Date: 1-13-84
Approved by Commissioner: Norman(y. G&rsneh Date: 1-18-84

Agency. Department Of Law

R dft,



STATE OF ALASKA 1984 LEGISLATIVE SESSION
FISCAL NOTE

Revision Date:
FAScCAL DEtal  Division of Mental Health

BiIIJ/Resqution No.: Agency Affected: and Developmental Disabilities
Title: An Act relating to the Program Category Affected: AP

treatment ot mentally ill persons

Sponsor: Josepnson and Halford ~ BRU Program or Subp**ogram(s) Affected:
Requestor:

Date of Request: 1-11-84

EXPENDITURES/REVENUES.  (Thousands of Dollars)
Fy 84 FY 85 Fy 86 Fy 87 Fy 838 Fy 89
OPERATING

100 PERSONAL SERVICES
200 TRAVEL

300 CONTRACTUAL

AOO SUPPLIES

500 EQUIPMENT

600 LAND & STRUCTURES
700 CRANTS, CLAIMS

800 MISCELLANEOUS

TOTAL OPERATING 0 e o0
CAPITAL
REVENLE

FUNDING.  (Thousands of Dol ars)

CENERAL FUND
FEDERAL FUNDS
OTHER
TOTAL

POSITIONS:

FULL-TIME
PART-TIME
TEMPORARY

ORE G ANDS TO OFFSET HSCAL  IMPACT CF BILL:

ANALYSIS: Attach a separate page for analysis * See Attached

ft,
Prepared By. James L Scoles ( Phone: 465-3376
Division: Mental Health & Developmental Disabilities Date: 1-20-84

Approved by Commissioned: Date:
Agency: // A

Distribution (by Agency preparing fiscal note):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget r//-
Impacted Agency(ies) 12/1/83



The Division of Mental Health and Developmental Disabilities does not
foresee any increase or decrease in expenditures as a result of the passage of
B 346 at this time. The primary purpose of this bill is mainly directed at
reducing the procedural requirements of A.S. 47.30.655 - 47.30.915, changing the
age of majority from 14 to 18 years of age, changing the period of time for the
initial commitment from 21 to 30 days and the third period of commitment from
120 to 180 days, expanding the definition of peace officers *o include mental

health professionals, and slightly relaxing the standards for commitment.

We do not believe that any of these proposed amendments will increase or de-
crease the number of mentally ill persons that will require hospitalization.
The amendments should, however, make it easier to commit the mentally ill which
should result in more professional staff time available to provide direct
patient care and treatment rather than excessive time being expended in the

commitment process.



8§ -17.3U.-175 A laska Statutes Supplement 5 47.30.475

Council under § 1524(c)(2l(A) of P.L. 93-641, nnd only ufter con-
sideration ofcomment nnd advice of the Advisory Board on Alcoholism.
In awarding grants. the department shall further consider the amount
of money that is available for all appliealaaia ami whether an npplicn-
Inai wan'd riinliilililo to the wise development ol a rompreheiisivu
program of alcoholic rehabilitation and prevention.

(cl Grunts shall be awarded in a ratio of 90 percent stale money to
1(1 percent community money for the costs of providing stall'and lim-
ited improvement, renovation or new construction of facilities lor alco-
holic detoxification, rehabilitation or "hulf-w/py house" care, 'flu*
department may waive all or (tart of the requirement that stale money
he matched hy community money if the deieirtmei t finds that commu-
nily motley is iinavailahle and waiver al In- requirement is in the hest
interests of the slate. No grunt for improving, renovating or con-
structing may exceed $60,11(16 except when there is u lack of applicants
for available money nnd liten only with the approval of the Kevicw
Hoard on Alcoholism. Tho department is not required lo award all
money nvnilnhle under this program, or the full percentages apccilied
lit tills subsection, when another source of money is available or coil'd
reasonably lie made available (u the applicant.

(d) Money used hy the applicant lo qualify for state money nui) he

Irum any source other than the stale. The cost ofdeveloping an applica-
tion is not reimbursable from the grant Thu value of real property to
la* used directly in conjunction with the grant mny he used in
calculating the required miinunt of community money, aa allowed hy
regulations of the department.

(el No grant may be awarded under this section unless tho applica-
tion includes a plan which provides for

ill tlu* expenditure of grant money for education nnd other
preventative mi'Uatirex, or 'he treatment of nlcolinlira;

(21 the reception of advice and continent from u local advisory hoard,
or, If a local advisory hoard cannot lie formed hecmso the area is
sparsely populated, from the governing bodies of private nonprofit
health organi/iitions, regarding llu* design, implementation, and eval-

t3l goals, expre* .eil in quaiitH'mlilo terms that express the intended
Imp,**"'l of tie* ..asmtance provided under Ihe plan upon the number of
individuals needing nr utilizing such assistance;

ill ceiiiitimilinn with Ilie goals ami objectivos of Ihe lieull li systems
plan developed hy lhe health systems agencies under $ 1513thl12) uf
IM.. 93-641,

til The departmoil, shall monitor the implementation of tin* plan
required under (el of this section, and shall terminate payment ofgrant
money if lhe plan is nol implemented or approval of |he program as a
public ol pili ale lieatiiieul piegnim uitilei AS I, ;IV | Il is mil gliinloil

MH

§*17.30.655 W elfare, Social Services and Institutions 8 47.30.655

limited or restricted. Modification of the plan required by (el of this
section must lie approved hy the department before implementation of
tile modification.

(gl The depart merit shall provide management training for persons
nilmiiOhlcimg a program receiving grant money under this sectinn.

(hi Il llu* department determines, ufter the award ol a grant under
(c) of this section, that the community is capable of hearing n greuter
portion of the cost ofa program than originally determined, the depart-
ment may

(1! reduce the award hy that portion of tho cost of a program which
the department subsequently determined tlu* community could hear; or

(2) terminate payment of the grunt entirely. (5 2 ch 101 SI,A 1970;
nni 5 1ch 126 SLA 1975; am 55 1, 2 ch 116 SLA 1978; am 5 33 ch 168
SLA 1978; am 5 1ch 150 SLA 19801

Kffccl of nmciiiltnentH. — The lilHII  “umummity money" near die beginning of
min'iiiIiiu‘ng‘jh»liluli‘iI"ﬂp"fur"76". anil suliwctinn lei, Inwrli-d llu* m-conil sell-
"I Ini , [OFWUHil Cmiif Unit to tilsi* of HulisKtiim 1. anil Milinliluli*il
iiiiiiiiiiiiiilii-H oL iirniiltil n» [Hivi-rly on-on ~ “llrview™ fur “Ailviwiry” nciir O mill «f
lux ulii, sliull #=1H |, Ti it eliili* nullify lo  llu* Until H-slcme of £11En-ill'll! in
1 dii.ieill inliiuilily nllilli*v* following

Article 6. Mental Health Program.

Heelion
lififl.  IliflbvCe
I FINTHm i (Mg Liitpll NP

Sec. 47.30.655. Purpose. The purpose of this major revision of
Alaska civil commitment statutes (AS 47.30.660 — 47.30.915) is to
more adequately protect the legal rights of persons Hiifforing from
mental illness. The legislature Inis ntlempled lo hninnce tin* imlivid
mil's constituliiuuil right in physical liberty and (lie slate’s interest in
(11pi electing society from persons who lire dangerous to others; and 121
protecting persons who are dangerous to themselves, by providing due
process safeguards at all stages of commitment proceedings. In addi-
tion, the billowing prioripics of modern menial henll h cure have guided
this revision:

(11 thill persons he given every opportunity In accept voluntary
treatment before involvement with the judicial system;

(2) that persons Is* Irented in lhe least restrictive nllernalive envi-
ronment consistent iviilt their |real meat needs;

(ill Dial treatment occur ns promptly as possible mid as close to the
individual's home as possible;

(41 timt n system of mental health comi...:**'tv facilities and supports
Up iiviiil.iM i'.

MJ



$ '17.,10.060 § 17.30.660

Alaska Statutes Suissement

Ifil Hi.it p;itifiitM Ini iiiltirini'tl <I‘llmmi- legal rights mill i>uinformed uf
mill jiHuwcil In participate ill their Ireiilmeiit program us nuich us
possible;

(61 that persons who lire menially ill Imt not dangerous to others he
eommitteil only if there is u rensoimhic exportation of improving their
mental condition. Ik 1ch HI SLA 1lIHII

Ktlilor's_notes. - The purentlicticul hy Ihe revisur Of statutes pursuiiiU to AS
<Privisiid in 11if firol Mntenoc wiih added <1 (iai 1

See. 117.30.660. I’'llwets and duties of department. The depart-
ment is the mental health authority of the state and shall

1) administer a comprehensive program for the prevention
mental iliness and the care and treatment of lhe mentally ill. including
inpatient and outpatient care and treatment and lhe procurement of
services of specialists or other persons an u contnictrnl or other hasis;

121 take the actions and undertake the obligations which are neces-
sary lo participate in federal graals-in-aid programs and accept federal

tioa, care, and treatment of lhe inelilnlly ill;

13) administer AS 47.30.660 — 47.30.916;

(4) designate, operate, and maintain treatment facilities equipped
and qualified to provide inpatient and outpatient care and treatment
Tor the mentally ill;

16) provide liir the placement of mentully ill patients in designated
treatment facilities;

hi) enter into arrangements witli governmental agencies for the care
or treatment of tinl mentally ill in facilities of the governmental
agencies in the stale nr in another stale;

(71 enter into contracts with treatment facilities for the custody and
care or treatment of the mentally ill;

(HI enter into contracts which incorporate safeguards consistent
with AS 47,30 600 - 47.30.916 nnd the preservation of lhe civil rights
of lhe patients with mini heriilnle for Ihe custody and care or treatmelil
of patients previously committed from this slate under 4H U.S.C., sec.
46 e! seq., nnd P.L. 830, H4lh Congress, 2nd Session, 70 Stat. 70S);

191 prescribe lhe farm uf applications, records, reports, requests for
leleose, nnd consents In medical nrp.'iyrhiiliigiciil | real meal required hv
AS 47 30 (ilill 47 30,916;

1101 require reports from lhe head nl'n treatment facility concerning
tlie care of patients;

of

(1) visit each treatment facility at least annually to review

taelluiils of care or lieiilineal for polieals;

112> invest mule rii.iiphilalu mode hv o pal leal or on andented pm Iv-
on linh,ill nt a pul leal,

160

0k

«i>

§47.30.670 Wklkauk, Social Services and Institutions 8 47.30.675

113) delegate upon mutual agreement lo another olTicer or agency of
it, or a political subdivision of the slate, or a treatment facility desig-
nated, any of the duties and powers imposed upon it hy AS 47.30.660
— 47.30.915; and

(14) adopt regulations lo implement the provisions of AS 47.30.660
— 47.30.915. IS 1ch 84 SLA 1981)

Kditnr'n notes. — Section fi,ch. 81, S1j\  upply retroactively to terminutc the
1981, provided: "Kxccpt iw provided in this ~ detention of n  person  previously

Art, tin* prHvifdntin of AS >I7dtHStwl —
«17.MDHiIfi entitled hy n7. 1 of thin Ail do
mil in tliL'lilHidvi'l impair uny miion taken
in n prurccdtnt; pending under alutulca in
effect before October 1, 1981, nor do they

rununittcd under HtntutcH in effect In-fure
OetolH*r 1, ItIHI. However, (1 iloyw ufler
October 1. 1981, Ihe provision* of (hit. Act
npply lo nil jtor.sons committed under ntut*
utes in effect before October 1, 1981."

Article 7. Voluntary Admission for Treatment.

Section

(170. StondordH for voluntary admission

G7fi. Notice ofrichla

HO.  lliMfhnnti’' of voluntary potiento

IINfi  Nulirn uf intent to leave facility,
nunintlnieiit

I'dilor’onnlcM. —Section6,ch 81,SI.A
1981, provided "Kxi'epl unprovided in lliitt
Ail, the proviniomt uf AS —
47.110 81T» enacted hy m c. 1nfthin Ait d
not in llicmmdveti impair any action taken
in a proceeding pending under idntutcb in
effect before October 1, 1981, nor do they

Section

090. Jlimtionof luinuro under 14 yenis
of (IAS . .

#9m  Notice of rejpicN fir releivio of

delenliun and luminilineiit

apply retroactively to terminate the
detention of n  [>on»on  previously
eonuinlted under tdntiilCM in effect before
Ot teller 1, 1981. However. 90 dnyit after
Oftolier 1. 1981. the proviMnnn nf thin Act
npply to all perMinn committed under ninl-
ulen in effect hefure October 1. 1981."

Sec. 47.30.07(1. StandarilB for voluntary mimlssion. A person 14
years of age or older may he voluntarily admitted to a treatment facil-
ity if In' is sult'eriag IVum menial illness ami lalvoluntarily signs Ihe
admission papers. Ik | ch 84 SLA 19HII

See. 47.30.675. Notice of rights, la) Upon the application of a per-
son far voluntary admission, or al the time a person admitted under AS
47.311.69Il renehes Ihe age of 11, he shall he given a copy uf I he fallowing
durameals which shall he explained In him as neeessary:

(1) milieu of lights as set oat in AS 47.30.825

47 30.866 and ail

explanation nf any document served upon him; nnd

(2) milice timt should he desire lo leave nt i. time when the
lleal meal Imslllv delermil s thut lie is menially ill and as a result is

lllielv le nulls' eel lelin hill I1l le hlllleelfill"illllI'lIl el lagllivelv lllaahle.l.
the liktlilv ecmlid ailliiile cenaail aienl pnicccihil|;i* agalnsl lain



& 47.do.«hii Alaska 8 iaiirii-.s Siiiti.kmknt 8 47.D0.fi95

(bl if ;m applicant for voluntary admission docs not understand
Knglish, the explanation shall ho given in a language he understands.
<5 1eh HI SI,A I9H1I

See. 47.DOCHO. Diselmrge nf voluntary patients. A patient who
no longer meets the standards established in AS «17.D0.ti70 shall lie
discharged limn the treatment facility. (5 | ch H4 SI,A 19H1)

See, 47.DO0.IIH5. Notice of intent to leave facility; commitment.
A voluntary patient who is 14 years of age or older and who desires to
T uve a treatment facility must submit lo the facility a written notice
of intent lo leave on a form provided to him hy the facility. Upon
immediate investigation, the patient shall he evaluated in writing and
discharged immediately or given written notice thill involuntary
commitment proceedings will lie initialed against him. The treatment
facility may detain the patient for no more than 4H hours after receipt
ot Ihe patient's notice of intent to leave in order to initiate involuntary
commitment proceedings. <€ 1ch H4 SI,A 19HII

See. 179111110. Admission nf minors under 14 years of age. tal
A minor under the age of 14 may lie admitted for 21 days evaluation,
diagnosis, and treatment at a designated treatment facility if luh
parent or guardian signs the admission papers and if, in the opinion of
the professional person in charge,

111 he is gravely disabled or is sulfering from mental illness and as
a result he is likely to cause serious harm to himsulf or others;

) there is no less restrictive alternative available for llia

treatment; and

(DI there is reason to believe that the patient's mental condition
could he improved hy the course of treatment.

(I The minor may he released hj the treatment facility nt any time
during 11* 21 day period if the urul'essional person in charge or his
designated mental heallli professional ilelermiiles Ihe minor would no
longer benefit from continued hospilali/alion mid lhe minor is not
dangerous. The minor's parents nr his guardian must lie notified by the
facility nfthe contemplated release and Unit, unless they initiate invol-

untary commitment proceedings, the minor will lie released. <5 | ch HI
SI.A 19811

See. 47.'111.1)%. Nntiee of reiliiest fur release of niiuiirs under 14
yenra of uge from detentinn nnd fiiuiiidl mold. The piirent ei'giliin]
immediate release nf the minor ut any time, unless us the result of
mental illness, the minor is likely to cause serious harm to himself ot
others 18 1ch H4 SI,A 1981)

8§ 47.D0.70t) W i;i.l'aiik, Social Skiivickh anii Institi'tiiins 8§ 47.D0.700

Article H Involuntary Admission for Treatment.

Section

700 Initintinn nf involuntary commit*
meat priHiilnri'M

70ft. Knicrniiiy iliienlion furevaluation

71t)  Kxaininaliim

71ft. Ai'veptame ufonlar

720 llilrasa U-fure expiration of72-hour
period

72ft. Commitment proceedinK rijpl»tH;
notification

730. Procedure fur 21day commitment;
petition for commitment

73ft. 21'day commitmen!

741). Procedure for Jtl dny commitment
following 21 (lay commitment

71ft. till day commitment hearing right*

7ft0. Conduct of hearing

7ftft. Court order

P.illlor'unidea. —Secthull),ch 81.SI1.A
10MI, provided: "Kxcept an provided in thin
Act. IHmirovision** of A$g *17.30.000 —
47.30 narteil hy see, f thiri Act dc
not in themselves impair any action taken
iri a proceeding pending under ntutole* in
nihil la-fore (»lakt 1. 1ML, imr Ilu they

Section

700. Placement at clo*c*d facility

7135.  Ap|M*al

770 Additamal 120 day niiiimttiiienl

77ft  (‘oiitinilinenl of minora

7HO  Karly distharge

THft. Aulliori/ed iilwmuicth

7'H). Keliirn from unauthoruiHi ulmeiae

70ft. Involuntary outpatient can* for
committed punmni*

800. Conversion of involuntary
outpatient tmiimenl lo inpatient
reinniitincnt

80ft. Computing periods of timo

810. Iliilmuii* carpiiH

HIft.  Liiiiili.liiiu i<f hahility; penally far
false npplinitial!

npply relniiit'lively to terminate |Ilul
delentian of a |[MTfMUI iiievniualy
committed under ntatutca in efTeii Inifare
Oclaher 1, 1081. However. 00 days after
October 1. 11)81. the proviftiuiift of thin Act
npply lo nil persona committed under Mat-
ulcnh iii effect Iwfore (htoher I, IPHL"

Sue. 47.D0.7tM). Initiation of involuntary commitment proee-
durcs. (u) Upon petition of any adult, ajudge shall immediately con-
duct a screening invest’dHion or direct a local mental health
professional employed hy the department or hy a local mental health
— 47.D0.fi20 or another mental health professional designated hy tho
judge, to conduct u screening Investigutiim of the person alleged to lie
mentally ill nnd, ns o result of that condition, alleged In lie gravely
disabled or to present u likelihood of serious harm to himselfor others.
Within 4H hours after Ihe completion uf the screening investigation, a
judge may issue un ex pnrte order orally or in writing, stilting that
there is |irnbnhl> rtllise lo believe the respondent is menially ill and
13n| rendition iiiiniea the rnnpnitilnitl lo he gravely diettidod or lo

shilll provide findings on which lhe conehisitni is based, appoint nil
attorney In represent the respondent, and may direct that a peace
officer take the respondent into custody nnd deliver him to the nearest
appropriate facility for emergency examination or treatment The ex
pm le Older shall Is- provided to llie lespondeel sod mode Il pol | of the

willing within 21 hours otter it is issued
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lid The petition required in (ul of tins section shull ullege thut the
respondent is reasonably believed to present a likelihood of seriouB
harm lo himselfor others or is gravely disabled as a result of mental
iliness anil shall specify the factual infnrinatinu on which that beliefis
based including Ihe names and addresses uf all persons known to the
petitioner who have knowledge of those facts through personal obser-
vation. (5 1ch HI SLA 1981)

See. -17.90.705. Emergency detention fur evaluation. A peace
nificer who has probable cause to believe that a person is gravely
disabled in- is suffering from mental iliness and is likely to cause
serious harm to himself or others of such immediate nuturc that con-
siderations ofsafety do not allow initiation of involuntary commitment
procedures set out in AS -(7.110.7(10, may cause the person to he taken
into custody mid delivered to the nearest evaluation facility. A correc-
tional facility may he used as an emergency evaluation facility if an
evaluation facility is not available. Upon arrival at the evaluation
facility, the peace ollicer shall complete an application for examination
nflhe person in custody and he interviewed by a menial health profes-
sional at lhe facility. tS 1ch HI SI.LA 19HII

Sue. -17.110.710. Examination. (a) A respondent who is delivered
under AS -17.00.700 to -17.00.705 for emergency examination and
treatment to an evaluation facility shall he examined and evaluated as
lo his mental and physical condition by a mental health professional
and by a physician within 21 hours after arrival al the facility.

Ib) If the mental health professional who performs the emergency
examination has reason to believe that the respondent is (11 mentally
ill and linn condition causes the respondent lo ho gravely disabled or
to present a likelihood of serious harm to himself or others, and I'd) is
in need of care or treatment, the mental health professional may hos-
pitalize him, or arrange for hospitalization, on an emergency basis. If
ajudicial order has not been obtained under AH -17.1107(111, the mental
health professional shall apply for an ex parte order aulhoril/.iiig hos-
pitalization for evaluation, <3 | ch HI HLLA [lIHII

Militor's  notes. The word Ill) hy die ravinnr of tiOUoti'H pm,.wail to
Wilix elite,mute,l fill tile wnlll AH 11 (IAU.TL
til ill' fiml WIK'II'e bFAIIHItThIT

Hoe. -17.11tl.715. Acceplnnce of order. When a facility Icrotvoa a
proper order liir evaluation, it must accept Ihe order and the
respondent for an evaluation period not to exceed 72 hours, The facility
shall promptly notify the court of the dale and time of the respondent's
arrival. The court shall set a dale, lime and place lorn 21-day commit-
ment healinn. in In- nheid it led within 72 liniiro idler the
tei.pendent's initial, ami ihe cninl shall ooliti the to.llllv, the
ici.pnnileiit, llls alliiiuey, nnd Ihe plums tiling allninoy nt the heating
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arrangements. Evaluation personnel, when used, shall similarly notify
the court of the date and time when they first met with the respondent.
(8 1ch HI SLA 1981)

See. 17.20.720. ltelease liefore expiration of 72-hour period. If
at any time in the course of the 72-hour period tile mental health
professionals conducting the evaluation determine that the respondent
does not meet the standards for commitment specified in AS -17.29.700.
the respondent shall be discharged from the facility or the place of
evaluation hy evaluation personnel and the petitioner and the court so
notified. 1% 1ill HI SLA 1981)

Sec. -(7.20.725. Commitment proceeding rights; notification,
la) When a respondent is detained for evaluation under AH -17.110.(190
— .17.110.915, he shall he immediately notified orally and in writing of
his rights under this section. Notification shall he in a language
understood hy the respondent. Ilis guardian, if any, and if the
respondent reipiests, an adult designated hy lhe respondent, shall also
he notified of the respondent's righto under Ibis section.

ihl Thih-ssa respondent is released or voluntarily admits himselflor
treatment within 72 hours of his arrival at the facility or, if he is
evaluated hy evaluation personnel, within 72 hours from the beginning
of lds meeting with evaluation personnel, he is entitled to a court
hearing to he set for not later than the end of that 72-hour period to
determine whether there is cause to detain him alter the 72 hours have
expired hir up to an additional 21 days on the grounds that he is
gravely disabled or mentally ill and as a result presents a likelihood of
serious harm to himself or others. The facility or evaluation personnel
shall give notice to the court of Ihe releases and voluntary admissions
under AH -17.20.700 — -17.20.820,

(cl The loapondunl has a right to communicate immediately, til the
department’s expense, with his guardian, if any, or an adult designated
hv Ihe respondent and lhe attorney designaled in Ihe ex parte order,
or an attorney ol the respondent's choice.

till Tin respondent has the right to he represented hy an allorney,
to present evidence, and tocroas-exainine witnesses who testify against
him al lhe hearing.

tel The rcapimilctil has I he right to he free nfthpefl'crtaof medical ion
ami olher Immi1 of 1lealioenl to Ihe out* Iniiim extent possible holme
lhe 21 day comiiiilmenl hearing; hoA'cver, tin- facility or evaluation
personnel may treat him with medication under prescript on hy a
licensed physician or by a less lestnclive alternative of his preference
if, in Ihe opinion of a licensed physician in Ihe case of medication, or
ol a mental health profeiiniomil in Ihe caseii"alternalive Ireatuient, lhe
Ititiitlilrlil »s Ore« (o).[.Hi v Im

il jilevi'lll luitlllv licit Hi » LHF Li*igMHII*IE il OHIMM,
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12) prevent such deterioration of the respondent's mental condition
(lull KuUsciiucnl. treatincut might nol enable hitr to recover; or

till allow dm respondent lo iir<‘p»ir<* lin- nnd imticipote in tlui pro-
ceedings

(11 A respondent, if ho in represented liy r.,ousel, nmy waive, orully
or in writing, tlie 72-hnur time limit on the 21-duy commitmcnl
hearingnnd linve the hearing .set for ii (into no more than seven calen-
dar tinys aller his arrival at the facility The respondent'!) counsel shall
immediately notify the court of the waiver. (D 1ch HI SI.LA 19HI)

See. 47.30.730. Procedure for 21-day commitment; petition for
commitment, (a) In the course of the 72-hour evaluation period, u
petition for commitlrcnl to a treatment facility may lie tiled in court.
The petition lined lo) sinned hy two mental health professionals who
have examined the respondent, one of whom is a physician. The peti-
tion must

111 nlicitc thut the respondent is mentally ill and as a result is likely
ta cause harm to hlillHctf or others or is gravely disabled;

that there me any less restrictive nlleinatives available Mint would
adequately protect the respondent nr others; or, if a less restrictive
involuntary farm oftrcntincnl is sought, specify the treatment and the
hosts far supporting it;

3) nlleite with inspect to a prnvoly disabled respondent that there in
reason lo believe that the respondent's mental condition could he
improved hy the course of treatment sought;

(41 ullege Mint a specified treatment facility or less restrictive idler-
native that is appropriate to the respondent's condition hits agreed to
accept the respondent;

151 allege that Ihe icepnmiciil has lieeli advised nOlie need for, hill
has lint accepted, Voluntary treatment, and request that the court
commit the respondent to the specified treatment facility or less
restrictive alternative lor a period nol to exceed 21 days;

1) list the prospective witnesses who will testify in support of
eoiniiiitiiiciit oc involuntary treiilmeul;

1IV) list the facts and specific behavior of thn respondent supporting
the allegation in (1) of this subsection,

111) A copy of the petition sluill he served on the respondent, his
attorney, and his guardian, if any, liefure lhe 21-tiny cnmmilmcnt
healing ID I ill HI SLLA I'.IHII

See. 47.30.735. 21-dny commitment, lal Upon receipt of n proper
petition for commitment, lhe court shall hold a hearing at | he date and
limg. previously specified ncrnrding to procedures hcl out in AS
Jqv.jtrm

> [I'lie heal tigi nil ill he coiiilui led In o phiskill selling least lilicli
lo have a h.umlul elleet on Ilit* iiieuial in ph.Isiral health el ihe

Ifill
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res|smdent, within practical limits. Al the hearing, in addition toother
rights specified in AS 47.30.6(10 — 47.30.915, the respondent has the
right

ill In lie present lit Ihe hearing; this right may he waived only with
the respondent’s informed consent; if the respondent is incapable of
giving informed consent, the respondent may he excluded from the
hearing only if the court, ufter hearing, finds that the incapacity exists
and that there is a substantial likelihood that the respondent's
presence ill the hearing would he severely injurious to his mental or
physical health;

(2) to view and copy all petitions and reports in the court file of his
case;

(31 ' have the hearing open or closed to (he public us heelects;

(41 to he proceeded against according to the rules of evidence
applicable to civil proceedings;

51 to have an interpreter if he does not understand English;

till to present evidence on his behalf;

171 lo cross-examine witnesses who testify ugainst him;

IH! lo remain Hilcul.

le) Al the conclusion of the hearing the court mny commit the
respondent to n treatment facility far not more than 21 days if it finds,
hy cleac and convincing evidence, that the respondent is mentally ill
and <isa result is likely to cause harm lo himselfor otlters or is gravely
distillled.

till If the court finds thill there is a viable less restrictive alternative
available and that the respondent has been advised of nnd refused
voluntary treatment through the alternative, the court may order the
less restrictive alternative treatment for not more than 21 days if the
program accepts the respondent.

written notice, llint if commitment or other Involuntary treatmint
beyond the 21 days is to lie sought, lhe respondent shall have the right
to a lull hearing nrjury trial. (5 1eh HI SI,A 19H1I

See. 47.30.740. I’rocciliiro fur OQaln.v I'limmilinenl following
21 iliiv einniiiilmeiit. In) Al imy lime dm mg the respondent's 21 day
cniiimilmenl, lhe professional person in charge, or his professional
designer, may file with the court a petition for a Od dity commitment
of that respondent. The. petition must include nil mateiial required
miller AS 17 30.73(ltii | except that references to "21 davs" shall he read
as "00 days"; and

111 allege that the respondent iiiiii alleiiipted to ililhrl or Inis
Inllktrd serious bodily harm upon himself or another since his ncccp-
tanre for evaluation, or llint he was committed initially as a result of
minim i In widt h lie alliTigileil or Ihllli tnl serious hinlilv harm upon
I <4211 Himl In-1, 11 Toll lie miltllilies In he gl lively diontiled, ot Hull
lie ileliioili.il,lien aiill 2L ill intent to nil 11 mil plilllo ol oi'i lulls Iull lll to
hums'll oi another, UN
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<2l illt»no (luit (lie respondent has received uppropriate und
adequate cure and treatment during his 21-day commitment;

(It lie verified by the professional person in charge, or his profes-
sional designee, during the 21-day cominilment.

served upon |In- respondent, his attorney, and his guardian, if liny. The
petition for 90-day coininitinenl and proofs of service shall he filed with
the clerk of the court, and a date for hearing shall be set, hy the end
of the next judicial day, for not Inter than live judicial days from the
dale of filing of Ihe petition. The clerk shall notify the respondent, his
attorney, and the petitioner of the hearing date at least three judicial
days in advance of the hearing.

(c) findings of fact relating to the respondent's behavior made nt a

21 day coinniiltneiil healing under AS 47..'11.735 shall he inhibited as
evidence and may nol he rebutted except (lint newly discovered evi-
dence may he used for the purpose nf rebutting the findings. iS 1ch 84
*SILA 1*1811

See. 47.30.745. llll-day commitincut hearing rights, (al A
respondent subject to a petition for!l(l-dny commitment has, in addition
lo the rights specified elsewhere in AS 47.30.350 — 47.30,915, or
otherwise applicable, the rights enumerated in this section. Written
notice of these rights shall he served on the respondent, his uttorney,
his guardian, if any, and may lie served on an adult designated hy the
respondent al the time the petition for U0-day commitment is served.
An attempt shall he made hy oral explanation to insure that the
respondent understands the rights enumerated ii, the notice. If the
respondent does not understand Knglish, the explanation shall he
given in n language he understands.

(In Unless lhe respondent in releiised nr vidlinli lily ndmils himself
tolinwing the filing nfa petition nnd before the herring, he is until led
lonjudicial hearing within fivejudicial days of the hlingofthu petition
as set out in AS 47.30,740(1)1 to determine if lie is mentally ill and as
aresult is likely to cause harm lo himselfor others, er if lie is gravely
disabled Il Ihe respondent voluntarily ndmiln liuosclf following Ihe
filing nf the pelitiiiii, The vninninry iidnnnsiini rnnslilnles n waiver nf
any hearing rights under AS 47.30.740 or under AS47.30.tiH5. Ifni any
time during toe respondent’s voluntary admission under this subsec-
tion, the respmalent submits In the facility a written notice of intent lo
leave, Ihe profeasienal persaa in charge mav fde with Ihe rmirl a
pelHmn loi 1211day roinnillmenl id lhe lespmidenl Under AS
47.30.770. The 120-day rommilniuiit hearing shall he scheduled far n
dale not earlier than 90 days after the respondent's voluntary
admission.

tc) The rcspnndcitl is entitled in a jury trial upon rnpicsl lilcd with
llieremt Il llie ie.pn.l in uinde nl lea-l lan pidlelnl iluvii helioe Ihe
healing |l Itic lespnnileul li'ipn-sin a pii.i inal, the lirailng mav lie

1B
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continued for no more limn 10 calendar days. The jury shall consist of
Six persons.
Id) Ifujury trial is not requested, the court may still continue the
hearing nl the respondent's inquest for no no.-w than 10 calendar days.
lei Tlai respondent has a right lo relnin i-Il indclicndcMI licensed

testify on his behalf. Upon request hy nil indigent respondent, the court
shnll appoint an independent licensed physician or other lental health
professional to examine him and testify on his heluilf. The court shall
consider an indigent respondent’'s request for a specific physician or
mental health professional. A motion for the appointment may he lilcd
in court al any reasonable time before the hearing and shall he acted
upon promptly. Itcnsoimhle fees and expenses for expert examiners
shall In- deli-rniined hy lhe rules of court.

if) The proceeding shnll in all respects he in accord with
constitutional guarantees of due process and, except as otherwise
specifically provided in AS 47.30.7110— -17.30.915, the rules nfevidence
and procedure in civil proceedings.

Igl Until llu- cmirl issues a tin al decision, Ihe respondent shall con-
tinue lo lie treated al lhe treatment facility unless the petition for
90-day commitment is withdrawn. If no decision has been made within
20 days af filing of the petition, not including extensions oflime due to
jury trial or other requests hv the respondent, he shall ho released. (It 1
ell HI SI,A 19811

See. 17.30.750. Conduct of hearing. The hearing under AS
47.30.745 shall he conducted in the same manner, and with the same
rights for the respondent, us set out in AS 47.30.735(b). IS 1ch 84 SI,A
1981)

noltH  Tin* winilh "mutrr AS  hy Iho icvihh uf MhitUUL |Mirniiiiiit lo AS
o|7..MO7-Ifi" wiih milled hiltoviilK “htariiij:* O OMWM

See. 47.30.755. Court order, la) Allot the hearing and within the
linn- Imil api-i'Hied in AS 17.30.7-15, the mini may commit IIn*
li’ipnliili‘iil 1o a latilini-til locillly liir Ini iiini'i- Inm 90 days il IIn-coin |
nrjury linds liy clear and ciaivincing evidence that the respondent is
mentally ill ami as a result is likely localise harm to himselfnr others,
or is gravely disabled,

ih) If lIn-mini lie.ls llinl Ihere is a less reslriclive allenialivi- avail
ahk- and Itub Il spmiili‘itl has | inlvised ol and lofused mIinulmy
In-alnienl Illirm.gh the nlli-rnnlivo llu- mint may nrder the less
restrictive idle,native treatment idler acceptance liy the program of
the rcspimtloif. fora period not to exceed 90 (lays (S 1chHI SI,A 1981)

See. 47.00.YIiO, I’'laei-mi-nt nl i-iini-st fm illly. Trentlin-nl shall
iillaals he nviti'nhlo al aiilali- npi-ialeil Inispilill, ImiveVi'r, il span* 1s
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available and itpi n acceptance by another treatment facility, u
respondent who is committed by the court shall be placed by the depart-
ment al lliedesiunaler, treatment facility closest In Inn home unless the
court |.tola that

111 another Irealinenl facility in the state liana program more suited
to the respondent’'s .-ondilion, and this interest outweighs the
desirability of the rcu-rondenl being closer to home;

) another treatment facility in the slate is closer to the
respondent's friends ,ir relatives who could benefit him through their
visits and cnmnumi rations; or

(Il the respomle'it wants to be further removed from his home, and
the mental health irofessionals who sought bis commitment concur in
the desirubilily of /emoved placement. 15 | ch HI SI.A 19H11

Sec. 47.11(1.7(15. Apneiil, The respondent has the right t. a appeal
from any order of involuntary commitment. The court shall inform the
respondent of ibis right. (5 | ch HI SILA HIHI)

See. 47.110.77(1. Athlilionnl 120-dny commitment, (nl The
respondent shall lie icdeased from involnntnry treatment nt tliocxpirn-

for a 120-day commitment conforming to lhe requirements of AS
47.30.7401111except that all references l0"21-dny commitment" shall be
lead as "the previous 00-day commitment” and nil references to
"Oil day commitment” shall la- lead as "120-day commitment”.

QOil The procedures lor service of the petition, notification of rights,
and judicial lie.mug shall he as set out in AS 47.30.740 — 47.30.750.
If the court or jury finds by clear anil convincing evidence that the
grounds for 90-day commitment as set out in AS 47.30.755 nre present,
the court may older the respondent committed for ail additional
lleatloent period not to exceed 120 dnyo horn the dole mi which the
first UO-dny treatment period would hove expired.

Ic) Successive 120-day commitments are permissible on the same
ground and under the same procedures as the original 120-day commit-
ment. An order of commitment mny nol exceed 120 days.

> findings nl fact n-laliilg la the reapiindent'ii Is-liama made lit a
21-day commitment hearing under AS -17.30.735, a 90-day commit-
ment hearing under AS 47.30.750, or o previous 120-day commitment
hearing under this section shall he admitted us evidence and mny not
Is- rebutted except that newly discovered evidence may he used far the
poipose niTelttilliiig the lindinga (5 | ch HI SILA tOMIl

Sec. 47.30.775. Commitment of minors. Thu provisions of AS
47.30.701) — 47.30.815 apply to minors. However, oil notices required
to In- served on the respondent in AS 47.30.700 — 47.30.815 slutil also
lieserved nil the pmeol or guardian d o reHpionloii! who is a minor, and

limy appear as pnlllen 1l mix loliiniltincilt plmending Cioieititiliig the

00)
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miner and that as parties they are entitled to retain theirown attorney
or have one appointed for them by the court. A minor respondent has
thesmne rights to waiver and informed consent as an ndult respondent
under AS -17.30.0(10  47.30.015; however, lie shall lie represented by
counsel in waiver and consent proceedings. (5 | eh HI SI.LA I19H1)

Sec. 47.30.7HO. fairly discharge. The professional person in
charge shall at any time discharge a respondent on the ground that the
respondent is no lunger gravely disabled or likely to cause serious harm
us a result of mental illness. A certificate to this elTect shall he sent to
the court which shall enter an order officially terminating the involun-
tary commitment. (5 | ch 81 SI.LA 19811

See. 47.30.785, Authorized absences. A respondent undergoing
involuntary treatment on nn inpatient basis under AS 47.30.700 —
47.30.815 mny he authorized to he absent from the treatment facility
during times specified hy the professional person in clmrge, or his
professional designee, when an milhori/.ntinn to he absent is in the best
interests nfthe respondent and he is not likely localise Imrm to himself
nr others. (5 | ch HI SI.LA 1981)

See. -17.30.790, Kcturn from unuutliori/.cd absence. When a
respondent undergoing involuntary treatment on nn inpatient basis is
absent from the treatment facility without, or in excess of,
milhorizntinn under AS 17.30.785, Ihe professional person in charge, or
his professional designee, may contact the appropriate pence officers
who sIimll lake the respondent into custody and return him to the
treatment facility. If it is determined liy the professional person in
charge to be necessary, u member of the treatment facility staff shall
na-nmpnny the peace officers when they take the respondent into
custody. (5 | ill HI SI,LA HIHI'I

See, 47.30.7115, Involuntary outpatient care for committed
persons, (al A respondent who was originally committed lo involun-
tary inpatient cure under AS 47.30.700 — -17.30.915 may lie released
In-line llu- expiration nf liiii commitment period if ii provider of
inilpiilioiil nile nn-cplo bun fur upecilied outputice.l Irenti.ii-nt ho u
period of Lime not In excel '"Ho duration of his commitment, mid il Un-
professional person in charge, or his professional designee, finds that

111it is not necessary In treat Ihe respondent us nn inpatient lo
prevent him from limming liimoelf or nlliers; mid

12) lIn-ie in n-mnin lo believe timi die respnndeul'n meulitl rendition

would improve as a result of the outpatient Irenluient.

lid A copy of the conditions lor early release shall he given to the
respondent, his attorney, his guardian, if any, the provider of
outpatient core, mid the court,

oi Il dining tlie rollllllitmen| pel iml Ilie pitividei ol outpotlent mme
ili'lnimine,i tli.it the lenpiiudi-MI roll Ini lengel lie lioutnl on mi

Itd
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oiitp.itfont, basis because he is likely localise harm to himselfnr others
or is gravely disabled, the provider shall (jive the respondent oral nnd
written notlee that be must return to the treatment facility within 2-1
hours, with copies tu Ihe respondent's nllorney, his guardian, if any,
the court, and the inpatient treatment facility. If the respondent fails
lo arrive al the treatment facility within 2d hours after receiving the
notice, the professional person in charge may contact the appropriate
peace nftirers who shall take tile respondent into custody and transport

charge lo be necessary, a member of the treatment facility staff shall
accompany the pence officers when they take the respondent into
custody,

nil 1f the provider of outpatient cure determines that the respondent
will reipiire continued outpatient care after the expiration of his
commitment period, the provider may initiate further commitment
proceedings as if he were the professional person in charge, and the
provisions of AS -17.110.(00 — 47.30.915 apply, except that provisions
relating lo inpatient treatment shall be read as applicable lo
outpatient treatment. «t | ell HI SILA [tIHII

See. -17.HOHOO. Conversion of involuntary outpatient
treatment to inpatient commitment, (a) A respondentordered *>v the
court under the provisions of AS -17..10.700 — -17..10.915 to receive
involuntary outpatient treatment may bo required to undergo
inpatient treatment when the provider of outpatient care finds that (1)
the respondent is ntonlully ill and is likely to cause serious harm to
himselfor others or is still gravely disabled; (21 the respondent’s behav-
ior since the hearing resulting in court-ordered treatment indicates
that he now needs inpatient treatment to protect himselfor ill hers; til)
there is reason to believe that the respondent's mental eiiiidilion will
impruvenaii result of inpatient treatment; and (-1) there is an inpatient
facility appropriate to the respondent's need which will nccept hill) as
a patient. Trontmcnt for these respondents shall lie available al
state.upended hospitals al all limes.

Ilil lpan making the findings specified 11 in) uf lliiti seelinn, (lie
provisions nf AS 47.30.795(h) relating la notice and AS 47.30.745
relating to hearing apply. I') . ch HI SLLA [I'.IHI)

See. «[7;ilLNlir>. Computing periods of time, (a) Kxccpl as pro-
vided in Ib) of tins ueetinn,

1) 1'oiiipiitolions ol O 72 hour nvnllinitnti period do not Ineltido
.Saturdays, Sundays, legal holidays, or any period of tune necessary In
transport the respondent lo the treatment facility;

) u 21-dny commitment period expires nt the end nf the 21st day
lifter the 72 boms following initial aneplaiue;

I1d) i till d.iv i,omm 1 il piviod implim al Ihn end of the filth ilnv
alloc tho evpilillnm ol a 21 dm period ol lieiltliinnt;

1=
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4) ii 120-day commitment period expires nt the end of the 1201b day.
after the expiration ofa 90-day period oftreatment or previous 120-day
period, whichever is applicable.

(In When a respondent bus foiled lo appear or iibseiilcd binisell
contrary to any order properly made nr entered tinder AS 47..°10.tilill -
47.30.915, the relevant commitment period shall be extended for u
period of time equal to the respondent's absence if written notice of
absence is promptly provided lo the respondent’s attorney nnd bis
guardian, if there is one, and if, within 24 hours after the respondent
has returned lo the evaluation or treatment facility, written nolire of
the corresponding extension nnd the reason for it is given to the
respondent, his attorney, his guardian, if any, and to the court. (8 | ch
HI SILA 1981)

See. 47.30.H1l). Habeas corpus. Nothing in AS 47,30.(11)0 —
-17.30.915 may be construed as limiting n person's right to u writ of
habeas corpus. (5 1eh HI SLA 19811

See. 47.30.815. Limitation of liability; penalty fur fntse iipplim-
tiim. (al A person lifting in good faith upon either nrliiul knowledge nr
reliable iiifnrmiilinn who makes application fur evalililtion or
treatment nf another person under AS 47 30.700 — 47.30 915 is not
subject lo civil or criminal liability.

(b) The following persons mny not be held civilly or criminally liable
for detaining n person under AS 47.30.700 — 17.30.915 or lor releasing
i person under AS 47,30.700 — 47.30.915 ill or before the end of the
period for which the person was admitted nr committed for evaluation
nr treatment if the persons linvc performed their duties in good faith
and without gross negligence;

11) nn olticer nf n public or private agency;

121 the superintendent, tile pcolessiotiid poison in cluirgi’, the profeie
sioiial designee of the professional person in charge, and the attend ing
stall'ofn public or private agency;

3) u public olTiclul performing functions necessary to the miminis-
trillion of AS 17.30.700 - 47.30.915;

(1) ii pence nlificor lesponsihle lor detaining ii person under AS
47.30 700 - 47.30.1)15.

le) A person who wilfully initiates an involuntary nunniitmcnt
procedure under AS 47.30.700 without Imving good cmisc lo believe
tlinl tliiHitlier person is suffering from u mental iliness and an a result
mgllively disabled or likely loeme.e Seilolls lonill tohilnsetlor ollieni,
iii guilty iilTi lelony. Ill | eh HI SILA Itin1l

(o]
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Article U. I'nticnt kit Ik

Srrtion S« <(ton
H/G [*tluail iiklilh Mittimt H*% ( ini rritnl*
hto Iliulultiiiwii ol «*|h liiic'olxd 11t-itl hfiil  I.»|iooi’ioh nl of iiin|i|t
jiii'ii l* hoe* TiMEm nl riNiin
Hir. (Civil tirlit* not impair* < htiO Notice* in lun”uiifictt  oilu r tlion
H40 Uinit In pnvney i<} pcomm| p* Ki*i;li-'h
H"*Mion* 866. l)mri*r.inulton pn.tnbitiHi
Sit. 17.10.825. I'lilirnt rights: Medical. Kuril patient wild is

receiving services under AS 47.110.liGO — 47.00.015 has the following
rights:

ill A patient. or his counsel, guardian, or the mhiit designated in
accordance with AS 17 1)0.725 il' the putii‘iit id nient.illy incapable of
participation, in entitled to pnrtieipnto in formulating his imlivid-
Uiili/i'U tri‘iitinellt plan nnd to pnrtieipnto in the ovnltliltiun process iin
of Iheiopv, niquii mg why iiiieeilie Iheriipien nre or lire not ineluded in
lie. lienlnn nl piol;riilii, and l.enip llifornied nu to Inn pninont inedienl
and pnyelliilnjlicnl einidllioli and prognosis. The Irenting phy«ielnn limy
not withhold any of this tnforiiintion from the patient.

12) A patient him the sight to know the name of medication that he

In nnked to take, what Ilu purpose in, anil what aide effects may occur
v.:lh tins riiedivalioii. if the patient is incapable nr understanding tlic-
piirpoMt and side ellects of the nietliralion, lhe treatini; physician or
mental health prnfcNnlouul shall explain It to the patient's counsel or
I*tiarilitm or. il'thoro tatin guardian, the adult designated in accordance
with AS 47.a0.72fl.

(ri A locked quiet room, or other form nf phynical restraint, may not
he used, except an provided in this paragraph, unless a patient is likely
to physically harm himself nr others unless restrained. The form of
restraint used nhall lie that which is in the patient's best interest mill
which constitutes the least restrictive alternative nviillalde. When
pradlealile. the patient shall lie consulted as to his pteferenco niiioui;
forms of adequate, medically advisable restraints ilicltidiui; medica-
tion. and his preference nhall lie considered Nothing in this section is
intended to limit the ri|;lit of stall'to use a quiet loom nl the patient's
request or with lus knowiiq; concurrence when considered in the best
interests of llie patient Caticilts placed in a quiet room or other pliyai-
cal re-.trainl shall he checked at least every 15 minutes or more often
it pood medical pin, lice so Imlicnten. Catlento Il n quiet room must he
visited hy a stall' iiiomhor at least once every hour nnd must he given
adequate food nnd tlrink and access to bathroom facilities. At no time
may a patient he kept in a quiet room or other form of physical
restraint igtnuisl his will Inngi'i than tiecesHiuv In accomplish the
puipnttos set out lo the. pninpmph All uses ol a quiet loon, in oilier
leiliollit . liiill he le. oil1"l in Itie pat lent ame,Ill ill 1ei 0i.l, IIn- mini ion
lion In, holms hat not limited lo lhe leasolis l,a Its Use, the ihuollnii

Itii"™
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t-tl A patient has the right to be free from unnecessary or excessive
medication. Psychotropic medication shall be administered only on the
order of n licensed physician when the physician determines that such
liiediculiin, is ill the best interest of the patient or will prevent serious
harm tr others.

(5) A patient capable of giving informed consent hus the absolute
right to accept or refuse electro-convulsive therapy or aversive condi-
tioning. A patient who lacks sidedinitial capacity to make this decision
may not be given such therapy or conditioning without a court order.

(fii In no event tnny treatment include psychosurgery, lobotomy, or
other comparable form of treatment without specific informed consent
of the patient, including a minor unless he is clearly too young or
disabled lo give an informed consent in which case the consent of Ids
legal guardian is required. In addition, such treatment may not he
given without a court order after hearing compatible with full due
process.

(VI When, in Ihe written opinion of n patient's attending physician,
a true medical emergency exists and a surgical operation is necessary
to save the life, physical health, eyesight, hearing or member of the
patient, | he professional person in charge, or his professional designee,
may give consent to the surgical operation iT time will not permit
obtaining the consent of the proper relatives or guardian or nppropr into
judicial authority. However, on operation may not be authorized if the
path nt is not a minor and knowingly withholds consent on religious
grounds.

<+ A patient upon discharge shall be given a discharge plait spec-
ifying the kinds ami amount ofcare and treatment he should have alter
discharge and such other steps as he might take lo henelit his mental
health alter leaving lhe facility. The patient shall have the light lo
participate, as far as practicable, in liirnudating his discharge plan A
ropy of tin- plan shall lie given lo Ihe patient, lus guardian, lhe court
If iipprnprinlo, and any follow.up agencies. 14 | ch Hi SI.A 11180

Sec. 47.'IOHM. Prohibition nr experimental Il'eulliieiils. til
Kxperimenlnl tieiitmeiits involving any iiignHiciinl risk ol physinil or
psyehelogical harm may not he ndniililstereil to o patient.

tin Il lhe personnel of an evaluation or treatment facility are
umeitolil os to whether n pioposed lientllieilt is experimental or is
expel iiuetilol os applied to Il pultinline pallolll or would involve il
significant risk of mental or physical harm lo lhe patient, the matter
may lie referred lo the commissioner lor n determination, Tho patient,
Ins nlloniey, Ids guardian, if any, and an adult designated hy the
patient, shall, simiillmieoiislv with Ihe referral lo theeoiiimissioner, he
piovule. I will, i opies ol oft i heilnntmonlin hv which Ihe lelel 11l lo hash-
ood ohiill liove Ihe eppol liilill \ lo plovide evidi'll, eto l1lo iom mloololiel

on llo- question
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<d A determination by tho commissioner that a treatment is exper-
imental ami entails significant risks of mental or physical harm is
bimlini; upon all per.soiiH involved in the administration of treatment
to a patient. <L | eh HI SI.A IOHII

See. 47.30.H35. Civil rights nut impaired, (a) A person may nol
deny to a person who is undergoing evaluation or treatment under AS
<17 J1lititi — d7 .mills a civil right. including hut not limited to, the
right to live exercise ofreligion nnd Ihe right to dispose of properly, sue
and la* sued, enter into contractual relationships, mid vole. A person
who violates this subsection commits the crime of interference with
constitutional rights under AS 11.7U.110.

ilil Court ordered evaluation or treatment under AS «17..70.U00 —
ul7 :t<*[Ifi j;, nut ndetenumillion of Input incapacity under AS 1.'1.20.005
- iti.2(icivio. il i ch hi si.a iohii

See. 47.30.840. Itighl to privhcy nnd persunul possessions. A

17.lilt 015 shall

111 not lie photographed without his consent nnd timt oi‘hia guardian
il a minor, except that he may he photographed upon admission t» u
facility for identification mid for administrative purposes of the facil-
ity; all photographs shall he confidential and may only he released hy
the facility to the patient or iiis deslpnee unless n court orders
otherwise;

(21 al the time of admission to an evaluation or treatment facility,
Imve reasimahle precautions taken by Ibe stall' to inventory and
salcptinrd Ins personal property; u copy of the inventory sipned by the
stall member ninkiiip it shall be piven lo the patient and made avail-
able to his nttorney and any other person authorized liy the patient to
inspect the dnciiment;

t'li have access to an individual sl rape space for his private use
while tindcrpoinp evaluation nr lienluient;

Mi he periiiilled In wear lus own ehithinp, lo keep mid use his own
pelsoiiiil possessiiius mehldiiip lus toilet articles it they are not con-
sidered unsafe for him or other patients who miplil haveiiitosh to them,
and In keep and ho nlinwed lo spend u reaiinmihlesumof his own money
for luh own needs nnd comfort;

ifii lie allowed to have visitors al rensonahle times;

nil have leadv iiicenii to letter wrilliip iiiali'i lain, including nliiinps,
and have llu. riplil to send and iveeivo unopened mail;

(V) have leasauiihle access to a telephone, Imlh In make and receive
confidential calls. <k | ch HI SI.A 1IIH1l

Sec, -17.:10.H>15. Confidential n iiitin. liifiirnmtiiin and records
nlilallied 1 llie Imil ni#ol il mirolling invest Igll 11, I'VItH ull lull, eIl
Inal leu, ol 1l eatiuenl ill e Ciilllhleiit lal and ill i*liol piddle I ecoaiil'i, i*\i epl
as the input rmoillii el a heal lop uudet AS 17 ;lll lititi 47 ill! UI5 luiiy

Kill
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necessitate u dilTcrcnt procedure. Information and records may lie
copied and disclosed under repulntions established hy the department
only lo

111 ii physician or a provider nf health, menial health, or social and
welfare services involved in curing for, treatinp, or rehabilitutinp the
patient;

(2) the patient or nn individual lo whom the patient has piven
written consent to Imve information disclosed;

(3) a person uulhnriteed hy u court order;

(4) u person doinp research or maintaining health statistics, if the
anonymity of the patient is assured, nnd the facility recognizes the
project its a buna tide research or statistical undertaking;

<5) the division of corrections in u case in which n prisoner cnnfined
to llu* state prison is a patient in the state hospital on authorized
transfer either hy voluntary admission or hy court order;

(til ii governmental or law enforcement agency when necessary lo
secure the return of it patient who is on ilimuthnri/ed nlisence from n
facility where the patient was undergoing evaluation or Irenimenl.
<1 | ch HI SI,A 1'JHI)

Sec. 47.30.850. Kxpuiigement of records. Following the dis-
charge nf a respondent from ii treatment facility nr the issuance of n
court order denying n petition for commitment, the respondent mny at
any time move to Imve nil court records pertaining to the proceedings
expunged on condition timt he file n ful! release of nil claims i»f
whatever nature arising nut of the proceedings nnd lhe statements and
actions of persons unit facilities in connection with Ihe proceedings.
IS | ch 84 SI.LA lilHI)

See. *17.30.855. Posting of rights. Thu rights set out in AS
47.30.825 — 47.30.855 shall lie prominently posted in nil treatment
facilities in places accessible to nil putienls. A patient who does not
niideniliiiid Knglisli nliiill Imve liis rights explained to him in n lan-
guage In* undersinmls. til | ch HI SILA 10HII

Sec. 47.30.HI10. Notices ill hingtlligcs other than I'Inplish. When
pruclicnhle all documents nnd notices repaired liy AS 47.30.550 -
47.30 015 lo In* served on n respondent, or on liis pinouts, guardian or
udiill designee, shnll be explained in ii liutgitiige (lie person
Ulidelsliillilil 1l be is llot iTHlpctenl i I'lliglisli 11 | ell HI SI.A 10MII

See. 47.dILHII5. Discrimination prohibited, la) The furl that a
parson is nr Ims been evnlunled in* treated for mcnta! illness mny not
Is* n basis for discrimination in

111 seeking Oltipliivilioiil;

i1l
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(3i obtoiniiiK or reluming housing;

(41 obtaining or retaining licenses or permits, including but not lim-
ited to a motor vehicle license, motor vehicle operator's mid cbiiulTi'ur's
license, mol o proli'Hsioiml or (H'Ciipilliotiid lici'lisi*.

(In Applications tin positiims, licenses, and housing may not contain
rifiliirnls for inlorioalioii concerning I'valuation or treatment experi-
ences.

(cl It is unlawful for aperson to aid, abet, incite, compel, or coerce
(lie doing of an act forbiddenunder this section or to attempt to do so.
(li 1 cb84 SI.A 11)811

Article 10. Misc'ellniu'ous Provisions.

Sciilun Section

N70 *+i t a » 1 iuti IMMI 1)ix4misilitm < nioiip.v nnd |Hr'wnal
h?». Niiiireniitcnt [mImii(p lito|N'tly milijecct loilnmi

HVD Intc|>(ttti* tump.ict (HIft. Fro mill expense* for jutlirial pro-

H«r.  J(I}|ItH nlitrOilr ntdle rmliltkK'N

MIH) I'iuvhihii (nr [ m*|ha||]]| i| | miii 1110 Linliihly for rx|H-HM’ <tfpliiciint'nl in
«i «li.up.f i linilmciil fmilily

Hetfe [IIMIM I 1 i<]raifel] (gmeiy mill UE Tess) ives
iiiuliiiiiictl money

See. 47.30.870. Transportation. When a person is to be
involuntarily committed to a facility, lhe department shall arrange,
nnd is authorized tu pay far, the person's necessary transportation to
the designated facility accompanied hy appropriate persons and if nec-
essary hy a peace olTiccr. The department shall pay return transporta-
tion of a person, his escorts, and if necessary a peace officer, after a
determination that Ihe person is nut cnniinitliihle, at the end nf a
cimnmliaeiit period, or at the end of a voluntary slay at a Irealmeat
facility following mi evaluation conducted in accordancu with AS
47.30.715. When advisable, one or more relatives or friends shnll he
permitted In accompany the person. The department, may pay neces-
sary travel, housing, and meal expenses inclined hy one relative or
friend in aeeimipanying the person if the department determines timt
(he prison's lirst uileiests reipiire Ilint he he ncrniopailicd hy tim rela-
tive or friend and the relative or friend is indigent. (I 1ch 84 SIL.A
ILIHII

See, 47.30.875. Nonresident patients, tat The admission papers of
i person wim is admitted In a 11<t1l1111<11 I'nelhlv under AS 47 30 tit10
47 30.111(i shall include a statement, an tu Inn rrsldrttro. The depuil-
meat may return a patient who Is nol a resident of the state to the stale
of Ins residence with court approval if the person has been committed.
Il Ihe state 11l which he has residence dues mil accept him as a patient,
Ilie pelsoil shall he lienled as a resident of tills state under 1lalpnivi
earns at AS 11,10 liltO 47 30 tliti

1118
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(hi To facilitate the return of nonresident patients the department
may enter into a reciprocal agreement or compact with anulher state
providing for the prompt return under appropriate supervision of resi-
dentsiilthat state who are mentally ill. A mentally ill resident al'lhis
stale who has been placed in a facility outside this stalllmay Is<
admitted with the approval of the department lo u treatment facility
in the state designated hy the department. The department may enter
into reciprocal agreements ar contracts with another slate providing
for custody, cure or treatment, or return of mentally ill residents of this
state hy the other slate and for the custody and cure or treatment of
mentally ill residents of timt stole hy this state un a reimbursable
basis. A resident of this state who Inis been committed in another state
and is returned in accordance with this section shall, within 72 hours
of his admission to the designated facility, he examined. After exam-
inillian the mental health professional in charge shall release him or
shall petition for involuntary commitment as proscribed in AS
47.30.740.

(el In taking action under (al and <h) of this section, consideriilion
shall he given la the best interests of the patient, particularly la the
relations! ip of the patient lo his family, legal guardian, ar friends to
maintain relationships and encourage visits beneficial la the patient.
(8 1ch 84 SILA 19811

Sec. 47.311.880. Interstate compact. This slate ratifies and adopts
hy reference "The Interstate Compact on Mental Health" consisting of
14 articles a pproved on September 3(1, 1955, hy the Northeust State
(lovernmcnts Conference on Mental |lenlth. The department is desig-
nated as compact administrator with full power to carry nut the
purpose of the compact ami la make all accessary regulations to imple-
ment the compact. 18 | HMeich 87 SI.A 1957; adiied hy 8 11 eh 127SI,A
1959; AS 47.30.1HIH

I'Milor'n nol***, Till* M’liiuiult'rivoH iiiiilit AS (11 tLYO!ll to muml with llu*
from former AS <7:((I IHI imil vviih  reviniim uf llo> nu nt.il luoltli htotulin id
MfKinilH'ritl sy ti* levnor el miiilulem  4lliiifili't HI, SLA 1»HI

See. 47.30.885. llighls outside state. Nothing in AS 47.30.1150 -
47.30.915 alters ar impairs the application or availability to a patient,
while hospitalized in another stale under coiitracttml arrangements
entered ill ai'conltiiii'o with AS 47.30.lititi 17 30 915, of the lights,
remedies or iiafegliardii piovideil hy the laws of this stale. 18 | rh HI
SILA 19811

See. 47.30.890. Provision for personul needs upon discharge.
The depiulmeiil shall insure that

Ilia jiullehl is nol dlsilunged lima a liealmenl larililv without
suitable .lathing; and
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i2i ii discharged indigent patient in furnished

iAt suitable ti'niispnitnlinn lo 1ns peritmnent residence in thi» stale

I noeriim tintiti tnnfinnne <srltlulK-v In it 1lim 1101000d iiltu needs. (8 1
cli HI SI.LA 19811

See. 47.90.895. Disposition nf personal property nnd
uneliiimed money. Ini Articles nf personal property nnd unclniiiied
money in the custody of a treatment facility that belong to a patient
who dies liefore discharge, nr In a patient who leaves the hospital
without authority, if unclainieil hy the patient nr his legal heirs nr
representatives within one year after the death ur departure of the
patient, shall lie disposed of in the manner prescribed hy the depart-
ment and the proceeds shall lie deposited in tho slate treasury.

ihi If n menially ill individual has died in it foreign facility and the
deportment desires tu recover the palienl’s personal property under
secure the property and for that purpose only is desiipmted the dece-
dent's mlinllltxl llie I'rnperty su reenvi red shall he disposed of as
provided hy Imv (5 Ich HI si.A 19811

Sec. 47.90.900. Disposition of money nnd personal property
subject to claim. The department shall make diligent inquiry in every
instance ufter departure without authority or death of it patient, to
ascertain the whereabouts of the patient ar that of his legal heirs or
representatives, and shall tarn aver lo the proper person the money nr
nrticles of personal property in Ihe custody of the facility to the credit
of Ihe patient. (Haims to the money or articles of personal properly,
including claims hy lhe stale, may he presented to lhe deportment at
any time. If a claim other than hy the state is established hy clear and
convincing evidence more than one year idler lhe death or departure
without authority ofn patient, it shall he certified to lhe legislature lor
ciglijferation and the legisinluru mny pay the claim. (S | ch H4 SILA

See. 47.110.1105. I'Ves mill i-Kpeuses fur judicial proi‘et'dings. Oil
The wilnesses, expert witnesses, nnd the jury in ciMiiniitmeiit pro-
ceedings under AS 47.50.000 — 47.90.915 iil'c entitled to the fees,
rinnpensuthui, nod niileupe eslnlilisheil hy lhe minutiislralive rules uf
court fur other jinnrs and wilnesses (‘nmpensiilinn, inileai;e. lees,
from evaluation and cuiiimilment proceedings shall he audited and
allowed hy the superior court iif the judicial district in which the pro-
ceedings are held. To Ihe extent that services of a peace officer are used
to carry nut ihe provisions of AS 47 90 000 47 50.915, he is entitled
In fees anil initial expenses limn |he same soilin® mill in lhe siinie

170
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(lit An attorney uppointed for a person under AS 47.50.000 —
47.90,915 shall be compensated for his services as follows:

1) the person for whom tin attorney is appointed sluill, if he
finnliciully able under standards its to lintinciiil capability and
indigency set hy the court, pay lhe costs of the legal services;

(21 if the person is indigent under those standards, lhe costs of the
services shnll he paid hy the state. (6 1ch 84 SI.LA 19811

Sec. 47.50,910. Liability for expense of placement in u
treatment facility, (al A patient, or his legal representative acting in
a representative capacity, or liis spouse, or his parents if the patient is
under the age of 18. sluill pay or contribute to the payment of the
charges for lhe cure, transportation, and treatment ofthe patient when
hospitalized under AS 47.50.tiGO — 47.90.915. Charges assessed after
nil order for commitment fur treatment is issued tun! charges assessed
whi'n a patient iMhospitalized at a facility operated hy the department,
or under a contract for services with Ihe department, may not exceed
the actual cost uf the cure nnd treatment. The department may order
payment hy the patient or hy the person responsible far payment lur lhe
palienl’s rare nnd treatment under this suhsection, iiccurdiug tu ability
to provulc for payment. The department may make necessary inves-
tigations In determine the ability tu pay and may require sworn
statements of income hy the patient, or his legal representative acting
in ii representative capacity, or his spouse nr parent. In the exercise of
his discretion, the commissioner may impose full liability for the
patient's actual cost of care and treatment on the patient, his legal
representative, his spouse, nr parent for refusal to supply a sworn
statement of income. An order lor payment shall he issued hy the
department within six months idler Ihe date on which the charge was
incurred. The order sluill remain in lull force and elfecl unless modified
hy subsequent court or department order. l.inhility under this subsec-
tion sluill he determined us follows: A patient hospitalized under AS
-17911 (ili0 — 47.90.915, ur the pursuit responsible for payment of
charges lor the patient, may he required to pay amirding In his ability
In provide fur payment, nnd in the manner and proportion which lhe
department shall, nl any time that it ili-tenuines Ihe urtitm will serve
the best interests oil lie stole nnd the patient nr the person responsible
for paymeal, relieve the patient nr lhe person responsible liir paymenl
lintii liability for charges fur Ihe care, transportidinn. nnd troutmenl uf
the pillielll.

till As used in (al uf this secthill, lhe term "actual cost of the care and
treatment” means either the rate provided fur hy n contract entered
into under AS 47.90 (Kill — 47,50.915, ur, in the absence of u contrail,
a dnilv rate approved hy the department

lil The dep.ii lilieul may charge, nl' netept Irani n pel nail money ar
pinpi'i I'1. 5i llie call’ nl lietilini'iil nl nil inpallelll ei mil puleenl nr lai

171

S



4 17.30 «Jin Ai-Aska SiAlirrKs Siiii4.kmknt § 47.30 315

other purposes, even if the payment is not required by an order of the
department, so lont? as the total payments received do not exceed the
actual rout of care or treatment.

nil All money paid liy the patient or on Inn holmlflo Ihe department
under this section shall lie deposited in the state treasury.

tel If un order for payment is entered hy the department under this
section, and delinquency in the payment of any amount due the state
under the order continues for a period of more than 110days after the
notification to the patient or the iej?ul representative, spouse, or parent
or the patient hy the department, the state may proceed to collect the
amounts due liy appropriate procee<lin(?s. An action lo enforce the col-
eit....... payments may only lie brought within three years after tlu
date of notification of a delinquent payment.

(f) The orders of the department issued under this section may relate
only lo charges incurred after October I, 1‘'18L (S 1ch 81 SI.A 1981)

See. -17.3(1.915. Definitions. In AS-17.3(1 lititi— 17.30.915

111 "commissioner” means the commissioner of health and social
services;

121 "court™ means a superior court of the stale;

(31 "department™ means the Departincnl of IHealth and Social Ser-
vices;

(Il "designated treatment facility" means a hospital, clinic, institu-
tion, center, or other health care facility that has been designated by
the department for lhe treatment or rehabilitation of mentally ill
persons and for the receipt of these persons hy court-ordered commit-
ment, hut does not include correctional institutions;

"evaluation facility” means a health cure facility that has men

designated or is operated by the department to perform the evaluations
described in AS 47 30(1111)  -17.30 915; or a medical facility licensed
under AS 18 20.02(1;

(til "evaluation personnel" means mental health professionals desip-
nuted by the department lo conduct evaluations as prescribed in AS
#17.30.0(10 — -17.30.915 who conduct evaluations in places in which no
stalled evaluation facility exists;

171 "gravely disabled" means a condition in which a person as a
result of mental illness, is in danger ol physical harm unship tram such
complete ncplect nf basic needs for food, clothinp, shelter, or personal
safety as to render serious accident, illness or death highly probable if
care by another is mil taken;

(M "inputlent treat meal" means care olid | real meat rendered inside
or mi the premises of a treatment facility, or a part or unit of a
treatment facility, for a continual period of 21 hours or longer;

19) "least restrictive alternative” means mental health treatment
facilities and conditions of treatment which are

the Irealiui'itl iilijecti\es of the patient, and
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(Bl involve no restrictions on physical movement nor supervised
residence or inpatient care except as reasonably necessary frr the
adminl-dration of treatment or the protection of the patient or others
from plivairal injury;

(19) "likely to cause serious harm" means a person who

(A) puses a substantial risk of imminent nnd substantial bodily
harm to himself, us manifested hy recent attempts at suicide or bodily
harm;

Il poses a substantial risk of imminent ond substantial bodily
harm to one or more ollu-r persons as manifested hy behavior cmisir.p
or nlteniplinp harm, inclmiinp, in repurd to evaluations, nt least one
incident within 30 days before tin- filing of n petition for emergency
hospitalization; or

<C) demonstrates u current intent to curry nut plans of serious harm
to himseir or another;

tilt ... health professional" means u psychiatrist or physician
who is licensed to practice in this state or employed liy the federal
government; a clinical psychologist licensed hy the stole Hoard ol Psy-
chologists mid Psychological Associate Kxmniners; a psychological
associate with a clinical psychology or counseling specialty licensed by
the Hoard of Psychologists mid Psychological Associate Hxnminers; ii
registered nurse with u master's degree in psychiatric nursing, licensed
hy the Stale Board of Nursing; nnd a social worker with a muster's
degree in social work and experience in the field of mental illness;

(12) "menial illness" means an organic, mental, nr emotional
impairment that has substantial adverse effects on mi individual's
ability to exercise conscious control of his actions or ability to perceive
reality or to reason nr understand; mental retardation, epilepsy, drug
addiction, and olcohulism do not per He constitute mental illness,
although persons suffering from these romlilions may also he snlVering
from menial illness;

113t "peace nllicer" includes a stale police nllicur, municipal or other
local police officer, state, municipal, or other local health officer, public
health nurse. United States marshal or deputy United States marshal,
or a person authorized hy the court;

tl-It "provider of outputielll cure” im-iinu it meidiil heulth prides-
siiiiud or hospital, clinic, institution, center, or otla-r health rare facil-

ity designated hy Ilhe department lo accept for treatment patients who
are ordered to undergo involuntary outpatient treatment hy the court
ur who are released early Irani inpatient rummitments on condition
lluit they undergo output lout Irentmenl;

(tin "screening invettligulion” menus the investigation ami review
of facts which have been alleged lo warrant emergency exumiimlion or
treatment, including interviews with the persons making the
oili-gutions, any other significant witnesses wim cult readily he
cmilio ted tin’ Interviews, nod if. possible, Ihe respondent, and mi inves-
tigation mid evaluation ol tin- relmbtlll.v mid rii-dihilily ol poisons
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providing information or making allegations; »
tllii "state" means u state- of the United States, the District of

t'olliinhia, the territories and possessions nf the United States, and tho

t'oininonueallli of I’'nerlo Him, and, with Ihe alilinival of the United

Slates t'ongiess, Canada;
(17) "professional person in charge™ means the senior mental health

professional at a facility ar his designee; in the absence of a mental

health professional it means the chiefofstall'ora physician designated

hy the chiefof Htalf. (S 1 ch HI SLA 19811

Chapter 35. Private Institutions.

Article 1. I-'oi ter Homes, Hoarding Homes anil
llistiliilions.
Hri-tinn Hwllan
Q@ lLloHik-ur iHmal rHiiiri-il 5. IWe-iunul luidim)
m0 Elit-nxing, NO  IMisilluiu.
M i-iiiittii

Sec. -17.:i5.02l). l.icense or permit ret|tiireil. No person may,
without ii license or permit lo do so,

11) maintain or conduct, fur more tluin till doys, ii hoarding home,
foster home, group home, institution, or other place for theregular
reception or care of children under Iti yeurs of age, or afosterhome,
group home, or institution for the care of dependent adults; ur

12) engage in the business uf receiving or caring fur children under
11 years of age, with or without compensation, in a nursery in which
live or more children not related hy blood or marriage, or legal adop-
tion, to the owner, operator or mcnager of the business are lodged, (li 3
ch 17SLA 11151;am S 3ch 42SLA 1:173; am li licit203SLA 137(1;tint
) 2 ch-INSLA 11177; am li | ch 1)7 SLA 1*182)

Hffrrl of iiim-iiiliik-nU. - Tim MQ iltiyn" is ur tin- lo-gIniilllg of iiitiigrn|ili 11)
«H InrHll ewrurdi-il “fur mull® Unit, il nnl diudli- inlliur cliinf;i-» in xlylv

Sec. -17,35,(110, Licensing, tin The di-piirtliicnt nhall issue it license
to n facility if it dclcrminen that Ih facility has met Ihe slumlords for
operation set mil in AS 47.30.010 - 47.30.118(1 mid the regulations f
adopted under AS 47.30.010 — 47.35.080.

(hi A license is valid for two years alter lhe date of issuance unless
It is icvolu-d or modified The ilepurtnienl may revoke a license or
modify ii liccune to piovinlonnl ninliin il it ili-lcnmiica |hut a facility In
nut in enitiplinllrr with AS 47.35.010 47.35.ttHl) or lhe reguhilioos
adopted under AS 47.35.(110 — 47.30.080.

(cl The department mny waive compliance with u standard set out
ia regulations adopted under AS 17.35010 47.55.080 Oail .......
aide nilci mil lvc in enlInliilnhed Ilint lueeln lla- pm pane ol Ilie piovioion
nod le.ontmililv an.,men (to- Well In-log ol pcinonn ill cole
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(d) A license mny not he transferred to u different facility or owner.

(e) The department shall give written notice of revocation or mollifi-
cation under (hi of this section 30 doys before the effective date of the
action. However, if the health nr well-being of children or dependent
adults is in jeopardy, Ihe revocation or modification action is olfoclivc
immediately upon the issuance nf written notice by the department.
(5S 5.8 ch 17 SLA 1951; am S 4 ch 42 SLA 1973; am § 2 ch )7 SILA
10821

Effect of amendments. — Tin- 19HI  sionn uf the section fur the provisions st
nnielKimeiit substituted the present provi-  nut in the tunin puniphlet.

See. 47.35.050. Duration uf license or permit.

Iteprnird hy S5 ch 97 SI.LA 1982.

CriuiH references. — Kur present pruvi- Editor'll notes. —tin- repented seetimi
ulmm envering the Nuhjeel mutter uf lhe derived from t (i, eh 17, SL.A ItIM; 9 5,
i, genie,t m-cUuii, smi AS -17.55.11ttllhl uml  eh. 17. SLA 11175; 9 5, tic -15, SLA 11)77.
tel

See. 47.35.055. Provisional license, tu) The department shall
issue a provisional license to a new facility if the facility submits ta the
department an acceptable plan for operation that is in conformity with
the provisions of AS 47.35.010 — 47.J15.080 and the regulations
adopted under AS 47.35.010 — 47.35.080. After the department deter-
mines timt the new facility is operating in conformity with the provi-
sions uf AS 47.35.010 — 47.35.080 and the regulations adopted under
AS 47.35.010 — 47.35.080. the department shall issue a license under
AS 47.35.040 lu the facility.

(Il The department may issue a provisional license to u facility that
Ih licensed under AS 47.35.040 hut is temporarily unable to conform to
the provisions of AS 47.35.010 — 47.35.080 or the regulations adopted
under AS 47.35.010 — 47.35.080.

(cl The dcparlinent mny issue a provisional license under (h) of this
section only if llo- facility iiulunila lo tin- department an an-i-plalde
plan lo Iniii> the locillly into conformity with the provisions of AS
47.35 OKI  47.35 (181) and the regulations adopted under AS 47.35.010
— 47.35.080 within the time specified in the provisional license.

id" A provisional license is valid foe ii period mil exceeding one year
from the dole of tssiiinice. The ili-pnrtiiii-nl may renew ii provisional
llireiiue lor nil additional pel lull not to exreetl one year, til 3 ch 117 SI.A
19821

See. 47.35.080. Definitions. In AS 47.35.010 - 47.35.100
(Il "hoarding home or faster heme" menus an establishment
pim illing li‘giilur «Hit- Ini' less lliioi six chihlii'll linl ielated by blood ol
nuninge to llie litttlel poielltu,
175
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Alaska ItatE Negislature

POUCH V
REP. MAE TISCHER STATE CAPITAL
CHAIRMAN JUNEAU. ALASKA 99811
(907) 4653777

H ouse of Scprcsentntiucs
HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEMORANDUM May 1, 1984

TO: All Members of the House HESS Committee \
FROM: Representative Mae Tischer, Chairman, House HESSvl
RE: CSSB 346 (Judiciary), Amended: Presentation by

Dr. Linus Pauling

The House HESS Committee will continue its hearings on
the Senate Judiciary Committee Substitute for Senate Bill
346, Amended, "An Act relating to the treatment of
mentally ill persons,” on Wednesday, May 2, at 1:15 p.m.,
in the House Resources Committee Room (C-118), with a
special teleconference presentation by Dr. Linus Pauling
on the subject of nutritional therapy for the treatment

of mentally 1ill persons.

As earlier correspondence has indicated, Dr. Pauling is
regarded as an exper®: on this issue. The attached
information from Who®"s Who in America will shed some
light on his background.

I ask that you review the attached background material 1in

preparation for this hearing. Your cooperation will make
Dr. Pauling®s presentation more understandable and
useful.

Attachments



ALASKA STATE SENATE

JOE P. JOSEPHSON \#tylLE IN JUNEAU
DISTRICT G * ANCHORAGE AOUCH V
1526 F STREET JyNEAUSALASKA 9981 1
ANCHORAGE. ALASKA 99501 Vi, (907765-4907
(907) 277-4419 [F\\(907)u»65-4525

COMMITTEES
HEALTH. EOUCATION & SOCIAL SERVICES (CHAIR)
JUDICIARY (VICE-CHAIR)

FINANCE .
MAJORITY CAUCUS (CHAIR) April 12, 1984

The Honorable Mae Tischer

Alaska State House of Representatives
Pouch V

Juneau, Alaska 99811

Dear Representative Tischer:

SB 346, relating to the treatment of mentally ill persons has passed the
Senate and has been referred to your comaittee.

This bill is the result; of a year and a half of work by the Senate, and
addresses the concerns of all who testified in the many hearings conducted
around the state.

I was pleased to incorporate your amendment for the right to a
nutritionally sound and medically appropriate diet (Section 21). A
significant amount of new patients® rights will be added to the mental health
conmitment law with the passage of this bill.

My interest in this legislation was sparked by input from family grounds
of the chronically mentally ill, the Alaska Mental Health Association ajid the
Alaska Psychiatric Association. The major revision in the law of 1981 brought
about dramatic changes in the treatment of the mentally ill, and | see SB 346
as a refinement of those provisions.

I am enclosing some backup material on this legislation for your
perusal. I know this is a difficult and emotional 1issue, but | find that
this bill has a broad base of support.

I will be happy to meet with you at any time to discuss this issue.

With best wishes, 1| am

JPJ/ndc

Enclosure



treatment services under the following
categories: inpatient hospital, physician
services, and nonphysician services, re-
spectively.

» Almost every state has placed limita-
tions on psychologists’ services. In GEOR-
GIA, for example, psychological services
cannot exceed five hours of evaluation
and testing, and therapy per recipient per
calendar year; INDIANA requires prior ap-
proval for ongoing psychotherapy. In
MINNESOTA, up to ten hourly sessions per
recipient a year are covered; and NEBRAS-
KA limits psychotherapy to $500 per pa-
tient a year except by prior authoriza-
tion.

e Two states, OREGON and WISCONSIN,
provide direct reimbursement to other
mental health professionals. In OREGON,
registered social workers can be paid for
pieauthorized diagnostic services within
the scope of their licenses, while certain
masters level mental health clinicians
(masters of social work, psychology, and
psychiatric nurses) may be reimbursed
for psychotherapy in WISCONSIN.

MICHIGAN'S legislature is considering a
proposal (HB 4358) that creates a new
section of the Mental Health Code, spe-
cifically focusing on emotionally dis-
turbed children. The bill consolidates
and modifies existing sections of the
code (procedures for admissions, objec-
tions and prerelease planning) and cre-
ates several new sections that recognize
the special needs and status of children.
The bill has passed the House and is be-
ing considered by the Senate.

HB 4358 establishes a single-entry sys-
tem through MICHIGAN'Scommunity men-
tal health boards for those children in
the public mental health system. It re-
quires a certified diagnostic and treat-
ment service to determine a minor’s suit-
ability for public mental health services,
and a prerelease or postrclease plan for
each minor leaving hospitalization. HB
4358 also requires the Department of
Mental Health to promulgate rules con-
cerning the admission and discharge pro-
cedures for children entering the special-
ized treatment unit for state wards from
the Department of Social Services. The
measure would permit a minor 14 years
or older to request hospitalization,
although consent by a parent or guard-
ian continues to be required tor treat-
ment of a minor while hospitalized.
However, the provisions of the bill allow
minors 14 or older to receive mental

WAIVERS

« Two states, MICHIGAN and WISCONSIN,
have received waivers to provide mental
health services under Section 2175 of the
Omnibus Reconciliation Act of 1981
(OBRA). Both states received approval
to implement mental health care case-
management arrangements which re-
strict the providers from whom the recip-
ient may obtain services.

e Four states, CALIFORNIA, COLORADO.
RHODE ISLAND and VERMONT, have re-
ceived waivers under Section 2176 of
OBRA to implement home- and com-
munity-based programs for the mentally
ill.

COPAYMENTS

» Six states (GEORGIA, KANSAS, KF.7ADA,
NORTH CAROLINA, VIRGINIAand WISCONSIN)
require that recipients contribute to the
cost of various types of mental health
services.

Federal and State officials may obtain
one copy of the survey free of charge.
Others may obtain a copy by sending $9
to IHPP.

health services on an outpatient basis,
without the consent or notification of
their parents.

MASSACHUSETTS is considering a bill (S
742) which would permit minors age 12
and older to receive mental health treat-
ment or counseling on an outpatient ba-
sis without the consent of their parents
or legal guardians. Although WASHING-
TON failed to pass a similar measure,
legislators agreed to establish a study
committee on children’s mental health
services with the following objectives: 1)
to perform a program, management,
and fiscal review of existing publicly
funded children’s mental health and re-
lated children and family services; 2) to
determine the extent to which certain
laws have been implemented (e.g., con-
tinuum of care, prevention, early inter-
vention, and diversion from involuntary
commitment; and 3) to determine the
need for and type of children’s mental
health and related services focusing on
such categories as those mentioned
above. The final report must be submit-
ted to the legislature by December 15,
1984, and will include budgetary and
statutory recommendations.

At the federal level, the Office of State
and Community Liaison, National Insti-
tute of Mental Health, has received a to-
tal of 44 grant applications under the

Children’s
Mental Health
Services



Dedicated
Taxes

Child and Adolescent Service System
Program (CASSP). Grants will be
awarded to approximately eight states to
develop state-level foci for planning,
service-system improvement strategy de-
velopment, and the initiation of com-
munity-level demonstrations of service
system development. Approximately

A number of so-called dedicated tax
bills are currently under consideration in
several legislatures. An IDAHO bill (HB
464) would create an alcohol awareness
account to be financed by a portion of
the state tax on liquor and beer. The ac-
count would support the operation of
the governor’s commission on alcohol
awareness and training. MASSACHUSETTS
is considering a measure (S 1769) would
add a surtax on alcoholic beverages and
direct the funds to alcoholic rehabilita-
tion centers or for matching federal
grants designated for prevention of
alcohol abuse and alcoholism. A SOUTH
CAROLINA proposal (H 3459) would levy a
10 percent surtax on al! taxes imposed on
beer and wine and require that 75 per-
cent of the revenue generated be return-
ed to 'mc counties on a per capita basis to
be « ’ for prevention and treatment of
a).;(.  ism and drug abuse.

/  oposal (SB 3617) under considera-
tio. m the WASHINGTON state senate
wc..., dedicate a portion of the state’s
highway afety funds derived from pen-
alty assessments on drunk drivers to the
operation of an alcohol awareness pro-
gram. The alcohol awareness program
would be directed toward teenage drivers
and young adults up to age 25. It would
include presentations and educational
curricula designed to illustrate the
dangers of alcohol misuse, the effects
and impairments of alcohol on the body,
and to prevent drunk driving. A separate
bill in the WASHINGTON House (HB 1701)
would assess an additional tax of 6.5
cents per liter on wine not bottled in the
state and an additional $3.30 per barrel
of beer and deposit the funds in a Drunk
Driving Deterrence and Victims Com-
pensation Account. The bill provides
that the funds shall be distributed in the
following manner: (1) $2 million per bi-
ennium to the state patrol to be used for
educational programs in public schools
concerning alcohol and drug abuse and
traffic safety; (2) a sufficient amount for
the Crime Victims Compensation Ac-
count to pay claims by those injured by

$1.5 million is available for this pro-
gram. An independent committee will
meet March 21-23 to review the propos-
als. Its recommendations will be pre-
sented at the May meeting of the Na-
tional Advisory Mental Health Council.
Officials anticipate that awards will be
made in July.

intoxicated drivers; and (3) $3 million
per biennium to the Department of
Social and Health Services’ Alcohol
Treatment Programs.

MISSOURI’'S SB 514 seeks to create an
alcoholism and drug abuse treatment
and rehabilitation trust fund by applying
a surcharge of 20 cents per gallon on the
sale of spirituous liquors. The monies
will go for funding community alcohol-
ism and drug abuse treatment and reha-
bilitaion services. Similarly, a PENN-
SYLVANIA proposal (H 1740) would in-
crease the state tax on liquor and devote
10 percent of the revenue derived from
the increase to a Drug and Alcohol Pro-
grams Augmentation Account. The pur-
pose of the account is to support alcohol
rehabilitation and treatment programs,
as well as promote education, prevention
and early intervention programs de-
signed to eliminate alcohol abuse and
drug addiction.

An OHIO bill (HB 654) would increase
the state’s sales tax on liquor by 2 cents a
gallon and earmark the additional re-
venues for adolescent alcohol drug abuse
treatment programs. A separate OHIO
measure (HB 628) would levy an addi-
tional 2 cent tax on beer, wine and li-
quor. Forty percent of the revenues must
go to the counties’ alcohol and drug
abuse treatment and prevention distribu-
tion fund; 10 percent would go to the
Department of Mental Health’s drug
abuse special account and 10 percent to
the Department of Health’s alcoholism
special account.

In the past few years, MAINE, UTAH,
and KANSAS enacted statutes requiring
that a certain portion of their states’
taxes on liquor be dedicated to alcohol
and drug abuse prevention activities.

A new statute in NEW JERSEY estab-
lishes the Alcohol Education Rehabilita-
tion and Enforcement Fund (A 3468,
Chapter 53). The law increases the
wholesale tax on alcohol from 6.5 per-
cent to 7.3 percent, and devotes approx-
imately 11 percent of the revenue gener-
ated by the increase to the new Alcohol



MEMORANDUM State of Alaska

TO:

FROM:

0? OOIAiRev 10/79)

Philip Shapiro, MD. DATE: April 25, 1984
Director
FILE NO:

TELEPHONE NO: 455_3370

James L. ScolenO _ subject: Notification of Parent
Alternative Cape Coordinator or Guardian
Division of Mental Health

and Developmental Disabilities

The following language is suggested in order to satisfy the request by
Representative Tischer for assurance that parents or guardians are
no|1_:|f|ed when a minor presents himself for inpatient psychiatric hospi-
talization.

Page 3, line 14 add a new section (b) to , .id:

(b) The parent or guardian of a minor under the age of 18
that presents himself at a designated treatment facility
must be notified immediately by the facility of the minor's
whereabouts.

Existing subsections (b) and (c) should be changed to (c) and (d).

JLS/vih
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utronomy 1976-7*) Am. Gcophys Lnion. Sigma Xi. Author paper*
in held. asso. editor Jour. Geopnyt. Research. *972-75. Home. 1*37
Aodison Rd Palos Verdes Estates CA 90774 Office: 2350 E El
Segundo Bod El Segundo CA 9024S

PAULIN. HENRY SYLVESTER, anttqucs dealer, cinrraus
educator; b Clccc . Nov S. 1927;s. Sylvester and Mary (Zinmcrman)
P;3S tn Edn.. Kent (Ohio) State U . 1925. M .A ., Ohio State LL
1958. Ph D . 1964. m Florence Caroline Sen*cfman. Aug. 30, |9 12
Tchr mdsl artv Brtmtield Jr -Sr. High Sett.. Kent. 1954-55, 7anei» He
tOhiol High bets, 1455-57. instr. ceramics Art In>t. Zancisi.le.
»)5t-S? asst piul. ticn asso prof.indsl. arts State L. Cull.. Oswc#o.
S V. 1956-63. instr Ohm State L.. 1961-63. ns%o. nruf., coordr.ta ur
Inod Am Div . Kent State U . 1963-67. prcf. and chmn. dept, j rvgn
and industry nan Francisco Slate L\, 1967-10. pro’, emeritus. 19.*t0— .
-ropf. P.iulin Place Fine Antiques and Paintings. Oifurd, Glut.
19BO-. si* prof. N, ill U. summer 1165 nerved with US
1Q46-4K Mem A\in Indsl Arts Assn.. Calif. Tchra. Assn.. OsfmtJ C.
olC?. Fp'nun I*i 1»u Phi Delta jvappa. Home. 117 NV Hi;h St U> furd
OH 45t*5h 0(V;cc 115 W High St Oslo.d OH 4$dV*

PALLING. IM S CARL, educator; b. Portland, dreg. Feb 2)S
1901. s Herman Henry William and Lucy Isabelle tDarling) P. 3.U.,
Oreg .stale Coil. Ctifvjllis. 1922, Se.D ihon.f. 1933; Ph.D.. t'aiif
Inst. Tekh. 1925, he D "(him t. U. Chyo, 1941, Princeton. |V4*\ U.
+iitaridJrc. 1 London. Vale. 1947, Osford. I*/48, BVlyn Poly Ins;.
+i'5 Humboldt U . | *59. U. Melbourne. 1*'64. U Delhi. Adclpfri |
. Marquette 1. Swh Medicine, 1969; L Il O. Tampa, | *5d;
; JP. « M |. 193t>; U.D., Kccd Cedi, 1959. Dr. he. l'ams
+Hitcll **¥ 7'ijl.mselFrar.ee). 1949. Montpellier fFrance). I )5«K
'Muii L tl) : D.I"A., C'hounurd Art Intl.. 1958: diioutlicm.
i. .%a Helen Miller. June 17, 1923. children— Linus Carl. Peter
~maevs ;it.oi Helen. Edward Crellm Teaching fellow Calif, nut
I.j + 2-23.rescatth fellow. 1923-27. asst prof.. P27.2V. tu»n
rtui. | 29*31. proi. them.. 19J1-64. chmn. div. them nnd client
c:,«bg. —<r tiJttfs and crellin Labs of Chemistry. 19J6-58, mem.
kom.. t*J m.vues. 1945-48. research proi Center .dr Mucty
*K*i li tits. 196J.67. prof chermsiiy | Calif. at Sun Difgw.
Jih” [ , rscinisirs .Stanford. 1969*74; rres. Linus Pauline nut.
*t i*il Meu.eine. [4*J*75. 78—, research prof. IV7J—, (Iconic
i —«rdhrt«f Oslord Li. 1946; fecir. chemistry several umw« Fclow
mcolli | MU. NRG, 1923*26, John s Guggenheim MititC
+0».iJ.. 1926*2* Numerous awards in tic*J ol chemistry, including:
t y I'l-sji, MiJal lor Merit. 1946. Nobel prize in chemistry, | 5%‘
\.,tO I'ej.e prize. 1962. lincrnal/l.enin Peace pure. 1972.Li S van-
M.Uil ol * I:i rinat medal. Paul Sahalicr medal. Pas cnf
uiidji w.li liurtl wreuih ol Internal. Grntius loimd., 1*15
. i, s.s iicJal, 1978. L”S. Nat. Acad. Set. medal in Chrrn. h.iu,
« t ih.i, .on, ign mem. rginetnua tisns. and orcnt Auihnf
I%Hl- .:“eluding Cancer ami Vitamin C. 1979 CuMh "
/ .In lorral |. urs Home. S*.non Creek Il.g Sur Ct\ 939200lllc *
| o>.s Paunog I'ssi Ski and Mediemc 441) Pace Mill Kd Palo Alto C A

|'U I K.4<HIN MOIIF.RTS, jo torcc nITieer: b XYillacoOehce. Gi .

a N il * Ikd and iVjsrl Vera (Robcrui P. OS, Ii | 19n
Mp \ ii.-.ige Wd'holkton U . 1964. m Had Jams Couneil. 7*fa> |
j-#M s?»*lien ieif. F.se Ciiinmd. mheer US\F. I'hL tdsanerd

i,v «gngtadi-s»"m*i gen, 1979, eomdr piloting suuaUrnn, tialii »
ifaJ.'on n»*-i AiMds* Mihhlv AF1l, <<a, I'hnn Royal lhn Ar
(vof. H.-nnd, | tkenhcalh and llcntwiters (F.ng.f. 1965-74; vi«r
, n.u Oiden | o»is;k* Center. Hill AFB. L1ah, 1975-77;dcp. cliii |
i: lilopsti.+ N xn \ir Def Command'Aerospace Def Cmnman. ,
(..,..*j.lo s-nngs. Colo. 19*7-rt). komdi. Warner Robins Ad
I--, tins CelPci, Mohins Arll. (<t.. 19811— lid. visitors Ua Col ,
,»i fr ope'moils Acivildil Ga enuncil Bov Scunu Am , I9HD-8
[/r.itiaird 1). 1 *ifHiior Service medal. Legion of Meni "»ih | o*n
riuiftilO.U I'l *oh | osk leaf cliis’er. air medal with iKojkh |
.»iris. Sirinameso i r>¥of Gallantly Mem Warner itohhniv ( |
f il | uni 1'»»sli. Macon (* of C ib* dns [9gu*6]). Oidri
l)»rdJiion». Xu roue \v*i Moimon limne; 4iV) (iilier* tircle >
guo>ns si BUS [1U%dt Oliec P.ohins Al B UA JIO-H

PAIIlL, HH ff M*» \LI.KN. .ducainr, geologist, h MsJuon W**,
Mbs> I* 1 Llhfa Ifj'oij and Vtaiiha (SeliailerlPUS, Il Wo,
MS. I'l' 1 P hi). I™7 in Ktkficl Kay Kret»* Mar n. [9) ;
*iJ»r Kay Main” | »ii Ellen. JuJdh /Ann Pariy chief Pan Af
frtmeuin co prw.Ai, irseifkh group leader Jersey Prod
grszircnio Ig'7 «“ern faculty U W %-Milw . I'bs2 - »hm
‘Vpl |S”1 Skis, fir rr».prm . W2*2h 1766 hkisci
s.ihloAf [9M.SS Hun. tiiraior Mil* Aluseum. lecipieni Ami*k i
O%imguohed le.uhtng awjiu. 1973 “ellow ticol. .Sm Am ichin
Im{ i.renng Iv7*| ie.n program corn N?<), 77. niemhership cor .

[v*7m) hmn N*di mem AAAh Am Ann Peliolcus

>k; t"*"" Pa*eonin'mpsii aon A*ooeraioaisls, Nat. Ass*.
<rl¥gs I*hrs ivp 1976.17. ores. I*a77*Tb» Am. Geul list
ljiisciiit".l Fd i-F~'h. Nji-oc <onsfivam y sigma Xi Aulh* t

S*isi. ."aPsrs m Held Home 7JJ |; Caiost A»e AAmieiish Iliy VI
+1*l10fluc D*11GnU hsis I. mv Wis Milwaukee W| 3J!ll|

PAILS. I)A) r<)N FRANK, hanker. 0 Lime Ridge. Wis | ch

;4]0 s I rani Hems and Rose A iKiitchnrriP.0 A.U. Wis. I) 1%
n AMgjrii ‘dci/tr .Aug 6, |°'38; whddrrn Richard f). Ala y
Sfargiu'l Av. -siii id. Aril uf Andersen A C-i.Chgo.. 19)2-13.Far s
foinceancr SI3U* of Wi»  Madison, 1933*46. escc v p. CuJahy Sij'e

Brk iWis i 1Mr, 4s .*rcs. Criifers Pant, ol Sheboygan, Wi ,
M<m72 .hum. r»"2*73. pies Cili/eni lianmrp. Micbhovtao.
». imp ' *jzen% Noiih SiJe linrtL. hhehosgan. 1946-7 I

W.gwaio MrBs. t. i-,cnt Trim i ,i. Shch.iygan, Wo IMtyneia s
SzpvC lo* s <r. Madison. .Asiisc YMFA, Limed Fund, AR1”
Uion I'd dds I1J.1and I ouml, Itd. asso'i lasclaitU t .11. .ouitiil |
irtimn in.2 , are puns AVI\ Mid baac past pres Sheboygan Ai>v
Fucnd and Surnniei llicaire Mim. Am. Irsee. .oun.il vp), AV..
iptl )y*a#6 net rankers a*»us. Ni.l Corf Siair Ban)* >u*i» uhmn
tic*, siurski). R*>hH Morns tsun Congnsl (iruslee. dea,0'i
muuriiiii Ma* » | A | t»b Site Rills t*.uiuis Home Bis r
Vkizr t r* Apt* »60J S 21si S ShcNiygiit W| siU8l CJlhec* |l<n
lyj St-cNocn* Al 'JD81 A /nan »judfir.cnt %/jn nctcrheari) fHdirr
(HU tu iih+vw jlo»i

PAI'LSLN. ALIILRT, actor; b (iua,aquil. Ecuador. Dec. 1J. I**»);
iAflrrJand/i <M Ar.J'aJe) P .siuccni L. Ecuador Broadway plj,»
¢F kR %<y s.,irrs (964 (miv Camem Tovon,

in One Day in the Life uf lvan Demsovnch. 1964. Address; care
Contemporary Korman An.sis Ltd 1J2 L*sky Dr Beverly Hills LA

PAULSEN. FRANK ROUERT, coll. dean; b. Logan. Luh. Julv 5.
1922; s frank ard Ella 'Ownbyl P; B.S.. Ltah Slate L'.. 1947. M S.
U. Luth. 1947 Ed.D.. 1956; Kellogg Found postdoctoral fellow L.
Ore.. 1958; Carnegie Found postdoctoral fellow U Mich . :95'f-nO:
m. Maryc Lucilc Harris. July 31. Pa2: 1 sun. Robert Keith; m 2d.
Lydia Rar.sicr Lo>*ry. Nov. I. 1969. high sen. pr.r.. MI. hmrron*.
| tah. 1948-51: supi. vchs.. Cokeville, Wyo.. 1951-55; asst prof, then
*»su. prof. edn. U. Utah, 1955-61. prof edn.. JcanSch. lidn. U. Conn..
1461-64, dean Cod. Edn U. Ant. Tucson. Iv64—.
Scholar-in-rcsidencc  Fed. E\cc. Inst., Charluttesviile. Vj., 1970.
Distinguished prof. edn. L. Dndgcport. summer 1972. dir Am. Juur.
Nursing Pub. Co., S.Y.C.. Am. Gen. Growth Fund. Housicn. Am.
Gen Eschanfe Fund. Houston.Chnn.. Conr. Adv Corn Adimnatrv

Ceriihesiion, 1962-64: cscc. com. Sew Eng. Council Advancement
Sch. Admmstrn.. 1962-64: trustee Joint Council ccon Edn.. |'/62-70.
vp. dir. Southwestern Coop. Ednl. Lab. 1965-67; bd. dil*. Nat
League for Nursing. 1907-60. mem. corn on perspectives. N66—.
dir., chmn. cacc cum. ERIC Clearinghouse on Tchr. Edn.. |9¢5-70;
bd. dits. Tucson Mcmal Health Center, 1968-70 Served with .M S,
1442-4,. PTO .Mem. Aerospace Med. Assn. NEA, As»n H«rncr
EJn.. Am. Assn. Sch. Adminsirs. Am. Acad. Pulit snd Social Sc

J*hn Dewey S*c. L.ah Acad. Letters. Aits and Scis, Am. Assn.
Colls Tchr* Edn. (Conn liaison uihccr 1962-64, mcm siudics i.on.
1962%68, dii.l. Aril. Assn. Colls Tchr. Edn. (pres 1972 » AAAS

Am Ednl. Research Assn. Kappa Delia Pi. Pi Sigina Alpha, Pi
Gamma Mu. Phi Delia Kappa Kotarian Author The Administration
.1 Public Education in L'tih. 1958: Contemporary Issues in Arcncau
Lduvatmn. 1966: American Education: Challenges and Images. (967;
Changmg Durensions in International Education. [96ft; Hi/ncr
EJucatton Dimensions and Directions. 1964; also numerous amulet
Home. 2801 N Indian Uuins Tucson AZ 85715

PAULSEN. MARTIN RAYMOND, lawyer: b. Friendship. Ais.
Aug. 2. 1895; a Paul «nd Julia iJacubscni P. stiulcni U, Dublin
(Ireland), 1919; LL B, U W's, 1423; m Mary Karen Dec 16.10)
Admitted to Wis hi*. 19JJ; practiced in Racmc. AA'is. until 19*1: -ity
j(t) . Rscinc, 1928*30; practiced in Mil** . 1411 -. funner mens. Ltin
hhasv, Muvkai A Paimcn P.isunmn. tul Milw. | urge A Machine to*,
i.iw ur.; ur. Edward E Gillen Co, Puna Lind A Investment L*
H*ime | and A Trust Co Mem Gicaier Milw lL.bin, 1952*?6 Served
**nh LSMLR. 1417.]9. AhF in France. Mem Am.. Wis fsjr asvns.
Order ol Coil. Phi Kaopa Pin. Home: 816$ S' Casas AAay Tucson X/
n?;04 and 7|23 N Oracle Rd Tucson AZ 85704

PAL'LSKN, NORMAN, JR., public iclatums co. caci. b NYC

Jan 25. 14J6; s Noruuit and Clara |f-'uct~ herl P. studrr., Dakc L .
1942-43. 11IS ,n Bus Admmstrn. Northwestern | 1445. M If A
Harvard | . [447. vhildren —Karen. Norman. Susan. A*>t adv n.|«

Ph.ienu Hosiers C»s. Milw., 1444-52; mer advt and public retatiunv
lllue Crust of W,%. Milw . 1952-60; dir. public relations A +) Smiin
Aup . Milw . 1960-64. Allied Chcm C*ap. N V C . ; Jf-H.70, prvs.
H:ikm. Herman. SuliK'tick .V Paulsen. Milw . 1970-- It| o,ts lini'ed
Way Milw. [97.].JH, ( biisctvaiory of Music. Milw, 1475.77, hi
I rams vhildien s Activity «nd Acnicvcment Center, nniu Grvatvr
Milw Cum, chmn. dir. ARC. Milw, 1477-79. Served to li g
| SNR. 1944-47 Vein. Public Relation* Sue Am ipist vp W.,s
J»pi ) C.niflKgoioimlisi Clubs: Urns ot Milw, M,U Couuris.
Roiaiy limne: (/40 N Bay Ct River Hills W1 5J204 C)lhc'c 277 L
Wr.vvnsm Avc Milwaukee VAl 33202

I'NPISKN, PAT. entertainer !ormeils imst own TV show
Re,ipikiit | nimv osaid Inr individual iklneserncnt in Sm*illins
tirothkis i'oiiiedv Hour. 1467-68 Address, care kon Mason (lie
I iifhl Agy 113 N Roncrisoti [)I*d L**s ,Angeles CA 'hHt tN

PAUILSEN,S RENILS GLK.N, aMnteki, h >r*Ninu. Wu.Julv 27,
1417, > Sifcniis J*i»m and T-lna Amo (|).ill*>nt P. stodcot | 1

I'lin-42, I Areh. vuin taudc, L Pa. | '-»7. \mdent ArJii.uturc joJ
City 1" inning kosalAvad All (hweiUnt. 1948. m Viran.-iC Ilabel.
Jin. 26.1944 children  llmnu* J N uiiy Ls'CfAlts Joint Alg»shall
W uh Carroll, Grisdjle-v Van Alan. Architects. | In‘a . 1946-4*. | --m
bjurmcn A Assos, IOmunhcld Hills. Mkh . 1949-M. 33-57, chief
designer Kcis.icr \ Lrhahn, Anhne,*. N> <* [9<|-'2. jcehil
kooiditialur Knoll Assos. N Y C. 1952*3 3. prm lilen I'aukin Ass*»».
h-iunngnain, Mieh , 1958*1,9, pun. o p
lai.ipiu-Ma, Mahoo-PaiiUen Assos, luc . Architect!, llloomticid
Hills 1964.77. pica CunhrooL Asad Aft. he nl dept afkhitei tin.*
I*ir6-*0, nr,*L. .hum Maslets i'rogiam in Atchilcclure. U M« h

(976-78 Mcm Nat Cum. on Urban planning snd Design. IV ?].72.
archil cnmmn. U Wash . Seattle, IVna-76 Trustee Cranh(i*ok Avad.
Art Nerved wuh C.E., USAAI'. 1942-46 Recipient J,| prtie II,Nat

Compeiiuon lor 1Vsian Kamtvaw Center Plira. N.agjia | »Il, N Y.
1972 Fellow A I A (honor awards Detroit ehpi lor Mi.tre-o Hillol
Pharmacy. 1465, Oat Sheplkid l.ulheian Ch. 1966, | oi,l Lift* S.i

i, , 196 7. llunry Flimentary Sih . DvMrut. 1971, Fed llidg , Ann
kik.*, V*-h i47g ,-nld medal lor I'»hq{ Detroit cfiot ) mcm Mi. h
Sos. ArihilccIS limne *820 ucddkitl.d Am: Arbor M1 44iin uiTise.
Coll Architecture and Urban Planning U Mich Ann Arbor MI

PAULSEN, AVOI FRANCI. educator, h Dusvel-lorf. Germany. Sept.
21. PHD. s. Hans anu Luisc (I(nnaeus) P .ed units, r-ahmireii, Bonn.
Heine, Berlin and | ciprig, [9t().l14; m. llcrta Swhiinllcr J,ne M
1418. | 1111 Judith Came to U s. 1438. natutalircif. Iv4J Mcm
Guilty Suit U la. 194.1-47, Smith Coll , 1947-5J.U C'uiol , I»'j*66
hca liilept Germ,in. L Mass. 1966*71, pmL. 1966- Mcm Modern
Lang A%*n, Am Assn Tehrv, Gciman. Deuivche
Skhillergrvellst halt Auihnr: I-.spressiomsinus um! .Aklivismui HJJ.
Cleo'i Kauci Die I'ritpckiiven miiics Wakes, i960 Die Ah tuu
/.i (iiillrirzerv (fuhcr Dramank. i462. Vcrsuch uher llolf 11 nv».
147?); Christopn Martin W'leland Dcr Men*kh mid rcii We i hi
psyvliologis,hen  Paipekiiven, 1975, T.vhcndo.rl nnd »eM
Tauccnicnti. 1976. J-ifurm | Im Sthlegcl und die Voiksalic. Iv *7
Fditur aim sols Amlicrsl Colloquium on German Lit. 1467.g]
Home 44 Mjplcwma D* Amhcrsi MA iWM2

*VILSON, IELDTN HENRY, pohi svenlist, h Oik Park. Ill,
June 24 1927 , Ikr.ry fhonns and Evelina <lleiuni P, All
ttherlin il'tuo) C'oli. ,9'B. M A. | C'hgo, I'TAA, ph O, 1462, m
I.ijive D Hill, Jan *1 1454; thildis'h | .u. Steven Witli Italian
servrce mission. Naples. [95d-5J,urg,imrvr Hoiu™lps\ i ,ropeani o a
Pftviarn.baidtma. |[4'2-.* * wohl S II'lhC*i.tumi Hetucres. W**-or,
I ow»>»¥ item u,i,ih | Wis.Alilw  t<s» Wss I'UrMiiin, I'Ai
wrel polit s.i. iif-9 . ~ioin tenter + flem + omiMinilv D,-ci
tf»7 . so-iminJcr , cs lion Wo.1 *\**o s Rrnrw Me Fneriy
,'speniticntaoon. I-»*U sers»dwu|>l nNK, | »43-an tji aruc .n-c.ai
Reseafvh Council. 1*'6? 64 Miin Am Po»t 6kt Assn.

li.tciiul. Desri, XVmid | uiu'ivl S¥c. ".inn Am Mud.cs Assn .
VAAS. A Al P Author The searchers. . >ro, aiso art'dev H*<me
2602 E Ncwtsi'iry DM Milwaukee W| ? *211 Ofhce Dept Nun Sa
t ms W,s Milwaukee Al '*201

A Itffz-H

PAI

Margaret Elirabcth Wilhui. Mar. 16. 1938: children— M:
I*aulscwn Cordonnieridce »Marruet Elizabeth Paulson Ma
Paulson Herfcst. intern. Mpls. Gen. Hotp. ard U Minn. L
1935-30. fellow anatomy U. Mata., 1936-57; fellow sun
round.. 1937-40; ast: surgery Mayo Ginic, 1940-42. ps
thoracic surgery, Dallas. 1546—, chief sect. thoracic sur*
U- Med. Center. Ive2-77; sr cors Parkland Meml. Hot.
-ons. Chudxen's Med. Center. Presbyn. Hosp.: facui:
Southwestern Med. Sch . 1546— .chn. prof. thoracic surge*

. Vo prut tnoractc surccry <t var.ous untsa. Served to It

Al's, 1942-46 Diplcrrate Am Bd. Surgery. Am. Bd
Surgery (a founder, rrcm. bd 1964*73. chmn. bd. 1971**
A C S!Am. Surg. Assn . Tev Surg Soc.. So. Surg. Asin .
Aisn. Thoracic Surgery (pres. 1981), So Thoracic Surg.
19561. Soc. Thoracic burccor% tprcs. 1967). Am.(C
Physicians, sarr.wn Thoracic Surg See.. Sigma X*. N'u
Presb.u. Author iwitn HR. Shawl The Treatment u*
Neopiasms, 1454. also articles. Mem. adv. editorial bd. Jo-
and Cardiovascular Surgerv. 1963— Home: 5359 Drane
TX 75209Dtf.ce: W dicy Tower Bailor Med Plata 36DO |
Dallas TX 75246

I'AULNON. JAMES MARVIN, educator; b Wiuiiu. A
192J.V Gustas Victor ond.Susanna tDracyt P.; DS mCV
The Citadel. 1947. M.S. m Civl Engftng.. J!I. Inal. Tech ,

L M.,eh. H5S. in Mjrjorc ort.ah Burton. Mav
vhildrai— Vi, Vi R.e (Mrs. C'Lrles Crus?). Mur..
Drifism .n. Wais.u lion AV, (ks. | "*6.crtgr. (har'es AF
Lr.gr Milw.. I*Mv*4 r, tacuitv Wayne StateU*. Detroit. T
1461— kfnnn dcp:. out cranrg . | >6**72. assw, JcanC.
IV?)—, >p. Li.il fengrs. 1.k.. 1454— | %uus. tn field.
Al's. 144). u.bMCR. 1445.46 Registered prort. engr..
Am.Sim.C.E., Mteh ?»* Prutl Engrs.. Am. Concrete Ir.’
for Engnne tdn.. bierra Xi. T*u Beta Pi. Chi Epsdur
Horne. 14711 Rutland Detroit M| 4s227

PAUI5S50N. JOHN DORAN, newspaper edtlur. b G
NO .~ I. 1*>I15. s llolzc; D arid Irene L tFmklcr
UN D, 1932-34, BS. L* Minn.. 19)6, m. Z.c 7 Bean i
6. I*.46. kbitdrcn -Jones I.. Mikhacl D, Christine R
Palrik R Copy editor Mbl* htar, IV.'O; reporter |he I-
N D -Muufhrad, Minn., 14)7.34. p»it. writer, J439-5|
1451 >6. editor. 1957- ,vr Forum Pub.Co. v p vtas &
Fargo. 160 - ,d;f SD BouJkavting Co., Smut Falls, ).*
Isiand. Ncbr.; dif Ant. seel. Intitrnaf. Press Inst Dx»l

n« i«7j*2  trsed w.f al.s. 1942-46 Mefn
m-ewpsper F.ditius Home 1362 2d St N Fargo NO *
Has ) I-iigo N!> 5»l«)2

I'AUI SDN. MDSI S. physician, b Balt. May 2. 1842

D.burah Ih-441»>+ Us.L ,; MJ 1917. M), i<
Gold -i. Ji.ne 1«2". iluu~e phwetan Sinn llusp . B
rilicf »a*rz>cpte?0™'gy, *-i0.i a vticndmg phvsiei

ievident phyvu tan S. Agnes t|*sp . 1422-23. in charge
sethlss* | i rgktwv Musp, Washington. 1923*24. re iJ
IE p.wmmieinn, *»2*-2a »*n  r»eikc. Ball* [424-
resc_*h *ndikcslisg *t+.»j ,v ig .d"s-cntcrol 'ey), Johns

1726 34, i .1 1424 asst m incdikinc. |*.
14%* ). j.. i. *it346. fh»; pr>-f incdume. 1446-"1
* 5 in 1dds [Ifupilri Mosp, 14

ga'iroenteri.-ig> D"gi.'kt.. CLr.iC, 19)4-55. tons
vetvices Juhh> H-'-kius llosp, 4678 Hcg'ottal O I1,.
sons sailrt, liter,*l,-,y IV? > F -it tMd ) VA llosp; pta
nrd me, «pvviih/iitg to gavifocrteiiukgy. 14J0— , vi*
Home and Iniililaiy. A'eiiv. M Agnes. Su-w huspv. «
Med Center ( -in*. “oau.il on Drugs. AM A.. lvjs
hasp jpprenttwV 1st slass IdVNR. 1417*2; Fellow A C
G isl-ik ttcfoi-vy, mcm Ar* voe Gaslrointestir.a,
\.\A.v, AM A \* V-k Mivrohtoligy, h,i Med
(ia,» ti-fiitvioi As*it. Ant S., L*r Research m P
Pfo** cuts. Me | .m | Lhiiurgujt Fu'idty MJ.. I'nt D»
Clubi Jointi llopkots. Masom. Aumm. Gastroenterloz
Hod Fditonat +; As Jour Digrsut/e Disease
Gas! entrrology. i »*;)-55 Ctiutbr, ntiiheruua tilkies t,
M Bdiiittorc MD 2*2>2 also Johns Hopkins llosp LG
21203 1hei'OiUinudin imin>njiui' <<(*tthlenl’likcpnx.o
unicniiiltfle »mJnNi**, rf*or | \d—4i icx\i in put
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Preface

.. the article Insanity in the ninth edition of the Encyclopaedia Britannica (1881)

.sanity is defined as a chronic disease of the brain inducing chronic disordered

Menial symptoms. The author of the article (J. Batty Tuke, M.D., Lecturer on
unity, School of Medicine, Edinburgh) then stated that this definition

possesses the great practical advantage of keeping before the student ti;c primary fact
that insanity Is the result of disease of the brain, that it is not a mere immaterial
disorder of the intellect. In the earliest epochs of medicine the corporeal character of
insanity was generally admitted, and it was not until the superstitious ignorance of the
Middle Ages had obliterated the scientific, though by no means always accurate,
deductions of the early writers that any theory of its purely psychical character arose.
At the present day it is unnecessary to combat such a theoy, as it is universall
accepted that the brain is the organ through which mental phenomenaare manifested,
and therefore that it is impossible to conceive of the existence of an insane mind in a
healthy brain.

By 1929, when the fourteenth edition of ihe Encyclopaedia Britannica was pub-
lished, the situation had changed, largely because of the development of psycho-
analysis by Sigmund Freud. The ciriier definition of insanity was deleted, and
replaced by discussionsa two points of view: the poirtofview of the materialistic
school

that though in many states af insanity no observable structural changes are found
they exist all theiame, only they ar: such that our imperfect methods cannot detect
them, and in time they will be discovered . . .
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and the point of view of the psychogenic school,

that though mental disease may arise secondarily :0 physical disorder, the symptoms
are psychological reverberations of that disorder and the body of an individual must
be regarded as environmental to the ego.... The many structural changes which are
found in certain forms of insanity should be reviewed as probably secondary to a
perverted mentality.

Psychoanalysis has failed, and psychiatry is now rapidly returning to the scientific
approach, the recognition of the corporeal character of mental disease, with mani-
festations determined to some extent by environmental stress and past experience.
Supportive psychotherapy has great value—an example is the explanation to the
schizophrenic patient and his family that his disturbed behavior and thinking are the
result of an imbalance in the molecular composition of his body, and that this im-
balance can be corrected (Hawkins, Chapter 29 of this volume). The recognition of
the effectiveness of phenothiazines a:»d other drugs (and the ineffectiveness of psycho-
analysis) has accelerated the reacceptance of the concept that mental disease is
disease of the brain, and that the brain itself needs to be treated, by changing its
molecular composition.

The relation of vitamins to mental disease became evident as soon as vitamins were
discovered. Onemanifestation of pellagraispsychosis. Pellagra isa vitamin-deficiency
disease, and the psychosis is cured (averted) by the provision ofan adequate intake of
the vitamin (niacin). It is estimated that in the first decades of this century 10 percent
of the persons in psychiatric hospitals were pellagrins (Kety, 1970), The discovery in
1937 that niacin is the pellagra-preventing vitamin soon led to its trial in controlling
mental disease in patiens not suffering from pellagra. Cleckley et al. (1939) and
Sydenstricker and Cleckley (1941) reported some success in treating 48 subjects with
acute mentai illness of one sort or another by use of moderately large doses of niacin
(300 to 1,500 mg per day, as compared with the pellagra-preventing intake of about
12 mg per day).

In 1943 Kaufman described the deterioration in mental and physical health of 150
patients with a disease to wh. -h he gave the name aniacinamidosis, and in 1949 he
published a larger book on this subject, with discussion of 455 patients. Measure-
ments of impairment of joint mobility and increase in blood sedimentation rate gave
objective information about the progress of the disease. He found that most of the
patients improved greatly on a regime of | to 5 e of niacinamide per day, in divided
doses (6 to 16 per day), continuing for as long as nine years (Kaufman. 1955), He
observed no untoward reactions from niacinamide in several thousand patient-years
ofcontinuous use. Hisrecommended intake of niacinamide for treatment of restricted
mobility of joints and other manifestations of aniacinamidosis is 4 or 5 g per day.
Many of his patients showed striking improvement in mental health as well as
physical health on this regime.
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Preface vii

! he effective introduction of megavitamin therapy for schizophrenia came in the
es.-u. dfrom 1952 on through the work of Hoffer and Osmond, as described in several
.-vers of this book. After making some studies on a few patients with encouraging
they carried out several double-blind and blind comparisons of niacin,
...eseiriamide, and a placebo. A study with 171 subjects (73 receiving 3 g of niacin per
. for all or part of the period of study, 98 receiving a placebo) gave a statistically
e . ,:cant difference in the number transferred to the mental hospital and a dilference
number ofsuicides (0 and 4, respectively) with borderline statistical significance
I:.ti"retal., 1957). Another study with 82 subjects (43 receiving 3 g of niacin per day
ea >*receiving a placebo) gave a difference with high statistical significance in the
...;ivr classified as improved or unimproved (Hoffer, 1962).

. sevident from the published accounts of these studies that amounts larger than
- « miiday of niacin or niacinamide are needed for a pronounced therapeutic effect

® any schizophrenic patients. Hoffer and Osmond had in fact observed that daily

< emunis of niacin or niacinamide larger than 6 g seemed to be required by some
.itieius, and also that many patients benefited from receiving 3 to 6 g per day of
c » oic acid. Other vitamins, especially pvridoxine in amounts 600 mg to 1,500 mg

-u.iy, have been found to be beneficial. In addition, many schizophrenics, probably
wvr.; than 80 percent, suffer from hypoglycemia, which needs to be corrected, as
— _ribed in some chapters in this book. The orthomolecular treatment of schizo-
merenia includes more than the routine administration of 3 g of niacin or niacinamide

t day.

The importance of good nutrition to good health cannot be denied. There is much

C-.dence to support the thesis that for most people the optimum daily intake of

««.'nrbic acid is far larger than the usually recommei ded daily allowance (Pauling,
[1,70): 3to 6 g per day, the amount customary in megavitamin treatment of schizo-
.-euronia, may well be only the average optimum for most human beings. Little effort
has been expended in the study of the amounts of vitamins required for optimum
health. The decision by most psychiatrists who do nol accept the principles of ortho-
molecular psychiatry to restrict the intake of vitamins by their patients to certain
aroitrary levels, without checking the possible benefit for the patient of an increased
intake, cannot be justified.

Part of the resistance to mega' tamin therapy is based on the idea that an increased
miake of a vitamin should be subjected to as thorough testing as a new synthetic drug.
This is nonsense; the vitamins are substances to which the human body has long been
iveustomed, and the toxicities of the water-soluble vitamins arc known to be low and
ihe side effects few. Another part of the resistance is the result of a misunderstanding
"f the meaning of statistical significance. Investigations described as attempts to
replicate Hoffer and Osmond’s results arc reported to have failed to show a statistic-
nlly significant difference between the subjects receiving niacin or niacinamide and
those receiving a placebo. This conclusion is then incorrectly interpreted as meaning
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that the investigations have shown niacin or niacinamide to have no greater value
than a placebo.

For example. Hoffer had reported that mentally ill children receiving niacinamide
and ascorbic acid benefited more than those receiving a placebo. Greenbaum (1970)
then reported that he was unable to confirm the claimed value of niacinamide in his
double-blind study of 17 children receiving niacinamide (1000 mg per day per 501b.
body weight) and 24 childrcn'rccciving a placebo (also 16 receiving niacinamide and
a tranquilizer). The principal criterion was the increase during the six months of the
study in the score on a clinical scale of observable behavior categories. Greenbaum
reported that “there was no significant difference attributable to niacinamide.” This
statement is seriously misleading. The average improvement in the score was in fact
4.0 units for the niacinamide group and 2.6 units for the placebo group. The difference
between 4.0 and 2.6 is reported as not statistically significant. But we see that
Greenbaum found 54 percent greater irr provement in the niacinamide group than in
the placebo group. From Grcenbaum’s result we can say that it is more likely that
niacinamide has an effect (54 percent greater than the placebo) than that it has no
effect, but it is not 20 times more likely (P < 0.05, accepted as statistically significant).

The statistical significance is determined by the design of the investigation. If
Greenbaum had got the same result (54 percent more improvement for the niacina-
mide group than for the placebo group) with a larger number of subjects the null
hypothesis of equal effect of niacinamide (in the dosage used) and placebo could have
been rejected with statistical significance (P < 0.05).

Ban (1971) states that "The hypothesis, based on these findings [by Hoffer], that
nicotinamide therapy is useful in childhood schizophrenia was not verified by
Greenbaum in a carefully designed—placebo controlled—study." [ consider this
statement to be wrong. Greenbaum found 54 percent more improvement in the
niacinamide group than the placebo group. Surely 54 percent more improvement is
useful. The amount of improvement, 54 percent, is unreliable, but that is what he
found.

I have discussed this .natter in some detail because much of the objection to the
use of orthoinolccular mcinuds in psychiatry is based upon similar misrepresenta-
tions of the reported studies.

Another investigation that is quoted as having provided evidence against the
hypothesis that niacin or niacinamide has value in the treatment of schizophrenia was
published by Ananth etal. in 1970, with the title “ Nicotinic acid in the preventionan 1
treatment ofartificially induced exacerbation of psychopathology in schizophrenics.”
It is known that a substance, such as the amino acid methionine, whose molecules can
donate methyl groups to other molecules has the property of exacerbating the menial
illness of schizophrenics when it is ingested, and it has been suggested that the effec-
tiveness of niacin and niacinamide in controlling schizophrenia results from the
action of their molecules as methyl acceptors—that is, they remove methyl groups
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<risome methylated compounds in the body that may be causing the mental illness.
m the investigation by Ananth et al. ‘chizophrcnia patients were given daily doses of
«.'thionine. Some of the patients also were given niacinamide. All of the patients

.wed a pronounced exacerbation of their mental illness. The result has been
icrprcted as showing that niacinamide does not neutralize the methyl-donating
feetof methionine inexacerbating schizophrenia by virtue of its function as a methyl
ceptor. This conclusion is, however, not justified, because there was a serious flaw
. die design of the experiment. The patients were given 20 g of methionine per day.
ecr 16 g of niacinamide per day would be required to accept the methyl groups
:.nated by 20 g of methionine, but the patients were given only 3 g. It could have
mn predicted that the experiment would fail.

"here is thoroughly convincing evidence that the methods of orthomolccular
>ychiatry discussed in this book have great value. Some aspects of the scientific
asis of these methods arc presented in the earlier chapters. Some of the chapters arc
"most interest to biochemists. Most of the chapters can. | believe, be read with
"dcrstanding and profit by physicians and by laymen who have some acquaintance
ith the terminology of chemistry and other sciences. Despite the progress that has
:en made inconfolling it, mental illnbss isstill the cause ofa tremendous amount of
alfering. The work of HotTcr, Osmond, Hawkins, and others has shown that the
eecthods of orthomolccular psychiatry can be used to decrease the amount of this
utTering. Ijoin, my co-editor, Dr. David Hawkins, and the other contributors to this
00k in expressing the hope that it will be found useful not only by scientists and
nysicians but also by those who suffer from schizophrenia and by their families.

| thank Dr. Gustav Albrecht for his help.

August 1972 Linus Pauling
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Orthomolecular Psychiatry

LINUS PAULING

INTRODUCTION

The methods principally used now for treating patients with mental disease are
psychotherapy (psychoanalysis and related ctforts to provide insight and to decrease
environmental stress), chemotherapy (mainly with the useof powerful synthetic drugs,
such as chiorpromazine, or powerful natural products from plants, such as reserpine),
and convulsive or shock therapy (electroconvulsivc therapy, insulin coma therapy,
pentylenetetrazol shock therapy). | have reached the conclusion, through arguments
summarized in the following paragraphs, that another general method of treatment,
which may be called orthomolecular therapy, may be found to be of great value, and
may turn out to be the best method of treatment for many patients.
Orthomolecular psychiatric therapy is the treatment of mental disease by the pro-
vision of the optimum molecular environment for the mind, especially the optimum

tReprinted with permission from Science, 19 April 196H, vol. 160, pp. 265-271. Copyright £ 196S
hy the American Association for the Advancement of Science.)



concentrations of substances normally present in the human body.l An example
the treatment of phenyiketonuric children by use of a diet containing a smaller tha
normal amount of the amiro acid phenylalanine. Phenylketonuria (Foiling. 193*
results from a genetic defect that leads to a decreased amount or effectiveness of th
enzyme catalyzing the oxidation of phenylalanine to tyrosine. The patients on a noi
mal diet have in their tissues abnormally high concentrations of phenylalanine an
some of its reaction products, which, possibly in conjunction with the decreased cor
centration of tyrosine, cause the mental and physical manifestations of the diseas
(mental deficiency, severe eczema, and others). A decrease in the amount of phenyl
alanine ingested results in an approximation to the normal or optimum concentra
tions and to the alleviation of the manifestations of the disease, both mental ant
physical.

The functioning of the brain is dependent on its composition and structure; that is
on the molecular environment of the mind. The presence in the brain of molecules o
N,N-diethyl-D-lysergamide, mescaline, or some other schizophrenogenic substanci
is associated with profound psychic effects (see, for example, Wooney, 1962). Gher-
kin has recently pointed out (1967) that in 1799 Humphry Davy described similai
subjective reactions to the inhalation of nitrous oxide. The phenomenon of genera;
anesthesia al o illustrates the dependence of the mind (consciousness, ephemeral
memory) o-' ts molecular environment (Pauling, 1961; Miller, 1961).

The prop- functioning of the mind is known to require the presence in the brain ot
molecules of many different substances. For example, mental disease, usually
associated with physical disease, results from a low concentration in the brain ofany
one of the following vitamins: thiamine (BJ), nicotinic acid or nicotinamide (B3),
pyridoxine(Ba), cyanocobalamin (Bu), biotin (H), ascorbic acid (C), and folic acid.
There is evidence that mental function and behavior are also affected by changes in
the concentration :n the brain of any of a number of other substances that are norm-
ally present, such as L(+)-glutamic acid, uric acid, and -/-aminobuivric acid.2

OPTIMUM MOLECULAR CONCENTRATIONS

Several arguments may be advanced in support of the thesis that the optimum mole-
cular concentrations of substances normally present in the body may be different
from the concentrations provided by the diet and the gene-controlled synthetic

1 f might have described this therapy as the provision of the optimum rr”*'rcular composition
of the brain. The brain provides the molecular environment of the mind. | use the word mind as
> convenient synonym for the functioning of the brain. The word orthomolecular may be criticized
a*a Greek-Latin hybrid. | have not. however, found any other word that expresses as well the
idea of the right molecules in the right amounts.

3 The literature is so extensive that | refrain from giving references here.
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.scnanisms, and, for essential nutrilites (vitamins, essential amino acids, essentia).
.ty acids) different from the minimum daily amounts required for life or the “recom-
.ol'.ded” (average) daily amounts suggested for good health. Some of these argu-
ents are presented in the following paragraphs.

VOLUTION AND NATURAL SELECTION

;e process of evolution does not necessarily result in the normal provision of

mtimum molecular concentrations. Let us use ascorbic acid as an example. Of the

.iminals that have been studied in this -espect, the only species that have lost the
ower to synthesize ascorbic acid and ihat accordingly require it in the diet are man.

Her Primates (rhesus monkey, Formosan long-tail monkey, and ring-tail or brown
znuchin monkey), the guinea pig, and an Indian fruit-eating bat (Pteroptismeclius).3

resumably the loss of the gene or genes controlling the synthesis of the enzyme or
mzvmes involved in the conversion of glucose to ascorbic acid occurred some 20
e« iiiion years ago in the common ancestor of man and other Primates, and occurred
«'.dependently for the guinea pig and for one species of bat and one bird, in each case
lan environment such that ascorbic acid was provided by the food. For a mutation
rate of 1/20,000 per gene generation and for even a very small advantage for the mut-
mt (0.01 percent more progeny) the mutant would replace the earlier genotype within
mout 1million years. The advantage to the mutant of being rid of theascorbic-acid-
o.vnthesis machinery (decrease in cell size and energy requirement, liberation of
machinery for other purposes) might well be large, perhaps as much as 1 percent: a
disadvantage nearly as large (less by 0.01 percent) resulting from a less than optimum
eupply of dietary ascorbic acid would not prevent the replacement of the earlier
species by the mutant. Hence, even if the amount of the vitamin provided by the diet
available at the time of the mutation were less than the optimum amourt, the mutant
might still be able to replace its predecessor. Moreover, it is possible that the environ-
ment has changed during the last 20 million years in such a way as to provide a de-
creased amount of the vitamin. Even a serious disadvantage of the changed environ-
ment wo.ild not lead to a mutation restoring the synthetic mechanism within a period
ofa few million years, because of the small probability of such mutations, far smaller
than of those resulting in loss of function.

Moreover, the process of natural selection may be expected later on to lead to the
survival of a species or strain that synthesizes somewhat less than the optimum
amount of an autotrophic vital substance rather than of the species or strain that
synthesizes the optimum amount. To synthesize the optimum amount requires

J For references, see Stone (1965). The only other vertebrates known to require exogenous
ascorbic acid arc the red-vented bulbul. Pycnonotus cajer, and related passeriiorm birds.
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about twice as much biological machinery as to synthesize halfthe optimum amount.
As suggested in Figure 1-1, the evolutionary disadvantage of synthesizing a less than

Amount of vital substance

FIGURE 1-1,

Diagrammatic representation of growth rate or other vital pro-
perty of an organism as function of the concentration of vital
substance in the organism, showing the concentration at which
the differential advantage of an increased amount of vital sub-
stance is just balanced by the differential disadvantage resulting
from an increased amount of machinery for synthesis, and the
concentration that gives optimum functioning without con-
sideration of the burden of the machinery for synthesis.

optimum amount of the vital substance may be small, and may be outweighed by the
advantage of requiring a smaller amount of biological machinery. Evidence from the
study of microorganisms is discussed in the following paragraphs.

EVIDENCE FROM MICROBIOLOGICAL GENETICS

Many mutant microorganisms are known to require, as a supplement to the medium
in which they arc grown, a substance that is synthesized by the corresponding wild-
type organism (the normal strain). An example is the pyridoxine-requiring mutant of
Net.rospora sitophila reported by G. W. Beadle and E. L. Tatum in their first tVeiiro-
spora paper, published in 1941.

Several species of Nearospora that have been extensively studied are known to be
able to grow satisfactorily on synthetic media containing inorganic salts, an in-
organic source of nitrogen, such as ammonium nitrate, a suitable source of carbon,
such as sucrose, and the vitamin biotin. All other substances required by the organism
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c synthesized by it. Beadle and Tatum found that exposure tox-radiation produces
utant strains such that one substance must be added to the minimum medium in

der to permit the growth at a rate approximating that of the normal strain. Their
I ridoxinc-requiring mutant was found to grow on the standard medium at a rate
nly 9 percent of that of the normal strain. When pyridoxine (vitamin B,,) isadded to
:e medium, the rate of growth of this strain at first increases nearly linearly with the
sncentration of the added pyridoxine and then increases less rapidly, as shown in
igure 1-2.4 The growth rate of the normal strain without added pyridoxine is equal
pthat of the mutant with about 10 micrograms of the growth substance per liter in
tc medium. At a concentration about four times this value (40 micrograms per liter)
he growth rate of the mutant strain reaches a value 7 percent greater than that of the
tormal strain without added pyridoxine.

Micrograms of pyridoxine per tiler

fioure 1-2.

The observed rate of growth of a pyridoxine-requiring Neumspora mutant
(Beadle and Tatum, 1941), as function of the concentration of pyridoxine
in the medium.

The point of maximum curvature of the curve in figure 1-2, at about 3.2 micro-
grams of pyridoxine per liter (indicated by a cross), maybe reasonably considered to
mark the division between the region of vitamin deficiency (to the left) and the region
of normal vitamin supply (to the right), such as might permit the mutant to compete
with the wild type, which has the growth rate represented by the filled circle in Figure
1-2. The point murked by the cross might well correspond to an "adequate' or
"recommended"” amount of the vitamin, in that the growth rate of the mutant is only

4 The points in Figure 1-2 represent my measurement of the slopes of the growth curves shown
in Figure 1 of Beadle and Tatum (1941). They agree closely with the points of their Figure 2,
except for one point, that for 1.2 /ig/litcr, which may have been misplotted.
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12 percent less than that of the wild strain, and that the amount of the vitamin would
have to be increased threefold to make up this 12 percent.5

As shown in Figure 1-2, quadrupling the concentration of pyridoxine that gives
the mutant a growth rate equal to that of the wild type causes a further increase in
growth rate by nearly 10 percent. The growth rates of the mutant and the wild type at
very large concentrations of the vitamin have not been measured, so far as | know,
and the optimum concentration is not known. From the work of Beadle and Tatum
(1941) the optimum concentration may be taken to be greater than 40 microerams per
liter; that is. more than ten times the “adequate" concentration for the mutant and
more than four times the concentration equivalent to the synthesizing capability of
the wild type. The growth rate of the mutant at the optimum concentration is more
than 22 percent greater than that at the “adequate" concentration and more than 9
percent greater than that of the normal strain.

FIGURE 1-3.

The observed rate of growth of a /vaminobcnzoic-acid-rcquiring
Seurospora mutant (Tatum and Beadle. 1942). as function of
concentration of the growth substance in the medium.

Similar results have been reported for other mutants of Seurospora. The values
found by Tatum and Beadle (1942) for a /)-aminobcnzoic-aeid-rcquiring mutant of
Mw<w/>) racrar.ra as a function ofthe concentration of/j-aminobenzoic acid added to
the standard medium arc shown in Figure 1-3. The growth-ratc curve is similar in

5 The reported growth rate for the normal strain in a medium with 40 ng of aJdcd pvridoxine
per liter is 3 percent greater than that for the basic medium, as shown by the slopes of the lines
in Figure | of Beadle and Tatum (1941).
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-.,iape to that for the pyridoxine-requiring mutant. The value of the growth rate for

normal strain of Neurospora crassawith no added p-aminobenzoic acid isequal to
.hat for the mutani at a concentration of added /7-aminobenzoic acid of about 15
«-.crograms per liter. A value about 4 percent greater is found for the normal strain at
*0 microerams per liter and for the mutant strain at 80 micrograms per liter, as
pdicated in Figure 1-3.

Micrograms of /)-aminobenzoic acid per liter

FIGURE 1'4

Observed rate of growth of a /t-aminobenzoic-ncid-rcquiring
Neurnspora mutant as function of the logarithm of the concentra-
tion of/i-aminobenzoic acid.

It is customary to plot values of the growth rate against the logarithm of the con-
centration of the growth substance, as shown in Figure 1-4. The amount of increase
accompanying a doubling in the concentration of the growth substance isa maximum
at 1.25to 2.5 micrograms per liter, and decreases thereafter to about halfthe value for
each successive doubling.

From these two examples we see that there may be a significant increase in rate of
growth ofthe normal strain through addition of some of the growth substance that it
synthesizes to the medium in which it is grown;that is. that the amount of the growth
substance that is synthesized by the normal strain is not the optimum amount, but is
somewhat less, leading to a rate of growth approximately 7 percent less than the
maximum in the ease of pyridoxine (with the normal strain of Neurospora sitopltila)
and 4 percent less lor /z-aminobenzoic acid (with the normal strain of Neurospora
crassa). Many other examples are known of microorganisms that grow more
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abundantly in a medium containing vitamins, amino acids, or other substances that
they are able to synthesize than on a minimum medium.

Evidence supporting the above arguments has been presented recently bv Zamen-
hof and Eichhorn (1967) in a paper entitled “Study of microbial evolution through
loss of biosynthetic functions: Establishment o f ‘defective’ mutants.” These authors
carried out experiments involving competitive growth in a chemostat of an auxo-
trophic mutant (a mutant requiring a nutrilite) and a prototrophic parent in a medium
of constant composition containing the nutrilite. They found that the “defective"
mutant has a selective advantage over the prototrophic parental strain under these
conditions. For example, an indole-requiring mutant of Bacillus subtiUswas found to
show a strong selective advantage over the prototrophic back-mutant when the two
were grown together in a medium containing tryptophan: the relative number of cells
of the latter decreased 106-fold in 54 generations. They also found that greater ad-
vantage to the auxotroph accompanies a greater number of biosynthetic steps that
have been dispensed with (earlier block in a scries of reactions), with the final meta-
bolite available. They point out that a mytant with a gene deletion would be at a
distinct selective advantage over a point mutant, in that not only the synther'- of the
metabolite, but also that of the structural gene the messenger RN A, and perhaps the
inactive enzyme itselfwould be dispensed with, and that accordingly the mutant with
a deletion would replace the point mutant in competition. They mention evidence
that some of the "defective" strains occurring in nature have lost one or more of their
structural genes by deletions, rather than by point mutations.

MOLECULAR. CONCENTRATIONS
AND RATE OF REACTION

Most of the chemical reactions that take place in living organisms are catalyzed by
enzymes. The mechanisms of enzyme-catalyzed reactions in general involve (1) the
formation ofa complex between the enzyme and a substrate molecule, and (2) the de-
composition of thiscomplex to form the enzyme and the products of the reaction. The
rate-determining step is usually the decomposition of the complex to form the pro-
ducts or, more precisely, the transition through an intermediate state of the complex,
characterized by activation energy less than for the uncatalyzed reaction, to a com-
plex of the enzyme and the products of reaction, with a rapid dissociation. Under
conditions such that the concentration of the complex corresponds to equilibrium
with the enzyme and the substrate, the rate of the reaction is given by the following
equation (the Michaelis-Mentcn equation: Michaelis and Mentcn. 1913):

_d[s] KE[S)
dt  [S] + (i/a:)
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In this equation [5] is the concentration of the substrate, E is the total concentra-
tion of enzyme (present both as free enzyme and enzyme complex), K is the equili-
v um constant for formation of the enzyme complex ES, and K is the reaction-rate
- nstant for decomposition of the complex to form the enzyme and reaction pro-
iMcts. This equation corresponds to the case in which there are no enzyme inhibitors

present.

I I
Reaction rate of catalyzed reaction

-las

-001

 K-equilibrium constant for
formation of enzyme-substrate complex

10 . 20
Concentration of substrate

FIGL RE 1-5.

Curves showing calculated reaciion rate RIR, of catalyzed reaction as
funciion of the concentration of the substrate, for different values of the
equilibrium constant K for formation of the enzyme-substrate complex.

Values of the reaction rate calculated from this equation for different values of K
arc shown in Figure !-5. The curves; are similar in shape to those of Figures 1-2 ami
1-3. At concentrations much smaller than K ~ 1the reaction rate is proportions! to the
concentration of substrate. At larger concentrations, as the amount of enzyme com-
plex becomes comparable to the amount of free enzyme, the reaction rate changes
from the linear dependence. At substrate concentration equal to K ~1the slope of the
curve is onc-quartcr of the initial slope, and the value is one-half of the value corre-
sponding to saturation of the enzyme by the substrate.

The similarity of the curves of Figures |-2and 1-3 to appropriate curves in Figure
1-5 suggests that the growth substance may be involved in an enzyme -catalyzed re-
action in which it serves as the substrate. The normal strain of the organism manu-
factures an amount of the substrate such as to permit the reaction to take place atwhat



10 /1 Theoretical and Experimental Background

mzy be considered a normal rate, 90 or 95 percent of the maximum rate, wh
sponds to saturation of the enzyme. As described above, the gain in reai
associated with the manufacture of a larger amount of the substrate, witi
sponding advani ge to the organism, might be balanced by the disadvant:.
organism associated with the upkeep of the larger amount of machinery re
manufacture the increased amount of substrate. An increase in rate of this
could also be achieved by an increase in the amount of the enzyme synthesiz
organism. Here, again, the advantage to the organism resulting from this
may be overcome by the disadvantage associated with the increase in the ar
machinery required for the increased synthesis. During the process of evoiuu
has presumably been selection ol genes determining the concentrations oi
zymes catalyzing successive reactions such as to achieve an approximatio
optimum reaction rate with the smallest amount of disadvantage to the org
The rate of an enzyme-catalyzed reaction is approximately proportiona
concentration of the reactant, until concentrations that largely saturate the
are reached. The saturating concentration is larger for a defective enzyme v
creased combining power for the substrate than for the normal enzyme. For
defective enzyme the catalyzed reaction could be made to take place at or i
normal rate by an increase in the substrate concentration, as indicated in Figi
The short horizontal lines intersecting the curves indicate what may be cal
“normal” reaction rate, 80 percent of the maximum. For K = 2the "normal"
achieved at substrate concentration [5] = 2. At this substrate co'ncentraii
reaction rate is only 29 percent of the maximum and 25 percent of “normal’
mutated enzyme with K = 0.2 ; it could be raised to the "normal” value by a =
increase in the substrate concentration, to [S] = 20. Similarly, the still grcatt |
advantage of low reaction rate for a mutated enzyme with Konly 0.01cnuld be 1
come by a 200-fold increase in substrate concentration, to [SI = 400. T.iis me |
ism of action of gene mutation is only one of several that lead to disadvanta |
manifestations that could be overcome by an increase, perhaps a great increase, |
concentration of a vital substance in the bodv. These considerations obvioush |I
gest a rationale for megavitamin therapy. f

MOLECULAR CONCENTRATIONS
AND MENTAL DISEASE

The functioning of the brain and nervous tissue is more sensitively dependent ot
rate of chemical reactions than the functioning of other organs and tissues. | bel
that mental disease is for the most part caused by abnormal reaction rates, as de
mined by genetic constitution and diet, and by abnormal molecular concentration
essential substances. The operation of chance in the selection for the child of hal
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-0complement of genes of the father and mother leads to bad as well as to good geno-
«:'es, and the selection of foods (and drugs) in a world that is undergoing rapid
cientific and technological change may often be far from the best. Significant im-
‘.ovement in the mcnta.! health of many persons might be achieved by the provision

the optimum molecular concentrations of substances normally present in the
iuman body. Among these substances, the essential nutrilites may be the most worthy
ii'extensive research and more thorough clinical trial than they have yet received.
:ne important example of an essential nutrilite that is required for mental health is
ei'amin Bla, cyanocobalamin. A deficiency of this vitamin, whatever its cause

‘cmicious anemia; infestation with the fish tapeworm Diplivllobothrium, whose high

..luirement for the vitamin results in deprivation for the host; excessive bacterial
*;ra, also with a high vitamin requirement, as may develop in intestinal blind loops),
- ids to mental illness, often even more pronounced than the physical consequences,
m"e mental illness associated with pernicious anemia (a genetic defect icading to
I.'ficiency of the intrinsic factor [a mucoprotcin] in the gastric juice and the conse-
, ;cnt decreased transport of cyanocobalamin into the blood) often is observed for
.vcral years in patients with this disease before any of the physical manifestations of
tl'.c disease appear (Smith, 1950). A pathologically low concentration of cyanoco-
-ilamin in the serum of the blood has been reported to occur for a much larger
m-tenon of patients with mental illness than for the general population. Edwin et al.
(1'>65) determined the amount of Bla in the serum of every patient over 30 years old
iiimittcd to a mental hospital in Norway during a period of lyear. Of the 396 patients,
\8 percent (23) had a pathologically low concentration, less than 101 picograms per
milliliter, and the concentration in 9.6 percent (38) was subnormal (101 to 150 pico-
crams per milliliter). The normal concentration is 150 to 1300 picograms per milli-
ner. The incidence of pathologically low and subnormal levels of Bta in 'he serums of
these patients, 15.4 percent, is far greater than that in the general population, about
0.5 percent (estimated from the reported frequency of pernicious anemia in the area,
9.3 per 100,000 persons per year). Other investigators0 have also reported a higher
incidence of low Bla concentrations in the serums of mental patients than in the
Population as a whole, and nave suggested that UI3 deficiency, whatever its origin
may lead to mental illness.

Nicotinicacid (niacin), whcnits use was introduced, cured hundreds of tltousands
of pellagra patients of their psychoses, as well as of the physical manifestations of
their disease. For this purpose only small doses are required; the recommended daily
allowance (National Research Council) is 12 milligrams per day (lor a 70-kilogram
male). In 1939 Cleckley et al. reported the successful treatment of 19 patients, and

f Hansen ct al. (1966) report scrum Bu concentration below 150 pg/ml in 13 of 1,000 consecu-
tive patients admitted to a Copenhagen psychiatric clinic. Henderson et al. (1966) report that 9
of 1,012 unsclected psychiatric patients in a"region in Scotland were found to have li,3delicicncv,
in addition to 5 pernicious anemia patients in the group.
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in 1941 Sydenstricker and Cleckley7 reported similarly successful treatment of 29
patients with severe psychiatric symptoms by use of moderately large doses of
nicotinic acid (0.3 to 1.5 grams per day). None of these patients had physical symp-
toms of pellagra or any other avitaminosis. More recently many other investigators
have reported on the use of nicotinic acid and nicotinamide for the treatment of
mental disease. Outstanding among them are Hoffer and Osmond, who since 1952
have advocated and used nicotinic acid in large doses, in addition to the conventional
therapy, for the treatment of schizophrenia (HolTer et al.. 1957; Hoffer, 1962, 1966;
Osmond and Hoffer, 1962; Hoffer and Osmond, 1964). The dosage recommended by
HofTer is 3to 18 grams per day, as determined by the response of the patient, of cither
nicotinic acid or nicotinamide, together with 3 grams per day of ascorbic acid.
Nicotinic acid and nicotinamide are nontoxic (the lethal dose, 50 percent effective
[LD50], is not known for humans, but probably it is ever 200 grams; the LD50 for
rats is 7.0 grams per kilogram for nicotinic acid and 1.7 grams per kilogram for nico-
tinamide), and their side effects, even in continued massive doses, seem not to be com-
monly serious. Among the advantages of nicotinic acid, summarized by Osmond and
Hoffer (1962), arc the following: il is safe, cheap, and easy lo administer, and it is a
well-known substance that can be taken for years on end. if necessary, with only
small probability of incidence of unfavorable side effects.

Another vitamin that has been used to some extent in the treatment of mental
disease is ascorbic acid, vitamin C. A sometimes-recommended daily intake of
ascorbic acid is 75 milligrams for healthy adults. Some investigators have estimated
that the optimum intake is much larger (Kyhos ct al,, 1945), perhups 3to 15grams per
day, according to Slone (1966, 1967). Williams and Deason (1967) have emphasized
the variability of individual members of a species ofanimals; they have reported their
observation ofa 20-fold range of required intake of ascorbic acid by guinea pigs, and
have suggested that human beings, who are less homogeneous, have a larger range.

Mental symptoms (depression) accompany the physical symptoms of vitamin-C
deficiency disease (scurvy). In 1957, Aker(cldt reported that the serum of schizo-
phrenics hud been found to have greater power of oxidizing N.N-dimethyl-n-
phcnylenediamine than that of other persons. Several investigators then reported
that this difference is due to a smaller concentration of ascorbic acid in the serum of
schizophrenics thun of other persons. This difference has btcn attributed to the poor
diet and increased tendency to chronic infectious disease of the patients (Benjamin,
1958; Kety, 1959), and has also been interpreted as showing an increased rate of meta-
bolism of ascorbic acid by the patients (Holler and Osmond, 1960; Briggs, 1962). It
is my opinion, from the study of the literature, that many schizophrenics have an
increased metabolism of ascorbic acid, presumably genetic in origin, and that the

1 References are given in this paper to some earlier work on nicotinic acid therapy.
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: :estion of massive amounts of ascorbic acid has some value in treating mental
.isease.

Other vitamins (thiamine, pyridoxine, folic acid) and other substances (zinc ion.
taenesium ion. uric acid, tryptophan, L.(-r)-glutamic acid, and others) influence the
.ir.clioning of the brain. I shall review work on L(+)-glutamic acid as a further

« mmple. L(+)-Glutamic acid isan amino acid that is present at rather high concen-
atton in brain and nerve tissue and plays an essential role in the functioning of these
sv.ies (Weil-Malhcrbc, 1936V i;is normally inaested (in protein) in amounts of 5to
1l grams per day. It is not toxic; large doses may cause increased motor activity and
zusea. In 1943 Price et al. repoited favorable results for glutamic acid therapy of
m ivulsive disorders (benefit to one out of three or four patients with petit mal
. depsy: Waelsch, 1948). Zimmerman and Ross (1944) then reported an increase in
rze-runn.ing learning ability of white rats given extra amounts of glutamic acid.
..mmcrman and many other investigators then studied the effects of glutamic acid on
intelligence and behavior of persons with different degrees and kinds of mental
tardation. L(-f)-Glutamic acid isapparently more effective than its sodium or potas-
mtnsalts. The effective dosage is usually between 10and 20 grams per day (given in

“s¢ doses with meals), and is adjusted to the patient as the amount somewhat less
irn that required to cause hyperactivity. Several investigatorsl have reported an
einrovement in personality and increase in intelligence (by 5 to 20 1.Q. points) for
meany patients with mild or moderate mental deficiency.

LOCALIZED CEREBRAL DEFICIENCY DISEASES

Tite observation that the psychosis associated with pernicious anemia may manifest
.selfin a patient for several years before the other manifestations of this disease be-
-vme noticeable hus a reasonable explanation: the functioning of the brain and
nervous tissue is probably more sensitively dependent on molecular composition than
;i that oi'other organs and tissues. The observed high incidence of cyanocobalamin
deficiency i; patients admitted to a mental hospital, mentioned above, suggests that
mental disease may rather often be the result of this deficiency, and further suggests
dtat other deficiencies in vital substances may be wholly or partly responsible for
many cases of mental illness.

The foregoing arguments suggest the possibility that under certain circumstances a
deficiency disease may be localized in the human body in such a way that only some of
die manifestations usually associated with the disease are present. Let us consider, lor
sample, a vitamin or other vital substance that is normally metabolized by the

A rccciu survey of the role of glutamic acid in cognitive behaviors has been published by
Swgci ct al. (1966), Many references to earlier work are’given in this paper.
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catalytic action of an enzyme normally present in the tissues and organs of the body
In a person of unusual genotype there might be an especially great concentration oi
this enzyme in one body organ, with essentially the normal amount in other organs.
Through the action of this enzyme in especially great concentration the steady-state
concentration of the vital substance in that organ might be decreased to a level much
lower than that required for normal function. Under these circumstances there would
be present a deficiency disease restricted to that organ.

An especially important case is that of the brain. We may. as a rough model of the
human, body, consider two reservoirs of fluid, the blood and Ivmph, with volume K,
and cerebrospinal fluid, the extracellular fluid of the brain and spinal column, with
volume V3 We assume that a vital substance is destroyed in each of these reservoirs at
a characteristic rue, corresponding to the rate constants ki and k2 that it diffuses
across the blood-brain barrier at a rate determined by the product of the permeability
and area of the barrier and the difference ¢c3 —c, of the concentrations in the two
reservoirs, and that it is ini. « duced from the gastrointestinal tract into the first
reservoir at a constant rate. The steady-state concentrations arc then in the ratio

cjc2= 1+ {knVa'PA)

where PA is the product of permeability and the area of the biood-brain barrier. The
steady state corresponds to the following system:

PAcx

Supply »Blood (cs) - Brain (c2
rI
Inactive Inactive
product product

From this equation it is seen, as. shown also in Figure 1-0, that for small val les of
kM P A the difference in steady-state concentrations in the cerebrospinal lluii and
the blood is small, but that through either decrease in permeability of the banier or
increase in the metabolic rate constant k2the  adv-state concentration in the bruin
becomes much less than thnt in "he blood.

This simple argument leads us i'othe possibility ofa localized cerebral avitaminosis
or other localized cerebral deficiency disease. There is the possibility that some human
beings have a sort of cerebral scurvy, without any of the other manifestations, or a
sort of cerebral pellagra, or cerebral pernicious anemia. It was pointed out by
Zuckerkandl and Pauling (1962) that every vitamin, every essential amino acid, every
other essential nutrilite represents a molecular disease (Pauling et al., 1949) whic h our
distant ancestors learned to control, when it began to afflict them, by selecting a thera-
peutic diet, and which has continued to be kept under control in this way. The ocal-
ized deficiency diseases described above arc also molecular diseases, compound
molecular diseases, involving not. only the original lesion, the loss of the ability to
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Tenfold decrease
in permeability —

Assumed
normal
Blood
Tenfold
increase in k.
Brain

FIGURE 1-6.

Values of the concentration of a vital substance in the blood and in
the cerehrospinal fluid for three different assumed sets of values of
blood-brain barrier permeability and rate of destruction in the
cerebrospinal fluid.

nrhesize the vital substance, but also another lesion, one that causes a decreased
‘e of transfer across a membrane, such as the blood-brain barrier,9 to the affected
tan, or an increased rate of destruction of the vital substance in the organ, or seme
v;er perturbing reaction.
It has been suggested by Huxley et al. (1964), partially on the basis of the obscr-
.cions of Bbbk (1953, 1958) and Slater (1958) on the incidence of schizophrenia in
.aiives of schizophrenics, that schizophrenia is caused by a dominant gene with in-
‘mplete penetrance. They suggested that the penetrance, about 25 percent, n\»y in
me cases be determined by other genes and in some cases by the environment. |
. -agest that the other genes may, in most cases, be those that regulate the meta-
>iism of vital substances, such as ascorbic acid, nicotinic acid or nicotinamide,
‘myridoxine, cyanocobalamin, and other substances mentioned above. The reported
access in treating schizophrenia and other mental illnesses by use of massive doses of
.".ime of these vitamins may be the result of successful treatment ofa localized cerebral
deficiency disease involving the vital substances, leading to a decreased penetrance of
:lie gene for schizophrenia. There is a possibility that the so-called gene for schizo-
phrenia is itself a gene affecting the metabolism of one or another of these vital sub-
stances, or even of several vital substances, causing a multiple cerebral deficiency.
| suggest that the orthomolecular treatment of mental disease, to be successful,
should involve the thorough study of and attention to the individual, such as is

1 It has been suggested by Mclandcr and Martens (1958, 1959) and bv Hoffer and Osmond
(1966) that the effects of taraxein (Heath et al,, 1958) may result from changing the permeability
of the blood-brain barrier.
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customary in psychotherapy but 'ess customary in conventional chemotherapy. |
the course of time it should be possible to develop a method of diagnosis (mease |
ment of concentrations of vital substances) that could be used as the basis for det |
mining the optimum molecular concentrations of vital substances for the individ |
patient and for indicating the appropriate therapeutic measures to be taken. My. |
workers and | are carrying on some experimental studies suggested by the forcgoi |
considerations, and hope to be able before long to communicate some of our resu: |

SUMMARY j

The functioning of the brain is affected by the molecular concentrations of many su

stances that arc normally present in the brain. The optimum concentrations of the

substances for a person may differ greatly from the concentrations provided by h

normal diet and genetic machinery. Biochemical and genetic arguments support il

idea that orthomolecular therapy, the provision for the individual person of tl

optimum concentrations of important normal constituents of the brain, may be tl

preferred treatment for many mentally ill patients. Mental symptoms of avitaminos

sometimes are observed long before any physical symptoms appear. It is likely th;

the brain is more sensitive to changes in concentration of vital substances than at
other organs and tissues. Moreover, there is the possibility that for some persons th
cerebrospinal concentration ofa vital substance may be grossly low at the same tim
that the concentration in the blood and lymph is essentially normal. A physiologic:
abnormality such as decreased permeability of the blood-brain barrier for the vita
substance, or increased rate of metabolism of the substance in the brain, may lead to;
cerebral deficiency and to a mental disease. Diseases of this sort may be called local
ized cerebral deficiency diseases. It is suggested that the genes responsible for abnor
malities (deficiencies) in the concentration of vital substances in the brain mav bt
responsible for increased penetrance of the postulated gene for schizophrenia, anc
that the so-called gene for schizophrenia may itself be a gene that leads to a iocalizec
cerebral deficiency in one or more vital substances.
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Orthomolecular Psychiatry:
Treatment of Schizophrenia

DAVID HAWKINS

INSTRUCTIONS TO THE PATIENT

Education of the Patient: Explanation
of the Ilincjs and Test Results

Subsequent to the completion of tests and the diagnostic interview, the patient is
given an interpretation of all the test findings and the diagnosis, including a bio-
chemical explanation of his illness. It is explained to him how the HOD test reveals
faulty perception, and he is told his exact HOD score and its correlation with his
symptoms. It is then explained that a medical regimen will be prescribed that is
designed to correct the brain's faulty perceptual functioning. An adequate under-
standing of the illness frequently relieves irrationality rapidly.

Similarly, when it is explained to the patient that paranoia is a result of faulty
brain chemistry and it is labeled "paranoia” he becomes less paranoid and more
rational. Unless the condition is of considerable duration, so that c has become
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systematized with many attendant secondary gains, paranoid symptoms usually
diminish rapidly. An adequate explanation to the patient of his illness is an extremely
important therapeutic procedure and sets the stage for all the treatment procedures
that follow.

We use the term “metabolic dysperception™ (see Chapter 19 by Kowalson and
Chapter 26 by Robie) to most accurately describe the patient's condition, and we
explain that metabolic dysperccption, if it gets bad enough, can produce overt
clinical schizophrenia. We have yet to see a patient who has rejected this explanation,
ifexpressed correctly. Many of the patients respond very positively and will state that
this is the first time a psychiatrist has ever been honest with them.

Telling the patient that he has a specilic illness allows him to assume the sick role
with all the attendant benefits that accrue in our society, as have been well described
by Sieglcr and Osmond (1969). Once the patient and family understand the nature of
the illness they arc u rally willing to accept it and do something about it. The family
no longer has to uti izc denial or reaction formation to handle their guilt, anger,
and othercmotionai reactions which automatically stem from psychological formula-
tions of the illness. Under these conditions, families readily assent to counselling in
those instances where disturbed family interaction is apparently impeding the
patient’s progress.

General Medical Regimen

The patient is told that he will be placed on a regimen consisting of diet, megavita-
mins, medications, and prescribed periods of exercise, rest, and sleep. No more than
8 hours of sleep is advised as more lias been shown to increase fatigue and disability
(Globus, 1969). Daily physical exercise is prescribed for its physiological benefit.
Anxiety in mei.tal patients has been demonstrated to be accompanied by elevated
lactate levels as a result of altered energy systems (Pitts and McClure. 1967: Beebe
and Wendell, 1968; also see Chapter 2 1by Beebe and Wendell). The beneficial elfect
of exercise has also been reported by members of Schizophrenics Anonymous; they
claim that of all the forms of exercise, swimming is the most subjectively beneficial.

Patients arc advised to avoid excessive fatigue and stress and they arc placed on a
hypoglycemic diet which consists primarily of the avoidance of sugar and svsceis.
reduction of starch, and elimination of eaifeine. Because there is an increasing
interest in functional hypoglycemia there arc a number of recent books available to
the patient (sec Chapter 22 by Meiers). A booklet mmHypoglycemia and Me" by the
Hypoglycemic Foundationl is excellent and provides all the information needed.

1 Available from Adrenal Metabolic Research Society of the Hypoglycemia Foundation. P.O.
Hox 48, Fleetwood, Mount Vernon, New York, N.Y. 10552.
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Patient self-help groups such as Health Frontiers2 hold regular meetings, distribute
educational literature, and sponsor informative lectures by endocrinologists.

The use of adrenal cortical extract (ACE) in the alleviation of hypoglycemic
episodes is occasionally necessary. Our experiences have indicated that in certain
patients it can be demonstrated to have a marked benefit and in several instances,
the use ofthe ACE injections has made it unnecessary to hospitalize patients who had
precipitated relapses by going off their diets. "Physicians Guidelines to Diagnosis and
Treatment of Hypoglycemia or the Hypoadrenocortical State" and ‘iJypoadreno-
corticism" are available from the Hypoglycemia Foundation to physicians only.3

We also advise patients that strong aged cheeses such as Roquefort and Camembert
should be avoided as these have been reported by the members of SA to aggravate
their symptoms.

Patients appreciate the reasons for all of these instructions and are far more
cooperative when the rationale is given. It is useful to clarify the difference between
a vitamin deficiency disease and a vitamin dependency disease (Rosenberg, 1970) in
which vitamins are being used in pharmacologic rather than replacement doses. To
aid in their understanding of the illness, educational literature is made available and
most patients and families find helpful the educational package which is available
from the Schizophrenia Association of Long Island.4 In our experience, the more
the patient and family know about the illness, the better the result.

Joining Schizophrenics Anonymous is recommended when it appears the patient
would benefit, and we suggest to family members that they join one of the schizo-
phrenia associations, become acquainted with the other families, and attend the
educational lectures. Many patients become interested in the hypoglycemic aspect of
the illness and appreciate being referred to patient self-help groups concerned with
this illness.

With the alcoholic-schizophrenic patients, treatment is first concentrated on the
schizophrenia and they arc referred to SA. In each of the SA groups, there arc also
members of Alcoholics Anonymous and, as the patient improves, these recovered
alcoholics introduce the patient to AA. If the patient is not going to SA then he is
referred directly to AA after his HOD score has gone down and the schizophrenic
process has abated. Surprisingly, at that point the schizophrenic-alcoholic usually
abruptly stops drinking without the prolonged struggle and battle typical of the
nonschizophrcnic alcoholic. The patient frequently attends both SA and AA groups
and us the schizophrenic process dissolves, he usually drifts away from SA and con-
tinues in just AA.

3 Available I'rom Health Frontiers Foundation, 149 Sp.ndlc Road, Hick-ville, New York
11801.

3 Adrenal Metabolic Research Society of the Hypoglycemia Foundation. P.O. Uox 98,
Fleetwood, Mt. Vernon, New York,

* Long Island Schizophrenia Association, 1691 Northern Blvd., Suite No. 203, Manhassct,
New York 11030.
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MEDICATION

Psychotropic Drugs

The academic drug researcher operates at a distinct disad.antage—he cannot em-
ploy the great variety of techniques which the clinician utilizes almost automatically
in his daily practice. Also, the researcher can only handle very limited data and the
number of controlled variables must of necessity include cnly those that are most
obvious and ihat lend themselves to data collection and processing. The para-
meters of research designs are, therefore, arbitrarily quite limited, as are the results.
Unfortunately, the results of such studies are often extrapolated beyond thcconfines
of the data and the results are stated in terms which do not limit the results to the
conditions of the study. Because he is unencumbered by such limitations, it is usually
possible for the clinician to accomplish more with any given drug than the literature
infers. The more complex the illness being treated, the more this general principle
holds tiue, and it is especially so in schizophreniu.

Correct sequencing of medications is important in the psychopharmacology of
schizophrenia. By changing the sequence it is often possible to obtain results with the
same drug to which the patient was previously unresponsive. A similar observation
has also been made by Kline (1969), who noted, in doing cross-over studies lint
patients may react differently to the same dose of the same drug when it is later
re-introduced and that this phenomenon creates a previously unrecognized problem
for drug research. We have learned that this can be done deliberately—a patient can
be "set up" to respond to adrug that we intend to administer at a later date. In doing
this, advantage can be taken of certain readily observable principles of central
nervous system activity such as the rebound phenomenon. For instance, a patient
will often readily respond to an "up" drug if it is rapidly introduced dining the
immediate period following cessation of a "down" drug .and vice-versa. Brain
function, as a general rule, tends to be compensatory, and this natural tendency can
be used to purposely "sensitize" a p.uient to the effect of the same or anothert' ug.
In attempting to induce this reactic i. the action of the "sensitizing®* drug should
be in the opposite direction from the drug whose response we later need to effect a
recovery.

Researchers who are not clinically experienced are often puzzled by the “poly-
pharmacy" that they come across, because, from the limitations of a theoretical
viewpoint, it “doesn't make sense." The clinician, however, often follows by
“intuition"” certain principles in drug usage which have been learned by experience.
Besides sequencing, these include: utilization of mutual synergisms and antagonisms,
balancing off of side effects, purposely utilizing desired side effects, extending dosage
ranges by concurrent use of antagonists, calculating onsets and durations of action,
predicting progressive loss of response, predicting de\elopmen'. of tolerance or loss
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oftolerance, estimating effective dosage ranges at different stages of the illness, and
predicting phases of drug responses. Because of all these clinically important
factors, which are not included in research designs, it is common for clinicians to
obtain quite different results from those that are received from academic studies.
In daily practice the clinician automatically compensates for biological individuality
(Williams. 1971) and the difference between patients, which in psychiatric conditions
arc more marked than inother kinds ofillness. In psychiatry itiscommon for patients
torequire 10to 100 times the “average dose” of a given substance before they respond
favorably.

Additional reasons for the traditional “town versus gown" difference in the
results of treatment between clinicians and academic researchers are provided by
understanding Joseph Wilder's “Law of Initial Value,” which states that the pre-
stimulus state of the organism determines the response as much as does the nature of
the stimulus itself. The chemical importance of this concept has been reviewed by
Lesse (1971). Because ofthe antipsychotic effectofthe phcnothiazines. all nients are
placed on either a suitable phenothiazine or other antipsychotic media ion if this
has not been done previously. According to Hollister (1971), antipsyc otic drugs
“contribute the most therapeutic benefits in schizophrenia—there is little direct
evidence that traditional therapies add more." and all antipsychotics produce a
postsvnaptic dopamine receptor blockade leading to stabilization of the membrane
at the receptor site.

The site of action may also be an enzymatic protein in the presynaptic membrane
adjacent to the intersynaptic cleft (Teller and Denher, 1968). They point out that the
defective protein at the synaptic site is probably quite small and that the antipsychotic
drugs arc capable ofchanging protein structure even in minute doses. The change in
structure then causes change in functioning of the enzymatic activity. Utilizing a
"framework molecular model” (available from Prentice-Hall, Inc., Englewood
Cliffs. N.J.) they demonstrated, for instance, that the “architectural” characteristic
of chlorpromazine and mescaline allowed for a demonstration of their mutually
antagonistic action by action at the cell’s protein membrane discs.

Spontaneous disinhibition of neuronal circuits, because they arc connected in
scries rather than parallel, can wsult in clinically signifcant symptoms even though
only a few sites are involved. This may lead to production of reverberativc circuits
in whicn apparent perceptions may occur, for instance, without external stimulation.
Also, in chronic schizophrenia there is a disturbance of internal inhibitory activity
(Saarma. 1968), a.vl Saarma and Vasar (1970) have demonstrate!, at this disturb-
ance is positively int.uenced by nicotinic acid. Teller and Denber . ,clude that the
symptoms resulting from the endogenous genetic delect in schizophrenics are
similar, from the viewpoint of molecular biology, to those that are exogenously
caused bv the psychotomimetic drugs. Bradley and Johnston made a valuable
contribution to future research in this area in their work on "The Molecular
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Pharmacology of Hallucinogens'™ (1968). Animal research until this time had been
based only on gross behavioral changes in response to the drugs being investigated.
Bradley and Johnston introduced the use of operant conditioning techniques to
determine more subtle behavioral changes in response to a series of possible psv-
chotogens. By correlating these more subtle responses to a series of structural changes
ill the molecules being studied, they have come closer to approximating the human
condition in drug research with experimental animals.

It is explained to the patient that the phenothiazines are being prescribed, not as
tranquilizers, but for their effect in reducing the HOD score and for their antischizo-
phrenic action. Intelligent patients appreciate a briefexplanation of the action of the
phenothiazines so that they get to know that chlorpromazine hasa"down" action and
is, therefore, useful when they arc agitated, or upset, or ha”e insomnia, whereas
fluphcnazine, especially in lower doses, has an "up” action. An explanation is given
of extra-pyramidal side effects and the reason for prescribing anti-Patkinsonian
medication.

Patients are told that if they get blurred vision, the anti-Parkinsonian drug dose is
too high, and that if they get restless legs or cannot sit still, it is too low. An explana-
tion is given that the phenothiazines are not properly called tranquilizers and that
that term should be reserved for drugs of the meprobamate type. This removes the
common prejudice against taking tranquilizers. Many patients are either fearful of
tranquiljzers or they have reaction formations against them and do not want to
become dependent on them. Clarification of this issue is often of considerable
importance because some patients' will discontinue antipsychotic drugs, with dire
results, for these reasons.

The dose of phenothiazines is reduced as the patient improves and his medication
is shifted from one end of the phenothiazine spectrum to the other, depending on
what phase of illness or recovery he isincurrently. We have seen many patients whose
impairment was impeded by their oeing kept on the wrong phenothiazine due to the
mistaken notion that all phcncthiazi.ies arc interchangeable. As an example:

A 28-ycar-old schizophrenic mar. wan admitted to a hospital with paranoid symp-
toms. He was placed cr. 600 mg of c.hiorpromazine, following which the paranoid
symptoms disappeared.. He then x-came depressed and apathetic. During the text
year-and-a-half he had psychotherapy thres times a week, but did not improve and :0
was discharged at the end of mat time as having achieved maximum hospital benefit.
Medication remainin'! the same throughout the entire hospital stay and he was dis-
charged on the sariK: dosage,

When seen at the clinic, he vas still "down." apathetic, listless, and indifferent. The
notes in the patient's hospital record indicated that this was thought to be due to the
schizophrenic process. At the firs' visit, his medication was changed from 600 mg
chlorpvoniazine in 5 tnig fluphentfzine three times daily. Within 24 hours the entire
symptom constcl ation disappeared He became alert, responsive, and energetic, and
eventually recovered.
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The best clinical principle is that the patient should be on the right dosage of the
right phenothiazine at the right time. We tell the patient that as he recovers the
dosage will be reduced, but that he will be kept on a small, perhaps “bed-time only"
maintenance dose for its benericia! chemical effect even though he has long since not
needed a tranquilizer. This again demonstrates to the patient that the phenothiazine
is not being used as a tranquilizer, but for its biochemical effect. This explanation
results in increased patient cooperativeness.

Antideprcssants may be necessary in this connection. We have found that acti-
vation of the tricyclic antidepressants by thyroid medication may bring about a
prompt response. This has been recently reported by Prange et al. (1969) and Earle
(1970). It is important, as mentioned before, that the patient's euthyroid status be
ascertained prior to placing him on this combination of medications. The patient’s
active symptoms should always be first brought under control with a phenothiazine
before the antidepressant is introduced.

Another medication which is useful in the treatment of schizophrenia is methvl-
phenidatc hydrochloride (Ritalin *). If the depression is not too severe, 10 to 20 me
three times per day before meals will alleviate fatigue and depression, as well as anv
sedation effects from the pheno'.niazines. This medication at times has relieved
depressions of suicidal degree in less than an hour and helps to tide the patient over
until his basic condition improves sufficiently that the depression passes. Over-
reliance on this medication can lead to a diminution of effect. It can be used to
potentiate the effects of the tricyclic antideprcssants. This synergistic effect results
in an increase of blood levels of the antideprcssants through enzyme inhibition
(Wharton et al., 1971). Overusage by schizophrenic patients is rare, and in our
experience has occurred only in those who have a problem with multiple druu abuse.

An additional use for thyroid medication in the euthyroid schizophrenia patient is
in ihc treatment of periodic catatonia. In this condition, between upsets, the patient's
HOD score may be within the normal range, and when an attack occurs the score
rises precipitously. The typical response to 3or 4 grains of thyroid daily isexemplified
by the following ca e:

A 41-year-old housewife had been hospitalized 15 times in the last seven vears for
recurrent acute schizophrenic episodes uncontrolled by massive doses of ehlorpro-
mazine. When seen in the office between atiacks, her HOD score was only 10. The
attacks were always preceded by a period of insomnia and often occurred during the
prc-menstruul period. In ad™'iion to mcgavitamins and a hypoglycemic diet, she was
placed on 4 grains of Proloid" daily u; :hr visit. Since then she has not had a
single recurrence—she feels and functions as though si.: Had never been ill. She
returns to the clinic for follow-up visits every three months.

Although the successful use of thyroid in treating schizophrenia has been the
subject of many papers in psychiatry for more than 40 years, apparcntlv many
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clinicians do not think of using it because schizophrenics are usually euthyroid. The
periodic catatonic is a readily recognizable subgroup of the schizophrenias and the
value of using thyroid in this condition has been reported bv manv researchers,
including Gjessing(from 1932on. but recently see 1964,1967,1969), Danziaeri 195S),
Danziger and Kindwall (1953, 1954), Gunnc and Gemzcll (1950. Sourkcs (1962,
1970), Lochner et al. (1963), Mindc (1966), Cookson et al. (1967), Jenner (1967),
Vestergaard (1969), and Holler (i967j. Thyroid can be used in treatment of the
recuirently ill schizophrenic as well as for other types of schizophrenia.

HotTer and Osmond (1967) reviewed the literature and noted that the average
dose of thyroid used was 5 grains daily. Danziger and Kindwall (1953, 1954) gave
doses of 2 to 20 grains hut found that few patients required more than 10 grains. All
researchers have commented on the considerable resistance of the schizophrenic to
thyroid hormone and inour own work we have observed the same phenomenon. Our
most common dose is 3 to 5 grains daily, and many patients who were previously
unresponsive to treatment will recover when this amount of thyroid isadded. Many
of these arc patientr. who do not present the classic periodic pattern; one win be
described later.

Meeavitamins

We routinely use mega doses of four vitamins for a variety of reasons in treating
schizophrenic patients, and this has resulted in increased rates of recovery, It is still
not possible to predict exactly which patients will benefit by megavitamins and it
remains for future researchers to give us the useful clinical indicators to identify these
patients in advance. Work supported by the Canadian Mental Health Association
(Ban. 1969; Ananth et al., 1969; Ban and Lehmann. 1970) is procccdinu in that
direction and preliminary results indicate that there isa segment of the schizophrenic
population that responds to either nicotinic acid and pyridoxine or pyridoxinc alone
an5 may eventually be identifiable.

Ananth, Ban, unu Lehmann report (1972) that the therapeutic clTcct of nicotinic
acid in chronic schizophrenics is potentiated by pyridoxine. This was demonstrated
in a 48-week double blind control study in which pyridoxine alone, nicotinic acid
alone, or the two together were demonstrated to have a statistically signincant
therapeutic effect. The therapeutic elfcct was demonstrable even though the patients
had been hospital®ed for an average of 10.9 years, '"ere not on hypoglycemic diets,
and the doses of both pyridoxine (75 mg daily) and vitamin B3 (3 g a day) were con-
siderably below the dosages we routinely prescribe.

In general, it can be said from our own experience that the higher the patient’s
HOD Score, the greater the likelihood of response to an overall mcgavitamin treat-
ment regimen. The schizophrenic patient whose illness could be called "metabolic
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rception” responds the best. The grown-up childhood schizophrenic with the
OD score, postural stigma'a of propioceptive deficit, and primarily visual per-
il distortions is the least likely vo benefit. The most significant visual perceptual
tion in this group of patients is loss of depth. This particular distortion, even
it is induced hypnotically in normal subjects, produces a schizophreniform
rise with primitiviz' jon and regression, as has been shown by Aaronson in
al studies (1967a. b. 1968). This type of patient appears to belong to a different
icmical subcategory of the subtypes of the schizophrenias,
e mcgiviiamins and the phenothiazines act clinically as though they had a
egistic action, and for that reason patients are kept on a low daily dose of a
othiazinc prophylactically even after they have recovered. Sainz (1964) has
>nstraicd that the phenothiazines elevute blood ascorbic acid levels, and there
be a variety of synergistic effects such that the antipsychotic action of the pheno-
ines may be augmented by the megavitamins. Demonstration of the clTective-
ofthc combination requires correction of co-existing functional hypoglycemia,
any patients, in our experience, recovery was prevented by lack of adherence to

lypogu-cmic diet. As an example:

A 26-ycar-old unemployed schizophrenic man had been ill for several years and had
been hospitalized several times, during which he had had shack treatment and all other
available forms of therapy. By the time became to the clinic, he was surly, uncoopera-
tive, paranoid, and obese. The Glucose Tolerance Test revealed definite functional
hypoglycemiu and he was placed on the usual regimen of megavitamins. phcnothia-
zmcs. and a hypoglycemic calTeinc-frec diet.

For the next one-and-a-half years no progress was achieved and during visits he
was highly uncommunicative, despite high doses of vitamins and phenothiazines. It
was then discovered from his family that he was drinking at least half a case of a cola
beverage per day and on week-ends he usually drank a whole case daily. Cessation
of the cola ingestion resulted in rapid, progressive improvement with noticeable
changes in behavior, communieability, and relationship with the family. Ilis mappro*
priatcncss and surly, gauche manner disappeared and lie is continuing to improve.

>Vhen we first began using megavitamins in treating childhood schizophrenics we
re unaware of the importance of ameliorating the hypoglycemia and. therefore,
r first reports on the use of nicotinamide in schizophrenic children stated that

. niacin and niacinamide were found to be relatively ineffective in childhood
tizophrcnics and less effective in adult schizophrenics with childhood onset"
awkins, 1967.1968b). Similar negative experiences have been reported hvRoukema
d Emory (1970) and Greenbaum (1970b), who also demonstrated that nicotina*
ide alone in the treatment ol childhood schizophrenia, except lot improvement in
me individual cases, did not produce statistically significant results. It was Con
969) who pointed out that recovery of childhood schizophrenics on megavitamins
as not possible until the hypoglycemia was corrected, and that unless this was
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done it was useless to proceed. lhe importance of this concept cannoi be over-
emphasized, as in this group as well as certain other patient groups no recovery
at all is possible unless the hypoglycemia is corrected.5 In this connection it might
be well to emphasize again that recovery after the acute phase is over can be delavcd
for long periods of time if the patient isallowed to sieep beyond 3 hours a day. The
apathy and lassitude which ensue from prolonged oversleep can negate attempts
at rehabilitation.

Our initial combination of megavitamins usually consists of | gram niacinamide.
| gram ascorbic acid, 50 mg pyridoxine. and 400 1.U. of natural vitamin E. repeated
four times daily. Although occasionally an adolescent girl wili develop nausea as a
result of this dose of niacinamide arid require a reduction of dosage, this combination
is tolerated by the majority of patients without any side effects. The most frequent
complaints arc about the nuisance of taking the pills and, occasionally, difficulty in
swallowing them.

For a time, we hypothesized that the difficulty in swallowing, especially in adoles-
cent girls, was hysterical in origin, but we discovered this was often due to esophageal
dysfunction associated with schizophrenia as reported by Hussar and Bragg (1969.
1970). Their study on the swallowing functioning in schizophrenics using cine-
radiographic techniques demonstrated that almost half of the schizophrenic patients
showed various degrees of swallowing abnormalities and that chlorpromazinc
medication had no clfcct on the swallowing mechanism. The conclusion of their
study was that "tnese results contribute to an understanding of the not infrequent
tragic episodes of asphyxiation on food among chronic schizophrenic patients often
incorrectly ascribed to tranquilizer medication."”

Both niacinamide and ascorbic acid arc available in capsules, which arc more
easily swallowed than pil's. The ascorbic acid available in crystalline form can be
mixed easily with orange juice.

The maximum therapeutic dose of niacin or niacinamide is about | gram per day
below the nausea-inducing dose. We routinely begin by using niacinamide ind later
switch the patient to niacin if there are specific indications to do so. such as the
existence of concomitant alcoholism, elevated cholesterol, or hypoglycemia, or if the
schizophrenic, has been precipitated by LSD. Although the Hushing side-e(Tcct of
niacin can be controlled by cyproheptidinc <Periactin™) 4 mg four times daily
(Robic, 1967), the Hush unnecessarily a'arms patients even when it has been pre-
viously explained to them. Niacin also appears to be more beneficial than niacina-
mide in treating the alcoholic-schizophrenic, although we do not have statistical
studies to prove that this is so.

Recent studies (Davis and Walsh. 1970; Lieber and DcCarli. 1970) have demon-
strated metabolic pathways in alcoholics which may account for nicotinic acid's

s Hypoglycemic episodes, for insiance, will trigger post-LSD "flaihbacks.”
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action in this disorder. Thus, alcohol, by way of its primary metabolite, acetaidehyde,
competitively inhibits nicotinarnide-adenosinc-dinucleotide-linked aldehyde de-
hydrogenase, which interferes with the metabolic disposition of the biogenic amine
dopamine, producing aberrant metabolites. Prolonged consumption of alcohol
enhances die activities of the enzyme-reduced nicotinamide-adenosine-dinucleotide
phosphate oxidase. In this connection, alcoholics have aiso been demonstrated to
have a deficiency of vitamin C as exemplified by a lower level leukocyte ascorbic acid
in control groups (G .. Jberg, 1970).

Although Saaima and Vasar (1970) report that with nicotinic acid there is an
appearance ofclinical improvement between the fourth and sixth week of treatment,
in our experience the response to the megavitamins is generally more delayed and
not discernible until the third to sixth month. A very noticeable or marked degree of
improvement as compared to patients who are treated with just phenothiazines is
mosi obvious by the end of the first year.

Improvement can be speeded up by the use of parenteral injections of the mcga-
vitamins, in which case a noticeable improvement begins within a few weeks (see
Chapter 25 by Cott). Patients who have been on adequate oral doses for a consider-
able length of time without improvement will often suddenly respond whenswitched
to parenteral administration. The ability of the intestinal tract to handle a given
compound is not the same in all persons (Faloon. 1970). Some patients may have a
defect in transport enzyme systems so that a patient may have been on a high dosage
of ascorbic acid for some time and yet still show a subnormal blood ascorbic acid
level. This level then suddenly increases to normal when much smaller doses of
ascorbic acid (500 mg) arc given by injection.

Multiple modes of action of nicotinic acid in schizophrenia have been described
(sec Chapter 11 by Holler), including the recent work of Galzigaa (1969. 1970) and
Galzigna and Rizzoli (1970) showing that nicotinamide reacts rapidly with the
aminochromes, reducing them. In the absence of nicotinamide in the brain tissue, the
aininochromes react with acetylcholine to form a stable conplex which acts as an
endogenous hallucinogen. They conclude that "if we consider adrcnochrome reduc-
tion derivatives as non-toxic excretion products of the psychotogen aminochromes.
a rationale for the clinical use of nicotinamide in mega doses as a therapy for mental
iliness is provided." Further work is in progress to demonstrate the nature of this
interaction with ascorbic acid which is central to the author;’ "short circuit” theory
of the onset of mental illness.

Nicotinic acid has nonspecific properties of blocking the production of stress-
induced gastric ulcers in laboratory animals and it also blocks the L-dopa-mduced
exacerbation of symptoms in schizophrenic Parkinsonian patients (Yaryura-Tobias,
1971). Research is currently being done to determine the clfect of nicotinamide in
reducing the stress responses (cold pressor test) of normal sludents to tinal examina-
tions (Bovard, 1971, personal commun.). The contraindications for using nicotinic
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acid have been described by Hoffer and Callbeck (1959), Hoffer (1962, 1969), Hoffer
and Osmond (1966), Mosher (1970), and Newbold (1970), ar.d have been reviewed in
other chapters. The four main contraindications to niacin are those of peptic ulcer,
hypertension, diabetes, and gout. rhe niacin-induced hyperglycemia may alter
insulin requirements in diabetics. The nistamine-release. wh’ch produces the flush,
results in hvperchlorhidria in ulcer patients. The elevation of uric acid may precipi-
tate gout attacks, and if the hypertensive patient is on a reserpine-type anti-hvper-
tensive agent, the patient may possibly go into shock. The cholesterol-lowering effect
has been demonstrated in long-term heart studies and the heart studies have dis-
covered the same contraindications (Boyle. 1968). Here, obviously, the lowering of
blood cholesterol is sought, and it is a side benelit when niacin is taken by
schizophrenics.

In the review articles mentioned earlier concerning the possible side effects of
nicotinic acid, several cases of possible hepatic toxicity were reported. When the
effect of nicotinic acid in producing false positive liver enzyme tests is discounted,
these appear to be questionable. We have not seen any cases of noninfectious jaundice
which did not clear up when the phenothiazine was discontinued. In addition, we
have seen several cases of intercurrent infectious hepatitis as demonstrated by liver
function tests and liver biopsy. The majority of patients who develop phenothiazine
jaundice were continued on the megavitamins and the jaundice cleared up with no
difficulty. In a few cases, because of the isolated reports in the literature, mega-
vitamins were discontinued along with all other medications, and the patients
were subsequently replaced on nicotinamide with no recurrence of jaundice. At this
time, we consider that jaundice due to nicotinic acid, although unlikely, may be a
remote possibility and treatment will depend upon the judgment of the attending
internist.

We explain to patients that both vitamin E and ascorbic acid are prescribed for
their antioxidant effects. Ascorbic acid alone has been shown in controlled studies to
benefit psychiatric patients as evidenced by improvements in their Wittenbcrn and
MM PI scores (Milner. 1963). The effect of vitamin C in preventing the common cold
has been rcviesved by Pauling (1970). and this is of benefit to schizophrenic patients,
who characteristically show a clinical worsening and an increase of perceptual
difficulties as a response to viral infections. For those patients in whom this has been
a problem, we recommend the sustained-aetion form of ascorbic acid in capsule
granulated form, which sustains ascorbic acid blood levels during sleep IRiccitalli.
1972) and thereby eliminates recurrent colds in the majority of patients. We fre-
quently have observed minor relapses and setbacks in recovered patients in response
to upper respiratory virus infections and a possible mechanism for this observation
has been described by Teller and Denbcr (1968) related to abnormal protein
structure (such defects can occur genetically, or be caused bv malnutrition, avita-
minosis, infection, toxins, or immunologic reactions). The greater retention ol
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mrbic acid in schizophrenic patients has been shown by Cowan et al. (1970) and
iously by Herjanic and Herjanic (1969) and VanderKamp (1966). Current
es by Pauling and Robinson and by Herjanic are reported in Chapters 2and 14
lis volume.

igh doses of ascorbic acid may occasionally cause mild diarrhea in son.e
viduals and it may cause false positive urine tests in diabetics who usecommercial
le test kits A case is also reported in which ascorbic acid shortened the pro-
mmbia. time ina patient who was receiving a Warfarin (Coumadin) anticoagulant
senthal, 1971). In treating over 5,000 patients with 4 grams or more of ascorbic
per day, however, we have not had a single instance of any serious side effects.
'e explain to patients that vitamin B6, pyridoxine. is necessary as a precursor of
ilinic acid. It is an intermediary step in the biotransformation of tryptophan to
etinic acid where it isrequired for the hydroxylation of kynurenine (derived from
tophan) to 3-OH-kynurenine and for the further metabolism of 3-hydroxvky-
:ninc to 3-hydroxyanthranilic acid (immediate precursor to nicotinic: acid: Gibbs
Walshc, 1969). Vitamin B6 deficiency interferes with the metabolism of amino
s, proteins, and biogenic amines, and causes abnormalities of nervous system
vity in man, where the pathological effects of deficiency arc most marked on the
doping brain. Abnormalities of vitamin B6 metabolism have been associated not
/ with schizophrenia but also with a variety of other abnormalities of the central
/ous system, and B6 deficiency at the subcellular level may be produced by a
iber of antimetabolites (Knapp, 1966; Coursin, 1969). The antagonism between
min B6 and L-dopa is a recent illustration (Duvoisin et al., 1969; Cotzias and
avasilion, 1971). Pyridoxine in high doses has been used by Cott (1969) in the
tment ofchildhood schizophrenia. The role of pyridoxine in psychiatric disorders
recently been summarized by Ananth. Ban, and Lehmann (1972) in their paper
tied “Potentiation of Therapeutic Effects of Nicotinic Acid by Pyridoxine in
onic 'Schizophrenics" presented at the Canadian Psychiatric Convention in
ntreal, June 8, 1972. This paper states that pyridoxine potentiates the action of
etinic acid, possibly by opening up the kynurenine cycle of tryptophan metabolism
thereby decreasing the formation of indoles, In their study, already referred to.
doxine alone had a therapeutic effect in schizophrenics as well. In more than
10 patients we have not observed a single side effect from pyridoxine administra-
of 200 mg daily.

is best to write down the medication schedule and the recommendations for
pand diet on a card and give it to the patient at the initial visit. It isalso advisable
idicate to the pharmacist that all medications be labelled to show the name and
age size. Unless this is done, there will be mistakes and many call-backs as most
ents are perceptually disordered and unable to remember verbal instructions,

I summary, the addition of megavitamins is inexpensive and safe, and very
itively influences the long-term outcome. Side effects of a serious nature are quite



rare and easily avoided. The occurrence ofeven the most mild side effects is avoided
by giving niacinamide instead of niacin. Precise identification of those patients most
likely to respond is not yet possible but. in general, 'he more elevated the HOD. the
more likely the response, provided however, that concomitant hypoglycemia is also
corrected.

INVOLVEMENT OF THE PATIENT
IN AN INTEGRATED COMMUNITY
TREATMENT SYSTEM

Bt cause of the severity of a patient’s condition or situation, hospitalization may
either be required or elective. The average length of hospitalization for intensive
hospital treatment (which may or may not include a course of ECT! in our series of
patients over the last five years is eight weeks. Ten o twelve weeks may be ncccssarv
however, if the patient has been taking large doses of methedrinc (speed!. ECT
rapidly reduces the HOD score, and this effect is most marked in the younger age
groups, as will be discussed later.

Ifthcschizophicniahas been exacerbated by LSD or methedrinc to the degree that
the patient is psychotic, then ECT, in our experience, is often necessary, as the
psychosis otherwise tends to persist. It is also very effective with the depressive
aspect of the patient’s illness, which may be creating a suicidal risk. The response
to ECT isdifferent if the patient has been preparatorilv pretrcatcd. If. while in the
hospital, the patient receives high-dosauc megavitamins both orally and parenterally
and ison phenothiazines and a hypoglycemic diet, the relapses following cessation of
ECT formerly seen in schizophrenics seldom occur and the improvement is
maintained following discharge.

Curiously, annoying side effects from medication seldom occur in a hospital
setting. The patient who had side effects from practically every medication tried as
an outpatient will probably have none from much higher doses of the same medica-
tion if he is hospitalized. In the hospital, patients arc given 500 mg of ascorbic acid
and 200 mg of niacinamide intramuscularly three times weekly in addition to the
usual oral doses. Few patients fail to improve from intens ve hospital treatment and
even many of the severe chronic patients improve sutfie ently so that they can be
discharged and treated as outpatients.

Patients who appear shaky at the time ofdischarge or have difficult home situations
or who have become disabled by the long duration oftheir illness benefit considerably
from a convalescent period in a halfway house where they can be maintained on the
same therapeutic regimen with monthly visits for changes of medication and
evaluative follow-up. The use of SA. family groups, day activities programs, and
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involvement with other supportive units of a treatment complex are described in
Chapters 28 and 29.

Patients’ self-help groups, such as Recovery, can also be of benefit to certain
patients who have residual symptoms, so that, no matter what the family's financial
limitations are. a great deal of supportive help and definitive group psychotherapy is
available to both patient and family at no cost.

Pathological family interaction in which abnormal pressures arc exerted on the
patient by his family, or where there is a disturbed family situation that can impede
his recovery, may require either family group therapy or parent counselling to
facilitate the patient's i'covcry. This can be suspected as an operative factor when
the patient’s HOD score decreases progressively but is not accompanied by a return
to normal function. The disability may then be stemming from an overprotectivc
parent who infantilizes the patient rather than from the previously active schizo-
phrenic process, and this pattern may require therapeutic intervention. At times this
may be actively resisted by the dominant parent, who has unwittingly utilized the
patient’s illness for secondary gain or for other pathologic reasons.

Highly specialized group therapy may be necessary for the patient who has
become heavily involved with e<e drug culture because unless this is done he tends
to fall back into the same drug usage which precipitated his schizophrenia. In this
type of group therapy, we* nave found that a straight chemical approach brings the
best response. In this group setting, which differs markedly from the traditional
analytically oriented group therapy, there is considerable discussion of drugs and
their biochemical effects and especially the effects of drugs on the HOD score. The
therapist needs to have knowledge of thecurrentdrug scene and the whole psychedelic
subculture, especially language, life styles, and an awareness of what has recently
been termed Consciousness Il (Reich, 1970).

Once the patients learn that mescaline, psylocybin, LSD, STP and methedrinc
elevate the HOD score- with the risk of "freaking out"—they begin leaving these
dangerous drugs alone. They learn that these drugs are truly psychotogcns for them
and that many of them have had to he hospitalized for LSD- or speed-preemitaicd
schizophrenia psychoses, Patients'inevitably discover that neither mnrijir.na nor
hashish has a residual effect on their HOD score and, therefore, for a period of time,
excessive use of these two drugs may replace their former involvement with the more
dangerous drugs that arc likely to precipitate hospitalization and psychosis. As their
HOD scores come down, the use of marijuana diminishes and they begin to function
again and return to school or to svork.

Prolongation of the excessive marijuana smoking may be associated with altered
time perception, which sho.ild then be tested for with a timing device such as an
electronic metronome (see Chapter 18 on dyschronia). Until this specific schizo-
phrenic syndrome is alleviated, attempts to dissuade the patient from excessive pot

smoking arc almost always unsuccessful.
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PSYCHOTHERAPY

From the model of schizophrenia which we have described, and the description of
the diagnostic process, it is apparent that the patient has already been oriented to
his illness and that this has been augmented by explanations of the meanins of the
laboratory and perceptual test results. In addition to an explanation of the bio-
chemical and perceptual aspects of the illness an explanation is given of how these
interfere with functioning, feeling, and relating to others.

Although the illness intensities pre-existent psychological conflicts and personality
problems, it is explained to the patient that the initial phase of therapy will be
devoted to medical recovery from the illness aid that coexistent psychological
problems will not be dealt with primarily until the HOD score is within the normal
range. The explanation given for this is that impaired brain function causes so many
different kinds of symptoms and effects on the personality that there would be no
way of knowi.ig, until the patient gets better, which of them arc results of the patient's
own personal problems and which arc manifestations of an active disease process.
The analogy given here is similar to a toxic brain syndrome. A more common
example is that of the alcoholic who when actively drinking may develop an enor-
mous range o” pathologic symptoms and behavior and when sober may have only
mild or no indications for psychotherapy.

Most patients 'cadily concur with this treatment plan. The majority of patients
will have already undergone previous psychotherapy, often of a prolonged and
intensive nature with a number of therapists, so that they are seldom mo.ivated to
take part inany kind of formal psychotherapy. Many patients arc actively opposed to
psychotherapy as well as being bitter about such previous experiences.

The resentment of patients and families and the turmoil ensuing from previous
experience with psychotherapy were responsible for much of the bitter comment
abouC'raditional methods of psychiatric treatment for schizophrenia which appeared
in the early sues of the Newsletter of the American Schizophrenia Association.
This same conflict and disillusionment has been reported by professionals
themselves when a member of their family has become ill. For example, a Piofessor
of Psychiatry reported his own disheartening experience with this dilemma (Kysar,
19681.

At the North Nassau Mental Health Center, five years of experience using the
orthomolccular approach were compared with the previous live years when tradi-
tional psychiatry approaches were used. This comparison showed that dynamically
based psychotherapy was of very limited benefit in schizophrenia. Although parent
counselling and educational and supportive therapy were demonstratively beneficial,
and often critically so. therapies bated on theories of a psychodvnamic etiology ot
the patient’s schizophrenia brought questionable benefit (Hawkins. 1969), Whether
psychotherapy or pharmacotherapy was more important was glaringly demonstrated
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by the disastrous consequences which occurred when patients discontinued medica-
tion. Most patients relapsed upon termination of medication, but showed little
response to termination of psychotherapy. One of the most common reasons for
hospitalization was discontinuance of medication, yet hospitalization was never
required because of a therapist's absence or teimination of psychotherapy. Hospital-
ization was in fact more often preceded and precipitated by the patient's decision to
“go for analysis." Those patients placed on the orthomolecular program who
continued in psychotherapy with their previous analyst did considerably less well
than-thosc patients in whom psychotherapeutic intervention was kept to an absolute
minimum.

The clinic's conclusions have been corroborated by similar findings from large-
scale research studies done elsewhere as well as by the collective experience of patients
and their families.

Information about the value of psychotherapy in schizophrenia can be obtained
from three additional decisive areas: (H controlled studies in the scientific literature:
(2) reports from therapists in institutions who have had extensive, long-term
experience with the use of psychoanalytic psychotherapy in the treatment of schizo-
phrenia; and (3) the experiences of large numbers of patients and their families.

During recent years, there have been several large-scale authoritative studies on
the value of psychotherapy in schizophrenia, the most extensive being that of May
(1968, 1969), in which a comparison was made of five different treatment methods in
schizophrenia. This study was so extensive and included so many collaborators that
a research project of its magnitude on the value of psychotherapy will probably never
be duplicated The study was supported by the State of California Department of
Mental Hygiene, U.S. Department of Health. Education and Welfare, U.S. Public
Health Service, the National Institute of Mental Health, the University of California
Health Services, and the research commi tec of the l.os Angelts Psychoanalytic
Society, and there was collaboration with many other authorities too numerous to
mention.

In review oi is work. Barnes (1971»considers the study to be the most meticulous,
intensive, complex, and comprehensive research design in the field of psychiatric
therapy. He notes that many will disbelieve the results but

more for emotional reasons than on the basis of any critical analysis of the work ..,
these findings are of the greatest importance both to clinical psychiatry and to mental
health program adminisi.*alion ... it also leads us to wonder about the efficacy of the
various therapies nwri in uni-puilcut work with ambulatory patients, both schizo-
phrenics and others.

The conclusions of this immense study were that medication alone, whether com-
bined with psychotherapy or not. was the most effective and efficient treatment for
most patients. Electroconvulsive therapy was the second most effective treatment.
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Individual psychotherapy and milieu therapy were found to be the least effective,
most expensive, and most time consuming.

.'rother seriesof important studies on the value of psychotherapy in the treatment
of schizophrenia was reported from the Department of Psychiatry, Harvard Medical
School, at the Massachusetts Mental Health Center. The conclusion from these
computerized studies was that psychotherapy alette, even with experienced psycho-
therapists. did little or nothing for chronic schizophrenic patients, even i /er two
years time (Grinspoon et al., 1967, 1968). In another study by the same researchers
(Grinspoon et al., 1969) the same conclusions were reached: medication with or
without psychotherapy had the most marked benefits. These studies confirm '.he
earlier findings of May and Tuma (1965) that psychotherapy alone does notimprtwe
the schizophrenic patient’s chances for improvement. In a further study by Shader
et al. (1971) the authors conclude that there was no demonstrable difference in the
results whether a patient received psychotherapy by eithera “Type A” ora “Type 8"
therap.sr

The findings of these extensive studies are supplemented by the 10-year study done
by the American Psychoanalytic Association, in which data supplied by 386 analysts
on over 3,000 patients reported an overall rate of symptom cure for schizophrenia of
9 percent (1968).

The second area of informative data is supplied by those institutions with long-
term intensive experience in the use of psychoanalytic therapy with schizophrenia.
Of these, Chestnut Lodge in Rockville, Maryland, is probably the best known. Two
recent books from that institution indicate the failure of this method of treatment.
In Schizophrenia and the Need-Fear Dilemma (Burnham et al.. 1969) the psycho-
analytic theory of schizophrenia is deftly presented together with an explanation of
the lack of positive clinical results obtained. As a matter of fact, all of their case
histories end with the patient either dead or still sick with schizophrenia. In the second
book. Conflicts and Reconciliation: A Study on Human Relations in Schizophrenia
(Stierlan, 1969), a similar lack of clinical results is reported.

Gray (1970) points out in a review article that “Sigmund Freud always held that
schizophrenia was not amenable to psychoanalytic cure” and that “the challengers
of this statement have failed to disprove the truth of it.”

The clinic has had the opportunity to provide treatment for a number of patients
who had prior long-term in-patient psychoanalytic treatment. In almost every case
these patients who had been unresponsive to intensive, long-term psychoanalytic
therapy promptly responded to a medical regimen. After 8 weeks of medication
and/or ECT in a hospital, the majority had recovered. They are now employed, or
back in college, able to socialize and some married. The following case is illustrative:

This 24-year-old man had been ill with schizophrenia for six years and for the last two

years had been in the hospital for psychoanalysis during which lime he received no
drugs of any kind. The family was alarmed at his deteriorating condition as he had
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decided to commit suicide by not eating and the institution refused to use any medi-
cations. The family experienced great difficulty in getting the patient transferred to a
medically oriented hospital and finally had to threaten legal action to obtain his
release. The patient was so Jisiurbed that the hospital had to wrap him in wet sheets
mummy fashion and move him by ambulance because of their refusal to use tran-
quilizer medication,

On admission to the Brunswick Hospital, the patient was mute, withdrawn, severelv
depressed, negativistic, and uncooperative. Aftet 8 weeks of intensive hospital treat-
ment he recovered sufficiently to be discharged. Wi'.hin a few months, he was gainfully
employed, and was taking college courses in ihe evening. He then moved away from
his family, became independent, and subsequently married.

The foregoing would tend to augment the findings of Will (1970), who concludes
an article on psychotherapy in schizophrenia with the statement "few schizophrenic
patients will be helped in thisprolonged, expensive and largely unattainable treatment."

The general consensus of many schizophrenic patients also has been that the
results of psychotherapy were disappointing. Not only arc their experiences dis-
cussed at meetings of Schizophrei: cs Anonymous and the various schizophrenia
associations throughout the United T'tates, but their collective experience also was
expressed resentfully in the first few olumes of the Newsletter of the American
Schizophrenia Association, as was previously mentioned. Autobiographies by former
patients or their families reflect the same attitudes, hi Search of Sanity by Gregory
Stefan (1966) and Gone is Shadow's Child (Fov, 1970) are typical examples.

From the foregoing survey of important sources of information, the evidence is
that psychotherapy based on psychoanalytic formulations of schizophrenia is of no
statistically demonstrable benefit to patients. When done by therapists who are less
than expert, psychotherapy may well be deleterious. Therefore, the requests of
patients and their families for the inclusion of medication in the patient’s treatment
is hardly irrational, nor does it constitute “uninformed lay opinion." Many families,
especially those who belong to a schizophrenia association, are very well informed
and have read extensively. Dr. May’s book, for instance, among many others, is for
sale at association meetings. (One of the families of the Long Island Schizophrenia
Association recently co-sponsored a major professional symposium on Gilles de la
Tourctte’s Syndrome—which indicates a rather high degree of sophistication.)

In the clinic’s experience, most patients do not desire or require formal psycho-
therapy once their HOD scores have returned to normal. During the initial period of
the illness, while the patient’s HOD score is still elevated, the less interference the
patient experiences from the psychiatrist, the better will be the result. Patients who
continue in dynamically oriented psychotherapy during this phase recover much
slower and to a lesser degree. This conclusion became apparent after several years of
experience with patients who were in therapy elsewhere and who were allowed to
continue in therapy while the clinic handled their medications. As a group, these
patients recovered to such a noticeably lesser degree that the clinic finally had to



650 IV | A Practical Clinical Model

recommend that patients discontinue that type of psychotherapy until they had
medically recovered from the worst of their illness. When this practice was followed,
results were much better—when patients did resume therapy, it was usually for far
different reasons than the ones for which they had originally sought it.

After the initial diagnostic visit, patients are usually seen weekly to adjust medica-
tions until an effective regimen has been established. This usually occurs bv the end
of the first month and visits during the second and third months are usually bi-weekly.
The average patieit is then seen monthly for the remainder of the first year. During
the second year patients are usually seen every two or three months, and during the
third year they are -en every three or four months.

Inasmuch as the pa.icnts go through various stages of recovery, the problems that
they present during these periods of time will vary. Initially, the patient needs an
explanation and interpretation of the illness followed by support and encouragement.
During the first year, the main concerns are associated with symptoms, but these
progressively diminish, so that by the end of the first year problems relating to
returning to Iui ctioning in the various -ireas of life will be presented. The second
year is devoted primarily to the problems of rc-entrv into a social life, returning to
work, or returning to school, and there is a desire to become independent of the
family who has supported the patient during the illness. Dependency conflicts
become almost routinely manifest and at times family therapy or parental counsell-
ing may be required to handle the family’s matching anxieties regarding resolution of
this conllict. Adolescent-type problems then typify the second stage of recovery,
which constitutes the re-entry” phase.

During the third year, many patients will have grown and progressed bevot J the
level of functioning which preceded their illness. Many will state that they arc
“wcller” than they were before they became ill, and at this time the actual onset of
the illness will be dated retrospectively. This will almost always precede the pre-
viously accepted date of onset. This occurs because the patients never knew what
it was to feel and function well, and now that they experience this, they will frequently
give the exact time in their lives when the internal change had occurred which signalled
the real beginning of the illness. Many function with perceptual impairment for
years; one characteristic of this state is the subjective certainty that one has "always
been this way." Patients may need practical advice as they enter areas of life in which
they have never before ventured.

During the second and third years of treatment, when some patients marrv and
begin having children, their questions concern genetic predisposition and pertain to
what percentage of their children may be expected to develop the same illness.
Almost routinely, newly married recovered schizophrenics want to know if there are
any ways in which they can prevent the occurrence of schizophrenia in their children
or detect itearly. It isimportant to advise the women to stay on the medical regimen
during pregnancy to prevent post-partum relapses.



30 | Orthomolectilar Psychiatry: Treatment ofSchizophrenia 651

Some patients, especially if they became ill during early adolescence, will have
developed sizeable, secondary neurotic gains—especially the fulfillment of depend-
ency wishes—and will continue to display immature child-like behavior even though
their HOD scores have returned to normal. Some will tenaciously cling to the sick
role even though it is no longer appropriate and they may require both explanation
ofwhat they are now doing as well as firm encouragement ina more mature direction.
Often, these problems become disguised by the patient's adoption of self-serving
interpretations of the youth culture "drop-out” pattern. Group therapy techniques
arc often useful to overcome these delayed maturational problems.

The adolescent rebellion pattern may coexist or predominate, instead of the passive
dependent style. As is well known, this may also be a reaction formation. These con-
flicts associated with thcdependence-indepcndcnce growth phase may require adroit
handling, as we'i as considerable forbearance. Families forget that schizophrenics
can demonstrate me same problems that other young people do in our culture and
that the problems that they are having with the patients are not all due to schizo-
phrenia. It is frequently necessary to reorient families to this fact, as they lose their
perspective from living so intimately with the illness.

In summary, during the acute phase of the illness, when the patient's HOD score
is elevated, the most elfcctive psychotherapy isan educational approach, which is of
considerable benefit to both patient and family. This is followed by supportive
practical advice as the patient recovers and goes through the successive stages of
recovery, during which time he may nave changing symptoms, which meicly indicate
that he is passing through a different phase, rather than getting worse, as he may
erroneously conclude. The well-known appearance of depression following dis-
appearance of the paranoid and hallucinatory symptoms is an example, and the
patient needs to be reassured that the depression symptom will also pass and respond
to treatment as did the previous phase.

After the patient's HOD score has returned to normal, specific conflicts may be
handled either by supportive, individual therapy or group therapies. At this stage,
recurrence of symptoms accompanied by elevation in HOD score indicates that the
cause is biochemical and should be treated by a change in the medical regimen.
Symptoms unaccompanied by a rise in the HOD score, on the other hand, arc
probably stemming from interpersonal or psychological conflicts and arc, therefore,
treated psychotherapcutically.

The approach to the patient during the initial phase of the illness has certain
parallels with handling the psychedelic experience, in that every effort is made to
influence favoraaly the patient's set and setting (which includes the therapeutic
setting) so that the patient will be subject to benign experiences as much as possible.
Following this principle will greatly increase the likelihood of recovery and the
prevention of unfortunate sequellae. The importance of respecting the patient's
extreme vulnerability when his defenses arc inoperative is paramount. Analogies
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between the schizophrenic and psychedelic experiences have been made by manv
authors, including Silverman (1968), Hoffer and Osmond (1967), and Lain®
(1967).

Ifthe altered biochemistry of some people spontaneously sends them on a “voyaae
of discovery into inner space” then their experiences should be made as positive as is
possible. This isalso emphasized by Dabrosvski (1964) in his book. Positive Disinte-
gration, which demonstrates the possibility of reintegration at a higher level of
functioning, as so many of our patients actually do.

In our view it isa serious misunderstanding to consider, as Laing has done, that if
some people arc defined as having schizophrenia the word itself is an epithet or a
damaging "laLel." A vase can be used to hit someone over the head, but that does
not mean that vases are inherently damaging or evil. All labels arc potentially
damaging—the fact that a person is labelled as American. Catholic or Pro'euant.
black or white, rich or poor, educated or whatever, will put that person in very serious
trouble in certain social circumstances. Some groups in society will negatively use
any label that can be thought of. We should see to it the word schizophrenia is not
used in that wuy against our patients, but the dilemma is not solved by pretending
that the condition does not exist.

Although from a theoretical viewpoint the schizophrenic experience can be made
a positive one, it should not be allowed to last indefinitely. Even a voluntary psy-
chedelic experience is emotionally exhausting and the subject is relieved when it is
over. Because the situation ir. which the schizophrenic experience occurs is seldom
favorable for any length of time, the "voyage" of the schizophrenic illness is end-
lessly painful. We have never known a patient to have regrets that the experience was
finally over—the plunge into another experiential world was involuntary. Even those
patients who became schizophrenic following the intentional use of psychedelics did
not intend to go that far—they meant to only spend a day that way—not years or
mayhbe forever.

RESULTS AND RESPONSE TO TREATMENT

General Problems in Evaluating Treatment Results
in Schizophrenia

Once it becomes known that a particular institution isusing a new or helpful approach
to an illness it tends to attract a distorted sample of patients. A progressively increas-
ing percentage is made up of difficult and intractable cases. Determining the results
of treatment then becomes more difficult and interpretation of statistics is less and
less meaningful. Reporting of results in schizophrenia is notoriously fraught with
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almost impossible obstacles, so that no matter how carefully research designs have
been devised they are still subject to criticism in some area. Each professional
discipline has its own criteria of what is meaningful. Control groups can also be
grossly misleading, as the variables which one researcher considers essential to
control arc ignored by another. As Williams (1971) has shosvn. even identical twins
are not biochemically nor even anatomically equal. Matching groups of patients
with schizophrenia as to age, classical diagnosis, sex, or occupational group may
actually be of minimal importance.

' Of considerably more clinical significance would be the matching of groups of
patients who are identical with respect to HOD score, incidence and severity of
hypoglycemia, type of previous treatment, and favorability of life circumstances. Of
importance also arc the patient’s degree of knowledge of his illness and the manner
in which it has been presented to him. The use ofthe medical model itself, for instance,
has an elTect in that the patient is allowed to be ill when he is ill. The nonspecific
effects of Sclye's general adaptation syndrome also have to be taken into account,
as-the response of the patient during the alarm reaction can be quite different
from the response of a patient when lie is in the stage of chronic resistance or
exhaustion.

We would also have to know whether the average HOD scores in the contrasting
groups, even though numerically equal, were on the rise, indicating a worsening of
the condition, or were falling, indicating a process of remission. We could not, for
example, compare pneumonia patients based just on their temperature. A tempera-
ture of 102° might occur because the patient is in the process of going ir.n a ful-
minating crisis where the temperature might eventually reach 107°, or because his
temperature has been previously higher, which would indicate that he is in the
process of getting well.

Evaluations of drug responses are difficult to assess, as many such studies utilize
fixed dosages instead of the optimal dosages which take into account individual
variation. Fixed-dosagc-schedule studies, therefore, give only mathematical prob-
ability figures and fail to indicate the real clinical usefulness of a given medication
when used in the proper dosage and in the proper sequence.

Because of the impossibility of meeting all these crucial requirements, results of
any treatment method in schizophrenia are probably most usefully conveyed to
clinicians by giving as detailed and accurate a description of the clinical response as
is possible, so that the results could be duplicated. The average busy clinician is
interested in treatment methods that arc practical and produce observable results.
In daily practice, he tends to be pragmatic and unimpressed by the polemics of
theoreticians. Most physicians arc aware that the ultimate scientific explanation
of most of the treatments they use in daily practice will not be forthcoming in the
near future. Practical considerations prevail when the physician is confronted by
the sick patient.
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Practical Factors: Acceptability, Applicability,
Cost, and Safety

The orthomolecular approach circumvents most of the pub.ic's objections to
psychiatric treatment. Psychiatry has generally been accused of developing treat-
ments which are totally impractical in that they are either (/xtremely time consuming,
expensive, and drastic, they produce serious side effects, they fail to produce results,
or they arc so objectionably named as to cause them to te rejected and resisted. In
addition, many of the treatment modalities require a high degree of motivation,
sophistication, verbal ability, and insight, and the absence of factors which would
result in their not being accepted for a particular treatment. Intensive psychotherapy,
for instance, exemplifies many of these objections, and in addition oftr.n resuits in
alienation of the patient from the family, which in itself is an extremely serious side
effect.

"Shock" treatment, by its very name, has such dread connotations that its
applicability and acceptability have been seriously curtailed. Long-term hospitaliza-
t or.s for psychodynamic therapies arc extraordinary in cost and disappoin.'ing in re-
sults. Imprudent publicity and actions by some agencies have caused many patients
to be more concerned with side effects than they are with getting well. This has
reached such a degree that recently a depressed patient who wanted to commit
suicide was reluctant to take antideprcssants because they might cause side effects!
She was not even aware of the absurdity of her position, so deeply had this fear been
embedded in her mind. Another block in reaching large numbers of patients is the
idea that all psychotherapy is “Freudian." Schizophrenic patients especially arc not
enthusiastic about the prospect of having their personal privacy invaded by
interrogation, especially when it does not pertinently relate to what they are
experiencing.

In our experience with the orthomolecular-medical modcl-approach to a wide
variety of patients representing the whole socio-economic scale, this treatment
method has been extremely well accepted. The involvement of patients and their
families in an integrated community system allows them to compare notes, observe
results, and compare experiences of dilferent treatment methods. This has had a
remarkable effect on morale and cooperation and it results in a beneficial increase
in education of both patients and their families.

‘Because return visits are widely spaced and diminish in frequency with time, this
treatment method is economically feasible and compares favorably with more
traditional ones. Patients feel that their illness is being monitored by some objective
means rather than by just the subjective opinion of the psychiatrist or family.

The treating psychiatrist has objective data upon which to base treatment and
verify results so that this treatment method is also well accepted by the professional.
In addition, the treatment method can be used in private, hospital, and clinic practice
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and issuitable for treating large numbers of patients at significant savings in cost and
manpower.

The safety factor is considerable, and this is important in our present society.
Because psychotherapy with this treatment system is aimed primarily at educating
and increasing the understanding of patient and family, disruption ofthe family is not
a side effect of treatment. Patients are not advised to leave ti e family unit, because
the family is not viewed as pathogenic. A recovered patient may decide to leave a
family unit because he feels that the particular family structure is deleterious to his
recovery, but that is an individual matter which may be handled by family therapy.
In our experience with this method, in the majority of instances when the patient
leaves the family unit itis because he iswell enough to make it on his own. As patients
recover, they develop insight into the fact that the illness caused perceptual distor-
tions, and that many of their perceptions of family interaction were distorted and
subsequently remained in that form in their memories. Recognition of this results in
reconciliation with the family more frequently than disruption. The storing up of
distorted memories of a family interaction has been described by others, including
Rubinfinc (1971), who stated that

schizophrenics sufier impairment of consciousness from infancy onward so that
percepts are registered in this altered state and memories from this state of infancy
onward arc imoaired. These distorted perceptions become openly evident in the
decompensated slate and treatment requires correcting these altered percepts.

The side effects that we have observed in treating over 5.000 patients with mega-
vitainins have been minimal and minor. We have seen no side effects from vitamin E
except for loose stools in one patient. Pyridoxine has not produced side effects in any
case. Vitamin C in in the routine dosage of 4 grams a day has not resulted in discern-
ible side effects. Although loose stools are supposedly a possibility, we have not
observed this. We have three patients with a history of gout on 4 grains per day and
there has been no increase in uric aciu level, nor attacks of gouty arthritis. There is
serious doubt as to whether ascorbic acid produces any significant incidence of side
effects. This was reviewed iri an article on the subject in World Medical News. Vol. 12,
Issue No. 8, February 26, 1971. Patients who were pregnant were corv.nucd on
megavitamins with no untoward effects on either the mother or the babv.

Niacinamide in a dosage of 4 grams a day can produce nausea in a few patients,
usually adolescent girls. This can be circumvented by the use of buffered niacinamide
in capsule form, the addition of one tablet per day of meclazine (Bonine m). or by
lowering the dosage.

The side effects of niacin have been extensively reviewed in articles by Holler (1969),
Mosher (1970), and Bovle (1968); the contraindications remain those of duodenal
ulcer, hypertension, gout, and diabetes. If niacin is not used in these conditions
(although it can be with adequate medical controls) the only side effects seen are those
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of the initial flush and occasional nausea. The flush can be diminished by takine the
full starting dosage of 1 gram four times a day with meals and a glass of cold milk
in the evening, or by premedicating the patient with cyproheptadine (Periactin4).
The flush disappears in 24 to 36 hours and is hastened by raising the dosage rather than
by lowering it (on a low dosage, patients will continue to flush indefini.ely). Inasmuch
as the flush is due to a release of histamine from the mast cells, the histamine is
sufficiently “washed out” after a day so that insufficient histamine is released by
subsequent doses to cause further flushing. Nausea can be controlled by the same
measure as with niacinamide. An inositol salt of nicotinic acid, available in Canada
as Linodil®, also effectively circumvents nausea. Young patients, especially those
with red hair and fair complexions are least tolerant of niacin and may develop a
recurrent itchy rash requiring its discontinuance. The niacin flush may also produce
heartburn or other gastrointestinal symptoms in a minority of cases, also .equirins
its discontinuance. Niacin may also give false positive liver enzvme tests ar.o shct'ld
be discontinued two days prior to the testing procedure. It will also cause hypc.-
glyccmic changes in the glucose tolerance curve, and accordingly should not be given
for 48 hours before that test.

We have seen patients who have taken 20 to 40 grams of niacin daily lor prolonged
periods with no adverse effect. In general, as both Holfer and Mosher conclude, and
our experience corroborates, niacin appears to be relatively harmless as long as due
caution is taken in avoiding its use in the Drcscnce of the aforementioned contra-
indications.

Administratively, the orthomolecular approach provides several sizable advant-
ages. The cost, waiting time, and professional manpower for psychodiagnostic
testing are greatly reduced. Psychiatrists can handle large numbers of patients
without any special equipment, although having one’s own biochemical laboratory
is a distinct advantage. Continuity of treatment is not interrupted when there is a
change of doctors, which isa frequent circumstance in clinics and hospitals and one
that poses difficulties if the therapy is based primarily on psychotherapy. The treat-
ment method results in enormous economic advantages in that seeing a patient once
a month costs about one-twelfth as much as seeing patients three times weekly for
long-term therapy.

Joining Schizophrenics Anonymous and taking part in the activities of the
schizophrenia associations further reduces costs in that they supply specific group
therapy at no cost *o the patient. When the cost of treatment in the average case is
prorated over a th ee-year period the annual cost of treatment itself will amount to
only a few hundred dollars, which compares very favorably with any other available
treatment system. Even in those cases where hospitalization is necessary the com-
parative cost i« still relatively low because the average duration of hospitalization
with this treatment method is only 8 weeks, and rehospitalization is seldom necessary
except ina very chronicand severe case where the patient has been ill sincechtldhood.
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Because this treatment method utilizes objective monitoring of the patient's
response, it facilitates reporting of improvement by treatment agencies, and this
may become of progressive importance. In New York City, for instance, all mental
health agencies contracting with the City’s Funding Agency must now demonstrate
tangible outcome of treatment to justify funding. With this treatment system,
response to treatment in individuals or groups can be demonstrated even before the
patient’s behavior begins to reflect that improveme:.. The following cace is an
illustrative example:

A 34-year-old housewife developed schizophrenia postpatv.um. She had been hospi-
talized and then treated unsuccessfully for two years. When the patient applied for
treatment at the clinic she was depressed and relatively immobilized, with a HOD
score of 110. On a treatment regimen of megavitamins, hypoglycemic diet, pheno-
thiazines, antidepressants, and supportive therapy, she clinically remained essentially
the same, with neither symptomatic nor behavioral improvement.

Serial HOD testing showed, however, that the score was coming down progres-
sively. It was not until the fourteenth month of treatment, when the HOD score got
down to 30, that her symptoms finally disappeared and she resumed total functioning.
Two months prior to her behavioral recovery the question of hospitalization had
arisen. Because of the trend of the HOD scores, however, hospitalization was not
advised, as it appeared to be only a matter of time before the HOD score would
finally reach the level where recovery would occur.

In this case, several important things were demonstrated. First, an unnecessary
hospitalization was avoided, but had it occurred her recovery two months later
would have been falsely attributed to it. Second, a behavior rating scale or multiple
interviewing techniques would have erroneously concluded at the end of the first
year of treatment that she was no better, when in fact the basic disease process was
considerably improved. The obverse isalso true, in that, for instance, many patients
have worked the very day they committed suicide, and the HOD score could have
picked up the increasing severity of their illness despite behavioral status quo. The
pressures in our society toward normal behavior are so enormous that relatively
normal behavior may still occur in the face ofserious degrees of illness.

Evaluation of Eflectivmess

In view of the previously described difficulties in evaluating treatment results in
schizophrenia, a variety of w\ys of demonstrating the effectiveness of this treatment
approach can be described in terms that are appropriate for different settings.
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OFFICE PRACTICE

The only absolute control which meets all of the essential criteria is the utilization of
the patient as his own control. This also eliminates the problem of placebo or Irans-
ference responses. In this regard, it is useful for the physician to select from his own
practice patients with whom has become familiar, whose failure to recover despite
all previous treatments had been personally observed, and about whom he has
collected a great deal of subtle and usually unreportcd data. A change in the patient's
response then becomes readily apparent even though transmission ofthis observation
to others may only sound anecdotal and be difficult to demonstrate convincingly.
The following two cases arc illustrative:

Case iWb. |: This 33-year-old housewife and mother of three young children had been
overtly and severely psychotic with schizophrenia for five years. The family had
unlimited means and provided he/ with the best of professional help. She had been
in a number of hospitals and was treated by many highly qualified psychiatrists. She
had had all the psychotropic Jrugs in massive doses and in multiple combinations, as
weil as several courses of clcetroshock therapy. Despite all this, her condition
became progressively worse. She was openly delusional, suicidal, out of contact, and
irrational.

Because of the hopelessness and severity of her condition, a prefrontal lobotomv
was finally advised and it was scheduled to be performed. At this point, the family
asked if she could be given a trial of mcgavitamin therapy before resorting to the
drastic surgical procedure. The reply was “Lobotomv. yes~niacin, no!" The family
then had the patient transferred, against medical advice, out of the hospital and had
her admitted to the Brunswick Hospital. The patient was not at all happv about the
transfer: she did not like the new hospital, did not beliesc any treatment would help,
and did not like the new doctor—she did, however, agree to take the prescribed
medications.

On a combination of megavitamimi, thyroid, hypoglycemic diet, and a small dose of
tranquilizers, she recovered in 10 weeks. She was discharged from the hospital 4 vears
ago and during the intervening time has returned to full normalcy, including tak.ng
care of her children, running her household, and becoming active in the PTA and
other social activities. In addition, she is working at a part-time job. She seer, for
after-care visits at the clinic every four months. She looks well, feels well, and has no
symptoms. During February 1971, she wus interviewed by a correspondent on CBS
News on nationwide television and she gave no sign of ever having been ill.

Case Alo. 2: A 24-year-old unmarried, unemployed young woman with a diagnosis
of borderline paranoid schizophrenia had spent 10 years in weekly psychotherapy
during which time she had three different therapists. Despite everything, she remained
"halfwell" in that her borderline paranoia prevented her from holding a job, keeping
a boyfriend, or making close friends. She stayed home and bemoaned her fate that she
would always be disabled and would never be able to get married. She felt herselfto be
a social fifth wheel and an embarrassment to her family, who belonged to a subculture
in which for a youig woman of her age to be unmarried was a social disgrace. All of
the psychodvnamic possibilities had been repeatedly explored, but her condition
remained static. In addition to dilfercnt phenothiazines. a variety of medications had
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been tried. She usually had unpleasant side effects and her attitude toward medica-
tions was suspicious.

At this point, the therapist put her on a sugar-l.ee diet with no explanation, except
that it might help her to take off weight. She was also placed on the megavitamin
regimen with the explanation that vitamins might give her more energy. Because she
suffered from apathy, listlessness, and hypochondriasis, she agreed. Within a few
months she began to demonstrate a different emotional tone and lost the hostile,
paranoid edge in her interactions with others, so that for the tirst time in her life she
made a friend. Soon after, also for the first time, she was able to keep a boyfriend
(prior to this time she had gone out with many young men bu she was so hypercritical
that seldom did they call her for a second date).

She now was able for the tirst time to hold ajob and get along with her superiors, In
the past she had always become paranoid and had cither been tired or quit in a huff.
She subsequently married, now has two children, and functions normally as a house-
wife. All medications were prophylactically temporarily increased after the birth of
each child to prevent a postpartum episode.

To the clinician then, the efficacy of a new treatment method is most convincingly
evidenced by aclinical response in patients who have failed to recoveri./ - orcviously
tried methods.

HOSPITAL PIIACTICF

Changes in the collective HOD scores of groups of patients demonstrate the effective-
ness of a given procedure. A research project done at the Brunswick Hospital
demonstrated the usefulness of this method in determining the effect of ECT in the
treatment  schizophrenia (Chiossone et al., 1969). In this study, all patients were
given both tee HOD and OIT tests on admission and again on discharge. The same
patients were aiso evaluated on a clinical rating scale and although there was no
statistically significant difference between the two groups at the time of their dis-
charge as >ar ns their degree of recovery, suitability for discharge, and scores 01l the
rating scale, the HOD scores demonstrated that there had been a marked difference
in response to treatment.

Aii patients were treated with phenothiazines, megavitamins, accessory sympto-
matic medications, group therapy, and ail the other usual adjunctive measures,
with the exception that 85 patients received ECT and 55 served as controls. When the
results were tabulated and graphed, the very significant effect of ECT was observable.
This was most marked in the younger age groups (Fig. 30-1).

Figure 30-2 shows the effect of ECT as compared to the control group by graphing
only improvement in the percentage of scores above the median on the perceptual
subscale of the HOD test.

Figure 30-3 graphs the same results, except that the improved scores have been
obtained by totalling the puranoid and perceptual subscales. The purpose of com-
paring these subscales with the total scores is to eliminate the effect of improvement
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in the patient’s depressive susbcales, as depression in and of itself is not intrinsic to
the schizophrenic process and is often only reactive. By eliminating the depressive
subscale, comparison of the two groups demonstrates the substantia! benefit of ECT
in the young schizophrenic and it demonstrates that this is not due to the alleviation
of any accompanying depression, ~ui rather to an alleviation of the schizophrenic
process itself.

Without the use of the HOD test, this marked difference could not have been
demonstrated as rating scales based on behavior showed no difference between the
two groups. This study again supports the view that schizophrenia is both an inner
experience and a perceptual disorder and not just abnormal behavior, arbitrarily
labeled as schizophrenia.

In reporting the above data, a method was selected to by-pass rater bias and to
demonstrate that behavioral rating scales would have been grossly misleading. Also,
it was assumed for purposes of this study that the patients were in a worsening
condition with a rising HOD score at the time of their admission to the hospital. In
addition, all patients were on the same diet a.id all patients were seriously ill. This
type of reporting of data is suitable for evaluation of the effectiveness of a treatment
which has a rapid response. During a short-term hospital stay it would be impossible
to evaluate the effects of other treatment measures such as the use of thyroid or
emegavitamins. which usually take a few months or even six months to a year to
demonstrate results.

A follow-up study was conducted at the Brunswick Hospital during a two-year
period to determine the elfects of the continuance of megavitamins on the recovery
rate (Hawkins et al., 1970). So that results of the study would be comparable to other
follow-up studies reported in the literature, it was arbitrarily decided to use the
rchospitalization rate as evidence of response, as that is the most frequently cited
critcri*Vi. The pros and cons of utilization of rehospitalization rates have been well
dis:usscd over the years and will not be cited here except to say that in a practical wav
it represents the resultant of many factors, including social survival. The study
included 140 patients who had been hospitalized because of severe schizophrenia,
during which time the patients were hospitalized for an average length of 8 weeks
While in the hospital, all patients received phenothiazines. megavitamins. and
adjunctive therapy. The diagnoses were confirmed by HOD testing and no cases were:
inti ided in which there was doubt about the diagnosis. At the time of discharge from
the hospital megavitamins were discontinued in 85 patients. The remaining patient >
were subdivided into subgroups taking the megavitamins for periods of three mop'."":
or for one year, Tabulation of the rates of rehospitalization (to any hospital) over the
tsvo-year period of study revealed that among the control group, in whom megavita-
mins were discontinued. 35 percent were rehospitalized. Of patients who continued
on the meuavitamins for three to six months. 25 percent were rehospitalizcd. The
rchospitalization rate for the patients who stayed on megavitamins for one year
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or more was 16 percent (9 of 57 patients). The  score value for this comparison isin
excess of the 5.99 required for a significance at the 0.05 level, indicating a definite
correlation between the continuation of the megavitamin therapy and a 50 percent
lower readmission rate than for the patients in the control group.

CLINIC PRACTICE

In a clinic setting it is possible to follow large numbers of patients for a considerable
length of time and also to observe subgroups in which schizophrenia isassociated (for
example, svith alcoholism, drug abuse or homosexuality). In evaluatine a new treat-
ment method, several of the most common sources of evaluative error need to be
eliminated—rater bias, placebo reaction, and positive transference "cures,"

Placebo effect can be eliminated by studying patients who have had many trials
over the years on multiple drugs without success and also by waiting for a year to
pass before evaluating results. Rater bias can be bypassed by objective testing, such as
the HOD test. Other objective data can also be used, such as achievement of sobriety
by the alcoholic, discontinuance of drug abuse, cessation of homosexual activity,
return to college, or whatever criteria are appropriate to the sample being studied.

Positive transference reactions can be eliminated by a variety of techniques which
are also applicable to private practice. Using patients as their own controls isobvious-
ly the best. Looking for a difference in recovery rates between patients who have a
positive transference and those who have a negative transference isanother common-
sensc approach. In actual practice, treating large numbers of patients who" are
chronically ill and who have had a number of therapists and many different drugs
eliminates most doubts, as it is obvious that if they were prone to placebo or trans-
ference cures they would not still be ill. There is really no answer to the question of
spontaneous remissions except that in the comparison of large groups of patients
over many years it can be assumed that the spontaneous remission rates in both
groups will have equalized.

One criterion for the effectiveness of a medical regimen is the response of the
patient when it is discontinued. Another way of ascertaining the specificity of a
treatment modality is to determine the type of case or disease entity where it does not
work. In schizophrenia, svhich is most likely a group of different biochemical
illnesses, evaluation of drug studies requires clinical in; 'rpretation. As an example,
if the effectiveness of a given antibiotic in treating pneumonia is reported in per-
centages. it can well be that of all pneumonias treated bv a given drug, only 10
percent might respond. This might be taken to mean that the antibiotic is only
10 percent effective, and therefore hardly warrants marketing. The clinical fact may
be, however, that the 10 percent represents a particular type of pneumonia tor
which the particular antibiotic is close to 100 percent effective and is in fact specific
for that type of pneumonia but not for others. It would appear that in the psychiatric
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literature similar conditions prevail. The importance of some of these factors was
pointed out by Fritz Freyhan in his presidential ad ess tc the American Psvcho-
pathological Association. The influence of the double-blind study on the actual
practice of clinical psychiatry lias been curiously nil. Not a single treatment used in
psychiatry was discovered by the uoe of the double-blind method.'with one single
exception—the first double-blind study done in psychiatry (actually it was a
triple-blind study), devised by Hoffer and Osmond to study the effect of niacin in
schizophrenia, and the results of this meticulous, long-term study were generally
ignored for some years (see Chapter 10 by Osmond on the history of the niacin
treatment).

In reporting data. then, the clinical researcher isconfronted by a communications
problem (Heston, 1970). We have found that the most useful style of reporting results
to other clinicians isin terms of definite observations that include enough data about
the circumstances to allow the results to be duplicated. To report the total clinical
experience of treating 5,000 schizophrenic patients with a new treatment method
involving a new conceptual framework over a five-year period presents sizeable
difficulties. Because the setting itself influences treatment results, some general
description of the situation in which a clinical experience takes place will be
described.

The clinic itself is situated in a very informal setting, above a set of stores, and is
innocuous ard unforbidding in appearance. Each'office is decorated differently so
that a schizophrenic patient is unlikely to feel depersonalized or lost. The informality
extends to the wailing room which lends itself to conversation and is friendly rather
than institutional in style and atmosphere. It is not the kind of place where a patient
is likely to feel like a number. Each patient and family becomes aware that specific
arrangements are being made for them individually. Over the years, many of the
families and clinic staff have had meetings under a variety of circumstances and have
developed a certain community feeling and mutual concern. To some degree, the
well-being of each patient then subsequently becomes part of the total community
concern, so that if a given patient is not doing well there is an immediate feedback.
This isa unique situation and although it exerts considerable pressure on the staff, it
also results in a certain enthusiasm and a heightened therapeutic intention. There is
an expectation that every patient is going to improve sooner or later, therefore any
self-fulfilling prophecies that occur arc likely to do so to the patient's benefit.

The patient most likely to respond to this overall treatment regimen has an elevated
HOD score and a discernible perceptual dysfunction. These represent the majority
of patients and most of these patients will have improved or recovered by the end ol'a
year. The patients who fail to improve are, asstatcd previously, usually those in whom
the onset was in early childhood, and they arc further characterized by low HOD
scores, primarily visual distortions, and the stilted postural attitudes indicative of an
underlying proprioceptive disorder of longduration. This lattergroupconstitutes the
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minority of patients, and of them only about half will improve.5 Also, they do not
show the complete recovery which frequently occurs in the more favorable group.
Even so, the improvement may be in areas which are extremely important to patient
and family, so that limited improvement may still be of considerable importance.
The following case is an example:

A 30-ycar-old chronic schizophrenic patient was brought to the clinic after having
had 15 years of continuous prior treatment, including six hospitalizations where she
had a full course of insulin shock treatment plus a total of 125 electroshock treat-
ments. The family indicated that this was to be the last trial of treatment before they
would reluctantly have to accept permanent state hospital placement for the patient.
The family repo.ted that she was incontinent, refused to wear her false teeth, con-
stantly rocked, and was uncommunicative. She therefore presented a considerable
nursing problem for her parents.

The patient v<as placed on an overall treatment regimen of hypoglycemic diet,
megavitamins, phenothiazines, and thyroid. She responded very slowiy, but by the
cr.d of two years her appearance was markedly improved, she used make-up, wore her
teeth, spoke politely, had stopped rocking, and had long since been continent, The
family was able to take her on social family visits, and could travel in public with her.

This patient was far from recovered, however, in that her atfcct was flat, her
behavior was still moderately inappropriate, and her overall style was awkward and
somewhat stilted, but her family was extremely pleased. The treatment also had been
based on bi-monthly and then tri-monthly visits, which were within the family’s
financial capacity.

The mcgavitamin approach is effective in other conditions associated with an
elevated HOD score, such as alcoholism or post-psychedelic drug reactions. It is (he
most effective treatment for post-LSD “flashbacks" ofthe type reported by Horowitz
(1969) and far more efficient than psychotherapy (Hoffer, 1972). It also is of benefit
to some hyperkinetic children and also to some with learning disorders (Rossi, 1967:
Green, 1970,1971). There arc many adolescent patients who present a clinical picture
of pseudo-psychopathic behavior due to an underlying, unrecognized schizophrenia
disorder, and in these patients the behavior improves on the overall megavitamin
regimen.

We have not observed any benefit from megavitamins on convulsive disorders but
the hypoglycemic diet has helped several. Megavitamins are also ineffective in
manic-depressive or other psychoses. They are also ineffective in ihe psvchoncuroscs.
(Many “neurotic" patients, however, arc greatly helped by the hypoglycemic diet—
especially depressed, anxious, phobic, fatigued, irritable, or hypochondriacal
patients. In many of these, the diet eliminated the need for psychotherapy.) We have

5 These results were confirmed by a re-.earch study conducted by the Institute for Child
Behavior Research in which it was reported that 50 percent of the children responded lo
megavitamins (Rimland, 1970. 1972. and Chapter 24 of litis bookl.
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treated six patients with prior lobotomies and none of them responded to the treat-
ment although their diagnosis was definitely that of schizophrenia.

The homosexual schizophrenic patient responds quite favorably, and by the end of
the first year of treatment the majority report the disappearance of the supposed
homosexuality. In these cases, no discussion of the homosexual pattern was entered
into during the entire year and the recoveries from these patterns were reported
spontaneously. It would seem that the perceptual disorganization impairs the self-
image, including sexual identity. This was accompanied in these patients by regres-
sion and the development of pseudo-homosexuality, as has been described by Ovescy
(1954, 1955a, 1955b). This was most likely to occur with male schizophrenics. Several
female schizophrenic patients who were also alcoholic continued a homosexual life
style despite abatement of the schizophrenic process.

Postpartum psychotic episodes were completely eliminated in our schizophrenic
patients with this treatment method. By prophvlactically increasing doses of medica-
tions immediately following delivery, thiscomplication was prevented, which was in
marked contrast to clinical experience of ycais past. On the other hand, several
patients who had previously recovered and then stopped all medication became
pregnant and did have postpartum relapses.

Thereapeutic results do not depend on a positive transference. Its presence, how-
ever, is helpful, not so much to the eventual outcome as to the ease ofclinical manage-
ment of the case. We have treated a number of patients via family members and also
by mail with results equal to those for patients seen in the clinic. The following case
s an example:

A 44-year-old man with chronic paranoid schizophrenia of 10-years duration had
been given up as hopeless after inuny years of treatment. The family kept him home
in tin upstairs room where his condition was disturbed and dishevelled. Me screamed
obscenities at his hallucinatory enemies, refused to change clothes, refused to take
any medication, and exhibited no interest in external events. The family came to the
clinic, learned of the mcguvitamin treatment and worked out a combination of
vitamins titrated with bicarbonate of soda and tlavorcd with chicory, which sv.is then
placed surreptitiously in all of his beverages.

After a few months he began to respond and improve, and at that point a small dose
of thioridazine in liquid form was added to his formula. Uvtheendofthe year he had
become a clothes dandy, carried on a normal conversation, was no longer hallucinat-
ing, was calm, read a daily paper, watched television, and answered the telephone.
Two years later he continues to do well and is planning to live on Ins own, which has
created apprehension with the family, as they are still reluctant to inform him of their
secret treatment. When they finally tried to persuude him to take megavitamins he
said he didn't think he needed them as he had been doing pretty well on his own for
.helast few years!

Getting patients to take the medication and stay on it is seldom a problem,
mspecially afrr they have had an opportunity to experience subjective improvement.
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A few patients who have recovered will feel so well that they will experiment with
discontinuance of the therapeutic regimen and promptly relapse. One reason this
occurs is that in altered states of consciousness there is difficulty in remembering
what one has learned in another state of consciousness. This has also been demon-
strated experimentally inanimal; ond isa common clinical observation. This pheno-
menon does not appear to be attributable to the mechanism of denial, although that,
too, may at time- play a role. Recovery from relapses unfortunately is usually slower
and more difficult than was the original recovery, This is more true in children than
adults, however, and has been reported also by Colt (1969).

As patients recover, certain questions tend to recur. Many of these relate to the
ability to concentrate and the question of when to return to college or work. Initially,
when the patient’s HOD score is high, his ability to concentrate is markedly impaired,
and we usually ask patients if they arc able to follow a storv on television. When the
HOD score is close to 100 this is usually not possible, but as the patients recover they
will report that they are now able to follow the story, so this is a favorable indicator.
It is usually some months and, in many cases, close to the end of the first year of
treatment, before concentration returns to the point that the patient is able to
remember what he has read, and we advise him not to return to college until this
capacity has returned. We recommend that the patient take 6 credits the first semester
and if that goes well, that he take 12 credits the following semester and then )5
credits thereafter. Allowing patients to return to school prematurely invites failure
and discouragement.

Return to work, on the other hand, is quite different and this may occur almost
immediately oras soon as the patient feels “up to it." It isa common observation then
thut the patient is capable of returning to work sometimes the very day following
discharge from the hospital and vet he is unable to take evening college courses for a
whole year.

As has been pointed out previously, we avoid invading the patient’s personal
privacy when his HOD score is elevated and interpersonal contact is painful. This
saves a great deal of reparative work later which would otherwise become necessary
to undo the deleterious effects of such intrusions. Where the patient has already had
this unfortunate prior experience, some reparative therapy to the patient's damaged
self-esteem may become necessary as he recovers. A patient’s resentment overhaving
hud this experience forced upon him in the past can be amazingly severe.

Lastly, it ison the administrative level that the ellcct of the orthomolccular treat-
ment approach firs’ becomes most strikingly apparent. There isan almost immediate
disappearance of waiting lists. There is a markc J reduction of diagnostic testing
costs and time. There isa progressive increase in the case load within the same budget
and manpower limitations, and there is an overall improvement in treatment results
which is expressed in a very positive feedback. The level of functioning in group
therapy with schizophrenic patients increases noticeably to a higher level and the
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percentage of patients who are capable of such interaction also increases greatly. The
preoccupation is no longer with "keeping the patient out of the hospital™ but rises to
the level of counselling him about the advisability of seeking a betterjob at this time,
or on the timing of an impending marriage.

Anotherresponse noticeable to administration is that sizeable numbers of patients
who were on welfare at the time they began treatment svill be off welfare by the end
of a year, since their social disablement stemmed from a previously undiagnosed
perceptual disorder.

GROUP AND HALFWAY HOUSE EXPERIENCE

All of the Schizophrenics / onymous groups that did not use the ortliomolecular-
mcgavitamin approach soon failed and all the groups that were successful had taken
the orthomolecular approach. In Alcoholics Anonymous, many members were
unable to stay sober until they were placed on a sugar-free diet with megavitamins.
In 1972, an estimated 20,000 to 25,000 alcoholics were taking megavitamins.

This approach isan integral part of the therapeutic regimen in many alcoholic rest
homes. Of these, the most comprehensive and intensive therapeutic regimen is the
one in use at Guest House, Lake Orion, Michigan, for alcoholic priests. In their
experience, high-dosage megavitamins and hypoglycemic diets arc critically essential
in the recovery of a sizeable percentage of their alcoholics. It is notable that they
achieve an overall recovery rale of 80 percent (Ripiey, 1969, personal comtnun.).

A more elaborate study by Smith (1971) included 4.243 alcoholics. Of these, a
group of 507 patients had been carefully followed for live years. All were long-limc-
trcatrnent failures, and 400 of the 507 cases had been sober for two years and more,
which isquite remarkable considering ihe severity of their condition. A formal cross-
over double-blind study of two sanitarium groups will be completed in 1972. A full
report of 3,673 patients will also be forthcoming. In this study, it can already be
reported that niacin was superior in effectiveness to niacinamide.

Similar positive results were reported by Hawkins (1967) in the lirst group of
clinic patients treated with this method. In that group there were 53 alcoholic’
schizopnrcnic patients. By the end ofa year, 41 patients were active in AA and 36 had
achieved sobriety.

When the HOD test was given to residents at a halfway house for soft drug users
(Kinsman Hall, New York), almost two-thirds were found to have abnormally
elevated scores and they were unresponsive to the intensive therapy until placed on
megavitamins (Palmer, 1970; Heppcr, 1970, personal commun.). The experience of
this halfway bouse could be expected from the work already done on the use of the
HOD test svith psychedclic-drug users by the LSD Rescue Service which is in
operation in major cities throughout the United States (Peters, 1971, personal
commun.).
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The LSD Rescue Service has foryears relied primarily on giving megavitamin doses
and on attempting to raise blood sugar level to counteract adverse psychedelic drug
reactions. It is notable that they have discovered that high doses of thiamine hydro-
chloride have been found to be beneficial in reducing the craving and return to the
use of methedrine (speed).

The use of niacin and niacinamide in ameliorating LSD reactions is well known
among the more kt. wledgeable members of the drug subculture and has been
reported widely in the underground newspapers. The Hippy's Handbook (Bronsteen.
1967) details this use under "Rx for a Bad Trip” and also has this to say about
psychiatry. “Without one single exception, every hippy interviewed h,d, at one
point, gone to a therapist—in every single case the experience was negative...
modern psychiatry is out of touch with young people...." The “Practical Adv'cc"
section of Abbie Hoffman's Revolution for the Hell of It (1968) includes similar
advice to avoid the psychiatric establishment and to use niacin or niacinamide for
“freak-outs." The use of megavitamins for the “drug wipeout" is described in the
Do It Now Foundation’s Conscientious Guide to Drug Abuse (Pawlick. 1971).

The evidence then for the effectiveness of the combination of megavitamins and
hypoglycemic diets in correcting perceptual disorders, whether they are associated
with outright schizophrenia, alcoholism, or drug use, is derived from widespread
experience in a variety of patient population groups and settings.

We can compare the results of this treatment with statistics as given by authorities
in the field of schizophrenia. For instance, the Chief of the Center for Studies of
Schizophrenia for the National Institute of Mental Health, Dr. Lorin Mosher,
indicates that only 30 percent of the patients who develop schizophrenia are able to
return to work, and according io Caffey et al. (1970) only 15 percent of patients who
had been hosp iializcd for any appreciable length of time ever function ina completely
normal way thereafter. Statistics from the New York State Department of Mental
Hygiene indicate that 55 percent of patients hospitalized for schizophrenia are
rtadmissions and in this percentage are many patients with multiple rehospitaliza-
tions. As compared to these overall large-scale statistical guidelines, it would
appear beyond any doubt that the orthomolecular psychiatric approach offers sub-
stantial and valid hope to patients and family. As the number of patients increases, the
development of an integrated community system for the treatment of schizophrenia
evolves to meet the growing needs of the patient population. The strength of the
system, however, relies entirely on demonstrable results.

SUMMARY

Fol'owing the diagnostic process, the patient is given the results of the tests and th«_
diagnosis, along with an explanation of his illness based on the orthomolecular
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medical model and the significance of his perceptual disorder. The patient is then
placed on a medical regimen consisting of a hypoglycemic diet, prescribed rest and
exercise, phenothiazines, and other ancillary medications and megavitamins. The
importance of detecting and treating functional, relative, or absolute hypoglycemia
is stressed.

While the HOD score is elevated, psychotherapeutic intervention is kept to an
absolute minimum. Those problems that still remain afterthe HOD score has returned
to normal may be dealt with by psychotherapy ifthe ps ient isso motivated. Recovery
is facilitated by the use of ancillary measures such as SA, group therapy, family
therapy, AA, halfway houses, or specialized drug groups. Case histories and vignettes
are used to explain and illustrate many of these principles. Evidence is reviewed to
corroborate the experience that psychodynamically oriented psychotherapy does
not influence the basic disease process itselfto any statistically demonstrable degree.

The patient group most responsive to the orthomolecularapproach isidentified by
an elevated HOD score, which demonstrates perceptual dysfunction. The majority
of these patients recover by the end of the first year, re-enter life’s activities during
the second year, and in the third year are able to function on a higher level than they
were before they became ill. We have not seen this response with any other
treatment method.

The general problems inherent in evaluating the results of treatment in schizo-
phrenia have been briefly surveyed and an attempt made to report a huge mass of
data in terms which are useful to the clinician.

The orthomolecular approach is very practical. There is a high degree of accept-
ability and it is suitable fora wide range ofapplications ina variety ofsettings such as
private practice, hospital, clinic, halfway house, and a diversity of groups. Because
patient visits are widely spaced, there isa great saving in cost, not only to the patient,
but also to the institution. With proper safeguards, there is an ample safety factor.
Medical contraindications to the use of certain vitamins in high dosage are enumer-
ated and toxicity is reviewed. The positive safety and cost factors are augmented by
the e-'jblishment of a specialized laboratory.

We have described the effectiveness of this overall treatmenr approach with
several thousand patients over a five-year period. Its evaluation in private practice
has been with an emphasis upon using the patient himself as the ideal control, and
we have also discussed how this overall system is used in hospital practice. We
included the results of a study utilizing group improvements in HOD scores to
demonstrate the effectiveness of ECT. This study demonstrated the detect of be-
havioral rating scales and the marked effectiveness of ECT in amelioration of the
schizophrenic process especially in the younger patient. The results of a two-year
follow-up study to evaluate the effect of continuance of megavitamins on the relapse
rate have been reported. Using the rchospitalization rate as the criteria of effective-
ness, the control group had twice the relapse rate of the metuvitamin group.
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The patients most likely to respond to this treatment have elevated HOD scores
associated with schizophrenia, or schizophrenia plus homosexuality, psychedelic
drug abuse, or alchoholism. Although each requires different handling, the overall
results are promising and the degree of positive response in the majority of cases was
responsible for the development ofan integrated community system for the treatment
of schizophrenia. The system is related to a variety of other treatment settings where
a large body of positive results with thisapproach have been reported over the years.

The overall results from such a wide range of clinical experience correlates with
both theoretical formulations and laboratory research to establish a broad founda-
tion for the concept of orthomolecular psychiatry.
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Nutrition is a \-ipnch Of biology which studies the requirements for foods,
their composition, and the processes by which they are converted into energy and
the tissue growth and repair required for health and life. Prior to about
1750, nutrition was naturalistic and ethno-pharmacological. Plant and animal
foods of unknown chemical composition were eaten in diets which varied greatly
from culture to culture. Centuries of trial and error had demonstrated their
value or danger. Certain foods were designated by Hippocrates to have special
curative properties which were useful in the treatment of many of man®s illnesses.
Others were poisonous or tabooed for unknown reasons. In the period from 1750 to
1900, as chemistry developed, foods were simply classified chemically as carbo-
hydrates, proteins, fats and the non-combustible ash. Attempts to raise animals
on diets containing only these quickly showed the Enadequacy of this simple
classification. The golden age of nutrition occurred between 1900 and 1950.

When the need for micronutrients was discovered, a conceptual revolution occurred
with the insight that much of man®s illness resulted from the absence of signi-
ficant dietary constituents. To the established infectious and toxic theories

of illness were added the deficiency diseases. With the discovery of vitamins,
essential amino acids and trace elements, the nature of common diseases like
pellagra, beri beri, scurvy, nutritional anemia and protein malnutrition were
quickly understood. The development of quantitative standards for daily re-
quirements of these nutrients for man, animals, and plants stimulated revolutionary
changes in food production and several major public health triumphs. It is
difficult to recognize that less than 50 years ago there were more than

200,000 cases of pellagra annually in this country. Mortality from this

illness averaged 33" and about 10" of the beds in insane asylums



the country were occupied by demented patients with this illness. In the
South, where pellag iquB endemic because of the staple diet of corn, fatback
and molasses, from 1/3 to 1/2 of the state-mental hospital population had
physical symptoms of pellagra and dementia (1). Pellagra was also very common
among sharecroppers and in prisons, orphanages, and other state institutions.
The discovery in 1937 that vitamin (niacin) was the antipellagra vitamin and
the subsequent fortification of most cereal products with this vitamin made pellagra
virtually absent in this country. Clinical nutritional research was greatly
accelerated in World War 11 because of the need to develop adequate military
rations. It led to the semi-quantitative determination of human needs for most
nutrients. It was so successful that World War 11 was the first war in which
more combat troops died from war injuries than from malnutrition and infection ().
The spin-offs to civilian nutrition were large. Today, nutritional science 1is
sufficiently advanced so that, in this country, malnutrition is uncommon and
when it does occur, it is likely a function of poverty, alcoholism, or self-
selected inadequate diets. This is not true in the Third World where millions
of children are stillborn, retarded, or die within the first few years of life
because of the unavailability of adequate calories, protein, or micronutrients ().
In the world as a whole, malnutrition today remains as large a public health
problem as infectious disease with which i1t constantly interacts.

In the richer, industrialized world, research, in nutrition has moved into
more specialized areas. In medicine, there have been significant advances Iin
the study of the nutritional needs of special populations like pregnant women,
premature infants, and the elderly. Vitamin requirements have been shown to

increase when some drugs are administered for treatment of tumors, convulsions,



or even contraceptive purposes (4). Great advances have been made in furnishing
the nutritional re tirements of postsurgical patients or those with severe burns
by total parenteral feeding. Specialized nutritional needs have been found for
some patients with ophthalmological or dermatological disease. Genetic illnesses,
like phenylketonuria, have been found to be clinically responsive to minimizing
the intake of the amino acid phenylalanine. Rare genetic autosomal recessive
illnesses characterized by mental retardation and multiple somatic defects have
been found. These can be prevented cured by the daily administration of very
large quantities of particular vitamins (3,5,6).

Nutritional theories of the etiology of common mental illness and behavior
disorders and treatments based on these theories are very controversial.. -

- Nevertheless, new diagnostic methods
have shown that several psychiatric illnesses maylbe complicated by nutritional
deficiency and may respond to nutritional supplementation. We shall discuss these
below. These are all reviewed iIn an excellent text, Nutritional Support of Medical
Practice (7). A comprehensive review is offered in the five volumes entitled
Nutrition and the Brain (B)™-

Many natural foods, especially those from plants, contain chemicals which are
biologically active and may be either toxic or therapeutically useful. Many of
these substances have been identified and isolated in pure form and now are useful
products in our pharmacological armamentarium. In the industrialized world,
<food chemists supplement natural foods with nutrients and also with natural and
synthetic additives which enhance the taste and appearance of foods and diminish

spoilage, thus enhancing their useful distribution. Residues from synthetic

herbicides and insecticides used to increase crop production and steroids and



antibiotics used to increase animal food production may appear in our food. Be-
cause of this, there tas arisen the quasi-nutritional subspecialty of

nutritional- < -« -toxicology designed orotect the public from foods which might
contain dangerous chemicals like mercury in fish or selenium in wheat or foods to
which chemicals are purposely added during processing. There has also been in-
creasing interest in what might be called nutritional pharmacology. Selected,
specific nutrients like the amino acids tyrosine and tryptophan or the quaternery

ammonium compound choline can be fed in doses greatly above their usual intake

levels order to -~ elevate neurotransmitters iIn the brain. Such precursor.therapy is
actively under investigation and its interest to psychiatry will be discussed
below. Although the substances used are natural and even essential inour daily
diet in small quantities, quantities employed in precursor therapy areso much

greater than are ordinarily required that we choose to call the use ofthe substances
in these quantities '"pharmacological.” Moreover, their biological effects at

high concentrations may be different from and unrelated to their primary action.

For example, nicotinic acid and nicotinamide have identical nutritional value

as vitamin B*. In very high doses, nicotinic acid causes vasodilation and lowers
blood cholesterol; nicotinamide does not. These actions of nicotinic acid at

high doses are considered pharmacological (9).

There is also included under the rubric of nutrition, the study of food
allergy and hypersensitivity to either specific foods or to commercial additives.
Reactive hypoglycemia, generally attributed to the use of high carbohydrate diets
which result in the over-production of insulin which, in turn, leads to hypo-
glycemia has also been studied in relation to clinical states as diverse as panic

disorders, depression, and aggression leading to crime and delinquency (10,11).



Along with the slow, cautious, and steady advances iIn nutrition, there con-
tinues to be what W ~all "pseudonutrition”. Nutritional fads have been promul-
gated in the lay press, in books, and in a few journals. These attribute many
common somatic and psychiatric complaints to inadequate or toxic diets. They
promise much: enhancing longevity, diminishing the risk of, or improving the
treatment of cancer, heart disease, and the major mental illnesses with appropriate
dietary therapies. These generally unproven treatments are especially popular
among those with illnesses which are chronic and for which conventional medical
or psychiatric treatment is slow, not yet fully adequate, and often, expensive.
Patients with cancer and mental illness seem to be extraordinarily susceptible
to seduction by these claims. Substantial efforts and quantities of time and
money have been spent in scientific trials to test the claims of nutritional
faddists. Despite many negative results, the claimg persist. We shall, therefore,
devote some time and space to a discussion of the theory which underlies the claims
of the therapeutic value of orthomolecular psychiatry, additive free diets, hypo-

glycemic diets, and diets designed to eliminate substances to which patients claim

to be hypersensitive and which they feel may cause, the major mental illnesses.



Nutritional Principles

T
Man, as an evolutionary product of the animal kingdom, has nutritional

needs similar to those of other mammals. The complex foods he eats are digested
to simpler molecules which are then absorbed and resynthesized under genetic
interactions to the multitude of compounds of which he is made. Maintenance of
body temperature, movement, growth, repair and reproduction require energy
supplied mainly by the oxidation and carbohydrate and fat. Metabolic end products
like exhaled carbon dioxide or urinary nitrogen metabolites need constant re-
placement from dietary intake. Even the body minerals are constantly turning

over metabolically and must be replaced by ingested food, for growth and develop-
ment, a positive balance of calories and essential nutrients must be supplied.

For adult maintenance the balance should be zero. Control of appetite and food
intake involves a complex set of sensors and feedback systems in the brain and
endocrine organs which are beyond the scope of this chapter.

Despite the capacity of each species to synthesize the myriad of compounds
unique to it, soma things must be supplied in the diet. These include water, the
major anions and cations of the cellular fluids and skeleton, and trace elements
like copper, manganese, cobalt, Tfluorine, inadium, selenium, and zinc. Ten
ainino acids cannot be synthesized and must be furnished. They are needed for the

synthesis of proteins and other nitrogenous compounds. Thirteen vitamins are

required, four of these are fat soluble, eight are members of the vitamin B complex

and vitamin C is uniquely required by man, primates, the guinea pig, an East
Indian bat, and a bird. It is a remarkable testimony to the synthetic capacities
of the body that the thousands of compounds of which we are made can all be

synthesized from approximately two dozen organic compounds Tfurnished in the diet.

bwBaM



Several features of man®s nutrition deserve comment. First, as mentioned
previously, he is qui-b rare in requiring vitamin C. The evolutionary purpose
of this is not known. Second, he is an omnivore who eats a greater variety of
foods than any other known species except perhaps the rat. Undoubtedly, this
offers a great evolutionary advantage since it permits man to survive on the
indigenous food of any region on earth. Third, he is apparently the only species
whose choice of diets is determined by taste, smell, color, appearance, and
even texture. He is the only animal for whom eating is both a necessity and an
aesthetic experience. In contrast to most animals who eat the same food every
day of their lives, man constantly seeks variety and, whenever possible, gets it.
The aesthetic qualities of food have had interesting social consequences. For
example, it may be argued that Columbus discovered America while looking for food
additives; that is, the spices that help to preserve food and enhance its taste
and color. In the industrialized United States, food companies compete vigorously *
to produce products which are more attractive than their competitors even though
they are nutritionally equivalent. This is done with food additives. Many of the
food fads are based upon pre;Lmed, but unproven, hazards created by commercial
food processing. Man still attributes to foods magical properties which can
hurt or help him.

Fourth, the precise nutritional requirements for man are less well known
than they are for the domesticated animals which supply his food. There are several
reasons T p= this. Experiments can be done on food animals which cannot be done
safely with man. Animals are bred to be genetically homogeneous and efficient
in their conversion of food to milk, eggs, or edible animal protein. Their

daily activities and energy output are much more closely reyulated than are those



of man. Finally, the economics of the food industry make it essential to know
I

the minimum food requirements of animals for maximum growth and marketability.
Despite the difficulties in precisely determining the nutritional requirements
of man, reasonable estimate have been made since 1941, by the Food and Nutrition
Board, National Research Council of the National Academy of Sciences. These
are revised every fFive years; the 9th edition (121 ) was published in 1980. It
offers recommended daily allowances (RDA) for calories, protein, minerals, and
vitamins for men, women, and children. The RDA are not minimal requirements.
Recognizing substantial variance in man®"s nutritional needs because of genetic
heterogeneity and living habits, they are calculated by the Board to exceed
average nutritional needs by a 'safe margin”™ allowing for individual differences
in a basically healthy population. The magnitude of the safety factor is
substantial. For example, the minimal requirement }or folic acid iIs estimated
to be about 50micrograms per day; the RDA is 400micrograms. The RDA has been
accepted by the American Medical Association (122 ) and is used by the Food and
Drug Administration for food labelling. It is also the basis on which the
Department of Agriculture and the United States Public Health Service established
national food programs and nutritional educational programs. The RDA can be
found in most standard texts of medicine, pharmacology, and biochemistry @G 4 ,7),

In an affluent society, man®s omnivorous appetite and his wish for variety
makes it easy to obtain a nutritionally sound, balanced diet. RDA requirements
are generally met by diets which offer a mixture of four food groups iIn adequate
proportions. These groups are (1) Fruits, vegetables, and fruit juices; (2) Grains

and grain products; (3) Meats and meat products; (4) Milk and milk products.



Such diets offer adequate nutrients as well as taste and variety. When they

are consumed, vita”™n or mineral supplementation is not required. Impoverished

populations here or abroad who subsist largely on grain and who have no variety

in their diets generally need supplementation with vitamins, minerals, and other
proteins.

__Under special conditions of illness, severe dieting, heavy alcohol consumption
stress, pregnhancy or lactation, supplementation may be desirable with modest
quantities of vitamins. Massive supplementation with megadost”™ of vitamins Iis
required only iIn three conditions. (1D In the genetic vitamin dependency or
insufficiency illnesses, (2) When there are transport difficulties for nutrients
in the gut or across other cell membranes, and (3) When antivitamin antimetabolites
are used as in the treatment of cancer.

Some orthomolecular psychiatrists believe that the brain may have nutritional
requirements so much larger than the other body tissues that cerebral avitaminosis,

may exist and may account for much major mental illness.

- But, malnutrition generally produces mental
changes along with somatic changes like weight loss or anemia. In early or
minimal nutritional deficiences mental changes may occasionally appear before
readily observable physical changes ensue. But, careful examination will reveal
lowered blood or tissue levels of vitamins or minerals. The mental changes
associated with vitamin deficiency are nonspecific. Perusal of the literature
shows that weakness, irritability, anxiety, anorexia, lassitude, depression,
apathy, anergia, headache, dizziness and inability to concentrate have been re-

ported in subjects or patients with mild deficiency of any of the water soluble
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vitamins. When the deficiency is severe, memory loss, disorientation, delusions,
hallucinations, am. Yther signs of dementia may appear.

Clinical ecologists, advocates of the Feingold diet, and some orthomolecular
psychiatrists believe that in some individuals, the brain may be uniquely allergic
or hypersensitive to certain foods, food additives, or other environmental chemicals.
Such hypersensitivity is considered by them to be related to hyperkinesis in
children and a variety of illnesses including schizophrenia, depression, anxiety,
drug addiction and antisocial behavior.

But, allergy or hypersensitivity when it exists involves the whole
body and is manifested by physical symptoms like asthma and urticaria as well
as by nonspecific mental complaints.

In the following sections we shall discuss: Consequences of protein calorie
malnutrition, psychiatric manifestations of deficiencies of some of the B complex
vitamins and the use of amino acids in pharmacological doses as precursors of * .
neurotransmitters. Finally, we shall devote the remainder of the chapter to an

examination of what we call "pseudonutrition™ 1in relation to psychiatric practice.
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Protein Calorie Malnutrition

Many studies conuucted in impoverished socities have shown that severe,
prolonged protein calorie malnutrition is especially devastating to infants
and children and that the consequences are prolonged and likely irreversible.
The results of such studies have been summarized in several excellent monographs
derived from international conferences on this subject (12,13). The reasons
for this high vulnerability is the rapid growth of the human brain in infancy
and the effects of malnutrition on its growth and development. Winnick (14) has
shown that, in the human, the number of brain cells increases linearly from
gestation until birth and then more slowly until about 10 months of age, at which
time it virtually stops. Cell size, in contrast to cell number, continues to
increase for several years. Myelina}ion occurs rapfdly at birth and is still
occurring at two years. The weight of the brain increases rapidly through
gestation and the first two years of life, its rate of growth diminishes thereafter”,
but adult weight is not reached until adolescence. Studies on the brains of
children who have died from malnutrition show that children dying from marasmus
in the first two years of life have from 15 to 50" "fewer brain cells than normal
children of comparable age. Children with kwashiorkor who become malnourished
after being taken off the breast iIn the second or third year of life have a
normal number of brain cells, but the size of the cells is diminished (15).
Studies of the behavior of children who survive early malnutrition show that such
children have profound disturbances in the acquisition of language, motor skills,
interpersonal relationships, and adaptive and motivational behavior. Memory
defects have also been found (12,14). Most of these studies have been limited

/
to children studied only a few years after recovery from malnutrition. However,
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an ongoing longitudinal study by Cravioto and DeLicardi (16) should ultimately
give an answer to the “question of whether or not the damaging consequences of
early malnutrition are truly irreversible. IT they are, i1t would lead to a vicious
cycle in which malnutrition during infancy results in a large pool of poorly
functioning people who, because of their poor level of functioning, rear their
children under conditions destined to produce a new generation of malnourished
people (14>16). Children born in the poverty that leads to malnutrition also

live in social and family environments which are themselves capable of retarding
mental and behavioral development. Some ingenious experiments on rats, conducted
by Francova (13) have shown that protein deficient rats, raised with their mothers
and litter mates show about 20% decrement in exploratory activity. Rats on normal
diets that have restricted optical and acoustical stimuli show about a 30% decrement
in exploratory activity. Rats deprived of both protein and environmental stimuli
show a 90% decrement. I"ne effects of both types of deprivation simultaneously

are thus more than additive; they are synergistic. The introduction of an "aunt,”
a nonpregnant virgin female, into the cagis of protein deprived infant rats
elevated their performance to that of normal rats, even though such a "mother®s
helper”™ did not lactate and was unable to offer food. She did, however, stimulate
them by grooming and retrieving them. DelLicardi and Cravioto have conducted
experiments which led to similar conclusions iIn impoverished children from an
agricultural community in Central America. In this population, 83% of the
children showed no clinical signs of malnutrition, 11% showed mild and moderate
malnutrition, and 5% showed severe malnutrition. Yet, the families of all of

the children had approximately equal incomes, land, and food. Therefore, no

correlation could be established between the amount of food available to the
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families of these children and the level of malnutrition. However, a significant
correlation was found by psychologists who studied this cohort of children while
unaware of their nutritional antecedents. They found that the degree of psycnologica
stimulation offered at age six months to those children who later developed severe
malnutrition was significantly lower than ":hat of controls from the same population
matched by age and birth weight. In children whose diets are marginal nutritionally,
psychosocial deprivation predisposes them to severe malnutrition. Malnutrition,

, In turn, diminished activity, motivation, exploratory behavior, and those complex
signals that ordinarily elicit a stimulating and gratifying response from adult
parents. A vicious cycle is thus set up in which the effects of malnutrition
synergize with those of environmental deprivation. The consequences may lead
to irreversible emotional and mental disorders of development. The interaction
between nutrition and psychosocial stimulation is not unique to rats or man. All

species that have been studied show the same interaction (13).
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Vitamin Deficiency States

Vitamin Requirements

Several methods have traditionally been used to determine the vitamin
requirements of human subjects. One, employed commonly with conscientious ob-
jectors during World War 11 was the deliberate production of nutritional deficiency
followed by the measurement of the quantify of nutrient required to eliminate
the signs and symptoms of the deficiency and to maintain health. This quantity
was then considered the recommended dietary allowance, and was added to the K
rations of our troops. Variations on this strategy use populations in which
nutritional deficiency is endemic. Another approach is to measure abnormal meta-
bolites of carbohydrate and protein known to exist in specific deficiencies iIn
the blood and urine. For example, e[evated blood lactate and pyruvate occurs
in thiamine deficiency. The dose of a specific vitamin required to correct this *
biochemical abnormality is considered to be the daily requirement. The third
approach is the direct measurement of the vitamin in the blood °nd urine by
chemical or microbiologic means. "Normal"™ levels have been established. This

>

strategy involves the use of large populations of healthy subjects of different
age, sex, and race in order to obtain normative data. Recently a new approach
to the measurement of vitamin requirements has been proposed. This is based
on the assumption that the enzymes requiring cofactors should be fully saturated
with cofactor at all times and that a vitamin deficiency exists if they are
unsaturated. For example, serum or erythrocyte glutamic-oxalacetic transaminase
activity is measured with and without added pyridoxalphosphate, the cofactor.

If activity is greater with added cofactor, the enzyme 1is unsaturated and a
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deficiency is said to exist. This method is somewhat controversial but it may |
be useful in detecting cases of vitamin deficiency and vitamin insufficiency
illnesses (17). _

Using such methods, a number of vitamin deficiency states relevant to -
psychiatry have been found; usually they are secondary to the use of pharmacological®
agents. They most commonly follow the long term use of anti tuberculosis drugs,
anticonvulsants, oral contraceptives, and anti-tumor drugs (18).

The functions of the water soluble vitamins in the nervous system, the mani-

festations of deficiency and their therapeutic utility has recently been reviewed

in great detail (3.19). The following emphasizes features unique to psychiatry:

Vitamin Bg
Vitamin Bg has many neurobiological functions. It is the precursor
of a coenzyme required for more than 50 enzymes in the body. It is so widely

distributed in our food supply that it has not been found to occur in populations
throughout the world. It has been produced experimentally. Mental symptoms
associated with deficiency include lassitude, weakpess, depression, anorexia, and
confusion. Somatic symptoms include a microcytic anemia which fails to respond to iror
but improves dramatically following treatment with small doses of the.vitamin. Iso-
niazide and cycloserine form carboxyl addition compounds with pyridoxal or pyri-
doxal phosphate that make it unable to function as a cofactor in the approximately
50 enzymes with which it is associated. The administration of vitamin Bg supple-
ment along with antituberculosis medication reveals that both neurologic and
psychiatric symptoms disappear when supplementary vitamin is given in appropriate
quantities (20). Estrogens have been shown to compete with pyridoxal phosphate

for binding sites among its numerous apoenzymes. High estrogen levels which
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occur during pregnancy or the use of oral contraceptives seem to increase the re-
quirements for vitamin Bg. In therapeutic trials on women who developed depression
during preghancy or while taking oral contraceptives, vitamin Bg supplementation
has been reported to improve mood and to correct the abnormal urinary excretion

of tryptophan metabolites (21,22,23). Based on such findings some investigators
recommend the inclusion of"supplemental Bg into oral contraceptive preparations
22). In Spain, manufactured oral contraceptives contain 25mg of pyridoxine

and the combination is reported to produce fewer side effects (24). The RDA

for vitamin Bg for adults is 2.0mg/day. Doses 10 times this are safe and can
prevent deficiencies due to drugs administered for other purposes. Although
vitamin Bg is not very toxic, doses several hundred or thousand times of the esti-

mated daily requirement have been reported to cause convulsions and liver hyper-

trophy C

Vit. in Bg

Vitamin Bg (niacin, niacinamide, nicotinic acid, nicotinamide) is com-
bined with adenine, ribose and phosphoric acid in the body cells to form nicotin-
amide adenine dinucleotide (NAD). This is a cofactor for many enzymes which catalyze
oxidation reduction reactions which are involved in energyrelease from carbo-
hydrate, the synthesis of fatty acids, steroid metabolism, etc. Niacin in the
judgment of some is not truly a vitamin because limited quantities can be synthesized
from the metabolism of the essential amino acid tryptophan (26). While this is
correct, historical usage, plus the fact that niacin deficiency can be produced
on diets ordinarily adequate in tryptophan seem to us to warrant continued classi-
fication as a vitamin. Corn, which 1is deficient in both tryptophan and niacin,
is the common food staple in countries where pellagra was common and where it con-
tinues to exist. Hartnup®"s disease iIs an autosomal recessive disease characterized

by diminished absorption of neutral amino acids including tryptophan. Some of its
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symptoms resemble pellagra and these respond to niacin (27). The recommended
daily allowance of niacin is 6.6mg/1000 calories of food or about 10-2Cmg/day.
The requirement increases during pregnancy and lactation (27).

Pellagra is characterized by a triad of symptoms - dermatitis, diarrhea,
and dementia. In early deficiency, psychiatric symptoms are diffuse and in-
clude apathy, depression, anxiety and memory deficits. In severe pellagra,
mania, delirium, organic dementia, bulbar palsy, and visual field deficits may
be present. The EE6 has excessive theta and delta activity. This returns to
normal after niacin treatment. Routine manufacture of wheat flour and all cereal
products supplemented with niacin has caused pellagra to virtually disappear in
the U.S. Niacin deficiency in the brain, without deficiency in other tissues,
has been claimed by orthomolecular psychiatrists to account for schizophrenia
and other mental disturbances-. This will be discussed later.

In pharmacological doses of 10-30grams/day, nicotinic acid, but not nicotin-*
amide, lowers blood cholesterol and causes transient cutaneous vasodilation
manifested by a flush (19). Nicotinamide, but not nicotinic acid, at doses
of 250mg/day tranqgqjilizes rodents and diminishes locomotor activity in gerbils
(28). At similar doses, 1t increases REM sleep and it has been reported to be
of benefit to some insomniacs (29). Nicotinamide also binds weakly to the
benzodiazepine receptor (30). At ordinary dietary doses, the brain concentrations
of nicotinamide are likely to be too low for biologically significant binding
to this receptor, but at megadoses, this might occur. At such doses, niacinamide
might have anxiolytic properties like the benzodiazepines. This has not been
tested. Nicotinic acid and nicotinamide are identical as vitamins; the different

properties of the two compounds occur only at pharmacological doses. Thus,
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there is no evidence to relate their pharmacological properties shown at high

doses to their classical vitamin action as precursors of NAD. Niacin and niacinamide
are not very toxic even iIn megadoses, but in view of their use iIn orthomolecular psych
atry at doses 100-500 times higher than the average nutritional requirement, it is wor
noting that reported side effects include hepatoxicity (31), hypotension, tachycardia,
and hyperglycemia (32). There is a very recent report of severe sensory neuropathy
fom pyridoxine abuse at doses of 2-6mg/day for several months (158,159). These toxic

must be balanced against any presumed therapeutic utility. -

Vitamin

Vitamin (cyanocobalamin) is unique in three regards. It is the only
vitamin containing a mineral (cobalt) as part of its chemical structure; it is not
found in plants and its absorption from the gut requires a highly specialized mechanism
the failure of which results in pernicious anemia. ,The RDA_is about 3.0mg/day. Imicrc
daily causes remission of pernicious anemia. The vitamin is involved iIn transmethylati
reactions, the synthesis of amino acids, purines and pyrimidines. It is vital for
blood formation and the maintenance of neuronal integrity.

A number of studies have shown that 25-30% of patients with untreated pernicious
anemia have either major or minor psychiatric problems (33). These include de-
pression and apathy, irritability, confusion, and paranoid states. Neurological
symptoms results from demyelination of the dorsal columns of the pyramidal tracts
and result in the syndrome known as combined system disease. As many as 60% of
untreated pernicious anemia patients have been found to have an abnormal EEG
(33,34). Deficiencies of vitamin Bl2 may arise from strict vegetarian diets, but
more often follow failure to absorb the vitamin as when there is lack of the gastric
intrinsic factor or in ileitis and following bowel surgery. It may also fTollow
chronic ingestion of alcohol or after the administration of neomycin, para-amino

salieyelie acid or colchicine. There is an increased requirement for vitamin
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during pregnancy. Since folic acid is required for the absorption of B",,, folate
deficiency may be accompanied by Bl12 deficiency (35,36).

Although a large percentage of patients with hematologic and neurologic findings
of vitamin deficiency also have psychiatric symptoms,

" "in a significant number of patients the psychiatric manifestations

may be the first symptoms and can antedate anemia or spinal cord disease. A
recent report (37) presents two cases of organic psychosis without anemia or
spinal cord symptoms that responded dramatically to the appropriate administration
of intramuscular B/. It is noteworthy that both patients had normal hematologic
profiles. Diagnosis was made by finding low serum levels of B~. With restoration
of appropriate B2 levels, the presenting symptoms disappeared. Evans et al. (37)
recommends consideration of deficiency and serum B~ determination of all
patients with organic psychiatric symptoms whose cause is not clearly known. Even

more recently, Van Tiggelem et al. (38) have suggested that blcod levels of B]2

may not always correlate with cerebrospinal fluid levels and that the latter may

be much lower.
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Folic Acid

Folic acid (pteroyl glutamic acid) is involved in: hydroxylation reactions
required for norepinephrine and serotonin synthesis, transmemylation reactions,
the synthesis of the purine bases, adenine and guanine, and the pyrimidine base
thymine. Folic acid is, therefore, indispensible for the production of DHA and
RNA. Transmethylation reactions are involved in myelin synthesis and in the in-
activation of the neurotransmitters norepinephrine and serotonin. The RDA is less
than 0.5mg/day. It doubles during pregnancy. Serum concentrations iIn man range
from 5-30ng/ml. Folate deficiency has been produced in experimental animals.
Diminished learning capacity and EEG changes have been reported in rat pups born
of mothers with folate deficiency.

Folic acid, as the name implies, 1is present iIn leafy green vegetables and
in meats. In man, Tfolate deficiency occurs endemically iIn severely malnourished
populations. It can be produced experimentally in volunteers on folate deficient
diets and iatrogenically in marginally nourished people by the administration
of anticonvulsants like diphenylhidantoin, oral contraceptives, or the antifolates
used iIn the treatment of malignancy. In experimental folate deficiency, forget-
fulness and insomnia appear at the same time as megaloblastic anemia and can be
quickly reversed by the vitamin. In less pure deficiency states, occurring
among the aged or chronically institutionalized patients, the spectrum of mental
disorders includes apathy, irritability, depression, psychosis, delirium and
dementia (.19).

Folate deficiency can readily Le determined by measurement of blood levels.
When this 1is done, as many a. 301 ot psychiatric admissions have been reported to
be deficient (39). Of a sample cf admissions to a psycnogeriatric ward, 671

have been reported to be folate deficient (40). Carney and Sheffield found that
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about 25% of 432 psychiatric admissions have low blood folate levels. Folate
treated patients with organic psychoses, endogenous depression and schizophrenia
had shorter hospital stays and left in better clinical state than untreated patients
(36).

An association between folate deficiency and gestational difficulties has
been recognized for many years. Population surveys have shown that about 15%
of women, especially among the poor, have marginal or deficient blood levels.
Deficiency during pregnancy 1is associated with an increase iIn prematurity and
teratogenicity.

In the last few years, evidence has accumulated which tends to relate folic
acid deficiency during early gestation to neural tube defects and to the Fragile X
syndrome of mental retardation. Both of these are polygenic illnesses in which
the phenotypic expression of the genotypic defect is apparently determined by the
nutritional state of the uterine environment. Sinythells (42) has found that
when 493 women who had already given birth to a child with neural tube defect
gave birth to a second child, 23 of these had children with such a defect. In
397 similar women who were given a vitamin supplement containing folic acid prior
to conception and through the first menstrual period, only 3 had such recurrences.
This strikingly significant difference cannot be readily explained except by
a direct prophylactic.effect of vitamin supplementation very early after conception.

The Fragile X chromosome is a relatively newly discovered cause of mental
retardation. The fragility of the X chromosome can be rectified iIn vitro by
folic acid (43). Lejeune (44) has reported that the administration of folic acid
greatly reduced symptoms of autism and psychotic complications of mental

retardation ir 7 out of 8 such patients.
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Both of these interesting findings clearly require confirmation. If confirmed,
they will represent a major advance in the understanding and treatment of two
devastating illnesses of concern to neurologists, psychiatrists, and pediatricians
"through appropriate nutritional supplementation early in conception. A series of
studies have shown that folic acid can be added to staple foods, as nicotinic acid
commonly is, and that such fortification is feasible, safe, and effective ( 155 ).
Until this is done, oral administration of folic acid tablets at a level of
0.5mg/day to pregnant women, especially those living iIn poverty, appears to be
prudent ( 155 ).

A genetic vitamin dependency illness which required about 20mg of folic acid
daily has been reported. These rare cases presented with homocystinuria. One
such patient showed mild mental retardation with symptoms of schizophrenia which

improved after folate administration and recurred 6 months after the supplementary

vitamin was dicontinued (41).
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Quasi-Nutrition
Precursor Therapy

Communication between neurons 1in the central nervous system, it is generally
accepted, 1is overwhelmingly chemical. Neurotransmitters synthesized in presynaptic
neurons are extruded into the synaptic cleft when the neuron fires. They then
engage specific receptors on post synaptic neurons and initiate a series of
metabolic steps which may excite, inhibit, or modulate their activity. More
than 20 neurotransmitters are thought to exist; they range in composition from
simple amino acids to complex polypeptides. The classical neurotransmitters,
dopamine, norepinephrine, serotonin, and acetylcholine have been the most studied.
The paradigm for precursor therapy is the use of L-DOPA in Parkinson®s disease.
The enzyme for the conversion of tyrosine to L-OOPA is lacking in the striatal
neurons of the brain from patients with this disea§e. But, the decarboxylation

i
of L-DQPA to dopamine can still take place. Hence, L-DOPA in pharmacological
doses permits the synthesis of sufficient dopamine to be therapeutically effective
for several years.

More than a decade ago, it was discovered by Wurtman arid his coworkers (45)
that the synthesis and release of several neurotransmitters in presynaptic neurons
can be influenced by the concentration of precursors offered to them. The amino
acids tryptophan and tyrosine are the precursors of serotonin and norepinephrine
respectively. Choline is the precursor for the synthesis of acetylcholine.

The conversion of precursors to active neurotransmitters is enzymatic. When
saturating concentrations of the precursors are available, the rate at which
transmitters can be synthesized is limited by the enzymatic capacity. ?7it, con-
centrations of the dietary precursors in the blood is not constant and under some

conditions the rate limiting enzymes may not be saturated, but can become so if
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large doses of precursors are administered. Precursor therapy is relatively safe,
because feedback inhibition and other neuronal control mechanisms prevent the

synthesis of more transmitter than is needed by the neuron at any particular time.
Consequently, few side effects are noted when subjects are given pharmacological

doses of tyrosine, tryptophan (46), or choline (47,48); that is, amounts much greater =
the quantities usually ingested in the diet.

The finding that levels of neurotransmitters iIn the brain can be altered by
experimentally manipulating the quantity of ingested precursor had led to con-
siderable basic research as well as clinical research on both normal volunteers
and patients in whom there is reason to believe that there may be a neurotransmitter
deficiency.

Dietary precursors must be absorbed from the gut, transported in the blood,
penetrate the blood brain barrier, and finally enter into appropriate neurons.

These are complex processes which depend initially on the quantity of the precursor
in the diet, the effecviveness of the gut in absorbing them, and the transport
mechanisms within the blood. Circulating amino acids then compete with each other for
active transport through the blood brain barrier into the brain (45,49). The ratio
of plasma tryptophan, for example, to the sum of the concentration of other neutral
amino acids like tyrosine, phenylalanine, leucine, isoleucine, and valine determines
the penetrability of tryptophan into the Drain, and, hence, the brain serotonin
concentration. Thus, a high protein meal in which many amino acids compete for
transport into the brain depresses serotonin synthesis in the rat brain (45,50).

A high carbohydrate, low protein meal raises brain serotonin because it elicits

the secretion of insulin which lowers the blood levels of other neutral amino acids

without affecting tryptophan. Doses of tryptophan as large as 10-15grams would be
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more likely to diminish transport of other amino acids into the brain than doses

of I1-3grams.

Tryptophan and Tyrosine
Tryptophan, administered at a dose of 50mg/kg to healthy young men in the
morning, significantly increased self reports of fatigue and inertia and reduced
vigor and activity (46). It is iInteresting to note that iIn this same experiment,
tyrosine at 100mg/kg had undetectable effects. It is also worth noting that
tryptophan did not cause depression, anxiety, confusion, nor anger in this experi-
ment.

Tryptophan has also been used in the treatment of insomnia with apparent
favorable effects. Doses of 1 to 5 grams before bedtime have been reported to
reduce sleep latency without producing distortions of physiological sleep as
measured by EEG recordings (61). Doses of 10-15 grams cause EEG changes but these
are less pronounced than those resulting from the use of hypnotics. The mechanism
for the effectiveness of tryptophan iIn iInsomnia is presumed to be due to its
effects on serotonin levels in the brain stem (62). The use of L-tryptophan
for the treatment of insomnia\is still experimental even though the amino acid
is available for sale in health food stores. The current literature suggests
tnat it would have substantial advantages over conventional hypnotics, but it
appears not to be uniformly effective for insomniacs. Furthermore, the long
term effects of doses of 5-15grams per day require further investigation.

Serotonin deficits have been implicated in sanio depressions and mania and
clinical trials with tryptophan were conducted with mixed results (53,54). Since

tryptophan is rapidly Cctabol ized enzymatically by liver pyrollase, the idea

occurred that the concomitant administration of an inhibitor could more effectively
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raise brain serotonin. Nicotinic acid and nicotinamide are both pyrollase in-
hibitors and in a preliminary report, encouraging results were obtained with the
combination of tryptophan and nicotinamide in the treatment of depression (565).
These results have not been confirmed. In very recent work, it has been re-
ported that tryptohan diminishes sensitivity to mild pain and in people over forty
increases the likelihood of errors in performance tasks (56).

The administration of tyrosine can, under certain circumstances, elevate
levels of brain catecholamines (45,57). It has been reported to help some patients
with depression (68) and mild Parkinson"s disease (57). Continued clinical research
in which tyrosine or tryptophan 1is used with depressed patients might help to
distinguish depressions in which norepinephrine is involved from those in which

the defect may be in serotonin metabolism.

Choline and Lecithin
Several studies have shown that the administration of choline or lecithin,

the precursors of acetylcholine, increased cholinergic function in the brain (52).
On the basis of this finding, clinical research has been conducted in which there is a
possible disorder in acetylcholine metabolism. Tardive dyskinesia is one such disorder
Presumably the disorder arises because of prolonged administration of neuroleptics, whi
chronically block striatal dopamine receptors, cause these receptors to become super-
sensitive to dopamine (60). Some dopamine receptors are present on cholinergic neurons
and theilr supersensitivity probably causes a chronic decrease in the release of acetyl-
choline by decreasing the firing rates of the cholinergic neurons. Davis et al.
(61) reported marked clinical improvement after giving oral choline to a patient
with tardive dyskinesia. Several additional studies have confirmed this

(62,63). Unfortunately, large doses of choline have undesirable side effects.
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including a socially unacceptable odor which results from the degradation of ingested
choline to trimethylamine by intestinal bacteria. Lecithin, a phosphatidyl choline,
is the most common source of our dietary choline. Lecithin is more effective than
choline in raising plasma choline levels (64). Several reports suggest that it,

too, 1is effective in diminishing symptoms of tardive dyskinesia (65,66). A review
of the literature suggests that there is modest improvement in the motor function

of about 1/2 of the patients who receive lecithin. Interestingly, the antipsychotic
action of neuroleptics has not. been reported to be diminished by the administration
of either choline or lecithin.

Choline has been administered to schizophrenic subjects and failed to modify
their clinical symptoms (67). Lecithin has been administered to manic patients
with encouraging results (68). Disorders in acetylcholine function have been sug-
gested in Huntington®s Disease, Friedrich"s Ataxia, and Tourette Syndrome. The
results of therapeutic trials with choline or lecithin iIn those illnesses are
equivocal. They have been reviewed by Growden et al. (69).

Alzheimer®"s disease, the most common cause of dementia among the elderly,
is characterized by impaired .functioning of cholinergic neurons. On autopsy,
the brains of such patients show a dramatic loss of brain choline acetyl transferase
(71,70,45). Memory deficits are characteristic of Alzheimer®s disease and many
studies have been conducted to measure the effects of acethylcholine precursors
in normal people and in patients with Alzheimer®s disease (48,72). These studies
have not convincingly demonstrated any enhancement of memory after treatment with
acetylcholine precursor.

Alternative methods for enhancing cholinergic activity include the use of

choline esterase inhibitors and cholinergic agonists. Physostigmine, a reversible
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short acting choline esterase inhibitor and arecoline, a short acting cholinergic
agonist, improve memory when given in low doses to healthy young adults (73,74).
Physostigmine, in a double blind experiment, enhanced the memory processes of
patients with Alzheimer®s disease for brief periods (75).

It is curious that physostigmine, which enhances cholinergic function by
inhibiting the enzyme which destroys acetylcholine, should be more effective than
precursors which increase the concentration of this neurotransmitter.. The reason
is not known, but it immediately raises the question of whether a combination of a
precursor and a choline agonist or choline esterase iInhibitor might be additive
or synergistic. To the best of our knowledge, this has not yet been tested:

The precursor strategy with tryptophan, tyrosine, and choline has thus far
yielded results which are of great research interest but have only preliminary and
uncertain clinical utility. This type of research is young, and vigorous. We

may hazard a guess that greater clinical effects from precursors may be achieved

when they are combined with other types of p®“sychotronic drugs. Tryptophan or
tyrosine combined with tricyclics might accelerate the therapeutic process or
decrease the required dose in depression. Stern and Mendels have reviewed the
literature on the use of such combinations in the treatment of refractory de-
pression (76). A recent report suggests that the combination of physostigmine and

lecithin improves memory in Alzheimer®s disease (75).



Pseudo-Nutrition
Food Additives and Hyperkinesis

In 1975, the late Dr. Ben F. Feingold, a pediatrician and allergist,
proposed that some children have a central nervous system variant that predisposes
them to sensitivity to synthetic food additives, particularly to food colors and the
antioxidants butylated hydroxyanisole (BHA) and butylated hydroxytoluene (BHT).
He claimed that in such children hyperkinetic behavior results from the ingestion
of these additives. The use of an additive free diet which he developed led to
dramatic improvement or even cure iIn from 50-70% of hyperkinetic/learning
disabled children. He stated that 75% of children who had been treated with
stimulant medication could discontinue the treatment (77). The diet, he claimed,
became effective iIn several days to several weeks and the younger the patient,
the more rapid and complete his response. Total and permanent adherence to the diet
is mandatory, Feingold insisted, because even a minor infringement produces a
return of symptoms within about 3 hours, which may persist as long as 72 hours.
Feingold based his findings on extensive clinical experience iIn open studies. He
did not conduct controlled, double blind trials to test his hypothesis. The Feingold
dietary treatment gained considerable popularity among the lay public and more than
20,000 families of hyperkinetic children were reported to adhere to the diet and to
advocate its use (78). Feingold urged that labelling of additives be mandatory and
the immeo"ate clinical application of an additive free diet in school food programs
to a congressional committee by stating: "It IS not necessary to await the availability
of basic data, it has been demonstrated that these children respond to dietary inter-
vention™ (79). Several uncontrolled clinical studies supported Feingold. Rigorous
double blind studies, conducted iIn 7 centers and involving about 200 children have

benerally fTailed to replicate his findings (84).
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Two types of controlled studies have been conducted. Harley et al. (80)
offered families with hyperactive children two different diets blindly at weekly
intervals. One was a conventional diet; the other was prepared solely from foods
recommended by Feingold. In 36 school age boys, based on teacher and objective
ratings, no significant differences in behavior occurred with the diet. With
these school age children, a few parents reported a significant improvement when
the additive free diet followed the controlled diet, but they were unable to
detect differences when the order was reversed. In preschool age children, where
only parental ratings were available, a few parents were able to consistently detect
differences with the additive free diet compared to the usual diet.

Most of the double blind studies have been challenge trials; that is, children,
who ate additive free diets because their parents believed that they improved on
them, were blindly ™"challenged” by the addition of cookies or drinks which contained
food color additives. About 200 children have been tested in several studies con®- .
ducted throughout the U.S. (81,82,83). A summary of these experiments and the
results and conclusions has been reDortod (84). The National Institutes of Health
(88) and the American Council® on Science and Health (85) have concurred. The data
from these studies have recently been examined statistically by an independent
gronp who have come to the same conclusions (86). The conclusions from these many
studies are that Feingoldls claims that 50-70" of children improve dramatically
on an additive free diet and deteriorate rapidly after minor infractions from the
diet cannot be supported in careful double blind trials. At most, 3 of the 200
children were reported by their mothers to deteriorate significantly when challenged
with food colors. In these 3 children, objective tests and/or outside observers

were not used. The Nutrition Foundation Report (84) concluded that there was-
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insufficient evidence to require a special symbol on food labels indicating the
presence or absence of these food additives for the purpose of treating these
behavioral disorders. There is also insufficient evidence to suggest a ban on
food containing artificial food colorings in federally supported school

programs.

* : Rimland, Vice President of the Academy of Orthomolecular
Psychiatry, has challenged the methods, results,” and conclusions of those who

failed to confirm Feingold®"s results (87).



Food and Environmental Allergy and Hypersensitivity

The notion that hypersensitivity or allergy to foods or other environmental
agents like gasoline fumes, soaps, or hydrocarbons results in medical or psychiatric
illness is subscribed to by what Brodsky calls a "medical subculture™ (89). Clinical
ecologists and some orthomolecular physicians are among those who support this view.
It has been popularized extensively by books and in the media (90,91,92,93). Symptom:
which have been related to such sensitivity or allergy include lethargy, depression,
palpitations, sleep disturbance, mood swings, poor concentration, anxiety attacks,
aggressiveness, and delinquent behavior. The Feingold hypothesis (77) that hyper-
activity and learning disability in children is related to the ingestion of common
synthetic food additives seems to be a specific variant of the food hypersensitivity
thesis which focuses on synthetic food additives and natural salicylates. Hoffer (94;
has claimed that many of his schizophrenic patients who failed to respond favorably
to megavitamins do respond to five days of starvation followed by diets in which
single items of food to which the patients are not sensitive are carefully intro-
duced.

Pierson et al. recently sought objective evidence for the role of food hyper-
sensitivity iIn 23 patients who attributed a wide variety of their physical and
psychological symptoms to food allergies (95). These patients were seen indepen-
dently for initial diagnosis by a psychiatrist who withheld his findings from the
other investigating physicians. The allergists assessed the patients by meaical
and dietary history, a physical examination, and skin tests for common inhalant
and food antigens. The patients were then put on exclusion diets consisting of
uncommon foods to which they had no alleged hypersensitivity. All the oatients

improved. Single foods which the patients had themselves incriminated were then



added openly. Many patients became ill with their initial complaints. Blind
tests were then performed using the same foods, freeze dried, and iIn opaque capsules.
The investigators found that only four of the 23 patients had true food hyper-
sensitivity. None of these four had significant psychiatric symptoms arid all of
them had physical symptoms characteristic of atopy, i.e., allergic rhinitis,
urticaria, asthma or atopic eczema which appeared even when the offending foods
were given blindly. The 19 in whom food hypersensitivity® could not be confirmed
in the blind trials had physical and psychological symptoms not characteristic
of the atopic syndrome; 18 of these 19 patients had been diagnosed by the intake
psychiatrist as having significant psychiatric illness; 10 of these were considered
neurotically depressed, the remainder had other neuroses and personality- disorders
but none were psychotic. The authors conclude that psychogenic reactions to food
are very common and that some form of double blind testing is the only certain means
by which the diagnosis of food hypersensitivity can be established. They note that
"since the dangers of unwise dietary restriction are real, patients should not
be encouraged to restrict their diet without specialist, dietetic advice and without
objective confirmation of foSd hypersensitivity." ’

There have been claims that food allergies are responsible for delinquency and
criminal behavior (96,97,98). Statements are made that food allergies are common
in delinquents but®"prevalance rates are not given. The only reported double blind
studies of behavioral change iIn relation to food allergy have used sublingual
testing, a method whose validity is considered doubtful (99).

Clinical ecologists go farther. Patients are initially tested for dietary
sensitivity and are placed on elimination diets. If these are not helpful, they

are placed in a "chemical free™ environment in a hospital. IT they improve in
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that environment, they are then treated by prescribed avoidance of environments
which include the common substances like perfume, smoke, etc. to which they claimed
sensitive. Such avoidance inevitably leads to major changes in their lives
including a move to a "clean climate”. Patients may also receive injections of
the indicted substances iri order to desensitize themselves. According to Brodsky
(89) they spend much of their time on diets, tests for sensitivity, reading about
allergies, participating in a support group of similar patients, and tending to

worker®s compensation claims.

Schizophrenia and Gluten

In 1966, Dohan suggested that peptides derived from cereal grain glutens
may play an important role in the pathogenesis of schizophrenia in genetically
predisposed people. This proposal was based on the observations of considerably
higher than chance occurance of celiac disease iIn schizophrenics as well as
schizophrenia among adults with celiac disease. In addition, both schizophrenia
and celiac disease have been reported to be three times more prevalent in Ireland
than in England and Wales. Dohan also found a strong correlation between a change
in rates of admission of female patients with schizophrenia :o0 psychiatric

institutions and a change iIn wheat consumption during World War Il among five
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countries (USA, Canada, Finland, Sweden, and Norway) variously affected by the

war. Following these observations, he and his colleagues studied the effects of

milk free and cereal free diet on schizophrenic patients. 47 schizophrenic patients
randomly assigned to a cereal free diet showed a significant iIncrease iIn rate

of release from hospitals compared to 55 patients on a high cereal diet. No differenc
was found when wheat gluten was added to the cereal free diet in a subsequent

double blind study (100 )-

Singh and Kay (]01 ) found that schizophrenic patients who received neuro-
leptics and a cereal free, milk free diet showed a significant decline when challengec
with wheat gluten in a double blind manner. They suggested that clinical improvement
on a gluten free diet and subsequent deterioration on gluten challenge may be related
to a gluten mediated decrease in neuroleptic absorption. In support of this,

Fried et al. ( 102 ) found that wheat gluten given to mice 20 minutes before

a Img/kg dose of haloperidol reduced the amount of neuroleptic absorbed into the blooc
stream. Recently, however, Osborne et al. ( 103 ) found that 5 chronic schizo-
phrenic patients did not improve on a gluten free diet; furthermore, the gluten free
diet had no effect on blood !evels of butaperazineF which had been administered IiIn
constant doses throughout the study. The study, however, selected patients who
had failed to respond to traditional neuroleptic therapy and who thus might re-
present an atypical subpopulation. Also, as the authors note, theilr patients were

on the special diet for 36 weeks. Dohan and Grassberger (104 ) stressed that

chronic patients may require months or years of gluten free diets before significant

results are achieved.
Potkin et al. ( 105 ) studied 8 chronic schizophrenic patients who were

maintained on a diet free of gluten, cereal grains and milk and who were challenged
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in a double blind manner with dietary wheat gluten and placebo. They found no
deterioration in clinical status (as measured by the BPRS) on gluten challenge;
however, Singh ahd Kay ( 106 ) have pointed out that with an N of 8, the
authors®™ chances of detecting a true small or medium effect of gluten would be
only 7% and 15%, respectively.

Hallert (107 ) who has studied many celiacs iIn Sweden where it has
a relatively high prevalence rate found no schizophrenia in adult celiacs, but
did find significant depression. He suggests that celiac disease is not an
appropriate model. Dohan recently ( 108 ) reviewed the evidence supporting
the model and suggests approaches for further study.

Recently, Zioudrous et al. ( 109 ) reported that gluten peptides have
naloxone-reversible endorphin activity at brain opiate receptor sites. This
finding might explain a link between gluten free diets and clinical response in

a subpopulation of schizophrenics. However, such a relationship has yet to be
» *

consistently demonstrated and the important observations of Dohan®s group and

Singh and Kay merit further exploration.
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"Reactive, Relative, or Postprandial Hyppqglycsmia"

In animals and man, food intake is intermittent and yet the blood sugar levels,
except for transient rises after eating, remains relatively constant. Such homeo-
stasis requires the synchronized participation of the liver, muscles, pancreas,
other endocrine organs and the central nervous system. Most body tissues can
tolerate fluctuations in blood sugar but the brain, which is unable to store
glucose or glycogen in significant quantities and which uses glucose as its primary
fuel, requires a. constant supply. In the resting state, the brain accounts for
80" of the glucose consumed by the body.

Glucose homeostasis is remarkably effective. In a normal population, Tfasting
levels of plasma glucose range from 50-115mg/dc.. Such levels occur 5-6 hours after
feeding and do not change significantly overnight. In well nourished individuals,
blood glucose levels change very little after seve;al days of fasting. Many
physical illnesses like diabetes or islet cell tumors of the pancreas can either .
elevate or lower the fasting blood sugar (110,111).

Reactive, relative, or postprandial hypoglycemia is an abnormal degree of
depression of the extracellular glucose concentration reflected in the plasma,
without a well defined cause. When plasma levels fall below 50mg/dc or blood
levels below 40mg/dc, symptoms and signs of adrenergic hyperactivity or nervous
system depression or a combination of the two usually appear. Hypoglycemic
activation of the adrenergic system causes tremulousness, anxiety, hunger, sweating,
palpitations, and tachycardia. Central nervous system hypoglycemia causes per-
turbations of cortical and subcortical functions with symptoms of fatigue, headache,
weakness, diplopia, confusion, amnesia, incoordination, seizures and coma. There
is substantial variation in the cluster of symptoms of hypoglycemia from patient

to patient.



Several of the symptoms of hypoglycemia resemble those with which anxious,
depressed, and hypochrondiacal patients present. Consequently, some patients may
diagnose themselves as having hypoglycemia. The tendency to do this is augmented
by popular books in the lay nress which have featured hypoglycemia as a global
cause for a welter of illnesses and antisocial behavior like "nervous breakdown™,
alcohol ism,-juvenile delinquency, drug dependence, iInadequate sexual performance,
and overt aggression in prisoners (112,113,114).

Some orthomolecular physicians and clinical ecologists are among the physician
groups who attribute much mental illness and antisocial behavior to hypoglycemia anc
who treat this condition with low carbohydrate, high protein diets. Psychotropic
drugs are frequently added but this is not usually acknowledged. While the majority
of endocrinologists, psychiatrists, and criminologists have not accepted nutritional
theories and dietary treatments of neurotic and antisocial behavior, these theories
have, nonetheless, had an impact on prisons, probation departments, and school 1 .
systems. The Los Angeles County Probation Department, for example, banned the
consumption of chocolates, other sweets, and refined sugar products from juvenile
facilities and is attempting to reduce consumption of processed and additive-
containing foods in prisons (115). There have also been malpractice suits iIn

which patients have claimed that their physicians missed the diagnosis of reactive
hypoglycemia and, therefore, mistreated them.

The concept that postprandial or reactive hypoglycemia is common in the
population has not been generally accepted by the medical profession. The American
Diabetes Association (115), in collaboration with other societies, has published
statements to downplay the prominence of the misattribution of hypoglycemia as a

cause of multiple illness. Yager and Young (117) have referred to the epidemic



proportions of the incorrect diagnosis of hypoglycemia as a cause for multiple
psychiatric and somatic complaints. Too often the diagnosis is made without

a glucose tolerance curve at all. Diagnhosis by questionnaires which attempt to
relate symptoms to eating habits is inadequate. Many patients who have affective,
somatization or anxiety disorders report a relationship of symptoms to food intake
which is not borne out in a glucose tolerance test (110,118,119).

The reasons for the conflict between those who emphasize hypoglycemia as a
major contributor to multiple psychiatric illnesses and those who discount it lie
largely in the rigor with which a 5 hour glucose tolerance test is conducted and in
how it is interpreted. In this test, the patient should be prepared by eating a
diet containing about 250gm of carbohydrate daily for three days. He is then fasted
overnight, and is given 50-inQgms of sugar orally in solution. Alterations in
nlasma or blood glucose are monitored at half hour intervals for the ensuing five
hours, while subjective symptoms are recorded. The: typical normal glucose tolerance
curve shows a rise of 60-70mg/dc in the first 30-60 minutes; this is the period
when glucose enters the circulation from the gastrointestinal tract. In normal
persons, increasing glucose concentration, abettedby cholinergic signals, stimulate
insulin secretion. The increased circulating insulin in conjunction with declining
glucagon production results in decreasing hepatic glucose output and a fall of
blood glucose to levels approximating or slightly lower than tne fasting state over-
the next four hours. By the fifth hour, there is usually recovery to base levels.
At its peak, blood glucose levels in normal subjects seldom exceeds 160mg/dc. Higher
levels suggest diabetes. At the nadir, glucose levels below 50mg/dc should raise
the suspicion of reactive hypoglycemia. For a definitive diagnosis to be made,
the low blood sugar values should coincide in time with the symptoms of adrenergic

activation and central nervous system hypoglycemia referred to above. The diagnhosis
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should not be made on the basis of a low blood sugar without clinical symptoms or
on symptoms alone without a low blood sugar. Many patients report symptoms and signs
of anxiety with blood sugar levels above 70; others may have the blood sugar fall
to levels of below 40 without manifest symptoms or signs of hypoglycemia (118). Sine
the glucose tolerance test may vary from day to day in any patient, borderline
tests should be repeated. Orthomolecular psychiatrists interpret the results
of glucose tolerance te-ts differently from endocrinologists. An example of
orthomolecular interpretation is shown in the work of Meiers who claims that
70% of schizophrenics have relative hypoglycemia (123 )-

The notion that hypoglycemia is related to panic attacks, reported by patients,
has recently been tested by Gorman et al. (11). These, iInvestigators measured
the blood sugar in ten patients who met DSM 111 criteria for panic disorder or
agoraphobia at the moment when panic was experienced b> the patient during an
infusion of O.Smolar sodium lactate under single blind conditions. They found
that, on the average, such patients had a fasting blood sugar of 98mg/dc and at
the moment of panic it was 94mg/dc. None of these patients had serum glucose
levels even close to hypoglycemic levels. These findings demonstrate that hypo-
glycemia 1is not a necessary condition for panic attacks, but do not, of course,
prove that hypoglycemia may not cause panic attacks. To determine the latter, it
may be necessary to experimentally lower blood sugar iIn such patients by an
insulin tolerance test and then determine whether it triggers panic and whether
the blood sugar levels correlate well with the onset of panic. It is also now
possible for patients who suspect that they have hypoglycemia related to panic,
or to any other clinical symptoms to screen themselves at home by collecting
capillary blood on impregnated filter paper. They can measure the blood sugar
levels themselves or send it to a laboratory for analysis (120). in either type

of experiment, a close correlation between clinical symptoms and blood sugar
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values must be found in order to designate hypoglycemia as a proximate cause of
the symptoms. It seems likely that such research will be conducted in the near
future.

In summary, there is little evidence from carefully conducted research to
support the concept that reactive hypoglycemia is a common condition and that it
is causally related to psychiatric or behavioral disorders. Nonetheless, some
professionals and patients are convinced a priori that emotional illness and in-
appropriate behavior is caused by postprandial or relative hypoglycemia which
follows a high dietary intake of carbohydrates. Individuals who choose to believe
this may alter their diets to diminish intake of simple sugars and to increase
protein and complex carbohydrates with little danger or expense. But, the
translation of hypoglycemic mythology into dietary regulation on a mass scale in

t
schools or prisons is not justified".
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Orthomolecular Psychiatry

"Psychiatry seems unusually vulnerable tc almost any
- Tfad which happens to drift into its amoeboid maw."
(Osmond, 1982)
The theory, practice, and clinical value of megavitamin therapy and orthomolecula

psychiatry has been the subject of debate for almost twenty years. An American

Psychiatric Association Task Force reviewed the evidence thoroughly in 1973 and was

very critical ( 124 )- Orthomolecular psychiatrists responded (125 )> calling
the Task Force Report biased, unfair, and full of errors. Pauling ( 126 ) was also
critical. His criticisms were answered by Klein (127 ) and Wyatt (128 )-

A book Orthomolecular Psychiatry: Treatment of Schizophrenia which details their
theory and practice was published in 1973 ( 129 )- A detailed update of the APA
Task Force critique which included a review of the role of the water soluble vitamins
in the nervous system was published in 1979 ( 130 )- The present chapter summarizes

some older reviews of this subject and adds material published since that time.

Orthomolecular Theory

The term "megavitamin therapy'” was coined in the early 1950s to describe a
treatment for acute schizophrenia that employed doses of vitamin (nicotinic acid
or nicotinamide) 1in the dose range of 3-30 grams daily. The theoretical basis for
this treatment was initially pharmacological, not nutritional. The originators
of megavitamin therapy attributed the pathogenesis of schizophrenia to the endogenous
formation of adrenochrome and adrenolutein whichare hallucinogenic condensation
products of oxidized adrenaline. Adrenaline is formed by methylation of noradrenaline
and iIn schizophrenia the formation was thought to be excessive, heseproducts caused
ceptual distortions which were the primary causes of schizophrenia. The perceptual

defects could be detected and quantified by a psychological card sorting test called

Hoffer-Osmond Diagnostic Test (
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They see schizophrenia as primarily a per-
ceptual disorder. For example, Hawkins, co-editor of the book Orthomolecular
Psychiatry (129,p627) says, 'Clinically, the illness begins as altered subjective
experiences associated with changes in perception and these may or may not in time
result in the observable changes upon which a diagnosis or schizophrenia has
hitherto been based .... At this stage of the illness, the diagnosis may be made by

interviewing techniques focused on detection of these subjective changes.

The perceptual changes may also be detected by objective measures such as the HOD
and Hil tests which parallel changes in the severity of the illness. The stage
of the illness may be called metabolic disperception. It precedes the appearance
of overt clinical schizophrenia — the signs and symptoms of schizophrenia are
secondary to the perceptual disorders and these in turn precede the tertiary
impairments in social functioning.” Hawkins then presents evidence to support
the proposition that all of the manifestations of schizoohrenia can be produced
by perceptual changes alone. The HOD score is described by him as being more
accurate than the usual clinical criteria in evaluating the degree of the patient”s
illness and response to treatment. He say (°29,p617J, "The majority of patients
that we see with schizophrenia are not overtly psychotic. Although schizophrenia
is technically classified as a psychosis, the development of irrationality indicates
an advanced degree of the state of the illness. We, therefore, view schizophrenia
as a disease process which is capable of producing psychosis.” He continues (129,p60
"The HOD test consists of 145 true-false questions, read and answered by the patient
which are designed to measure visual, auditory, olfactory, touch, taste, and
time perception as well as thought and mood disturbances. Underlying this work
is the assumption now supported by substantial experimental evidence that there
is a genetic predisposition in schizophrenics which under certain conditions
leads to errors in metabolism resulting in the formation of chemicals that may
minter“ere with the function of the central nervous system which is responsible
for maintaining perceptual abilities.”
Keln (129,p327-3a2) defines metabolic disperception as 'people wno suffer frcm

varying degrees of abnormal perception, with corresoonding changes in thought, mood
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and behavior who respond favorably to megavitamin and allied therapy if treated
before irreversible damage has developed.”™ Subclinical pellagta is defined as
""a deficiency syndrome characterized by the presence of perceptual changes affecting
any or all of the five senses associated with neurasthenia. The HOD and related
tests can measure the degree of perceptual abnormality and changes in thought and
mood . "'

Hawkins (129,p620) continues'For routine use, the HOD test. . . .is the most
useful test, not only to confirm the diagnosis, but also to determine the degree
of illness and to monitor the response to treatment. Beneficial measures are
followed by a reduction of the HOD score and deleterious measures or an increase
in the illness are followed by an increase. It can be administered and scored by
anyone in the offi® a. Shock treatment brings the most rapid reduction in the HOD
score, the phenothiazines will also lower the score considerably, but usually not
to within normal range. The patient can take the test retroactively; that is,
he can answer the question according to how he felt when most ill or at any specified
time in the past.”

Hoffer remains committed to nicotinic acid deficiency as the primary cause of
Sf schizophrenia,, which he sees as cerebral pellagra. He says (129,p2S0), "If all
the vitamin were removed from our food, everyone would become psychotic within
1 year. This pandemic psychosis would resemble pellagra and it would resemble
schizophrenia. It could not be called pellagra, because none of the antecedents
of that disease would exist."1

"Schizophrenia and pellagra are not identical since they require different
quanitities of vitamin B*. Most symptoms of pellagra are alleviated by doses of
vitamin B™ below 1 gram/day, but a small proportion may need many times as much.
Most schizophrenia respond to 3 to 6 grams, but a small proportion may require-

more than 20 grams per day" (129,p251).



But, Hoffer also believes in the use of ECT in the treatment of schizophrenics
who do not respond to megavitamins. Commenting on the failure of others to confirm
megavitamin therapy, he says (129,p206), "Several experiments are underway, but
they are testing only 1 part of the program. For example, they do not use ECT.

It is, therefore, necessary to reiterate that the megavitamin program is not one
which can be completed in a single month or six months or a year. Time alone is

no criterion. One starts with the simplest therapy that is chemotherapy alone using
megavitamin doses plus all the other chemotherapies available to psychiatry as in-
dicated iIn each case. The patients who recover are maintained on the program in
order to keep them well. Patients who do not recover within 3 months are then

given a series of ECT in addition to the chemothefapy- They may require a second

or even a third series. With any acute series, using ECT if there is insufficient
improvement within three months of beginning chemotherapy, one can expect a re-
covery rate of over 90£ within one year and improvement in the other I0ii."

He also says (129,p559), "All patients were treated with phenothiazines,
megavitamins, accessory symptomatic medication, group therapy and all the other
usual adjunctive measures. The exception was that 35 patients received ECT and
55 served as controls. When the results were tabulated and graphed, the very
significant effect of ECT was observable. This was most marked in the younger

age grcuos."
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To prevent or treat schizophrenia, it was thous
necessary to reduce adrenaline formation.eSince adrenaline was formed by methylation
of-no, adrenaline, a means to diminish methylation was sougnt.

When nicotinic acid or nicotinamide are administered in large doses n-methyl-
nicotinamide is formed and is rapidly excreted; hence, both compounds are methyl
acceptors. Since they are relatively non-toxic in large doses, they were chesen
as competitive inhibitors of the methylation of noradrenaline. It is worth
emphasizing that they were not chosen as nutrients; indeed, iIn a 1957 publication
advocating the use nicotinic acid in the treatment of schizophrenia, Hoffer et al.
( 121 ) speculated about the mechanism of therapeutic action of nicotinic acid.
They chose as the most likely mechanism the ability of nicotinic acid to be a methyl
acceptor which v/ould reduce the formation of the endogenous hallucinogen adreno-
chrcme.” They rejected its role as a vitamin, saying, ''psychosis (sic) association
with pellagra does iIn many ways resemble the schizophrenic psychosis except that e
it contains qualities of toxic confusion. However, the incidence of avitaminosis
among schizophrenic persons is no greater than among the general population. Doses
adequate to treat any unknown deficiency are without affect on schizophrenia; It
may, therefore, be concluded that this factor is unimportant.”™ (131 )

In 1963, Pauling (132 ) published a theoretical paper in which he suggested
that some forms of mental illness might be due to deficiencies iIn essential
nutrients occurring iIn susceptible individuals eating an ordinarily adequate diet.
Man®s genetic heterogeneity leads to biochemical individuality with large
variations iIn the need for essential nutrients, especially vitamins ( 132 )-

The brain might differ from other organs in its nutritional requirements sc tnat

localized cerebral deficiency could occur. Pauling named his concept "ortho-

molecular psychiatry” and he defined it as '"the treatment of mental disease by-the
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provision of the optimum molecular environment for the mind, especially the optimum
concentration of substances normally present in the human body." With tha publication
of this interesting theoretical paper, clinicians who had been practicing megavitamin
therapy quickly adopted Pauling®s concept and claimed that w.iat they had been
practicing from 1952 to 1963 was, indeed, orthomolecular psychiatry. This conceptual
shift from the transmethylation hypothesis in which nicotinic acid was a pharmacologic
methyl acceptor to a nutritional hypothesis in which schizophrenia was cerebral
pellagra treatable by nicotinic acid functioning as a true vitamin was acccmpanied

by the formation of an Academy of Orthomolecular Psychiatry and a name change of
their journal from the Journal of Schizophrenia to the Journal of Orthomolecular
Psychiatry. With this shift in theory, many other vitamins and hormones were

added to their therapeutic armamentarium. The scope of the conditions which orthc-
molecular psychiatrists treat has also been expanded to include autism, hyperkinesis,
depression, anxiety, alcoholism, drug addiction, delinquency, etc. Their current
practice is perhaps best described by Hawkins- "Clinicians practicing orthomolecular
psychiatry are using a combination approach which varies from patient to patient
depending upon the biochemical peculiarities of a given case and which often iIn-
eludes high doses of niacin or niacinamide, ascorbic acid, pyridoxine, vitamin E,
thyroid, vitamin hypoglycemic diets, cereal free diets, daily physical exercise,
lithium, tie phenothiazines, and also the commonly used tranquilizers and anti-
depressants. " ( 133 )- Electroconvulsive shock therapy is still frequently

used (125 )- The current theory is expressed by Hoffer (134 ), "There 1is

a simple message: The most important treatment for psychosis is nutritional. Other
treatments which are considered THE treatment by the American Psychiatric Association

are merely pal liative."
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The change iIn the theory of schizophrenic pathogenesis from excessive trans-
methylation to nutritional deficiency broadened the therapeutic ingredients of
orthomolecular practice greatly. With the first theory, there was a pharmacological
need for nicotinic acid as a methyl acceptor and-no special needs for other vitamins
and nutrients. With the nutritional theory there is room for the addition of many
other micronutrients to the therapeutic program. In current practice, many
nutrients are added in megadoses simultaneously. Nonetheless, nicotinic acid
seems to be always included in the therapeutic cocktail for schizophrenia and
this is because that illness continues to be looked at as cerebral pellagra.

Hoffer says, "It is clear that there are no clinical grounds for separating the
two diseases. A distinction is artificial™. He also says,
'schizophrenia is a vitamin B3 dependent condition or an NAD deficiency disease"
(- 135 )- Nonetheless, other water soluble vitamins and minerals are also used
in megaquantities.

The concept of reactive hypoglycemia and of food or environmental allergy as
causative agents in many types of ment?! illness and behavioral disorders has also
been adopted ( 136 )- Orthomolecular psychiatrists who originally rejected
psychotropic drugs as unnecessary poisons imposed on the medical profession and
patients by heavy industrial advertising iIs now accepted as sometimes useful
adjunctive therapy. Characteristic of orthomolecular psychiatry is the absence
of psychological or social causes for mental illness or aberrent behavior. Nor
is there any admission of a useful role for psychological treatment, although
halfway houses and self help groups are used.

The transmethylation hypothesis is testable and has been tested by rany

investigators over the past 20 years. No evidence of any excess transmethylation
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has been found If anything, there may be diminished transmethylation
(137,143 ). There 1is also neither clinical nor laboratory evidence for a metabc ic
defect similar to that found in pellagra in any of the schizophrenias. This

subject was thoroughly reviewed a decade ago in the APA Task Force Report (124 )}
and no evidence to the contrary has appeared since that time.

The Pauling statement that there is an optimum molecular environment for the
neurons in the brain is probably true, but it is not testable, because optimum,
especially for any single individual, cannot be defined nor determined. It is like
saying that there should be an optimum income, education, and degree of health and
freedom for every citizen. There would be enormous arguments by people of different
political persuasions about the meaning of the term. Pauling noted that optimum
intake of phenylalanine should be very low for the patient with phenylketonuria.

But, iIn general he tended to view optimum as very much larger than the RDA. He
suggested that genetic variance in the transport of vitamins across the blood

brain barrier might, in selected individuals, result in a cerebral avitaminosis
despite normal blood and other tissue levels of these nutrients. He also felt

that the protein apoenzymes for which vitamins or gheir derivatives functio:. as
coenzymes might be genetically defective so that much higher concentrations of
coenzymes were necessary in order for the en:vmes to function. He stated that

""the so-called gene for schizophrenia may itself be a gene that leads tn a localized
cerebral deficiency in one or more vital substances”™ (126,132)-

Roger Williams ( 138 » more than 30 years ago, had presentedevidence for
a degree of variability within a species Which he called biochemical individuality that
might account for differences iIn nutritional requirements. Pauling®s hypothesis was
an elaboration of Williams®™ thesis. Williams®™ thesis is also not

arguable 1in principle, but the quantitative aspects
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need empirical testing. We all readily accept biochemical individuality for

things like height, weight, hemoglobin, intelligence, c.'oric needsmetabclic

rate, etc., but generally speaking, such variability is seldom more than 15!$ ,
Orthomolecular theory suggests that differences in vitamin requirements

might be as great as several thousand percent. Some evidence has been found in
rare genetic diseases to support this. There are about 25 known genetic ''vitamin-
responsive in-born errors of metabolism'”(139). > These disorders are genetic
autosomal recessives and are so rare that a total of less than 1,000 cases have
been described in the world literature. All of _he water soluble B vitamins except
niacin and riboflavin have been implicated. Vitamin dependency illnesses are
characterized by an increase in the requirement for a specific vitamin that ranges
from 10 to several hundred times the RDA. This iIs because they have mutant
apoenzymes which require high concentrations of cofactor to function. Vitamin
dependency illnesses are manifest at birth or in early childhood and they are
generally associated with mental retardation as well as with multiple somatic
disorders ranging from convulsions to severe anemias. Patients with these illnesses
show demonstrable abnormalities in circulating amino acids or other metabolites..
Unless they are treated with megadoses of the appropriate vitamin early in life -
such patients show retardation in growth and development and usually die in childhood.
Orthomolecular psychiatrists apparently believe that the large differences in
nutritional needs which occur in the rare genetic vitamin dependency illnesses are
common in"psychiatric patients of all types. Hoffer, for example, believes that
schizophrenia is a vitamin dependent condition or an NAD deficiency disease

( 135 ). Since schizophrenia fails to meet the many other criteria established
for the definition of autosomal recessive genetic diseases, it becomes necessary

for him to postulate that the vitamin dependency characteristic is localized tc..



51

There is another genetic variant less severe than the vitamin dependency
illnesses which Blass®"calls "vitamin insufficiency illness" (140 )- This
occurs in that small fraction of alcoholics who develop Wernicke-Korsakoff syndrome.
Such patients are apparently able to grow normally to adulthood on ordinary da.ily
requirements of thiamine and an average diet, but under the unusual circumstances of
heavy alcohol consumption when the vitamin intake diminishes and the vitamin re-
quirement may increase, the syndrome develops. This condition can be detected
by measurement of a thiamine dependent protein apoenzyme called transketolase which
in Wernicke patients requires a much higher concentration of thiamine pyrophosphate
in order to function adequately. Folkers et al. ( 141 ) have reported that
patients with carpal tunnel syndrome may also have a vitamin insufficiency syndrome
because their erythrocyte glutamate oxaloacetate transaminase (FGOT) is unsaturated
at normal dietary levels of pyridoxine. At megadoses the er.zyme becomes saturated
and new enzyme synthesis is induced. Of interest to psychiatry has been the report
of Rimland et al. ( 142 ) who recently found that massive doses of pyridoxine
could improve the symptoms of about 30% of autistic children and that in such
children pyridoxine causes a drop iIn the urinary excretion of homovanillic acid,

a major metabolite of dopamine. It is, therefore, possible that a subgroup of
autistic children may have a vitamin Bg insufficiency illness. Detection of this
particular subgroup can thus far not be made clinically or biochemically. Moreover,
even though some iImprovement occurs when these children are given pyridoxine, they
are still very far from being psychologically well.

The possibility that schizophrenia or even a significant subgroup of the
schizophrenias is a vitamin dependency illness must be considered very remote. They

have multiple somatic abnormalities which have not been found iIn schizophrenics.
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They are generally mentally retarded and they have distinct biochemical abnormalities
in the blood or urine which are detectable at birth or in early infancy. They
respond quickly and dramatically to large doses of the single vitamin required to

remedy their genetic metabolic abnormality. Schizophrenia fails to meet any of

these criteria.
Is schizophrenia a vitamin insufficiency illness which resembles the Wernicke-
Korsakoff syndrome? Again, it is very unlikely. A vitamin dependent specific

enzyme defect has not been found, nor is there any evidence of a metabolic amr>"— »l ity.



Recent Studies:

Seme literature has appeared in the last several years dealing with megavitamin
therapy and orthomolecular princples in autism, learning disability and mental re-
tardation. Rimland et al. conducted a double blind crossover study of the effects
of high doses of vitamin on autistic children ( 142 )- LelLord has studied
the effects of high doses of vitamin Bg and magnesium on autistic children (145 )]
Both groups have reported positive findings. The results suggest that in a hetero-
geneous illness like autism there may be a subgroup that responds to this treat-
ment. The degree of response is modest but statistically significant.

Jfershner and Hawke ( -146 <) studied the efficacy of adding megavitamins
to a diet low iIn carbohydrates high iIn protein with 20 learning disabled children
who carried diagnoses of hyperactivity, minimal brain dysfunctions, or both. After
a double blind six month period of treatment, the addition of megavitamins failed

t
to produce any significant improvement when compared to the diet alone on a variety
of intellectual, school achievement, perceptual, and behavioral measures. The
efficacy of the diet alone could not be assessed because no dietary control group
was employed. The parents of 13 of these children reported improvement in their
children on this diet regardless of whether megavitamins or placebo were added.
As the authors cautiously point out, this may reflect parent enthusiasm and/or
the child"s maturation rather than dietary effects.

In 1931, Harrell et al. ( 147 ) reported the results of a study in which
16 children (age range 5-15) with either Down"s syndrome or unclassified mental
retardation (1Q 17-70) received either placebo or a supplement containing 11 vitamins
and 3 minerals for o four month period. All subjects were also placed on diets
which restricted the intake of "sugary foods and soft drinks™ and encouraged ccn-
sumoticn of fruits and milk. All but one of the subjects were also given thyroid

hormone because of low morning axial temceratures. At the end of four months, -
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the children were evaluated by 2 of 7 psychologists who did not all use the same
IQ testing instruments. One of the psychologists, the principle investigator,
was not blind to the conditions of the experiment. During the Ffirst four months
of treatment, the five children who received supplemental vitamins increased their
average I1Q by 5-9.5 points and the 11 subjects on placebo showed negligible change.
In a second phase of the experiment, all 16 of the subjects received vitamin
supplements and the 11 subjects who had been on placeoo in the first phase showed
an average IQ increase of 10 points. The Harrell study has received considerable
attention because of the implications of its conclusions. However, it has also
received much criticism because of the weakness c, its design and methodology.
Coburn et al. (157) carried out a replication study using mentally retarded
young adults. This experiment was conducted entirely®on a double blind basis with
a uniform IQ testing procedure. None of the subjects, including ."so= on the
Harrell supplementation, showed any improvement in performance on the Stanford Binet®
test at 10 and 20 weeks. Admittedly, the Coburn study examined mentally retarded
patients who were older than those studied by Harrell et al. Possibly, improvement
in 1Q may be limited to very young subjects. However, given the methodological
weaknesses in the Harrell study and the absence of confirmatory replication studies
at this point, there iIs reason to skeptical. Replication studies are required for

both professional responsbility and iIn the public interest.
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Conclusion:
4

The history of medicine clearly shows that theory and practice are often
dissociated. Regardless of the weaknesses of orthomolecular theory, the question
may be asked, Does it work? The APA Task Force addressed this question
by translating the hypotheses into testable questions. In doing so, they foccused
only on the testing of the value of nicotinic acid iIn the treatment of schizophrenia.
It was felt that this was justified because nicotinic acid was the cornerstone
of megavitamin and, later on, orthomolecular theory and because the original
publications for therapeutic efficacy used only this vitamin. The results of
studies by many investigators who did double blind controlled studies are given
in detail by the Task Force Report ( 124 }. The results were negative. Nicotinic
acid as the sole medication for newly admitted schizophrenics was no better than an
inactive placebo. As an adjuvant medication to phenotrnazines it was worse
and increased the duration of hospital stay and the amount of neuroleptic required.
For chronic patients receiving neuroleptics, it was also worse than placebo. The
Task Force was critical of the use of the Hoffer-Osmond card sorting test for

t
perceptual difficulties which was the primary instrument for diagnosing schizophrenia
and for measuring change with rnegavitamin therapy.

Since the publication of the APA Task Force Report in 1973, many other
professional, academic organizations have reviewed the field of orthomolecular
psycniatry and have arrived at similar conclusions. The Royal Australian and
New Zealand College of Psychiatrists concluded that orthomolecular medicine has
no status in the practice of medicine or psychiatry. Its clinical role 1is
unproven and the pathology tests cannot be justified for the rational practice

of internal medicine or psychiatry". The Canadian Mental Health

Association collaborative study indepnde.ntly investigated some of the underlying”
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hypotheses supporting orthomolecular psychiatry and obtained negative results.
The American Academy of Pediatrics®™ Committee on Nutrition, looking specifically at
the published evidence on megavitamn therapy for childhood psychoses and learning dis-
abilities, concluded that umnegavitamin therapy as a treatment for learning disabilities
psychoses in children including autism is not justified on the basis of documented
clinical results” <( 144 ),

The reply of Hoffer and Osmond to the APA Task Force Report was published in
1376 by the Canadian Schizphrenia Foundation of which Hoffer is President ( 125 ).
The authors are careful t- say that it does not necessarily represent the opinion
of the Directors nor all v the members o* the Foundation. It is 121 pages long;
more than twice as long as the Task Force Report. Tie interested reader should
examine it carefully.

Hoffer and Osmond (125 ) state that the Task Force Report and the
data upon which it was based were grossly unfair and biased. They have many
objections: (1) Fixed doses of nicotinic acid at 3 grams/day were used; some patients
require 20 to 30 grams; (2) Orthomolecular claims were"for acute schizophrenics;
the so-called attempts at replication employed chronic schizophrenics; () Mega-
vitamin practitioners use ECT as an adjuvant when necessary; it was not used in
the replication experiments, which they feel should not be called “replication®;
(@ The double blind trials which counted heavily iIn the Task Force judgment were
unnecessary and restrictive. Criticism of megavitamin therapy research which failed
to do control studies is unfair becuase it is unethical for practitioners to with-
hold treatment which they know is effective;(5) The Task Force Report based its
judgment solely on research on vitamin megavitamin therapy has evolved to a
much more complex therapeutic program wnich”™now uses other vitamins, minerals,

psychotropic drugs, hormones, and other procedures; (6) The NAD experiments were
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were done with a preparation which was not enterically coated. Hoffer had the megavi
used with specially coated tablets which resisted digestive enzymes; (7) The
Task Force selected from the literature all negative reports and did not adequately
weigh the confirmatory reports.

At a more political level, Hoffer and Osmond feel the report isbiased because
(» Dr. Lipton, the Chairman, was an avowed opponent, (2) at least two of the other
members were opponents for different reasons, (3) no orthomolecular practitioners
were on the Task Force, (4) The Task Force usedpejorative .adjectives indescribing

the work of the megavitamin therapists.
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Most of the work of the orthomolecular psychiatrists is printed in their
Journal of Orthomolecular Psychiatry, which is published quarterly by the Academy
of Orthomolecular Psychiatry and the Canadian Schizophrenia Foundation. The Journal
averages about 75 pages iIn each issue. It is not indexed iIn many major citation
services, such as Index Medicus, and few medical school or university libraries

in this country subscribe to it. - -

In a one year period

(4th quarter 1931 to 4th quarts.” 1932), half of the full length articles were
essays or reviews (15) with an additional 3 editorials, 5 case reports, 14 paces of
Letters to the Editor, and 3 pages of book reviews. Only 10 articles presented
data, and the vast majority of these were so flawed iIn methodology and so confused

and confusing in purpose so as to prohibit labeling them as scientific reports.



The essays and reviews cover such topics as "Principles of Bio-Ecologic

Medicine', "Towards the Orthomolecular Environment' ["Ue have seen how the migration

of our species into space may bring us into tne environment that most closely

approximates the optimum for human beings, the ortho-environment. . ase)1*

"Allergies and Schizophrenia', and *Sticma and Mental IllIness: Theory versus Reality.1l

Several of the {.apers and Letters to the Editor make imaginative and, perhaps,

correct statements. For example, we are told that Lactobacillus Casei in the



60

human gut serves as an antidepressant and mild euphoriant since their cell

walls contain phenyl ethyl amine™ ( 150 ). The use of mercury amalgams for
filling teeth may result in chronic mercury poisoning (151 ). Manganese and r
nicotinic acid supplementation prevents tardive dyskinesia in patients receiving
neuroleptics ( 152 ). Nearly 100,000 schizophrenic patients ha."> been treated
in the past 20 years. There is no doubt in the mind of every physician who has
used these vitamins as part of a sophisticated treatment approach that it is

remarkably beneficial ( 153 ). But data are seldom given, at most there will be

an anecdotal case reoort.

The orthomolecular psychiatry may be
called a belief system or subculture- It is not cautious

and self correcting as a science should be.
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It should be apparent that few, if any. research psychiatrists
would agree with the orthomolecular definition of psychiatric disorders., their concc
its pathogenesis, and the psychological instruments they use to measure its severity
or 1its change with treatment. Given these vast differences, it iIs easy to understar.
why systematic attempts using research criteria to replicate their work invariably
fail.

Orthomolecular psychiatrists say that clinical experience is enough to validate
their procedures and that controlled blind studies are unethical. There may be
other reasons, such as orthomolecular psychiatrists who are mainly in pr*

practice. Only a-few hold academic or research positions.
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research in relation to psychiatry continues it a steady, if not spectacular pac

The pharmacological use of nutrients as iIn precursor therapy shows considerable

premise. The special nutritional requirements of the early fetus and of geriatr

patients are receiving constant a;tention and it seems very likely that these

will be better understood and treated.
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Senate Bill No. 346
"An Act relating to the treatment of mentally ill persons.”

In October, 1981, Chapter 84, SLA 1981 became effective. This act
completely revised Alaska®s involuntary commitment laws for mentally ill
persons that required involuntary hospitalization or treatment. Upon its
effective date, there was considerable concern that the Act was procedu?
raTXi. cumbersome/which would require that an excessive amount of pro-
fessional treatment staff time be consumed in Tfilling out forms, testr
ifying in court, and other non-treatment related activities. While the
Act has proven workable and involuntary commitment of the mentally ill
have continued to occur, there are a number of areas iIn the Act that have
proven repeatedly troublesome since its effective date. Senate Bill 346
is an attempt to amend some of those troublesome provisions that have
tended to inhibit or hamper the treatment of the involuntarily committed
mentally ill patient.

The majority of the amendments that are proposed in Senate Bill 346
are technical rather than substantive in nature, a number of the amend-
ments are intended to change the Act in a way that is seen by many as
improving its effectiveness. These amendments that are considered to .
require_clarification are discussed below.:

Fag"e~Tr 5ection 1, Line 20;

During the period of time the Act has been iIn effect, many areas
have applied literal iInterpretation to the requirement that 'every'/
opportunity be afforded to respondents to accept voluntary treatment.
The result has been instances in which a prospective involuntary patient
has repeatedly refused to accept voluntary treatment until the court
hearing 1is actually 1iIn progress or about to begin and then suddenly
decides he will accept voluntary treatment. The court proceedings cease
and the petition for commitment is dismissed. If, prior to arrival to
APl for involuntary admission, the patient changes his mind ana again
refuses voluntary treatment (as his been the case), the entire invo-
luntary commitment process must be started anew.

This has been cause for considerable concern and ,confusion. The
amendment offered would change 'every'" opportunity to ‘'reasonable”,
opportunity to accept voluntary treatment. This would allow for some
discretion in its interpretation. Thus, if a patient repeatedly refused
voluntary treatment, the commitment process would proceedeven if the
patient requested voluntary treatment at a later time. This would
insure that treatment would be possible and the expensive commitment
process would not have to be repeated unnecessarily.

Paae 2, Section 2. Line 71

Under the Act, the age of majority* for purposes of accepting or
rejecting voluntary treatment without the consent of a parent or guardian
was set at 14 years old. This has created a number of difficulties
especially for those children between the ages of 14 and 18 years of age.
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For example, a 14 year old child could present himself et APl and
request admission without the knowledge or approval of the parent or
guardian. As A.S. 47.30.845 (Confidential Records) does not give the
hospital the authority to release any e"nformation to the Darents or
guardians of a person 14 years of age or older without the permission of
the patient, it mayntnrbe legal for us to. tel]...parents or guardians the*
whO: _eabout3for condition-of- their child;.

Also, a 14 year old child that would benefit from evaluation or
treatment at APl but does not meet involuntary civil commitment standards
may not Be admitted at the request of the parents or guardian unless the
chi-1d voluntarily agrees to accept treatment” Thus, some mentally ill
children may not receive necessary mental health care and treatment even
though their parents or guardian attempt tc provide these services for
them. In cases such as this, it becomes even more ludicrous if the
Division of Family and Youth Services attempts to file a petition to have
the court find the youth as a child in need of aid by alleging that the
child"s medical needs are being neglected. If the parents or guardian
sought voluntary hospitalization of the child that is l4years old but
the child refused treatment, then parental neglect,whichwould support a
finding of a child iIn need of aid status, iIs not possible.

The amendment proposed would change the age of majority under this
section from 14 to 18 years of age. This would be consistent with other,
"suTtute|XEhat govern the care” of"treatment of these children .ad
adolescents as well as corract these legal anomalies.

Page"S, Section 5, Line 12 ¥

Jjvis would increase the periodof time for voluntary hospitalization;
Q-L&"mihor by 9 days (from 21 to 30 days). This additional time will
increase the ability of the hospital to provide a more thorough and
comprehensive evaluation and treatment program for mentally ill children-,

Fage~3;"'5"e(-tio~n5, Line 22-23,

This language would broaden the circumstances under which a minor
may be accepted for admission at the hospital ir the professional person
in charge believes that hospitalization 1is necessary on a voluntary
basis. This added provision could prove very helpful in addressing the
treatment need? of mentally ill children and adolescents who are at risk

further deterioration and need hospitalization. Under the existing
statutes, unless improvement in their condition can be reasonably ex-
pected, admission may not be possible. We believe this added provision
will prove helpful in providing necessary care and treatment for this
group of patients.
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Page 4 Section 6, Lines 6-26

The addition of chis language provides needed clarification regard-
ing the circumstances and procedures for releasing or retaining mentally
i "TTHMnors -with or without the consent of the parent or guardian. It is
especially pertinent as there have been occasions when the safety of the
child or others was questionable and the child was not committable but
the parents or guardian have demanded immediate release of the child.
This amendment will make it possible to insure the safety of all con-
cerned prior to release of the minor.

Page5, Section 7, Line 3 m

Ey granting mental health professionals the authority to take
mentally ill Persons into custody under an emergency situation and
deliver them to an evaluation facility, a number of problems will be
alleviated. Under the existing statutes, iIf a physician in an emergency
room examines an individual that iIs brought to the hospital by relatives
or friends, and the patient is clearly mentally ill and is iIn need of
immediate hospitalization, the physician may have to call the police in
order to have a peace officer take thepatient into custody and sign an
application for the patient®s examination. Thissituation mayoccur in
any hospital iIn Alaska including API.

Under the proposed amendment, the physician or any other health care
professional that is “deluded in the definition of a mental health
professional under A.S. 47.30.915(11), can sign the application for
examination under A.S. 47.30.705 and have the patient held iIn custody
pendina completion of the exam and receipt of an ex part order.

Page 5, Section 7, Lines 9-12

As written, this proposed amendment, if strictly interpreted, could
tend to“prohibit’“Yhe“completion of examination or evaluations of patients
that were detained in jails or correctional centers even if qualified
evaluation personal were available. We certainly agree in principle that
jails and correctional centers should not be used to hold the non-
criminal, mentally ill; however, in practice, we have found that under
certain exceptional circumstances, a jail or correctional center may be
the only facility available to detain the pacient at the local level for
purposes of evaluation and insure the safety of the patient and the
community.

It has been our expe.ience that the utilization of there types of
facilities iIs neither widespread nor indiscriminate and is used only on &
very~“short-term basis. Nevertheless, when it 1S necessary to house
patients in jails or correctional centers, we proceed with the exa-
mination, evaluation, and involuntary commitment process when the ne-
cessary resources are locally available. The time spent by these
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patients under- these circumstances is then counted for purposes of the 24
hour and 72 hour time limit that is required for examinations and
evaluations to occur by mental health professionals. This tends to
insure that patients are not detained longer than necessary and treat-
ment, If indicated, can commence iImmediately.

Consequently, .wTTecommend that this-amendment be deleted and that
the existing language in A.S. 47.30.705 on lines 12-15 (in brackets)*
should be retained.

Page 5, Section 7, Line 24

This amendment would change the oeriod of time for the Ffirst in-
voluntary commitment from 21 to 30 days and is repeated throughout Senate
Bill 346. The additional 9 days would tend to reduce the administrative.
workToad of our treatment staff while having little or no effect on the
period of time patients are actually involuntarily hospitalized.

Rather than interrupt treatment on the 21st day in order to undergo
the 90-day commitment process, treatment could continue for an additional
9 days if necessary. This would allow medications and other forms of
therapy an additional period of time to stabilize the patient, possibly
resulting in a discharge of the patient between the 21st and 30th day.

Page'9, "Section 10, Lines 17-19

This amendment is designed to insure that a less formal courtroom
atmosphere 1is possible during the involuntary civil commitment process.
This should make the commitment proceedings less painful and frightening
to the mentally ill respondent.

Page 9, Section 10, Lines 27-28

The addition of this provision to allow a respondent to call his own
experts or other witnesses to testify on his behalf is not seen as
necessarily having an impact on the Division of Mental Health and Deve-

ental Disabilities unless the respondent decides to call experts from
__to testify on his behalf. Itmay, however, have a financial impact
on.the ATaska Court System if the respondent is indigent and the court
has to pay the expenses of the experts and other witnesses called by the
respondent on his behalf.

PagFTzZ, Section 13, Line 7

This amendment would change'the 120-day commitment to 180 days and
is repeated throughout the bill. This change will reduce the admin-
istrative and procedural requirements necessary Tfor the Ilong-term,
chronic mentally ill patients that require extended periods of in-
voluntary hospitalization.
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"Paae"13, Section 16, Lines 23-26

This additional requirement for notification of a patients family or
guardian as™v/ejl as any person known to been threatened by the patient of
his unauthorized absence from the treatment facility is supported by the
Division of Mental Health and Developmental Disabilities. We TfTeel that
this iIs an appropriate arid necessary measure in cases such as.this.

Pcae"14f Section 18, Lines 8-9

The addition of this language is seen as necessady and will correct
what appears to have been an oversight when the he Act was drafted. It
imply makes specific that computations of time for a patient being

evaluated rr a patient being detained for evaluation do not include
Saturdays. Sundays, legal hofidays, or transportation time and are not to
be included in the 72 or 48 hour time limitation prescribed by the Act.

Page 15, Section 19, Lines 6-7

This ados mental health professionals among those that may not be ,
heid civilly or criminally liable for detaining, and transporting a person,
under the Act. This amendment is consistent with this section of the
Act.

Page 1-5,"Section 20, Lines 15-17

This amendment wil I require that an adult designated by the
respondent must give iInTOTned"consent iIn cases iIn which the patient Iis
unable to give informed consent priorto certain treatmentsbeing author-
ized. We Teel this is an appropriate addition to the Act.

.Page 15; Section 21, Lines 28-29

This simply requires that an adult desianated by the patient must be
provided®a copy of the patient"s discharge plan. This 1is consistent with
A."S. 47.30.845 under tne existing statutes regarding confidential in-
formation.

Page™17y Section 24, Lines 6-8

This proposed amendment would cTaTify the circumstances under which
the hospital may release confidential information and records to law
enforcement agencies when they are concerned that a patient or ex-patient
may present as an iImminent danger to_the community. Under certain
circumstances, we feel it is iIn the best interests of the community and
the patient to take such action.
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Pace 17, Section 24, Line 13-

The addition of this language willinclude hospitals operated by the
federal government, such as the PHS facilities, for use as evaluation
"facilities for purposes of the Act. Under the existing statutes, these
facilities are not included in the definition of an evaluation facility
and some of these, federal facilities have not been able or willing to be
utilized iIn this capacity.

Paqe"TT, Section 24, Lines 21-25

This addition to the definition of a gravely disabled person will
significantly clarify and improve our position with respect to the
involuntary care and treatment ofthese patients. An additional period
of hospitalization may help prevent further deterioration of gravely
disabled persons in order to avoid or reduce the risk of further tragedy
and/or agony.

Page®18, Section 27. tine 1

This amendment offered in the bill will reduce the standard upon
which a potentially suicidal person may be taken into custody and -
involuntarily committed. It is our belief that this 1is both necessary
and appropriate given our current rate of death by suicide iIn Alaska.

Page' 18, Section 27, Lines 5-8

As iIn the previous section, this language will alter the standard .
Tor involuntary hospitalization of a person that may present as a danger
to ethers or to the property of others. This may allow some seriously
mentally ill persons to be involuntarily committed before they actually
harm another person or another person®c property.

"Page'18, Section 28, Lines 17-20

This simply requires that a psychologist or a psychological
associate must be trained specifically in clinical psychology in order to
be considered a mental health professional for purposes of screening,
examination, and evaluation under the Act.

Page®18, Section 28. Lines 22-24

This amendment is intendea to include in the definition of mental
health professionals those registered nurses, that have experience in
psychiatric nursing in a JCAH accredited psychiatric hospital for
purposes of screening, examination, and evaluation under the Act. This
is considered an appropriate addition to this definition.
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The Department of Health and Social Services generally supports the
amendments contained in Senate Bill 346 and endorses its passage with the

exceptions noted above.

Recommended
"-Philip stwpiro, r«nu.,
Director, Division of Mental
Health and Developmental
Disabilities
Date- / / W FV

Approved by:
Robert London Smith, Ph.D.

Commissioner

I /-*> /> <?L
Date:
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The Division of Mental Health and Developmental Disabilities does not
foresee any increase or decrease iIn expenditures as a result of the passage of
SB 346 at this time. The primary purpose of this bill is mainly directed at
reducing the procedural requirements of A.S. 47.30.655 - 47.30.915, changing the
age of majority from 14 to 18 years of age, changing the period of time for the
initial commitment from 21 to 30 days and the third period of commitment from
120 to 180 days, expanding the de"inition of peace officers to include mental

health professionals, and slightly relaxing the standards for commitment.

We do not believe that any of these proposed amendments will increase or de-
crease the number of mentally ill persons that will reauire hospitalization.
The amendments should, however, make it easier to commit the mentally ill which
should result in more professional staff time available to provide direct
Datierit care and treatment rather than excessive time being expended in the

commitment process.
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The Division of Mental Health and Developmental Disabilities does not
foresee any increase or decrease iIn expenditures as a result of the passage of
SB 346 at this time. The primary purpose of this bill is mainly directed at
reducing the procedural reouirements of A.S. 47.30.655 - 47.30.915, changing the

age of majority from 14 to 18 years of age, changing the period of time for the

nitial commitment from 21 to 30 days and the third period of commitment from
120 to 180 days, expanding the definition of peace officers to include mental

health professionals, and slightly relaxing the standards for commitment.

We do not believe that any of these proposed amendments will increase or de-
crease the number of mentally ill persons that will require hospitalization.
The amendments should, however, make it easier to commit the mentally ill which
should result in more professional staff time available to provide direct
patient care and treatment rather than excessive time being expended in tne

commitment process.
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MENTAL HEALTH CQMMTMINT LAW

Senate HESS 9/23/83

Attendance: Josephsa:, P. Moss. Sens. V. Fischer, P. Fischer, and Halford
excused.

018 Josephson convened meeting regarding mental health ccthnitment law
testimony.

093 Josephson: Our purpose today is to receive testimony on the
question of mental health comitment. | think our purpose would be better
served if those wishing to testify could talk to how you evaluate the existing
lav, what changes you would like to see, rather than to address any specific
work draft as a mark-up vehicle.

120 Sonya Benson, representing Representative Niilo Kopcnen: I don"t
have any specific testimony at this time.

129 Mrs. Ann Denardo, Family of Chronically 111 Victims, Fairbanks: Our
son is schizophrenic and housed at A.P.1. We"ve had a lot of experience of
with this conmitrent act and we find it to be burdensome, vague, and
emotional. We feel Tfamilies should have a great role iIn comitment
procedures. A broader criteria for comitment should be studied based on
ability to function with thought processes.

198 Denardo: Under paragraph 7, "gravely enabled®™ means a condition in
which a person is a result of mental illness. We would like to add “or is not
receiving such care in mental medical treatment as iIs necessary for health and
safety® or "a person who thought processes, perception of reality or judgment
iIs substantially impaired®.

230 Josephson: Has this language been used anywhere else?
273 Denardo: I"ve studied other acts from other states, and this

language comes from a combination of law In two or three other states. We
also suggest that a study be done of other commitment acts.

299 Denardo: Commitment procedures should be redefined, with a view to
creating a less adversarial situation and family. Court procedures are either
civil or criminal. Commitment comes under civil procedure. In civil

procedure, there has to be cross-examination and rules of evidence presented.
This puts family members in the position of testifying against their child. |
would like to suggest that the legislature study the possibility of another
procedure, not civil and not criminal, but a procedure just for mental
commitments.

335 Denardo: Mentally ill patients should receive better continuity of
care as they move from hospital to comunity. Cctnnitment  procedures should
reflect this need. We feel that the courts should be better apprised to the
mental health system and the whole problem of severe mental illness.



374 Josephson: What do families experience in Fairbanks, being far from
API? What happens as the family member enters the system?

389 Denardo: First of all, there, aren"t very many involuntary
ccranitments from Fairbanks because we do all we can to convince the patient
that they should go in on a voluntary admission. It"s emotionally easier
because the court procedures are skipped. We then have to pay for
transportation t A.P.1. | think this is a legislative oversight. When there
iIs an involuntary commitment, the patients airfare is paid to Anchorage. We
have asked for designated beds. We desperately need a psychiatric unit here
In Fairbanks. There are approximately 200 chronically mental ill people in
this area. We have no half-way houses or programs. The Community Mental
Health Center struggles along on a few dollars. They have a small day
treatment program, but it"s Insufficient for the needs of the community.

421 Denardo: Because of the high cost of travel, meals, hotel
accommodations, rent-a-cars, etc., 1 ih only able to visit my son once a
month. We feel that the most important part of treatment for the patient 1is
proximity to family and friends.

477 Denardo: Twenty years down the line, we will [look at the
neuroleptic medications as pharmaceutical labotomies. With this medication,
the patients are not cured. They are put into a medicated miasthma. They
can"t move. Patients say that the medication makes them feel unpleasant,
sick, and tired. My own son was taken off the medication because he couldn™t
get out of bed. TIliis is the condition in which he returns home.

530 Josephson:  For the schizophrenic, is It the only thing we have?

559 Denardo: There are no other therapies that professionals are using
at this point. At this time, more than 20Z of the patients don"t respond to
this medication. Some patients do come out of their psychotic state, but many
others fall iInto the pharmaceutical labotomies. Eventually, all patients
develop a nervous disorder, which is totally irreversable. In many cases, the
liver of the patient iIs ruined.

601 Josephson: Do you have any anxiety that the language, "a person
whose thought processes, perception of reality or judgment is substantially
impaired®, could be abused by conmiting people who are eccentric, etc.?

610 Denardo: No. The screening process is cumbersome and IS SO
comprehensive that | can™t see an eccentric person being conrartted.

621 Josephson:  Is your organization part of a national group?

629 Denardo: We are part of The National Alliance for the Mentally 111.
683 Denardo: There is inappropriate jailing of mental ill patients.

People having psyche;ic crisis are treated as criminals. Once they get into
the criminal system, it is quite hard for them to get out of it. They get on
probation, they get put into A.P.I. and know that when they are released, they
have to return to jail for breaking probation. They, iIn tum, have no
incentive to be released for A.P.L.



740 End of Side A. Turned to Side B

001 Cathleen Nixer, Nurse Manager, Psychiatric Inpatient Unit, Fairbanks
Memorial Hospital: Many of the problems we face with the nmtal health
system, is based on a premise that the mental health service delivery system
in Alaska is decentralised, when iIn fact, it is not. When the Mental Health
Law was passed in 1981, there was only one in-patient treatment facility in
the state, A.P.1. Today, there still remains only one designated in-patient
treatment facility iIn the state.

103 Nixer: The easiest ray for a centally illperson to receive
treatment would be through che conmitment process. They at least receilve care
why the legal process is talcing place. It's sort of a Catch-22 situation,
since we encourage people to accept voluntary treatment, yet we provide no
funding for this treatment.

210 Moss: What is the average number of patients in the Fairbanks
facility?

216 Nixer: Our average daily count runs around 7to 8 patients. We
have an 11 bed in-patient unit, with a proposal for 1985 for 17 beds.

270 Josephson:  What is the longest patient stay youTveexperienced?

274 Nixer: Approximately 30 days.

305 Moss: Will the 17 beds be additional beds?

308 Nixer: Yes.

318 Moss: Are you receiving any federal funding?

326 Nixer:  Sometimes patients are eligible for thestandard medicaid

prograns. We would like to see patients who may voluntarily elect to seek
their treatment after a ccmnitment process in Fairbanks, which is close to
their home.

458 Maureen Phillips, Board of NARA: The designated bed problem has
come up iIn a recent meeting with the NARA Board. The University of Alaska
health coverage for mental illness does not allow for patients to be admitted
to anything other than a "designated mental facility”, not designated medical
floor a hospital. > feel 1t is Important that something be done about the
designated bed situation here iIn Fairbanks.

491 Josephson: That appears to conclude the testimony this aftermoon.
We will make minutes of this meeting available to our colleagues who are
absent today. Thank you very much for coming.

538 Meeting adjourned.



Ser.ate Health, Education 6 Social Services Cocci ttee
October 14, 1983
Anchorage

TOPIC: Mental Health Coccitnent Eill (Work draft of "An Act
relating to the treatment of mentally ill persons.")

ATTENDANCE: Senators J. Josephson (Chairman), R. Halford
Excused - P. Fischer; Absent - V. Fischer, H. Moss

The hearing was commenced at 9:15 by Chairman Josephson.

Introductory remarks by Chairman Josephson:

Previously we"ve heard testimony in Anchorage and recently
in Fairbanks a. this issue.

This new craft 1incorporates ideas from Department of Health
and Social Services, fTamily groups and others, particularly those
who work with troubled children.

Nev draft incorporates these changes: involvement of
correction system is reduced iIn terms of dealing with the
mentally 1ill; age change from 14 to 18; time computations changed
from 21-90-120 days to 30-90-180 days for commitment periods;
commitment period for minors changed from 21 to 30 days; records
can be made available to law enforcement agency iIf substantial
concern over any danger to community; qualifier added to right to
privacy and personal possessions - 1f professional iIn charge
determines not iIn the best interest of patient or will pose a
threat to safety, visitors and telephone calls can be denied;
approval of psychologist would be added requirement for patient
wanting to change from involuntary to voluntary; court proceeding
would be as informal as possible; fTamily and guardians would be
notified if patient is absent without leave; form consent
required of parent or guardian of patient"s right relating to
alternative treatments; and notification of parent or guardian of
discharge plan.

Other areas you may wish to consider today; hearings for
minors; equal protection of the law relating to minors; time per-
iod commitment Tfor minors; designated TfTacilities; involuntary
outpatient commitment; use of correctional system for mentally
ill; and transportation costs for voluntary committed people
where ccsts are paid for as required by statutes.

Jerrv L. Schraider, M.D., Alaska Psychiatric Association

Appreciate the hearing being held, general reaction to

working draft 1is supportive.
Have often been frustrated and confused over commitment Ilaw,

mental health professionals are not all legalistically minded,
don"t have available legal counsel when working in these
situations (often crisis situation) and must proceed best we can
in interest of patient. Because of confusion, believes there's
been seme people that should®"ve been committed who were not.

Will study draft further 2nd hopes it will be submitted as
legislation.
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Ec Essa, Staff, Rep. M-.e Tischer

Submitted letter addressed to Senator Josephson by Rep.
Tischer stating that extensive research has suggested that
nutritional deficiencies have a correlation with mental 1illness
and that when deficiencies are identified and created, improve-
ments in the mental health of clients are made. Propose that the
draft bill recjtire extensive and mandatory nutritional analysis
of each client be made upon admittance. This way the client is
treated both mentally and physically.

Deborah E. Geeseman, M .D., privatepsychiatrist (formerly
did work with children at API)

Supports most of what"s in the Dbill. Suggested minor
changes - 1) Pg 5, In 19; instead c '21 days'"™ should be 30 days.
2) Pg 4, In 7; =""the person” should be self.

Need a better working relationship with police force and
understanding of what goes on with commitment laws.

Admission of minors - child under 14 cannot remain Iin
hospital for evualation or treatment for no more than 21 days
(under current law) without having a commitment hearing. An
adult who wants to be voluntary committed may stay in hospital as
long as theywant or treatment TfTacilitydeems necessary. Then if
they want to leave hospital, it becomesa legal issue.

For children, often a good evualation cannot be made until

after 3-4 weeks. Limited resources are available for treatment
of children 1iIn Alaska. Only have one fTacility for extensive
psychiatric treatment. Have some facilities for conduct and

behavorial management of children (but full and have a waiting
list).

Supports change in age from 14-18.

Pg 2, Ins 23-29; not sure you need any of these three
criteria, one just r.twds to make sure the person is mentally ill
or gravely disabled. Or if 1t remains In (3 (g 3, In 1) should
be "deteriorate further if" not "treated” (add not to sentance).

Sen. Josephson - While ar APl you noted that severe psychosis
does not appear that often below the age of 14, correct?

Yes.

Sen . Josepinson - What additional Tacilities do you feel Alaska
needs for young children?

Difficult iIn state with our small population and distance
from other states (where we could jJjointly share use of

facilities). Presently ie don"t have a sizeable population of
psychiatric young children. When we do, they will need a place,
the only TfTacility we have now is API. Would like to see other

facilities that would address more extensively psychiatric needs
of children.

PART 11
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As draft now stands, court has to get involved in 30 days,
recommends 30 days be taken out, child could be a voluntary
patient.

Many times children need evualation when they encounter some
trauma (ex: divorce of parents). If that evualation goes beyond
the time limit set, they could end up with commitment as legal
statement on their record. ITf 1t remains on their record, can
hamper their future .

Pg 3, Section 47.30.095; support it but ha> trouble wi h the
wording. if2, Ins 18-21, part (a)(b) (Ins 22-29) - believes it to
imply 1f child 1is dangerous, <can still discharge them against
medical advice. Dosen®t fTeel 1its consistant. t2, In 18; should
read 'treating physician,” release of (should be added) ™the
minor™ would be seriously detrimental to child®"s health that
(should be added) 'the treating physician may". (b)) Ins 26-29
the minor is likely to cause serious harm to self or others, or
there"s reason to believe the release could place the minor 1in
immediate danger (should be added) "refuse to discharge™.

Joseph Reum, Handicapped Services Coordinator, Municipality
of Anchorage

Pg 4, In 26 - "commitment hearing, to be held 1iIf needed",
Who determines need:

Sen . Josephson - Depends whether patient 1is voluntary or
involuntary.

Dr. Conrad, Superintendent, API

Submitted memorandum on admission statistics for FY"83.

Qur. of 1013 admissions, 500 were voluntary, 3671 came
involuntary under Title 47. Out of 100 involuntary patients, 73%
have dropped out of involuntary channel before 72 hour limit.

Agree with Dr. Geescman®s comment on page 3 that paragraph
2a is i1nappropriate, not allowed that option with an adult.

Under present statute, cannot release information on history
of violence to law enforcement agencies. In our judgement,
release of this iInformation (when there®"s concern about safety)
might be helpful.

Patient would be better served by expeditious entry into
treatment using physician®s certificate. Most times used 1is
after a suicide attempt.

Sen. Halford - In analysis of American Psychiatric Association
guidelines, we don®"t allow certain types of evidence, we protect
communication between patient and docto.. What kind of a problem

does this bring up in involuntary comi,i tment ?

Has caused a problem by not allowing hearsay evidence at

commitment hearing. Often 1i1t"s highly relevant and meaningful
evidence but due to rules of evidence not allowed because 1it"s
hearsay.

Often relatives and other people are frightened to testify
for fear the person being committed will hold a grudge or seek
revenge later. Also consider some people (to testify) live far
away (would be expensive for transportation cost).
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Sen. Josephson - What happens during, example a domestic conflict
and people exaggerate testimony or state i1t TfTalsely?

When it does occur, then don*"t rely on element of danger but
fall back on object of a i1dence of mental illness. Do not pro-
ceed to commitment hearing iIf lacking evidence of mental illness.

In vast majority of cases, most do not go forward to
hearing, and where there is mental i1llness, majority of patients
accepts need for treatment. When cases do go to court, public
defenders and probate masters become very involved.

Sen. Josephson - What 1iIs treated as confidential?
Commitment hearing itself is confidential.

David D. Samson, M.D., Psychiatric Supervisor, Anchorage
Community Mental Health Center.

Mentally 1ill are more prone to be brought in for disturbing
peace, public nuisance kinds of things, where their liberties are
not essentially ptntected.

Concept of outpatient commitment should be addressed. What
do you do when outpatients don*t show up for their scheduled
appointments ?

Generally supportive of draft and comments that have also
been made.

PART 111

Voluntary medication on outpatient is a problem. Sometimes
people are crafty enough to manipulate the system and be released
(these are the dangerous ones).

Natelie Gottstein, Executive Director, Alaska Mental Health
Association

Commends Committee for making changes, particularly
inclusion of physician to be able to iInstitute commitment pro-
cedures and redifinition of gravely disabled.

Pg 2, In 10; concerned about definition of "timely", what"s
considered timely?

Dr. Conrad - Would 1interpret to be 8-12 hours.

K. Gottstein - Pg 16, In 5; definition of mental health pro-
fessional - important people working in the bush (social workers,
etc) be 1included in this definition. A further clarification of
social worker might be 1iIn order due to so many areas of social
work.

Sen. Josephson - There"s another bill on licensing of social
worker and we may run into some difficulty with that.
Sen. Josephson - Is there an official position by Mental Health

Association on this?

So: on this, but we will make recommendations before
January.
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110 Sen, Halford - What does Association think in terms of
communication between doctor and patient, should bi: available in
commitment hearings or not?

Don"t have an official position. My opinion - if hearings
are closed, then 1in very specific and well defined 1instances,
that privilege should be opened. In individuals right to receive

treatment, the doctor®s opinion certainly is an important matter.

150 Sen. Josephson - Question of changing or relaxing rule of con-
fidentiality, would it have the effect of causing people not to
tell doctors what they would otherwise say? Or would it have a
useful affect in bringing these matters out into the commitment

hearing? The real danger would be if patientsrefused togive
information to their doctors for fear it would be used against
them (in court). That people shouldn*t be afraid to see a

psychiatrist when they have problems.

These relaxations in confidentiality need to be carefully
worded, possibly be limited to psychiatric people for involuntary
commitment.

200 Dr. Jay Verkozen, clinical psychologist(private practice)
Pg 13, Ins 27-28; issue ofpsychosurgery, lobotomy, or other
comparable forms of treatment. Not specific with other compar-
able forms. Consider these types of barbarisms and should be
done away with. Psychosurgery has been abused.
PART IV
80 Sen. Josephson - (to Dr. Conrad) Has there been any record

keeping in Alaska of psychosurgery or lobotomy given?

Dr. Conrad - No, the only way would be to ask allthe neuro-
surgeons. Electroshock - no one to my knowldegeat APl hasbeen
administered with it.

J. Verkozen - But it does go on regularly at Providence.

Pg 16, Ins 19-23; suspension of people®s rights; if you"re
going to do son ithing to someone, need to be clear about it with
the person and if it"s not In their interest to know about 1it,
then it shouldn®t be done.

150 You can"t treat people psychologically unless you get them
involved in it. IT somebody might be better off with something,
it doser."t mean you can Tforce it on them.

170 Pg 8, rm 20 (#6) "efficient” - efficient forwhat? For
commitment? For civil liberty?

250 Pg 8, In 15 (/2); Right toview and copy all petitions-

they should be given copies and helped to understand it.

pg 12, Ins 25-27; good point that family or guardian be
notif...~c on patient®"s absence.

Pg 11, In 16; Disagree with 180 days for commitment, more
advantageous fTor Ilonger length of time.

Fg b5, In 22; "gravely disabled”™ - too broad.

Pg 6, 1Ins 6-5; replace "maximumextent possible”with absent
of violence.
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PART V

Dr. Conrad - Two cases of patients at APl treated involuntary:
1. if violent to themself or to others; 2. severly catonic people
(who don®"t eat or drink)

J. Verkozen Pg 6; objects to (e)(2) and (3), Ins 16-18; aren"t
necessary.

Pg 13, 1k 9; objects to 72 hours, procedure should be
speeded up rather than be long.

Pg 6; notion of deputizing all physicians In state so they
can commit someone. This authority should stay with the police.
All physicians shouldn®t have this type of power. You®"re just
making a cosmetic change, you"re still locking someone up.

Dr. Glade Birch, Acting Director, Anchorage Commvjnity Mental
Health Center

It"s a good document.

Balance of right of people to receive treatment and their
civil liberties. That®"s the balance we"re maintaining.

Regarding who has the authority to commit someone, remember
we"re talking about all Alaska (including the bush). Physician
does have degree of training in recognizing mental i1llness, where
police officer dosen"t. To protect civil liberties of people,
it’s better for at least someone qualified 1In mental health to
make determination of commitment.

As a neuropsychologist, be very careful before you write
into statute prohibitation against treatments.

Individuals released as outpatients from API, 1isn"t a com-
fortable sol-ution to it You may consider transitional 1living
(intermediate type of commitment). (A transitional facility
where they could receive supervision.)

Has reservations about having iicensed social workers being

able to commit someone (pg 6). You may get a social worker who
has no actural diagnostic abilities.
Topic of confidentiality. Two solutions: 1) treatment (must

maintain cor.fidentiality in this); 2) examination with notice for
commitment ~.person knows it iIs commitment, does not have to dis-
close information, takes away effectiveness of examination).

Sen. Josephson - What a person discloses when he wants treatment
is going to be in stream of what is revealed In commitment pro-
cess, no way to unlearn that material.

That*s why 1 tried to make the distinction. The disclosure
of patient®"s statement when presenting himself for treatment
needs to be protected. If someone is going to testify at conmi t-

ment proceeding, may have to be a separate examination by another
person.
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Steve Harrison, Regional Administrator for South Central
Region, Division of Mental Health

Agrees with Dr. Birch in including mental healthprofession-
al in emergency detention. IT we use a mental health
professional, we should use those with national accreditation for
social workers.

Lav is workable, changes are good.

Frances Purdv, Mental Health Program Coordinator, Behavorial
Health Division, Municipality of Anchorage

Thanks for nonsexist law.

Pg 3, Part a; Ins 22-25 should be deleted,they should not
be able to release someone who 1is dangerous.

Pg 12, Ins 25-27; good idea to notify parents or guardians
of patient’s absence. May also want to add anyone that has been
threatened by patient, also may add 1immediate notification
instead of 3 hours.

Pg 14, Ins 24-27; good idea.

Consider what other states have done with mental health pro-
fessional being the office of involuntary commitment. Probably
more important for Anchorage than for the bush. Impractical to
have officer in bush for involuntary commitment. In Anchorage,
specifically we"re beginning to need an area of expertise 1In just
emergency cases. Check 1i1nto Washington state statutes. They
have designated person who is trained to do reading of rights, is
impartial, not hired by institution or other agency.

PART VI

Jin Parsons, Manager, Behavorial Health Division,
Municipality of Anchorage (former member of licensing board
of psychologists)

Concurs with Purdy’s opinion of release of minors when we
don*t co that with adults.

Most of my concerns have been covered.

Pg 16; licensing law for psychiatrist 1is generic rather than

speciality. There are some psychologist trained in areas other
than clinical who may not have expertise iIn mental illness at
all. May be a good idea to say licensed by state with adequate

clinical training or something similar rather than clinical
psychologist since we don"t license in that sense.

Mention of social workers appears to be too broad. Perhaps
should use national accreditation with it. Too broad to say
experienced in Tfield of mental 1illness rather than having some
type cf specific training in that area.

Cecilia Kleinkauf, Alaska Chapter, National Association of
Social Workers

Pg 16; issue of professional social work, as included in
definition of "mental health professional™ - just received the
draft copy and will have to be reviewed by board before Assoc,
takes a position on it and makes recommendations.
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Admission of minors at APl - the bill, as it is, would
constitute age discrimination on state in regards to minors.
Minor has a constitutional right +to liberty equal to adults.
Unconstitutional to deprive minor of right to liberty for a
greater amount of time than an adult (in institutionalizing). We
have repeated this point at every hearing.

One item not covered in bill 1is protection of court for

child®"s right regardless of his/her parent®s right. Does not
provide the child the right to a court hearing which court then
hears evidence as to institutionalize the child. The bill leaves

the right to child"s parents and to mental health professional.
Sometimes parents don"t act In best interest of their children.

There are a number of children institutionalized at APl whom
mental health professionals say these children are not probably
mentally ill but "there®"s no place else to put them".

The previous director of State Division of Mental Health
testified at Senator Parr"s Committee stating it is frequently
difficult, 1if not 1impossible, to make definitive diagnosis with
respect to mental illness iIn children.

Sen. Josephson - Which is an explanation as to why wehave a
longer period to evualate. I don"t think the Constitution

requires that you cannot make classification if there is a

rational basis for it.

Why 1is 1t ok to institutionalize a child without court"s
protection 1in mental 1illness, and 1iIn statutes of state, Iit"s not
ok to 1institutionalize without court®s protection when 1t comes
to delinquincy?

PART VII

Grandfathering clause on social worker - the language and
amendments proposed by National Association Social Work Chapter.

Only spoke to baccalaureate level of social work. Individuals
will not be grandfathered at master"s level of social work with
training in any other fTield. Anyone who in grandfathered, who

wishes to be called a social worker and be licensed under social
work law, could at maximum, only be licenses as a baccalaureate
level. Only level grandfather amendments refer to.

Meeting was adjourned by Chairman Josephson at i.if50 pm.



BARANOF MENTAL HEALTH CLINIC

POST OFFICE BOX 1180
SITKA, ALASKA 99835
1907) 747-8004

STANLEY T. LAUGHRIDGE, PhD. 12-16-83

CLINICAL PSYCHOLOGIST

Honorable Joe Josephson
Alaska State Legislature
Pouch V

Juneau, AK 99811

Dear Senator Josephson:

I have read the proposed draft bill that you are submitting to the legis-
lature iIn the forth coming session. It contains precisely those very
important amendments and stipulations that 1 have been trying to encourage
for a number of years regarding mental health commitments.

IT you will check the admission record of Sitka over the past six and a half
years, that our clinic has been here; you will see that we have an extremely
low admission rate. This is because we have treated people iIn our local
hospitals rather than sending them to API. Often iIn doing so we have had
great difficulty getting under the 72 hour limit before having to go into
the court room. Usually within 72 hours, 1 am able to obtain the person®s
voluntary commitment but on those few cases where 1 am not able to do so we
end up sending some to APl that we couJa very easily hcive treated in our
local hopitc-Is.

Your bill will very nicely resolve that problem and should, if we in the
mental health field do our part, reduce the admission rate to APl dramatically.

Congratulations on your good work.

Stanley T. Laug’tridge D.
Clinical Psycho]ogist

cc:  Joe Acelmeyer, ACSW Supervisor
Susan Will, R.N., M.S.
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CORDOVA COMMUNITY HOSPITAL
MENTAL HEALTH AND ALCOHOL CLINIC

P.O. Box 160 Phone: (907) 424-7131
CORDOVA, ALASKA 99574

Senator Joe Josephson Oct. 27, 1983
Alaska State Legislature

Senate

Pouch V.

State Capitol
Juneau, AK 99811

RE: THE MENTAL HEALTH COMMITMENT LAW
Dear Senator Josephson:

We urge you to incorporate the changes proposed by the Department of
Health and Social Services and the Alaska Psychiatric Association and
in particular the amendment to add licensed psychologists in changing
procedures for emergency detention for evaluation iIn Sec.47 ,30.705.

In our experience the present state of things iIn which a peace officer
must be convinced that there is probable cause to believe that a person

is gravely disabled or is suffering from mental illness and is likely to
cause serious harm to himself or others and should be taken into custody
for evaluation 1is highly precarious. Just recently we had a case of a
possible suicide and homocide situation iIn which help was delayed past_

a critical point because the peace officier did not believe the physician
and licensed psychologist who were urging intervention. When it°s a
matter of arranging a flight before dark every minute is crucial. It

is perhaps unfair to expect a peace officer to understand the dynamics

of depression or paranoia without any particular training when years of
post-graduate training and supervised experience are needed for a psychologist
to do so. It is time Alaska made better use of the unique qualifications
that psychologists do provide for intervention in and prevention of tricky
situations.

Sincerely,

de’tfindéhESHVK¥?d;sson, Ph.D.
ciiryical Psychologist
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February 1, 1984

Senator Joe Josephson
Alaska Senate

Pouch V (VS 3100)
Juneau, Alaska 99811

Dear Senator Josephson,

I an writing relative to Senate Bill No0.346 related to certain
revisions of Title 47 of the Civil Commitment Statutes.

I an strongly iIn favor of the revisions relative to admission of
minors, changing the age from 14 to 18 years of age.

The procedure for emergency detention for evaluation 1is improved
by allowing the mental health professional 1iIn addition to a
police office to have an 1individual taken into custody. The
procedure relative to placement or utilization of the jail for
protective custody and holding prior to transportation 1Iis
appropriate and iIs an accurate description of the need for rural
areas such as Kenal.

I an also In favor of the use of a 30 day as opposed to a 21 day
commitment procedure.

I sincerely appreciate the opportunity to comment on the re-
visions in this Statute.

Respectfully Submitted,

Paul E. Turner ﬁh-D-
Clinical Psychologist
Program Director

PET/jvh



Ann DeHardo

Families of Chronically Mentally 111
Victims

SR Box 30754

Fairbanks, Alaska 99701

Senator Joe Josephson, Chariman

Health, Education and Social Services Committee
Pouch V

Juneau, Alas!;a 99811

RE: Chronic Mental llness
Dear Senator Josephoson:
The enclosed article tells you who 1 am and what | am about.

During last week"s teleconference with our Fairbanks legislators, 1 addressed short
comings in Chapter 84, Laws of Alaska, relating t mentally ill persons.

1. Families should have a greater role iIn and be consulted with regard to commitment
procedures.

2. A broader criteria for commitment should be studied, based on ability to function
rather than just being a danger tu self or others.

3. Commitment and guardianship procedures should be redefined with a view to creating
a less adversarial situation between patient and family.

4. Mentally ill patients should receive better continuity of care as they move from
hospital to community and commitment procedures should reflect this need.

In this week"s teleconference we will address the glaring lack of hospital space for
our chronically mentally ill relatives. While other states are grappling with problems
of closed wards and community acceptance, Alaska struggles to get patients out of the
corridors and into the wards! The only State facility, Alaska Psychiatric Institute, is
perpetually overcrowded.

The Falrbanks Memorial Hospital is willing and able to become a designated treatment
facility for psychiatric patients. |1 don™"t understand the mechanisms involved iIn such
a designation and would appreciate your telling me. | do understand the urgent need
for such a facility in the Interior.

I urge you to work toward this goal as a positive step toward a better mental health
delivery system for the entire State of Alaska.

Sincerely,

Ann F. DeNardo

Families of Chronically Mentally 111 Victims
Enclosure

AD :aw
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RECOMMENDATIONS FOR AMENDMENTS TO ALASKA®"S COMMITMENT ACT

The Commitment Act, Chapter No. 84, Laws of Alaska, has caused

a great deal of pain to"families already engulfed in an ultimate
tragedy— the loss of a loved-one; loss through the ravages of a
disease as old as mankind, and for which we know no cause or

cure.

We are familiar with the Commitment Act on a experiential level
and on paper and make the following recommendations for

amendments;

1. Families should have a greater role In and be consulted
with regard to commitment procedures.

2. A broader criteria for commitment should be studied,
based ability to function when thought processes,
perception of reality or judgement is substantially
impaired.

3. Commitment procedures should be redefined with a view
to creating a less adversarial situation between
patient and family.

4. Mentally 1ll patients should receive better continuity
of care as they move from hospital to community and
commitment procedures should reflect this need.

5. The courts, the judiciary, should be better apprised
of the mental health system.

The above five points are overall conclusions. Some specific
changes by page, section, and line were given iIn testimony
before Senators Josephson and Fisher of the Hes™'Committee in
Anchorage on March 19, 1983.

The above five points are still pertinent and present a good
summary of the attached material presented in testimony before
the HESS committee on September 23, 1983, iIn Fairbanks, Alaska.



TESTIMONY 3EFORE THE SENATE HESS COMMITTEE
Re: Mental Health Commitment Law
September 23, 1983 - Fairbanks, A.laska

The families of severely mentally ill victims have worked with
the Mental Health Commitment Law for two years. We wish to
convey our position regarding the bill.

Section 47.30.660. This section sets out the powers and duties
of the Department of Health and Social Services. Paragraph ;
of this section calls for the Department to designate, operate
and maintain treatment facilities ... to provide...care and treat-
ment for the mentally ill. A treatment facility is defined in
47.30.915(15). In spite of the directive to designate treatment
facilities, the APl remains Alaska"s only such facility.

Section 47.30.670. This section sets out standards for voluntary
admission. A patient who accepts voluntary admission can leave
the hospital anytime '"against medical advice,” or AMA. This 1is
why there are so many voluntary admissions as opposed to involun-
tary. A psychiatrist might do a screening at this point to
determine a patient"s ability to function and make these decisions.

Section 47.30.705. This section addresses emergency detention
for evaluation. It states that a police officer'..._.may cause
the person to be taken iInto custody and delivered to the nearest
evaluation facility. A correctional facility may be used as an
emergency evaluation facility If an evaluation facility is not
available... (and) the peace officer shall.._be iInterviewed by
a mental health professional at the facility.” There are no
mental health professionals at the correctional facilities.

Section 47.30.710. Examination. This section states that a
person so placed in a correctional facility shall be examined
and evaluated within 24 hours. This puts a person in jail for
24 hours because of an illness he cannot control. There is no
other i1llness where, due to the i1llness itself, a person 1is
incarcerated!

Section 47.30.715. Acceptance of Order. In this section the
court is ordered to set a date for hearing and notify the
respondent®s attorney. There is no directive for the attorney
to make an effort to see the respondent. Often the Tfirst
contact the respondent has with his attorney 1is iIn the court-
room itself, iImmediately preceedxng the hearing.

Section 47.30.735. This section sets out the civil procedure
for a 21 day commitment. These procedures should be redefined
in order to create a less adversarial situation between patient
and family. Families become the caretakers following hospital-
isation In 50-55% of the cases. It is Important to understand
that hospitals do not cure patients. They are only stabilized
with neuroleptic medications and returned to the family with
their illness iIn tact, and the added belief chat the family

has turned against them.
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Judicial procedures are either civil or criminal. Commitment
procedures are civil. Families feel it might be possible to
create a new area within which commitments could be handled.
We request the Judiciary Committee to study this concept with
a view toward lessening the adversarial approach.

Section 47.30.79*1. This section deals with absence without
leave. IT a patient is absent from a treatment facility
without authorization a peace officer is instructed to take
the patient into custody and return him to the treatment
facility. This section should include a provision that the
family or guardian be notified of such absence with a speci-

fied time, say 3 hours.

Section 47.30.795. This section addresses involuntary
outpatient care. Paragraph (c). It states that i1f It is
determined that respondent needs inpatient care due to a
critical conditicn, oral and written notice that he must
return to a treatment facility within 24 hours must be
given him. If the patient iIs experiencing thought disorder
this gives him 24 hours to get out of town. This section
further states a police officer shall pick up the patient
iIT he has not complied with the notice. The respondent is
not a criminal, to be served and treated as a criminal.

We object to the constant posture of addressing mental
disease as criminal.

Section 47.30.325. This section deals with patient rights.
Paragraph (6 of this section prevents osychosurgery,
lobotomy, or other form of treatment without specific,
informed consent of the patient and a court order. We
would like to see a provision included that would also
require specific iInformed consent given by "an adult
designated iIn accordance with 47.30.725". (This 1s an
adult designated by the respondent.)

Again, paragraph (@) of this section should iInsure a copy
of the discharge plan i1s given to "an adult designated 1In
accordance with 47.30.725". Families rarely know of any
discharge plan and it is the nature of the disease that
patients will not follow through without help.

Section 47.30.845. This section deals with confidential
records. Paragraph (2) of this section makes it possible
for an individual to whom the patient has given written
consent to receive records and information on the patient.
This release of records should be dated within a specified
time period,-say-one year. This release of records to a
designated individual should not be open-ended, but lapse
within a restricted time frame.
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Section 47.30.870. This section deals with transportation
or patient and escort to the designated facility following
involuntary commitment. (In this State, of course, this
means a trip to Anchorage.) There 1is provision authorizing
the Department to pay for transportation of patient and
escort the APl for INVOLUNTARY commitments only. Provision
should be made to authorize payment of transportation costs
for VOLUNTARY commitments as well. At present the family,
or the patient, must bear this cost. This creates a con-
tinuing* financial burden for families trying to remain
""case manager' over the years. The continuing financial
burdens encourage families to give up attempts to maintain
relationships beneficial to the patient.

Section 47.30.875. This section addresses nonresident
patients and the return of a mentally ill resident of this
state who has been placed In a facility outside of this
state. Paragraph (¢) of this section is the only section
of this Act which mentions the iImportance of maintaining
family relationships and encouraging visits beneficial to
rhe patient. It 1s ironic that this important approach

to treatment is mentioned only under such subtitle as
"nonresident patients”. We would like to see the encour-
agement of more family involvement.

Section 47.30.915. Definitions. Paragraph (7) defines
"gravely disabled” and paragraph (@0) defines "likely to
cause serious harm”. It i1s the contention of everyone
involved with this Act that these definitions must be
broadened. This 1is such a complicated and emotional issue
that agreement 1is difficult. As a consequence many people
who need mental health treatment desparately are not being
served. Instead of waiting for a person to commit a crime,
or attempt to commit a crime, we recommend the following
criteria to enlarge the definition of a mentally ill person
for purposes of providing treatment:

(7 ‘gravely disabled™ means a condition in which
a person, as a result of mental 1illness,...
"or is not receiving such care and mental
medical treatment as iIs necessary for health
and safety, otfha person whose thought processes,
perception of reality or judgement iIs substan-
tially impaired.

We would like to see a study of other states®™ commitment
laws In reference to their criteria for commitment.
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AMERICAN PSYCHIATRIC ASSOCIATION

February 4, 1983

Senator Joseph Josephson
Alaska State Legislature
Pouch V

Juneau, Alaska 99811

Dear Senator Josephson:

The Alaska District Branch of the American Psychiatric Association is a
professional organization which represents the majority of the physicians
in Alaska who are specialist in the field of psychiatry. The membership
is composed of psychiatrists who work in both the private and public
sector. The members of our organization have an ongoing interest iIn any
subject which affects the treatment of mentally ill individuals. As a
result of this interest we were actively involved in the development and
passage of the Alaska Statute for the Civil Commitment of the Mentally
111 (AS 47.30). Our national organization has also been very active in
monitoring the subject of civil commitment and has recently developed
guidelines on this subject which we recently provided you.

The Alaska District Branch supports fully the objectives of the current
Alaska Statute on Civil Commitment of the Mentally 111 which became law

in October of 1981. After the first year of experience with this new

law and after discussion with judicial and civic leaders, we wish to
recommend certain amendments to the law which we believe will assure

that 1ts worthwhile goals are more effectively achieved. These amendments
are provided iIn the enclosed material.

The experience during the past year has indicated to us that the following
refinements are needed:

1. The Definition of "Gravely Disabled"” needs to be expanded to recognize
that some patients, if left untreated, will needlessly lose their
capacity to be self-reliant.

2. There are many iInstances when physicians have clearly psychotic or
suicidal persons under care in an emergency setting, and need to
arrange for their hospitalization at the Alaska Psychiatric Institute.
The current requirement that a peace officer be called to form an
independent judgement and duplicate work already accomplished is
unnecessarily cumbersome. Allowing the physician the authority to
arrange for emergency detention would simplify this procedure.

When family and friends are willing and able to transport the
patient, the peace officer would be free for more serious business.
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3. The patient and society could be better served If the rules governing
evidentiary and procedural matters at commitment hearings under
this law were promulgated so as to facilitate a more informal and
efficient presentation of all the relevant facts.

4. The definition of "likely to cause harm to self and others™ has set
such a rigid standard that some of the most dangerous clients have
not been committed. The issue of dangerousness is a complex one
and the judge must be given the opportunity to weigh both the
magnitude of the risk and the magnitude of the harm. Also, the law
needs t recognize that harm to others may include property.

5. An unanticipated consequence of the current law, has created an
undue hardship iIn the care and treatment of children under the age
of 14. The right to be voluntarily hospitalized and treated, which
is available to everyone over the age of 14, 1is curtailed for
children and limited to 21 days. After 21 days, even if the parents,
the child, and the treating physician agree that continued treatment
is needed, the law forces them to obtain an involuntary commitment.

6. Since very few persons actually require involuntary commitment, it
would facilitate their care and treatment iIf the law recognized
that patients iIn this group lack the necessary understanding to
accept treatment voduntarlly, and authorize the use of medications
and other treatments under the direction of a licensed physician
subject to the medical rights already guaranteed the patients in
Article 9 of Section 47.30.

7. In some instances the law requires the staff of the hospital to
respond "Immediately” when, in practice, a "‘timely" response is all
that is practical or needed.

As we gain experience with the new commitment statute, I am sure we will
have other suggested changes. However, for the present time, we feel
these changes are urgently needed to iron out some of the procedural
problems and to improve the care and treatment of the mentally ill. We
would be happy to provide any additional documentation you may need. We
hope you will consider putting the attached amendments in bill form and
submitting them to the Legislature.

Sincerely,

0 6.1

Carla Helleksou, M.D.
President
Alaska Psychiatric Association

CHzmm
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JUNEAU. ALASKA S9811
(507)465-3777

October 12, 1983

The Honorable Joe Josephson
Member of the Alaska State Senate
Anchorage, Alaska 99501

Dear Senator Josephson:

Thank you for your kind offer to submit a suggestion to your
committee during deliberations on the "Mental Health Commitment Law,"
scheduled for Thursday, October 13.

I am sorry that House HESS hearings in Fairbanks prevent my dis-
cussing this matter with your committee personally; however, 1 have
asked Ed Essa to present this letter to you for your consideration.

In recent years, medical science has come a long way in better
understanding mental illness. Research has uncovered some very inter-
esting facts. Perhaps the most iIntriguing discoveries relate to the
effects vitamin and other nutritional deficiencies have on our mental
well-being. Extensive research has suggested that nutritional defi-
ciencies have a correlation with mental illness, and that when defi-
ciencies are identified and treated with vitamin therapy, some startling
improvements iIn the mental health of clients are made.

Given this information and with the knowledge that our mental
health is tied intricately to our physical health, 1 am proposing that
the draft bill you are considering be adapted to require an extensive
and mandatory nutritional analysis of each client upon admittance; and
that these findings be used as the basis for appropriate intensive
theraputic treatment, along with other applied therapy. In this way,

client is treaceci — uoth mentally and physically.

Your favorable consideration of this suggestion may well serve to
improve the methods of treating many Alaskans who want to be healthy,
while helping to induce a marked decrease in the recurrence of mental
illness.

Senator Josephson, thank you for extending me the courtesy to be
heard today. 1 join with many others iIn seeking a continued dialogue on
this encouraging new approach to a long-standing and seemingly worsening



Representative Mae Tischer
October 12, 1983
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problem that faces our state and our nation.
Respectfully,

/

Mae Tischer
State Representati/e

MMTrwtl
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October 25, 1983

Senator Joe P. Josephson
1526 "'F'' Street
Anchorage, Alaska 99501

Dear Senator Jcsephson,

I gn writing to you relative to recent Senate HESS Committee
Hearings on the Title 47 Commitment Statute.

I amn writing to request that licensed psychologists be given the
same prerogatives as physicians within the Statute. For example
in 47.30.705, the recommended change 1is that emergency detention
for evaluation can be made by a police office or a physician.
Generally, however, licensed psychologists are much more able in
terms of training, expertise, education and practice to be able
to make determinations of need for emergency detention. It would
seem wise to iInclude this 1i1ndependent profession iIn this
activity. There are also other sections that are being amended
in Title 47 adding the medical profession as the 1identified
entity, for example 47.30.815(b)(4). In those instances | think
that clinical psychologists should also be i1ncluded.

Thank you very much for 7~his opportunity to correspond with you
relative to this issue.

Respectfully,

iiu.>,, eko
Paul E. Turner, Ph.D.
Clinical Psychologist
Program Director

PET/jvh



Oliver Oshorn, M.D.
Cordova Medical Clinic

Box 310
Cordova, Alaska 99574
Nov 1983

Senator Joe Josephson
Pouch V
Juneau, Alaska 99811

Dear Senator Josephson,

the Mental Hedlth Commitment Law. concern is that
the proposed law will not allow a licensed
psychologist in Alaska to initiate emergency
detention -for evaluation (under sec. 4. .30.705)

| am writing in regard to the pr%Fosed changes tD
My
|

~ Here in Cordova, our health team includes a
licensed psychologist working in a mental health
clinic which is a department of the hospital, The
psychologist is often the person most immediately
Involved with Patlents who might be a danger to ,
themselves or to others. It Is imperative that this
professional be allowed to initiate emergency
detention for evaluation in cases with S.erious
potential.. It has been our exPerlence that the
psxchologlst often works closely with the local

0 hce department to defuse crisis situations in

ordova.

Thank you for your attention,

Sincerely,

Oliver s. Osborn, M.D.
Member, Cordova City Council



COMMUNITY MENTAL HEALTH CENTER

Box 2274
Homer, Alaska 99603-2274

(907) 235- 7701

October 25, 1983

Senator Joe Josephson
1526 "'F'" Street
Anchorage AK 99501

Dear Senator Josephson:

It has come to my attention that the Senate Health Education and Social Services
Committee is reviewing Alaska"s Mental Health Commitment Law of 1981 (SP100). |1
am essentially in support of the changes which have been proposed.

Under Section 47.30.705 regarding emergency detention for evaluation, |1 would
recommend the following addition to the revised statute:

"A peace officer or a physician licensed iIn this state or a
psychologist licensed in this state who has probable cause to believe
that a person is suffering from a mental illness and is likely to
cause serious harm to the person or others of such iImmediate nature
that considerations of safety do not allow initiation of involuntary
commitment procedures set out in AS 47.30.700, may cause the person to
be taken into custody and delivered to the nearest evaluation
facility. A person taken in to custody for emergency evaluation may
not be placed in a jail or other correctional facility except for
protective custody purposes and only while needing transportation to a
treament facility. The peace officer or physician or psychologist
shall complete an application for examination of the person iIn custody
and be iInterviewed by a mental health professional at the facility.”

In addition, 1 would recommend that AS 47.30.815(b) (4 be further ammended to
read:

“"A peace officer or physician or psychologist responsible for
detaining or transporting a person under AS 47.30.700-47.30.915.""

Alaska has a pool of well qualified psychologists whose competency and training
have been carefully scrutinized by the Board of Psychologists and Psychological
Associate Examiners as well as the Division of Occupational Licensing. Insofar
as many rural mental health practitioners in the state are licensed
psychologists, it would seem appropriate and expedient to include this
professional group in the emergency detention clause. With regard to



faniliarity with psychiatric disorders, conducting mental status evaluations,
and determining the appropriateness of civil conmitment, licensed psychologists
are well prepared to handle the responsibilities involved in civil commitment in
a professional manner.

Thank you for considering this input to the legislative process. 1 appreciate
your consideration.

Paul L. Craig, Ph/D.
Psychologist, Director

PLC: cjs



ALASKA PSYCRIATRIC ASSOCIATION

ALASKA DISTRICT BRANCH

of

AMERICAN PSYCHIATRIC ASSOCIATION

February 15, 1984

The Honorable Joseph Josephson
Alaska State Senator

Pouch V

Juneau, Alaska 99811

Dear Senator Josephson:

At a recent meeting of the Executive Committee of the Alaska District
3ranch oF the American Psychiatric Association this group voted to support
your bills regarding changes In the involuntary hospitalization statutes
and also the bill which you have submitted requiring parity coverage For
psychiatric services by insurance companies doing business in the State oF
Alaska. It was the wish oF the Executive Committee that I write you and
notiFy you that we strongly support you on both these issues.

Thank you very much For introducing this much needed legislation.

Sincerely yours,

President, Alaska District Branch
American Psychiatric Association

1AR: bw
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Senator Joe Josephson MAR 19 1984
Pouch ™V
Juneau, Alaska 99811 Uoseptisotd,

Dear Senator Josephson:

The Alaska Mental Health Association commends the Senate HESS
committee for undertaking the vreview of the Mental Health
Commitment Statute. As you know, implementation of the current
Statute which was enacted in 1981 has revealed some major problems
which the current bill addresses. We wholeheartedly support this
effort.

Our concern 1is that the mentally 1ill of Alaska receive the

best available treatment 1iIn a timely manner, in their home
community or as close as possible. We believe the procedures
established by this Statute must protect individual civil/human
rights AND provide for the protection of society. These goals

must be accomplished in a manner that "ecognizes that the primary
purpose of this statute is to enable individuals who are mentally
ill to receive appropriate treatment. On the whole we believe the
Bill does this quite well.

When we consider that mental disease is today"s most common
disabling condition, one of its least understood, one of iIts most
difficult co treat and yet, the major disease group we spend the
least amount of research dollars to study, we can see why the
central purpose of the Statute must be to provide care and
treatment.

We believe that the current Statute needed to be reviewed and
improved. Before commenting specifically on the proposed changes
in the Statute, we would offer the following proposal:

Since one of the original purposes of the
Statute was to provide for evaluation and
treatment as close to the individual®s home as
possible, we suggest the Legislature conduct a
study of the commitments during the past year
to determine whether or not this purpose is
being met. Another important purpose the
Statute attempted to include was to provide for
a timely judicial review and supervision of the
commitment process. The study should also
focus on the actual length of time required for
judicial involvement.



Senator Joe Josephson

March 6,
Page Two

With respect to some of the specific proposed changes,

1984

47.30.655-915 we have the following comments and suggestions:

#1

#2

#3

AS 47.30.690 Admissions of minors, line 12:

The limitation on the involuntary admission of a

minor should be increased to 60 days. It 1is
generally recognised that therapy with minors, when
hospitalization 1is necessary, requires a longer
average length of stay than do adults. Even this
requirement will place a needless burden on the
facility and the parents if they live iIn remote
portions of Alaska.

Sec. 47.30.705 Emergency detention for evaluations
Line 3:

The extension of the emergency detention®s powers
to all "mental health professionals™ has both
advantages end disadvantages. It greatly expands
the numbers of people who will have the power In
the bush areas. This will create the kind of
flexibility that is needed to provide timely and
local action. The disadvantage is that many, if
not most, non-medical mental health professionals
have not received training or experience in the
legal and clinical issues involved in the
commitment  process. As a consequence, we
recommend that these powers be somewhat more
limited. The law should Hlimit this power to (i)
peace officers and (il) physicians and mental
health professionals who have had sufficient
training to properly perform this function. In
conjunction with this, we would like to see the
establishment of a system to train and designate
"mental health professionals™ who will have the
expertise to exercise this function. Although
this will require an additional state expenditure,
it should not be prohibitive.

AS 47.30.730(b) - 30 day commitment, line 26:

The extension of the commitment to provide 30 days
of treatment is recommendtd because it iIs a
reasonable length of time considering the
seriousness of these disorders.

in



Senator Joe Josephson
Marcy 6, 1984
Page Three

#4  AS 47.30.735(b)(4):

The attorney member of our Board of Directors
informs us this section does not make sense because
the rules of civil procedure and evidence would not
be "informal but efficient presentation of evidence”
in that they are formal rules. It appears the
intent is for the respondent to be given a choice
between (i) the formal rules of evidence and the
rules of Civil Procedure and (ii) an informal set of
rules. The draft we have reviewed does not make
this at all clear.

‘s AS 47.30.845(7) - Confidential Records, Line 7:

We feel that the "presumed mentally ill person”
standard is (i) not defined and (ii) too broad.
"Presumed™ by whom? What does  "presumed
mentally ill" mean anyway? |If the intent is to
release records of former mental patients, that
iIs what should be stated. IT the intent 1is
something else, that should be stated. In any
event, the standard should be 1iIn language that
iIs susceptible to clear interpretation and
implementation.

#6 AS 47.30915 (7) - Definition of "gravely disabled":

We strongly support the passage of this amended
language as many psychotic patients®™ symptoms
prevent them from seeking the treatment which may
restore them to a nearly normal state of mind.

#7 AS.47.30.915 (10) - Definition of Jlikely to cause
serious harm:

We strongly recommend the amendments to this
section since, in our opinion, the former language
created a ''standard”™ which was too restrictive and
led to persons being released who were actually
dangerous.

Sincerely "t

Dr. Jerry Schrader
President



ALASKA MENTAL HEALTHASSOCIATION

2611 Fairbanks Street, Suite A Anchorane, Alaska 99503
Telephone 276-1705

ADivision of the National Mental Health Association

February 29, 1984

Senator Joe Josephson
Pouch V

State Capitol

Juneau, Alaska 99811

Dear Senator Josephton:

On February 15, 1984, I was involved In an emergency commitment situation
which occurred at approximately 4:30 p.m., and which 1 think exemplifies one
of the basic problems with the current commitment law. A patient came to

the Fairbanks Community Mental Health Cent.er for treatment and expressed an
intent to kill herself. After evaluating her, the mental health professional
called Carol Davis, the Probate Clerk who ordinarily handles these cases for
the Magistrate. Ms. Davis stated she could not order an involunatry emergency
commitment after hours because she could not do the paperwork. She would give
the order if a physician at the hospital requested It. She advised the Center
to call the police and have them exercise their authority to Emergency Commit
the patient.

When the municipal police arrived, they said they knew they could commit, but
refused to exercise their power because it is their agency®s policy toavoid
this responsibility except when they "‘encounter' a person iIn the usual course
of their duties. They appeared to feel that the court system was "‘dumping"
the responsibility on their shoulders after hours.

As you know, under current law, neither the mental healthprofessional or a
physician can act in this type of situation alone. In fact, the policemen
involved were aware of this and also aware that they were the only ones em-
powered to act alone. Needless to say, this stalemate tied up the mental
health professional - who was forced to cancel other patients - the court
representative, and the police. Tt was fTinally resolved by an extra-legal
(in my opinion) act. The police officer said that he would transport the
patient to the Fairbanks hospital emergency room iJ the emergency room doctor
would agree to see her and, in effect, authorize the involuntary transport.
This freed the Center to resume its activities and seemed to shift the respon-
sibility to the hospital.

I think you can see that the Mental Health Center and the patients are caught
in a kind of territorial dispute between the municipal police and the court



Senator Joe Josephson
February 29, 1984
Page 2

system. Since both of these systems feel free to operate independently, the
"'system’” of care breaks dom. It results In one emergency commitment system
for 9:00 a.m. to 5:00 p.m., and another for 5:01 p.m. to 8:59 a.m. A similar
stand-off has occurred in Anchorage, although the situation .n Fairbanks is
more complicated because the system must depend upon a private hospital.

The provision in the revised conmitment bill which reinstates the physician
certificate (ot mental health professional certificate) would alleviate this
this problem.

It would also be alleviated if the courts and the police would work coopera-
tively.

Sincerely,

%
<
N

-Jerry L. Schrader, M.D.
<President, Alaska Mental Health Association

cc: Chief Mathew Kiernan
Charles M. Mac Gibson
Phyllis Vanairsdale



BILL SHEFFIELD. GOVERNOR

DEPT. OF HEALTH A!\» SOCIAL SERVICES POUCH H 04

JUNEAU.ALASKA 99811
PHONE:

DIVISION OF MENTAL HEALTH AND
DEVELOPMENTAL DISABILITIES

March 6, 1984

The Honorable Bill Sheffield
Governor

State of Alaska

Pouch A

Juneau, AK 99811

Dear Governor Sheffield:

Your Mental Health Advisory Council has been following the developments
of Senate Bill Number 346 amending an Act entitled: "An act relating co
the treatment of mentally ill persons.” We are aware that many public
hearings have occurred prior to its introduction January 11, 1584 by
Senators Josephson and Halford. Additionally, individual professionals,
the Alaska Psychiatric Association and the Alaska Psychological Asso-
ciation have had consultation and input iInto these revisions with strong
support for these amendments. These amendments are thought to represent
improvements in the treatment of adolescents and adults from the stand-
point of both providers and consumers.

Your advisory Council heard today that this bill is being held "hostage™
pending untold bargaining possibilities. Since these amendments would
improve the quality of care and likely result in more efficiently and
less cost for both the Mental Health and Judicial Divisions, it seems
unfortunate to delay its enactment.

Your Mental Health Advisory Council recommends your support for the
quick passage of this act. un behalf of all Council Members thank you
for your consideration.

Co 1

Herbert G.W. Bischoff, Ph.D.
Che 1" "person Council Members
David R. Samson, M.D.
Anchorage, Vice Chairperson
Ann Egrass, McGrath
Mabel Rosvold, Petersburg
Alice Wardlow, Bethel
Barbara T. Wihloborg, Fairbanks
Robert Hunter, M.D., Mt. Edaecumbe
Kevin C. Ritchie, Juneau

cc: Bill Ray, Chairman, Judiciary Committee

All Judiciary Cormiittee Members
HGWS/dmb



The Assembly
1982-1983

William R. Soram. M.D.
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Harvey Bluestone, M.D.
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Fred Gonlieb. M.D.
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Lawrence Haronann, M.D.
Parr Speaker

Area Representatives
James M. Trench. M.D.
Hugo Taussig. M.D.

Judah M. Maze. M.D.
JohnS. Mcintyre, M.D.
Oscar Legault, M.D.
Erwin R. Smarr, M.D.
Norman Rosenzweig, M.D.
G. Thomas Pfaehler. M.D
Irvin M. Cohen, M.D.
Harvey R. St. Clair. M.D.
Howard Gurevitz. M.D,
Howard F. Wallach. M.D.
Waller W Winslow. M.D.
AronS. Wolf. M.D.

Ex-Ofltdo

Robert O Pasnau, M.D
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Melvin M. Lipsen. M.D.
Past Speaker

Robert J. Campbell. M.D.
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Henry H. Work. M.D.
Deputy Medical Director

American Psychiatric Association

1700 Bagnteanth Sreet, NW., Weshign, D.C. 20000 = Telgdoe: (@2) 7490
Melvin Ssoehin, M.D. , Medical Darector

Alaska Psychiatric Association
4001 Dale Street, Suite 101
Anchorage, Alaska 99508

February 28, 1984

Senator Josephson
Pouch V
Juneau, Alaska 99801

Dear Senator Josephson:

The Legislative Committee of the Alaska Psychiatric Association
has reviewed Senate Bill 346 -"An Act relating to the treatment
of the mentally ill." We support the proposed amendments.

We have one additional suggestion pertaining to page 18, line
24. We believe the inclusion of a period of experience for
psychiatric nurses is a good idea, but we do not believe this
should serve t eliminate a Masters Degree in Psychiatric
Nursing from the list of mental heatlh professionals. A
simple “or'" in line 24, page 18 would suffice to change this.

Thank you once again for your efforts on the behalf of the
mentally ill.

Sincerely,

ld, ' -
mS W J o< -

Jerry L. Schrader, M.D.
Legislative Representative
Alaska Psychiatric Association

JLS/saw



MEMORANDUM State of Alaska

to: Nancy Dei trick pate:  April 4, 1984
Aide to Senator Josephson
Alaska State Senate FILE NO

TELEPHONE NO:

SUBJECT: SB 303 and SB 346
Management Analyst
Division of Occupational Licensing
Department of Commerce and Economic
Development

This is to inform you that at a meeting held on March 13, 1984,
the Board of Psychologist and Psychological Associates reviewed
SB 303, "An Act relating to the practices of social work and es-
tablishing the Board of Social Worker Examiners; and providing
for an effective date'; and, also, SB 346, "An Act relating to
the treatment of mentally ill persons.™

Determinations were made by the Board to support both SB 303 and
SB 346.

JS/shA/20-3
4484a

02-001A(Rev. 10791



Fairbanks
IMemorial
>Hospital

1650 Cowles Street, Fairbanks, Alaska 99701

April 6, 1983

Dennis DeWitt

Alaska Hospital Association
319 Seward Street

Juneau, Alaska 99801

Dear Dennis,

I have reviewed the work draft that would amend the current act relating
to the treatment of the mentally ill persons and have the following comments.

Much of this work draft simply cleans up the language cf the current
legislation. (Apparently the law is going to allow for those rare iInstances
when a female is mentally illl)

Several areas in the work draft propose significant content changes.
In all cases these content changes would significantly improve the current
legislation.

1. AS 47.30.915 (7) and AS 47.30.915 (10) change the definition
of “gravely disabled® and “likely to cause serious harm.® The
proposed changes in these definitions, iIf enacted, would greatly
improve the ability of the legal system and providers of mental
health care to intervene appropriately in situations where emergency
detention is iIn the best interest of the patient.

2. Section 47.30.705 This proposed change allows a physician to
initiate the involuntary commitment procedures. This iIs an
essential addition t the current legislation and entirely
appropriate.

3. The other content changes (dealing with the detention and commitment
of minors, etc.) also upgrade the current legislation and make it
more workable.

Overall there are no objections iIn the changes proposed by this work draft.
The content changes deserve support and would markedly improve the current
legislation governing the treatment of the mentally ill.

I would recommend that the Alaska Hospital Association support a bill that
reflects the content and intent of the work draft.

Sincerely,

,— (/A

M. J. Emmert, R-.N.
Director of Nursing Service

MJE:-mc

Operated by Lutheran Hosp-tals and Homes Society. Fargo. North Dakota 58107
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BILL SHEFFIELD, GOVERNOR

ey

DEPT. OF HEALTH AIVD SOCIAL SERV ICES POUCH H 01

JUNEAU,ALASKA 99811

OFFICE OF THE COMMISSIONER PHONE:  465-3030
April 14, 1983

Document No. 83-152

The Honorable Joe Josephson
Senator

Alaska State Legislature
Pouch V

Juneau, AK 99811

Dear Senator Josephson:

RE: AS 47.30.655 - 47.30.915
(Involuntary Commitment Act for
Mentally 111 Persons)

We appreciate the work you are undertaking and would like to add our
comments to those you have already received regarding possible
amendments to Alaska"s recently enacted civil commitment statutes for
mentally ill persons. As you know, the Division of Mental Health and
Developmental "Disabilities supports the general intent of the Act but
feels it is procedurally too cumbersome. This"seems to have resulted in
treatment staff wasting their time in complying with procedures and
Ffilling out numerous forms rather than providing treatment for mentally
ill persons.

I have enclosed a copy of our earlier suggested amendments that were
prepared during the previous administration. The status of these
suggested amendments is unknown to us. Upon review, however, 1 believe
that you will agree that they are primarily designed to facilitate
treatment. In addition, 1 am confidentthat the Attorney General®s
Office will be able to assistyour staff iIn determining which forms,
notices and procedures that are presently required can be deleted while
still protecting the rights of the mentally ill.

Another area of extreme importance iIn the successful implementation of
this Act has been the availability, or lack thereof, of detoxification
facilities and other alcohol and substance abuse programs and services.

Experience has shown that theemergency involuntary hospitalization at
AP1 of persons with a primary diagnosisof alcoholism has increased

dramatically since the new Act became effective. This is cause for
considerable concern to us as our bed space for legitimate psychiatric
emergency cases is in extremely short supply. We believe that if
additional alcoholism and substance abuse programs offering emergency



Senator Josephson -2- April 14, 1983

inpatient care were available, especially in Anchorage, that the number
of referrals of intoxicated persons to APl would be substantially
reduced. You may be interested to know that the provisions of the
Uniform Alcoholism and Intoxification Treatment Act (AS 47.27.010 -
47.37.270) have never been fully implemented, partially as a result of a
lack of inpatient facilities that offer various types of alcoholism
services and treatment.

The most utilized provision of the Uniform Alcoholism and Intoxification
Treatment Act seems to have been what is called the "12-hour drunk law."
This provision allows persons that are seriously iIncapacitated as a
result of alcohol to be placed in a local jail or state correctional
center for up to 12 hours with no criminal charges being filed. In the
past, this has permitted law enforcement agencies the opportunity to
take iIntoxicated persons into custody and house them in a jail or
correctional center until the person has regained sobriety and is no
longer in danger of harm as a result of his inebriated condition.

Unfortunately, as a consequence of the extreme shortage of bed space iIn
all of Alaska"s correctional centers, law enforcement agencies are no
longer able to deliver these incapacitated persons to correctional
facilities and have them held iIn custody until they are no longer
incapacitated by alcohol. More simply put, as a result of serious
overcrowding in our correctional systems, drunks are being taken to API
and kept there until they sober up sufficiently to make a diagnosis.
More often than not, the diagnosis reveals that they are suffering
primarily from alcoholism and not a major mental illness. At that point
they are discharged and referred elsewhere. This results in a serious
misuse of the few psychiatric resources we have. It is our position
that these limited resources should be exclusively available to the
seriously mentally ill person that presents himself, or is presented, to
Alaska®s only designated psychiatric hospital.

In addition to the recommended amendments contained in the enclosure, as
well as the previously mentioned concerns, we have listed below a number
of other changes to the Act that we would like to support:

i) We recommend that the period of commitment be changed from 21
days, 90 days, and 120 days to 30 days, 90 days, and 180 days.
It is our opinion that this would reduce the administrative
workload of our treatment staff while having little or no
effect on the period of time patient®s are actually involun-
tarily committed.

Rather than interrupt treatment after 21 days in order to
undergo the 90-day commitment process, treatment could
continue for an additional 9 days iIf necessary. This would
allow medications and other forms of therapy some additional
time to stabilize the patient, possibly resulting in a
discharge between the 21st and 30th day. The change from 120



Senator Josephson -3- April 14, 1983

2)

3

4)

5

6)

days to 180 days is simply to reduce the administrative and
procedural requirements necessary for the long-term, chronic
metally ill patients that require extended periods of
hospitalization.

We propose that all references to a minor child be changed
from age 14 to age 18 throughout the Act. Numerous situations
have arisen as a consequence of this provision that indicate
it has fostered confusion as well as placing young people and
APl in an awkward position with regard to their status. It is
also not in concert with other provisions of Title 47 that
address the care and treatment of minors in Alaska.

Under AS 47.30.730(a)(3), we recommend that the following
language be added with regards to gravely disabled: "... or
that painful or dangerous regression could be prevented an?
the respondent could maintain the capacity for self-
reliance;...1l. It has been our experience that some gravely
disabled individuals may not be expected to actually improve
during hospitalization, but if left untreated can be expected
to suffer substantially, even to the point of requiring

permanent institutionalization as a result.

Under AS 47.30.840(4), (), (6), and (7), we suggest that
provision be made to restrict these rights in unusual circum-
stances in which harm to the patient or others may result if

these rights are exercised. We propose adding ... unless the

interests of the patient and will pose a threat to the safety
or well being of tne patient or others;..." to these sections.

We recommend that AS 47.30.845 be amended to add a provision
that would allow confidential information or records to be
disclosed to law enforcement agencies iIn emergency situations
involving a current or former patient. In order to restrict
this disclosure we suggest the following section be added:
"(7) a law enforcement agency when there is substantiated
concern over imminent danger to the community by a presumed
mentally ill person.” *

This would allow the disclosure of information to law enforce-
ment agencies “chat may be helpful in preventing needless
injury or death occurring as a result of the actions of a
mentally ill persons during an emergency situation.

An additional area that, in our opinion, should be revised is
the area of involuntary outpatient commitment. Thusfar, there
have only been a limited number of these types of commitments.
It seems, however, that none have proven successful for
various reasons. While the idea of involuntary outpatient
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commitment appears sound, the provisions of the Act appear to
militate against the successful utilization of this less
restrictive alternative. Perhaps your proposed revision to
the definition of "likely to cause serious harm” will have a
positive influence on the successful use of outpatient commit-
ment.

It should be noted, with regards to outpatient treatment, that
AS 47.30.800(a) requires persons seeking conversion from
involuntary outpatient commitment to inpatient commitment must
have direct knowledge that the respondent is mentally ill or
gravely disabled. If the respondent fails to report to the
provider of service, than the provider will be unable to
substantiate the allegations necessary to convert the commit-
ment to inpatient treatment.

1) In AS 47.30.745(b), the last sentence should read ... not
later than 90 days..."
it currently reads.

rather than "... not earlier ...." as

8) The final area in which we would recommend revision is the
requirement that all patients be given the opportunity to be
voluntarily admitted. We do not dispute the value of this
option iIn the vast majority of cases that require psychiatric
hospitalization; there are, however, instances in which it may
not be wise or prudent to be required to offer or allow the
voluntary admission.of some patients to the hospital. Cer-
tainly, the substitution of "reasonable™ for "every" 1in
Section 1 of your draft is a step iIn the right direction. We
would hope that it would be interpreted to mean iIn cases in
which it was deemed unreasonable, that involuntary commitment
proceedings would commence.

While 1 am confident that these recommendations for amendments do not
represent a panacea for all that is wrong with such a complicated set of
laws, 1| am certain that these, along with many other suggestions that
you have received, represent a substantial improvement in providing for
the care and treatment of Alaska®s mentally ill. Again, | would like to
thank you and your staff for giving this information your review and
consideration. My staff and 1 look forward to working with you and
other members of the Legislature in revising our civil commitment laws.

Sincerely,

Robert tondon Smith, Ph.D.
Commissioner
Enclosure
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BILL SHEFFIELD , GOVERNOR
1 "o*
DEPT. OF HEALTH AND SOCIAL SERVICES POUCHHOL
OFFICE OF THE COMMISSIONED 465-3030

February 3, 1984

DOCUMENT #84~32

The Honorable Joe Josephson
Alaska State Senator
Alaska State Legislature
Pouch V

Juneau, AK 99811

Dear Senator Josephson:

RE:  Senate Bill 346
(Suggested Amendment)

The language listed below iIs suggested as an amendment to Senate Bill 346 to
allow persons under the age of 18 to be voluntarily hospitalized by their
parents or guardians [ < additional 30 day periods. Under the existing
statute, children and adolescents may not be voluntarily hospitalized by
their parents or guardians for a period longer than 21 days even if they meet
the criteria for hospitalization under A.S. 47.30.690. The amendment would
rectify this oversight.

On page 4, line 3, Section 5 of Senate Bill 346, we recommend that the
following subsection be included:

"(©) Additional 30-day voluntary admissions of a
minor under the age of 18 may be sought
by parents or guardians if, in the opinion
of the professional person in charge, the
conditions under subsections (1), (2), and
(@) continue to exist.”

This amendment is considered especially important, even critical, in
providing the necessary and appropriate level of care for this oftentimes
fragile group of patients.

We will be happy to provide you or other members of the Senate Health,
Education, and Social Services Committee with any additional information you
may require concerning this proposed amendment as well as any questions you
may have regarding our Position Paper which was submitted earlier.

Sincerely,

Robert: Dondon Smith, Ph.D.
Commissioner
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T0: ALL MEMBERS
ALASKA SENATE tBECEIHEBI

FROM:  PAT EDWARDS mar 2 B 1984
2113 DUKE DRIVE
ANCHORAGE, AK 99
(H> 276-2264  <U)

(

SUBJ:  SENATE BILL 346

508 Josephson,
271-3735

TREATMENT OF MENTALLY ILL PERSONS)

| URGE YOUR SUPPORT OF SENATE BILL 346, ESPECIALLY SECTION 27.
PSYCHOTIC-HISTORIES AND ACTS OF VIOLENCE TOWARDS PROPERTY
MUST BE CONSIDERED WHEN EVALUATING MENTAL PATIENTS.
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ATTACHMENT 1
Speaker/Speaker-Elect
Report to Reference Commit
and Board

American Psychiatric Association

GUIDELINES FOR LEGISLATION ON
TEE PSYCHIATRIC HOSPITALIZATION OF ADULTS1

These Guidelines Deal With:

Emergency Psychiatric Evaluation
Voluntary Admission
Involuntary Eospitalization
Right to Treatment
Right to Refuse Treatment-
Patients” Rights
Legal Immunity for Mental

Health Personnel

1 These Guidelines for Legislation on the Psychiatric
Hospitalization of Adults have been prepared and approved
by the American Psychiatric Association in order to
assist psychiatrists, legislators and the public 1in
considering possible revisions of civil commitment, laws.
The American Psychiatric Association believes that these
Guidelines constitute a responsible set of proposals
which would improve the process of psychiatric
hospitalizatjon in many states. Eowever, because local
lawns, community conditions, and medical practices vary,
state and local psychiatric associations and individual
psychiatrists may properly support provisions which
differ 1In many respects from these general Guidelines.



Q)

TA3LS- OF CONTENTS

Section
1. SHORT TITLE ..o i e i i e e e e aaa
2. "LEGISLATIVE PURPOSES ...“ Cqg--
3. DEFINITIONS......

Aversive Therapy ... oo ie e e e eacaaaas
Consistent with the Least Restrictive

Alternative Principle ... .. ... .......
Court... ... ....... T e e e e eaeaaaaa
Emergency Situation ...._....._........ ;
Experimental Treatment................
Informed Consent to Treatment ..........
Lacks Capacity to Make an Informed

Decision Concerning Treatment ........
Likely to Cause Harm to Eimself r

to Suffer Substantial Mental

or Physical Deterioration ............
Likely to Cause Harm to Others = .......
Patient .. ... ...
Person . ... e e
Psychosurgery .. ... .. e ie e
Severe Mental Disorder
Treatment Facility

4. _EMERGENCY PSYCHIATRIC EVALUATION “_ ... ...
ﬁ-

. Detention by a Police Officer ..........
Certification by a Licensed Physician ...
Petition by Any Interested Adult .......
Treatment Facility Determination-......_.
Advice of Rights. .. ... ... . .. ... .....
-Hearing on. Emergency Evaluation........
Duration of Emergency Evaluation and
Treatment . o ... ..o

Fhuluiciel b

A
e
A
A
Al
¥

VOLUNTARY ADMISSION ...

Admission Y e e e e e e e e e . R
Discharge or Petition for Thirty-

Day Commitment . ... ... .. .. ..o .-...-.
.C. Conversion from Involuntary to
Voluntary Status ...... ... ... .. -.-.

o g ol
W >

6. THIRTY-DAY COMMITMENT

OO0 COLLCLD N NDNDNNDN -

~

- Py | —doy oo o1 U1~ ~



6. A. Petition

6.3.

5.C. Criteria for Thirty-Day Com1i inert
Hearing on Thirty-Day Commitment

6.D.
.

© O® 00 © NNN
o0 wp

.
O

© 0o
o owp

BER B
oo ©O
wXr

B
oo
ZErxXopIONMm 00w,

PREREE
000000

10.

Sugnons for Evaluation; Psychiatric
Report

INFORMED CONSENT TO MEDICATION *
OR OTHER TREATMENT

— VOLUNTARY PATIENTS .. ..o ee e
Infomed Consent ... ... .o eeea s
Revocation of Consent
Refusal to Consent

INFORMED CONSENT TO MEDICATION
OR OTHER TREATMENT
— INVOLUNTARY PATIENTS AT
Consent During Energency Evaluation..._.
Consent During Thirty-Day or Subse-
quent Commitments
Special Therapies ...... .. .. oo eooo..
Other Medical/Surgical Treatments

PROVISION OF TREATMENT

-.General Duty To Provide Treatment

Individual Treatment Plan ..._............

Administration of Medications and
Other Treatments i

Other Medical/Surgical Care
RIGHTS OF PATIENTS”

Preservation of Rights
Right to Treatment. .. .. ... .. .. ... ......
-Healthful and Humane Environment
Least Restrictive Alternative
and Leaves of \bsance
Institutional Labor ...... ...
Restraints and Seclusion
Corporal Punishment
Nutrition & e e e e e e e e
Exercise and Recreation
VISIEOrS . o e e e e e e e e
CommMUNICAtIONS - i i i i e e e e e e e e e mmmm
Practice of Religion
Personal Possessions
Notice of Rights ... ... ... ... .........
Ncnretairiaticn "

10
10



Gii)

10.P. Access to Counsel........... - 20
11. SUCCESSIVE PERIODS OE COMMITMENT 1. 20
i

11.A. Sixty-Day Recommitment  .._.......... 20
11.B. .One Hundred Eighty-Day

Recommitments ... ..o eeennx 21
11.t. Waiver of Hearings = ......... 21
12. DISCHARGE ... ..... 22
13. CONFIDENTIALITY AND DISCLOSURE

OF INFORMATION . oo 23

14. REPRESENTATION OF PATIENTS . ... ...._._.... 23
14_A. Right to Counsel atHearings ............ 23
14.S. Resolution of Grievances in

Treatment Facilities ..... ... . . ..o o... 23
14_C. Representation by Next of Kin

or Guardian. .. ... 23
15. TRANSPORTATION o e e e e e e e o - 24
16. NONDERCGATION OF PATIENTS®" RIGHTS"....... 24
17. COSTS OF CARE . - - o oo o .. 24
IS. IMMUNITIES AND PENALTIES ... .. ... .. ...... 24
18.A. Immunities .......... 24
18.B. Penalties Mo e e 25
19. REGULATIONS . - C oo e e e e e e e e e e 25
20. CONSTRUCTION - - - oo e e e e e e e e e e e 25
20.A. Gender andsNumber ... ... 25

20.B. Severability L ..... 26
20 C. Construction Against Implied Repeal

ADDENDUM



These provisions governing the psychiatric
hospitalisation of adults may be cited as Title 1 of
the Mental Health Code.l

Section 2. LEGISLATIVE PURPOSES

This Act is iIntended to achieve and shall be. - »
construed so as to promote these legislative purposes:

— -amake available psychiatric evaluation,
care and treatment to ail persons who suffer
from severe mental disorders and can benefit
from treatment, and to encourage voluntary
rather than involuntary admission whenever
hospitalisation IS necessary;

— To safeguard the legal rights of patients
in a manner which will advance and not impede
the therapeutic and protective purposes of
psychiatric hospitalisation;

—— To provide workable procedures for obtaining
consent to and administering medications
and other treatments; N

— To provide legal immunity for reasonable,
good-faitheefforts to implement this Act,
and legal penalties for knowing, willful
efforts to subvert the processes in this
Act; and

- To provide a statutory framework for the
promulgation of regulations by the Department
of llental Health.

Section 3. DEFINITIONS

As used In this Act, the terms ~.clow shall have
the meanings indicated:

faversive therapy' means any treatment or procedure
which, be-ause i1t is believed to be painful or physically
uncomfortable to the patient, iIs administered in order

1 These Guidelines deal only with persons who may be
hospitalized for psychiatric care and treatment under
the civil commitment process; they do not deal with
persons who may be confined for forensic evaluation
or other purposes under the criminal jJustice process.



to reduce the frequency or intensity of a behavior;

except that aversive therapy does not refer to verbal
therapies, seclusion or physical restraints used iIn
conformity with Section 10.?., or psychotropic; recitations
which are not used for purposes of aversive conditioning.

""consistent with "'the least restrictive alternative
rrincioleT™reans that (1) each patient comitted solely
on the ground tiac he is likely to cause ham to hirseif
or to suffer substantial rental or physical deterioration
shall be placed iIn the most appropriate and therapeutic
available setting, that is, where treatment provides
the patient with a realistic® opportunity to improve,
and which i1s no more restrictive of his physical or
social J.iberties than i1s believed conducive to the rest
effective treatment for the patient; and (2) each patient
committed solely or in part on the ground than he 1is
likely to cause harm no others shall be placed in a
setting In which treatment ir available and the risks
of physical Injury or properte damage posed by such
placement are warranted by the proposed plan of treatment:.

_ court" means the court or judicial officer
designated under the laws of this State for the discharge
of the functions described In this Act.

“'emerrencv situation' means a situation in which
the patient exhibits substantial behavior which i1s self-
destructive, assaultive,, or threatens significant damage
to the property of others, or which indicates that the
patient is suffering extreme anxiety amounting to panic,
or sudden exacerbation of his severe mental disorder.

"experimental treatment means any treatment
other than one which is commonly accepted for treatment
of the mental disorder involved or i1s supported by widely
accepted scientific studies, and i1s provided by a
qualified health professional; 1f such treatment poses
a significant risk of harm to the patient.

"informed consent to treatment™ means a knowing
and voluntary decision to undergo treatment, evidenced
In writing, and made by a person who has the capacity
to make an informed decision, after the treatment facility
has explained to the person the nature and effects of
the proposed treatment,

"lacks capacity to make an informed decision
csncerr.inc treatmentl means that the person, by reason
of bis mental disorder or condition, is unable despite



conscientious efforts at explanation, to understand
basically the nature and effects of hospitalization. -
or treatment, or is unable to engage iIn a rational ,
decisionmaking process regarding such hcs, italizaticn
or treatment as evidenced by |nab|I|ty to Welgh the
possible .risks and benefits* -

"likelv to cause harm to himself or to suffer
substantial mental or physical deteriorationl means ;
that as evidenced by recent behavior, the person (Q)
iIs likely In the near future to inflict substantial .
physical injury upon himself, or (2) i1s substantially
unable to provide for some of his basic needs such®as
food, clothing, shelter, health or safety, or @) will
iIT not treated suffer or continue to suffer severe and
abnormal mental, emotional or physical distress, and
this distress is associated with significant impairment
of judgment, reason or behavior causing a substantial
deterioration of his previous ability to function on
his own- o

"likely to cause harm to others' means that as
evidenced by recent behavior causing, attempting or
threatening such harm, a person is likely in the near
future to cause physical 1njury, physical abuse, or -
substantial property damage to angther person-

"patient means any person receiving evaluation,
care or treatment under this Act, except that "patient”
for purposes of the rights provided in Section 10 shall
refer only to persons in residential treatment programs.

"person’ means for purposes of any provision
of this Act authorizing the commitment or treatment
of a "person,”™ an individual aged eighteen years or
more.* e

"psvchosurgery' means aly procedure which by
direct access to the brain, removes, destroys, or
interrupts the continuity of brain tissue which is
histologically normal -(as distinguished from normal
in 1ts physiological or psychological functioning) for
the primary purpose of altering behavior or treating
a mental disease or disorder. Psychesurgery includes
the implantation of electrodes with such ait effect gpd

*

For provisions concerning persons under the age of
eighteen, refer to the American Psychiatric Associationl
"Guidelines for Psychiatric Hospitalization of Minors"
(1981).



for such a purpose, with or without subsequent
electroccagulation. Psychosurgery does not include
neurosurgical procedures designed Po preaP reliably
diagnosed inPracPable physical pain or epilepsy.

""severe nenPal disorder' nean3 an i1llness)edisease,
organic brain disorder, or oPher condiPion which ()
subsPanPially, 1npairs ..AFe person* s thoughP, "percepPioa
of reality, enbPional process, or judgment, or (2) =
substantially impairs behavior as manifested by recent
disturbed behavior.a

"“treatment facilityibeans a community rental
health facility, a general medical facility providing
psychiatric services, or ether psychiatric facility
or prooran meeting applicable licensing standards, which
has been approved for the provision of services, under
this Act by the Department of Mental Health; provided
that no jail or other correctional facility shall be
approved as a treatment facility for any persons other
%Han those who could otherwise lawfully be detained

ere.

Section 4. -asacZMCT ?S?CEIAr?.:C "ALUATICN
4_A. Detention bv a Police Officer

1. A police officer nay take a person iInto
custody, and transport the person to a treatment facility
for emergency psychiatric evaluation i1if and only if:

a. -the person would otherwise be subject to
lawful arrest and the police officer believes
that the person iIs iIn need of emergency =
psychiatric treatment; or

b. the police officer has probable cause to
believe that the person has attempted suicide
within the last 48 hours;; or

c. the police officer has probable cause to
believe, based on his personal observation
and investigation, or based cn the petition
of any iInterested adult under subsection

3 Mental retardation, epilepsy, or. other developmental
disabilities do r.ct, in themselves, constitute a severe
mental disorder. States may wish to provide by other
provisions of law for persons whose use of or addiction
to iIntoxicating substances warrants hcspitalination.



4.C. and such corroboration as the police
officer deems necessary in the circumstances/
that the person is suffering from a severe
mental disorder as a result of which he 1is
likely to .cause harm to himself or to others
or i1s manifestly unable to care for some

of his "basic needs, and that immediate .
hospitalisation iIs necessary to prevent ham
to "tle person or to others; cr

d. he i1s acting upon the certification of a
licensed physician under subsection 4.3.

2. Any person taken iInto custody pursuant to
this subsection shall be presented promptly to a treatment
facility. Correctional facilities shall not be used
as temporary shelter for such persons except for the
protective custody of the person pending transportation
.to a treatment facility.

3. Upon or shortly after taking a person into
cusrodv, the police officer shall cake reasonable
precautions to safeguard and preserve the personal
property of the person unless a guardian or responsible
relative 13 able to do so. Upon presenting a person
to a treatment facility the police officer shall i1nform
the Staff in writing of the fact3 which caused him to
take the person into custody, and specifically state.
whether the person iIs otherwise subject to arrest.

4_.B. Certification by a Licensed Phvsician.

A person may be taken into custody by a police
officer, jr accepted by an ambulance service, and
transported and presented to a treatment facility for
emergency psychiatric evaluation, when a licensed
physician certifies In writing that he has examined
the patient in.the last 72 hours, or that he has ongoing
medical responsibility for the person and has knowledge
of his current condition, and on such basis he has
probable- cause to believe that such person is suffering
from a severe mental disorder as a result of which:
he lacks capacity to make an informed decision concerning
treatment; and he i1s (1) likely to cause harm to himself
or to suffer substantial mental or physical deterioration,
or (2 likely to cause harm ro others; and immediate
hospitalisation iIs necessary to prevent such harm.



4.C. Petition bv Anv Interested Adult

Any iInterested adult nay petition for, or presend
a person for, emergency psychiatric evaluation by alleging
based on personal observation that he has probable canse
do believe dhad such person i1s suffering from a severe
nendal disorder a3 the resuld of which: he® is likely
do cause ham to himself or do others or is manifestly
unable do care =for some of his basic needs; and immediate
hospitalisation is necessary do prevent ham do the
person or do others.

4.D. Treatment Tactlltv Determination

1. Upon the.presentation of a person do a
treatment facility pursuant to this Section 4, the
facility shall d,cept the person and shall promptly
examine him to determine whether he meets the criteria
for emergency evaluation and treatment set forth in
subparagraph 2.

2. The person shall be admitted for emergency
evaluation and treatment only i1f the examining
psychiatrist determines that there is probable cause
to believe that the person suffers from a severe mental
disorder as the result of which: he lack3 capacity -
to make an informed decision concerning treatment; and
he 1s (@) likely to cause harm to himself or to suffer
substantial mental or physical deterioration, or (2
likely to cause ham to others; amc immediate
hospitalization iIs necessary to prevent such ham.

3. ITf the eoccan .ting psychiatrist determines
that there i1s not probumle cause to believe that the
person aeets the criteria for emergency evaluation and
treatment, the person shall be released. ITf a person
was presented to the treatment facility by a police
officer and was otherwise subject to lawful arrest,
be shall continue under the custody of police officers.

4_E. Advice af -Richts

The treatment facility shall advise any person
admitted for emergency -evaluation and treatment of the
purposes and possible duration of emergency evaluation,
and of his richts under: his Act, as scon after admission
as his medical condition remits.



4_F. Hearing on Emergency Evaluation

1. Each person who i1s admitted to a treatment
facility shall receive a preliminary hearing before
the court within five business days of admission or
be discharged/..unless he.has, after consultation with
counsel/ executed, a written waiver of such hearing.

The hearing ..sall be informal and subject to such rules
as the court sets consistent with fundamental fairness.

2. The court shall determine at the close of
the hearing, or within five business days of the patient”s
admission, whether he should be discharged. A patient
shall then be discharged, unless the court determines
that there 1is probable cause to believe that he satisfies
the criteria for thirty-day commitment provided in Section
6, and unless within two business days of the court"s
decision a petition for such commitment i1s filed with
the court.

4.G. Duration of Emergency Evaluation
and Treatment

The period of emergency evaluation and treatment
shall 1n no case exceed fourteen days.

*

Section 5. VOLUNTARY ADMISSION
5_A. Admission .

1. A treatment facility may admit a person if
after examlnlng the patient a psychiatrist Jor: 'a
physician” ]Jk on the staff or with privileges at the
treatment facility believes the person is mentally ill
and in need of hospitalization, and 1f the person gives =
written consent to admission. Prior.to such "admission,
the person shall be advised orally and given a written
statement of his rights under this Act; provided that
1T his condition upon admission makes such advice
infeasible and the medical reasons are entered in the
record, such advice may be deferred until the patient®s
medical condition permits, for not more than 48 lours.
Each patient shall be asked to sign an acknowledgement
that he has been so advised and has consented to voluntary
admission for treatment.

2. Initial consent to voluntary admission for
treatment shall be valid for sixty days. Thereafter,

Optional provision.



a patient may remain at the zreatnent facility for periods
of up zo one hundred eighty days each upon a signed
consent executed after the p&t&ent has had an opportunity
to consider with such persons as he wishes his need

for continued hospitalisation, and treatment.

2. " IT th* responsible psychiatrist [or: ""."te
responsible physician”]5 has substantial reason to believe
that a person seeking to adrit himself or to"consent
to further hospitalization lacks capacity to make an
informed decision concerning treatment, he shall obtain
In addition to the consent of the patient, the informed
consent of the patient"s next of kin cr guardian. The
responsible psychiatrist [or: "the responsible
physician”}* shall renew his effort to obtain the i1nformed
consent of the patient If the patient regains the capacity
to make an informed decision concerning treatment.

5.3. Discharge or Petition for
Thirtv-Dav Commitment

Any patient who is voluntarily admitted to a
treatment facili shall be discharged within five
business cays of his written requesz for discharge (and
any patient who indicazes hi3 desire zo be discharged
but 1s unable to write shall be assisted to put his
request iIn writing), unless a peziticn for thirty-day
ccmailnaent is filed within that period by the treatment
facility cr the patient™s next of kin or guardian.

5.C. Conversion from Involuntary to
Voluntary Staves

A patient, who is subject to involuntary
hospitalization pursuant to Sections 4, 5, or 11 of
this Act may at any time convert to voluntary status
iIT the responsible .psychiatrist [or: "the responsible
physician'']7 agrees that such conversion is made in
good faith and that the patient Is an appropriate patient
for voluntary hospitalization.

Cnzicnal zrovisicn.”
* Qoticnal orcvisicn.

7 Orzicnal! zrevision.

>N\



Section 6. _THIRTY-DAY COMMITMENT
6. A. Petition

1. Persons who are present at a treatment facility
under voluntary admission but have requested discharge;
and persons present at a treatment facility for emergency
psychiatric evaluation, may be committed involuntarily
for a period of up to thirty days upon a petition filed
by the treatment facility or by the next of kin or
guardian; and other persons may be so committed upon
a petition filed® by any interested adult. The petition
shall allege that such person meets the criteria set
forth in subsection 6.C. The petition shall set forth
the facts supporting the allegations, and, In the case
of petitions filed by a treatment facility, describe
why the patient requires treatment. The petition shall
be filed with the court, which shall have copies promptly
served upon the patient, the next-of-kin or guard.;.an,
and the; patient"s attorney If known.

2. The copies of the petition served by the
court shall be accompanied by a notice advising of the
person®s right3 concerning the proceeding.

6.3. Summons for Evaluation;
Psychiatric Report™*

1. Upon the filing of a petition for thirty-
day commitment of a person who is not currently under
emergency evaluation cr voluntary admission, the court
shall i1ssue a summons to the person to submit to an
examination (on an outpatient basis) conducted by a
psychiatrist at a treatment facility or a private
psychiatrist. The examining psychiatrist shall promptly -
prepare.a report on his examination and file 1t with
the court. The court shall have copies promptly served
upon the patient, the next of kin or guardlan and the
patient®3 attorney i1f known. n

2. A person served with a summons to submit
to a psychiatric examination aay in lieu of such 1
examination submit a report of a psychiatrist stating
that he has recently examined the person, or ha3 ongoing
medical responsibility for the person and knowledge
of his current condition, and that iIn his opinion the
person does npt meet the criteria for involuntary
commitment. The petition for commitment may then be
dismissed by the court, or continued.



5.C. Criteria for Thirtv-Dav Commitmentl

A person may be involuntarily comitted for a
period of up to thirty days if, after the hearing provided
In Section 6.D., the. court determines, based upon clear

and_.convincing, evudent;e vihgtes

1. the person 1S suf‘ferlng frsa a severe mental
-disorder; "and

L) ‘e & # N .*.*))*

2. there iIs areasonable prospect that his
disorder i1s treatable at cr through the
facility to which he is to be committed,
and such commitment would be consistent with
the least restrictive alternative principle;

3. the person either refuses or is unable to

consent tovoluntary acninsion for treatnent;
and

the person lacks capacity to nake an inferred
decision concerning treatnent; and L

as the result “of the severe nental disorder,
the person is.(1) likely to cause ham to
hinself or to suffer substantial nental or
physical deterioration, cr (@) likely to
cause ham to others.

5.D. ceaiinc on Thirtv-Dav Commitment

1. Every person a3 to when a petition for thirty-
day connitnent has been filed shall be notifiec by the
court sufficiently in advance to be able to prepare
for the hearing, and shall receive a pronpt hearing.
For persons confined for emergency psychiatric evaluation,
or currently under voluntary admission, this hearing
shall fake place within three business’ days cf the Tiling
of the ostiticn.

2. The respondent shall be present at thehear
unless the court finds (1) that he has knowingly and
voluntarily waived such right after consulting with
counsel, or (2 that because his behavior at the heart g

S Eefer to the Commentary for a discussion cf tx

disposition of various types of persons who do net meet
the criteria In Section 6.C.



IS so disruptive, 1t cannot reasonably continue iIn his
presence. Hearings shall be held in the treatnent
facility wherever feasible given the other functions
of the court.

3. Anr respondent who is unable to pay for counsel
shall have the right to be provided with counsel to
prepare for and represent bin at -the hearing. [Any
respondent who, 1s unable to pay for an examination for e
purposes of the hearing shall have t*. right to be
provided with one examination by a licensed psychiatrist,
at the expense of the (state or local government).]3

4. Tne District Attorney or County Counsel shall
represent the interests of the State at the hearing.
[1T the District Attorney or County Counsel fails to
proceed with the commitment/ the next of Kkin or a
petitioning party may retain counsel to do so iIn his
stead, and the reasonable costs of such counsel shall
be paid by the (state >t local government).]1"

5. The rules governing evidentiary and procedural
matters at hearings under this Act shall be promulgated
so as to facilitate informal, efficient presentation
of all relevant, probative evidence and resolution of
iIssues with due regard to the interests; of all parties.
Eearsay evidence may be received, and experts and other
witnesses may, consistent with law, testify to any
relevant and proba.tive facts at the discretion of the
court.

6. Patients shall not have a "right to remain
silent” at a psychiatric examination or hearing conducted
pursuant to this Act; provided that no patient; shall
be held civilly or criminally liable for not speaking
or testifying. Auwy information obtained from or disclosed
by the patient during the course, of evaluation or
treatment i1s admissible In anl; hearing provided iIn this
Act without regard to whether it would otherwise be
privileged; provided that no disclosure made by the
patient during the course of evaluation or treatment
or In any proceeding conducted under this Act,, and no
opinion testimony based on such discD.osures, may be
admitted against the patient on the issue of "guilt In
a criminal proceeding unless he places his mental
condition in issue In such proceeding, and the disclosure
or opinion iIs relevant to such an issue raised by him.

* Optional provision.

I# Optional provision.
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7. The hearing shall be closed ho the public,
unless the respondent requests that i1t be open, or the
court- determines for other good cause that the hearing
should be open. The court shall keep a complete record,
written or recorded, of every hearing.

e; 3. .At the conclusion®of the hearing/ or within
one business day thereafter, the court shall make its
findings, including specific findings as to whether
the commitment is warranted because the person is (@)
likely to cause harm to others, or (b) likely to cause
harm to himself or to suffer® substantial mental or
physical deterioration, cr (¢) both (@ and (b). As
to any person found likely to cause harm to himself
cr to suffer substantial nental cr physical deterioration,
the court shall further make findings as to whether
commitment is warranted because the person (1) is likely
In the near future to inflict substantial physical injury
upon himself, or (2) i1s substantially unable to provide
for some of his basic needs such as food, clothing,
shelter, health or safety, or (3 will, If not treated,
suffer severe and abnormal mental, emotional or physical
distress, and this distress is associated with significant
impairment of judgment, reason, or behavior causing
a substantial deterioration of his previous ability ,
to function on bis own.

9. The court shall enter® an order discharging

the person unless 1t finds by clear and convincing
evidence that the person satisfies all of the criteria
for commitment iIn Section 6.C., in which event i1t shall
enter an order committing the person for evaluation
and treatment for a period of "up to thirty days."
IT at any time during thirty-day (or any subsequent)
commitment a patient, Is absent without permission, the
order ofecommitment constitutes a continuing authorization
to the treatment facility and to any police officer
to procure his return.

Section 7. INFORMED CONSENT Tu MEDICATION CR
OTHER. TREATMENT — VOLUNTARY rATIENTS

7.A. Informed Consent

Except In an emergency situation, a treatment
facility shall, ﬂrlor to beginning any course cf
medlcatlon or other treatment for a patient who i1s subject
to voluntary admission under Section 5, obtain informed
consent tu ireament. If the patient does not lack



capacity to an informed decision concerning
treatnent, the consent shall be his own. I he does
lack such capacity, the consent shall be that of his
next of kin or guardian, provided that such a patient
nay receive appropriate dedications or other treatments,
except as limited by Section 6.C., until such time as
the consent or refusal to. coujent of such-next of kin
or guardian can be obtained. ,
7.B. Revocation of Consent

A voluntary patient (or the next of kin or guardian
who consented to treatment on his behalf) may revoke
consent to treatment at any time by n reasonably clear
statement 1n writing (and patients who indicate a desire
to revoke consent but are unable to write shall be
assisted to put their statement in writing). If such
consent 1s revoked, the treatment shall be promptly
discontinued, provided that a course of treatment may
be concluded or phased out where necessary to avoid
the harmful effects of abrupt withdrawal.

7.C. Refusal to Consent

Except In an emergency situation, any voluntary
patient (himself or through his next of kin or guardian)
shall have the right to refuse any and all medications
or other treatments. |IT appropriate medications or- =
treatments are refused, the facility may then discharge
the patient, and shall not be liable iIn any respect
for such action.. .- s -

Section 8, INFORMED CONSENT TO MEDICATION OR
OTHER TREATMENT — INVOLUNTARY PATIENTS

8.A.. Consent Purina Emergency Evaluation

Following admission and during the period cf
emergency evaluation provided In Sect on 4, the treatment
facility may administer medications or other treatments,
except as limited by Section 8.C., to a patient consistent
with good medical practice and without the i1nformed
consent of the patient- or his next of kin or guardian.
However, prior to administering any such medication
or other treatment, the staff shall explain the purposes,
nature, and effects of the treatment and shall request
the patient®s consent to i1t, unless the responsible



psychiatrist [a—-: '"the responsible physician” ]11
determines that the patient’s condition nakes doing

so infeasible or hamful to bin, and enters the reasons
for not doing so In the record.

8.3. _Consent During Thirty-Day ;-
- - . ~or Subsequent Comnitnents - - "

It being a prerequisite to involuntary commitment
that the person lacks, capacity to make an informed
decision concerning treatment, the treatment facility
shall be authorised to administer medications or other
treatments, except as limited by Section 3.C., to such
persons consistent with good medical practice without
their consent. Although consent to treatment iIs not
required, during the course of treatnent the responsible
psychiatrist [or: "the responsible physician"]lZ shall
consult with the patient and his rent of kin or guardian,
and give consideration to the views they empress
concerning treatment and any alternatives.

3.C. Special Therapies

Notwithstanding subsections A. and 3. above,
a treatnent facility shall net acninister aversive
therapy, anperimental treatment, psychesurgery, or any
ether special therapy designated by the Department of
Mental Health erccept as provided by law or in regulations
promulgated by the Department cf Mental Health. =

8.D. Other Medical/Surgical Treatments

Consent for other medical/surgical treatments
not intenced ?rimarily_to treat a patient’s mental”
disorder shall be obtained In accordance with applicable
law,
Section 9. PROVISION OF TRZATMHNT

9.A- General Duty To Provide Treatment

Every patient shall be provided with prompt,
competent and appropriate treatment, which offers bin
a realistic prospect of improvement. Patients shall
be afforded treatment by sufficient numbers of duly
qualified personnel, iIn facilities which meet applicable

Ooticnal trovisicr.

Cotional trovision.



licensing and accreditation standards, which-conform
to applicable regulations of the Department -of Mental
Health, and which are able adequately to care for and
treat the patients they serve.

& 9.3." Individual Treatnent Plan *

1. A written individual treatmenr~pian “shill
be prej;ared, with the participation of the pat: ent to-
the extent he is able, during voluntary admission or
emergency psychiatric evaluation, or If a person has
been subject to neither, then within seven days of a
mpatient”s thirty-day commitment. The iIndividual treatment
plan shall be approved by the responsible psychiatrist

[or: 'the responsible physician™],13 and the course
cf treatment actually administered shall conform to
the plan.

2. The patient®s progress in attairdng the
objectives In the treatment plan shall be noted in his
records and revisions in the plan shall be mace as
appropriate. The patient, and If the patient desires, <
the next of kin or guardian, shall be afforded an
opportunity to participate In considering any substantial
change in the treatment plan.

3. The individual "treatment plan shall be
available upon request to the patient, and to any other
person designated by him, provided vhat the responsible
psychiatrist [or: '"the responsible physician']1* may
preclude disclosure of the i1ndividual treatment plan
to the patient or others for a period not to exceed
seven days i1ron the request, 1f he states in writing
why disclosure would be harmful to the pal 1tent.” " *©

9.C. "Administration of Medications
and Other Treatments

1. Medications and other treatments shall only

be prescribed, ordered and administered iIn conformity

with accepted clinical practice. Medication shall be
administered only in accordance with the written order

of a physician or upon®a verbal order, noted in the

patient®s medical record and subsequently signed by

the physician. Medication shall be administered only

by a qualified physician, or qualified nurse, or by

13 Optional provision.

14 Optional provision.
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qualified ether persons pursuant to procedures approved
by the Departaent cf Mental Health- The attending
physician, shall review regularly the drug, regisen of
each resident patient under his care and shall nohitor
any synptons of hamful side effects. Prescriptions
for psychotropic aedications shall be written with a
temination date mot="exceeding thirty days thereafter,
but nay be renewed.. .

2. Meqications and otﬁér treatnents shall re
administered iIn accordance with all applicable law.

3. If a patient 1s given any psychotropic or
other nedication which has an effective duration of
action including the day of a court hearing, the facts
concerning i1ts acninistraticn and effects, and the
patient"s rental status and behavior In the absence

cf necicaticn, shall be brought to the attention of
the court.

9.D. Other Medlcal/Surcical Care

All patients shall be provided with prenpt, regular
and conpetent nedical care for physical ailinerts under
the supervision of a licensed physician. Zvery patient
shall have a reasonably ccrpiete physical examination
at appropriate intervals.

Section 10. RICHTS OH PATIHNTS ‘ * - -
10.A. Preservation of Richts

No right of any person (including but net United
to the right to register and vore at elections; rights
to acquire, use and dispose of property including
contractual right3; rights to sue and be sued; rights
relating to licenses, remitst privileges and benefits
under law; and r z 1 -i,,:iF:.I:-‘: H1
shall be denied or reduced solely by reason of his having
been evaluated, cemitted or treated under this Act,
except as otherwise specifically provided herein or
in other applicable law. A finding of lack of capacity
to nake an Inferred decision concerning treatment under
Section 5 shall not alone establish lack of ccrpetar.ce
for any other purpose. A treatnent facility nay for
clinical reasons preclude a patient who is believed
20 lack ccnpeter.ce frcn r.aking substantial dispcsitrcns

of his property until his ccnpetence can be decided
bv a court.
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10.3. Right to Treatment

Patients shall have a right to treatment to the
extent provided In Sections 9, 10.C., and 10.D.

10.C. Healthful and Humane Environ-..
ment

Every patient shall have the ri.ght to a healthful
and humane environment. Every treatment facility shall
provide a clean, sanitary, safe and comfortable
environment In a structure which complies with applicable
licensing requirements governing physical facilities,
nutrition, health and safety, and medical services,
and- for aspects of care for which there are not mandatory
requirements, with generally accepted professional
standards. In addition, ewry™™ patient shall have a
right to a humane psychological environment which protects
him from harm or abuse, provides reasonable privacy,
promotes personal dignity and provides opportunity for
improved functioning.

10.D. Least Restrictive Alternative
and Leaves of Absence
1. Every patient -shall have the right to treatment
consistent with the least restrictive alternative
principle. _._

2. Leaves of absence may be granted in appropriate
cases at the discretion of the treating facility. Police
officers shall be authorized to and shall, at the request
of a treatment facility, take iInto custody and return
to the treatment facility any person who has been
committed there and leaves without proper authorization
uX does not return’at the end of an authorised leave
of absence.

10_E. Institutional Labor

1. Patients have a r*ght to perform labor as
part of a therapeutic program.

2. Patients may not be required to perform labor,
except that to the extent they are able, they may be
required to perform (1) tasks necessary to care for
their personal possessions, (2) routine, nondegrading
housekeeping tasks necessary to maintain their living
quarters, or (3) other tasks which the responsible



psychiatrist [cr: "the responsible physician']5 approves
and which are monitored as part of a therapeutic program
for the patient. No patient shall be subjected to any
loss cf any right raider this Act (as distinguished from

a privilege which is conferred as part of a therapeutic
program) pecause of his refusal to perform such tasks.

3. Any*patient labor which confers an economic
benefit upon the institution beyond merely supplementing
employee performance of housekeeping tasks shall be
compensated on a reasonable basis In accordance with®
applicable law, and.the proceeds of such labor shall
be paid to the patient or his designee.

10.T. Restraints and Seclusionl*

1. Restraints and seclusion may be of therapeutic
benefit to seme patients and therefore may be administered
in conformity with good medical practice.

2. Every patient shall have the right to be
free from unwarranted or inappropriate restraints or
seclusion.

3. A patient shall be thS|cally restrained
or placed in seclusion only at the written order cf -

a physician or upon a verbal order noted In the panient®s
record and subsequently signed by the physician.

4. Durrng any period in which a patient is
restrained or secluded, he shall be periodically checked
and cared for properly, to assure his well-being.

10.G. Comoral Punishment

Every patient shall have the right to be free
from corporal punishment.

10. Nutrition

__Every patient shall have the right to a _
nutritionally sound and medically appropriate diet.

I Optional provision.

XU These provisions establish only a basic framework

for the use cf restraints and seclusion. More detailed
guidelines are being prepared by the Aneric:.n Psychiatric
Association to deal with the many subtle problems which
arise.



10.1. Exercise and Recreation

Every patient shall have reasonable opportunities
for physical and outdoor exercise and access to
recreational areas and equipment. Reasonable limitations
may be set by general rules or,"” for clinical reasons,

Iin particular cases. I e ;

10.J. Visitors

Every patient has the right to receive visitors
of his choosing with reasonable privacy. Reasonable
limitations on access of visitors may be set by general
rules or, for clinical reasons, iIn particular cases.

10._K. Cohmunications

1. Every patient shall-have the right to send
and receive mail. Reasonable rules governing inspection
(but not reading) of incoming mail may be enforced,
provided that they are necessary to substantial health -
care purposes and that they preserve the patientls privacy
rights to the extent compatible with his clinical status.

2. Every patient shall have the right to
reasonably private access to-telephones, including the -
right to make long-distance calls to the" extent he can
arrange for payment for such calls.

3. A treatment facility shall provide reasonable
assistance to patients iIn exercising their communication
rights. Reasonable limitations on use of the mails
.and telephones may be set by general rules or,, for
clinical reasons, in particular cases.

10.L. Practice of Religion

Every patient shall have the right to practice
or refrain from practicing religion, and pressure shall
in no event be placed on those who do not wish to practice
religion. The treatment facility shall provide
appropriate assistance so that patients wishing to
practice a religion have a reasonable opportunity to
do so. - -

10.M. Personal Possessions

Every patient shall have the right to keep, use
and store personal possessions and to maintain and use
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bank accounts- or other sources of personal funds, .unless
precluded from doing so by order of a court. Reasonable
limitations nay be set by general rules or, for clinical
reasons, in particular cases.
10.N.  Ngtice® of Richtg *  *"w¥ .
_As soon_after adnission as his medical condition
permits, a patient shall be advised orally and given
a written statement of his rights under this Act, and

such a statement of rights_shall be posted so that it
Is available to patients.

10.0. Non-Retaliation

No patient shall be retaliated against or subjected
to any adverse change of conditions cr treatnent solely
because of his having asserted his rights.

10.?. Access to Counsel

A patient nay at any tine have a telephone
conversation with or be visited by his lawyer.

Section 11. SUCCESSIVE PERIOD?; 0?2 COMMITMENT
11.A. Sixtv-Dav Re-Camaitnent

1. Any person who has been subject to a thirty-
day commitment pursuant to Section 6, nay be re-committed
for up to sixty days upon a petition by the treatnent
facility cr by the next of kin cr guardian. The petition
nay be filed with the court at any tine prior to the »
expiration of the thirty-day comitment.. The petition
shall i1nclude a statement of the treatment facility
as to why the person still meets the -criteria for
involuntary commitment; what treatment has been provided
and what progress has been made; why a further period
of commitment is warranted;" and the identity of the
person who has knowledge concerning the case. The
petition shall be promptly served by the court on the
patient, the next cf kin or guardian, and the patient’s
attorney.

2. The patient shall be entitled to a hearing
before the court on the petition on or before the first
business day following the expiration cf the thirty-
cay commitment, and shall have all ether richts to which
he was entitled at the hearing on thirty-cay commitment.



3. The court shall order that the person be
discharged unless it determines (&) by clear and
convincing evidence that the person still satisfies
the criteria for involuntary commitment, and (b) that
there i1s a reasonable prospect that a substantial * e»

therapeutic purpose would be served by a-further period
of commitment. . —

U.S. One Hundred Eighty-Day Re-
commitments

1. Any person who ha's been subject to sixty-
day re-commitment pursuant to Section 11.A. may be re-
committed for up to one hundred eighty days upon a
petition filed with the court by the treatment facility
or by the next of kin or guardian. The petition shall
include a statement of the treatment facility as to
why the person still meets the criteria for involuntary
commitment; what treatment has been provided and what
progress has been made; why a further period of commitment
Is warranted; and the identity of the person who has
knowledge concerning the case. The petition shall be
promptly served by the court on the patient, the next
of kin or guardian, and the patient"s attorney.

2. The patient shall be entitled to a hearing
before the court on the petition on or before the first
business day following expiration of the bperative period
of commitment”and shall have all other rights to which
he was entitled at tte. hearing on thirty-day commitment.

3. “The court shall order that the person be
discharged unless i1t determines (&) by clear and
convincing evidence that the person still satisfies
the criteria for involuntary commitment, and (b) that
there is a reasonable prospect that a substantial e~
therapeutic purpose would be served by a further period
of commitment.

4. Additional re-commitments for periods of
up to one hundred eighty days each may be ordered in
accordance with Section 11.3~1-3 when warranted.

11.C. Waiver of Hearings

A patient may waive any hearing to which he is
entitled under this Section 11 upon a written wailver
which the court finds i1s knowingly and voluntarily
executed by the patient.



Section 12. DISCHARGE

12_A. The ..responsible psychiatrist [or: 'the
responsible physician"?]? shall review periodically
whether, a parent still neets the criteria for lawful
cchmitnent, .. and .if he concludes that ,the patient does -
Rot,ihe shall undertake discharge procedures as provided

erein.

12.3. As to a patient comitted because he wa3
likely to cause ham to hinself or to suffer substantial
nental or physical deterioration, iIf the responsible
psychiatrist [or: 'the responsible physician']1*
concludes that the patient no longer neets the criteria
for lawful ccnritnenc, he nay discharge the patient
directly.

12.C. As to a patient connitted solely because,
or partly because, he was likely to cause ham to others,
iIT the responsible psychiatrist Jor: 'the responsible
physi-ran' ]J11 concludes that the patient nc longer neets
the criteria for lawful corritaent, or that the patient's
treatnent program has been completed or is unlikely
to provide further benefits, he shall apply to the court
for an order discharging or transferring the patient,
as nay be appropriate. The application shall set forth
the relevant facts. The court nay conduct an infernal
hearing, subject to such procedures as the court sets.
Nothing in this subsection ,"hall reduce any richts to
hearings which patients have pursuant to ether provisions
cf this Act. !

oo *eo % Txe W

12.D. Discharge of any pa.tient nay be delayed
for a reasonable period of tine in order to arrange
transportation or lodging for the patient, cr Jfor other
good cause.

12_.E. A person who has been discharged iron
emergency evaluation, thirty-day commitment or a
subsequent period cf commitment nay be re-committed
only pursuant to the sane procedures provided in this
Act and upcn a showing of sons new circumstances
warranting such commitment which were not known at the
tine of disdharoe.

17 Optional provision.
Cutional orcvision.

= Optional provision.



12. F. The responsible psychiatrist [or: 'the
responsible physician'™]2 may, as part of an individual
treatment plan for a patient who s iInvoluntarily
committed, release such patient to outpatient treatment
upon the condition that 1Tt the"patient fails to follov..";
through with or respond acceptably to such outpatient
treatment, he may be returned to Inpatient treatment
for the remainder of the operative period of comuitment.

12. G. Nothing i1n this Act shall limit any other
legal rights or remedies concerning discharge which
a patient may have or acquire pursuant to law, regulation

or policy, iIncluding the right to petition for a writ
cft habeas corpus.

Section 13. CONFIDENTIALITY AND DISCLOSURE OF INFORMATION

[This Section adopts the American Psychiatric
Association®s ""Model Law on Confidentiality of Health
and Social Service Records.']

Section 14. REPRESENTATION OF PATIENTS
14_A. Right to Counsel at Hearincs

Every patienc shall have a right to counsel to
represent him at court hearings under this Act, except
rhat a patient need not be provided with tounsel for
the preliminary hearing on emergency evaluation provided
in Section 4.F.- 77

14.3. Resolution of Grievances in Treatment
Facilities - _

Every treatment facility shall _establish a
fundamentally fair procedure for the assertion,
resolution, and redress of patients®™ grievances, and
shall have a patients®™ representative or similar person
who shall hear patients®™ grievances, attempt to resolve
problems, and protect patients® interests.

14_.C. Representation by Next of
Kin or Guardian .

Any right of patients provided in this Act may
be exercised on behalf of a patient who iIs unable to
exercise such right by a next of kin or guardian, 1iIn
accordance with State law.

A Optional provision.
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Section 1S, TRAMSPORTATION

"Whenever a patient is to be brought ho or frca
a treatment facility, or’is to be transfterred no another
facility or to a hcae, the court nay direct the sheriff,
state police or other appropriate authorities to*".fumish
suitable transportation. -

Section 15. NON-DSRCCATICN OF PATIENTS®™ RIGHTS

Rights conferred upon patients by this Act shall
be In addition to, and nothing iIn this Act shall revoke
or reduce, any rights, privileges or immunities which
a Pgtient nay have or acquire by law, regulation nr
policy.

Section 17. COSTS 0? CARE

In accordance wit: law, iIndigent public patients
shall receive care and treatnent under this Act without
charge to then. Parierrs ccmitted under this Act who
are able ro pay nay be required to pay scne reasonable
costs cf care and treatment, and to that end treatnent
facilities and the State shall be authorised to recover
such cost s frcn then or their estate, their fanily, <«
custodians of their property, or third parties liable
for the costs of their care or treatnent, iIn confcmity
with law. The liability of patients, their families,
and others for the leng tern care of patients ccmitted
as —ikelg to cause ham to others shall be specially
United by regulations, of the Department of Mental Health.

Section IS." IMMUNITIES AVMD PENALTIES
13. A. Innur_lties

1. [la tbs absence of willful misconduct or gross
negligence, no officer, cdrector, staff nember or employee
of a treatnent facility shall be liable for acts or
emissions within the scope cf his enploynent related
to acnission, evaluation, care, treatment, nonacnission,
transfer, removal cf restrictions upon, or discharge
of a person, pursuant to this Act.

2. Nc other person who, acting in good faith
and with a reasonable basis, participates In any of
the processes provided in this Act shall be liable for
such actions.



3, Notwithstanding any other provision of this
Act, no police officer, no officer, director, staff
member or employee of a treatment facility, and no other
person or entity performing actions pursuant to this
Act, shall be liable for any action of a patient who
Is discharged from or is absent from a treatment facility
pursuant to this Act. ~ — ore>
4. Under no circumstances shall any person
performing actions pursuant to this Act have a duty
to, or be liable for failing to, notify, advise or wr .n
anyone concerning the non-admission, transfer, removal
of restrictions on, or discharge of any person.

18.5. Penalties

1. Any person who knowingly and willfully gives
substaitial, false information or takes other wrongful
action for the purpose of distorting, corrupting or
interfering with the processes provided in this Act
shall be subject to a civil fine, and shall be liable
for injunctive relief and money damages,, In addition
to any other liability under law.

2. Any person who takes into custody, admits -
for evaluation or commitment, detains for a further
period of time, discharges, or administers medication
or treatment to a patient, or takes other action affecting
the substantial rights of a patient, doing so knowingly
prf willfully in substantial violation of this Act,
shall be subject to a civil fine, and shall be li1able
for injunctive relief and money damages, in addition
to any other liability under law. This subsection shall
not be invoked iIn cases of isinor, merely technical,
or otherwise justifiable breaches of the provisions
of this Act.

Section 19. REGULATIONS

The Commissioner of Mental Health i1s empowered
to promulgate regulations to implement this Act which
are consistent with its provisions.
Section 20. CONSTRUCTION

20.A. Gender and Number

As used iIn this Act, pronouns shall refer to

both male and female persons equally, and articles shall
refer to singular and plural references equally.
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20.3. Severability

IT any prevision of this Act or its application
to any person or circumstance is held invalid, 1t is
the legislative intent that such invalidity not affect
other provisions or applications which can be ghﬁs-f“;
effect apart from that-which is invalidated, and to-; -/

this end the prOV|S|onr of this Act shall he deemed
severable.

20.C. Construction Acainst lanlied P.emal

This Act 1s intended as a unified, general Act
covering iIts subject matter, and accordingly none of
1ts provisions shall be deemed impliedly repealed by

subsequent legislation 1If such a construction reasonably
can be avoided.



ADDENDUM

This addendum contains Guidelines
for states which dc not wish to undertake
a comprehensive revision of their civil
commitment laws, but do wish to add
provisions for the commitment of persons
who are likely to "'suffer substantial
mental or physical deterioration.



DEFINITIONS

As used iIn this Act, "the terms below shall have
the meanings indicated:

"consistent with the least restrictive alternative
principlel means that (1) each patient committed solely
on the ground that he i1s likely to cause harm to himself
or to suffer substantial mental or physical deterioration
shall be placed iIn the most appropriate and therapeutic
available setting, that i1s, where treatment provides
the patient with a realistic opportunity to improve,
and- which 1s no more restrictive of his physical or
social liberties than is believed conducive to the most
effective treatment for the patient; and (2) each patient
committed solely or iIn part on the ground that he is
likely®™ to cause harm to others shall be placed in a
setting i1n -which treatment i1s available and the risks
of physical -Tljury or property damage posed by such
placer=> ot n mgranted by the proposed plan of treatment.

* * *

"lacks capacity to make an informed decision
concerning treatmentX means that the person, by reason
of his mental disorder or condition, 1is unable despite
conscientious efforts at explanation, to understand
basically the nature and effects of hospitalisation
cr treatment, or is unable to engage iIn a rational
decisionmaking process"regarding such hospitalisation
or -Treatment as evidenced by i1nability to weigh the
possible risks and benefits.

*'likely to- cause harm to himself or to suffer
substantial mental or physical deteriorationl means
that as evidenced by recent behavior, the person ()
iIs likely 1n the near future to inflict substantial
physical i1njury upon himself, or (2) is substantially
unable to provide for some of his basic needs such as
food, clothing, shelter, health or safety, or ) will
IT not treated suffer or continue to suffer severe and
abnormal mental, emotional or physical distress, and
this distress iIs associated with significant impairment
of judgment, reason or behavior causing a substantial
deterioration of his previous ability to function on
his own.



"severe nental disorder” aeans an illness, disease,
organic brain disorder, or other condition vbi.cn ()
substantially impairs the person’s thought, perception
iT reality, emotional process, or judgment cr (@)
substantially impairs behavior as manifested by recent
disturbed behavior.1l

EMERGENCY PSYCHIATRIC EVALUATION
Detention bv a Police Officer

A police officer may take a person into custody,
and transport the person to a treatment facility for
emergency psychiatric evaluation if:

* *

the police officer has probable cause to
believe, based on his personal observation

and investigation, or based on the petition

of any interested adult and such corroboration
as the police officer deems necessary in

the circumstances, that the person i1s suffering
from a se —re mental disorder as a result

of which he i1s like!"” to cause harm to himself
or others or i1s manifestly unable to care

for seme cf. his basic needs, and that immediate
hospitalication iIs necessary to prevent harm

to ohe person or to others;

Certification bv a Licensed Physician

A person may be taken into custody by a police
officer, or accepted by an ambulance service, and
transported and presented to a treatment facility for
emergency psychiatric evaluation when a licensed physician
certifies In writing that he has examined the patient

Mental retardation, epilepsy, or other developmental
disabilities do not, in themselves, constitute a severe
mental disorder. States nay wish to provide by other
provisions of lav for persons whose use cf cr addiction
to ir.toxicatinc substances warrants bosnitalitaticn.



in the last 72 hours or that he has ongoing medical
responsibility for the person and has knowledge of his
current condition, and on such basis he has probable
cause to believe that®™ such person is suffering from

a severe mental disorder as the result of which: he
lacks capacity to make an informed decision concerning
treatment; and he is (1) likely to cause harm to himself
or to suffer substantial mental or physical.
deterioriationy* or (20" likely to cause harm to others;
and immediate hospitalisation Is necessary to prevent
such harm.

* - *

Treatment Facility Determination

Upon the presentation of a person to a treatment
facility, the facility shall accept the person and shall
promptly examine him to determine whether he meets the
criteria for emergency evaluation and treatment set
forrh below.

The person shall be admitted for emergency
evaluation and treatment only 11 the examining
psychiatrist determines that there iIs probable cause
to believe that the person suffers from a severe mental
disorder as the result of which: he lacks capacity
to make an informed decision concerning treatment; and
he 1s (1) likely to cause harm to himself or to suffer
substantial mental or physical deterioration, or ()
likely to cause harm to others; and immediate
hospitalisation Is necessary to prevent such harm.

* * *

CRITERIA FOR COMMITMENT

A person may be.involuntarily committed- for a
period of up to ( )* days i1If after the hearing the
court determines, based upon clear and convincing
evidence, that:

1. the person is suffering from a severe mental
disorder; and

2 Insert the time period under existing law.



there 1s a reasonable prospect that his
disorder i1s treatable at or through the
facility to which, he 1s to be committed,

such commitment would be consistent with
the least restrictive alternative principle;
and

the person either refuses or i1s unable to

consent to voluntary admission for treatnent;
ad-

the person lacks capacity to cake an informed
decision concerning treatnent; and

as the result of the severs disorder, the
person is (1) likely to cause ham to hieself
or to suffer substantial mental or physical

deterioration, or (2) likely to cause harm
to others.

INFORMED CONSENT TO MEDICATION OR
OTHER TREATMENT — INVOLUNTARY FAT IENTS

It being a prerequisite to involuntary commitment
that the person lacks capacity to .make an informed
decision concerning treatment, the treatment facility
shall be authorised to administer medications or other
treatments, except special therapies which are subject
to particular laws or regulations, to such persons
consistent with good medical practice without their
consent. Although consent to treatment iIs not required, <
during the course of treatment the responsible
psychiatrist shall consult with the patient and his
next of kin or guardian, and give consideration to the
views they express concerning treatment and any
alternatives.
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KEMORANDUM September 9, 1983

SUBJECT : Mental health commitment laws
(Work Order No. 13-1516)

TO: Senator Joe Josephson
Chairman, Senate Health, Education and
Social Services Committee

FROM: Edward H. Hein
Legislative Counsel

You have asked for a comparison of the American Psychiatric
Association®s draft guidelines for psychiatric hospitali-
sation of adults with Alaska®s mental health commitment laws
(AS 47.30.655 - 47.30.915). I have enclosed a section-by-
section comparison, with the APA guidelines on the left-hand
pages and the corresponding Alaska statutes on the right-
hand pages. My comments follow.

In general, there are many similarities between the APA
guidelines and Alaska law. Both provide for emergency or
involuntary commitments, voluntary commitments, initial
periods of detention followed by longer periods of
extension, standards, hearings, patient rights, iImmunities
for mental health professionals, and penalties for bad faith

commitments. In most cases Alaska law appears to provide
equal or better patient protections than those recommended
by the APA.

The major specific differences between the guidelines and
Lhe statutes are as follows:

1. Emergency detention. Under APA section 4_.A.2. a person
taken Into custody for emergency evaluation may not be
placed iIn a jail or other correctional facility, except for
protective custody purposes and only while awaiting trans-
portation to a treatment facility. Under AS 47.30.705. a
correctional facility may be used as an emergency evaluation
facility if a regular evaluation facility is unavailable.
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2. Petition for involuntary commitment. Under APA section
4.C. any "interested adult''~may petition for an emergency
psychiatric evaluation of another person. The APA does not
define what "interested” means. Under AS 47.30.700 "any
adult” may petition for involuntary commitment of another
person.

3. Deadline for emergency examination. Under APAv section
4.D.1. a treatment facility must examine a person under
emergency detention "promptly” after arrival at the
facility. Under AS 47.30.710 the examination and evaluation
must be completed within 24 hours cf arrival.

4. Advisement of rights. Under APA section 4.E. a treat-
ment facility must notify a person admitted for emergency
evaluation of the purposes and possible duration of the
evaluation, as well as the person®s legal rights relating to
commitment. Under AS 47,30.725 there 1s no specific
requirement of notice relating to the purposes and duration
of evaluation. But me Alaska statute requires that notice
be both oral and written and in a language the person under-
stands .

5. Hearing after emergency detention. Unde APA section
4_F. a person under emergency detention must receilve a
hearing before a court within five business days after being
admitted to a facility. This right to a hearing may be
waived iIn writing upon advice of counsel. The hearing is
informal and i1s conducted under rules set by the court con-
sistent with "fundamental fairness'”. After the hearing a
person may be discharged by the court or committed for 30
days. Under AS 47.30.725 a person under emergency or invol-
untary detention has a right to a hearing within 72 hours of
arrival at the facility. The person may not waive the right
to a hearing, but may waive the 72-hour limit if the person
IS represented by counsel. However, the hearing must be
held within seven calendar days of the person®s arrival at
the facility. The person has a right to communicate,
immediately after arrival at the facility, with a guardian
or other adult and with an attorney. At the hearing the
person has a right to be represented by an attorney, to
present evidence and to cross-examine witnesses. Subject to
specified exceptions, the person has a right to be free of
the effects of medicine or treatment before the hearing.
After the hearing the person may be discharged or committed
for a period of 21 days. Additional hearing rights are
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specified elsewhere in the APA guidelines and the Alaska
statutes.

6. Voluntary admission. Under APA section 5.A. a person
believed to be mentally 1ll and 1n need of hospitalization
may be admitted voluntarily if the person consents in
writinj after being advised of rights. The consent 1is
effective for 60 days, but may be renewed for an unlimited
number of periods of up tol80days each. Under AS
47.30.670 the only requirements are that the person () 1in
fact be suffering from mental illness, (@ be 14 years old
or older, and () '"voluntarily" signs the admission papers.
A person under 14 years ofage may be "voluntarily"” admitted
for a period of 21 days 1i1f (O the minor®s guardian or
parent signs the admission papers and (2) the senior mental
health professional at the facility concludes that specified
criteria are met. Presumably the minor is automatically
released after 21 days unless the minor is admitted again
under the same requirements as for initial admittance.

7. Discharge from voluntary admission. Under APA section
5.B. any person voluntarily admitted must be discharged
within five business days after submitting a written request
for discharge, unless the treatment facility or the person®s
guardian files a petition for 30-aay commitment. Under AS
47.30.685 - 47.30.695 a person who was voluntarily admitted
to a treatment facility shall be discharged immediately upon
submitting a written notice of intent to leave the facility.
However, the treatment facility may hold the person for 48
hours after receiving an intent to leave notice in order to
initiate involuntary commitment proceedings. In that case,
the facility must give the person written notice of its
intent to iInitiate the proceedings by the time the person
would otherwise be released. A person who iIs under 14 years
of age must be discharged immediately upon the request of
the parent or guardian, unless the minor, 1f released, Iis
likely to cause serious harm to hirnself or another as a
result of a mental illness.

8. Conversion of status. Under APA section 5.C.. a person
who was committed involuntarily may change to a voluntary
admitee with a psychiatrist™s approval. No comparable
provision exists In Alaska law.

9. Further periods of commitment. The APA guidelines
provide for 30-aay, 60-day, 90-day, and 180-day commitments.
Alaska law provides for 2l-day, 90-day, and 120-day
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commitments. Each period of commitment is to be preceded by
a hearing under both the APA guidelines and the Alaska
statutes. The patient®s rights at the hearing vary
considerably, however, under the two different schemes. The
most noticeable differences are that (1) the APA guidelines
allows the use of hearsay evidence so long as it is
relevant, while Alaska requires the use of civil rules of
evidence; (2 the APA denies a patient®s Fifth Amendment
right to remain silent, while Alaska law specifically
recognizes it; and (3 the APA does not allow the exclusion
from evidence of privileged communications between the
patient and psychiatrist or physician made during the course
of evaluation or treatment, whereas Alaska law recognizes
such an evidentiary privilege.

10. Petitions for further periods of commitment. Under
both the APA guidelines ana*Alaska law, all commitments are
initiated by the filing of a petition. Under APA section
6.A. a petition for a 30-day commitment of a person already
at a treatment facility may be filed by the facility or by
the person®s "next of kin" or guardian. |If the person 1is
not currently committed, any "interested adult” may fTile a
petition for a 30-aay commitment of the person. The
language of the guidelines does not make clear whether
additional petitions may be filed for successive commitments
of 30-davs each. Under APA section 11.A. a person who "has
been subject to'" a 30-aay commitment may be recommitted for
an additional 60-day period upon a petition filed by the
treatment facility or the person®s 'next of kin" or
guardian. (The drafting here 1iIs Imprecise and ambiguous.

The phrase "has been subject to'" could mean '"has ever been
subject to" or it could mean "is currently under'™ or it
could mean "has met the criteria for''.) Under APA section
11.B., a person committed for any period of time and who 1Is
dangerous to himself or herself may be committed for one
additional period of "up to 90 days™ upon a petition filed
by the treatment facility or by the person®s next of kin or
guardian at any time befr\c the current period of commitment
expires. Under APA section I1.C., a person who "‘was
committed for up to 30 days and iIs subject to 60-day
recommitment” and who is likely to harm others may be
committed for successive additional periods of 180 days each
upon a petition filed by the person®s next of kin or
guardian, or by the state "upon advice of the treatment
facility”. Under AS 47.30.730, a petition for a 2l1-day
commitment must be signed by two mental health professionals
who have examined the person. It is not clear who may file
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the petition. Under AS 47.30.740, a petition for a 90-day
commitment may be filed by 'the professional person in
charge™ while the person is under a 21-day commitment.
Under AS 47.30.770 the "professional person in charge"” may
file a petition for a 120-day commitment of a person who is
under a 90-day commitment. Successive commitments of 120
days each are authorized.

11. Informed consent. Under APA section 7, a treatment
facility must obtain a patient"s iInformed consent before
administering medicine or treatment to a voluntary admitee
In a non-emergency situation, unless the person lacks
capacity to consent. A voluntary admitee may revoke consent
in writing at any time except In an emergency. Under APA
section 8, an involuntary admitee, or a voluntary admitee in
an emergency, may be treated or given medicine without
informed consent:. Under AS 47.30.825, every mental patient
has the right to know the name, purpose and side effects of
medicine to be administered. In a "true medical emergency",
surgery to save the "life, physical health, eyesight,
hearing or member of the patient” may be performed without
the consent of the patient, guardian or court. The Hlaw
specifically recognizes an adult patient"s right to not be
operated on 1t the patient knowingly withholds consent on
religious grounds.

12. Special therapies. Under APA section 8.C. experimental
treatments, psychosurgery, aversive therapy or other special
therapy designated by the appropriate state department may
not be administered, except as provided by law or
regulation. AS 47.30.825 provides that a lobotomy or
psychosurgery may not be performed without specific informed
consent, a full due process hearing, and a court order..
Electro-convulsive therapy or aversive conditioning requires
informed consent or, if the patient lacks substantial
capacity to give informed consent, a court order. Under AS
47.30.830 experimental treatments involving any significant
risk of physical or psychological harm are prohibited.

13. Patient rights. This is one area where the APA guide-
lines are more thorough than Alaska law. Under both schemes
patients have rights to privacy, property, civil rights such
as voting, mail, access to attorneys and visitors, and
treatment consistent with the "least restrictive
alternative” principle. APA section 10, however, also
provides a right to "nutritionally sound and medically
appropriate diet”, a right to exercise and recreation, a
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right to perform labor, and a right to be free from corporal
punishment.

14. Discharge. Under APA section 12.F. a person may, as
part of an individual treatment plan, be released from
commitment at a facility to outpatient treatment. The
person may, however, be returned to inpatient treatment for
failure to comply with the outpatient treatment program
requirements. APA section 15 provides that law enforcement
or other appropriate authorities shall provide
transportation of patients to and from a treatment facility.
Under AS 47.30.825, a person upon discharge from a facility
must be given a discharge plan suggesting, but not
requiring, the kinds and amounts of treatment the person
should have to maintain mental health. The person has a
right to participate in formulating the discharge plan.
Also, under AS 47.30.890 a person is entitled to "'suitable
clothing™ upon discharge, and if indigent, to transportation
to the person"s permanent residence in the state and "a
reasonable amount of money to meet immediate needs”. See
also AS 47.30.795.

15. Confidentiality. The APA guidelines adopt by reference
the "Model Law on Confidentiality of Health and Social
Service Records™. AS 47. 30. 845 provides that patient*,
records are confidential and not public records, and
specifies the persons or agencies to whom records and
information may be disclosed.

16. Grievance procedures. APA section 14.3. requires that
treatment facilities establish "fundamentally fair" proce-
dures for patients®™ grievances. Alaska statutes have no
similar provision.

17. Immunities. Under APA section 18.A. employees of a
treatment facility are not liable for acts or omissions
within the scope of employment, absent willful misconduct or
gross negligence. Other persons who act in good faith and
with a reasonable basrs are not liable for actions provided
for under the guidelines. The guidelines disclaim any
liability for actions by a patient who is absent from a
treatment facility or who has been discharged. Finally, the
guidelines disclaim any liability for failure to warn or
notify anyone of a patient"s discharge. Immunity under
Alaska law is much more Hlimited. Under AS 47.30.815 a person
IS not subject to criminal or civil liability for
petitioning for evaluation or treatment of another person in
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good faith and upon actual knowledge cr reliable

information. Also, four classes of officials may not be
held civilly or criminally liable for detaining or releasing
a person '"at or before the end of' the period for which the
person was committed, so long as the official acted in good
faith ar.d without gross negligence.

18. Penalties, APA section 18.B. provides that a civil
fine, injunctive relief and money damages may be imposed or
granted If a person (@O "knowingly and willfully gives sub-
stantial, false information or takes other wrongful action
for the purpose of distorting, corrupting or interfering
with the processes provided In this Act"” or (@ commits,
detains, discharges, or treats a patient, or otherwise
affects a patient®s ''substantial rights" knowingly and will-
fully in substantial violation of the guidelines. AS 47.-
30.815 makes i1t a class C felony to willfully initiate an
involuntary commitment procedure without good cause.

19. Miscellaneous provisions. The last four pages of the
comparison booklet (enclosed) consist of provisions of
Alaska law for which there are no corresponding provisions
in the APA guidelines. Note especially AS 47.30.760,
providing for placement at the closest facility; AS 47.-
30.765, providing for appeal of involuntary commitment
orders; AS 47.30.875, providing for handling of nonresident
patients; AS 47.30.880, adopting the Interstate Compact on
Mental Health; and AS 47.30.895 - 47.30.900, disposition of
personal property and money of patients who die while in
custody or who leave a facility without authority. Note one
error: AS 47.30.795, relating to outpatient care and
appearing among the miscellaneous provisions, actually
corresponds with APA section 12_.F. and should have appeared
opposite that section.

IT you have any questions or comments, feel free to contact
me at your convenience.

EHH:1jb

Enclosure
29/002
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Your legislators have tried to protect your rights to freedom and at
the sane time protect everyone frcm dangerous people and protect
people who are harmful to themselves because of mental illness.

The following are your rights according to law:

1.

10.

1.

12.

13.

14.

You may join in developing your treatment plan, and you are
entitled to be informed of your medical and Esychclogical
condition and prognosis.

You will be told the name, purpose, and side effects of any
medication you are asked to take.

No unnecessary or excessive medication will begiven to you.
All medication will be givenonly on the order of a licensed
physician.

Physical restraint will not be used on you unless you behave in
a manner harmful to yourself or others.

You will not receive electroconvulsive therapy, aversive
conditioning, experimental treatment or psychcsurgery.

You will be given a discharge plan outlining the Kkind and
amount of care end treatment you should have after discharge.

Your civil rights will not be impaired.

Your hospital record and 1.D. photograph will be confidential,

Unless you sign a release of responsibility, your personal
property will be inventories and safe-guarded and returned to
you at discharge.

You will have private storage space, and will be allaved to
wear your am clothing, and keep certain personal possessions
and a reasonable amount of your own s]Dending money.

You may have visitors during visiting hours.

You will have access to letter writing materials and stamps,
and may send and receive unoipened mail.

You will have reasonable access to a phone and may make and
receive confidential calls.

After discharge you may move to have all court records
pertaining to vcur care expunged.

Under the law certain rights nuy be restricted by your doctor when
it is necessary for the protection of yourself or others.



The following additional information will help you better understand
your care here. ITf you still have questions, ask your r.urse or
social worker:

1. No matter what your legal status is, the more you want to help
yourself and work with the staff in an honest, open manner, the
quicker and more effective will be your recover/.

2.  You do not have the right to do the following:

- Injure or threaten others.

- Damage property”

- Intrude cn the rights of others, such as rudeness, shouting,
or excessive noise that you can control.

- Make messes for others to clean up.
- Bring or use drugs, alcohol or weapons.

- Do illegal acts (break the law). This includes writing
threatening letters or making threatening
or obscene phone calls.

IT you feel you are being treated unfairly or improperly, please
follow these steps:

D Bring it up in the community meeting.

2) ITf you are not satisifed with the results cf that action,
bring 1t up with your nursing adviser, doctor, or any
member of the treatment team.

3 ITf not satisfied, write down your problem and complaint
and forward it to the Superintendent.

4 You always have the right to write to your attormey, the
State Ombudsman, the Ccnmissicner of the Department of
Health and Social Services, or the Superior Court which
may have been involved in your hospitalization.

IT you feel you®ve been discriminated against in any way because cf
race, color, sex, religion, age, or national origin, you may file a
complaint with the Civil Rights Ccrmissicn. You can get the forms
from the Administratorls Office. |If you need help in filling them
out, see your nurse advisor cr the Hospital Administrator®s Office.

/cjb/\nc



HALOPERIDOL (Systemic)

Haloperidoi (ha-loe-PER-i-dole) is used to treat ner-
/ous, mental, and emotional conditions. It is used also
to control nausea and vomiting and the effects of Gilies
de la Tourette’s disease. Haloperidoi is available only
with your doctor’s prescription.

Before Using This Medicine

In order to decide on the best treatment for your
medicai problem, your doctor should be told:

—if you have any of the following medical pro-

blems:
Alcoholism
Blood disease

Lung disease
Overactive thyroid

Epilepsy Parkinson’s disease

Glaucoma Prostate enlargement

Heart or circu- Severe mental depres-
lation disease sion

Stomach ulcers
Urination problems

Kidney disease
Liver disease

—if you are now taking any of the following
medicines or types of medicine:
Amphetamines Asthma medicine
Anticonvulsanrs Epinephrine
(seizure medicine) Ulcer medicine
Antihyperte’isives
(high blood pressure
medicine)

—if you are now taking central nervous system
(CNS) depressants such as:
Antihistamines or Prescription pain
medicine for medicine

hay fever, Sedatives, tranquilizers,

other allergies, cr sleeping medicine

or colds Tricyclic antidepressants
Barbiturates (medicine for depres-
Narcotics sion)

Proper Use of This Medicine

Use this medicine only as directed by your doctor. Do
not use more of it, do not use it more often, and do
not use i, for a longer period of lime than your doc-
tor order :d.

If this medicine upsets your stomach, it may be taken
with food or milk to lessen stomach irritation.

If you miss a dose of tiiis medicine, lake it as soon as
possible unless it is within 6 hours of your next
scheduled dose. Do not double doses. Instead, go
back to your regular dosing schedule. If you have
any questions about this, check with your doctor.

Precautions While Using This Medicine

vour doctor should check your progress at regular
visits, cspcc’ally for the first few months you take
this medicine.

Sometimes haloperidoi must he taken for several days
to several weeks before its full effect is reached in
the treatment of certain mental and emotional con-
ditions.

Do not suddenly stop taking this medicine without

first checking with your doctor. Your doctor may
want you to reduce gradually the amount you are
taking before stopping completely.

This medicine will add to the effects of alcohol and

other medicines that slow down the nervous system
such as: antihistamines or medicine for hay fever,
other allergies, or colds; barbiturates; medicine for
seizures: narcotics: prescription pain medicine:
sedatives, tranquilizers, or sleeping medicine: or
tricyclic antidepressants (medicine for depression).
Check with your doctor before taking any of the
above while you are taking this medicine.

This medicine may cause some people to become drow-

sy or less alert than they are normally, especially as
the amount of medicine is increased. Even if you
take this medicine at bedtime, you may feel drowsy
or less alert on arising. Make sure you know how
you react to this medicine before you drive, use
machines, or do otherjobs that require you to be
alert.

Although not a problem for many patients, dizziness,

light-headedness, or fainting may occur, especially
when getting up from a lying or sitting position. Get-
ting up slowly may help. However, if the problem
continues or gets worse, check with your doctor.

Side Effects of This Medicine
Along with its needed effects, a medicine may cause

some unwanted effects. Although not all of these
side effects appear very often, when they do occur
they r.nav require medical attention. Check with your
doctor if any of the following side effects occur:

More common
Shuffling walk
Stiffness of arms

and lees

Tic-like, jerky move-
ments of head, face,
mouth, and neck

Trembling and shaking
of hands and fineers

Less common
Difficulty in Fine, worm-like move-
urination ments of tongue
Dizziness, light- Skin rash
headedness, or

fainting
Rare
Sore throat and Yellowing of eyes and
fever skin

Other side effects may occur which usually do not

require medical attention. These side effects may go
away during treatment as your body adjusts to the
medicine. However, check with your doctor if any
of the following side effects continue or are bother-
some:

More common
Blurred vision
Constipation

Dry mouth



TRICYCLIC ANTIDEPRESSANTS (Systemic)
Applies to:
Amitriptyline (a-mee-TRIP-ti-leen)
Desipramine (dess-IP-ra-meen)
Doxepin (DOX-e-pin)
Nortriptyline (nor*TRIP-ti-leen)
Imipramine (im-1P-ra-meenl
Does not apply to:
Protriptyline

This medicine belongs to the group of medicines
known as tricyclic antidepressants or “mood
elevators.” It is used to relieve mental depression and
depression that sometimes occurs with anxiety. One
form of this medicine (imipramine) may be used to
treat enuresis (bedwetting). Tricyclic antideprcssants
are available only with your doctor’s prescription.

Before Using This Medicine
In order to decide on the best treatment for your med-
cal problem, your doctor should be told:

—if you have experienced an allergic reaction to
other tricyclic antidepressants.

—if you have any of the following medical pro-
blems:
Alcoholism
Asthma (history of)
Difficult urination
Enlarged prostate
Glaucoma

Heart disease

High blood pressure

Liver disease

Overactive thyroid

Stomach or intestinal
problems

—if you are now taking any other medicines, in-
cluding over-the-counter tOTC) or nonprescription
medicine, especially the following:

Allergy medicine Other medicine for

Antihistamines depression
Barbiturates Pam medicine
Blood pressure Sedatives

Seizure medicine
Sleeping medicine
Tranquilizers

mecuicinc
Cold remedies
Hay fever medicine
Narcotics

—if you are now taking or have taken within the
past 2 weeks monoamine oxidase (MAQ) inhibitors

such as:
Isocarboxazid Phenelzine
Parcyline Tranylcypromine

Proper Use of This Medicine
Take this medicine only as directed by your doctor.

To lessen stomach unset, take this medicine with food,
unless your doctor has told you to take it on an
empty stomach.

St Sometimes this medicine must be taken for several

weeks before you begin to feel better.

Keep this medicine out of the reach of children since
overdose is especially dangerous in young children.

If you miss a dose of this medicine, take it as soon as
possible and then go back to your regular dosing
schedule. However, if a once-a-day bedtime dose is
missed, do not take that dose in the morning. In-
stead, check with your doctor.

Precautions While Using This Medicine

It is very important that your doctor check your prog-
ress at regular visits.

Do not stop taking this medicine without first checking
with your doctor. Your doctor may want you to
reduce gradually the amount you are using before
stopping completely.

Before having any kind of surgery (including dental
surgery) or emergency treatment, tell the doctor or
dentist in charge that you are using this medicine.

This medicine will add to the sedative effects of alcohol
and other medicines that slow down the nervous
system si* s antihistamines or medicines for hay
fever, -~ allergies, or colds: barbiturates;
medicine lor seizures: narcotics: other medicine for
depression: prescription pain medicine; sedatives,
tranquilizers, or sleeping medicine. Check with your
doctor before taking any of the above whileyou are
taking this medicine and also for several days after
you stop taking it.

This medicine may cause some people to become
drowsy or less alert than they are normally. M ake
sure you know how you react to thismedicine before
you drive, u:u machines, Oi do oilier joL; that re-
quire you to be alert.

Dizziness, lightheadedness, or fainting may occur,
especially when getting up from a lying or sitting posi-
tion. Getting up slowly may hcip. If this problem con-
tinues or gets worse, check with your doctor.

Side effects of this Medicine

Along with its needed effects, a medicine may cause
some unwanted effects. Although not all of these
side effects appear very often, when they do occur
they may require medical attention. Check with your
doctor if any of die following side effects occur:

More common
Blurred vision
Constipation

Irregular heartbeat
(pounding, racing,
skipping)

Problems in urinatine

Less common

Eye pain Hallucinations (seeing,
Fainting hearing, or feeling
things that are
not there)
Shakiness
Unusually slow pulse
Rare
Seizures Sore throat and fever
Skin rash and Yellowing of eyes
itching and skin



LITHIUM (Systemic)

Lithium (LI-thee-um) is a medicine used in the treat-
ment of certain mental and emotional conditions.
Lithium is available only with your doctor’s prescrip-
tion.

Before Using This Medicine
In order to decide on the best treatment for your
medical problem, your doctor should be told:

—if you are pregnant or if you intend to become
pregnant while using inis medicine.

—if you are breast-feeding an infant.

—if you have any of the following medical pro-
blems:
Heart disease
Kidney disease
Parkinson's disease

Severe infection
Thyroid disease

—if you drink large amounts of coffee or tea.
—if you are on a low-salt diet.

—if you are now taking any of the following
medicines or type' of medicine:
Asthma medicine Haloperidoi
Caffeine Potassium iodide
Chlorpromazine Sodium bicarbonate
Diuretics (water (baking soda)
pills, especial y
thiazide-type)

Proper Use of This Medicine

Take this medicine exactly as directed. Do not *akc
more of it, do noi take it more often, and do not
take it for a longer period of time than your doctor
ordered.

Sometimes this medicine must he taken for | to several
weeks before you begin to feel better.

While taking this medicine, drink 2 or J quarts of water
or other thuds each day. and use a normal amount
of table salt in your food, unless otherwise directed
by your doctor.

Take this medicine immediately alter meals or with
food or milk to lessen stomach upset, unless other-
wise directed by your doctor.

If you miss a dose of this medicine, take it as soon as
possible unless it is 2 hours or less until your next
scheduled dose. Do not double doses. Instead, go
back to your regular dosing schedule. If you have
any questions about this, cheek with your doctor.

Precautions While Using This Medicine

Your doctor should check your progress at regular
visits to make sure that the medicine is working
properly and that possible side ef.ecis arc avoided.

This medicine may cause some people to become drow-
sy or less alert than they are normally. Make sure
you know how you reactto (his medicine before you
drive, use machines, or do other jobs that require
you to be alert.

Use extra care in hot weather and during activities that
cause you to sweat heavily, such as hot baths,
saunas, or exercising. The loss of too much water
and salt from your body may lead to serious side ef-
fects from this medicine.

Do not drink large amounts of caffeine-containing
beverages, such as coffee, tea, or colas, while taking
this medicine. Since lithium is lest from the body
through the urine, the increased urine flow caused
by caffeine may lessen the medicine’s effect.

Side Effects of This Medicine

Along with its needed effects, a medicine may cause
some unwanted effects. Although not all of these
side effects appear very often, when they do occur
they may require medical attention. Check with your
doctor if any of the following side effects occur:

More common
Nausea and vomiting
Shakiness and tremor

Less common
Drowsiness
Mental confusion
Pains in low'et

Stom-u h

Swelling of feet
and lower legs

Weakness

Slutred speech

Rare
Blurred vision Jerking of arms

and legs

Other side effects may occur which usually do not
require medical attention. These side effects may go
away during treatment as your body adjusts to the
medicine. However, check with your doctor if any
of the following side effects continue or arc bother-
some:

More common

Decreased sexual Dry mouth

ability Increased thirst
Diarrhea Increased urination
Dizziness

Less common
Skin eruption
or rash

Signs of low thyroid function
Coldness of fingers Menstrual changes
and toes Muscle aches
Constipation Sleepiness
Dry, puffy skin Tiredness
Headache Unusual weight gain



BENZTROPINE (Systemic)

Benztropine (BENZ-troe-peer.) is a medicine used to
treat Parkinson’s disease, sometimes referred to as
“shaking palsy.” By improving muscle control, benz-
tropine allows more normal movements of the body as
the disease symptoms are reduced. Benztropine is
available only with your doctor’s prescription.

Before Using This Medicine

In order to decide on the best treatment for your
medical problem, your doctor should be told:

—if you have any of the following medical pro-

blems:
Asthma High blood pressure
Bronchitis Intestinal blockage

Difficult urination
Emphysema
Enlarged prostate
Glaucoma

Hiatal hernia

Kidney disease

Liver disease
Myasthenia gravis
Overactive thyroid
Severe ulcerative colitis

—if you are taking any of the following medicines
or types of medicine:
Amantadine
Antacids
Antihistamines or
medicine for hay
fever, other
allergies, or
colds
Haloperidoi
Heart medicine

Medicine for
diarrhea

Medicine for
Parkinson's disease

Medicine for sleep

Nerve medicine

Sedatives or
tranquilizers

Ulcer medicine

—if you are now taking or have taken within the
past 2 weeks monoamine oxidase (MAO) inhibitors

such as:
Isocarboxazid Phenelzine
Pargvline Tranylcypromine

Proper Use of This Medicine

Take this medicine only as directed by your doctor
To lessen stomach upset, take this medicine im-
mediately after meals or with food, unless your
doctor has told you to take it on anempty
stomach.

If you miss a dose of this medicine, take it as soon as
possible. If ii is within S hours of your next dose,
do not take the missed dose at all and do not dou-
ble the-next one. Instead, go back to your regular
dosing schedule. If you have any questions about
this, check with your doctor.

Precautions While Using This Medicine

This medicine will add to the effects of alcohol and
other medicines that slow down the nervous system
such as antihistamines or medicine for hay fever,
oilier allergies, or colds: barbiturates; medicine for
depression: medicine for seizures: narcotics;
prescription pain medicine; sedatives, tran-
quilizers. or sleeping medicine. Check with your
doctor before taking any of the above while you
are taking this medicine.

Do not take this medicine within 1 hour of taking ant-
acids or medicine for diarrhea. Taking them too close
together will make benziropine less effective.

This medicine may cause your eyes to become more

sensitive to light than they are normally. Wearing

sunglasses may help lessen the discomfort from bright
light.

This medicine may cause some people to become

drowsy, dizzy, or less alert than they are normally.

M ake sure you know how you react to this medicine

before you drive, use machines, or do otherjobs that

require you to be alert.

Benztropine will often reduce your tolerance of heat,
since it makes you sweat less, causing your body
temperature to increase. Use extra care nor to become
overheated during exercise or hot weather while you
are raking this medicine, as this could possibly result in
heat stroke.

Your mouth, nose, and throat may feel very dry while
you are taking this medicine. To help relieve mouth
dryness, chew sugarless gum or dissolve bits of ice in
your mouth.

Check with your doctor if you develop intestinal prob-
lems such as constipation. This is especially important
if you are taking other medicine while taking benz-
tropine, because if the problems are not corrected
serious complications may result.

Side Effects of This Medicine

Along with its needed effects, a medicine may cause some
unwanted effects, rdthough not ail of these side effects
appear very’ often, when they ao occur they may re-
quire medical attention. Check with your doctor if any
of the following side effects occur:

More common
Constipation

Less common
Difficult urination

Rare
Eye pain
Skin rash



R THIOXANTHENES (Systemic)
Applies to:

Chlorprothixene (klor-proe-THIX-een)
Thiothixene (thve-oh-THIX-een)

This medicine belongs to the general family of
medicines known as thioxantnenes. It is used in the
treatment of nervous, mental, and emotional

conditions. This medicine is available only with your

doctor’s prescription.

Before Using This Medicine

In order to decide on the best treatment for your med-
ical problem, your doctor shouid be told:

—if you have ever had any unusual reaction to
other thioxanthene or phenothiazine medicines.

—if you have any of the following medical
problems:
Alcoholism
Blood disease
Glaucoma
Heart or circu-
lation disease

Liver disease

Lung disease
Parkinson’s disease
Stomach ulcers
Prostate enlargement
Urination problems

—if you are now taking any of the following
medicines or types of medicine:
Amphetamines Guanethidine (high
Anticonvulsants blood pressure

(seizure medi- medicine)
cine) Levodopa
Epinephrine Ulcer medicine

—if you are now taking central
(CNS) depressants such as:
Antihistamines or Sedatives, tranquilizers,
medicine for hay or sleeping medicine
fever, other Tricyclic antidepressants
allergies, or (medicine for depres-
colds sion)
Barbiturates
Narcotics
Prescription pain
medicine

nervous system

—if you are now taking or have taken within the

past 2 weeks monoamine oxidase (MAOQ) inhibitors

such as:
Isocarboxazid
Porosilinz>

Phenelzine
Tranylcypromine

Proper Use of this Medicine

Do not take more ofthis medicine or take it more often
ihttti your doctor ordered. This is particularly
important when it is given to children, since they
may react very strongly to the effects of the
medicine.

This medicine may be taken with food or a full glass
(S ounces) of water or milk to reduce stomach
irritation.

be taken for several
reached in the
and emotional

Sometimes this medicine must
weeks befo-a its full effect is
treatment of certain mental
conditi>v<s.

If you miss a dose of this medicine, take it as soon as
possible. If it is two hours or less until your next
dose, do not take the missed dose at all and do not

double the next one. Instead, go back to your
regular dosing schedule. If you have any questions
about this, check with your doctor.

Precautions While Using This Medicine

Your doctor shouid check your progress at regular
visits, especially for the first few months you take
this medicine.

Do not stop taking this medicine without firs: check-
ing with your doctor. Your doctor may want you to
reduce gradually the amount you are taking before
stopping completely.

This medicine will add to the effects of alcohol and
other medicines that slow down the nervous system
such as: antihistamines or medicine for hay fever,
other allergies, or colds; barbiturates; medicine for
seizures: narcotics; prescription pain medicine:
sedatives, tranquilizers, or sleeping medicine; or
Lioyclic antidepressants (medicine for depression).
Check with your doctor before taking any of the
above while you are taking this medicine.

This medicine may cause some people to become
drowsy or less alert than they are normally,
especially during the first few weeks the medicine is
being taken. Even if you take this medicine only at
bedtime, you may feel drowsy or less alert on
arising. Make sure you know how you react to this
medicine before you drive, use machines, or do
otherjobs that require you to be alert.

Dizziness, liglitheadedness, or fainting may occur,
especially wnen getting up from a lying or sitting
position. Getting up slowly may help. If the problem
continues or gets worse, check with your doctor.

Sometimes, patients may show signs of restlessness
and excitement after taking this medicine. If this
occurs, stop taking the medicine and check with
your doctor.

This medicine will often make you sweat less, causing
your body temperature to increase. Use extra care
not to become overheated during exercise or hot
weather while 'on are taking this medicine, since
overheating coi ’ possibly result in heat stroke.
Also, hot baths c: saunas may make you feel dizzy
cr faint while you are taking this medicine.

A few people who take this medicim may become
more sensitive to sunlight than the / are normally.
When you first begin taking this me iicine. avoid too
much sun or too much use of a sunlamp until you
sec how you react. If you have a severe reaction,
check with your doctor.

Do not lake this medicine within an hour of taking
antacids or medicine for diarrhea. Taking them too
close togeiher may make this medicine less effective.

Side Effects of This Medicine

Along with its needed effects, a medicine may cause
some unwanted effects. Although not all of these
side effects appear very often, when they do occur



ANTIHISTAMIXES (Systemic)
Applies to:
Azataciine (a-ZA-ta-deen/
Bromodiphenhydramine (brue-moe-dye-fen-
HYE-dra-meenj
Brompheniramine (brome-fen-EER-a-meen)
Carbinoxamine (kar-bi-SOX-a-ameem -«
Chlorpheniramine tkior-fen-EER-a-meen)
Dexdilorphenintmine tdex-klor-fen-EER-a-meem
Dimeiiiindene (dye-meth-1X-deen)
Diphenyipyral'me (dye-feti-il-PEER -a-teen>
Doxylamine (doxc-ILL-u-meen)
Pyrilamine (peer-lILL-a-meen)
Tripelennamine (tri-pel-EXN-a-meen)
Triprolidine (irye-PROE-H-deen)

Does not apply to:
Cyproheptadine
Dimenhvdrinate
Diphenhydramine
Hydroxyzine
Promethazine
Trimeprazine

Antihistamines are used to relieve or prevent the
symotoms of hay fever and other types of allergy.
Certain antihistamine preparations are available only
with your doctor's prescription. Others are available
without a prescription: however, your doctor may have
special instructions on the proper dose of the medicine
for vcur medical condition.

Before Using This Medicine

In order to decide on the best treatment for your
medical prooiem. your doctor should be told:

—if you are Dreast-ieeding an infant.

—if you have an> of the following medical
problems:
Enlarged prostate
Heart disease
High bioou pressure
Increased eye pressure

Ovcraetive thyroid
Stomach ulcer
Urinarv tract bloekaae

—if you are now taking any central nervous system
(CNS) depressants such as;
Barbiturates
Medicine for

Prescription pain
medicine

seizures Sedatives, tran-
Narcotic-. quilizers, or
Other antihis- sleeping medicine

tamines or Tricyclic

medicine for hay r aideprcs.snnts

or eolus (medicine tor

depression)

—if you are now taking or have taken within the

past two weeks monoamine oxidase (MAO)
inhibitors such as:
Isocarboxazid Phenelzine

Parcyiine Tranylcypromine

Proper Use of This Medicine

Antihistamines are used to relieve or prevent the
symptoms of your medical problem. Take them
only as directed. Do not take more of them or take
them more often than your doctor ordered.

Take this medicine with food or a glass of water
or milk to lessen stomach irritation.

If you are taking the long-acting tablet form of this
medicine, the tabiets are to be swallowed whole. Do
not break, crush, or chew before swallowing.

Do not give this medicine to premature or newborn
infants, unless otherwise directed by your doctor.

Precautions While Using This Medicine

Antihistamines will add to the effects of alcohol and
other medicines that slow down the nervous system,
such as anesthetics, including dental anesthetics:
tranquilizers: medicine for depression: narcotics:
prescription pain medicine: medicine for seizures:
sleeping medicine: sedatives: or medicine for hay
fever, other ailergies, or colds. Check with your
doctor before taking any of the above while you are
taking this medicine.

This medicine may cause some people to become
drowsy or less alert than they are normally. Even if
taken at bedtime, it may cause some people to feel
drowsy or less alert on arising. M ake sure you know
how yon react tc this medicine before you drive or
do otherjobs that require you to be alert.

Side Effects of This Medicine

Along with its needed effects, a medicine may cause
some unwanted effects. The following side effects
may go away during treatment as your body adiusts
to the medicine; however, check wiih your doctor if
they continue or are bothersome:

More common
Dizziness
Drowsiness
Thickening of the

bronchial secretions

Upset stomach or
stomach pain

Less common or rare

Blurred vision Nervousness, restless-
DilTicult or painful ness, or trouble in

urination slccpinulcspccially
Dryness 0Ol mouth, in children)

nose, and throat Skin rash
Headache Unusual increase in
Loss Ol appetite sweating

Untisiiaiiy last heartbeat

Oilier side effects not listed above may also occur in
some patients. !f vou notice any other cil'ects, check
with vour doctor.



PHENOTHIAZINES (Systemic)

Appries to:

Acetophenazine (a-set-oh-FEN-a-zeen)
Butaperazine (byoo-ta-PAIR-a-zeen)
Carp'nenazine (kar-FEN-a-zeen)
Chlorpromazine (klor-PROE-ma-zeen)
Fluphenazine (floo-FEN-a-zeen)
Perphenazine (per-FEN-a-zeen)
Pipsraceiazine (pi-per-a-SET-a-zeen)
Prochlorperazine (proe-klor-PAIR-a-zeen)
Fiomazine (PROE-ma-zeen)

Thioridazine (thve-oh-RID-a-zeen)
Trifluoperazine (trye-floo-oh-PAIR-a-zeen)
Triflupromazine (trye-floo-PROE-ma-zeen)
Dees not apply to:

Ethopropazine

Methdilazine

Methotrimeprazine

Promethazine

Propiomazine

Thiethylperazine

Thiopropazate

Trimeprazine

Phenothiazines (fee-noe-THVE-a-zeens) are a family of
medicines used to treat nervous, mental, and emotional
conditions; some are used aiso to control anxiety, nausea
and vomiting, and severe hiccups. Phenothiazines are
available only with your doctor's prescription.

Before Using this Medicine

In order to decide on the best treatment for your
medical problem, your doctor should be told:

—if you have ever had any unusual reaction to any of
the phenothiazine medicines.

—if you are pregnant or if you intend to become
pregnant while using this medicine.

—if you are breast-feeding an infant.

—ifyou have any of the following medical problems:

Alcoholism Lung Disease
Blood disease Parkinson’s disease
Glaucoma Prostate enlargement
Heart or circulation Stomach ulcers
disease Urination problems
Liver disease
—if you are now taking any of the followine

medicines or types of medicine:
Amphetamines Guanethidine (high
Anticonvulsants blood pressure
(seizure medicine) medicine)
Asthma medicine Levodopa
Epinephrine Ulcer medicine
—if you are now taking central nervous svstem
(CMS) depressants such as:

Antihistamines or
medicine for hay fe-
ver. other allergies,

Prescription pain
medicine
Sedatives, tranquilizers,

or colds or sleeping medicine
Barbiturates Tricyclic antidepressants
Narcotics (medicine for

depression)

—if you are now taking or have taken within the

past two weeks monoamine oxidase (MAO)

inhibitors such as:
Isocarboxazid
Pargyline

Phenelzine
Tranylcypromine

Proper Use of This Medicine

Do not take more of this medicine or take it more
often than your doctor ordered.This is particularly
important when it is given to children, since they
may react very strongly to the effects of the
medicine.

Sometimes this medicine must be taken for several

weeks before its full effect is reached in the
treatment of certain mental and emotional
conditions.

Do not stop taking this medicine without first check-
ing with your doctor. Your doctor may want you to
reduce gradually the amount you are taking before
stopping completely.

If you miss a dose of this medicine and your dosing
schedule is one dose to be taken:

Take the missed dose as soon as
possible. Then go back to your
regular dosing schedule. But if
you do not remember the missed
dose until the next day, do not
take it at all and do not double the
next one. Instead, go back to your
icgul-.r dosing schedule

Once a dav—

Two times a dav-Take the missed dose as soon as
possible. Then go back to your
regular dosing schedule.
However, if it is almost time for
your next dose, do not take the
missed dose at all and do not
double the next one. Instead, go
back to your regular dosing
schedule.

More than two
times a dav-

it- you remember within an hour
or so of the missed dose, take it
right away. Then go back to your
regular dosing schedule. But if
you do not remember until later,
do not take the missed dose at all
and do not double the next one.
Instead, go back to your regular
dosing schedule.

If you have any questions about this, check with vour
doctor.

Precautions While Using This Medicine
Your doctor should check your progress at regular
visits, especially for the first few months you take

this medicine.

This medicine will add to the effects of alcohol and
other medicines that slow down the nervous system



such as: antihistamines or medicine for hay fever, other
allergies, or colds; barbiturates; medicine for seizures:
narcotics: prescription pain medicine: sedatives,
tranquilizers, or sleeping medicine: or tricyclic
antidepressants (medicine for depression). Check with
your doctor before taking any of the above while you
are taking this medicine.

This medicine may cause some people to become
drowsy or less alert than they are normally, especially
during the first few weeks the medicine is being
taken. Even if you take this medicine only at
bedtime, you may feel drowsy or less alert on ansing.
M ake sure you know how you react to this medicine
before you drive. use machines, or do otherjobs that
require you to be alert.

Dizziness, lightheadedness, or fainting may occur.
especially when getting up from a lying or sitting
position. Getting up slowly may help. If the problem
continues or gets worse, check with your doctor.

Sometimes, patients may show signs of restlessness and
excitement after taking this medicate. If this occurs,
stop taking the medicine and check with your doctor.

This medicine ’-ill often make vou sweat less, causing
your bcay termptrature cc increase. Use extra care
not to become overheated during exercise or lint
weather while you are taking this medicine, since
overheating could possibly result in heat stroke. Also,
hot baths or saunas may make you feel dizzy or taint
while you are taking this medicine.

A few people who take this medicine v become more
sensitive to suniight than they art normally. When
you first begin taxing this medicine, avoia too much
sun or too much use of a sunlamp until you see how
you react. If >ou nave a severe reaction, check with
your doctor.

Side Effects of This Medicine

Along with its needed effects, a medicine rr.av cause
some unwanted effects. Although r.oi all of these side
effects appear very oiten. when they do occur they
mav require medical attention. Check with your
doctor if any of the following side effects occur:

More common (ocatmntt with increase of dosage)
Muscle spasms, Tic-iike (jerky) move-
especially of ments of head. face,
Vil moutn, and neck
Tremolinc and shaking
of hands and tinners

ilcwA UII/L\I
Restlessness
Shuffling walk

Less common

Fainting

Fine, worm-like move-
ments of tor.guc

Skin rashes

Rare

Eye problems Yellowing of eyes and

Sore throat and skin
fever
Othe: side effects may occur which usuaily do not

require metrical attention. These siae etiects may go
awav during treatment as >our body adjusts to he

medicine. However, check with your doctor if any of
the following side effects continue or are bothersome:

C

More common
Blurred vision
Constipation
Decreased sweating
Dizziness
Drowsiness

Dry mouth

Increased sensitivity of
skin to sun

Nasal congestion

Unusually fast heartbeat

Less common
Changes in men-
strual period
Decreased sexual
ability

Difficult urination
Sweiling of breasts

This medicine may tause the urine to turn pinkish red
to red or reddish brown; this is harmless and may be
expected. If you have questions about this, ask your
doctor or pharmacist.

Other side effects not listed above may also occur in
some patients. If yiu notice any other effects, check
with your doctor.

ADDITIONAL INFORMATION
For patients taking this medicine by mouth

This medicine mav be taken with food or a full glass
(Sounces) of water or miik to reduce stomach irritation.

Do not take this medicine within an hour of taking
antacids or medicine for diatrhea. Taking them too
close tog.ther may make this medicine iess effective. C

If you are taking a liquid form of this medicine, try"
to avoid getting it or. your skin or clothing because it
may cause a skin rash or ocher irritation.

If your medicine comes in a dropper bottle, it must
be diluted before you take it. Just before taking,
measure each dose with the specially marked dropper
and dilute it in glass (4 ounces) of tomato or fruit
juice, water, soup, coffee, tea. miik, or carbonated
beverage.

For patients taking the extended-release tablet fomi of this
medicine

The extendcd-release tablets or capsules are to be swal-
lowed whole. Do not break, crush, or chew before
swallowing.

For patients using the suppository form of this medicine

How to insert suppository: First remove the foil wraD-
per and moisten the suppository with water. Lie down
on >ido and push the suppository well up into the
rectum with linger,

If (he mppo-itory is too soft to insert because of stor-
age in a warm place, bctorc removing the fou wrapper
chid the suppository in the refrigerator for 50 minii.\er~

or rjn cold water over it. —

For patients receiving this medicine by injection

The effects of the long-acting injection form of this
medicine may last for up to 6 weeks. The precautions

and, side eftcets information for this medicine applies
dnriiie iiiK rvr.rvi nr rime.
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visited liy Il sinll liicmImr ill lenst nilto every hum nml imisl lie given
nduipmle fmid mid ill ink nml access tu Indlirooiii fiicililles. Al no Imm
limy ii pallent Im kepi in n ipiinl mum m nlliur I'mm nl physical
ri'slrninl nguimd his tvill luiii'el Hum iii‘ii'sniiv In mi'imiplish the
pill pm,ns sul mil in Ihn, pimil;riljlh All inns id ii ipiinl rnnm nl nlliur
ri'slrninl sluill Im iuiuiiluil in the p.d mill's mudunl mrnid, llie iulm ms
linn iiii‘hidilii; hid uni liiiiilnil In Iliu iuiisuii’, lor iis use, llm duration
o' wwe e oo |lie ™Mo ite

a)d

k-l WP, Sih i 9 IMESand IS § * uou

11l A puliunt liiis the iigld to bo free from unnecessary or excessive
giutlicaliuu. I’'syrhotropic mutl: linn slinll liendministored nnly on the
mder ufu licensed physician en llm physician determines Hud surh
mcdiiutimi is in the Imsl into st of the patient or will prevent serious
Imim In others.

151 A pslienl capable nf giving informed consent hits Thenlmnhdc

.light to accept ur refuse clcctca-couvijilaiyeihcjaiiy.ur.uversivu ctpnli- «
«.tiu;iimi. A pidient who lin ks MihsImdinl rapacity In make this decision

may uni Im i’iven such therapy or conditioning wilhmd a mint order.
Hi) In no. event may tieatment include jwycli.osurgery. lohutumy, ur .
ullici cunipmahle Im in uf treatment wilhmd specificinformed consent
nf llm palii‘ld, incliidini! a ininnr unless he is clearly Inn yiiuni; ur
disaldeil In give an informed consent in which case the cunsenl nf his
Ieg_al giianliun is ospiiied In mlililiun, such tieatment may mil Im
I'MAwithout u cuurt order aflur hearing compatible willi full due

..pimuss.
171 .When, ill the written opinion of a patient's ullciuling physician,
ditruc piediiull cmeigelicy exists nml a (pigipal operuliun is iieressary
In save Hie life, physical heallli, eyesight, hcarini: nr mi‘iuher nl lhe
palieid, Ilm piufi'ssiumil pursnn in charge, or liis prufi'Hsiunal designee,
may give riinseid In the surgical operation if time will mb permit
nlitainiug iheciiiiseid nl the prupor relatives or guardian nriippiupriale
piditml nidhurity lluwever, an operation may nul lie milhuri/ed il the
palieid is lint a iiiinm and knuwmgly wilhhulds cunsenl on religimis

(Hi A pidient upon dmrhnrge nhnll Im given n diwdunau.planspec-
ifying lliu kinds and nnmitnt nfrnrnnnd Irnalment he should have liter
discharge and such iillier sleps as he might take In ImmTd his menial
health nllei leaving the (m'ilily The pidieiit-ahull have IlIm right to

. purlicipidv, tin far as practicable, in formulating Ids discharge plan. A
copy nl Hie plan shall lie given In lhe palieid, llls giimdian, the rum |
it npprnpiisle, nml any'allew-up ngunciuH ifi | eh HI,SI,A 11IH1l

Kec. 17:lI>H:D. I'ruhlldllun of experiineldnl treiitmenlH. lal
fix Fmimeutnl treatnmids invnlving any significaid risk uf phyiiical ur
lisychulugical harm may nut ho nihniniidured to ii pnliunl

Mil If llm pi'ratimiel nf an evnluidhm nr Irealmuid fat-ililv me
.imuilnili as tu whi‘iher a piupasei) Irentmen! is expeiimenlal nl is
expeiimetdal as applmd la a pnrlirnlar palieid nr wuuld involve n
ilignilirmd risk of menial nr physical harm In Iim pnliunl, Ihn mallet
may Im mluiiud In lIm i nmmisshinur fur a dulurmimdhm The palieid,
his idlniney, Ids gum than, if any, and mi ndull desigmded by Hu*
pal mill,shiill, idnnillimi‘iandy willi Ihe relei lal In Hie enmmissiuuei, lie
pun iilnd willi uupiesuf all IheilurmueiilN by whirh the lelerlal is made
and shall have thenppnilimily tu provide evidence in lThe cummissiuiii'i
nil llm ipm .lInn.
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Snr. 17.00.810. 1IFEil In privacy .mil prrsutinl possessions. A

tHiICUINP evil(milion or ruutneul under AS /001 1iO

prison
17 Ham

11) noll ho photographed withuol hitcornverte il §IUlll ol his § Bineliiag
upon admission Inn
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(3) obtaining or retaining houning;

1) oblainiui' or retaining licenses or permits, inc-ltiilinj; I>til mil lim
ilftl lo n motor \ chicle liccnsp, motor vehicle npri aloe's nml cimulfcur's
license, uml u |ii<i(«*Ksiiiii:il nr occiipalionul license.

ilu Applications lor positions, licenses, and housing muy mil contain
mipiesU for information concerning evaluation ur treatment experi-
ences.

tel It is unlawful fur a person lo aid, nliet, ineile, compel, nr coerce
Ilie doing oran ml linhidden under Illis seel ion nr lo nlleinpl lo ilu so
<5 | rli 81 SLLA ICHI)

Article 10. IMiseellnneniis Provisions.

Sri'llnn H'ii']

H70 Ti;u>sNtrlolinii i*linviiiiui nl iiikiii*v mi *>ijil

H N %M}!ml s B ol >
NU-r. 1 II t||n||aC ‘ih_uml i *iiM'n for iwlui.i in-

Hb (il mil¥iclo hiit pos: Ki(%]iiiiiﬁ.!'l_ i for wivil e

BIKI 1'im isim for |H'Imiiiil nrctl- DIO Lialnlih fur <<*<§\m_'\it nl [iliii tiiii‘iit m
tltxlitii Pes a liiMliiii'iit Linlily

Wil DygsiMskitinn e v e ey uea o 1S NEfilimik

LAHIINd liNiiiny

See. -17.30.870. Tcmispiirlitllon. When ii pissun is lo lie
invnlinitinilv cunniiiticd In u Inrilily, the depaitmenl shall arrange,
and is mllhnrizi-d In pay fur, llie person's nccessaiv linnspurlalinn (o
llie designnled liicilily iicciinipnnicd hy iippmprinle persons nml if nee-
essniy hy a peace nllicei. The depiiilnienlsluill pay reliun tiivisp illa-
tion uf n pelson, liis escutls, nml if necessary ipence ollicec, after n

ili-It-rniiiiiilinn IIm1 llie persun is mil ciiiniiiilinlde, at die end uf a
cninmilmenl peiiuil, in-id llie end uf n vnhiidniy Kiny ul a lienliment
liicilily following nil e alimliun cnnihidi-il in iiccindance willi AS

-17..10.710 When ndvisahle, one ur niuci* leinlives uc friends shall he
peltoilled lo nccoinliuny llie peisun. The depiiilnienl mav pay neces-
sary Irnvel, housing, and nienl expenses iiiriirn-d h: nne lelalive ul

friend in ncciiiiipaiiyini: Ilu- peisun il llie depailinenl ........ IIm|

live uc friend and Ilu- lelnlivi- nr friond is Indigent. 15 | cli HI SI,A

MR

See, -17.30.H7fi. Nnncesiili-iil pnllenls. (ill The mlinissiun papers of
BB who s tidiuilli-il lIRL-ul Whni facilily iindi-r AS -17 00 000
w17 dlIOIfi shall include a sInli-im-nl as In liis I'esidence. Thu ili-pml-
iiii-nl may n-lin n u pulii-ul who is mil a n-sidi-nl ul llie slide In lhe slide
nl his lesidi-nci- with mull nppiuval il llie prison liiis lu-en nnnmilli-d.
Il 1he slide in which lie hits ii-sidi-nce dues mil nccepl him as n palieid,
Hu- pi-isn,- sluill In- Iti-itled as a resident nl this slide under (In- provi-
sions of AS «17.30.110(1  -17.30.01fi.

6 -17.30.HHII Wia SAUK, SneiAi. Skiivicks anii Institutions 5 17.30.890

QOil Tu lacililala the n.-lurn nf nonresident patients the department
eider into n reciprocal agreement or compact willi another slide
piuviding for llu- prompt return under appropriate supervision of resi-
di-ulsnr lim| slide who me menially ill. A menially ill resident of (his
slide who has been placid in n facilily outside this slide limy hr
ndmilti-d willi llu- approval of the department In a treatment facility
in Ihe slide ih-signnted hy tin- department. The di-piirlnienl may eider
iidu ri‘i'ipnicnl ngreenii-nls nr conlrncls willi nnulher stale pravidiui;
fur ciisindy, care nr (reiitment, nr relurn uf menially ill residents nfthis
slide hy lhe oilier stale and for the custody and cure nr Ireidini-id nf
menially ill residents of that stale hy this stale on a reimbursable
basis. A resident of Ibis slide who has been committed in mini her slide
and is meliirm-d in iii-cin dance with this seelinn shall, wilhin 72 hums
uf his mhuissiiiu In llu- designated facility, he examined. Alter exam-
ination lhe menial heiillh professional in charge shall release him nr
shall pelilinn fur jnvuhiidary cninniilinent as prescrilied In AS
17 30.7 111
id In lulling ndinn under lal and (Id uf Ibis secliuu, ciuisiili-iiilinn
shall he given In Ilu- best interests of lhe palieid, pmlieularly In lhe
ii-lalluiiship of Ihe palieid Iu his family, legal guardian, uc friends In
inaiulain cehdianships uml encouinge visits heui-licinl In ihe palii-nl
(5 I cli HI SI,LA 19HI1I

See. -17.30.HHO. Inli-cslale ciiinpncl. This slide mlilii-s and mInpls
by ii-h-u-nce "The Inli'i slide Compart on Menliil Ih-nllh" consisting of
Il mtides approved on September 30, llififi, hv Ihe Nodhensl Slide
liuvi-Miim-nls Conference on Menial lleallh. The depiirlnii-iit is ih-sig-
nali-il as ciMupacl miniiuislridor willi full power In curry mil lhe
pmposeul Ilu inparl mid lu make all necessmy u-gulalinns to imple
nienl lheiiimpad 15 | I!Mu)cli 87 SI.A 11f*7; lidded hy 5 11 cli 127 SI.A
lilfiil; AS 17.30 1801

iR Al S

Si e 17.D0.HH5. Kirills outside slide. Not liiiii; in AS 17 00 000
110 'MSiilli ism impair* tin* xipplion ur availability tua |uln nl,
while hospitalized in another stale under emitiactual anaii)'eiiien(s
enh ied in aermdance with AS d7.00.0i»0  *17.00.015, ol the lii’lds,
M'loedies or .salcpuatds piovided hy the laws ol this stale iD | cli HI
SLA I'mill

See. d7.D0.H00. Provision for personnl needs upon disehai|»e.
The department shall instile Unit

tit a patient is not disclunped froio a (renlmeiit facility without
sililalde clothii.i;; and
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<li) Tin* petition required in In) uf this section .shall ;Iml Hit*
respondent is leastmahly believed lo present a likelihood of serious
harm lo hiinsell or others or is gravely disahled as a lesull ul menial
iliness and .-hall specify the factual infill lll.il ion 011 which Ih.il heliel is
based ini*|r««lii»/* llie names and addresses ol oil persons known In the
petitioner who have knowledge ul those fails through peisolial ulisei
valion <D 1eh HI SL.LA 10HII

Sc* -17.00.705. Emergency Ueleiilion for evaluation. A peace
ullicer who lots pmh.dde cause lo helieve tlial a peisun is gravely
disahled or is sulli*iiiij* limn ineiilnl illness uml is likely (u cause
seiiuiis hallll lu himselfor olliers of such immediate iiatuie that con
sideiulionsofsafely do not allow inilialion of involunlary enmmilmeid
plot cdures Hel mil ill AS -17.00 700, may cause llie pelsoil lo he taken
into custody and ileliveieil lo Ilu* ueaiesl evahi.itlull liicilily A10;roc
Imiial facilily may he used as an emergency evalualioii facilily if ail
evaluation liicilily is mil available Upon Inllv.il .it lhe evaluation
lotility, (lie peace olliter shall cnniplcle an nppticaliuii for examination
ol lhe petson in custody and he interviewed hy Il mental health piales-
siunal ot llie facilily. t$ | cli HI SLLA 13HI)

See. 47.00.710. Examination. tat A respondent who is delivered
under AS 47.00.701) hi 47 00 705 lor emeigrmv examinaliun and
lienimeut lu <lll evaluation facilily shall he examined and evaluated as
(u his menial and physical condition hy 0 mental health pmfessionnl
and hy a physician within 24 hours alter anival al the facility

th) Il The mental health professional who peiloims lhe emergency
examination has leaMiu lo heliove that llie irspoinloiil is 11) nieiitally
ill and (hat tnmlilinn eanses llm respondent In he ipavely disahled 0!
lo piesenl a likelihood of serious harm to hiuisell 01 others, and (2) is
ill Heed ol iaie or tlealllienl, lhe ineiilnl health pndessional may lias-
pilali/e him. or allonge for hospiliili/.alion. 011 on onieigoitry basis Il
0 ludn ial older has mil heen ohlained umlei AS 17 00 700, the menial
health professional shall apply for an ox puiln aider authori/.iii|* Im*-
pitali/ution for ovaliialioii. (D | cli H4 SI.LA ['Utl)

s R o) DL Sl

SIneikuhm 00 i Tt M i rem il il

See. 47.00.715. Acceptance uf unlor. When a fiicilny leceives a
piopiT oidei fin evalualioii, il must accept lhe aider and Ilhe
lespondeiil loi on evohmtioii period not loexceed 72 hours The facility
-hall piotnpllv liolitv tin* coittl ol Ihe dale and llitre ol )he respondent's
airival The non | -hall cel a date, liine and place lor a 21 day commit

ineiil healilill, lo he held if needed within 72 linilln alter the
Il.pendents 0lllvol. and the coml shall oelily llu* l.ollily, the
lespondeiil. llls iilloiiiey. and lhe proseitiling allot uey ol Ihe healing

$47.00.720 Wn.rami;, Sih:iai. Si.icvicks anii Institutions § 47.00.725

arrangements. Evaluation personnel, when used, shall similaily notify
Ilie court of Ihe dale and lime when they firstmel with the res|Hindenl.
ID | cli HI SLA ICHI)

See. 47.00.720. Itelense before expiration of 72-liotir period. If
at any lime 1l lhe course of the 72-hour period the mental health
professionals conductnip llie evalualioii determine that the respondent
does not meet lhe standards for conimilnit-ot specified in AS 47 00 7(10,
Ihe respondent shall he ilisrhargcd from Ihe facility or (he place of
evaluation hy evaluation personnel and the petitioner and lhe court so
notified iD | cli HI SLA 1hHI)

See. 47.00.725.|l)oimnihnoiil proceeding liph(s;\iolint a(ioii.
lal When a respondent is detained for evaluation under AS 47 00 tlliO

47.00 015. he shall hi .jmiuediultdy notiiied orally and in writing of
his lights under this section. Notification shall he in ‘ill1lgunge
JIM Upsiout) hy the trapwndutiL;liis guardian, if any, and if lhe
lespondeiil n ipiesls, an adult designated hy Ihe respondent, shall also
lie notllie,l of (lu* respondent's rights under (his section.

Hit Ihdess 1l lespondeiil is released or voluntarily admits hiuisell lor
liealmeiil williin 72 limns ol his turival al (lie facilily or. if he is
of his meeting with evalualioii personnel, lie isiAuLiUed Lo u cuilll
them lug lo lie sci lor not later than the end of that 72-liotir |>eiind lo
.Uutci mine whether there is ciiiiku tu detain him allur (he 72 hours have
ix-kpued loi up to an addilionul 21 duya 00 Ihe gtoundtf thut he is
gravely disabled or menially ill and as a result presents a miketitrood Of

shall give milice to the court of Ihe releases and voluntary admissions
under AS 47 00 700 47 00 020.

n-i The respondent has a right to communicnlo Immediately, ol the

«jlcptiiluienLs expense, with hmgunidinn. ifnny* nrim adult desigualed

hv the ie-poioleiil and ihiuultuiiiey desigualed in lhe ex parte order,
01 sin attorney of llie respondents choice.

(il The respondent has llie light tu bu represented hy an ullornuy,
to piesenl evidence, uud to cioHs oxaminu witnesses who testily against
him al (he healing

tel The le.spoiideiil has (lie rigliL lu he flee ol the ellecls ofliiedicotion
%md olliei hums of tieatment to the maximum extent possible lielbiu
lhe 21 day toiiiniiinienl healing; however, (he facilily or evalualioii
peisound may lieal him willi motliriitinn under prescription hy a
licensed physician 1l hy 0 less lestiiclive alternative n| his pieleienre
il. Il 1he opinion ol !l licensed physician in (he ense of medication, or
ol o mental health piolessioilid in the cast)ofalternative liealiiienl, lhe
liealineul is neiessaiy lo

I1) pievenl buddy hallll to Ihe icpnmlcol 01 olhei't;
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121 fllicpe Miiil till* ir.*i|iniittrlll has rwivi'il MpplupiiillC illlll
adequate cun* mill Araiment ilnriii|* liis 21 day commitunlit;

¢!l I? vnilird hy tin- professional pursuit lit cliaipe. ur his profrs-
siuiial drsipnee, ilsu ni|* Ihi* 21-day commit mmit

ih) The mm 1*hall liavi* copies nllhe |s*lilic»i» fui *M day commitnienl
served iijmll llu* lespohdenl, his nltiirnev, ami hispimidmn. il any Thu
li'lithmi lot 00 day niinmilllirnl mid proof* ofset vire shall hi* (ih d willi
Ihr clerk ul Ihi* iniiil, mid a dutr fur henrilip shall hr srl. hy lhr rud
ul Thr urxl judicial day, liti nut lulrr than live Jiuliii.il days limn lliu
ilalr ullalliti: ti1he* liklil iitu. Thu clerk shall milily Ihr Irs|niiidi*nl, his
attorney, and Ihr ptilimirr uf lhe hcaiiup dalr al luasl lIncr judicial
days Il advmicr uf (he hrarinjj

id Eiuduips ulTael nhiliup (u ilu* respondent's hrhaviur iiiadr al a
21 day cuiniiiiliiimil heariup under AS 17 MO 7M5 shall hi* idmilled as
uvidnicr mid limy iml hr rrtniHrd except lh.it newl\ disciivhed rvi
driuu may hr iisrd hn the |ilir|Hi.su uficlaillitip (hr lindiiip* ID 1ill HI
SI.LA 10HI)

Src. 47.30.715. OOduy commitment limuinj* riplil*. ml A
irsliuiidriil subject Ina pi*lilinn far 00 day toiiiiuiliiiriil ha .un addition
lu the iijjhitf bpuciliud elsewhere in AS 47.30.350 17.30.015. nr
notice of lhuiiu uplits uhall hu served uii thu juspuuduiit. liin allnniuy,
Ida pmudiun, ifuny. mid may hu nerved on un udull dcbipiiuled by lliu
ir*|iuijijuiil al Ilu* lime Ihe [ie(iliim lia 00 day iniiniiiliiiriil is j.rivud
An iillein]il shall hn made hy mul explanation | insuir lhat the

irspiimlriil uiidristands lliu lipids eilllinrialrd hr imtiir 1l (hr
irspumlrnl dues mil undrislimd Enplish, Ihr ...diun shall hu
piven in ihinpiiape In* iiiiderMIniidb.

(Id Ihdess Iim irspumlirnl is irlnisrd nr vu' ji 'y aihnils Inmsrll
litimvoip lliu Itlinj; id a pulilinn nml hehnu Ilu * ,np. hr i*unlillrd
Inn jndicnil hem him within livujudicial days id hup nl lIm priiium
(in net mil in AS 17.30.71011)) lu duteiiiiinu il lu dully ill and as
alrsiill is likely lu eaiisr Inniill tu liiliiHdirui »* . ui il hris prnvrly

drwihh-d 1l lhr irspiaidrnl vulunlaiily adniils | — liilllmviup Hu*
filinp nllhe pi‘hliuii, lIn* vnlunlaiy adiulhniun run,Mules .l waiver ul
any lirm inp riphis iiiulri AS 47.30 7*10ur main AS 17 30 'H5 Hal any
dniinp Ihr irHpundrnla voluntary admission umim Ihr. subset
liun. thu irspuinhml Mihmlhi lu Ihr facility a wiillrn nullrr ul ininil lu
leuvn, lho piolr.iuiuiiiil prison in cliiupe limy Iliu willi thu courl s
pelllivii (in 120 day euniiiiitiiiuiit of (he ichpuudenl iiudm AS
47.30 770. I he 120 day ciiuiuiHinuiit honiinp shall la* scheduled hu u
dahi mil outlier Ih.in 00 dnytj uflur thu rrhpuiideiil'u vuliiutmy
minds. inn
Id Thriitpu"Irnl is enlilled tuujury tiud upon ifquest tiled with
lliu naiil 11§ i i ipnvtl is uiadu al Irasl lwu judu ml days hrlinr (hr
lutiiiiup 1l llu* ir*|Hiudml irquesfa a jiuv Inal. Ihr lieailup may In*

milliliiird lur mi mine Ihail 10 calendar days. The jmy shall consist of
six primes

hli Ifajmy Iriid is iml iripirsted.Aho court mny alill aiuliiiue the
he.nnip ul the resgmndciii’Hrr«|ursl for no mine than 10 culrudar days

it*) ‘llu* iespmtdt.nl has a riplil lo iclain un independenl licensed.

. physician ur ulh * menial heallh professional lo examine him ond to

licaliTy on bis behalf. Upon request liy an imlipm| respondent, llie cam|
sliall appuinl mi mdrpri Iml liruiisetl pliysicimi oralher menial health
piofrssiunnl lu examine him and leslify on liis behalf ‘I liu cum| shall
l'uusitlri an iiidij*cii! irsptindeiit's request fur a specific physician ur
iiirninl hrnllli professional A umlinn fur Ihe apjNiinluieitl mny he filed
lu mini al any leiisuiinhle lime before the heariup und shall hr iiclrd
upuii piuinplly Itrasnii.ihh* fees mid expenses fur expert exmnineis
shall hr drfm mined hy lliu rules of court

ill Thu ptuerediitf* shall in nil respects hr in mcciim wiih
tonslilntnmal piiunmleuH ul due process. und, except as ulherwisu

-tlicvlli* all) jjuvidrd m AS47 30.700— 47.30.016, the rules uf cvidumc
Uid itlPveduiL* in civil piurucdiiiK*

Ipl Until lliu rum | issues n final tlecisiun. llu* irspondeitl .shall cun-
tnuir lu hr Irenled al lhe lieiiliuent facilily unless (he prliliun Ini
Oil day tdtiuiiiluM nl is wilhdrnwn If lutduciHiun has been inmlu witInn
20l lysul (ilmptil thr pelilluit, mil illilildinp extensions id liuiudiiu lu
mix ii mlui nlhri irtpirsishy llie rcsjMiuileid, heshall he leleased ID |
th HI SLA 1CHI)

Sir. 17.30750. t'mulm| uf hemhip. Thu lieminp malur AS
1/ 30 715 h; Il Immimmlk *. i| iii lliu mimic nianuui, mid with lliu same
iiphiN fm Ihe muspu u* nl tinM | tint in AS 47 30 735ih) (D | «h HI SILA
10H11

[ Y vif il wudett AS ky 1t iV in i) wCiothimtioe iuituonit i AS
w.i  «lifci] Fiilhmtui: © I 11111511.11

Sit. J7mii.73i. Omul unlrr. lul Atlcr Hiu lii'iumi; uml ivilliin tin-
Mini- limit *[>rtili.'il m AS 17 Mil 7-13, tin* cum! iimv cuiniuil (In1
in liuy liml- liy ili'iii mill i iiiivim'iiin i-viili-lin- lIm1 ‘Im ii-a|-iimli-iil la
111111 2mty i1l uml un I ii--iull ia likely Iniuiiau liiirm In liiimu-tr 1 dillii-nt,
U lacillim-Iv illMilili-il

IIn 11 Hu-Imu | luii (li.it [iiii- lall li-sa n-alin-livi- iilli-i mil it 1- avail

LLUim-iit TILED Hu- dillullivlivi-, Im rum | _iimv mili-i lu- li-at

i
I priRd i RlCINtheanl Diba B L I Am

Sitoizomzin, vimermicm Wringiat fmenny. ginnin aimi
nltvilyi. 1t uvulliililu ul a ulitUsiijaii uli-il liu:Jilal. Imwi-vi-i, il t]iaiP la
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(5) liml patients lu- informed of llu-ir legal rights nml hi- informed nf
nml allowed lo |i;ulieipate in their Irrnlim-id piogrtim as iniii‘h ns
possible;

Mil (bill per sons who ore nifldully ill Iml mil ilmigeioiis In ntheis lie
nuninit(i'il only il Ibrio is n n-nsnimlih- expt-i-Intion nl improving lu-ir
mental ioiiihtinii 1$ i cli HI SILA IOHIi

lillinr's null's. lie- iuiiiillirlii.il ~ liy lie n-ivwy nls|ilnfi-s [niiMliinl In AH

rkliirviiiiii in He- insi si-nlriiu- w.is .nlili < il iriil.n)

See. -17.-1IL1ili0. I'Invers nml ilidh-s nf ih-pnrliiii-nl. lIm dcpail
liu-iil is Ilm menial In-nllh nidhorily of lin- sinle nml slinll

111 udniinisler n rniuprt-hi-nsivi- pinginni for lln- pii-vi-nlinn of
ini'iiliil illness unit Ihe cure uml In-nliin-nl nl Theim-idnlly ill, im hiding
inpatient mid milpalit-nl cnic nml Ill-all it nml lIm prncint'iimiil of
services ufspi-rmlisls ur nlimi pel sails an a uiiilrut'hm| nr ollu-r basis;

12) lake (In- ui'linns and uml!-i lake lhe nlihgatians which ari* nt-res-

sary la pnitirip.il-.- in federal grind siuuid pnigrniiis nm! - u-epl fetleinl
or oilier liimurinl aid from whatever smures far lhe st'idy, t-xauihm-
lion. care, anil Ireiiliuenl ol Im umuliillv ill;

(31 ndniiuisler AS -17.30 660 - +17.30.015;

Il designate, aperale. and inaiiilaiti lienlnmnl laiilllies equipped
ami Ipialilied In piovule ilipalieill ami nulp.ilienl erne and Irelltnielil
far IIm menially ill;

Ifil prnvide Im lin- pinreim-ut of Illenlally ill paln-iits in designaled
liealnient lacililies,

Hi! filler illlll m iniigemeiils willi giiveriluieiilal agenries hit Ihe ran-
or tiealiuenl nf lhe ineiilully ill ill furililies nl lhe governime-iilal
agencies in lhe sInle ur in iimdher stale;

(71enter ilila iantrarls w-illi 'i-tllliu-iil larililii-H hn The t-iisimly ami
rnro nr liealim-nl id lhe menially IIl;

IHI eider Inin riiuliilila whirli Imiiipiiiale t-aleguaids rniisiilent
willi AS 17 3L lilill 17 'lll 915 and lhe pie.-a-l 1 al lon nl llie rivil lighls
ol the pal lent-i willi mail her stale fill Ihe rmilady and rate or lleal melit
of piilienls pn-vimislv rnmnidlril limn Ibis sinle under 1l 1I.S I!., see
alli el si-ij. anil IM. H30, Hlih Ciingress, 2nd Sesshin. 70 Slid 700;

101 pifsiiiln- lhe huin al apiilirilliailH, leiiilils, iipmls, leipiesls lor
rtdease, and i niisenls In luediral at piiychningicnl lleal meld leipiireil by
AS 17 ‘W lilin 17 30.015:

(1(0 leipiiie iepnils from Ihe head da In-nlim-ul I'aeilily mmi-ining
lhe iiue ol palieid-..

It 1l visit eaeli liealim-nl litfildv Il leasl aniiimlly lu levieiv
Hiflimds ill eaie or liealim-nl fnr palieids.

1121 invesligale i nmplalids iiiuila hy & palieid in mi inli-Ifilled pnily
nil In-half of a palieid:

547360 WkPaii -Siviai Sevasanu bstitutios 5-17.305

(13) delegale upon mutiinl agreement to unolher officer nr agency of
d, or U political subdivision of the slide, or a treatment facility desig-
nated, any of the duties ami powers imposed upon it hy Al3 47.30.600

— 47.30.915; and
(111 adopt regulations |l implement the provisions of AS 47.30.660

— 4731915 (5 | cli HI SI,A 1981)

lalllny'* finles. S..lilillS.ill HI.SLA apply rrliootlivcly lo Ivrnanidr Die
LUM \,El.eel..l‘];\_n-pln. inviili-iliiidiis ili-li-nlion ~ of a" pt-nnp {lrtv\uu?ly

I, lin- pIntlT.iiils el AS 47 1lif.ll mininilinl under Malllll-S ill i-ltl-cl Inline
17.inulr. ui. ~ 1liy si 1 nl(liis Atlilu Orlinlirr I, IUHI limvrver. tin day. alter
tea In lie in rlies imp,in ,ani/, arllini taken  Hi lolirr 1. I1IHI, dip pmviMiin- el [lii- Ail
Il ninm e« oline ‘muling iimli-| Mirtulm in anpIy tn nil personsciminnUeJ under slat-
iIPtLininn. 10 Inlier 1, HIHI, inn ilu lIn-y ale*’In ediel lwfnrr OcInlier 1. 1IHI "

Ai licit- 7..Vulunl<iry Admission for Treiilmenl.

Sri linn Srcllim
Dill  M.ilnLInl. (in tiilanlart admission (M  AilmLmiilliil niinote mnlil 1Lunli

liffl  Net -

I,M\ “ I iV ilKla IBS. Nel?ie nfre - 1" tel-el- nl

[ . |'Intent In leave finihlv, Il yiaie.il ntn Imm
inline nl deli'nlinn nml cuininiliiii-nl

I, l-- _Uitginn It «li SI.S1.A ISlg>  gei*itidivi-lv 10 M It Him
Lisl.punnliil "1 pia, pinieliilinlin- ﬂ “ ri i Ut pivs i
Al Tlit" leweo*! imii- nl AS _|7M0|Wi0 cii Inl MMilcr Huliilf't intl‘ly.l_ Imimim
Lo IUHS il liv mi 1 til o™ Aslilu o Htl, NPT NnUMvvr. IMEiliijh e r

inf LIni Ail

iii - Tii tin in* e lw-- GV ML TiKETE oirdin®i a poHE, »lur

iii i jilim i dilini: fii-inlui? wiiiliti "niiili » iii
cllitalu'linr IM “ilff 1. [HHI, mu tin llioy

upjily In tilt [H* [Miuifiiinin»l 1 Wil

iili'a in rifid fii fur otlolii™i 1, 17JHI

See. -17.30.(170. Slitiitfnrrls fnr voluiilury lulmlssimt. A peinui I |
VEins nl age m older may la- voluntarily admitted In a lieidnieid Inn!
tly il la- e. Millet tag limn ineiilnl illness uml lie viihudni tly signs llie
mhiiis-.ian papers. (5 | rli HI SI,A 1981)

\

See. 17.3I1.ti7iK Nnlieri ot mights. (nUJpon lliu uppliciitiiiii at a pel
sun Im voluntary admission, ur at the tiinun pcitrim mlinilled under AS
1111 690 learhi-H Ihe agent M.tlO sliull ho given Il copy tiflliu billowing
dimimelds whirli hliiill lie explained lo hint us neresiuiry:

ill iinlue of rigltls ns set nut in AS 47.30.H25  47.30 H65 uml mi
explanation of any diiciiuienl served upon him; nml

)2> indue Illm| should lie desire to leuvo id u lime when llie
heal id farility ilelei mines Hull lie is ineldiilly ill uml us nil is
likely lo riuise seiimiH lullin in liiinselfiirnlhers or is giavely disahled,



1 Vi) tiMi Al amia MAITCE Kith imimi

(lil 1l mi upplirnid Inr voluntary mhiiissmn ilm-i nut umli-islaml
English, IIm explanation uliull be given in a language lie umlcistjiids.
14 1 til HI SLA [IHII

See. I7..ilLliIHII Uisi‘hnrgr <if viiliintnry |inlielils. A |inIn-nl wim
mi lunger ineels lhe simulants t-..Inhli.-.hi'd in AS 17 3111i711 slinll lie
elist hnigril tiinn llie lieiiliiiriil Imilily 14 1 iii HI SLA [lIHI|

Set:. .|7.30.6Krt. Niillre nf intent In lenve Inrilily; I'liminilllieill.
A vnliinliiiy patient wim is | | years ul uge in alilri anil ulnt desires In
leave a liealineiil facilily laust siilnnil In llie Inrilily a written unlitc
nf inlenl la leave mi a finin ptnvidrd In Inin br llie liicilily imrass
liiiineiliale mvesligaliini, llie patient slinll lie evalualeil ill writing ami
ilisilmigeil laiiinilialely nr given written indite llial inviiliiiilaiy
liimiiiitilient ptm'eeilings will lie inilialeil against B The liealineiil
finality may ileluin llie palieut far lia liane than IHlimns nllei len ipl
af Ihe patient's linliee nl intent la leave ill nnlei la uiilmte involuntary

miilillilsit-iit pnaeeillngs ij) 1cli HI SI,A I'nrl)

See. 47.30.0..(>. Admission uf minors mirier I | yenrs uf nge. lal
A iiilinir tiialer Ihe uge of | I may he ilihuilleil Im 21 days evahialiini,
diagnosis, and liealineiil id a designated lii-nlim-id I.mIdy if his
parent nr gimidmii signs lhe ailuiissiaii papeis nml il. iii (la- opinion id
lhe prafessmmil peisnu ill cliaige,

Il he is gilively disahled al is silU'erilig lima uiental illness nml ns
il result he is likely la eilllse seriaus liana lo buasell m olheis;

121 there Is na less lestrirlive alleinative avaihllile Im Ins
lieatiiieul; uml

L'll Hu-l1! is li-usmi (a lo-lieve that lhe paln-id's menial i-iindilmii
eiaihl la- iinpinvi'd liy Ihe cnillse IIf lli-allileht

lid The uiinar mat la- icleased hy Ihe 1li-ultiu-ul Imildv al any tune
dilllug the 21 day peiiad if lhe pialessimial pelson in th.nge or Ins
deslgmi.ed meldal la-allh piafesshllial ili-tel milieu the lallinr would no
longer hem-lil limn undiluted haspdnli/alioii and Ihe mimii is mil
tlangeiaiis 'l he iniimi‘apinelds ur his gimuliiui must he mil died hy llo-
(milityul (In-1 otdi-aiplali-d ii-lease and thill, rinless I her Iull late itivnl

years ufuge fi mil ifi-fi-iilliiu uml i-uuiuilliiieid. The p in-id oi guaiil

inn lll alliilini wim in h-ssllian |-l yi-uiti al age may leiplesl and nlilain
illllinihidl- teh-ase nl Ilia mimir al uity lime, unless as lhe le.siill nf
Illi-ulal illness, lhe inlliai InI' udy lu iau-e seiinns Innin lu hiuisell nl
- 14 1 eh HI SILA HIHI |

4 1730.760 Wisiailisis BiSeaviceM Ann Lsiiihtius 4 47.30.700

Article H. liivuliiiilnry Admission fnr Trenlinent.

Section
700 ri.irrmriit nl cluv»>« I.mlay
165

770 120 M) i vt
%lz{?] 1 ul niuti
TIf. *ui nnluf
720 ulC i M| Lrliril u miie 189 Aulliuriml u .
e ez 700 Hilutit from uiuiuiliorimJ ulm 'liit’
75 jisnecitiin  nctivi; 795 Imuluuliry uuljulivtl cnie e

..... i (o HrviiiH
710 w ruiiiiialim-nl. 800  (sisivae «imn . uc in
m SNl il trivlmrar i liim
715 riintinlliH'il
7H HO5  <satiijinmmungn (e 10i*1-n| tiiiie
Hill 1L tIHlp Is
715 1o rliy auii 815 LIMilaMM of ILIiNIly. |- trdlV fiti

752 i wentesi @ lUn lulm’ (ilt].Jiitill.ni

75 TtUIIH W

IMilncsiuili - 1wt tit HEsta NPFFDirlitiiulhvl) llu
THPHIL. (initiili of " liwie|e| n- [iih Fittt HET i
Art. ilu JiltIVY im - ul -\S L7 CHITIKE ci Kf i r* it ikm I lo
[i il HIfien iilnl 1i) m & 1 ul Il rAil tin (hiulm™r 1JIME Ilimvevi. (HI il.n.s uller
hull Irlkell uln®f I, I".IHI. 1IG* |iju» isinus nf 1lu . ALl
in i rme £ In>F Pecidlinc iinl. I'ly 1u Smulte -La
mHill Ih'[hii> HI*Tull*r | I1tini, mu lilt llicy ulc* I ATitl In*foli® HFLitU 1 1. IDH ™~

1 u

liul W1 in- iflve = ilujtdii Lil%)

I* - « imu

See. 17,'111711). Inilinliini of involuntary cninmilmetil proem
ilml a Min'hiiii! uivrHli|»iilioi» nr dili'cl a lural inuiilnl health
|uulis.limal i*iilij«v«il liy lliu department or liy a loeal menial health
tui*i.un llial ien*ives iiiimuy Itmu lliudepartment imdei AS 17 31)520

17 30li21) or lllinlhrl menial licallli |)inlesshiual di'sip.uated liy Iliu
liiili;e, (e iimiliirl a #eebsixf* investifpiliun af lliu person aliened In h*
mentally ill iiiul. iik a io.mil Inf nait rnmiiiii, alleged hiiu [irnvi*iy
ilisiililuil nr In JiivM*nl a likulilimitl of serious Inniin lu liunsell ur nlheia
Williiu IM hmiisallei lliu enmplelimi of llie Hirreinii|( iiivesli|;ahau, a
jiiil|*u may Issiiu an ex pailo Older orally or in wriling, sliiliitj; lIml
llieie is inuli.ilile railsc (o lielieve llu* respamlenl is menially ill ami
Irtroiiililmii rauseh Ilu* respondent [ IT?\‘pmver ilisahled X
pie-ri‘iil a tiludilmnil of seiiiuiH Imrm Iu himself ui olliers |lie coml
slinll piuviilu limliii|;s uii whirli (lie ¢(inclusion is lijimsl, <t|iliiiiut an
iitluiliey lu ieliieto*ul Ilu* lospiiudciil, and may dlierl Iiml a peme
i.Hun lain*lin* icsjioiidenl iiilucustody a* iiielivei limt In lIm iiimieM
appiupinte facility Im cmripemy exam -aliun nr liealiiM*nl The ex
ji.iile aider shall he pinvtded lu the respm... »{ and limdi* a pail ul llie
i(“:|Miiideiil'H <luiu'al record. Thu conrl shall confirm an uml nnlei in
*sMhiip milhin 21 liMins allei il iu |*i|Uf
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oiilpnticnt liasis hcenitsc lie is likely la cause liana la himself nr nlheis
ar is gravely disabled, llie provider shall give llie respnmlenl oral ami
wiltlrn milite Ilull lie imisl reliirn la llie liealineiil Inrilily williin "if
limits, villi copies la llie respondent's altmney, liis gnaidiaii, if any,
the rouil, and llie inpalienl liealineiil faeililv 1l tin- lespamlent tails
In arrive at lhe liealineiil facility within 'Jl limns alter mi-iving lhe
iinlire. the prnli-.xsiiimil persan ill rhii'lgo may ranlael llie appropriate
peace olliiei s wim shall lake tlie respnmlenl into rnsloilv and Irtmspni |
= in the fm ilily 1l it is determined hy Ihe prnlessiima! person in
rharge la he necessary, a memher af lhe treatment lie. ililv stall shall
ncrnmpimy lhe peace iillicers when they lake the rcspandent into
custody
till If Ihe provider of mil palient care ilelei mines that Ihe respnmlenl
will lepiire mnliimi-il outpatient cure allei Ihe expiration nf his
mitilleiil peiiml, lhe pinvider may iniliale fuilhei rnumiilmeiil
prnceedings as il he were lhe prafessiniial person in chaige, mid lhe
pravisimis of AS '17.3(1 (kill — 47 3(1910 apply, except that provisions
Elating inpalienl tieatment shall he rend as applicable la
mitpnliriit liealineiil 1k | rI'. HI SI,A 19M1l

See. 47.311.81)11. (hinvei'sinii of invnliiiilnry niillinlien|
treatnienl Iniiiliulient enmmilineiil. tat A lespinidehl aidered hy Ihe
mini under Ihe prnvisinns llI" AS 47.30.700 17,39 910 In receive
iiivnhiiilary outpatient liealineiil mny he required la undergu
inpalienl tienliueni when Ihe pinvider uf mil patient cine limls that I 1l
lhe respamlenl is menially ill and is likelv la rarise seiimis harm la
himselfnrothers nr is still gravely disahled; (21 Ihe respondent's behav-
ior since lIn- hearing resulting in cmirl-unleled liealineiil indicates
I helmw needs inpat lent lit-nlim-hl tiipialecl himself ai nlheis; <31
there is lensun In helii-ve lIm1 the lespiiiideiil's ineiilnl nimlilmii will
impinve lisa resull nfinpalienl lieiilmi-iit;malMI Ihen- is nil inpalienl
lai.ilily appiapriale lu the lespuinlenl's need which will nccepl him as
a pnlient ‘I'realinenl lia these ri-spamlenls sluill he availahle al
slate apernleil hospitals al all limes

ihl Upon making lhe findings specified in lal nl this idlimi, lhe
pinvisiuiis ul AK 47 39 VDOIlil relaling lu milice and AK -17.39.710
rehiling lu hearing Hpply *4 1 cli HI.SI.A I1lIHII

See. -17.39.890, Compilling periods uf lime, lal Except as pin-
videil in ihl ul this seclinn,

111 ciiinpilliilliuns ul a 72 hum evaluation period tin mil include
Kaliinlay», .Sundays, legal Imliiin.vi-, or any peliml uflime m-ressnry la
liam-pml the le-.pinidenl In lhe liealiiien." Inrilily;

121 a 21 day riiminiliia-iil petmil expires ai iloi end til Ihe 2Is| day
allei Ihe 72 Imuis billowing initial arreplaiire;

'l a 99 day euiiimilim-iil permil expires al tin- end al lhe 99th day
Illler Ihe expiialinn nl a 21-dny pel iml nl liealmelil,

447.39 819 WA 11 auk, Snriai. SratvicF-s and suses[Ut aims 4 47.39.810

11l a 129 day commitment period expires at the end nfthe 1201Inlay,
allei the expiration nfn 90-dny penod of treatment nr previniis 129-day
pi-limi, whichever is applicable.

till When i. respondent has failed tu appear ur ahsenled himself
cnnirnry In any older properly made nr entered under AK 17 39 frill) —
1739 910, Ihe relevant nniimilmont period shall la- extended far a
periml id lime equal In Ihe ii-spiuali‘iil's nhsem-e if written nntice nf
gnaidiaii. if till'll- is line, und if, Vi'ilhin 21 hams alter Ihe respundenl
has ii-liii m il In the evabhiiiline. or I rentim-nt facility, written nulnv ol
the riiilespaiiding extensiini and lhe reason fur it is given In lhe

81 SILA 19811

See. 47.39.819. lliiliiis corpus. Nothing in AK 47 30 lilill —
1799 91.'i may la- mnslim-d as litniling a persun's right In a writ uf
battens carpus. 14 | cli 81 SI.A 1981)

tvliijn. lal A prison m ling in guud faith upon eitheractual know ledge nr
ii-liuhlo information who makes application for evaluation or
i.lieulinuiit of amilla-i person under AS 47.3U.7U0 — 47.30.910 is mil
yUlbject lu civil ur criminal liability.

Ih) The lidInwing pel soils may mil lie held civilly or criiniimllv liable
Im detaining a persan under AS 47.30.799 — 47 311.910 or fur leleasing
a poison under AS 17 30.700 ¢« 47 30.910 at tu la-rare the end ul lhe
periml Im whirli lhe pcimiii was admitted nr ramniitti-il hu evaluation
in trearmeiil if tin- persims have performed llu-ir duties in good faith
and without gloss negligence:

ill an nllirei iil'n pnhlir nr private ngonry;

121 the superintendent, thepinli-ssimial persnn in rhmge, the pinlcs-
sinnal ili' igm-i- ol the piniessinnal periuin in charge, and lhe ullcmling
-.tall nl a puhlie oi private agency;

OH a public ollicial perfiilining functians necessatv la Ihe mhmnis-
1alinn ol AN -17 39 799 17 311.910;

t|i a peace iilllcor lespnnsilde for detaining a person under AS
1739 799 47 39 910.

Id A poison wim wilfully inilintcn im involuntary eoimnilim-nl
piou-dme umlei AS -17.30.7U0 without having good cause to believe

i th.il tin- olIn-r pi-isim is sulfeimg from a mental ilhi-.-ss uml as a ir-sull
VI* gi uvcly ilimrlihultii likely (a cause serious harm lu himselfoi others,
is guilty ofA felony~4 | eh HI SI.A 19811
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Detention Hospitals,
Mental Health, and
Frontier Politics In
Alaska, 1910-1915

Thomas G. Smith

The strong interest in suciai history (hir-
ing the last decade has produced several
studies on the cure and treatment ut dis-
advantaged, dependent, and deviant per-
sons. Significant general works have
been undertaken, but local, state, and in-
stitutional studies, especially ones set in
the 20th century are iur.king. This essay
e.Xﬁlores the efforts of Alaskans to estab-
lish detention hospitals for the mentally
ill between 1910 and 1915. Although stu-
dents of Alaskan history point to Poor
treatment of the insane as evidence of the
federal government's neglect of and in-
difference toward Alaska, the study re-
veals that Alaskans themselves must
share the blame. In addition, the essay
provides insights into mental health pol-
Icy, Alaskan politics, and federal-territo-
rial relations during the period.1

By the turn of the century, the pre-
valence of mental illness was a growing
concern among many Alaskans. As the
population surged due to the gold rushes
of thp 1iiUQs, so did the number of in-
sane. The arduous journey, excruciating
work, harsh climate, loneliness, an

dashed hopes sometimes proved more
than pioneers could endure. In 19011 nine
Alaskans were adjudged insane. By 1910
the number had climbed to 130, and a
decade Inter the figurp reached 217. Re-
sponding to pleas for assisu.nce from
Alaskans, the federal government pro-
vided for the care ol the mentally ill in
the civil government hill of 1900 That
measure made insanity a criminal of-
fense. The person accused in a written
complaint was arrested by the marshal,
brought before a district commissioner,
and tried by a six-man jury. If found
guilty, hu was committed lo an asylum

Since Alaska had no mental hospital, the
governor was empowered to contract
with the lowest-bidding institution west
of the Rocky Mountains for the care of
the insane. From 190-1 to 1950 the Morn-
ingside Sanitarium (formerly Mount Ta-
bor). near ‘ortland, Oregon, held the
contract.¢

The contract system came under severe
attack by resin.mts ol Alaska. They com-
plained that it was an archaic and inhu-
mane practice not followed by any other
American state or territory. N'oricontigu-
ous dependencies such as Hawali,
Puerto Rico, and the Philippines all had
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asylums that were built and m.m,,

at local or territorial expense.

1912, however, did Alaska wm termor.". i
status and its own government: in
meantime, it had lo rely on the fed*-,)
government lo care for the insane.4

Alaskans also decried the practice of in-
carcerating the afflicted in jails until they
could be transported to Oregon. In inte-
rior Alaska the menially il often had to
spend as long as six months in jail until
weather conditions permilled Iranspor-
tation lo the voutside.” An Alaska asy-
lum was the solution, but Congress re-
jectcd the proposal for such an
Institution because of cost |S75,0i)9 lor
the building alone). Alaskans next im-
ﬁlore.d the government to establish small
03F|tals in which Ihe mentally afflicted
could he temporarily detained pending
removal to Morningsidc.4

1. See, for example. Gerald Grnb.M-ntnl
Institutions in America (Now York. tJTai:
Dlake McKolvey, American Prisons
(Montclair. N.J., »177): David iiothman. The
Discovery o/ Ihe A'vlium (lloston. 1(17] I. and
Conscience and Convenience; The Asvlium
and Its Alternatives in Progressive Arm-run
|IToslon, 19U0). For criticisms nf the wav the
federal government dealt with Alaska x
insane, see A/osko Doily Umpire (juneaul.
Nov. tj. Dec. 0. 30. 1912: Krnesl Gruemng. The
Stole uf Alaska (New York, 19GU).2l10.

2 Fat the early treatment of Alaska’s insane,
see Thomas G. Smith, "The Treatment ol me
Mentally Ill In Alaska, 113714-1012: A
Territorial Study." P.VQ. ol. GS(13.-4i '7-
20 Also see Claos-M Nnslte. " 13iili Bartlett
and the Alaska Mental Health Act.” ihid. Mil
71 (1)JBO), 31-39.

3 Apparently Alaskans were not troubled hv
assigning criminal status lo the Insane,
indigent sick, elderly, etc., lacking asylums,
almshouses, old folks homes, and lor.nl
charities, they classified social dependents j,
criminals in order to assure them of
government carp. The federal government also
maintained Ind.ans who were mentally ill la
govcrnmer' asylum was established in 1098
al Cnnlon. s.F .). Canada, like Alaska,
transported 'is insane from rumnlo.mil
sparse'v pcpululod areas lo provincial
hospital «.nlhur dun ImiM mental institutions
m the Yukon anti Northwest Territories. See
Henry Hurd, ed.. The fnsiflulionnl Core nf the
insane in the United Statusand Canada. 4
vols, (Baltimore, 1910-17), MI. G30-32. B71-110:
.'2-25, 220-36.

s For introduction of these two measures, see
Congressional Becord. Gist Gong.. 2d Se»s.,
1910. pp. 149(1 (U.K. 20111). 5243 |H R.
24H33f: for the texts nf these hill*. [Iml- 0853.
and 0lst Cong.. 2d Scss,. House Documeii-
637, p. 2 (Serial 5030).



Tilll need for some type uf "lioUlini'
lank" or detention center seemed obvi-
ous to lliu resident:) of iuturiur Alaska.
Detailed descriptions of muiitiil break-
downs appeared frequently in lIm press.
“DANGEROUS LUNATIC NOW AT LARUE" 3| a
Nome Nugget headline in October 19UB.
Tim escaped "lunatic" threatened to Kill
the district judge, marshal, and commis-
sioner. In Fairbanks, a "crazed" woman
shot lo death llie police chief in [iJOn. A
year later in the same city a "madman”
tried to kill the proprietor of lhe Pioneer
Hotel by hurling a boulder through the
window, and a knife-wielding, "blood-
seeking headhunter" went Dberserk in
Dempsey Lewis's saloon before being
lelled by a pool rue. In Fairbanks, the
roster of persons taken into custody in-
cluded the Eresident of the Washington-
Alaska Dank, an Indian woman, a pros-
pector who repeatedly tried to commit
suicide, a sourdough who imagined he
was being run over ?éautomobiles, and a
wondchoppnr from Fox City who broke
down when fire destrozed 12 cords of
firewood. The Fairbanks Daily Nows-
Miner pointed onl that the number of in-
sane in tliut community in 1009 had dou-
bled over the previous year.5

Alarmed by the increasinﬂ frequency of
insanity. Fnirhnnksuns called for proper
detention iacilities for the afflicted. The
federaIJall lacked sufficient space to ac-
commodate both prisoners and mental
patients. Attempts to mtegratg criminals
and the insane resulted in "pande-
monium." On one occasion an insane
man “kept everyone awake ... by pray-
ing loudly and the noise was well calcu-
lated lo make the rest o' the prisoners
nervous." The News-Miner noted that
the number of insane was increasing at
*.udi a rapid rate that "separate quarters
must necessurliy be provided for them."
The grand jury of the fourth judicial divi-
sion at Fairbanks concurred.”

James Wickersham. Alaska’s delegate to
Congress, alsa advocated proper facili-
ties for the c.ve of (he insane. Wicker-
sham was a fiery progressive from Fair-
banks who had served as a federal
district judge al Eagle. N'ome, and Fair-
banks before lining elected delegate in
I'JDit. In February 1910, he tried to con-
vince Congress to appropriate money for
a permanent insane asylum in southeast*

% iqm 'ine.-Ti-wi-cr w e

James Wicrcershai t. who wrote the detective
Hospitals oill. Olamea outers tor the delay in
construction /Whalen Co,lection, University ol
Alaska Archives. Fairoanks)

ern Alaska (HR 20111). When that effort
failed, hn introduced new legislation in
April calling for an appropriation of
$50.000 to build detention hospitals at
Fairbanks and N'ome for the temporary
care nf the insane (HR 24033). The House
Committee on Territories recommended
Ioassage nf llie measure, declaring llial
lie menially afflicted "are entitled to thu
most scrupulous care, and should not lie
subjected to commitment in an ordinary
tail." With an eye for economy, however,
the committee recommended $25.000 in-
stead of S50.0U0 for the project. The Sen-
uto Committee on Territories also ap-
proved the measure. Despite stiff
opposition from some economy-minded
congressmen, the bill was passed into
law "In the interest of humanity."7

Specifically, the measure_called for the
establishment of a detention hospital in
the second judicial division at Nome and

in 'he fourth judicial division at Fair-

banks. Insane persons would receive
temporary care in a detention center un-
til trails and waterways thawed suffi-
ciently to permit the U.S. marshal to
transport them to the Morningside Snni-
tatium in Oregon. Each hospital was to

cost no more than S12.30U. The mnrsh.il.
Ihe governor of Alaska, and the U.S. dis-
trict judge, acting as a hoard of gover-
nors. would call for bids and award a
contract fnr construction. Once com-
pleted, the detention houses would be
administered and maintained by the De-
partment nf Justice.8

From the beginning, the detention hospi-
tals project encountered difficulties. Al-
though the bill became law on (une 25.
1910, the summer expired without any
attempt to implement it. Pressed for an
explanation by the Alaska Citizen. Gov-
ernor Walter E. Clark stated that, after
reading the measure carefully, he had
discovered a shortcoming which made it
“ practically inoperative." According to
the governor, the law was defective be-
cause it failed to ﬁrovide for the acquisi-
tion of sites on which to build the hospi-
tals. John Rustgard, U.S. district attorney
at Juneau, supported the governor's in-
terpretation of the bill and advised him
not lo proceed without instructions from
the Justice Department. Judicial officers
from Nome expressed similar views.3

But U.S. District ludge Peter D. Overfield
of Fairbanks voiced a different opinion.
He favored prompt implementation of

B, Nome,Nug%et. July 17. Oct, 21. Nov. 2
19QU, Fairbanks Daily News-Miner, Agprll 12
lieailliuntcri, 14, May 4 .on. 29. 191)
Imreallcr cited as News- Miner with

ppropriate dale).
il. News-Miner, Aug. 0.1909.

7. 61sl Con?.. 2d Sess,, 1910. Housn Report
1230. p. 2 (first quotatlonf ESenaI 5593g;

ressional Record.(g stCong.. 2d Sess.,

, Pp. 0053-50 (0050. last quotation). Cara
|r{/s,one in Alaska: Statements of Han.

s IVic

IV. R.Ellis, M.C.. Mi. George Cae.

ield. Ore'qlon. March 4 and Agnl 1.6.

20. 1910. House Committee on ihe

tories (Washington. D.C., 191U], 19. 20-
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||-i|iP" kers/iuni, Delegate from Alosko,
i,

t

—‘D_j

. 30 Slat. 1)52 (1010). In 1'Jly Alaska was
divided Into four ludictul divisions; in the
ccond and fourth, waterways froze and land
routes wer vw}ually impassable for seven or
eighl months of the year.

9. Alaska Cltlzenij,a_lrbanks!, July to. 1910:
John Rustgard to Wilier K Clark, Oct ), 1910.
Clar), ;0 Peirr I0vcrfieid. Oct. it. 1910,
Overfield lo Clark. Oct, H 1910. Box 554. File

-1-L-1. Kecor'. Croup 12, Department of
Justice (13]). National Archives.
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the law and accused Clark, and Ruslgard
of pettiness and needless delay. Al-

though Wickershnm had failed to pro-

vide tor hospital sites when he drafted
the bill, the oversight could be remedied,
Overfield held, Dby securing donated
land. Residents of Fairbanks were eager
to have n detention hospital and would
furnish land to the government free of
charge. Nome residents would probably
follow suit. Clark rejected Overfield's

gality of accepting land as a gift on behalf
of the federal government.'L

Pointing t ut that on several occasions in

the past the federal government had ac-

cepted "gratuitous deeds of lands for
public purposes.” Overfield urged the

governor to seek the advice of the U.S. at-

torney general; if land donation proved
unacceptable. Congress might be asked
to remedy the problem b% authorizing
the acquisition of land or by permitting
the hosBitaIs to be built as additions lo
the Fairbanks and Nome jails.”

Although the governor agreed lo con-

sult the attorney general, lie did not agree
to present the case obLectiver. Indeed,
besides underscoring t

fects. Clark ussured the attorney general

that thu detention hospitals were "en-

tirely unnecessary" hecause adequate

provisions had been made "for the tem-

porary care of the insane in the modern
Jails erected at Nome and Fairbanks two
years ago." He denounced Overlield's
dogged support for the detention houses
as political loyalty lo Wickersham. who

was responsible for the judge's appoint-

ment. and he also censured Overfield for
showing disrespect (or the governor's of-
fice by "his conspicuous absence with
out excuse from n public dinner in ,ny
honor at Fairbanks."'2

In October 1910 the Justice Department

declared the hospitals net defective be-
cause it lacked provision for the acquisi-
tion of land; hence, it found that Gover-

nor Clark had properly delayed
construction of the hospitals. Since the
federal government did not own land in

Fairbanks and Nome appropriate for hos-
pital sites, the attorney general recom-

mended referring "the matter back to
Congress for a further expression of its
wishes." Inexplicably, lie failed to rule

su?gestion because he doubted the le-

e law's legal de-

on whether tiie federal government
could accept hospital sites as a gift from
the residents of Fairbanks and Nome." 1

Governor Clark's objections to the deten-
tion hospital law were guided by politi-
cal as well as legal considerations. Clark
and VVickersluun were bitter political en-
emies despite being members of the Re-
publican party. Republicans in Alaska
and around the nation were divided into
reqular and progressive factions. Clark
and Lewis W. Shackleford, Alaska's
Republican nafinnal  committeeman,
headed the requlars: Wickersham, the
progressives.

Disturbed by his independence. GQIl
regulars referred lo Wickersham as a
"political harlot" and in the delegate
race of 1910 nomma ed Edward S. Orr. a
businessman from Fairbanks, lo oppose
him. The Socialists ;Iso entered a candi-
date. William Q'Connor, a newspaper
editor from Taunua, The Democrats, a
minority part%/ in Alaska, refused to run a
candidate. When the votes were counted,
the incumbent. Wickersham. easily re-
tained his sent.'4

Although the detention hospitals were
not an Issue in that election, residents of
interior Alaska were growing i.icieas-
inglv irritated by the led. of action on the
project. In March 1911 the grand jury of
the fourth judicial division reported that
tie* federal jail at Fairbanks was "inade-
quate for the pioper care and detention
of insane persons, nl whom there are sev-
eral now In custody.” Due to overcrowd-
ing. it was necessary to confine the sane
and insane in the same room. The grand
jury found tiiat practice miacteptalile
froui a humanitarian standpoint and
urged immediate construction of a deten-
tion center.’5

In May the town council of Fairbanks
passed a resolution offering the federal
?overnment free of charge a parcel of
and on which to erect a detention hospi-
tal. Noting that the residents of Fairbanks
"are pressing me pr‘tty hard," Governoi
Clark forwarded tin resolution to Attor-
ney General George Wickersham [no re-
lation |u the dele?ate) (or an opinion. Al
the same time, Clark recommended that
the detention center be erected ns an ad-
dition to the Fairbanks jail instead of as a
separate facility,”’
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Even as ho chsiruclea implementation ol the
hospitals act, Governor Waller Clark ptameti
Wickersham lor the dolay. (Bunnell Coil.,
University ol Alaska Archives)

10. overfield in Clurk, Oct. IT, 13.1910, Chat.
10 Overfield. Oct. 17, 1910, Box 56-1, nie-t-7-
M.K G 179. D[; Rnslgiird lo Clark, Ort 17,
1010, Box 7f.d. Alaska Governors Papers
(AGP), Alaska Stale Arc.hives, Juneau.

11 overfield to Clark, Oct. I, 1910. flosSO-t,
File -1-7-2-1, UC 179, 1)J; Overfield and

Henry K l.nvu to Clark, Oel. 19.191(1, Box
Z4-, File 9-1-10. Office of llie Territories (OT),
National Archives; Overfield lo Clark, Oct. 70
(quotation). Nov. I-l. 19Ul. Box 7on. AGP

17. Clark to George VVickersh.ini. Oct < tli
(quotations), lull), Box 80-1. I;lle -1-7-7-1, KG
179.11).

13. Acting attorney general to Clark. Oct. HI,
1910 (quotation), liox 70(1. AGP; attorney in
charge nf titles In attorney general. Nov, I.
1910.1)0X31)1, File #1-7-21, KG 129, ti).

I-1. Nome Nugget, lime 17 (harlot), Inly 13,
,ug a, 1910; PTiirh.mks Sunday Times.
Oct. 27,1911. Evangeline Atwood. Frontier
Polities; Alaska's lames IVTr.kershttm
(Portland, 19791. 225-34, 39(1

15. Overfield lo Clark, |.m. 7,1911, Box 7(ii,
AGP; grand JUT'Y ol ihe fourth division to
Overfield. Maroll 23. 1911. Box 21, I-ile
9-1-10. OT; News-Minor, lan 0.1911

10. Fairbanks tnwn council to Clark. Slav 5,
1911. F. S. Gordon to Clnrk, lime 3.1911,
Clark loatlornev general, jiiue 21. till 1 Box
7011, AGP.



JULY J0J12

Inixidy two iiumllis elapsed without
4 diMision. Numerous Foirbnnksnus
M-elhi-d over lIn: delay iind .sought M."ipi:-
go.us. Some considered the lack ol pros*
ross .mother example of federal indiffer-
ence toward Alaska. Others, particularly
the Republican press in  Fairbanks,
(.mltcil Wickersham for bavin” drafted a
defective bill. In an editorial entitled
"Our Detained Hospital." the Fairbanks
Duily Times criticized the delegate for
failing to follow the "businesslike
course" of admitting his mistake and in-
troducing legislation to rectify it. Had he
introduced corrective legislation, |lie
cnmmuuily "would have a detention
hospital built and running today." Wick-
ersham bad rejected that course oi ac-
tion. the editor opined, because asa poli-
tician Im was concerned mainly with
retaining office. “He is makin% political
capital out of the fact that the hospital is
not built." the newspaper charged.
".Such political capital is worth more to
him than the hosPitaI would be, so lie
has deliberately failed lo remedy the
mailer,"17

Wickershum himself blamed the delay
on Governor Clerk and District Attorney
Ruslgard. The delegate claimed that he
had purposely omitted provision for llie
Fuw aso of land sites in ilia oi 1L because
ie planned to build the centers on public
land, rite public domain, he stated, had

iieen utilized in the past fur jails, court-

houses, and tuiegraph offices. It could
also he used lor detention centers. "It
would have been considered silly," he
explained to the Fairbanks Commercial

Club, "for lira United States to approgri-

ate money out of its own treasury to buy
Itsown land in Alaska for a United States
hospital. Nobody but Governor Clark and
Mr.  John Ruslgard would hove ever
thought of such n fnolish proposition,
and they would not hove thought of it ex-
cept for the fact that they wished to make
the low a (allure."1"

I'ro-Wiekcrsham newspapers such as the
Alaska Citizen echoed the delegate's
charges. Thu Citizen held that there was
"no one to blame for the delay" but
Clark, who hod advanced "the ridiculous
proposition that the government could
nut accept a donated site."That view, the
paper continued, was luised on Clarks
‘bitter opposition tn the delegate, and
his determination that Wickorsbom shall

The federal/ail at FairoanKs housed doth
prisoners and the insane: the women sleptm
this 12-Oy-1-J-loot room with a slooing ceiling
and one window. (National Archives)

get nothing for the lorriiorv that could In
any way enhance his prestige.

Nonetheless, the argument in defense of
lhe law was weak. If the hospitals were
to lie erected on public land, the act
should have so specified. Moreover, its
author should have realized that public
hull'" was unavailable in Fairbanks and
Nome: once a patent is granted for a
lownsite. the land is no longer public. In-
stead of introducing corrective Ieglsla-
tion, Wickersham stubbornly defended a
defective law and blamed his political
enemies for sabotaging the hospitals. As
the Fairbanks Daily Times remarked,
"the delegate overlooked an Important
detail in lus bill, and in trying to cover it
op Is attempting to unload upon tho gov-
ernor whatever blame exists."70

In August 1911 the attorney general in-
structed Governor Clark to Eroceed with
the construction of tho Fairbanks hospi-
tal. Instead of bein% constructed on a do-
nated site, the facility would lie erected
on top of the federal Jail. Such a plan
would minimize delay and save expense

x2

y

by using the same personnel to operate
both institutions,7L

But the instructions sparked a heated
protest Irom Wickersham. Addressing
lhe Fairbanks Commercial Club on Sep-
tember 28. ite ridiculed the idea of hous-
mg "poor crazy peopie” above the "dirty
old rotten [J]a|l:" His plan, lie reminded
the town's businessmen, was lo build thu
liospitals on' public land. Appealing to
their booster spirit, ho informed his lis-
teners that tho Fairbanks detention facil-
ity was part of a larger plan to secure a
}f)ermanent insane asylum in the town.
hat larger eifort would be stymied, lie
warned, unless Alaskans insisted upon

17. Fairbanks Daifv Times. Oct. 28, 1911
(heresller ciled as Times with appropriate
date).

18. Ibid.. July 15, Iflll.

19. Alosku Citizen. Julv tt) (quotations), 17,
1911,

20. Times. Julv 15.1911.

21 C. H. McClassnn lo alturncv general,
June 28, Aug. 7.1911, Bo <56-1.'file 4-7-2-1,
RG 129. DJ; attorney general to Clark. Aug, ti.
1911. Box 708. AGP.



construction of detention centers sepa-
rate from the jails at Fairbanks and
Nome.-2

Ur%ed on by Wickersham. the commer-

cial club branded the Justice Depart-
ment's plan to build the hospital as an
addition to the jail "unsale, unsanitary,
and undesirable generally." It forwarded
lo Washington a petition signed by more
than 000 residents protesting the pro-
posal as "an act of injustice,” The peti-
tioners demanded a separate facilitY fnr
the temporary care of the mentally ill.-J

Other Fairbanks civic groups joined the
protest. The Tanana Valley Democratic
Club unanimously adopted a resolution
condemning the governor for concocting
a scheme whereby the "prisoners will be
a nuisance to llie sick, and the insane a
nuisance to the prisoners." Moreover,
llie town council of Fairbanks an-
nounced its displeasure with the ero-
posal by passinfg an ordinance forbidding
thu detention of the insane "upon the up-
per, second or higher story" of any
wooden building. The Fairbanks press
also lambasted the plan, calling it n
"sorry makeshift." To accept a portion of
the appropriation and build the hospital
above the fail, said the Doily Times,
would qualify Fairbnnksnns "to become
the first inmates of sui.lt a hospital." The

This carloon depicts Ihe Fairbanks view ol
Governor Strong s arrival in Alaska—a
lang-nwaitea hospital under each arm (Alaska
Ciluan, Aug <, 1913)

editor of the paily Times urged the gov-
ernor to build a hospital on a donated
site und worry later about the legal con-
sequences. Such a move, he declared,
"would be worthy (of) Ihe red blood of
the pioneer."%

The strong protest from Fairbanks
brought results. In October 19U. the Jus-
tice Department decided to "suspend ac-
tion" on the construction of the hospital
as an upper stofy to the jail. More than a
year passed without further develop-
ments.23

Meanwhile, the issue continued to pro-

voke controversy between Clark and
Wickersham. The delegate repeatedly
Il.lined the absence uf a detention center
on "one petty man, with a wooden nut-
meg heart." Appealing to the emotions of
n Fairbanks audience. Wickersham
pointed out that if one's mother or wife
were arrested because slit: was menially
ill. she would lie confined in a *dirty
iail" because the governor was so "spite-
ul" he refused to spend the money Con-
gress hud appropriated for a modem de-
tention facility.-"*1

Predictably, Clark denied Wickersham's
charges. He reiterated the fact that his
position was bused nut on politics bill on
Ids interpretation of the law, an interpre-
tation supported by the Justice Depart-
ment. Il would he foolish, he stated, to
proceed with the construction of the hos-
pital on a donated site without prior ap-
proval fro,.i the federal government
What coiitracior, he asked, would build a

hospital without official authorization?
Neither Clark nor Wickersham explained
why he did not push for an official deci-
sion on the leg! iity of building on a do-
nated site.2/

V\ ickersham's opponents used the de-
fective hospitals act against him in the
delegate election of 1912 but without ef-
fect. Indeed, his successful efforts to ob-
tain for Alaska an elective territorial gov-
ernment more than offset any loss of
votes caused by liis mishandling of the
detention hospitals affair. Running as an
independent "Dull  Mnnsur," lie was
reelected, defeating a regular Republi-
can. a Socialist, and two Democrats.2l

On the national level, the Republican
partv, split between regulars and pro-
gressives. lost tin; While House lo Wood-
row Wilson. Although lie was disap-
pointed that Theodore Kooseveit. his
1dol, had Inst, Wickersham was confi-
dent that he would la: able lo cooper,sle
with the new president. And he was en-
couraged when Wilson's secretary ol tic
interior. Franklin K, Lane, invited Ins
opinions on Alaskan issues, including
llu: appointment of a new governor.2'1

Created in AuPust 1972, Alaska's first
territorial legislature look the lead in se-
CUI’IH%COHSUUCI’I_OH_ of the detention cen-
ters. though prohibited by law Iroin deal-
ing with the insane. The territorial
government act had left to the federal
government resFonsibiIity for the care of
the mentally ill, which meant licit vie*

22 Alaska citizen. (Jet. 2,1011.

"2, Fair!tanksComm rcial Club oattornee{
s L AR R e
quotation), écl.'ol, 1 fl, o

a1 Times. sepe. I (last tlyee quid,iliang),
ocl ll%fislM?ng)t!), | tcntlnli qugtagon). 12)11

25. iVcuvwMmer, Oct. 5, 1911,
26 Fairbanks Sunday Tin,-s Oct. 22.1911,

27. Times. l,in. 2-1,19121 Alaska Citizen.
Feb. 5, 1912: Clark lo secrelarv of lhe iulcriui.

Dec. 22. Kill. Ilax 50-1. I-iit"1-7-2-1.11C. 129,
01.

21 Veus- Muirr. Qi . II. 1912 Alaska (dozen.
Aug 12.1912,

29. AIWFIiOil, 217-r.5, 271.
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inns would continue la be fanned out to
Morningside Sanitarium and that pa-
tients in interior Alaska would be held in
jails until detention facilities were con-
structed. FUit in April 1013. Alaskan lug-
islators forwarded to Congress a H’oint
meunorial protesting Ihe practice of de-
taining the insane in éa”S and requestmg
an appropriation of 54.000 to buy lan
on which to build two detention houses.
The memorial went unheeded.10

Despite the lack of congressional action,
supporters of the detention hospitals
were encouraged when President Wilson
named John F. A. Strong to succeed Wal-
ler Clark as governor of Alaska. Dorn in
New 3runswick in 135!) Strong had
been in Alaska since 1397. He had en-
gaged briefly in mining, then entered the
newspaper business, and was editor ol
'lie Democratic Juneau Daily Umpire at
the lime of Ins appointment.ll

In June 1913. the new governor and
Wickersham met with Secretary nf the
Interior Lane to discuss the detention
hospitals. .Sympathetic, |.nno a?reed to
build Ihe hospitals promptly it Strong
could secure donated land. Within three
months, the governor had obtained the
sites, and Lane had authorized him to ad-
vertise for construction bids. Strong's
mu.i.ess convinced some Alaskans that
the previous delay had been "for politi-
cal and personal reasons only." It also
showed that Washington could be moved
'0 action when Alaskans put aside poli-
ticsand muted behind aproied.1*

Construction of both hospitals began in
September and concluded in December
1913. After a delay of more than three
gears, then, the communities of Fair-
anks and Nome possessed detention
hospitals. The Fairbanks facilily was a 2-
story wooden building, 42 feet square,
located on 1.25 acres of land at the cor-
ner of Turner Street und Tenth Avenue.
Il had a porch that ran along the full front
of the first floor and a large secnuil-story
balcony. The first storv contained a
kitchen, oak-paneled dining room, seven
rooms, a bath, and a padded cell. On the
second lloor were four rooms, one wnrd,
a shower-bath, ann two ﬂadded cells.
The facility had electric lights and steam
iigjii anil could accommodate 15 male
and 5 female patients. Local residents
described the building as "a thing uf

Within six months o!assuming ull:cc. J. F A.
Strong had delivered the Nome and Fairbanks
hosoitals: ooenmg them was the next step.
(Bunnell Coll.. Univ. ol Alaska Archives/

beauty” that was "equipped with ail
modern conveniences." Thu Nome hos-
Flta[ was similarly appointed, though
ackmgr lhe large front porch and bal-
cony. The Nome iVuggel described it js a
“monument” to the builder. In Juneau.
lhe Alaska Daily Empire editorialized
that the "construction ol these institu-
tions marks a step forward in caring_for
unfortunate men and women of the Ter-
ritory."' 1l

P inancial considerations, however,
prompted Washington to reevaluate its
decision to open the hospitals. The
money lo maintain the centers was to
come from an appropriation of $500.000
for support of prisoners in all the stales
and tcrrilories, Marshal Emmet R. Jordan
of Nome informed the Justice Depart-
ment in e.irlv 1914 that it would cosi
Si7.500 a year lo maintain each of the
detention hospitals. The attorner general
balked nl spending S35.000 yearly to pro-
vide temporary care for a handful nf pa-
tients. It cost only twice that amount, in-
cluding transPortation, to maintain 150
Alaska patients at the Morningside .Sani-
tarium in Oregon.M

Marshal Lewis T lirwin ot Fairbanks,
who had replaced Henry Love,n 1913,
look issue with Jordan's lignres. Erwin
estimated that operation of the Fairbanks
hospital would cost only s7.su) per year
Because the two estimates differed so
significantly, the Justice Department re-
fused to open the facilities until accurate
figures had heen secured. On the recom-
mendation of the U.S. .superintendent of
prisons, the attorney general sent an in-
spector to Alaska to determine the cost of
running the hospitals and the necessity
of opening them.13

Proud of their now facilities, residents ol
Fairbanks and Nome were distressed to
learn that neither structure might he uti-
lized. "Loss of the detention hospital"
would "lie a serious blow" to the com-
munity. declared the Fairbanks Daily
Times; "It means that wn will hn right
back where we were before the liuildine
of tlie hospital was authorized, except
tliat we have the structure to remind us
of the long fight inaue lo secure ihe lios-
pttul." There was n pressing need for the
centers, according lo that paper, and
townsEeopIe “have everY reason to ex-
pect the terms of the hill lo be carried
out, (or. after all. the cost of mninlniinnen
is n question which should have been in-
vestiqated before the money (or Ihn
building was appropriated."1l

30. lAlaskul Senale totnt Memuriiil Number
17 lo Congress. April 11.1913. Uox 24-1. File
0-110,0T: Times. May 2. 1913.

Ji. Juneau Doilv Empire. uly 29.1929
(obituary); Gruening. 166.

32. J F. A. Strong to secretary of the interior,
Juno 11.12.16, Aug. 5, 1913. secretary uf the
interior to Strong, June 12.1913. Box 244. File
9-1-10. OT; Alaska Citizen. July 28.1913
(quotation).

33. .Veivs-Mfner. June 17. Sept. 3. Nov. 17.
1913: Times. Aug. 7. Sept. 3. Dec. 27
(quotations), 1913: Alaska Dnily Empire.
Nov 21,1913. Nome Nugget. Sept. 12.15,
Nov. 3 (quotalionl. 25.26. 1913.

34. Superintendent ol prisons to Attorney
general. April 1,1914, Box 565. File 4-7-2-1.
KC 129. DJ.

35. Ibid.: L. T. Envin to assistant attorney
general. Fob. 20,1914, Box 564. r'ilt*4-7-2-1.
KC 129. D|

36. Times. Dec. 13.1913: Alnskn Citizen.
Dec. 15 191.1,
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Equipped with electric lights, steam heat, and
other conveniences. IThe Nome lacihty was
hailed as a step lorward in Ihe care ol the
insane. (National Archives)

Meanwhile, Governor Strong, Delegate

Wickersham. anti Marshal Erwin of Fair-

banks pushed Attorney General T. W.
Gregory to open the detention hospitals.
Erwin ~ was especially insistent. On

March 5. he had wired the Justice De-

partment: “Have now three insane, jail
not proper place." Four days later he hud

telegraphed: "Have just taken into cus-

tody insane woman in addition to three
insane men reported. Hospital much
needed." On June 2 he sent yet another
message informing the attorney general

that he had 14 prisoners in the jail, in-

cluding two women. One of the women
was insane. "No place to keep women
except jail attic. Roof covered with tin.
Fear women cannot live in such quarters

during warmest summer weather. No toi-

let except men's department. Women
taken ladies toilet courthouse. Makes il
had handling raving maniac. Condition
insane woman requires three matrons
night-hour shifts." The marshal nsked
permission lo transfer both women lo the

detention hospital where they could re-

ceive proper care. The attorney general

refused the request and advised the mar-
shal to install toilet facilities in the jail,
fix the roof, and transport the insane
woman to Morningside.37

That same month. K. J. W. Brewster, thu
Justice Department's investigator, ar-
rived to inspect the hospitals. After ex-
amining the facilities, he recommended
against opening them. His reason: ex-

pense. He estimated that the yearly oper-

ating costs of each institution, including
heat, light, food, guards, a cook, repairs,
g9d003undry expenses, would exceed

The number of insane in interior Alaska

was not large enough to justify the ex-

pense of operating two detention centers,
Brewster advised. Al Nome only three
people wore adjudged insane during fis-
cal year 1913-14, and these victims were
housed in the jail for a total of 45 days;
since the hospital would stand empty
most of each year, Brewster recom-
mended that the building be transferred
In another government department and
pul to better use. Al Fairbanks he found
that 21 individuals had been adjudged
insane in fiscal yuar 1913. "This hospi-
tal." he declared, "should never have
been built, and although there is more
reason for its opening than there is for
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the opening of the Nome institution, | do
not see the real necessity which would
warrant the expense of operation." Tn
those who argued that modern mental
health care practice called for separate
facilities for the sane and insane, he re-
E“ed that the "theory may be beautiful
ut would be expensive to carry' out."38

The delay over opening the detention
hospitals became a campaign issue in the
delegate election of 1914. Running as a
"Woodrow Wilson Progressive,” Wicker-
sham sought his fourth term as delegate.
He was opposed bz John M. Brooks, a So-
cialist from Jack Wade Creek, and
Charles E. Bunnell, a Democrat from Val-
dez who had the squort of the Wilson
administration. Alaska Republicans did
not nominate a candidate.34

Throughout the campaign Wickersham
reminded his constituents of his past ac-
complishments, including passage of the
territorial government act, the Alaska
railway bill, and the detention hospitals
measure. That the hospituls remained
closed, he asserted, was the fault of Mar-
shal Erwin, a Democrat and political
enemy. Wickersham accused Erwin of
obstructing efforts lo open the hospitals,
and he asked Alaskans to consider the
"inhumanity of an officer who keeps a
sick prisoner in the attic of that dirty, fil-
thy jail when you have a fine detention
hospital where she should be kept."-*0

Wickersham's charges against Erwin
were unwarranted. The Justice Depart-
ment advised the marshal to issue a
statement "disclaiming all responsibility
for the failure to open and occupy thu de-

37. Quoted in Times, Feb. 11.1915,

30. Superintendent of prisons tn attorney
general, July 11,31. Ocl. 14.1914, und R. J. W.
Brewster to attorney general, Sept. 19,1914
(quotations). Boxes 504. 505, File 4-7-2-1, RC
129. DJ; News-Miner, July 27, Aug. 1.1914.
The Justice Department was also roluctant lo
go to the expense o( opening tho Nome
hospital liecuu.su the population nf that town
had declined steadily since the boom days of
the early 1900s.

39. Atwood, 277-H7.

40. Quoleil in Erwin liiallnrnev general,
Bov. 14.1914. linx 504. File 4-7-2-1, RC 129.
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lontion hospital." Opponents of Wicker-
sham were probably correct when they
declared llial liis attack on llie marshal
was a smokescreen to cover up his own
incplucss. The Democratic Fairbanks
Doily Times reminded readers that Ihe
law "was so clumsily drawn that the hos-
Fltal never would have heen built but for
he efforts of Governor Strong and Ihn
Democrats of Fairbanks." Despite Wick-
ersham's irresponsible charges, lie was
reelected with votes to spare.-

Afler his reulection. Wickersham con-
tinued to lash out against Erwin for fail-
ing to utilize the hospitals. In mid-No-
vember 19H. he informed the press that
the marshal permitted the caretaker lo
use the Fairbanks institution ns a
“chicken coop." Producing a photograph
that showed cliickuns hanging lifeless by
their feet from a rope stretched across the
hospital's balcony, Wickersham urged
Fairbanksans to petition the Justice De-
partment to use the hospital for needy
mental patients not dead chickens.-J

This photograph ot tho Fairbanks hospital, iis
balcony festooned with dead chickens, no ooubi
lurtiiered tho camqaign lo open the lacihly.
INational Archives)

The delegate also censured the Justice

Department for its indifference. He in-

formed the Fairbanks Commercial Club
oil November 9 that "there is no reason
in it world why the Department of Jus-
tic: should not make the necessary ap-
propriation to maintain the institution."
Instead of utilizing a modern facility, lie
noted, the federal government is confin-
ing the insane in a “hellhole." He im-
plored club members "to get busy, to do
something lo force the proper parties to
open the hospital and | pledge myself to
do all I can to help."53

Wickersham made good his promise. On
January 6, 1915. lie sent a long letter to
the attorney general lamenting the policP/
of holding Alaska's insane in "dirty foul-
smelling old jails." Ho enclosed three
ﬁhotogra hs taken by llie Fairbanks

ealth officer, Dr. J. A. Sutherland, show-
ing the "exact condition of the room in
the attic” of the Fairbanks jail where in-
sane women were housed. "In this stink-
ing hole the United Stales of America
keeps the insane women wim fail into
their clutches." the delegate wrote. "Il is
a disgrace to the Department of lustice
that such n condition may continue to
exist." He reminded the attorney general
that the detention hospitals act was in-
tended lo prevent llie "vile arrangement”
of housing thu mentally ill in tails. Fail-

ure to open the institutions tar financial
reasons, lie believed, was unjustified.
According to section 2 of the act. llie hos-
pital expenses were to lie paid "from the
se.ne fund as the expenses of the United
States jails under the same marshal." En-
closing the "chicken coop" photograph.
Wickersham informed the attorney gen-
eral llial Ilie hospital at Fairbanks was
bemE used to accommodate slaughtered
chickens instead of mentally afflicted
human beings. He exhorted the Justice
Department to make proper use of the
Nome ~and Fairbanks structures at
once.-

Wickersliam's hard-hitting letter to
Washington was not entirely accurate.
He had written on the photograph that
the jail was a "dirly-hole." a description
that was exaggerated, as Erwin, Dr. Suth-
erland. and several newspapers pointed
out. Yet the delegate's main point was on
the mark— namely, that the detention
hospitals and not jails should be used for
llie temporary confinement of the men-
tally affiioed and that the government,
in deIaYing the opening of lim facilities,
had failed to execute the law. Respond-
ing to Wickersliam's letter, the attorney
gen ml stated that the issue was "under
consideration” and would be resolved
soon.#1

Actually, the Justice Department was
working diligently to rid itself of both
buildings, lo "turn them loose" on other
%overnment.departments_. The Bureau of

ducation in the Interior Department
wanted the Nome building es a medical
facilit%/ for Indians. The deal fell through
though when the Justice Department
insisted that the Interior Department take

41. Assistant nttornev general to Er\l‘ﬂ&.
Dec. 14. 1914, Box 5G5, File 4-7-2-1. 129,
DJ; Times. Nov. 1,1914.

42. Times, Nov. 10.1914.

43. 1bid.: Goorqgc C. Bruce 1o Wickersham.
H]ov, 16.1914. Box 5G5. File 4-7-2-1. RG 129.

44. Wilckershum to attorney general. Jan. 0.
1915, Box 564. File 4-7-2-1. RG 129. D|.

45. Times. Fob. 10.11,12.1915: Fairbanks
Weekly Times. Feb. 15,1915; assistant
oiiornev general lo Wickersham. Jan. 12.1915.
Box 565. File 4-7-2-1.RG 129. DJ.
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both "white eleph—ts" having no use
for the Fairbanks facility, the secretary nf
the interior refused the offer.45

Residents of Fairbanks were enraged
when they learned of the Justice Depart-
ment's attempts to unload their hospital.
The mayor. marshal, district judge, and
district attorney sent wires to the attor-
ney general reminding him that the Fair-
banks City Council had donated land for
a "detention hospital only" and would
oppose using the building and grounds
for any other purpose. One Fairbanks cit-
izen scored the federal government for
being parsimonious toward a laud
"which has returned so much more than
it cost to lhe government which owns it."
The three local newspapers pushed hard
for the cause hy running editorials that
supported the opening of the detention
hospital.47

The strong protest brought results, lu

March 1915, nearly five years after Con-

gress passed Wickersham's bill, the .itlor-
noy general instructed Erwin to open lhe
Fairbanks hospital immediately. Thai
message elicited "great jov" among
Alaska's territorial officials. iS'omites. on
the other hand, had little to cheer about;
their facility remained closed., Insplred
by the Fairbanks success, however.
Nome residents, including the mayor,

city council. Western Federation ol Min-

ers. and several fraternal organizations,

petitioned Washington in June and re-
peatedly durilg the next voar, but with-
out results. It) 1921 Ilu- lusline Depart-

ment transferred the building to the

bureau ol Education for use as a resi-

lience lor teachers.4l

In Fairbanks the triumph was short

lived. Within five months of the hospi-

tal's opening, high operating costs

caused the Justice Department lo con-

template closing it again. Governor
Strpng admitted that the building re-
tﬁtlre around-the-clock caretakers and
t

tinued expense lo the Government,
whether occupied or not."

tion because a "considerable percentaﬂ
ol the patients would recover, and t
expense of their transportation to Morn-
ing.sidn Sanitarium and their mnintc-
n.nice there would he avoided," Wicker-

-VrlVTw

at it would "always be a source of con-

Yet he ad-
vised against shutting down the institu-

sham sided with Strong and blamed the
high maintenance costs on the extrava-
gance of Erwin, whom he accused of us-
Ing the hospital as a place of residence 41

Wickersham's charges prompted an in-
vestigation by the Depart:, int of Justice.
Asked for a response, Erwin maintained
that he was making every effort to keep
expenses ataminimum. He reported that
from the opening of the hospital in
March 1915 through August, a total of
seven patients had been dt.ained for 114
days at a cost of 52.000. Admitting that
he lived at the hospital, he claimed that
his presence saved the government
money by obviating the need for a guard
and custodian to watch the patients. Hu
paid his own board and maintained a
garden on the grounds that brought the
government $025 worth of produce, He
also economized by feeding Ilu: inmates
fish, moose, and mountain sthp which
he prowded free of charge. "l have at-
tempted lo economize and save lhe Gov-
ernment all | could at the same lime ren-
dering n guild service hut not a wasteful
one," Erwin declared.:n

.Cjrwin's report convinced the Justice
Department that the operation of the fa-
cility "has been economical and careful
under the circumstances." Yet the
paucny of inmates and high cost ol their
care p[frommately $15 per day (or
each) did not seem lo warrant keeping
the hospital open on a permnnenl basis.
Nonetheless, the attorney general de-
cided lo "continue its operation during
the closed period of this winter in order,
to got a complete list of the cost of its
maintenance."5

The Justice Department‘s position
roved “disquieting" tn Wickersham.
oreover, he continued lo attack the

marshal for extravagance. In December

1915, he wrote u scathing letter to the at-

torney general accusing Erwin of reck-

less spendin und %raft He pointed out
that for much of the year the hospital

contained no patlents yet Ihe cost of a

building caretaker and olcctricih totaled

S1.20P. This money could have been

saved, the delegate contended, had llie

facility been closed when il was unoccu-
pied. The only reason for a care’ ker. he

d dared, was that the marshal "wants

the use ol this nice, warm, new. hand-

"veve Bjtjsvuwiw
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some. well lighted building as a private
residence: he needs the caretaker and liis
wife ns servants, and lie is annoyed tiiat
insane persons are intruded upon his
privacy."s

Once again Wickersham's charges were
Proundless and probably sparked hy po-
tical animosity. As most federal offi-
cial' in Fairbanks realized, the hospital
required the services of a permanent
caretaker to protect the building and
grounds from vandalism. It was neces-
sary to heat the structure to prevent burst
pipes and frost damage. Moreover, the
Institution might be needed at any time
lo detain an individual who suddenly
became insane. To shut dr wn the facility
when it was unoccupied seemed sense-
less. Judge Charles Dunne'. and District
Attorney R. J. Roth both believed that the
marshal's residence in the hospital re-
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suited in an efficient and economical op-
eration. Tn avoid (lit: appearance ol im-
ﬁmprlely"nml lo silence Wickersham.
owevnr, they recommended ihat ihe
marshal cease living timre. The nitomey
general agreed.3)

To secure the permanent operation of Ihe
detention hospital. Wickersham stressed
the need for humane care of the mentally
il and for following the dictates of Con-
gress. He emphasized that in 1910 Con-
gress passed_le?lslatlon establishing de-
tention hospitals for patients in interior
Alaska who could not be promptly
shipped stateside. "Now what authority
has an Attorney General, the Marshal, or
any one else." he asked, "to disregard
and violate that law?” Will the Justice
Department return lo lhe archaic practice
of keeping the mentally ill in jails? lie
gueried. He advised die attorney general
to continue the operation of the institu-
tion and to adhere lo "humane methods

Ih, T. Barnette; Hie Strange .Story of [Im man
Who Founded Fairbanks. By Tri<Ki:vr.e coir,
tAiuhor.’gc: Alaska Northwnst. mm. |\, 163
,ip Hlustrations, notes, selected bibliography,

utdux. S7.U5)

rerrriine Coin has put Ilush on a pliaiiioin.
I'iio year uf Burnette's birth is uucerl tin,
Whlm, or where, oi from wliai iausn lie died is
Aitnwn. Tliero aru. apparently, only two
lobidilu Bnrnnlte photographs. Inone llIs face
s obscured, and in the other 1 fur hat and a
lushv. moustache hide his hairline and
mouth. Paradoxically, Barnette was as sub-
.tautlal as hn ivns phantasma!.

Colo's study uf the real Barnette Is a fine his-
arical narrative and investigation. Barnntie
"itublishcd atrading post on die tlhenn R'ver
1 1901. Th.n trading post became Fairbanks,
vlule Barnette become a prosperous inur-
bane miner, and banker. Hn was a large num.
aibiiious, gregarious, and plausible He in-
“MuiJ much of his money iii a Kentucky (arm
ui a Mexican plantation. Affable 'hough nil

is. court suits and conlrovaisy swirled
round him. lIn throve until his bank col-
"s«d in Tull. 1lew months aftur lie had re-
gnud its presidency and left town. Thu bank
.dure was the beginning of lhe end ill Uar-

», , «

for the cure ;md protection of tin: insnm:
sick cntru.stiiii to your care, as ynu are in-
strm.tbd tn do by Congress."5

Wickershnm's appeal proved persuasive.
The detention hospital was not shut
down, und it remained in operation for
two decades. In the 1930s tho facility
served as hoth a detention hospital and
jail until a now federal building was
erected in 1933.

Although Alaskans in 1010 sought to
provide humane cate for the insane by
maintaining them in detention centers
rattier than jails, they achieved modest
success only after five years of delay
caused by indifference and parsimony rt

the federal level and Folitical factional-

ism within Alaska itself. When territorial
officials at last united behind Governor
Strong in 1913 and 1913. they got Iwc
hospitals built and one operating; the
second— for lack of patients and exces-

neltc s fnrmnit. His Mexican properly suffered
from the turmoil ol revolution,

fectual.

Such schemes and adventures call for plai u-

merit tn (tin context of western and Ala.sf >his-

tory. yet Colo's interpretations rarely venture
beyond the judgments of contemporaries.

Those ludgmenls were possibly lon particular-

istic and severe, delivered as lhoy were trom a
provincial "sourdough" perspective. For in-
stance, Burnette's manufactured 's.esh to |-‘al.-
banks certainly duped some gullible miners.
Nevertheless, it was in thu tradition of west-
ern boom-town promotionulism. Ininrpretlvo
lacunae aside. Cole writes with verve. Hn
skillfully relates Barnett" lo lhe dnveiupmenl
of Fairbanks and the Alusko-Yukon interior.
His book Is nicely composud. with many per-
unimt maps and photographs. Best of all.
Cola, a widely published Alaska historian, is
not yet out of his twenties Therefore we may
look forward to many more worthwhile stud-
ies from the author of ii. T. Burnette. D

Ult.t.IAM 11 Wit.SON
North Texes State University

*IAANTXT Tkt MmawMy mu

liis wife di-
vorced hint and won a large priipnity settle-
ment. and his comeback attempts were inef-

sivo mnintimunci! costs— never opened.
The detention center episode was one nf
I et earl>{] fights in thu long crusade for
mental health care in Alaska: i: would
take another -it) years for Alaskans to ob-
tain a permanent asyium. f]

Thomas G. Smith is associate prolessor
of history at Nichols College. Dudley,
Massachusetts. His research Interests in-
clude 20th-century America, Alaska, and
U.S. foreign poliCy. He s current% at
work on_a biography of the Now Deal
budget director und cold war ambassador
Lewis W. Douglas.

53. R.|. Roth to attorney general. Lin. 7 1916,
Bunnell to attorney general. Feb. 1B. 1916.
and attorney general 10 Kiwin. March 17.
thtr>. Box 505. File 1-7.2-1.RC J29. D|.

5a. Wickersham 10 jttornny general. Dec. 27
1915, 1bid.

E. T. Barnette
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HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEHORANDUM May 16, 1984

TO: All Members of the House HESS Committee
Senator Joe Josephson, Sponsor, S3 346
Senator Jan Faiks, Sponsor, SB 346
Dr. Phil Shapiro, Director, Division of Mental

Health and Developmental Disabilities
AIL Interested Persons

FROM: Representative Mae Tischer, Chairman, House HESS™ "~

RE: Version 3, Proposed House CS for CS for Senate Bill
346 (HESS)

Attached please find a copy of Version 3 of a proposed
House HESS CS for CS for Senate Bill 346, "An Act relating
to the treatment of mentally ill persons.™

The amendments to the bill, indicated with blue high-
lighting on the attached draft, are found on the pages and
lines indicated below. A brief explanation of the effect
of each amendment 1is provided. Please note that page and
line references are to Version 3, House CS for CS for
Senate Bill 346 (HESS), dated May 15, 1984.

1. Page 1, line 20: This phrase was slightly
reworded so as to give added emphasis to the require-
ment that persons be given ample opportunity to
accept voluntary treatment.

2. Page 3, lines 24 - 26: This sentence was rewrit-
ten so as to accommodate a couple of substantive and
technical amendments: (@ at the request of the
Court System, the words "under AS 25.24.310" (circled
on line 25 of the draft) were inserted in order to
clarify the legal mechanics for the appointment of
guardians ad litem as described iIn this section; @)
the words ™"as soon as possible™ (circled on line 26
of the draft) were inserted so as to require the
prompt appointment of a guardian ad litem for each
minor.



Version 3, Proposed HCS CSSB 346 (HESS)
May 16, 1984
Page 2

3. Page 3, lines 28 and 29: As i1n amendment 2(a)
above, the words "under AS 25.24_.310" were inserted
at the request of the Court System in order to
clarify the legal mechanics for the appointment of
guardians ad litem under this section.

4. Page 4, lines 11 - 15: This amendment would
require a treatment facility to inform as soon as
possible the parent or guardian of a minor under 18
years of age if the minor is detained at or admitted
or committed to the treatment facility.

5. Page 13, lines 27 and 28; The catch line for AS
47.30.790 was changed so as to more accurately
reflect the contents of the section.

6. Page 16, lines 4-16; This set of amendments
would require a treatment facility to evaluate all
patients present in the facility for more than 72
hours to determine 1f any individual patients have
nutritional deficiencies. In conjunction with the
original requirement that the treat.,lent facility
provide a nutritionally sound diet, this amendment
further requires the facility to take appropriate
steps to correct any identified deficiencies.

7. Page 20, line 11; This amendment merely returns
the language i1n the bill to the way i1t appears in
present law, deleting the reference to "a psycholo-
gist trained in clinical psychology."

8. Page 20, lines 17 - 18; This amendment iInserts
the word ''substantial™ before the word "experience,"
the effect of which would be the application of a
higher standard (requiring substantial experience,
instead of some possibly lesser degree of experience)
when determining the kind of social worker who would
be qualified to act as a "mental health profes-
sional .

9. Page 20, line 18: This amendment, meant as a
purely technical amendment, changes the phrase
"experience in the field of mental i1llness"™ to
"experience in the field of mental health.”

10. Page 20, lines 27 - 29? Page 21, lines 1 - 3 :
This amendment inserts temporary law requiring the
division of mental health and developmental disabil-
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ities to review the literature concerning orthomolec-
ular psychiatric methods (nutritional therapy) In
order to determine their potential uses iIn the
treatment and diagnosis of mentally ill persons in

the state; and to submit the report to the legisla-
ture by February 1, 1985.

Amendments 1, 2(b), 5, 7, 8 and 9 are found in Version 3
of the proposed House HESS Committee Substitute only.
Amendments 2(a), 3, 4, 6 and 10 (in substance) have
appeared In one or more of the earlier versions of the
proposed House HESS Committee Substitute.

Please review this proposed CS and share your suggestions
or comments with me as soon as possible. If there are no
additional suggestions or comments, this will be the
Version of the bill which we will discuss and hopefully
move out during our next HESS meeting. | would appreciate
receiving your response as soon as possible.

Attachment



SECTIONAL ANALYSIS OF CSSB 346 (JuD)am - AN ACT RELATING TO THE TREATMENT OF
MENIALLY ILL PERSONS BY Josephson and Falks.

NOTE: Throughout the bill, the age of majority has been changed from 14 to 18,
comnitment time periods have been from 21, 90 and 120 days to 30, 90, and 180 days,
and neutral words have been substituted for gender pronouns.

Section 1

Section 2-5

Section 6

Section 7

Section 8-9
and 10

Section 11

Section 12,
13 and 14

Section 15

Section 16

Section 17

Provides a word change (‘‘every' to '‘reasonable’™) to limit the
endless paperwork frctn patients transferring in and out of
voluntary status.

Changes the age of majority under the title from 14 to 18 to

make this statute consistent with others dealing with juveniles.
Section 4 also changes the term "immediate™ to '“timely” in order
to avoid the inoperable situations caused by literal interpre-
tation of the language.

Section 5(b) provides for the appointment of a guardian ad litem
for each minor to monitor appropriateness of placement. Subsection
(® adds language to admission procedures to allow treatment of
these minors whose condition could worsen if untreated.

Provides options for the release of a minor, and options to keep
a minor in danger of harming self or others. (Statutory basis for
procedure currently used at A.P.1.)

Adds "mental health professional’™ to current lav; allowing peace
officers to take someone into custody for emergency evaluation.

It also limits the use of a correctional facility for the mentally
ill, providing only emergency protective custody while awaiting
transportation to an evaluation facility.

Technical amendments concerning time computations and
neutral language to comply with other sections of this bill.

Adds to respondents rights in a 30 day commitment hearing; that
the rules of evidence and civil procedure be applied in an in-
formal way;

that experts and other witnesses may testify on the respondent®s
behalf.

Time computation changes.

Adds a new section providing that medication and treatment may
be administered to an involuntarily ccnmitted patient in compliance
with patient”s rights.

Provides new language to the statute dealing with unauthorized
absences providing that a parent, guardian or a person known to have
been threatened by the patient will be iImmediately notified.

Adds a new section to the statute relating to the change of status
from involuntary to voluntary, providing that the physician must
agree that the transfer iIs appropriate and must be made in good
faith.



Section 18 Provides that acceptance of order, and 48 hour detention period
time computations will not include weekends and holidays.

Section 19 Amends liability section to include a mental health professional
who detains and transports a patient.

Section 20 Provides that an adult designated as a guardian shall be provided
with a copy of a patient"s discharge plan.

Section 21 Adds a new section to the law providing that a patient has the
right to a nutritionally sound and medically appropriate diet.

Section 22 Adds to the patient"s rights section of law, additional rights
to:
be free of corporal punishment;
exercise and recreation;
at any- time have a visit or phone conversation with an attorney;
not be retaliated against for assertion of rights.

Section 23 Allows for temporary suspension of certain patient rights (wearing
personal clothing, phone calls, visitors and recreation) only
after the initial evaluation period, if there is a threat to
the patient or others.

Section 24 Allows access to confidential records by a law enforcement agency
iIf there is substantial concern over imminent danger from a presumed
mentally ill person.

Section 25 Includes federal facilities in the definition of "evaluation
facility'.
Section 26 Expands the definition of “gravely disabled” to include persons who

are not in imminent danger, but whose lack of treatment would cause
deterioration of their condition.

Section 27 Expands the definition of "likely to cause serious harm” beyond
recent attempts to include threats and likelihood of injury iIn the
near future.

Section 28 Changes language relating to psychologists and psychological
associates, to be consistent with their licensing statute,
which indicates that they do not have a 'specialty designation
but have training in clinical psychology.

Section 29 Definition of mental illness.



	HHES13 SB 346



