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The Division of Mental Health and Developmental Disabilities does not
foresee any increase or decrease in 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 comnrtment 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 the

commitment process.



ALASKA MENTAL HEALTHASSOCIATION

2611 Fairbanks Street. Suite A Anchorage. Alaska 99503
Telephone 276-1705 o . o
A Division of the National Mental Health Association

February 29, 1984

Senator Joe Josephson
Pouch V

State Capitol

Juneau, Alaska 99811

Dear Senator Josephson:

On February 15, 1984, 1 was involved in an emergency commitment situation
which occurred at approximately 4:30 p.m., and which I think exemplifies one
of the basic problems with the current commitment law. A patient came to

the Fairbanks Community Mental Health Center for treatment and expressed an
intent to Kkill 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 author!ty to Emergency Commit
the patient.

When tha 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 personin 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. It was finally 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 if the emergency room doctor
would agree to see her and, in effect, authorise 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
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system. Since both of these systems feel free to operate independently, the
"'system’™ of care breaks down. 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 in Fairbanks is
more complicated because the system must depend upon a private hospital.

The provision in the revised commitment bill which reinstates the p" ysician
certificate (of 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,

Jerry L. Schrader, M.D.
President, Alaska Mental Health Association

cc: Chief Mathew Kiernan
Charles M. Mac Gibson
Phyllis Vanairsdale
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BILL SHEFFIELD. GOVERNOR

DEPT. OF HEALTH AND SOCIAL SERVICES T
CAHCEOF THEQOVMISSIONER 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 Jusephson:

RE: AS 47.30.655 - 47.30.915
(Involuntary Commitment Act for
Mentally 111 Persons)

We cppreciate 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
filling 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. Ths status of these
suggested amendments 1is unknown to us. Upon review, however, | believ
that you will agree that they are primarily designed to facilitate
treatment. In addition, 1 amconfident that the Attorney General®s
Office will be able to assistyour staff in determining which forms,
notices and procedures that are presently required can be deleted whilt
still protecting the rights of the mentally ill.

Another area of extreme importance in 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
APl of persons with a primarydiagnosis of alcoholism has increased

dramatically since the raw Act became effective. This is cause for
considerable concern tr 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
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inpatient care were available, especial’y 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 47.37.010 -
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 incapacitated 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 intoxicated 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 in
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 in 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 posif>or
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 tc support:

1 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 ?.n additional 9 oays if necessary. This would
allow medications and other forms of therapy some additional
time to stabilize the patient, pc”sibly resulting in a
discharge between the 21st and 30th day. The change from 120
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2)

3)

4)

5)

5)

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 miner 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 and
the respondent could maintain the capacity for self-
reliance;. . . It has been our experience that some grave.y
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), (5), (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
professional person in charge determines it is not in the best
interests of the patient and will pose a threat to the safety
or well being of the 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 in 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.Tl

This would allow the disclosure of information to law enforce—
ment agencies that 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 yourlproposed 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 convarslui) from
involuntary outpatient commitment to inpatient commitm nt must
ha/e direct knowledge that the respondent is mentally .11 or
gravely disabled. If the respondent fails to report tv. -he
provider of service, than the provider will be unable to
substantiate the allegations necessary to convert the commit—
ment to inpatient treatment.

7) In AS 47.30.745(b), the last sentence should read "... not
later than 90 days..." rather than " not earlier as
it currently reads.

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 in 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" in
Section 1 of your draft is a step in the right direction. We
would hope that it would be interpreted to mean 1in cases in
which it was deemed unreasonable, that involuntary commitment
proceedings would commence.

While I am confident that these recommendations for amendments do not
represent a panacea for all that is wrong with such a complicated set of
laws, | am certain that these, along with many othel suggestions that
you have received, represent a substantial improvement in providing for
the care and treatment of Alaska®"s mentally ill. Again, 1 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,

Commissioner
Enclosure



203 |TICN fA\PEK/Department of Health & Social Services

POSITION PAPER
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"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?
falljL cumbersome/which would require that an excessive amount of pro—
fessional treatment staff time be consumed in filling 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 in 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 34w
are technical rather than substantive in nature, a number of the amend—
ments arc intended to change the Act in a way that 1is seen by many as
improving its effectiveness. Those amendments that are considered to .
require..clarification are diicussed below.:

Fage~T'," Section 1, Line 20-

During the period of time the Act has been in effect, many areas
have applied litera. interpretation to the requirement tnat "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 in progress or about to begin and then suddenly
decides he will accept voluntary treatment. The court proceedings cease
and the petition for commitment 1is dismissed. If, prior to arrival to
APl for involuntary admission, the patient changes his mind ana again
refuses voluntary treatment (as has 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 1in its interpretation. Thus, if a patient repeatedly refused
voluntary treatment, the commitment process would proceed even 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 7°

Under the Act, the age of majorityi 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 at APl and
request admission without the knowledge or approval of the parent or
guardian. As A.S. 47.30.846 (Confidential Records) does not give the
hospital the authority to release any information to the parents or
guardians of a person 14 years of age or older without the permission of
the patient, it mayncnrbe legal for us tct tel]...parents or guardians the*
wJi”eBbPUts. " .or .co.ndj.tLion-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 guardiar unless the
chi-1d voluntarily agrees to accept treatment®. Thus, some mentally ill
children may not receive necessary mental health care and creatment even
though their parents or guardian attempt to 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 theyouth as a child in need of aid by alleging thatthe
child"s medical needs are being neglected. IT the parents or guardian
sought voluntary hospitalization of the child that is 14 years old but
the child refused treatment, then parental neglect, which would support a
finding of a child in need of aid status, 1is not possible.

he amendment proposedwould change the age of majority under this
sectiofl fitdh I to f%- VRS NoF adde . T1%1|Fs Woulld hse rddhsisednt Witth other,
"siia"tute”that govern the care" of"treatment of these children .and
adolescents as well as correct these legal anomalies.

Page 3., Section 5, Line 12 *

This would increase the period of time for voluntary nospitalization j
_Q.f,,a~minor 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,"Sectio~h"5', L'ihe 22-23,

This language would broaden the circumstances under which a minor
may be accepted for admission at the hospital if 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 needs of mentally ill children and adolescents who are at"risk
of- further deterioration and need hospitalization-. Under the existing
statutes, unless imorovement in their condition can be reasonably ex—
pected, admission may not be possible. We believe this adaed provision
will prove helpful in providing necessary care and treatment for this
group of patients.
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Fage 4-; Section 6, Lines 6-26

The addition of this language provides needed clarification regard—
ing the circumstances and procedures for releasing or retaining mentally
"fiTInfnors avith 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.

Page 5, Section 7, Line 3 =

By granting mental health professionals the authority to take
mentally 1ill 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, vr a physician in an emergency
room examines an individual that is brought to the hospital by relatives
or friends, and the patient is clearly mentally ill and is in neeo of
immediate hospitalization, the physician may have to call the police in
order to have a peace officer take the patient into custody and sign an
application for the patient"s examination. This situation may occur in
any hospital in Alaska including API.

Under the proposed amendment, the physician or any other health care
professional that 1is included in the definition of a mental health
professional under A.5. 47.30.915(11), can sign the application -~or
examination under A.S. 47.30.705 and have the patient held in custody
pending 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 "prToFibTt the "conipTetion 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 patient at the local level for
purposes of evaluation and insure the safety of the patient and the
communi ty.

It has been our experience that the utilization of there types of
facilities is neither widespread nor indiscriminate and is used only on a
very "short-term basis. Nevertheless, when it is necessary to house
patients 1in 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 unde*** these circumstances is then counted for purposes of the 24
hour and 72 hour time limit that 1is 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 immediately.

Consequently, wcTTecommend that "thi “amendment be deleted and that
the existing language 1in A.S. 47.30.705 on lines 12-15 (in brackets)"
should be retained.

Paae 5, Section 7, Line 24

This amendment would change the period of time for the first 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.
workT"oad 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 SO-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 1is designed to insure that a less formal courtroom
atmosphere is 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—
lopmental Disabilities unless the respondent decides to call experts from
AP1 to testify on his behalf. I tmay, however, have a financial impact
on..the Alaska Court System if the respondent 1is indigent and the court
has to pay the expenses of the experts and other witnesses called by the
respondent on his behalf.

Paoe~72, 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 reouirements necessary for the long-term,
chrome mentally ill patients that require extenaea periods of in—
voluntary hospitalization.
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Page®"13, Section 16, Lines 23-26

This additional requirement for notification of"a patients family or *
guardian as"~w/ell 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 feel that
this is an appgopriate®and necessary measure 1in cases such as.this.

Page"l4rSection 18. Lines 8-9

The addition of this language is seen as necessary and will correct
what appears to have been an oversight when the he Act was drafted. It
simply makes specific that computations of time for a ratient being
evaluated or a patient being detained for evaluation do not include
Saturdays, Sundays, legal holidays, 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 adds mental health professionals among those that may not be,
heid. c.i.vil.ly or criminally liable for detaining, and transporting a person,
under the Act. This amendment is consistent with this section of the
Act.

Page 15","Section ?Q, Lines 15-17

This amendment will require that an adult designated by the
respondent must give informed consent in cases in which the patient is
unable to give informed consent prior to certain treatments being author—
ized. We feel this is an appropriate addition to the Act.

..Page T5, Section 21, Lines 28-29

This simply requires that an adult designated by the patient must be
provided®a copy of the patient"s discharge plan. This is consistent with
A"."S. 47.30.845 under e existing statutes regarding confidential 1in—
formation.

Page"17VSection 24. Lines 6-8

This proposed amendment would cTaYify 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 imminent danger to,, the community. Unoer certain
circumstances, we feel it 1is in 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 will include 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 in this capacity.

Page"17, Section 24, Lines 21-35

This addition to the definition of a gravely disablea person will
significantly clarify and improve our position with respect to the
involuntary care and treatment of these 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 is both necessary
and appropriate given our current rate of death by suicide in Alaska.

"Paoe"18, Section 27, Lines 5-8

As in the previous section, this language will alter the standard
"for involuntary hospitalization of a person that may present as a danger
to others 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®s 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 1is intended to include in the definition of mental
health professionals those registered nurses, that have experience in
psychiatric nursing 1in 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
Director, Division of Mental

Health and Developmental
Disabilities

Date: [TW r Y

Approved by:
Robert London Smith, Ph.D.
Commissioner

Date:



SECTIONAL ANALYSIS OF CSSB 346 (JUWD)am - AN ACT RELATING TO THE TPVEAHETT OF
MENIALLY ILL PERSONS BY Josephson ana Falks.

NOTE: Throughout the bill, the age of majority has been changed from 14 to 18,
commitment 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 from 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
those minors whose condition could worsen if untreated.

Provides options for the release uf 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 law allowing peace
officers to take someone iInto 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 ‘ri_th other sections of this bill.

Adds to respondents rights in a 30 day comitment hearing; that
the rules of evidence and civil procedure be applied In an iIn-
formal way;

that experts and other witnesses may testify on the respondent”™s
behalf.

Time computation changer.

Adds a new section providing that medication and treatment nay
be administered to an involuntarily caimitted 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 immediately 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 i1s appropriate and must be made iIn good
faith.



Section

Section

Section

Section

Section

Section

Section

Section

Section

Section

Section

Section

21

22

23

24

26

27

Provides that acceptance of order, and 48 hour detention period
time computations will not include weekends and holidays.

Amends liability section to include a mental health professional
who detains and transports a patient.

Provides that an adult designated as a guardian shall be provided
with a copy of a patient"s discharge plan.

Adds a new section to the law providing that a patient has the
right to a nutritionally sound and medically appropriate diet.

Adds to the patient"s rights section of law, additional rights
1o:

be free of corporal punishment;

exercise and recreation;

at any time have a visit or phone cOliversation with an attorney;
not be retaliated against for assertion of rights.

Allows for temporary suspension of certain patient rights (wearing
personal clothing, phone calls, visitors and recreation) only
after the initial evaluation period, i1f there i1s a threat to

the patient or others.

Allows access to confidential records by a law enforcement agency
ifT there i1s substantial concern over imminent danger from a presumed
mentally 1ll person.

Includes federal facilities iIn the definition of "evaluation
facility'.

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 condicion.

Expands the definition of "likely to cause serious harm' beyond
recent attempts t include threats and likelihood of injury iIn the
near future.

Changes language relating to psychologists and psychological
associates, to be consistent with their licensing statute,
which iIndicates that they do not have a '‘specialty designation™
but have training in clinical psychology.

Definition of mental illness.



ALASKA STATE SENATE

JOE P. JOSEPHSON
DISTRICT G *ANCHORAGE
1526 F STREET
ANCHORAGE. ALASKA 99501
(907) 277-4419

COMMITTEES
HEALTH. EDUCATION & SOCIAL SERVICES (CHAIR)
JUDICIARY iVICE CHAIRI
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 i1ll persons has passed the
Senate and has been referred to your coimittee.

This bill 1s the result of a year and a half of work by the Senate, and
addresses the concems of all who testified iIn the many hearings conducted
around the state.

I was pleased to 1iIncorporate 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
comrtr.eit law with the passage of this bill.

My iInterest in this legislation was sparked by input from family grounds
of the chronically mentally i1ll, the Alaska Mental Health Association and the
Alaska Psychiatric Association. The major revision in the law of 1981 brought
about dramatic changes in the treatment of the mentally i1ll, and I see SB 346
as a refinement of those provisions.

I am enclosing some backup material on this legislation for your
perusal. 1 knew this iIs 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

,Sin():lerely,_ /

JPJ/ndc

Enclosure
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House of Hcpresentatiucs
HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEMORANDUM May 16, 1984

TO: All Members of the House HESS Committee
Senator Joe Josephson, Sponsor, SB 346
Senator Jan Faiks, Sponsor, SB 346
Dr. Phil Shapiro, Director, Division of Mental
Health and Developmental Disabilities
All Interested Persons

FROM: Representative Mae Tischer, Chairman, House HESS brii

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 1ill 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 eacn amendment is 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 1inserted iIn order to
clarify the legal mechanics for the appointment of
guardians ad litem as described in this section; (b)
the words "as soon as possible™ (circled on line 26
of the draft) were 1inserted 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 in 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 parentor guardian of a minor under 18
years of age if theminor is detained at or admitted
or committed to thetreatment 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 if any individual patients have
nutritional deficiencies. In conjunction with the
original requirement that the treatment 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 in the bill to the way it appears in
present law, deleting the reference to "a psycholo—
gist trained in clinical psychology."

8. Page 20, lines 17 - 18: This amendment inserts
the wora "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 qu?lified 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 1ill.ness" to
"experience in the field of mental health.”

10. Page 20, lines 27 - 29; Page 21, lines 1 - 3 :
This amendment 1inserts temporary law requiring the
division of mental health and developmental disabil-
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ities to review the literature concerning orthomolec-
uitar psychiatric methods (nutritional therapy) in
order to determine their potential uses in 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 1in 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. IT 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. I would appreciate
receiving your response as scon as possible.

Attachment
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House cf iSeprcsentatiues
HEALTH, EDUCATION AMD SOCIAL SERVICES COMMITTEE

MEMORANDUM May 16, 1984

TO: All Members of the House HESS Committee
Senator Joe Josephson, Sponsor, SB 346
Senator Jan Faiks, Sponsor, SB 346
Dr. Phil Shapiro, Director, Division of Mental
Health and Developmental Disabilities
AlIl 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 1ll persons.”

The amendments to the bill, 1indicated 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 is 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 iIn order to
clarify the legal mechanics for the appointment of
guardians ad litem as described in this section; (b)
the words ™"as soon as possible™ (circled on line 26
of the dr >"t) were iInserted so as to require the
prompt appointment of a guardian ad litem for each
minor.
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3. Page 3, lines 28 and 29: As in amendment 2(a)
above, the words "under AS 25.24.310" were inserted
at the request of the Court System 1in 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 1f the minor 1s 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 if any individual patients have
nutritional deficiencies. In conjunction with the
original requirement that the treatment 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 in 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 inserts
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 1llness™ to
"experience in the field of mental health.”

10. Page 20, lines 27 - 29; Page 21, lines 1 - 3 :
This amendment 1inserts 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 in 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 1in 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 Substitu

Please review this proposed CS and share your suggestions
or comments with me as soon as possible. IT 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. I would appreciate
receiving your response as soon as possible.

Attachment
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COMMITTEES
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JUDICIARY iVICE CHAIRI
FINANCE
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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 i1ll persons has passed the
Senate and has been referred to your cormmittee.

This bill iIs 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
commitment law with the passage of this bill.

My interest iIn this legislation was sparked by input from family grounds
of the chronically mentally ill, the Alaska Mental Health Association and the
Alaska Psychiatric Association. The major revision In the law of 1981 brought
about dramatic changes iIn the treatment of the mentally ill, and 1 see SB 346
as a refinement of those provisions.

I an enclosing some backup material on this legislation for your
perusal. 1 know this is a difficult and emotional 1issue, but 1 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, | am

Sincerely /

JPJ/ndc

Enclosure



SECTIONAL ANALYSIS OF CSSB 346 (JWD)am - AN ACT RELATING TO THE TREATMENT OF
MENIALLY ILL PERSONS BY Josephson and Faiks.

NOTE:

Throughout the Lill,

the age of majority has been changed from 14 to 18,

commitment time periods have been from 21, 90 and 12°J 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 from patients transferring in and out of
voluntary status.

Cliages 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 “inmediate” 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
those minors whose condition could worsen If untreated.

Provides options for the release of a minor, and options to keep
a minor iIn danger of harming self or others. (Statutory basis for
procedure currently used at A.P.1.)

Adds "mental health professional” to current law allowing peace
officers to take someone iInto 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 corrputatlons and
neutral language to comply ~hth other sections of this bill.

Adds to respondents rights in a 30 day conmitment hearing; that
the rules of evidence and civil procedure be applied In an in-
formal way;

hat experts and other witnesses may testify on the respondent®s
behalf.

Time computation hanges.

Adds a new section providing that medication and treatment may
be administered to an involuntarily committed patient in compliance
with patient®s rights.

Provides new language to the statute dealing with unauthorized
absences providing that a parent, guardian or a perscn known to have
been threatened by the patient will he imediatoly 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

Section

Section

Section

Section

Section

Section

Section

Section

Section

Section

Section

19

24

27

Provides that acceptance of order, and 48 hour detention period
time computations will not include weekends and holidays.

Amends liability section to include a mental health professional
who detains and transports a patient.

Provides that an adult designated as a guardian shall be provided
with a copy of a patient®s discharge plan.

Adds a new section to the law providing that a patient has the
right to a nutritionally sound and medically appropriate diet.

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 attormey;
not be retaliated against for assertion of rights.

Allows for temporary suspension of certain patient rights (wearing
personal clothing, phone calls, visitors and recreation) only
after the iInitial evaluation period, If there iIs a threat to

the patient or others.

Allows access to confidential records by a law enforcement agency
1T there i1s substantial concern over imminent danger from a presumad
mentally 11l person.

Includes federal facilities iIn the definition of "evaluation
facility”.

Expands the definition of "gravely disabled” to include persons who
are not iIn Imminent danger, but whose lack of treatment would cause
deterioration of their condition.

Expands the definition of "likely to cause serious harm' beyond
recent attempts to include threats and likelihood of Injury In the
near future.

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.

Definition of mental illness.
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April 14, 19S3

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
(Involur »ry Commitment Act for
Mentally .1 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
filling 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 arr primarily designed to facilitate
treatment. In addition, | am confident that the Attorney General®s
Office will be able to assist your staff in 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 in 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 the emergency involuntary hospitalization at
AP1 of persons with a primary diagnosis of 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
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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 47.37.010 -
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 incapacitated 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 intoxicated 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 in
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 in 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 thev 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 asthe previously mentioned concerns, we have listed below a number
of other changes to the Act thatwe would like to support:

)] 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 if 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
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2)

3)

4)

5)

5)

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;...". It has been our experience that some gravely
disablea 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 institutionalizrtion as a result.

Under AS 47.30.840(4), (5), (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
professional person in charge determines it is not in the best
interests of the patient and will pose a threat to the safety
or well being of the 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 in 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 that 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.

7) In AS 47.30.745(b), the last sen :ence should read "... not
later than 90 days..." rather thin not earlier "
it currently reads.

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 in the vast majority of Ccses 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 patieits to the hospital. Cer—
tainly, the substitution of "reasonable™ for "every" in
Section 1 of your draft is a step i. the right direction. We
would hope that it would be interpreted to mean in 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, |1 would like to
thank you and your staff for giving this information your review and
consideration. My staff and I look forward to working with you and
other members of the Legislature in revising our civil commitment laws.

Sincerely

Robert london Smith, Ph.D.
Commissioner
Enclosure
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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-r
ralljL cumbersome."which would require that an excessive amount of pro—
fessional treatment staff time be consumed in filling out forms, test”
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 in the Act that have
proven repeatedly troublesome since its effective date. Senate Bill 346
is an attempt to amend some of those troublesome Drovisions 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. Those amendments that are considered to
require.clarification are discussed below.:

Page~i; Section 1, Line 20;

During the period of time the Act lias been ineffect, many areas
have applied literal interpretation 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 1in 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 toarrive,1 to
AP1 for involuntary admission, the patient changes his mind ana again
refuses voluntary treatment (as has 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.

Page 2, Section 2. Line 11

Under the Act, the age of majority, for purposes of accepting or
rejecting voluntary treatment without the consent of a parent or guardiin
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 <ge.
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For example, a 14 year old child could present himself at APl and
request admission without the knowledge or approval of the parent or
D guardian. As A.S. 47.30.845 (Confidential Records) does not give the
C hospital the authority to release any information to the parents or

guardians of a person 14 years of age or older without the permission of
CS5 the patient, it maynof*be legal for us to, tell, parents or guardians the*
wjrexe®abouts/or cond.i .ticil of their child/.

Also, a 14 year old child that would benefit from evaluation or
03 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
cni-Id 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 to provide these services for

0 them. In cases such as this, it becomes even more ludicrous if the
-U;l Division of Family and Youth Services attempts to file a petition to have
r the court find the youth as a child in need of aid by alleging that the
S child"s medical needs are being neglected. IT the parents or guardian

sought voluntary hospital®.zation of the child that is 14 years old but
the child refused treatment, then parental neglect, which would support a
finding of a child in need of aid status, 1is not possible.

(Z The amendment proposed would change the age of majority uncer this

8""’ section from 14 to 18 years of age. This would be consistent with other,
"statuteifLthat govern the care o f treatment of these children and

Q adolescents as well as correct these legal anomalies.

Page" I, Section 5, Line 1Z =

_Thts would increase the period of time for voluntary hospitalization>

UJ .of.,a’minor by 9 days (from 21 to 30 days). This additional time will
increase the ability of the hospital to provide a more thorough and

C U Comprehensive evaluation and treatment program for mentally ill children®

< Facje~3, Section 5, Line 22-23 .

e This language would broaden the circumstances under which a minor

may be accepted for admission at the hospital if 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 needs of mentally ill children and adolescents who are at risk
o f further deterioration and need hospitalization. Under the existing
statutes, unless 1improvement 1ir their condition can be reasonably ex—

hso” pected, admission may not be possible. We believe this adaed provision

roaraj 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 this language provides needed clarification regard—
ing the circumstances and procedures for releasing or retaining mentally
iTT~minors ,wit.h 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.

Page 5, Section 7, Line 3 =

By granting mental health professionals the authority to take
mentally ill persons nto custody under an emergency situation and
deliver them to an evaluation facility, a number of problems will be
alleviated. Under the existing statutes, 1if a physician iIn an emergency
rocm examines an individual that is brought to the hospital by relatives
or friends, and the patient is clearly mentally ill and 1is in neea of
immediate hospitalization, the physician may have to call the police in
order to have a peace officer take thepatient into custodyand sign an
application for the patient"s examination. Thissituationmay occur in
any hospital in Alaska including API.

Under the proposed amendment, the physician or any other health care
professional that is included 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 in custody
pending completion of the exam and receipt of an ex part order.

Page 5, Section 7, Lines 5-12

As written, this proposed amendment, 1if strictly interpreted, could
tend to proh"ibit’The "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 patient at the local level for
purposes of evaluation and insure the safety of the patient and the
coinmuni ty.

It has been our experience that the utilization of there types of
facilities is neither widespread nor indiscriminate and is used only on &
very short-term basis. Nevertheless, when it is 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, 1if indicated, can commence immediately.

Consequently, wT"Tffcummend that "this- amendment be deleted ajid 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 period of time for the first 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,
workload of our treatment staff while having little or no effect on the
period of time patients are actuary 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 1if necessary. This would allow medications and other forms of
theraoy 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 1is 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 or. the Division of Mental Health and Deve—
lopmental Disabilities unless the respondent decides to call experts from
AP.L*?"testify on his behalf. It may, however, have a financial impact
on_the ATaska Court Systerrr 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.

Page~~n?, 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 for the Ilong-term,
chronic mentally ill patients that require extended periods of in—
voluntary hospitalization.
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Taae®"13, Section 16, Lines 23-26

This additional requirement for notification of a patients family or =
guardian as"Well asany 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 feel that
this is an appropriate and"necessary measure in cases such as.this.

Page l4rSection 18, Lines 8-9

The addition of this language is seen as necessary and will correct
what appears to have been an oversight when the he Act was drafted. It
simply makes specific that computations of time for a patient being
evaluated or 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 ,
hei"d.c.ivi 1ly or criminally liable for detaining, and transporting a person,
under the Act. This amendment is consistent with this section of the
Act.

Page 15","Section 20, Lines 15-17

This amendment will vrequire that an adult designated by the
respondent must give informed consent in cases in which the natient is
unable"to give informed consent prior to certain treatments leing author—
ized. We Tfeel this 1is an appropriate addition to the Act.

..Page 15, Section 21, Lines 28-29

This simply requires that an adult designated by the patient must be
provided®a copy of the patient"s discharge plan. This is consistent with
A’S. 47.30.845 under the existing statutes regarding confidential 1in—
formation.

Page""17"," Section 24, Lines 6-8

This proposed amendment would cTahify the circumstances under which
the hospital may release confidential information and records to law
enforcement agencies when t.ney are concerned that a patient or ex-patient
may present as an imminent danger to. the community. Under certain
circumstances, we feel it is in the best interests of the community and
the patient to take such action.
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Page 17, Section 24, Line 13-

The addition of this language will include 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 in this capacity.

Paae"17, 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 of these 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, Line 1

.his 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 in Alaska.

"Page"-18, Section 27, Lines 5-8

As in the previous section, this language will alter the standard
Tor involuntary hospitalization of a person that may present as a oanger
to others 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®s 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

“his amendment 1is intended to include in the definition of mental
health professionals those registered nurses, that have experience in
psychiatric nursing 1in a JCAH accredited psychiatric hospital for
nurposes of screening, examination, and evaluation under the Act. This
is consiaered an appropriate addition to this definition.



POSITION PAPER
Senate Bill 346
¢ ) Page 7

n The Department of Health and Social Services generally supports the
amendments contained in Senate Bill 346 and endorses its passage Vv/ith the

exceptions noted above.

Recommended bys
""Philip Strefiiro, MtD.,
Director, Division of Mental
Health and Developmental
Disabilities

I'S

c>

Date:

Approved by:
Robert London Smith, Ph.D.
Commissioner
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ALASKA MENTAL HEALTHASSOCIATION

2611 Fairbanks Street, Suite A Anchorage. Alaska 99503
Telephone 276-1705 o ' o
A Division of the National Mental Health Association

February 29, 1984

Senator Joe Josephson
Pou *h V

State Capitol

Juneau, Alaska 99811

Dear Senator Josephson:

On February 15, 1984, 1 was involved iIn 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 Center 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 tne municipal policj arrived, they said they knew they could commit, but
refused to exercise their power because .t is their agency®s policy toavoid
this responsibility except when they "encounter” a person in 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 ot”er patients - the court
representative, and the police. It was Ffinally 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 if the emergency room doctor
would agree tc see her and, in effect, authorize the involuntary transport.
Tt is 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 Canter and the patients are caught
in a kind of territorial dispute between the municipal police and the court
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system. Since both of these systems feel free to operate independently, the
"'system” of care breaks down. It results in one emeijency 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 in Fairbanks is
more complicated because the system must depend upon a private hospital.

The provision in the revised commitment bill which reinstates the physician
certificate (of 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,

Jerry L, Schrader, M.D.
President, Alaska Mental Health Association

cc: Chief Mathew Kiernan
Charles M. Mac Gibson
Phyllis Vanairsdale
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The Division of Mental Health and Developmental Disabilities does not
foresee any increase or decrease in expenditures as a result of the passage of
SB 346 at this time. The primary purpose of this bill 1is 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 definitio- 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 the

commitment process.
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HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEMORANDUM 5-XS- . 1984

TO: Chairman, \7t/ CE<LLQt Committee

FROM: Representative Mae Tischer, CHairman, House HESS

RE: Back-up materials for S& S*/&

Attached please find back-up material obtained by the
House HESS Committee staff on the bill described above.

I hope this material 1is valuable to your committee as you
consider this legislation. If my staff or | may be of
additional assistance, please feel free to contact my
office at x 3777.
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Nutrition 1is a branch 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 inadequacy 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 10fj of the beds in insane asylums



the country were occupied by demented patients with this illness. In the
South, where pellagra was 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 anti pellagra 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 Il was the first war in which
more combat troops died from war injuries than from malnutrition and infection (2).
The spin-offs to civilian nutrition were large. Today, nutritional science is
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 1is 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 (3).
In the world as a whole, malnutrition today remains as large a public health
problem as infectious disease with which it constantly interacts.

In the richer, industrialized world, research in nutrition has moved into
more specialized areas. In medicine, there have been significant advances in
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 requirements 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 or cured by the daily administration of very
large quantities of particular vitamins (3,5,6).

Nutritional theories of the etiology of common mental 1illness and behavior

disorders and treatments based on these theories are very controversial..

- - Nevertheless, new diagnostic methods

have shown that several psychiatric illnesses may be complicated by nutritional
deficiency and may respond to nutritional supplementation. We shall discuss these
below. These are all reviewed in an excellent text, Nutritional Support of Medical
Practice (7). A comprehensive review is offered"in the five volumes entitled
Nutrition and the Brain (8).

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 has arisen the quasi-nutritional subspecialty of

nutritional- e==-toxicology designed to protect 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 in order to =elevate neurotransmitters in 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 1in our daily

diet in small quantities, quantities employed in precursor therapy are so much
greater than are ordinarily required that we choose to call the use of the 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 B3< 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 1in nutrition, there con—
tinues to be what we call "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 claims 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

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 ->nd 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, some things mu%t 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, fluorine, vanadium, selenium, and zinc. Ten
amino 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 1is 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.



Several features of man®s nutrition deserve comment. First, as mentioned
previously, he 1is quite 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, rjlor, appearance, and
even texture. He is the only animal for whom eatinr 1is 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 inte esting 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 equivc’cnt. This is c.ne with food additives. ManyJof 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 for this. Experiments can be done on food animal, 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 regulated than are those



of man. Finally, the economics of the food industry make it essential to know
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 five 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 for folic acid is estimated
to be about 50micrograms per day; the RDA is 400microgratns. 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 (3.,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 in 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, vitamin 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, pregnancy or lactation, supplementation may be desirable with modest
quantities of vitamins. Passive supplementation with megadoses of vitamins is
required only in three conditions. (1) 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 nutrition ;1
requirements so much larger than the other body tissues that cerebral avitaminosis,

may exist and may account for much major mental illness.

Ss- - Egt, 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



vitamins. When the deficiency is severe, memory loss, disorientation, delusions,
hallucinations, and other 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 hypersansitivity 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”™ in relation to psychiatric practice.
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Protein Calorie Malnutrition

Many studies conducted 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. Myelination occurs rapidly 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 thereafte
but adult weight is not reached until adolescence. Studies on the brains of
children who have died from m;lnutrition show that children dying from marasmus

0

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 in 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 l.ave profound disturbances in the cquisition 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 DelLicardi (16) should ultimately
give an answer to the question of whether or not the damaging consequences of
early malnutrition are truly irreversible. If they are, it 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. The effects of both types of deprivation simultaneously

are thus more thar, additive; they are synergistic. The introduction of an "aunt,”
a nonpregnant virgin female, into the cages of protein deprived infant rats
elevated their performance to th«.t 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 in impoverished children from an
agricultural community in Central America. In this population, 83% of the
children showed no clinical signs of malnutrition, 1l% 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 psychologica
stimulation offered at age six months to those children who later developed severe
malnutrition was significantly lower than that 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 1is thus set up in wnic i the effects of malnutrition
synergize with those of environmental deprivatiu.i. 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).



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 Il was the deliberate production of nutritional deficiency
followed by the measurement of the quantity 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 in
the blood and urine. For example, elevati 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 and 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 1is measured with and without added pyridoxalphosphate, the cofactor.

If activity is greater with added cofactcr, the enzyme is unsaturated and a
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deficiency is said to exist. This method is somewhat controversial but it may
be useful 1in 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 antituberculosis drugs,
anticonvulsants, oral contraceptives, and anti-tuinor 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, weakness, depression, anorexia, aid
confusion. Somatic symptoms include a microcytic anemia whiul fails to responJ to ircr
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 1t is associated. The administration of vitamin Bg supple—
ment along with antituberculosis medication reveals that both neurologic and
psychiatric symptoms disappear when supplementary vitamin 1is given in appropriate
quantities (20). Estrogens have been shown to compete with pyridoxal phosphate

for binding sites among 1its numerous apoenzymes. High estrogen levels which
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occur during pregnancy or the use of ora"l contraceptives seem to increase the re—
quirements f0jJ vitamin Bg. In therapeutic trials on women who developed depression
during pregnancy or while taking oral contraceptives, vitamin Bg supplementation
has oeen 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 affects (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 “ause convulsions and liver nyper-

1.jphy (25).

Vitamin Bg

Vitamin Bg (niacin, niacinamide, nicotinic acid, nicotinamide) is com—
bined with adenine, ribose a@? 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 energy release from carbo—
hydrate, the synthesis of fatty acids, steroid metabolism, etc. Niacin in the
judgment o-f 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 cgntinued 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 is an autosomal recessive disease characterized

by diminished absorption of nei “ral amino acids including tryptophan. Some of its



symptoms resemble pellagra and these respond to niacin (27). The recommended
daily allowance of niacin is 6.6ng/l000 calories of food or about 10-20mg/day.
The requirement increases during pregnancy and lactation (27).

Pellagra 1is 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 \isual field deficits may
be present. The EEG 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 (17). Nicotinamide, but not nicotinic acid, at doses
of 250mg/day tranqjilizes rodents and diminishes locomotor activity in gerbils
(28). At similar doses, it 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,



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 in megadoses, but in view of their use in 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
from pyridoxine abuse at doses of 2-6mg/day for several months (158,150). 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 mechanis.
the failure of which results in pernicious anemia. The RDA is about 3.0mg/day. [Imicr
daily causes remission of pernicious anemia. The vitamin is involved in transmethylat
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 withuntreated 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. Asmany as 50% 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 the~e is lack of the gastric
intrinsic factor or in ileitis and following bowel surgery. It may also follow
chronic ingestion of alcohol or after the administration of neomycin, para-ainino

salicyclic acid or colchicine. There is an increased requirement for vitamin 8[2
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during pregnancy. Since folic acid is required for the absorption of B"» folate
deficiency may be accompanied by 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 BA. With restoration
of appropriate levels, the presenting symptoms disappeared. Evans et al. (37)

recommends consideration of B~ 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 blood levels of B~*

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, transmethylation reactions,
the synthesis of the purine bases, adenine and guanine, and the pyrimidine base
thymine. Folic acid is, therefore, indispensible for the production of DNA 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 in man range
from 5-30nu/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, is present in leafy green vegetables and
in meats. In man, folate deficiency occurs endemically in severely malnourished
populations. It can be produced experimentally in volunteers on folate deficient
diets and 1iatrogenically in marginally nourished people by the administration
of anticonvulsants like diphenylhidantoin, oral contraceptives, or the antifolates
used in 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 def .ciency states, occurring
among the aged or chronically institutionalized patients, the spectrum of mental
disorders includes apathy, irritability, depression, psychosis, delirium and
dementia (39).

Folate deficiency can readily be determined by measurement of blood levels.
When this 1is done, as many as 30;i of psychiatric admissions have been reported to
be deficient (39). Of a sample of admissions to a psycnogeriatric ward, 67:i

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 is associated with an increase in 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 in 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 in 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 1is, and that such fortification 1is feasible, safe, and effect"ve ( 155 ).
Until this is done, oral administration of folic acid tablets at a level of
0.5mg/day to pregnant women, especially those living in 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 receptor " synaptic neurons and initiate a series of
metabolic steps which (= inhibit, or modulate their activity. More
than 20 neurotransmitter. -ought 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 tyrcsine to L-DOPA is lacking in the striatal
neurons of the brain from patients with this disease. But, the decarboxylation

of L-DOPA 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 Wurt.nan and his coworkers (45)
char, the synthesis and release of several neurctransmitters 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 1is enzymatic. When
saturating concentrations of the precursors are available, the rate at which
transmitters can be synthesized is limited bv the enzymatic capacity. But, con—
centrations of the dietary precursors in the blood 1is 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
oses of tyrosine, tryptophan (46), or choline (47,48~ that is, amounts much greater
the quantities jsually ingested in the diet.

The finding that levels of neurotransmitters in 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 blcod,
penetrate the blood brain barrier, ar.d finally enter into appropriate neurons.

These are complex processes which depend initially on the qumtity of the precursor
in the diet, the effectiveness 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 brain, 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 I-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 (45). It is interesting to note that in 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 beer, 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 (51). 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 in insomnia is presumed to be due to its
effects on serotonin levels in the brain stem (52). 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
that it would hava substantial advantages over conventional hypnotics, but it
appears not to be uniformly effective for insomniacs. Furthermore, the Inng
term effects of doses of 5-15grams per day require further investigation.

Serotonin deficits have been implicated in SGma depressions and mania and
clinical trials with tryptophan were conducted with mixed results (53,54). Since
tryptophan is rapidly catabolized enzymatically by liver pyroT”"se, the idea

occurred that the concomitant administration of an inhibitor could more effectively



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 (55).
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 (55).

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 (58) and mild Parkinson®s disease (57). Continued clinical research
in which tyrosine or tryptophan is 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 (59).

On the basis of this finding,NcIinical research has been conducted in which there is a
possible disorder in acetylcholine metabolism. Tardive dyskinesia is one such disorde
Presumably the disorder arises because of prolonged administration of neuroleptics, wh
chronically block striatal dopamine receptors, cause these receptors to become super—
sensitive to dopamine (60). Some dopamine receptors are present on cholinergic neuron
and their 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 cholinL to a patient

with tardive dyskinesia. Several additional studies have confirmed this

(62,63). Unfortunately, large doses of choline ha-e undesirable side effects.
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including a socially unacceptable odor which results from the degradation of ingested
choline to trimethyl amine 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, is 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 bediminished 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 in 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 brn"ns of such patients show a dramatic loss of brain choline acetyl transferase
(71,70,45). Mimory 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 aisease (48,72). These studies
have not convincingly lemonstrated 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. Physostiamine, 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 inhibitor 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 psychotropic drugs. Tryptophan or
tyrosine combined with tricyclics mignt accelerate the therapeutic process or
decrease the required dose in depression. Stern and Mendels hav* reviewed the
literature on the use of such combinations in the tr."-tment of refractory de—

pression (76). A recent report suggests that tne combination of physostigmine and

lecithin improves memory in Alzheimer®s disease (75).
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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 hydroxvtoluene (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 in 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 d et, he claimed,
became effective in 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 in 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 immediate 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 in 7 centers and involving about 200 children have

benerally failed 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 reported (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
gropp who have come to the same conclusions (86). The conclusions from these many
studies are that Feingold®"s 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"



symbol on food labels indicating the

insufficient evidence to require a special
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.

» . Do Rimland, Vice President of the Academy of Orthomolecu®
results,” and conclusions of those who

Psychiatry, has challenged the methods,

failed to confirm Feingold®s results (87).
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Food and Environmental Allergy and Hvnersensitivity

The notion that hypersensitivity or allergy to foods or other environmental
agents like gasoline fumes, soaps, or hydrocarbons results in medical or psychiatric
illness 1is 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) t*at hyper—
activity and learning disability in children is related to the ingestion o 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 (9-
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 in 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 withheli his findings from the
other investigating physicians. The allergists assessed the patients by medical
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 Tfoods to which they had no alleged hypersensitivity. All the patients

improved. Single foods which the patients had themselves incriminated were then
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added openly. Many patients became ill with their initial complaints. Blind
tests were then performed using the same foods, freeze driedt and in 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 and all of
them had physical symptoms characteristic of atopy, i.e., allergic rhinitis,
urticaria, asthma o. 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 restrct their diet without specialist, dietetic advice and without
objective confirmation of food 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 in 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 aru are placed on elimination diets. If these are not helpful, they

are placed in a "chemical free" environment in a hospital. If they improve in



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 in 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 in 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 to psychiatric

institutions and a change in wheat consumption during World War 11 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 increase in rate

of release from hospitals compared to 55 patients on a high cereal diet. No differenc
was found when wheat gluten was acde " to the cereal free diet in a subsequent

double blind study ( 100 ),

Singh and Kay ( 101 ) found that schizophrenic patients who received neuro—
leptics and a cereal free, milk free diet showed a significant decline when challenged
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 haloperido! 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 in
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, theiV 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 and 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 b >
only 7% and 15%, respectively.

Hallert ( 107 ) who has studied many celiacs in 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 obsérvatiéns of Dohanls group and

Singh and Kay merit further exploration.



"Reactive, Relative, or Postprandial Hvpoglvcemia"

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 1is remarkably effective. In a normal population, fasting
levels of plasma glucose range from 50-115mg/dc.. Such levels occur 5-0 hours after
feeding and do not change significantly overnight. In well nourished individuals,
blood glucose levels change very little after several 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 bOmg/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.
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Several or 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 press 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, inadequate 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 an:
who treat this condition with low carbohydrate, high protein diets. Psychotropic
drugs are frequently added but this is not usually acknowledged. While the majoric
of endocrinologists, psychiatrists, and criminologists have not accepted nutritions
theories and dietary treatments of neurotic and antisocial behavior, these theories
have, nonetheless, had an impact on prisons, probation departments, and school *
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 additi”9-
ccntaining foods in prisons (115). There have also been malpractice suits in

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 (116), 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 epidenmic
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proportions of the incorrect diagnosis of hypoglycemia as a cause for multiple
psychiatri®* and somatic complaints. Too often the diagnosis 1is made without

a glucose tolerance curve at all. Diagnosis 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 ror 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 1is then fasted
overnight, and is given 50-100gms of sugar orally in solution. Alterations in
plasma 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 1is the period
when glucose enters the circulation from the gastrointestinal tract. In normal
persons, increasing glucose concentration, abetted®by 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 the 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 diagnosis
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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 tests differently from endocrinologists. An example of
orthomolecular interpretation is shewn 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 investigators measured
the blood sugar in ten patients who met DSM 11l criteria for panic disorder or
agcrophobia at the moment when panic was experienced by the patient during an
infusion of 0.5molar sodium lactate under single blind conditions. They found
tnat, on the average, such patients had a fasting blood sugar of 98mg/dc end 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 in 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,

i

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 exoeriment, 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 1illness 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

schools or prisons is not justified.
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Orthomolecular Psychiatry

"Psychiatry seems unusually vulnerable to almost any
- fad 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 .;as 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, inf theoretical basis for
this treatment was initially pharmacological, not nutritioual. The originators
of megavitamin therapy attributed the pathogenesis of schizophrenia to the endogenous
formation of adrenochrome and adrenolutein which are hallucinogenic condensation
products of oxidized adrenaline. Adrenaline is formed by methylation of noradrenaline
and in schizophrenia the formation was thought to be excessive. These products 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 (HOD).
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They see schizophrenia as primarily a per—
ceptual disorder. For example, Hawkins, co-editor of the book Orthomolecular
Psychiatry (1729,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 Elil 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 schizophrenia can be produced
by perceprtual 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 (129,p617j, "The majority of patients
that we see with sch zophrenia are not overtly psychotic. Although schizophrenia
is technically classif ed 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,p602
"The HOD test consist” 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 r.ay
interfere with the function of the central nervous system which is responsible
for maintaining perceptual abilities."”

Keln (129,p327-342) defines metabolic disperception as "people wno suffer from

varying degrees of abnormal perception, with corresoonding changes in thought, mood



and behavior who respond favorably to megavitamin B3 and allied therapy if treated
before irreversible damage has developed.” Subclinical pellagra 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 office. 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
of schizophrenia, which he sees as cerebral pellagra. He says (129,p250), "If all
the vitamin were removed "rom our food, everyone would become psychotic within
| 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.”

"Schizophrenia and pellagra are not identical sin e they require different
quanitities of vitamin B*. Most symptoms of pellagra are alleviated by doses af
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*

mo~e than 20 grams per day" (129,p251).



But, Hcffer also believes in the use of ECT in the treatment of schitophrenics
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 in 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 chemotherapy. 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 10%."

He also says (129,p659), "All patients were treated with phenothiazines,
megavitamins, accessory symptomatic medication, group therapy and all the other
usual adjunctive measures. The exception was that 3b 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 luost marked in the younger

age grcuos."
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- To prevent"or treatschizophrenia, it was thou =
necessary to reduce adrenaline formation. <ince adrenaline was formed by methylation
of-noradrenaline, a means to diminisn methylation was sought.

When nicotinic acid or nicotinamide are administered in large doses n-methyl-
nicotinamide is formed and is rapidly excreted*, hence, both compounds are methyl
accepters. Since they are relatively non-toxic in large doses, they were chosen
as competitive inhibitors of the methylation of noradrenaline. It is worth
emphasizing that they were not chosen as nutrients; indeed, in a 1S57 publication
advocating the use nicotinic acid in the treatment of schizophrenia, Hoffer et al.

( 131 ) 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 would reduce the formation of the endogenous hallucinogen adreno-
chrcme.* They rejected its role as a vitamin, saying, "psychosis (sic) association
with pellagra does in many ways resemble the schizophrenic psychosis except that =
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 1968, Pauling ( 132 ) published a theoretical paper in which he suggested
that some forms of mental illness might be due to deficiencies in essential
nutrients occurring in susceptible irdividuals eating an ordinarily adequate diet.
Man®"s genetic heterogeneity leads ftc, biochemical individuality with large
variations in the need for essential nutrients, especially vitamins ( 132 ).

The brain might differ from other organs in its nutritional requirements so that
localized cerebral dericiency 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 hu".an body." With the publication
of this interesting theoretical paper, clinicians who had been practicing megavitamin
therapy quickly adopted Pauling®s concept and claimed that what they had been
practicing from 1952 to 1968 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 accompanied

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 ortho—
molecular psychiatrists treat has also been expanded to include autism, hyperkinesis,
depression, anxiety, alcnhnlism, drug addiction, delinquency, etc. Their current
practice 1is perhaps best described by Hawkins. "Clinicians practicing orthcmolecular
psychiatry are using a combination approach which varies from patient to patient
depending upon the biochemical peculiarities of a given case and which often in-
eludes high doses of niacin or niacinamide, ascorbic acid, pyridox.ne, vitamin E,
thyroid, vitamin B”~> hypoglycemic diets, cereal free diets, daily physical exercise,
lithium, the 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 is

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 in 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 8" 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 mental 1illness 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 is now accepted as sometimes useful
adjunctive therapy. Characteristic of orthomolecular psychiatry is the absence
of psychological or social causes for mental 1illness 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 many

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 is also neither clinical nor laboratory evidence for a metabolic
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, in 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 Fheir derivatives function as
coenzymes might be genetically defective so that much higher concentrations of
coenzymes were necessary in order for the enzymes to function. He stated that

"tne so-called gene for schizophrenia may itself be a gene that leads to a localized

cerebral deficiency ".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 in 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, caloric needs, ‘metabolic
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 the water soluble B vitamins except
niacin anti 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 1is 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 1is a vitamin B3 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 t..



There 1is 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 daily
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 (EGOT) is unsaturated
at normal dietary levels of pyridoxine. At megadoses the enzyme 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 in 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 improvement 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 in schizophrenic?.
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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 abnormal it
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Recent Studies:

Some 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 Bg 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.

fershnev* and Hawke ( -146 ) studied the efficacy of addina megavitamins
to a diet low in carbohydrates high in 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
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 18 of these children reported improvement in their
children on this diet regardless of whether megavitamii®s 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 1981, 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 8 minerals for a 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 inilk. 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 first 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 15 of the subjects received vitamin
supplements and the 1l subjects who had been on placebo in the first phase showed
an average 1Q 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 of its design and methodology.
Coburn et al. (157) carried out a replication study using mentally retarded
young adults. This experiment was conducted entirelyon a aoubie blind basis with
a uniform 1Q testing procedure. None of the subjects, including those 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 confirma " vreplication studies
at this point, there is reason to skeptical. Replication studies are required for

both professional responsbility and in 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 in the treatment of schizophrenia.
It was felt that this was justified because nicotinic acid was the cornerstone
of megaviiamin 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 phenothiazines it was worse
and increased the duration of hospital stay and the amount or 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
perceptual difficulties which was the primary instrument for diagnosing schizophrenia
and for measuring change with megavitamin therapy.

Since the publication of the APA Task Force Report in 1973, many other
professional, academic organizations have reviewed the field of orthomolecular
psychiatry 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 is
unproven and the pathology tests cannot be justified for the rational oractice
of internal medicine or psychiatry". The Canadian Mental Health

Association collaborative study indepndently 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 umegavitamin 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
1976 by the Canadian Schizphrenia Foundation of which Hoffer is President ( 125 ).
The authors are careful to say that it does not necessarily represent the opinion
of the Directors nor all of the members of the Foundation. It is 121 pages long;
more than twice as long as the Task Force Report. The 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; (3) 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”;
(4) The double blind trials which counted heavily in the Task Force judgment were
unnecessary and restrictive. Criticise 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 B”; megavitamin therapy his evolved to a
much more complex therapeutic program which now uses other vitvmins, 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 is biased because
(1) 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 used pejorative .adjectives in describing

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 in each issue. It is not indexed in 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 quarter 1982), half of the full length articles were
essays or reviews (15) with an additional 3 editorials, 5 case reports, 14 pages 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 in 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™ ["We have seen how the migration
of our species into space may bring us into the environment that most closely
approximates the optimum for human beings, the ortho-environment. . (156)],
"Allergies and Schizophrenia™, and "Stigma and Mental Illness: Theory versus Reality."

Several of the papers and Letters to the Editor make imaginative and, perhaps,

correct statements. For example, we are told that Lactobacillus Casei in the
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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 T
nicotinic acid supplementation prevents tardive dyskinesia in patients receiving
neuroleptics ( 152 ). Nearly 100,000 schizophrenic patients have been treated
in the past 20 years. There 1is 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 report.

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 cone-:

its pathogenesis, and the psychological instruments they use to measure its severity

or its change with treatment. Given these vast differences, it is 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.



Feig — Fivii mi L,;— 1ie Nutritional

research in relation to psychiatry continues at a steady, if not spectacular pac
The pharmacological use of nutrients as in precursor therapy shows considerable
premise. The special nutritional requirements of the early fetus and of geriatr
patients are receiving constant attention and it seems very likely that these

will be better understood and treated.
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Preface

. - the article Insanity in the ninth edition of the Encyclopaedia Britannica (1881)
..'Unity is defined as a chronic disease of the brain inducing chronic disordered
Mental symptoms. The author of the article (J. Uattv Tuke, M.D., Lecturer on
eisanity, School of Medicine, Edinburgh) then staled that this definition

possesses the great practical advantage of keeping before the student the primary fact
(hat insanity is the result ol 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 theory, as it is universally
accepted that the brain is the organ through which mental phenomena are 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 the Encyclopaedia Britannica was pub-
lished, the situation had changed, largely because of the development of psycho-
analysis by Sigmund Freud. The earlier definition of insanity was deleted, and

replaced by discussions from two points of view: the point of view of the materialistic
school

that though in many states of insanity no observable structural changes arc found,
they exist all the same, only they arc 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 to 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 arc
found in certain forms of insanity should be reviewed as probably secondary to a
perverted mentality.

Psychoanalysis has failed, a:.d 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 arc 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 phenoihiazines and other drugs (and the inelfecti’ eness of psycho-
analysis) has accelerated the reacceptance of the concept that . tal 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 evidentas soon as vitamins were
discovered. One manifestation of pellagrais psychosis. Pellagraisa vitamin-dcficiency
disease, and the psychosis iscured (averted) by the provision ofan adequate intake of
the vitamin (niacin). It isestimated that in the lirst decades of this century 10 percent
of the persons in psychiatric hospitals were pellagrins (Kely, 1970). The discovery in
1937 that niacin is the pellagra-preventing vitamin soon led to its trial in controlling
mental disease in patients not sulfering from pellagra. Clecklcy et al. (1939) and
Sydcnstrickcr and Clecklcy (1941) reported some success in treating 48 subjects with
acute mental 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-|jrcvcnting intake of about
12 mg per day).

Tn 1943 Kaufman described the deterioration in mental and physical health of 150
patients with a disease to whi-h he gave the name aniueinamidosis, and in 1949 he
published a larger book on this subject, with discussion of 455 patients. Measure-
ments of impairment ofjoint 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 1 to 5 g of niaciamide per day, in divided
doses (0 to 16 per day), continuing for as long as nine yc, (Kaufman. 1955). He
observed no untoward reactions from niacinamide in several thousand patient-ycars
ofcontinuous use. Hisrecommended intake ofniacinamide for treatment ofrestricted
mobility of joints and other manifestations of aniueinamidosis 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 vi

mtc effective introduction of megavitamin therapy for schizophrenia came in the
1from 1952 on through the work of Hofferand Osmcnd, as described in several
m".;rsof this book. After making some studies on a few patients with encouraging
they carried out several double-olind and blind comparisons of niacin,

. .-.iriamidc, 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 scantdifference in the number transferred to the mental hospital and a difference
e numberofsuicidcs(0and4, respectively) with borderline statistical significance
".vifrretal., 1957). Anotherstudy with 82 subjects (43 receiving 3 g ofniacin per day
mo.  receiving a placebo) gave a difference with high statistical significance in the

..tivr classified as improved or unimproved (Hoffer, 1962).

:mevident from the published accounts of these studies that amounts larger than
e+ vr day of niacin or niacinamide are needed for a pronounced therapeutic effect

m~ anv schizophrenic patients. Hofferand Osmond had in fact observed that daily

m ‘tints of niacin or niacinamide larger than 6 g seemed to be required by some
.Jd.cuts, and also that manv patients benefited from receiving 3 to 6 g pc.1day of
¢’ oicacid. Other vitamins, especially pyridoxine inamounts 600 mg to 1,500 mg

‘mday, have been found to be beneficial. In addition, many schizophrenics, probably
’ ‘re than 80 percent, suffer from hypoglycemia, which needs to be corrected, as

.ribed in some chapters in this book. The orthomolecular treatment of schizo-
'eemciliaincludes more than the routine administration of 3 gofniacin or niacinamide

srday.

flic importance of good nutrition to good health cannot be denied. There ismuch
v uience to support the thesis that for most people the optimum daily intake of

orbic acid is far larger than the usually recommended daily allowance (Pauling,
w*70i; 3to 6 g per day, the amount customary in megavitamin treatment of schizo-
.‘hr-ma, may well be only the average optimum for most human beings. Little effort
ii is been expended in the study of the amounts of vitamins required for optimum
health. The decision by most psychiatrists who do not accept the principles of ortho-
molecular psychiatry to restrict the intake of vitamins by their patients to certain
irbitrary levels, without checking the possible benefit for the patient of an increased
intake, cannot be justified.

I'art of the resistance lo megavitamin therapy is based on the idea that an increased
intake ofa vitamin should be subjected to as thorough testing as a new synthetic drug.
lhisisnonsense; the vitamins are substances to which the human body has long been
ivctiDiomed, and the toxicitics of the water-soluble vitamins are known to below and
ihe side effects few. Another part of the resistance is the result of a misunderstanding
"f the meanini! of statistical significance. Investigations described as attempts lo
replicate Holler and Osmond's results are reported to have failed to show a statistic-
ally 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 17children receiving niacinamide (1000 mg per day per 501b.
body weight) and 24 children receiving a placebo (also 15 receiving niacinamide and
a tranquilizer). The principal criterion was the increase during the six months of the
study in the sco”e 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 improvement in the niacinamide group than in
the placebo group. From Grcenbaum’s result we can say iliat it is more likely that
niacinamide has an effect (54 percent greater than the placebo) than that it has no
effect, but itis 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 ofequal 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.” 1 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 lie
found.

I have discussed this matter in some detail because much of the objection to the
use of orthomolecular methods 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 ofschizophrenia was
published by Ananth etal. in 1970, with the title "Nicotinic acid in the prevention and
treatment ofartificially induced exacerbation of psychopathology inschizophrenics."
Itisknown that a substance, such as theamino acid methionine, whose molecules can
donate methyl groups to other molecules has the property ofexacerbating the mental
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



Preface ix

mji some methylated compounds in the body that may be causing the mental illness,
the investigation by Ananth et al. schizophrenia patients were given daily doses of
ethionine. Some of the patients also were given niacinamide. All of the patients
.wed a pronounced exacerbation of their mental illness. The result has been
.erpreted as showing that niacinamide does not neutralize the methyl-donating
tactofmethionine inexacerbating schizophrenia by virtue ofits function as a methyl
.scaptor. This conclusion is, however, not justified, because there was a serious flaw
.the design of the experiment. The patients were given 20 g of methionine per day.
ver 16 g of niacinamide per day would be required to accept the methyl groups
:mated by 20 g of methionine, but the patients were given only 3 g. It could have
esan predicted that the experiment would fail.
rhere is thoroughly convincing evidence that the methods of crthomolecular
oychiatry discussed in this book have great value. Some aspects cf the scientific
asis of these methods arc presented in the earlier chapters. Some of t te chapters are
® most interest to biochemists. Most of the chapters can. | believi, be read with
eiderstanditig and profit by physicians and by laymen who have som :acquaintance
ith the terminology of chemistry and other sciences. Despite the pr igrcss that has
een made in controlling it, mental illness is still the cause ofa tremend :>usamount of
i fiering. The work of Hoffer, Osmond, Hawkins, and others has sl own that the
methods of orthomolecular psychiatry can be used to decrease the a nount of this
jffcring. ljoin my co-editor. Dr. David Hawkins, and the other contri lutors to this
ook in expressing thcliopc that it will be found useful not only by ; dentists and
. hysicians but also by those who suffer from schizophrenia and by then ‘hmilies.
I thank Dr. Gustav Albrecht for his help.

August 1972 Linus Pauling

REFERENCES

Ananth, J., Han, T. A., Lehmann, H. E., and Bennett, J, (1970). Can. Psyehiat. Assoc. J.

15, 15.

Clecklcy, H. M., Sydcnstricker, V. P., and Gceslin, L. E. (1939). J. Am. Med. Assoc. 112,
2107.

Holler, A., Osmond, H., Callbeck, M. J., and Kalian, I. (1957). J. Clin. Exp. Psychopath.,
Quart. Rev. Psycliiat. Neurol. 18, 131.

Holler, A. (1962). Niacin Therapy in Psychiatry. Springfield, Ill.: C. C. Thomas.

Hoffer, A. (1970). Report at Annual Meeting, Saskatchewan Division, Canadian Mental
Health Association, Regina.

Kaufman, W. (1943). The Common Form of Niacin Atnitle Deficiency Disease: "Aniacina-
midosis". Bridgeport, Connecticut.



Preface

Kaufman, W. (1949). The Common Form ofJoint Dysfunction: Its Incidence ami Treatmei
Brattlcboro, Vt.: E. L. Hildreth & Co.

Kaufman, W. (1955)./. Am. Geriat. Soc. 3, 927.

Kcty, S. S. (1970). In Porter, Ruth, and Birch, Joan, eds.. Chemical Influence on Behavic
p. 76. London: J. & A. Churchill.

Pauling, L. (1970). Proc. Nat. Acad. Sci. USA 67. 1643.

Sydenstricker, V. P., and Clecklcy, H. M. (1941). Am. J. Psychiat. 99, 83 (1941).



Orthomolecular Psychiatry

LINUS PAULING

INTRODUCTION

The methods principally used now for treating patients with mental disease are
psychotherapy (psychoanalysis and related elTorts to provide insight and to decrease
environmental stress), chemotherapy (mainly with the useofpowerful syntheticdrugs,
such aschlorpromazine, or powerful natural products from plants, such as reserpine),
and convulsive or shock therapy (electroconvulsive 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

IReprinted with permission from Science, 19 April 196H, vol. 160, pp. 265-271. Copyright C 1968
by the American Association for the Advancement of Science.)
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concentrations of substances normally present in the human body.1An exam]

the treatment of phenylketonuric children by use of a diet containing a smaller

normal amount of the amino acid phenylalanine. Phenylketonuria (Foiling, 1
results from a genetic defect that leads to a decreased amount or effectiveness o
enzyme catalyzing the oxidation of phenylalanine to tyrosine. The patients on a
mal diet have in their tissues abnormally high concentrations of phenylalanine
some ofits reaction products, which, possibly in conjunction with the decreased

centration of tyrosine, cause the mental and physical manifestations of the dis
(mental deficiency, severe eczema, and others). A decrease in the amount of phe
alanine ingested results in an approximation to the normal or optimum concer
tions and to the alleviation of the manifestations of the disease, both mental

physical.

The functioning of the brainisd lendcnt on its composition and structure; tha
on the molecular environment of the mind. The presence in the brain of molecule
N,N-dicthyl-D-lysergamide, mescaline, or some other schizophrcnogenic substa
isassociated with profound psychic ell'ccts (see. for example, Woolley, 1962). Cl
kin has recently pointed out (1967) that in 1799 Humphry Davy described sim
subjective reactions to the inhalation of nitrous oxide. The phenomenon of gem
anesthesia also illustrates the dependence of the tnind (consciousness, cphcmt
memory) on its molecular environment (Pauling, 1961; Miller, 1961).

The proper functioning of the mind is known to require the presence in the braii
molecules of many dilfercnt substances. For example, mental disease, usuc
associated with physical disease, results from a low concentration in the brain ofa
one of the following vitamins: thiamine (BO, nicotinic acid or nicotinamide (E
pyridoxine (B,,), cyanocobalumin(B12), biotin (H), ascorbic acid (C), and folic ac
There is evidence that mental function and behavior arc also nlTcctcd by changes
the concentration in the brain ofany ofa number of other substances that are nor
ally present, such as i.(+)-glutamic acid, uric acid, and y-aminobutyric acid.*

OPTIMUM MOLECULAR CONCENTRATIONS

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

1 |1 might have described this therapy as the provision of the optimum molecular composilk
of the brain. The brain provides the molecular environment of the nund. | use the word mind ,
a convenient synonym for the functioning of the brain. The word orthomolecular may be criticize
as a Greck-Latin hybrid. 1 have not. however, found any other word that expresses as well Il
idea of the right molecules in the right amounts.

- The literature is so extensive that | refrain from giving references here.
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.chanisms, and, for essential nutrilites (vitamins, essential amino acids, essential
.evacids) different from the minimum daily amounts required for life or the "recom-
.juded” (average) daily amounts suggested for good health. Some of these argu-
.nts are presented in the following paragraphs.

VOLUTION AND NATURAL SELECTION

'e process of evolution does not necessarily result in the normal provision of
timum molecular concentrations. Let us use ascorbic acid as an example. Of the
immals that have been studied in this respect, the only species that have lost the
nver to synthesize ascorbic acid and that accordingly require it in the diet are man,
her Primates (rhesus monkey, Formosan long-tail monkey, and ring-tail or brown
.'.puchin monkey), the guinea pig, and an Indian fruit-eating bat Pteropusmetliits).3
:esumably the loss of the gene or genes controlling the synthesis of the enzyme or
.nzymcs involved in the conversion of glucose lo ascorbic acid occurred some 20
«.illion years ago in the common ancestor of man and other Primates, and occurred
‘dependent ly 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
ticof 1/20.000 per gene generation and for even a very small advantage for the mut-
nt (0.01 percent more progeny) the mutant would replace the earlier genotype within
ee.bout 1 million years. The advantage to the mutant of being rid of the ascorbic-acid*
synthesis machinery (decrease in cell size and energy requirement, liberation of
machinery for other purposes) might well be large, perhaps as much as 1percent; a
disadvantage nearly as large (less by 0.01percent) resulting from a less than optimum
eapply 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 amount, the mutant
might still be able to rcplaccits predecessor. Moreover, it is possible that theenviron-
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 would not lead toa mutation restoring the synthetic mechanism within a period
ofa lew million years, because of the small probability of such mutations, larsmaller
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

3 For references, sec Stone (1965). The only other vertebrates known to require exogenous
ascorbic acid arc the red-vented bulbul, Pycnononts caf'er. and related passcrilorm birds.
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about twice as much biological machinery as to synthesize halfthe optimum amoui
As suggested in Figure 1-1, the evolutionary disadvantage of synthesizing a less th

Amount of vital substance

figure 1-1.

Diagrammatic represen.'ation 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 tl
advantage of requiring a smalleramount of biological machinery. Evidence from tl
study of microorganisms is discussed in the following paragraphs.

EVIDENCE FROM MICROBIOLOGICAL GENETICS

Many mutant microorganisms arc known to require, as a supplement to Ihe mediui
in which they are grown, a substance that is synthesized by the corresponding wilt
type organism (the normal strain). An example is the pyridoxine-rcquiring mutant
Nairoxpora xilopltila reported by G. W. Beadle and E. L. Tatum in their lirst A
spara paper, published in 1941.

Several species of Neurospora that have been extensively studied are known lo b
able to grow satisfactorily on synthetic media containing inorganic salts, an ir
organic source of nitrogen, such as ammonium nitrate, a suitable source ofcarbor
such as sucrose, and the vitamin biotin. All other substances, required by the organist
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csynthesized by it. Beadle and Tatum found that exposure to x-radiation produces
utant strains such that one substance must be added to the minimum medium in
eder to permit xhe growth at a rate approximating that of the normal strain. Their
/ridoxine-requiring mutant was found to grow on the standard medium at a rate
iSy 9 percent of that of the normal strain. When pyridoxine (vitamin B6) isadded to
:emedium, the rate of growth of this strain at first increases nearly linearly with the
anccntration of the added pyridoxine and then increases less rapidly, as shown in
igurc 1-2.'1The growth rate of the normal strain without added pyridoxine is equal
) that of the mutant with about 10 microgram;of the growth substance per liter in
le 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
lornial strain without added pyridoxine.

Microgrutm of pyridoxine per liter

figure 1-2.

The observed rate of growth of a pyridoxine-rcquiring Neurospora mutant
(Ueadlc and Tatum, 1941), as function of the concentration of pyridoxine
in the medium.

The poi -tof maximum curvature of the curve in Figure 1-2, al about 3.2 micro-
grams of pyridoxine per liter (indicated by a cross), may be 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 marked by the cross might well correspond to an “adequate™ or
"recommended" amount of the vitamin, in that the growth rate of the mutant isonly

4 The points in Figure 1-2 represent my measurement of the slopes of the growth curves shown
in Figure | of Beadle and Tatum (1941). They agree closely with the points of their Figure 2,
except for one point, that for 1.2 //g/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.3

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 ofthe 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 micrograms per
liter; that is, more than ten times the “adequate” concentration for the mutant and
more than four tines the concentration equivalent to the synthesizing capability of
the wild type. The growth ratc 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 ihc normal strain.

figure 1-3.

The observed rale of growth of a />-ammoben.!oic-acid-rcquiring
Neurospora 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 Neurospora. The values
found by Tatum and Beadle (1942) for a p-aminobenzoic-acid-rcquiring mutant of
Neurosporacrassaas a function of the concentration of/j-aminobenzoic acid added lo
the standard medium arc shown in Figure 1-3. The growth-rate curve is similar in

s The reported growth rate for the normal strain in a medium with 40/<g of added pyridoxine
per liter is 3 percent greater than that for the basic medium, as shown by the slopes ot the lines
in Figure | of Beadle and Tatum 11941).
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-.iiape to that for the pyridoxine-requiring mutant. The value of the growth rate for
>enormal strain of Neurospora crassawith no added p-aminobenzoic acid isequal to
mat for the mutant at a concentration of added p-aminobenzoic acid of about 15
eicrograms per liter. A value about 4 percent greater is found for the normal strain at
*0 micrograms per liter and for the mutant strain at 80 micrograms per liter, as
ndicated in Figure 1-3.

Micrograms of/7-aminobcnzoic acid per liter

FIGURE 1-4.

Observed rate of gre.vth of a p-aminobcnzoic-acid-rcquiring
Neurospora mutant as function of the logarithm or the concentra-
tion of />-aminobcnzoic acid.

It iscustomary 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 inicrograms 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 of the normal strain through addition ofsome of the growth substance that it
synthesizes to the medium in which it isgrown; that is, that theamount 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 case of pyridoxine (with the normal strain of Neurospora sitophila)
and 4 percent less for paminobenzoic 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 tl
they are able to synthesize than on a minimum medium.

Evidence supporting the above arguments has been presented recently by Zame
hofand Eichhorn (1967) in a paper entitled "Study of microbial evolution throu
loss of biosynthetic functions: Establishment o f‘defective’ mutants.” These authc
carried out experiments involving competitive growth in a chemostat of an aux
trophic mutant (a mutant requiring a nutrilitc) and a prototrophic parentina mediu
of constant composition containing the nutrilite. They found that the “defectivi
mutant has a selective advantage over the prototrophic parental strain under the
conditions. Forexample, an indole-requiring mutant of Bacillus subtiliswas found i
show a strong selective advantage over the prototrophic back-mutant when the tw
were grown together ina medium containing tryptophan:the relative number ofcel
of the latter decreased 10°-fold in 54 generations. They also found that greater ac
vantage to the auxotroph accompanies a greater number of biosynthetic steps tha
have been dispensed with (earlier block in a scries of reactions), with the final mcta
bolite available. They point out that a mytant with a gene deletion would be at:
distinct selective advantage over a point mutant, in that not only the synthesis of thi
metabolite, but also that of the structural gene, the messenger RNA, and perhaps th<
inactive enzyme itself would be dispensed with, and that accordingly the mutant wit!
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 theii
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 ofthiscomplex 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, toa 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-Mcnlen equation; Miehaelisand Mentcn, 1913):
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In this equation [5] isthe concentration of the substrate, E is the total concentra-
tor. of enzyme (present both as free enzyme and enzyme complex), K is the cquili-
v-t.m constant for formation of the enzyme complex ES, and Kk is the reaction-rate
« r.stant for decomposition of the complex to form the enzyme and reaction pro-
..,:cts. This equation corresponds to the case in which there are no enzyme inhibitors
nr:-£ent.

Ficure I-S.

Curves showing calculated reaction rate /?//?,, of catalyzed reaction as
function of the concentration of the substrate, for different values of the
equilibrium constant K for formation of the cnzymc-substrnic complex.

Values of the reaction rate calculated from this equation for different values of K
are shown ia Figure 1-5. The curves are similar in shape to those of Figures 1-2 and
1-3. At concentrations much smaller than A."1the reaction rate isproportional 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 A " 1the slope of the
curve isone-quarter 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 1-2 and 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-
facturesan amount of the substrate such as to permit the reaction to take place at what
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may be considered a normal rate, 90 or 95 percent of the maximum ra
sponds to saturation of the enzyme. As described above, the gain:
associated with the manufacture of a larger amount of the substrati
sponding advantage to the organism, might be balanced by the disa
organism associated with the upkeep of the larger amount of machin
manufacture the increased amount of substrate. An increase in rate
could also be achieved by an increase in the amount of the enzyme svn
organism. Here, again, the advantage to the organism resulting froi
may be overcome by the disadvantage associated with the increase in
machinery required for the increased synthesis. During the process of<
has presumably been selection of genes determining the concentrati
zymcs catalyzing successive reactions such as to achieve an approxi
optimum reaction rate with the smallest amount of disadvantage t

The rate of an enzyme-catalyzed reaction is approximately propc
concentration of the reactant, until concentrations that largely satura
arc reached. The saturating concentration is larger for a defective cn.
creased combining power for the substrate than for the normal enzyn
defective enzyme the cataiyzed reaction could be made to take place
normal rate by an increase in the substrate concentration, as indicated
The short horizontal lines intersecting the curves indicate what may
“normal” reaction rate, 80 percent of the maximum. For K = 2the “r>
achieved at substrate concentration [5] = 2. Al this substrate cone
reaction rate is only 29 percent of the maximum and 35 percent of "r
mutated enzyme with K = 0.2; it could be raised to the "normal" valm
increase in the substrate concentration, to [5] = 20. Similarly, the sti
advantage of low reaction rate for a mutated enzyme with Konly 0.01 c
come by a 200-fold increase in substrate concentration, to [A] = 400."
ism of action of gene mutation is only one of several that lead to disa
manifestations that could be overcome by an increase, perhaps a great in
concentration of a vital substance in the body. These considerations ol
gest a rationale lot meguvitamin therapy.

MOLECULAR CONCENTRATIONS
AND MENTAL DISEASE

The functioning of the brain and nervous tissue is more sensitively dcpei
rate of chemical reactions than the functioning of other organs and tisst.
that mental disease is for the most part caused by abnormal reaction rat
mined by genetic constitution and diet, and by abnormal molecular concc
essential substances. The operation of chance in the selection for the chi
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Ocomplement ofgenes of the father and mother leads to bad as well as to good geno-
mes, 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 mental ncalth of many persons might be achieved by the provision
the optimum molecular concentrations of substances normally present in the
mman body. Among these substances, the essential nutriliies may be the most worthy
i; extensive research and more thorough clinical trial than they have yet received.
)Jne important example of an essential nutrilitc that is required for mental health is
mi-amin B12, cyanocobalamin, A deficiency of this vitamin, whatever its cause
'serniciousanemia; infestation with the fish tapeworm Diphyllobotlirium, whose high
.Juirement 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 lo mental illness, often even more pronounced than the physical consequences.
"X mental illness associated with pernicious anemia (a genetic defect leading to
i’ticicncy of the intrinsic factor [a mucopiotein] in the gastric juice and the conse-
,;cnt decreased transport of cyanocobalamin into the blood) often is observed for
.sveral years in patients with this disease before any of the physical manifestations of
:f.e disease appear (Smith, 1950). A pathologically low concentration of cyanoco-
.damin in the scrum of the blood has been reported to occur for a much larger
e«action of patients with mental illness than for the general population. Edwin et al.
:1-*65) determined the amount of Bl!(in the scrum of every patient over 30 years old
.omitted to a mental hospital in Norway during a period of 1year. Ofthe 396 patients,
\8 percent (23) had a pathologically low concentration, less than 101 picograms per
i-.illilitcr, and the concentration in 9.6 percent (38) was subnormal (101 to 150 pico-
grains per milliliter). The normal concentration is 150 to 1300 picograms per milli-
liter. The incidence of pathologically low and subnormal levels of B,2in the serums of
these patients, 15.4 percent, is far greater than that in the general population, about
0.5 percent (estimated 1 m the reported frequency of pernicious anemia in the area,
9.3 per 100,000 persons | ;r year). Other investigatorsO have also reported a higher
incidence of low BI2 concentrations in the scrums of mental patients than in the
population as a whole, and have suggested that B12 deficiency, whatever its origin,
may lead to mental illness.

Nicotinic acid (niacin), when its use was introduced, cured hundreds of thousands
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 (fora 70-kilogram
male). In 1939 Cleckley et al. reported the successful treatment of 19 patients, and

” Hansen et al. (1966) report scrum Ilu concentration below 150 pg/ml in 11 of 1,000 consecu-
tive patients admitted to a Copi ihagen psychiatric clinic. Henderson et al. (1960) report that 9
of 1,012 unsclccted psychiatric p. ..cnis in a region in Scotland were found to have deficiency,
in addition to 5 pernicious anemia patients in the group.
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in 1941 Sydenstricker and Cleckiey7 reported similarly successful treatment of 29

patients with severe psychiatric symptoms by use of moderately large doses of
nicotinic acid (0.3 to 1.5grams per day). None of these patients had physical symp- \
toms ?f 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 (Holler etal., 1957; Hoffer, 1962, 1966;
Osmond and Hoffer, 1962; Hoffer and Osmond, 1964). The dosage recommended by
Hcfferis3 to 18 grams per day, as determined by the response of the patient, of either
nicotinic acid or nicotinamide, together with 3 grams per day of ascorbic acid.
Nicotinic acid and nicotinamide arc nontoxic (the lethal dose, 50 percent effective
[LDr)0], is not known for humans, but probably it is over 200 grams; the LD 50 for
rats is 7.0 grams per kilogram for nicotinic acid and 1.7 grams per kilogram fornico- 1
tinamidc), and their side effects, even incontinued massive doses, seem not to becom- 1
monly serious. Among the advantages of nicotinic acid, summarized bv Osmond and
Hoffer (1962), are the following: it is safe, cheap, and easy to administer, and it isa
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 ismuch larger (ICyhos et al., 1945), perhaps 3to 15grams per
day, according to Stone (1966, 1967). Williams and Deason (1967) have emphasized
the variability of individual members ofa species ofanimals; they have reported their
observation ofa 20-fold range of required intake ofascorbic acid by guinea pigs, and
have suggested that human beings, who arc less homogeneous, have a larger range.

Mental symptoms (depression) accompany the physical symptoms of vitamin-C
deficiency disease (scurvy). In 1957, Akerlcldt reported that the serum of schizo-
phrenics had been found to have greater power of oxidizing N,N-dimcthyl-/J-
phcnylenediamine than that of other persons. Several investigators then reported
that this difference is due to a smaller concentration of ascorbic acid in the scrum of
schizophrenics than of other persons. This difference has been 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 ofascorbic acid by the patients (Hoffer 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

7 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
disease.

Other vitamins (thiamine, pyridoxine, folic acid) and other substances (zinc ion,
es.aunesiumion. uric acid, tryptophan, L(+)-glutamic acid, and others) influence the
..ictioning of the brain. | shall review work on L(+)-glutamic acid as a further
m'.ample. L(+)-Glutamic acid is an amino acid that is present at rather high concen-
;.uionin brain and nerve tissue and plays an essential role in the functioning of these
vacs (Weil-Malherbe, 1936). It is normally ingested (in protein) in amounts of 5 to
." grams per day. It isnot toxic; large doses may cause increased motor activity and

iusea. In 1943 Price et al. reported favorable results for glutamic acid therapy of
m ivulsive disorders (benefit to one out of three or four patients with petit mal
.ilepsy: Waelsch, 1943). Zimmerman and Ross (1944) then reported an increase in

tze-running learnir' ability of white rats given extra amounts of glutamic acid.
mmerman and many other investigators then studied the effects of glutamic acid on
. .wintelligence and behavior of persons with different degrees and kinds of mental
tanlation. L(+)-Glutamicacid isapparently more effective than its sodium or potas-
run salts. The effective dosage is usually between 10 and 20 grams per day (given in
>ree doses with meals), and is adjusted to the patient as the amount somewhat less
van that required to cause hyperactivity. Several investigators8 have reported an
miprovemcnt in personality and increase in intelligence (by 5 to 20 1.Q. points) for
<any patients with mild or moderate mental deficiency.

LOCALIZED CEREBRAL DEFICIENCY. DISEASES

The observation that the psychosis associated with pernicious anemia may manifest
itself in a patient for several years before the other manifestations of this disease be-
come noticeable has a reasonable explanation: the functioning of the brain and
nervous tissue is probably more sensitively dependent on molecular composition than
is that of other organs and tissues. The observed high incidence of cyanocobalamin
deficiency in patients admitted to a mental hospital, mentioned above, suggests that
mental disease may rather often be the result of this deficiency, and further suggests
that 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
the manifestations usually associated with the disease arc present. Let us consider, for
exam* a vitamin or other vital substance that is normally metabolized by the

A recent survey of the role of glutamic acid in cognitive behaviors has been published by
\ogel et al. (196b). Many references to earlier work arc given in this paper.
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catalytic action of an enzyme normally present in the tissues and organs of the bod
In a person of unusual genotype there might be an especially great concentration i
this enzyme in one body organ, with essentially the normal amount in other organ
Through the action of this enzyme in especially great concentration the steady-sta
concentration of the vital substance in that organ might be decreased to a level muc
lower than that required for normal function. Under these circumstances there wou;
be present a deficiency disease restricted to that organ.

An especially important case isthat of the brain. We may, as a rough model of tl
human body, consider two reservoirs of fluid, the blood and lymph, with volume V
and cerebrospinal fluid, the extracellular fluid of the brain and spinal column, wit
volume K2. We assume that a vital substance is destroyed in each of these reservoirs i
a characteristic rate, corresponding to the rate constants Kl and K2, that it difTusi
across the blood-brain barrier at a rate determined by the product of the permeabilit
and area of the barrier and the difference c2 — Cj of the concentrations in the tw
reservoirs, and that it is introduced from the gastrointestinal tract into the fir:
reservoir at a constant rate. The steady-state com  ’rations are then in the ratio

c/t-a = 1+ (k.VIPA)

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

PACY
Supply * Blood (cj 5 Brain (c,)
| PAC* nya
v |
Inactive Inactive
product product

From this equation it is seen, as shown also in Figure 1-6, that for small values o
k2y,/PA the difference in steady-state concentrations in the cerebrospinal fluid ant
the blood is small, but that through cither decrease in permeability of the barrier o
increase in the metabolic rate constant K<the .idy-siatc concentration in the brail
becomes much less than that in the blood.

This simple argument leads us to the possibility ofa localized cerebral avitaminosi
or other localized cerebral deficiency disease. There is the possibility that some humai
beings have a sort of cerebral scurvy, without any of the other manifestations, or:
sort of cerebral pellagra, or cerebral pernicious anemia. It was pointed out b]
Zuckerkandl and Pauling (1962) that every vitamin, every essential amino acid, even
other essential nutrilitc represents a molecular disease (Pauling et al., 1949) which oui
distant ancestors learned to control, when it began toalllict them, by selecting a thcra
pcutic diet, and which has continued to be kept under control in this way. The local
ized deficiency diseases described above are also molecular diseases, compound
molecular diseases, involving not only the original lesion, the loss of the ability tc
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FIG URI; 1-6.

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

euhesize the vital substance, but also another lesion, one that causes a decreased
;e of transfer across a membrane, such as the blood-brair. barrier,3 to the affected
:an, or an increased rate of destruction of the vital substance in the organ, or some
'her perturbing reaction.
it has been suggested by Huxley et al. (1964), partially on the basis of the obser-
m..".ions 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-
'‘tnpletc penetrance. They suggested that the penetrance, about 25 percent, may in
«ime cases be determined by other genes and in some cases by the environment. |
iLgest that the other genes may, in most c; scs, 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
'maccess in treating schizophrenia and other mental illnesses by use of massive doses of
;ome of these vitamins may be the result ofsuccessful treatment oi'a localized cerebral
deficiency disease involving the vital substances, leading to a decreased penetrance of
the 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

m It has been suggested by Melander and Martens (1958, 1959) and by Hoffer and Osmond
(1966) that the effects of laraxcin (Heath et al., 1958) may result from changing the permeability
of the blood-brain barrier.
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customary in psychotherapy but less customary in conventional chemotherapy,

the course of time it should be possible to develop a method of diagnosis (mcasu

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 individi
patient and for indicating the appropriate therapeutic measures to be taken. My ¢
workers and | arc carrying on some experimental studies suggested by the forcgoi
considerations, and hope to be able before long to communicate some of our resull

SUMMARY

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 tl
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 tht
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 of a vital substance may be grossly low at the same tint
that the concentration in the blood and lymph is essentially normal. A physiologica
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 i
cerebral deficiency and to a mental disease. Diseases of this sort may be called local
ized cerebral deficiency diseases, Il is suggested that the genes responsible for abnor!
malities (deficiencies) in the concentration of vital substances in the brain may bo
responsible for increased penetrance of the postulated gene for schizophrenia, and
that the so-called gene for schizophrenia may itself be a gene that leads to a localized]
cerebral deficiency in one or more vital substances.

REFERENCES

Akcrfcldt, S. A. (1957). Science 125, 117.
Beadle, G. W,, and Tatum, E. L. (1941). I'roc. S'at, Acad. Sci USA 27, 499,
Benjamin, J. D. (1958). 1xvclwsomatic Med. 20, 427.



1 1 Orthomolecular Psychiatry 17

Book, J. A. (1953). Act. Genet. Statist. Med. 4.

Bdbk, J. A. (1958). Proc. Int. Conyr. Genet. 10th 1, 81.

Briggs, M. H. (1962). New Zealand Med. J. 61, 229.

Chorkin, A. (1967). Science 155, 266.

Clecklev, H. M,, Sydcnstrickcr, V. P., ano Gceslin, L. E. (1939). J. Am. Med. Assoc.
112,2107.

Edwin, E,, Hollcn. K., Norum, K. R., Schrumpf, A., and Skaug, O. E. (1965). Acta Med.
Scand. 177, 689.

Foiling. A. (1934a). Nord. Med. Tidskr. 8. 1054.

Foiling, A. (1934b). Z. Physiol. Client. 277, 169.

Hansen, T., Rafaclson, O. J., and Rodbro, P. (1966). Lancet Il, 965.

Hcaih, R. G., Martens, S., Leach, B. E., Cohen, M.t and Fciglcy, C. A. (1953). Am. J.
Psvchiatr. 114, 917.

Henderson, J. G., Siraehan, R. W., Beck, J. S., Dawson, A. A., and Daniel, M. (1966).
Lancet 11, S09.

Holler, A. (1962). Niacin Therapy in Psychiatry. Springfield, 111: C. C. Thomas.

Holler, A. (1966), Int. J. Neiiropsycliiatr. 2, 234.

Holler, A., Osmond, H., Callbcck, M. J., and Kalian, 1.(1957). J.Clin. Exp.Psvcliopathol.
18. 131.

Holler, A., and Osmond, Il. (1960). The Chemical Basis of Clinical Psychiatry, p. 232,
Springfield, Ill.: C. C. Thomas.

Holler, A., und Osmond, H. (1964). Acta Psycltiatr. Scand. 40, 171.

Holler, A,, and Osmond, H. (1966). Int. J. Neiiropsycliiatr. 2, 1.

lluxley, J., Mayr, E.. Osmond, H., and Holler, A. (1964). Nature 204, 220.

Kety, S. S. (1959). Science 129, 1528, 1590.

Kyhos, E. D,, Scvringhaus, F. L., and Hagcdorn, D. R. (1945). Arch. Int.Med. 75, 407.

Melander. B., and Martens, S. (1958). Dis Nerv. Svs. 19, 478.

Melandcr B., and Martens, S. (1959). ,1(7(2 Psycltiatr. Neurol. Scand. 34, 344.

Michnclis, L., and Mentcn, M. (1913). Ulochein. Z. 49, 333.

Miller, S. (1961). Proc. Nat. Acad. Sci. USA 47, 1515.

Osmond, Il., and Holler, A. (1962). Lancet 1, 316.

Pauling, L. (1961). Science 134, 15.

Pauling, L., llano, II. A., Singer, S. J., and Wells, 1. C.(1949). Science IK), 543.

Price, j, G.. Waclsch, H. and Putnam, T. J. (1943). J. Am. Med. Assoc.122, 1153.

Slater. 1. E. (1958). Acta Gen. Star. Med. 8. 50.

Smith. A. D. M. (1950). llrit. Med.J. 11. 1840.

Stone, 1. (1965). Am. J. Pliys. Anthropol, 23, 83.

Stone, 1. (1966). Acta Genet. Med. Genial. 15, 345.

Stone, 1. (1967). Perspect. Dial. Med. 10. 135.

Sydcnstricker, V. P., and Clecklcy, II. M. (1941). Am. J. Psvchiatr. 99, 83.

Tatum, E. L., and Beadle, G. W. (1942). Proc. Nat. Acad. Sci. USA 28, 234.

Vogel, W,, Uroverman, D. M., Draguns, J. G., and Klaiber, E. L. (1966). Psvchol. Hall.
65, 367.

Waclsch, 11. (1948). Am. J. Meat. Dejic. 52, 305.

Weil-Malhcrbe, H. (1936). Biochcm. J. 30, 665.

Williams, R, J,, and Dcason, G. (1967). Proc. Nat. Acad. Sci. USA 57, 1638.

Woolley, D. W. (1962). The Biochemical Bases of Psychoses. New York: John Wiley &
Sons, Inc.

Zamcnhof, S., and Eichhorn, I1. Il. (1967). Nature 216, 465.

Zimmerman, F. T., and Ross, S. (1944). Arch. Neurol. Psvchiatr. 51, 446.

Zuckerkandl, E., and Pauling, 1. (1962). In M. Kasha, and B. Pullman, eds. Horizons in
Biochemistry, p. 189. New York: Academic Press.



30

Orthomolecular Psychiatry:
Treatment of Schizophrenia

DAVID HAWKINS

INSTRUCTIONS TO THE PATIENT

Education of the Patient: Explanation
of the lliness 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 lo 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 lo 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 it 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 isan 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 dysperception, 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 specific illness allows him to assume the sick role
with all the attendant benefits that accrue in our society, as have been well described
by Siegler and Osmond (1959). Once the patient and family understand the nature of
the illness they are usually willing to accept itand do something about it. The family
no longer has to utilize denial or reaction formation to handle their guilt, anger,
and other emotional 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 ofsleep is advised as more has been shown "o increase fatigue and disability
(Globus. 1969). Daily physical exercise is prescribed for its physiological benefit.
Anxiety in mental 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 21 by Beebe and Wendell). The beneficial elTcct
of exercise has also been reported by members of Schizophrenics Anonymous; they
claim that ofall the forms of exercise, swimming is the most subjectively beneficial.

Patients are advised to avoid excessive fatigue and stress and they arc placed on a
hypoglycemic diet which consists primarily of the avoidance of sugar and sweets,
reduction of starch, and elimination of caffeine. Because there is an increasing
interest in functional hypoglycemia there are a number of recent books available to
the patient (see Chapter 22 by Meiers). A booklet “Hypoglycemia 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. I’ -
Box 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) tin 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 offtheir diets. “Physicians Guidelines to Diagnosis and
Treatment of Hypoglycemia or the Hypoadrenocortical State” and “Hypoadreno-
corticism” are available from the Hypoglycemia Foundation to physicians only.3

We also advise patients that strong aged cheeses such as Roquefortand 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 arc being used in pharmacologic rather than rcplacemer.t 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.11In 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 are 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 battie typical of the
nonschizophrenic alcoholic. The patient frequently attends both. SA and AA groups
and as the schizophrenic process dissolves, he usually drifts away from SA and con-
tinues injust AA.

3 Available from Health Frontiers Foundation, 149 Spindle Road, Hicksvillc, New York
11801.

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

* Long lIsland 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 disadvantage—he cannot em-
ploy tne great variety of techniques which the clinician utilizes almost automatically
in his daiiy practice. Also, the researcher car. only handle very limited data and the
number of controlled variables must of necessity include only those that are most
obvious and ;that 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 the confines
of the data and the results are stated in terms which do not limit the results to the
conditions of the study. Because he isunencumbered 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 true, and it is especially so in schizophrenia.

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, that
patients may react differently to the same dose of the same drug when it is later
rc-iniroduccd 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 a drug 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 during the
immediate period following cessation of p “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 patient to the efi'ect of the same or another drug.
In attempting to induce this reaction, the action of the "sensitizing" drug should
be in the opposite direction from the drug whose response we later need to ell'cct a
recovery.

Researchers who arc 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.
Besidessequencing, these include: utilization of mutual syncrgisms and antagonisms,
balancing off of side effects, purposely utilizing desired si le effects, extending dosage
ranges by concurrent use of antagonists, calculating onsets and durations of action,
predicting progressive loss of response, predicting development 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
are more marked than in other kinds ofillr ess. In psychiatry itiscommon for patients
torequire 10to 100times the “averagedo e” ofa 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 etcrmines 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 oftheantipsychotic effect of the phenothiazincs, all patients arc
placed on either a suitable phenothiazinc or other antipsychotic medication if this
has not been done previously. According to Hollister (1971), antipsychotic drugs
“contribute the most therapeutic benefits in schizophrenia—there is little direct
evidence that traditional therapies add more,"” and all antipsychoties produce a
postsynaptic dopamine receptor blockade leading to stabilization of the membrane
at the receptor site.

T: c site of action may als. be an enzymatic protein in the presynaptic membrane
adjacent to the intersynaptic cleft (Teller and Denber, 1968). They point out that the
defective protein at the synaptic site is probably quite small and that the antipsychotic
drugs arc capable ol changing 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, f 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 result in clinically significant symptoms even though
only a few sites arc involved. This may lead to production of reverberntivc circuits
in which apparent perceptions may occur, for ii.-ftnce, without external stimulation.
Also, in chronic schizophrenia there is a disturbance of internal inhibitory activity
(Saarma, 1968). and Saarma and Vasar (1970) have demonstrated that this disturb-
ance is positively influenced by nicotinic acid. Teller and Denber conclude that the
symptoms resulting from the endogenous genetic defect in schizophrenics are
similar, from the viewpoint of molecular biology, to those that are exogenously
caused by the psychotomimetic drugs. Bradley and Johnston made a valuable
contribution lo future research in thic area in their work on "The Molecular
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Pharmacology of Hallucinogens" (1968). Animal research until this time had been
based only or gross behavioral changes in response to the drugs being investigated.
Bradley and Johnston introduced the use of operant conditioning techniques to
determ.ae more subtle behavioral changes in response to a series of possible psv-
chotogens. Bycorrelating these more subtle responses to a series of structural changes
in 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 phcnothiazines 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
phcnothiazines so that they get to know thatchlorpromazine hasa“down" action and
is, therefore, useful when they are agitated, or upset, or have insomnia, whereas
fluphcnazinc, especially in lower doses, has an “up" action. An explanation isgiven
of extra-pyramidal side effects and the reason for prescribing anu-Parkinsonian
medication.

Patients arc 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 phcnothiazines are not properly called tranquilizers and that
ihat term should be reserved for drugs of the meprobamate type. This removes the
common prejudice against taking tranquilizers. Many patients arc either fearful of
tranquilizers 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 phcnothiazines is reduced as the patient improves and his medication
is shifted from one end of the phenothiazinc spectrum to the other, depending on
what phase of illness or recovery he isiincurrently. We have seen many patients whose
impairment was impeded by their being kept on the wrong phenothiazine due to the
mistaken notion that all phcnothiazines arc interchangeable. As an example:

A 28-year-old schizophrenic man was admitted to a hospital with paranoid symp-
toms. He was placed on 600 mg of chlorpromazine, following which tlw paranoid
symptoms disappeared, lie then became depressed and apathetic. During the next
year-and-a-haif he had psychotherapy three times a week, but did not improve and so
was discharged at the end of that time as having achieved maximum hospital benelit.
Medication remained the same throughout the entire hospital stay and lie was dis-
charged on the same dosage.

When seen at the clinic, he was still "down." apathetic, listless, and indifferent. The
notes m the patient’s hospital record indicated lhat this was thought to he due to the
schizophrenic process. At the lirst visit, his medication was changed from 600 mg
chlorpromazine to 5 mg lluphenazine ihree times daily. Within 24 hours the entire
symptom constellation 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 beneficial 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
rcsuits in increased patient cooperativeness.

Antidepressants 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 lirst brought under control with a phenothiazine
before the antidepressant is introduced.

Another medication which is useful in the treatment of schizophrenia is methyl-
phenidale hydrochloride (Ritalin"). If the depression is not too severe. 10 to 20 mg
three times per day before meals will alleviate fatigue and depression, as well as any
sedation effects from the phcnothiazines 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. Ovcr-
rcliancc on this medication can lead to a diminution of effect. It can be used to
potentiate the effects of the tricyclic antidepressants. This synergistic effect results
in an increase of blood levels of the antidepressants through enzyme inhibition
(Wharton et al.,, 1971). Overusagc by schizophrenic patients is rare, and in our
experience has occurred only in those who have a problem with multiple drug abuse.

An additional use for thyroid medication in the euthyroid schizophrenia patient is
in the treatment of periodic catatonia. In thiscondition, 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 case:

A 41-year-old housewife had been hospitalized IS times in the last seven years for
recurrent acute schizophrenic episodes uncontrolled by massive doses of chlorpro-
mazinc. When seen in the office between attacks, her HOD score was only 10. The
attucks were always preceded by a period of insomnia and often occurred during the
pre-mcnstrual period. In addition to megavitamins and a hypoglycemic diet, she was
placed on 4 grains of Proloid" daily at the lirst visit. Since then she has not had a
single recurrence—she feels and functions as though she 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 41) years, apparentK- many
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clinicians do not think of using it because schizophrenics are usually euthyroid. Thi
periodic catatonic is a readily recognizable subgroup of the schizophrenias and Ib
value of using thyroid in this condition has been reported by many researchers
includingGjessing(from 19320n, but recently see 1964,1967,1969), Danzigertd958)
Danziger and Kindwall (1953, 1954), Gunns and Gemzell (1956), Sourkes (1962
1970), Lochner et al. (1963), Mindc (1966"), Cookson et al. (1967), Jenner (1967)
Vcstergaard (1969), and Hoffer (1967). Thyroid can be used in treatment of the
recurrently ill schizophrenic as well as for other types of schizophrenia.

Hoffer 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 but found that few patients required more than 10 grains. All
researchers have commented on the considerable resistance of the schizophrenic to
thyroid hormone and in our 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 patients who do not present the classic periodic pattern; one will be
described later.

Mcgavitamins

We routinely use mega doses of four vitamins for a variety of reasons in treating
schizophrenic patients, and this lias-resulted in increased rates of recovery. It is still
not possible to predict exactly which patio fs 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 proceeding in that
direction and preliminary results indicate that there isa segment of the schizophrenic
population that responds to either nicotinic acid and pyridoxine or pyridoxine alone
and may eventually be identifiable.

Ananth. Ban, and Lehmann report (1972) that the therapeutic effect of nicotinic
acid in chronic schizophrenics is potentiated by pyridoxine. This was demonstrated
in a 48-wcek double blind control study in which pyridoxine alone, nicotinic acid
alone, or the two together were demonstrated to have a statisticalll significant
therapeutic effect. The therapeutic effect was demonstrable even though the patients
had been hospitalized for an average of 10.9 years, were 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 megavitamin 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 stigmata of propioceptive deficit, and primarily visual per-
al distortions is the least likely to benefit. The most significant visual perceptual
etion in this group of patients is loss of depth. This particular distortion, even

it is induced hypnotically in normal subjects, produces a schizophreniform
nse with primitivization and regression, as has been shown by Aaronson in
al studies (1967a, b, 1968). This type of patient appears to belong to a different
lemical subcatcgory of the subtypes of the schizophrenias,

e megavitamins 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
instrated that the phenothiazines elevate 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 effectivc-
of the combination requires correction of co-existing functional hypoglycemia,
.any patients, in our experience, recovery was prevented by lack ofadherence to
lypoglycemic diet. As an example:

A 26-year-old unemployed schizophrenic man had been ill for several years and had
been hospitalized several times, during which he had had shock treatment and all other
available forms of therapy. By the time he came to the clinic, he was surly, uncoopera-
tive, paranoid, and obese. The Glucose Tolerance Test revealed definite functional
hypoglycemia and he was placed on the usual regimen of mcgavitamins, phenothia-
zines, and a hypoglycemic caffeine-free 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 halfa case ofa cola
beverage per day and on week-ends he usually drank a whole case daily. Cessation
of the cola ingestion resulted in rapid, progressive itn| vement with noticeable
changes in behavior, communicability, and relationship with the family. His inappro-
priatencss and surly, gauche manner disappeared and he is continuing to improve.

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

. niacin and niacinam.Jc were found to be relatively ineffective in childhood
lizophrenics and '.'ss effective in adult schizophrenics with childhood onset"
awkins, 1967,19, 8b). Similar negative experiences have been reported by Roukema
d Emory (1970) and Greenbaum (1970b), who also demonstrated that nicotina-
ide alone in the treatment of childhood schizophrenia, except for improvement in
me individual cases, did not produce statistically significant results. It was Cott
969) who pointed out that recovery of childhood schizophrenics on megavitamins
as not possible until the hypoglycemia was coirected, and that unless this was
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done it was useless to proceed. The importance of this concept cannot 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 delaved
for long periods of time if the patient isallowed to sleep beyond 8 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 1 gram niacinamide,
I gram ascorbic acid, 50 mg pyridoxine, and 400 I.U. of natural vitamin E, repeated
four times daily. Although occasionally an adolescent girl will develop nausea as a
result of thisdose ofniacinamide and require a reduction ofdosage, this combination
is tolerated by the majority of patients without any side effects. The most frequent
complaints are 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 :0 esophageal
dysfunction associated with schizophrenia as reported by Hussar and Bragg (1969.
1970). Their study cn 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 chlorpromazine
medication had no effect on the swallowing mechanism. The conclusion of their
study was that "these 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 are available in capsules, which arc more
easily swallowed than pills. The ascorbic acid available in crystalline form can be
mixed easily with orange juice.

The maximum therapeutic dose of niacin ot niacinamide isabout l1gram per day
below the nausea-inducing dose. We routinely begin by using niacinamide and later
switch the patient to niacin if there are specific indications lo do so. such as the
existence ofconcomitant alcoholism, elevated cholesterol, or hypoglycemia, or if the
schizophrenia has been precipitated by LSD. Although the flushing side-effcet of
niacin can be controlled by cyproheptidine (Pcriactin") 4 mg four times daily
(Robie. 1967), the Hush unnecessarily alarms patients even when it has been pre-
viously explained to them. Ni.-cin 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; Liebcr and DeCarli, 1970) have demon-
strated metabolic pathways in alcoholics which may account for nicotinic acid s

8 Hypoglycemic episodes, for instance, will (rigger post-LSD "flashbacks."
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action in this disorder. Thus, alcohol, by way ofits primary metabolite, acetaldehyde,
competitively inhibits nicotinamide-adenosine-dinucleotide-linked aldehyde de-
hydrogenase, which interferes with the metabolic disposition of the biogenic amine
dopamine, producing aberrant metabolites. Prolonged consumption of alcohol
enhances the activities of the enzyme-reduced nicotinamidc-adenosinc-dinucleotide
phosphate oxidase. In this connection alcoholics have also been demonstrated to
have a deficiency of vitamin C as exemplified by a iower level leukocyte ascorbic acid
in control groups (Goldberg, 1970).

Although Saarma and Vasar (1970) report that with nicotinic acid there is an
appearance of clinical improvement between the foutih and sixth week of treatment,
in our experience the rcsponr.* to the mcgavitamins is generally more delayed and
not discernible until the thirl to sixth month. A very noticeable or marked degree of
improvement as compared to patients who are treated with just phenothiazines is
most obvious by the end of the lirst year.

Improvement can be speeded up by the use of parenteral injections of the mega-
vitamins. in which case a noticeable improvement begins within a few weeks (sec
Chapter 25 by Cott). Patients who have been on adequate oral doses for a consider-
able bngth oftime without improvement will often suddenly respond when switched
to parenteral administration. The ability of the intestinal tract to handle a given
compound is not the same in all persons (I aloon, 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 schizophrc. a have been described
(see Chapter 11 by Holler), including the recent work of Galzigna (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
aminochromes react with acetylcholine to form a stable complex which acts as an
endogenous hallucinogen They conclude that "if we consider adrenochrome 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
illness is provided."” Further work is in progress to demonstrate the nature of this
interaction with ascorbic acid which is central to the uathors' “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 i.-dopa-induced
exacerbation of symptoms in schizophrenic Parkinsonian patients (Yarvura-Tobias,
1971). Research is currently being done to determine the clliect of nicotinamide in
reducing the stress responses (cold pressor test) of normal students to final examina-
tions (lJovard, 1971, personal commun.). The contraindications for using nicotinic
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acid have been described by Hofferand Callback (1959). HoiTer(1962, 1969), Hotter
and Osmond (1966), Mosher (1970), and Newbold (1970), and have been reviewed in
other chapters. The four main contraindications to niacin are those of peptic ttl.er.
hypertension, diabetes, and gout. The niacin-induced hyperglycemia mav alter
insulin requirements in diabetics. The histamine-release, which produces the flush,
results in hyperchlorhi Iria in ulcer patients. The elevation of uric acid may precipi-
tate gout attacks, and if the hypertensive patient is on a rescrpinc-type anti-hyper-
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 (UoyK 1968). Here, obviously, the lowering of
blood cholesterol is sought, and it is a side benefit when niacin is taken bv
schizophrenics.

In the review articles mentioned earlier concerning the possible side effects of
nicotinic acid, several cases of possible hepatic toxicity were repotted. When the
effect of nicotinic acid in producing false positive liver enzyme tests is discounted,
tl scappear to be questionable. We have not seen any cases of noninfectiousjaundice
which diu not clear up when the phenothiazine was discontinued. In audition, we
have seen several cases of ir'.crcurrent infectious hepatitis as demonstrated by liver
function tests and liver biopsy. The majoi ity of patients who develop phenothiazine
jaundice were continued on the mcgavitamins 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 ail otlier 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 he a
remote possibility and treatment will depend upon the judgment of the attending
internist.

We explain lo patients that both vitamin E and ascorbic acid arc prescribed for
their antioxidant effects. Ascorbic acid alone has been shown in controlled studies to
benefit psychiatric patients as evidenced by improvements in their Wittenborn and
MM PI scores (Milner, 1963). The effect c.. vitamin C in preventing the common cold
has been reviewed 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 lo viral infections. For those patients in whom this has been
a problem, we recoimr-nd the sustained-action form of ascorbic acid in capsule
granulated form, which sustains ascorbic acid blood levels during sleep (Riecitalli.
1972) and thereby eliminates rcccirent colds in the majority of patients. We fre-
quently have observed minor relapses and setbacks in recovered patient, nresponse
to upper respiratory virus infections and a possible mechanism for this observation
has been described by Teller and Denber (1%8) related to abnormal protein
structure (si ch defects can occur genetically, or be caused by malnutrition, avita-
minosis, infection, toxins, or immunologic reactions). The greater retention ol
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erbic acid in schizophrenic patients has been shown by Cowan et ai. (1970) and
iously by Herjanic and Herjanic (1969) and VanderKamp (1966). Current
ies 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 some
viduals and it may cause false positive urine tests indiabetics who use commercial
le test kits. A case is also reported in which ascorbic acid shortened the pro-
'tnbia time in a patient who was receiving a Warfarin (Coumadinll) anticoagulant
scnthal. 1971). In treating over 0/OO patients with 4 grams or more of ascorbic
per day. however, we have not had a single instance of any serious side effects.
explain to patients that vitamin 136. pyridoxine. is necessary as a precursor of
itinic acid. It isan intermediary step in the biotransformation of tryptophan to
etinic acid where it isrequired for the hydroxylation of kynurcnine (derived from
tophan) to 3-OH-kynurcnine and for the further metabolism of 3-hydroxyky-
.*nine to 3-hydroxyanthranilic acid (immediate precursor '<onicotinic acid: Gibbs
Walshc, 1969). Vitamin 136 deficiency interferes with the metabolism of amino
s, proteins, and biogenic amines, and causes abnormalities of nervous system
vity in man. where the pathological clTccts of deficiency arc most marked on the
.sloping brain. Abnormalities of vitamin 136 metubolism have been associated not
twith schizophrenia but also with a variety of other abnormalities of the central
'ous system, and 136 deficiency at the subccllulur level may be produced by a
tber of antimetabolites (Knapp. 1966; Coursin, 1969). The antagonism between
min 136 and t.-dopa is a recent illustration (Duvoisin et al.. '969; Cotzias and
avasilion. 1971), Pyridoxine in high doses lias been used by Cott (1969) in the
tmcnt ofchildhood schizophrenia 'lie role of pyridoxine in psychiatric disorders
recently oeen 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 X 1972 This paper states that pyridoxine potentiates the action of
itinic acid, possibly by opening up the kynurcnine cycle of tryptophan metabolism
thereby decreasing the formation of indoles. In their study, already referred to,
doxinc alone had a therapeutic cll'ect in schizophrenics as well. In more than
0 patients we have not observed a single side cll'ect from pyridoxine administra-
of 200 mg daily.
is best to write down the medication schedule and the recommendations for
pand diet on acard and give it to the patient at the initial visit. It isalso advisable
tdicate 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 inst' ’ctions.
i summary, the addition of mcgavitamins is inexpensive and safe. _nd very
ilively influences the long-term outcome. Side elfects ofa serious nature are quite
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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, the 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

Because id' the severity of a patient's condition or situation, hospitalization may
either be equircd or elective. The average length of hospitalization for intensive
hospital tr latmcnt (which may or may not include a course of ECT) in our series of
patients over the last live years iseight weeks. Ten to twelve weeks may be necessary,
however, if the patient has been taking large doses of inethcdrinc (speed). ECT
rapidly reduces the HOD score, and this effect is most marked in the younger age
groups, as will be discu scd later.

Ifthe schizophrenia has been exacerbated by LSD or methedrineto the degree that
the patient is psychotic, then ECT, in our experience, is often necessary, as the
psychosis otherwise tends to persist, Il is also vcty effective with the depressive
aspect of the patient's iilness. which may be creating a suicidal risk. The response
to ECT isdillereni ifthe patient has been preparatorily pretreated. If, while in the
hospital, the patient receives high-dosage mcgavitamins both orally and parcntcrally
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 are 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 intensive hospital treatment and
even many of the severe chronic patients improve sufficiently so that they can be
discharged and treated as outpatients.

Patients who appear shaky at the time ofdischarge or have difficult home situations
orwho have become disabled by the longduration 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.

Parents' 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 suppor. ‘e 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 recovery. 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 overproiectivc
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 the drug culture because unless this is done he tends
to fall back into tne same drug usage which precipitated his schizophrenia. In this
type of group therapy, we have 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 the current drug 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 methedrine
elevate the HOD score—with the risk of “freaking out’’—they begin leaving these
dangerous drugs alone. They learn that these drugs are truly psyehotogens for them
and that many of them have had to be hospitalized for LSD- or speed-precipitated
schizophrenia psychoses. Patients inevitably discover that neither marijuana nor
hashish has a residual effect on their HOD score and, therefore, fora period of time,
excessive use of these two drugs may replace their former involvement with the more
dangerous drugs that are likely to precipitate hospitalization and psychosis. A., their
I11OD scores come down, the use of marijuana diminishes and they begin to function
again and return to school or to work.

Prolongation of the excessive marijuana smoking may be associated with altered
time perception, which should then be tested for with a liming 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 th.e meaning 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 intensifies pre-existent psychological conflicts and personality
problems, it is explained lo the patient that the initial phase of therapy will be
devoted to medical recovery from the illness and 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 elfects on the personality that there would be no
way of knowing, until the patient gets better, which of them arc results of the patient's
own personal problems and which are 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 of pathologic symptoms and behavior and when sober may have only

did or no indications for psychotherapy.

Most patients readily concur with this treatment plan. The majority of patients
wnl have already undergone previous psychotherapy, often of a prolonged and
intensive nature with a number of therapists, so that they arc seldom motivated to
take partinany 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 frcn previous
experience with psychotherapy were responsible for much of the bittci comment
about traditional methods of psychiatric treatment forschizophrenia which appeared
in the early issues 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 Professor
of Psychiatry reported his own disheartening experience with this dilemma (Kysar,
1968).

At the North Nassau Mental Health Center, live years of experience using the
orthomolecular approach were compared with the previous live years when tradi-
tional psychiatry approaches were used. This comparison showed that dynamically
based psychotherapy was of .ery limited benefit in schizophrenia. Although parent
counselling and educational and supportive therapy were demonstratively beneficial,
and often critically so, therapies based on theories of a psychodynamic etiology ol
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 cf 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 ofa therapist's absence or termination 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
tham those 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: (1)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
(1%8, 1%9). in which a comparison was made of live 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 committee of the Los Angeles Psychoanalytic
Society, and there was collaboration with many other authorities loo numerous to
mention.

In review of this work, Barnes (1971) considers the study to be the most meticulous,
intensive, complex, and comprehensive research design in the Held 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 'd to menial
health program administration ... it also leads us to wonder about the .fiicaey of the
various therapies used in out-patient work with ambulatory patier ,. 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 cllicicnt treatment lor
most patients. Electroconvulsivc therapy was tnc 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.

Another series of 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 alone, even with experienced psycho-
therapists. did little or nothing for chronic schizophrenic patients, even over 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 the
earlier findings of May and Tuma (1965) that psychotherapy alone does notimprove
the schizophrenic patient’s chances for improvement. In a further study oy Sliadcr
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 B*
therapist.

The findings of these extensi ,c studies arc 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.
Ofthese. 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 togclh r with an explanation of
the lack of positive clinical results obtained. As a matter of fact, ull of their case
histories end with the patient either dead or still sick with schizophrenia. In the second
book. Conjlicts and Reconciliation: A Study on Human Relations in Schizophrenia
(Stierlan, 1969), a similar lack ofclinical 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 pctienls who had been unresponsive to intensive, long-term psychoanalytic
therapy promptly responded to a medical regimen. Alter 8 weeks of medication
and/or liCT in a hospital, the majority had recovered. They are now employed, or
back in college, able to socialize and some married, flic following case is illustrative:

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

years had been in the hospital for psychoanalysis during which time he received no
drugs of any kind. The fannlv 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 disturbed 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, scvcrelv
depressed, negutivistic, and uncooperative. After 8 weeks of intensive hospital treat-
ment he recovered sufficiently to be discharged. Within a few months, he was gainfully
employed, and was taking college courses in the 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 he 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 are their experiences dis-
cussed at meetings of Schizophrenics Anonymous and the various schizophrenia
associations throughout the United Stales, hut their collective experience also was
expressed resentfully in the first few volumes of the Newsletter of the American
Schizophrenia Association, as was previously mentioned. Autobiographies by former
patients or their families reflect the same attitudes. In Search of Sanity by Gregory
Stefan (1966) and Gone is Slim/ow's Child(1-oy, 1970) arc typical examples.

From the foregoing survey of important sources of information, the evidence is
that psychotherapy based on psychoanalytic formula'ions of schizophrenia isof 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 il 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 dc la
Tourcltc’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 110D score is still elevated, the less interference the
patient experiences from the psychiatrist, the better will lie the result. Patients who
continue in dynamically oriented psychotherapy during this phase recover much
slower and lo 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
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recommend that patients discontinue that type of psychotherapy until thev had
medically recovered from the worst of their illness. Wh'*n this practice was followed,
results were much better—when patients did resume thc'apv, it was usually for far
different reasons than the ones fo; which they had originally sought it.

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

Inasmuch as the patients 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 hy the end of the lirst year problems relating to
returning to functioning in the various areas of life will be presented. The second
year is devoted primarily lo the problems of re-crMry into a social life, returning lo
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 itandle the family’s matching anxieties regarding resolution of
this conflict. Adolescent-type problems then typify the second stage of recovery,
whic :constitu‘*s the "re-entry" phase.

Dcring the third year, many patients will have grown and progressed beyond the
level of functioning which preceded their illness. Many will state that they are
"wellcr" than they were before they became ill, and at this tune 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 tint 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 lor
years; one characteristic of this state is the subjective certainty thr.t one has “always
been ibis way.” Patients may need practical advice as they enter atcas of life in which
they have never before ventured.

During the second and third years of treatment, when some patients marry 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
anyways in which they can prevent the occurtencc of schizophrenia in their children
or detect it early. It isimportant to advise the women to stay on the medical regimen
during pregnancy to prevent post-purtum relapses.
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nts, especially if they became ill during early adolescence, will have
dr :ablc. secondary neurotic gains—especially ".he fulfillment of depend*

and will continue to display immature child-like behavior even though

.ores have returned to normal. Some will tenaciously cling to the sick
>, ..ough itis no longer appropriate and they may require both explanation
of what 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
are often useful to overcome these delayed maturatio,.-*! problems.

The adolescent rebellion pattern may coexistor predominate, instead of the passive
dependent style. As is well known, this rray also be a reaction formation. These con-
flicts associated with thedcpendcnce-indeoondence growth phase may rcqu.re adroit
handling, as well as considerable forbearance. Families forget that schizophrenics
can demonstrate the same problems that other young people do in our culture and
that the problems that they arc 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 effective psychotherapy isan educational approach, which is Ol
considerable benefit lo 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 have changing symptoms, which merely 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 lo normal, specific conflicts may be
handled cither 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, are
probably stemming from interpersonal or psychological conflicts and are, therefore,
treated psychotherapeulicaHy.

The approach to the pn ient during the initial phase of the illness has certain

| parallels with handle , fie psychedelic experience, m that every effort is made to

influence favciably 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. liic importance of respecting the patient’s
extreme vulnerability when ins defenses are inoperative is paramount. Analogies
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between the schizophrenic and psychedelic experiences have been made by many
authors, including Silverman (1968), Hotter and Osmond (1967). and Laing
(1967).

Ifthe altered biochemistry of some people spontaneously sends them on a "voyage
of discovery into inner space" then their experiences should be made as positive as is
possible. This is also emphasized by Dabrowski 11964) in his book. Positin' 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 is a 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 “label.” A vase can be used to hit someone over the head, but that docs
not mean that vases are inherently damaging or evil. All labels are potentially
damaging—the fact that a person is labelled as American, Catholic or Protestant,
black or white, rich or poor, educated or whatever, wiil 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 way 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, il 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 in 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. E* en 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 yc,rs or

maybe forever.

RESULTS AND RESPONSE TO TREATMENT

General Problems in Evaluating Treatment Results
in Schizophrenia

Once it beco .ties known that a particular institution isusing a new or helpful approach
to an illncs'.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 are ignored by another. As Williams (1971) has shown, even identical twins
are not biochemically nor even anatomically equal. Matching groups of patients
with schizophrenia as to sigc. classical diagnosis, sex, or occupational group may
actually be of minimal importance.

Of considerably more clii.'ical significance would be the matching of grouips of
patients who are identical wii.h 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 of the medical model itself, forinstance,
has an effect in that the patient is allowed to he ill when he is ill. The nonspecific
elTeets of Selyc’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 he 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, o 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 into a ful-
minating crisis where the temperature might eventually reach 107 " or because his
temperature has been previously higher. w<fieh 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 die optimal dosages which take into account individual
variation. Fixed-dosage-schcdule 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 lends to be pragmatic and unimpressed by the polemics of
theoreticians. Most physicians are iware that the «If’ nate scientific explanation
of most of the treatments they use in oaily practice wul not he 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 public's objections to
psychiatric treatment. Psychiatry has generally been accused of developing treat-
ments which are totally impractical in that they are either extremely time consuming,
expensive, and drastic, they produce serious side effects, they fail to produce results,
or they are so objectionably named as to cause them to be 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 fora particular treatment. Intensive psychotherapy,
for instance, exemplifies many of these objections, and in addition often results 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-
tions for psychodynamic therapies arc extraordinary in cost and disappointing 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 lo commit
suicide was reluctant to take antidepressants 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 arc
experiencing.

In our experience with the orthomolccular-mcdical model-approaeh 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 different 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 arc 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 treatmcn, 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 of the family is not
a side etfecl of treatment. Patients are not advised to leave the family unit, because
the family is not viewed as pathogenic. A recovered patient may decide to leave a
family unit because lie 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 it is because he iswell enough to make il 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
Rubinline (1971), who stated that

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

The side elfccts that we have observed in treating over 5,000 patients with mega-
vitamins have been minimal and minor. We have seen no side effects from vitamin Il
except for loose stools in one patient. Pyridoxine has not produced side elfccts in any
case. Vitamin C in in the routine dosage of4 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 grams per day and
there has been no increase in uric acid level, nor attacks of gouty arthritis. There is
serious doubt as to whether ascorbic acid produces any significant incidence of side
elfccts. This was reviewed in an article on the subject in World Medical News. Vol. 12,
Issue No. 8, February 26, 1971. Patients who were pregnant were continued on
mcgavitamins with no untoward elfccts on either the mother or the baby,

Niucinumidc 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 bulfcred niacinamide
in capsule form, the addition of one tablet per day of meclazine (Bonine"). or by
lowering the dosage.

The side effects of niacin have been extensively reviewed inarticles by Ilolfcr(1969),
Mosher (1970), and Bovle (1968): the contraindications remain | tose of duodenal
ulcer, hypertension, gout, and diabetes. If niacin is not used in these conditions
(although it can be win. tdequaie medical controls) the only side elfccts seen are those



of the initial flush and occasional nausea. The flush can be diminished by takins the
full starting dosage of 1grant four times a day with meals and a glass of cold milk
in the evening, or by premedicating the patient with cyproheptadine (PcriactinR).
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 indefinitely). 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 requiring
its discontinuance. Niacin may also give false positive liver enzyme tests and should
be discontinued two days prior to the testing procedure. It will also cause hyper-
glycemic 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 grants of niacin daily for prolonged
periods with no adverse effect. In general, as both Hoffer 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 presence of the aforementioned oontra-
indicr.'ions.

Administratively, the orthomolecular approach provides several sizable advant-
ages. The cost, wailing time, and profes-.onal manpower for psychodiagnostic
testing arc 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 to the patient. When the cost of treatment in the average case is
prorated over a three-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. I. en in those cases where hospitalization is necessary the com-
parative cost is still lelatively low because the average duration of hospitalization
with this treatment method isonly 8 weeks, and rehospitalization isseldom necessary
except ma very chronic and severe case where the patient has been ill since childhood.
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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 :h;s treatment system.
I<sponse to treatment in individuals or groups can be demonstrated even before the
patient’s behavior begins to reflect that improvement. The following case is an
illustrative example:

A 34-year-old housewife developed schizophrenia posiparium. .She had been hospi-
talized and then treated unsuccessfully for two years. Wh n the patient applied for
treatment at the clinic she was depressed and relatively : nmobilized, with a HOD
score of 110. On a treatment regimen of megavitamins, hypoglycemic diet, pheno-
thiazincs, 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 hersymptoms linally 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
linally 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 lirst
year of treatment that she was no better, when in fact the basic disease process was
considerably improved. The obverse is also 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 :0 enormous that relatively
normal behavior may still occur in the face of serious degrees of illness.

Evaluation of hllcciivencss

In view of the previously described difficulties in evaluating treatment results in
schizophrenia, a variety of ways of demonstrating the elTccti".*ness of this treatment
approach can be described in terms that tire 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 trans-
ference responses. In this regard, it is useful for the physician to select from his own
practice patients with whom he 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 unreported data. A change in the patient’s
response then becomes readily apparent even though transmission of this observation
to others may only sound anecdotal and be difficult to demonstrate convincingly.
The following two cases are illustrative:

Case So. 1: This 33-year-old housewife and mother of three young children had been
overtly and severely psychotic with schizophrenia for live years. The family had
unlimited means and provided her with the best of professional help. She had been
in a number of hospitals and was treated bv many highly qualified psychiatrists, She
had had all Che psychotropic drugs in massive doses and in multiple combinations, as
well as several courses of electroshock therapy. Despite all this, her condition
bceame progressively worse. She was openly delusional, suicidal, out of contact, and
irrational.

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

On acombination of mcgavitamins, thyroid, hypoglycemic diet, and a small dose of
tranquilizers, she recovered in 10 weeks. She was discharged frot:rrilre*inv.~pwra.'4yearr~«
ago and during the intervening time has returned to full normalcy, including taking
care of her children, running her household, and becoming active in the I'TA and
other social activities. In addition, she is working at a part-time job. She is seen for
after-care visits at the clinic every four months, She looks well, feels well, and has no
symptoms. During February 1971, she was interviewed by a correspondent on CBS
News on nationwide television and she gave no sign of ever having been ill.

Case So. 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 dilferent therapists. Despite everything, she remained
"half well" 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 herself to be
a social fifth wheel and an embarrassment lo her family, who belonged to a subculture
in which for a young woman of her age to be unmarried ,vas a social disgrace. All of
the psychodynamic possibilities had been repeatedlv explored, but her condition
remained static. In addition to dilferent 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-free 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 first 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 but she was so hypeicritical
that seldom did they call her lor a second dale).

She now was able for the first time to hold ajob and get along with hcrsuperiors. In
the past she had always become paranoid and had either been fired or quit in a huff.
She subsequently married, now has two children, and functions normally as a house-
wife. All mentations 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 recover by all previously
tried methods,

HOSPITAL PRACTICE

Changes in the collective HOD scoresofgroups 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 of schizophrenia (Chiossone el al., 1969). In this study, all patients were
given both the HOD and OIT tests on admission and again on discharge. The same
patients were also 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 far as their degree of recovery, suitability for discharge, and scores Qll the
rating scale, the HOD scores demonstrated that there had been a marked difference
in response to treatment.

All patients were treated with phenothiazines, megavitamins, accessory sympto-
matic medications, group therapy, and all 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 cll'ect 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 paranoid and perceptual subscales. The purpose of com-
paring these subscales with the total scores is to eliminate the effect ol improvement
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in the patient’s depressive mshcales, as depression inand of itself is not intrinsic to
the schizophrenic process and is often only reactive. By eliminating the depressive
subscaie. comparison of the two groups demonstrates the substantial benefit of ECT
in the young schizophrcnicand it demonstrates that this is not due to the alleviation
of any accompanying depression, but 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 dilferencc between the
two groups. This study again supports the view that schiz phrcnia 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 'he patients were in a worsening
condition with a rising HOD score at the time of i.,eir admission to the hospital. In
addition, all patients were on the same diet and 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
mcgavitamins, which usually take a few months or even six months to @ year to
demonstrate results,

A follow-up study was conducted at the Brunswick Hospital during a two-year
period to determine the effects of the continuance of mcgavitamins on the recovery
rate (Hawkins et al., 1970). So that results of the study would be comparable to other
foilow-up studies reported in the literature, it was arbitrarily decided to use the
rehospitalization rate as evidence of response, as that is the most frequently cited
criterion. The pros and cons of utilization of rehospitalization rates have been well
discussed 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 S weeks.
While in the hospital, all patients received phcnothiazines mcgavitamins. and
adjunctive therapy. The diagnoses were confirmed by HOD testing and no cases were
included in which there was doubt about the diagnosis. At the tin e of discharge from
the hospital, mcgavitamins were discontinued in 85 patients. The remaining patients
were subdivided into subgroups taking the mcgavitamins for periods of three months
or lor one year. Tabulation of the rates of rehospitalization (to any hospital) over the
two-year period of study revealed that among the control group, in whom megavita-
mins were discontinued, 35 percent were rchospilalizcd. Of patients who continued
on the mcgavitamins for three to six months, 25 percent were rehospitalized. The
rehospitalization rate for the patients who stayed on mcgavitamins for one year
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or more was 16 percent (9 of 57 patients). The”2score 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 inegavitamin therapy and a 50 percent
lower readmission rate than for the patients in the control group.

CIINIC PRACTICn

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 is associated (for
example, with alcoholism, drug abuse or homosexuality). In evaluating 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 ye;>rs 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  :ng studied.

Positive transference reactions can be eliminated by a variety of tec. ‘'qucs which
are also applicable to private practice. Using patients as theirown controls isobvious-
ly the best. Looking for a difference ir recovery rates between patients who have a
positive transference and those who have a negative transference isanother common-
sensc approach. In actu.il practice, treating large numbers of patients who'arc
chronically ill and who have had a number of therapists and many dilferent 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 ease or disease emit, where it does not
work. In schizophrenia, which is most likely a group of different biochemical
ilinesses, evaluation of drug studies requires clinical interpretation. Asun example,
if the elfectiveness of a given antibiotic in treating pneumonia is reported in per-
centages. it can well be that of all pneumonias treated by a given drug, only 10
percent might respond. This might be taken to mean that the antibiotic is only
10 percent elfective. and therefore hardly warrants marketing, flic clinical fact may
be. however, that the 10 percent represents a particular type of pneumonia for
which the particular antibiotic is close to 100 percent elfective 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 address to the American Psycho-
pathologicl Association. The influence of the double-blind study on the actual
practice dinical psychiatry has been curiously nil. Not a single treatment used in
psychiahy \s discovered by the use 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 bva communications
problem (Heston. 1970). We have found that the most useful style of reporting results
to other clinicians is in 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 and unforbidding in appearance. Each olfiec is decorated differently so
that a schizophrenic patient is unlikely to feel depersonalized or lost, flic informality
extends to the waiting room which lends itself to conversation and is friendly rather
than institutional in style and atmosphere. It is not the kinu 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 stall'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 ar.d although it exerts considerable pressure on the stall’, 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 bv the end of a
year. The patients who fail to improve are, as stated previously, usually those inwhom
the onset was in early childhood, and they are further characterized by low HOI)
scores, primarily visual distortions, and the stilted postural attitudes indicative of an
underlying proprioceptive disorder of longduraiion. This latter groupconstitutes the



664 |V | A Practical Clinical Model

minority of patients, and of them only about half will improve.5 Also, they do not
show the complete recovery which frequently occurs in thv more favorable group.
Even so, the improvement may be in areas which are extrcr sly important to patient
ar.d family, so that limited improvement may still be of considerable importance.
The following case is an example:

A 30-year-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 o f.'sulin shock treatment plus a total of 125 elcctroshock 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 reported 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 was placed on an overall treatment regimen of hypoglycemic diet,
mcgavitamins, phenothiazines, and thyroid. She responded very slowly, but by the
end 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 affect was Hat, 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 megavitamin approach is effective in other conditions associated with an
elevated HOD score, such as alcoholism or post-psychedelic drug reactions. It is the
most effective treatment for post-LSD "flashbacks" ofthe type reported by llorowitz
(1969) and far more efficient than psychotherapy (Holler. 1972). It also is of benefit
to some hyperkinetic children and also to some with learning disorders (Rossi, 1967,
Green, 1970, 1971). There are 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 t .egaviiamins on convulsive disorders but
the hypoglycemic diet has h*lpcd several. Mcgavitamins arc also ineffective in
manic-depressive or other psychoses. They arc also ineffective in the psychoneuroses.
(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 bv a research studv conducted by the Institute for Child
Behavior Research in which it was reported that 50 percent of the children responded lo
mcgavitamins (Rimland, 1970. 1972. and Chapter 24 of Hus book).



treated six patients with prior lobotomies and none cf them responded to the treat-
ment although their diagnosis was definitely t-. at 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 Ovesey
(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. Hy prophylactically increasing doses of medica-
tions immediately following delivery, this complication was prevented, which was in
marked contrast to clinical experience of years past. On the other hand, several
patients who had previously recovered and then stopped all medication became
pregnant and did have postpartum relapses.

Thcrcapeutic results do not depend on a positive transference. Its presence, how-
:ver. is helpful, not so much to the eventual outcome as to the case 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-ycar-old man with chronic paranoid schizophrenia of 10-years duration had
been given up as hopeless after many years of treatment. The family kept him home
in an upstairs room where his condition was disturbed and dishevelled. He screamed
obscenities at his hallucinatory enemies, refused io change domes, refused to take
any medication, and exhibited no interest in eexternal events. The family cunic to the
clinic, learned of the megavitamin treatment and worked out a combination of
vitamins titrated with bicarbonate of soda and flavored with chicory, which was then
placed surreptitiously in all of his beverages.

Alter alew months he began to respond and improve, and at that point a small dose
ofthioridazine in liguid form was added to his formula. By the end o f the year he had
become a clothes dandy, carried on a normal conversation, was no longer hallucinat-
ing, was culm, read a daily paper, watched television, and answered the telephone.
Two years later lie continues to do well and is planning to live on his own, which has
created apprehension with the family, as they are still reluctant to inform him oftheir
secret treatment. When they finally tried lo persuade him to take mcgavitamins he
said he didn't think he needed ihem as he had been doing pretty well on his own for

the lust few years!

Getting patients to take the medication and stay on it is seldom a problem,
specially after 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 reiapse. 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 in animals and isa common clinical observation. This pheno-
menon does not appear to be attributable to the mechanism ofdenial, although that,
too, may at times 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 Cott (1969).

As patients recover, certain questions tend to r>cur. 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 are able to follow a story on television. When the
HOD score isclose 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 isa favorable indicator.
It is usually some months and, in many cases, close to the end of the first year of
trcatmenl, before concentration returns to the point that the patient is able to
remember what he has read, and we advise him not to return >0 college until this
capacity has returned. We recommend that the patient take 6 credits the lirst semester
and if that goes well, that he take 12 credits the following semester and then 15
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 or as soon as the patient feels"up to it." Itisacommon observation then
that the patient is capable of returning to work sometimes the very day following
discharge from the hospital and yet he isunable lo take evening college courses for a
v vcar.

As has been pointed out previously, wc avoid ii 'mg 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 elfccts 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 over having
had this experience forced upon him in the past can he amazingly severe.

Lastly, it is on the administrative level that the effect of the orthomolecular treat-
ment approach first becomes most strikingly apparent. There isan almost immediate
disappearance of waiting lists. There is a marked reduction of diagnostic testing
costs and time. There isa progressive increase in the case load within the same budget
and manpower limitations, and there isan 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 ofsuch interaction also increases greatly. The
preoccupation isno 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.

Another response noticeable to administration is that sizeable numbers of patients
who were on welfare at the time they began treatment will be oil 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 Anonymous groups that did not use the orthomolecular-
megavilamin 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 mcgavitamins.

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

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-time-
treatment failures, and 400 of the 507 cases had been sober for two years and more,
which isquite remarkable considering the 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-
schizophrenic 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 lor soft drug users
(Kinsman Hall, New York), almost two-thirds were found to have abnormally
elevated scores and they were unresponsive lo the intensive therapy until placed on
mcgavitamins (Palmer. 1970; Hopper, 1970, personal commun.). The experience of
this halfway house could be expected from the work already done on the use of the
HOD test with psychedelic-drug users by the LSD Rescue Service which is in
opcraticn in major cities throughout the United Slates (Peters, 1971, personal
commun.).



668 [V 1 A Practical Clinical Model

The LSD Rescue Service has for years relied primarily on giving megavitamin doses
and on attempting to raise blood sugar level t.e counteract adverse psychedelic drug
reactions. It is notable that they have discovered that high doses of thiamine hydro-
chloride have been found to le beneficial in reducing the craving and return to the
use of mcthedrine (speed).

The use of niacin and niacinamide in ameliorating LSD reactions is well known
among the more knowledgeable members of the drug subculture and has beer
reported widely in the underground newspapers. The Hippy's Handbook (Bronrtevn,
1967) details this use under “Rx for a Bad Trip” and also has this to say about
psychiatry, "Without one single exception, every h ppy interviewed had, 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 Advice"
section of Abbie HotTman'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 mcgavitamins for tic "drug wipeout" is described in the
Do It Now Foundation's Conscientious Guide M Drug Abuse (PawNk, 1971).

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

We can compare the results of tiiis 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 arc able to
return to work, and according to Caffcy et al. (1970) oniy 15 percent of patients who
had been hospitalized forany 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 arc
readmissions and in this percentage are many patients with multiple rehospitaliza-
tions. As compared to these overall large-scale sta'i.dica) guidelines, it would
appear beyond any doubt that the orthomolecular psychiat,ic approach offers sub-
stantial and valid hope to patientsand 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

Following the diagnostic process, the pu.,eni is given the resuits of the tests and the
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 mcgavitamins. 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 after the HOD score has returned
tonormal may be dealt with by psychotherapy ifthe patient 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
arc used to explain and illustrate many of these principles. Evidence is reviewed to
corroborate the experience that psychodynamically oriented psychotherapy docs
not influence the basic disease process itself to any statistically demonstrable degree.

The patient group most responsive to the orthomolecular approach isldentified by
an elevated HOD score, which demonstrates perceptual dysfunction. The majority
of these patients recover by the end of the lirst year, re-enter life's activities during
the second year, and in the third year arc 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 arc useful to the clinician.

The orthomolecular approach is very practical. There is a high degree of accept-
ability and it issuitable fora wid. range ofapplications in a variety of settings such is
private practice, hospital, clinic, halfway house, and a diversity of groups. Because
patient visits arc widely spaced, there is a 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 ccitain vitamins in high dosage are enumer-
ated and toxici.y is reviewed. The positive safety and cost factors are augmented by
the establishment of a specialized laboratory.

We have described the effectiveness of this overall treatment approach with
several thousand patients over a live-year period. Its evaluation in priva.-; 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 studv utilizing group improvements in HOD scores to
demonstrate the effectiveness of ECT. This study demonstrated the defect of be-
havioral rating scales and the marked ctfcctivencss of ECT in amelioration of the
schizophrenic process especially il the younger patient. The results of a two-year
follow-up study to evaluate the elfect of continuance of mcgavitamins Oll 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 megavitamin group.
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The patients most iikcly to respond to this treatment have elevated HOD scores
associated with schizophrenia, or schizophrenia plus homosexuality, psychedelic
drug abuse, or alchohoiism. 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
ofschizophrenia. The system is related to a variety of other treatment settings where
a large body of positive results with this approach have been reported ovcrthcycars.

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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9 1820020 Alaska

Liability of HoapiUl for nrgligcnee of
nurae oMiiting operating Burgeon. 29
ALR3d 10C5, o

Ho»piLa!'Hliability for injury or death to
patient resulting from or connected with
administration of anesthetic. 31 ALR3d

Lial ility ofhospital fur refusal to admit
or treat patient. 35 A11131 841.

Attending phymcian‘a liability for injury’
caused by equipment furnishéd by "hos-
pital. 35 ALR3d 1068.

Hospital's liability to patient injured
?oing_to cr using bathroom or toilet
acilities. 36 ALR3d 1235,

Liability for negligence in diagnosing or
treating aspirin poisoning. 36 AlLR3d
1358

Liability of one releasing institu-
tionalized” mental patient for harm he
causes. 38 ALR3d 699.

Medical malpractice in com --".ion with
diagnosis, care, or treatment "1 dirbetee.
42 ALR3d 482.

Hospital's liability for igjury a' t*«Ry
caused by impro(fer diet or “fec-din* of
patient. 42 ALR3d 736.

LiabilitY‘ for injury’ aIIe.gedI%/ resuiting
from .negzll%ence in- making hypodermic
injection. 45 ALR3d 731.

Liability for injury or death from blood
transfusion. 45 ALR3d 1364,

Liability of hospital for ii\jurg caused
tlhzré)éJgh assault by o patient. 48 ALB3d

Hospital's liahility to patient for injury
allegedly sustained from ahsence of partic-
ular equipment used in dingn'ais or
treatment of patient. 50 ALR3d 1141

Hospital's liability for negligence in

Statutes § 1820020

selection or appointment of sUfT physician
or surgeon. 51 ALR3d 98L )

Liability for injuries or death resulting
from Ehysmal therapy. 53 ALR3d 1250.

Liability of hospital, or medical practi-
tioner, under doctrine of strict liability in
tort, or breach of warranty, for harm
caused by drug, medical instrument, or
similar device used in treating patients 64
ALR3d 258.

Liability of physician or hospital in the
performance of cosmetic surgery upon the
face. 31 ALR3d 1255.

. Liability of hospital, other than mental
institution, for suicide of patient 60
ALR3d 680.

Validity and construction of contract be-
tween hoSpital atu., rician providing for
eﬁ%lélsive medical services. 74 ALK3d

Tort liability of physician or hospital in
connection with organ or tissue transplant
procedures. 76 ALR3d 890.

Recovery for mental or emotional
distress resulting from injury to. or death
of, member of plaintiffs family arising
from physician's or hospital's wrongful
conduct. 77 ALR3d 447.

Malpractice in connection with diag-
nosis of cnncor. 79 ALR3d 915.

Patient tort liability —of rest,
%%rivalescent, or nursing homes 83 ALR3d

Arbitration of medical malpractice
claim. 84 ALR3d 375.

Malpractice in  connection  with
elcctroshock treatment 94 ALR3d 317.

Application of rule of strict liability in
tort to person or entity rendering medical
services. 100 AL.K3d 1205.

Sec. 1820020. License required. No person or government unit,
except the federal government, ncting severally orjoitly with nnother

Rersqn or governmental unit may
05ﬂt2al in"the state without a licénse. (8 40-6-3ACLA 1949, nm § 3
SLA 19%7)

ch

Cross references. — As to requirement
for certificate of need lo construct or al'.er
a health care facility, see AS 1H07.011—
1807.111.

Opinions of nttomey gcnern). — A
nursing home is considered u hospital for
the purpose of the licensing provisions
1963 Op Atl'y Gen,, No. 7. )

If a person establishes n hospital which
gives general and mrdlcnl treatment and
in addition provides nursing service, both

gstablish, conduct or maintain a

aspects of hospital operation are
nonetheless within the same hospital, and
there is nojustification for breaking up the
operations of one hospital into separable
units for licensing purposes; therefore, one
license should be required for the entire
R‘osp7ital operation. 1963 Op. Art') Gen.,
0. 7.

Collateral references. — Licensing

und redgulation of nursing nr rest homes. 97
ALU'd ! Im7.

28
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See. 1820070 Application and fees. Application for a license
shall be made fo the department upon a form provided by it. and shnll
contain the information the department requires, which may include
affirmative evidence of ability to comgly with the reasongble stan-
dards, rules and requlations prescrined under AS 1820060 —
1820080. Each application for n license shaj! he accompanied, b¥ a
license fee of 810, The department shall deposit all fees received in the
Btate treasury. (§ 40-64 ACLA 1919

Sec. 1820040. Issuance and renewal of license ana posting.
Upon receipt of an application for license and the license fee, the
department shall issug a license if the apgllcant meets the require-
ments established under AS 1820060 — 1820.080. If the Sg%ant
does not meet the requirements established under AS 1820060 —
1820080but makes continued efforts tocomply with them, the depar -
ment may grant him a temporary or Provmonal 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
npprovul by the department of an“annual report on the uniform date
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 transterable or
assignable except with the written approval of the department.
Licenses shall be Eosted in a conspicuous plau’ 'g the licensed prem-
ises. (§ 40-35ACLA 1949 am § 4ch 112SLA 1%y)

Sec. 1820045, Insurance required.
Repenled by § 40ch 177 SLA 1978

Editor', note. — Tin* repealed rectlon  ch. 177.SLA 1978 in the 1978 Temporary
derived from 6 39, ch. 102, SLA 1976. and Special Act* and Resolve*.
Ai lo purpose of repealing, ""t, see 1 1,

Sec. 18.20050. Denial, suspension or revocation of license. The
de?artment may deny, suspend or revoke a license in a case in_ which
it finds that thére has been a substantial failure to comply with the

20030, (§ 4066

requirements established under AS 1820060 — 18,
ACLA 199

Sec. 1820060. Re%ulanons und standards. The department
shnll adopt, amend, nnd enforce rules, re%ulatlons and stnndurds for nil
hos%tals designed to further the accomplishment of the purposes of AS
1820010 — 1820170 in promating safe nnd adequate treatment of
indiv.dualH in hosRnals in the interest of public health, safety nnd
welfare. (5 40-6-7 ACLA 1949)

Sec. 1820070. Cumplinnce with regulations. Each hospital in
operation at tho time the department ndopls rules nnd regulations or
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Council under § 1524(cl(21(A) of P.!. e3-641 und only nfler con-
siriemtion nfcomment und advice of the Advisory Board on Alcoholism.
In awarding grants, the der)ortmeﬂn,t,s.halll further consider the amount
id money Hint jo HViiihihlo lor oil iilifilit"itlioioi nod whelher on iipplim-
lorn wouh!l inidlhlllc to the won* development, of a roiiipridieiiMivii
prograni of alcoholic rehahilitatinn and prevention.

(cl (Srants shall be awarded in a ratio of 90 percent state money lo
vlddpercent community money for the costs o.ffgrowdmg stalTand lim-
iled |m.Prove_ment, renovation or new constriiclion of fin 'lilies for olco-
holic ilelnxifimImn, rvhidiihtiitim or "half-way house" care. The
departmeat may waive all or part of the re<|uirenienl Ihat state money
he mulched by community money if the department finds that comma-
mty money is iinavailahle and waiver ol the requirement is in the heal
inteiesls of the slule. No graiil for improving, renovating or on-
stra|l|n% may exceed $11 1?1except when there is a lock ofapplicants
for availalile' money and then only with the approval of the Review
Board mi Alcoholism. The department is not required to award il
money available under lliis program, or the fall percentages specified
in this subsection, when niiolher source of money is nvoihihle or cm Id
reasonnlily he nimle available la the applicant.

(til Money used hy the applicant to qualify for slate money limy lie
from nny source oilier Ihim the shite Thecostofdevelopm? nn applica-
tion is not reimbursable from the grant. The value of real property to
lie used directly in conjunction ‘with the .?rant may he used in
calciihiting the required iliimm1 of co'iammily money, as allowed hy
reaulal\t‘mns af the dehpartmegt.d der th o unless th i
8). rant may he awarded ynder this section unless the applica-
tio ) mc?uges n pla¥1 wh% prowHeg for o PP

éll the.exrﬂendﬂur,e of Rrant IlaaIC tfo[ ?Jh,ru.lmn and other
pr ventlitivo Tiioimuri's, or the Ircolment of iilcoliolicir;

(2L the reception ofadvice and comment from a local advisory linuril.
or, if a local advisory hoard cannot he formed liecnusc the urea is
sparsely populated, from the governing Innlien of private nonprofit
health nrgir]mrnlmns, rega[d|n? the design, impleniciilulion, mol aval
antion ofTlia plan and action fo he Inkcn;

(3L goals, expressed in gininlifialile terms that express the intruded
!m&),a,ct af the a sistnncu [J.F.O\[Ided under tho plan upon the number of
individuals aeedlag or utilizing such .isinnce;

tir rumilinnlinn will, Ihe %uuls und uhjerliven nfélie henllh aynlemn
plan developed hy Ihe henllh svslenoi ngi‘urion under & Ifit.Tlidi"J! ol
I'l.. 03-641.

Ify The department shall monitor the implementation of the plim
required under lei of this section, and shall terminate Paym,ent ofgrant
lummy it 1he plan, piIDel implemented ol approval ofthe piogriun m o
EAubhc ei pimile lionfnmnl pleginlo on.lei "\;l v)";|; vminu | gisoled

dill mm yenl ul llm iiumd ol (lie glillll, or n liHnpellilisl, levnl.eil,

tt 47.30655 Whi.faiie, Social Sf.iivices anii Institutions §47.30655

limited or restricted. Modification of the plan required hy (el of Ibis
SE?HHH mus! he approved hy [Im department before implementation of
it modificntimi, . , o
lgl The drpnrimonl sloill provide management t|a|n|n%.|o.r. persmm
inhiiiuiiileim g o progeiiin reeeiving grind money under Ibin iieelinu
Ihi If Ihe li*pirfiuien| determines, after the nworil ol i grind under
Icl nf this section, that the community is callable of hearing a greater
portion of the cost ora program than originally determined, the depart-
ment ma . .
].'Llred)ﬁce the award hy lim| Parnon of the cost of o program which
the department subsequently determined the community could hear; nr
(2)t erminalo payment of the qrant entlreI?/, @ 2¢h 100 S|A l%
I Al h

am % 1ch 1651 A" 197 am #].2¢li I6ST.A 1978;im 53¢
SILA 1978 inn & 1ch H1SIA 19D

Effect nr iiniriiiliiiclils. - 1'lie 1980 *“mimiiinnty mnnry" nenr die In'guming of
nin'l:iiilmcid sohsldidisl "90“ fur 787, unit eiiliscrll.ui (cl, iimcrlisl die Msunit -in-

fur “iBi”, ilrli'Inl *cHii‘pt llint in lenre n( milisccliint let, noil MiltuM ilcd

iiiiiiiiniliivi.il Hi‘riginllisl iin (iiivellv MI'ilH  “Itevlew™ hit *A’lvli.ury” Hem llie elnl ot
the iaitin ohnll lietHIiNircllt olll1lliniiiiev lo die llind iMSdelne ol rtlliNei Hull Irl

1 i i1l diiiiiiMMiilly imiliey™ InlhoilMg

Artie'e 6. Mental Health Program.
Section

G Firndfii el N ofipionni'M

Sec. 47.30655. Purpose, The pur%ose of this meﬂor revision of
Alaska civil commitment statutes (AS 47.30660 — 47.30915) ih la
m|ne_,n||?qunlel¥ protect Ihe legal nghts of perﬁons suffering from
incidiil |llness. h,? legishdlire Tias nltrmplril In haluuee The iddivill
(Uil*ir 1=iinl jE 1 il rigid In phyoiciil ihmly and Ihe slide’s hileres| in
1]1Frotect|,n society from persmm who nm gangermm tool Iters; and
prol or | mg HirsmiH who are dangerous lo themselves, hy providing tin
Elr_m'esu sill'equm’tls til nil singeS of commitment proceg mf(];s. In “midi-
Hl,nt, Ine follown,; peineiplesof modern oienlol henllh cure hove guided
Im revision

|1l Had persons he given every opp_oilim,lty lo nccepl vnhmIniy
Lestmeld heforo involvement witli the jiidieinf system;
121 Ibid |HTiinns lie Heiiled ill the Irusl nodiielive iillmndlve envi

niiiiiieid euiiMinteid with llieie HenHnenl needs; .
111 Ihat In*stmeid occur os praniplly os possible and as rinse lo the
illlliviihinI"x_home as possible;

il llisl i system of mental henllh riiumunily facilities unn snjipoils
ho NliithiMo,
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tf.l llial patients he informed nftheir — rightsmill lie informed of
mill _%Illowed In- [l el in-tlu'ir treatment ¥ gram i much as
ossible; o , .
p” I t?\at persons yho lira mcutallr?/ ‘II hut notflan%etous toothe[s lie
ciinnntlcil only it there 1s n misninhlu cx|icctalim il inipritvini; llicir
mental riinililiin. 1 ch HI SLA ItIHII

t-Jditnr’N nnU’'N. The p.irriil In-lim] hy 1hi* rcvinnr nf Mntulrn ptirminnl In AS
rh|Ht'<xMi in llic* litsd M'lilrmv Wni mlilnl 01 OfiOlll.

‘See. 1730000. |’nwera mill iinicq nfilclinrimen]. The depart-
nieul is the incnlal health iiuthurity of Ihe slate anil shall

111 administer a comprehensive raN;ram for the prevention. of
menial lllness anil the cine anil Ireal meal ul Ihe mentally ill, includin
|n?.,|lle||| ami oulpatient cure atnl tietmeiil anil Ihe procurement of
services nf specialists or other persons on a rolilriiclual or other hasis;
_\2l lake Ihe nctinnn anil uuilertake the obligations which are n,?ros—
sinv o Pa,r,t,lupate In_felleral plants in aill r,q%rams anil accept fcileral
or oilier titanrial olil liotil whatever suiinei‘tin Ihe sillily, exninina
lion care, anil Irealinent ol the mentally ill;

till ailminisler AS 47 30.060 — 4730016, » .

(@) designate, operate, anil maintain treatment facilities equipped
and qualified to provide inpatient and outpatie .t care and treatment
for the mentally ill o

(61 pravide for Ihe placement of mentally il patients in desipnated
treatment facilities; . _

(til enter into arrangements with governmental agencies for the rare
or treatment of |he ‘menially Il in facilities of the governmental
agencies n [he stale or in another stale;

(71 enter into contracts with Irealinent liicililies for the custody and
rare or treatment of [he mentally IlI; .

_EHI enter into cimtracls which incorporate safeguards consistent
with AS 47 il - 4730 Olband the [?reservatlon of lhe civil rights
0| the patients with another state I'm lie c,ustod%/ ami rare or treafment
ol patients prewouslﬁ committed front this state under AMILH.L.", see
[I'et aeq., and IM. Kill, Htlll Congress. 2ml Session, 70 Siot 700;

11 prescribe the form of applications, records, reports, requests for
tdense aw (ionsents to medical or pnvchologiral frcilmeit! inquired hv
AS 1730t 1730 016; - .

1101 require reports from the head ofa treatment facility murcrning
the rare of patients; N .

(111 visit each treatment facility at leant annually lo review
methods of care or tiealnient lor J)a lents, 7

|ﬁ'1.'!,Wu'"th;0|e<0||||d|||nto made loo patient oi no liileienled put v
on helioll ol & potlent,

1till

§47.30670 Wkikaiik, Social Services anii Institutions § 47.30676
m dele(tl,ate upon miiliiol a%reement toanother ofTirry or agency ol

il, or a poliical subdjvision of

he state, or a treatment facility desig-

natgd, 3%? Iéj tht(aj duties and powers imposed upon it hy AS 47.30)
— 4730016, and , . .
(141 adopt rggtflanons o mglement the provisions of AS 47.31.6li0

—4730916.1S"I ch 84 SIA

KiUtor'* nolcj». — Sorlit*n f*.rli HI. SI.A
1081, ;*riivi*l*-il “K*ci'|»l v pniviiliil itt Him
Aii. tinl [nMvinHiiix i»f AS 47 OIHWUI
47 JHMTI flint Ird Ity wr. 1 til Illin All du
mil In Il t'itM'Ivi'M im pair liny ntlion toki'n
in n pint T<liii); prmImp undrr MiMulca in
rflrcl Im( r&* Oi'luliri 1. 1081, nor do th«*y

npply ndrnnclivfly lo tarminnlr tin*
ililrntion of n pemon pM-vimi-lv
niiiiinillii! iimItr minlim.n in rlittl In-lon*
Oflolirr 1. 10MI. Ilfiwrvct. *0 iliivn idlrl
Oiliilnt 1. 10HJ. (In* priiviniitiH ol I1iln At |
npply * nil person* niiimtiHod under ninl-
ultt in ofTirl before October I, I1IHL"

Article 7. Vnlmitnry AdmisHiim for Treatment.

$170 standard* for voluntary ndmiwdnn

.7t Nolirn of of((ltfin »

<mii 1Hm hut[*0 Of voluiilnry pallt'itlit

(inr* of inti-nt li* Imvi* Intililv,
M

I'ditnr'NimIrM. Section 8,cb HI,SI.A
1ML, pmyviilril “Knii'pl in prnviilnl 10 (lilt
Ail, Hi* provision!* of AS 47.*t(Ifiwl -
47 'KIMIE ritAdnl liy rut 1 "f Hill* Art tin
h*t in Ilirm»r|vi*i» liopnlr nny iu Hon taken
11 1 ptorcnlinf* piMolmi! iintl* r ntntutrN lo
«liftl In‘fod* <>*loiter I. IOHI, nnr 110 tboy

Hit Himi

fiilll  Ailnilmiiiiit *fmutarn under 11 yrnrn
of iirp

fflift. NollIC nf li'ipioM for frliitw ol
lil*i*1it lotifrt 11 Vol H[* 11001
HELP T 1 [l HHitioil* n

npply retroactively to terminate llu*
detention of » |*-r*nn previously
ifiiniulllfil under t*inloilll in I*ffnl tu‘fom
Ottolti'i 1. HIHI However, "Hl days idler
Oclolter I, ItIHK, tin* provision* of lint Act
npply to nil [H*rM>imcommitted Under hint
otnt lo elft'ct before Hcloltri I, 10HI.”

See. 47.30670. Staiulnrds for voluntary ndmisslon. A person t |
years of age nr older inny la* vojuntarily admitted to a trenimenl facil-
|t¥n|f lig IS mHterIn&from menial illnesn and he voluntarily signs Ihe
m

llaalial papent.

| ch HI SI,A"IDHI)

See. 47.30076. Nullee nf rights, ?o Upon Ihe apé)lic,ation nfa per

nan lar voluntary ndmiaaion, or ol Ih

£

ime nperson fidmitlod tllidei” AS

47 lenrliea Ihe age of I |, he alnill he given aropv afhe fnllawin
dmﬁﬂigﬁ?s i ﬁge hed 1 'ngwlv ieronsri g

wliirlr shnil"lie explained to hi

On licroasnt v.

1M1 miljce of liglila as aid mil in AS 47 30H26 4730 Htlfi mnl an
explanation of any document nerved upon him; and

<1 notiro thill should he desire lo leave al n lime when |he

liga[ltielll facility de"cruhjep tlint Tie in menially ill and w. u result is
Iﬁbt ﬁ R s o i i
the R R B Al P RSt ol m'ga'?ig.ﬂggh et
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ilq_ [T iim applicant_fur voluninry admission_does nut understand
ml 1r|‘|h|-|||"E|°Kpmﬂ'|ﬂftm shnll'he given in 1 hinipiiipo ho undcruliillds.

S, .|7.:iO.S|HII., Dini'Imrgo, nfvi,i_IiinInrdy_rEnlii'IiIN. A |mtiiit wing
ini Imipar nmols tin* standards eatinlisimd in AS 7:0b70 nil h
.= Innpod fimn-flio Ironlinonl futility. (4 1 ch HI SLA TIIHII

Set. 47.1IIMiH!. Notion of intonl (fo lonvo futility; oiiiiiinilniont.
A voluntary patient w,||,I[) inM ¥0ur§ of npo or oldor nnd who dosiros In
I(%n,vot n Ilr(%nlrlnonl fm|I|yfmus suliinit otﬂo facilit nwn,tltten nomco
nf intonl to lonvo on i “form provide im o facility. Upo
(Ijm '”h""-'aFT'“'QSt-.'Fi-Oll'“P- tho pﬁhouﬁj s%??? ho 0V.|ﬂn n Pl'd {n wnﬁlngtﬁng

isrhnipi'll..inimi"iliuloly or given. wrillon milirg .tlint invnhmtnr
I[!Iﬂ,l,ﬂlﬁ]l}lﬂ ||||‘poH|n*o¥Iw|llq1o |n|||n[0|| a amst%lm Tho trnutmo,rﬁ
Imfmly may dolnin in* pntiont fur no morn finn 4Hhums odor roooipl
otlho patmitt's [”IHC.I.*IH lalput I.rf Ionv% In nnlor toinitinto involuntary
riinnitini 1 prill or'lilipn 841|I HI'SLA™llIHT)

San. |I7,.|I|I.t|tH?]. Ailmisslon of minoro niiilor I,Eyours of. ge@
A millin® tinder tho ago of I I tony ho laliaitit'll for lil “nyir oviihTitin
diagnosis, nnd |rontmonl at nili*signnled tronlmon] facility If hin

nront.?r Rlu,nrt inn S|gns th%ndm|55||m pnpors nnd if, in llio opinion of

0 priifosKi'itml portion In charge, . ,

lio inpi nvol;r dinnlili'd or in suffering from monnl Illn?ns nnd tin
nronill ie in likely to mtino sariimn Ilium to himsolf nr ntllorn;
lilt tloro in na loss rontrirtivo nitornntivo nvnlinlilo fur hin

trontmonf, nm . . o -
Sw hhorn IS rons%n {n holigvo, t?at llio gatlent's moninl rnndilinn
rodnl hr mprovoil hy [lio rmirmi of tronimont. - ,
_ih) Tho minor may ho rnlouni‘d | v I||Q,,ILonImont,,f?c|I|tP/ nt nny limo
ingini: Thix 1l ilny gound_ Il o piutniiininnl pr)siill in finage nr hin
Hlok||(iiil 1l menial honllli piolonninnnl il*toiminon llio miniir wiiulil mi
Inntpr lionolll hum T'litlhmi’il Imspitnli/ntinn nml Tlio mlnii in-mil
?naﬂon s The mIrJF]'i]FnJon,nrp hlﬁrﬁrrhudmu,mnnl lie n.Ilifioll hx thF
utifity ul the runtl’liplaled rolotlso nmil that, unions timy Initiate invol-
gmrmmrpmltmont pmi‘ccilinitn, Ilio minor will Im roloosod. (4 111l HI

Son. n.iltLIlliri. Notion of ri'ifilos| f,?rrolonnoofminorsiimIor,H
yolirn o age li mu tlof out toil nym i-millZini'l11 Tho pmout m gimiil
miluln r‘wum|_who In I0ﬁslllqn | I_Hournu,uglt muy |n|p|nr] nml uliliiln
itnmy'ilinlo 1I'i*tino nl_the minnr ifl nny limo, unfonn'mi llio fonult nf
monlnl |IInes_f, (]ho minor Is likely In tanso sorimin Imrm In himself nr
nihotn @ 1111 N1SLA THIHI)

Ihit

—

4 o|7.HO.7IMI \Viiiauk, Simiai.Skiivichm akii lvrrmmoNs 4 «17.iltl.71t0
Arliolo H Involuntary Admission lor Treatment.

Section io? T . .

7ho Imliiilmiii of involunlury minfnll* m |a|| ni ||| Otd@MT f(ful'[y
lilt 11 pfIN I tilll I'M All» nl

THit  Humtw iiiy ilrlriilitut for cviiliiniliHt 770 A'd.tfilm.r].td 120il(iv_rnniiiiiliouit

7in  Katiiiiiiuiliitn 77:. (‘oiumiliiu ol of miiioiM

7IH. Arti'plume of nnlor

7Hit n ili-g duirjiry e

kk

72(1  NEIfitw*IHfiirt’ f»|iirolit»i»of 72 lionr ~ 785. mﬂWW9‘||rd”\z'm
7Mp.  Iti'lum fiom umitillmri/cd iilhu'lHe
726t ilirtnmilniimt  proceidinK  rigid*;  7ur. diiviilmilaiy isnljicit Mt coii*  fm

committed im imiiw.

imli .colion

730 I'ritfwlurr for 2 1-day commitment; I{D Convenm.n of imoluiilory
lii'lition for riiiiimiltiirn! <milppii(n*nl tnnlimul lo inputM-ril

n) 21 iloy mmmIltinrnl aiiiiniiIrTlrn! o _

710. IVm-dmec for IMitiny commitment Comp,ding [**rimli» of (lino
(ithnMni! 21 day rnimnilMirid Mhld'iii [nljoin

74( (M tiny ittitiinlinit ill lii'uring rigid* » tHililliitnii of ImInlilv, [mthilly fin

7ft0  Coiuliit 1 of Inuring fillin" ilijilinilion

765 (.'mill oitlfi

HiIiIor'N||||||n. Slh,“ |]II.|;||, 1,s.A  npply ri'lromlividv rhgi.tcinilindc Hitl
1H1, provided H<»ii'l.1 N[OV in (nn nllim  of pirvinmdv
Ail. lin* provision* of AS 47.30(100 comuullrd under dutulr* in riled lefiirn

47.30 HIT* rnnrtrd by apv 1 of Ilitin Ail do  Odnlter I, I'(HI llowpvpr. 00 dnyn nflir
not in tliprn*rivr* linpfiir nny Ndinn lirkcn Odolier 1, IOHI.llio |irovinioniioriliin Act
in n (UiNi rdinO |<mimg under ntntide* in npply (e nil pct*»om» ramioi*!* <undfr se«
idled l«rfan* OQildim r 1. 10HI, nor do (liey  IfH il ilfi'd U'faii* 1) li.lme 1, 1IHE "

Sec. "717H, Inilinflun of Invnltinlnry commitment Frnoo-
tliircs. In) Upon politimi ofany ndi It, njudge shnll iimmdintoly con-
thirl s_c_reemn[q invontiipttinn nr iliroc” n Inrnl moninl mnllli
profniminini) on,played hy llio dopnrimi'iil nr hv a Inrnl moninl Imnllli
piup,mm Ihnl Ifi nivoM niinmy h um Iim ilopnrlitinal tmdor AS *17lt! fi' 0
o 't0 liia nr annthor moninl honllli piiifoHnimml ilonipniilotl hy llio
judge, hirianlarl amTfemnH invonliipilinn niTlio Person nlloipul In ho
moulnlly ill nml, its n- mm [l ill"thill nmililimi, alleged In lie gravely
iliiinhli*d m In piosonl u liknlihniid nfsoriimn Imrm tu himnoll'm Jitimrn
WilhIn ‘Il Imiirs ndor lIm oiimplniinn of llio wiooninit invest |Fnll|nn, n
Jnilpo may Inntio mi ox pin It. artlor nraily tir in tvrilinp, nhtilnit Ihal
lliolo 1n pmhnlilo tltanit In holiovo Mm ti'Mpiinilt'lil Is tiit"illally il nml
Mint iinithlinn s Mmoinipmnlt'il 1" ho pmvelv ilmitl'feil nt In
ptois'itl n hkelilmu't i nt'littlin hat Il tu LIlto.all ul iillmin. tse tmal
Lhull ptiivalo limhnipt mi whith llm ctmi*llinitili In Iinotl, uppnuil an
alhtrnoy In loprosonl llm rt'spiinilolil, nml mny tllretl Mini & penrn
ndiror lake Ilm rospimdonl inlocusindy ii*id dollvor him hi (Im neaii'st
appiupriati* limllitv fur 'inor|(imry exiMnii*niina nr Iri*iilmviit. The ox

nilo uiilei “hull he piiivi.leil In Ilio ii‘i‘puinli'Ut nm | innile ii purl 'l(lie
fe "pomlelll I AT 1l (" Tl T AL e i
we A Uimiiii | vindinii nnei oo Biticit

Ifni
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lie The petition rewire% in (ul of this section shrll alleage tied the
respondent 1s rensonnlily believed to present a likelihood” of serious
|W|r|n to himself or other?,o?,ls rTvﬂ, dISI’\tHed ns y result ?fan%nl
o|m-manm :,-Jn_]lnpenfny_l ie liietm| idin nmlinn on which T1oll beliet is
bused eiehlilier; llie unitiles und udiresses ef nil pei'smis known lo the
petiliuner wim hove knowledge ol those facts through personnl obiter*
vtition. ID 1 ch HI SLA TilHTI

See. -17l1).70u. Kinetgeney delention for evident,on, A pence
nllicer who tins prnhnhle entlse to lielieve lleil n persni is gravely
disnhled or is sufferln% from menliil illness und is lik<ly to cause
serious Imrnt In himself or others of such immediate nature tied con-
siderations efsafely do not allow initialion of invnluninry commitment
F_roceneres set net’in AS -7.70 7011 may rntlse Ihe person In he token
liln eesimly mid delivered lo Ihe nearest evaluation facility. A ciirrec*
[Omni facility may he used ns an emergency evnloation facility if nn
evidentinn facility is not nvnilnhlc. (I(ﬂ»m arrival id the eviiltlidion
liirilii v. the pence ullii cr shall cmuplcle nil nﬁplmdmn.foreX|en|nnI|0.n
el (lie pelme ill cesimlv nml he ielei viewed hyii lend id henllh preleie
semal'id Ihe Incilily i& I ch HI SLA IHHIi

Sec. 17110710 K xiimiiintinn, Ing A respondent wlio js delivered
under AS 4711(1700 tu 47.70.705 for einrrgoncy examination mul
treatment loun cvidunlion fa0|||t_¥, shall lie examined nnd evnlunted ns
In"his inentnl und physical condition. hP/ n mentnl henllh professional
nod hy u physirinn within 24 limirn idfer nrrivn| ul the facility

On 1f Ihe inentnl henllh profession!!l who performs Ihe emérgency
exnndnution hus renson lo heheve thul Ihe res|Kindent in 11) incntully
ill nnd Thut condition cimimck Ihe respondent to he gravely disnhled or
to preselll o likelihood of neriotm hnri.i lo himself or others, und (2L In
in need ofcure or trenlinent, Ihe incninl henlih profensionnl mity hos-
pitalise him, or arrange for hospiliili/ntion, on on emergency Imnin. If
njudiciul order Inis not been nh'nined under AS 47 ]Jﬂ?]%]), Ihe inentnl
*tnllli professionnl eliiill npply lot on ex pnrlc order milhnri/ing lies-
pitnli/ulion for evniniition. &) [ ti. HI SLA 1R

Killtnr'n wile*. 'lie- woril do Ly Ills n veur [ sIHtiitm |Miiiuin,il In
"rrqHiiiilent™ wiin RiitiKliloieil fni llu> wmiil AH 01 or,0il
"I IMiii* in Ilir Hrnl M-lileni‘c ol hiilmivIlini

See. 1711071\ Aeeelilniiee uf order. When o Inilllty ... 0
proper order for evidention, il mosi ncrepl the order und llje
respondent lor on evidentinn period not to exreed 72hours, The focilily
shnll promptly onlify [humor! el Ihe dido nod time of the respondent’s
nrnYnI The com | sfinll ?.et]nd_?te, lime und pince for n 21 day (iomn“t—
elenl Imitiup. In_Jie Tield 1f needed eviirim jiiin _Idler {lm
listpignlelitii o), MI; mi. |Ie_mu|| elnil enll . “Ie tintinc . _ine
icopmidi ol. ins iltinimv. nml [lie ptesetumir, [UIniimt nl llie hetiiug

i<z

D47.J0.72) WrirAi:, Sis iai, Shivii th and Insttiiitiins D47.J0725

arrangements. evaluation personnel, when used, shall similarly initil%/
the court of [he date and time when they first met with Ilie responden
D 1ch Ht SLA tHHI)

_See. 47J0720. Iteleuse hefero expireline nf 72-lieur periiid. Il
lit nny time ill the course ef Ihe 72-Imur perjod the menial henlih
professionals conducting the evaluation determing that the res7oondent
does not meet the stFn ards fﬂrcommltmen sp?cmed in AS 47.J0.71

Ine respondent shall he disc arged frmn the facility nr The place nt
evidtidiee hX evnleidieli Person el nml llie petitioner ami the court so

notified. ID Lch HI SLA 1IIHI)
See. "7J0.725. Commitment proceeding rights; natifientinn,
a) When a respmiden| is delnined fur evajmdimi under AS 47,.#[06110

a
eederStnid hy the respondent Mis guardian, if any, nnd It
res|smilent re(auests, on lidnlt deslﬁnated ny Ihe respondent, shall als
Is-milllin{ nl The respondent’s rights ur.der Iliis seelion.

tie wiiiesn Jt respondent is reli*UHcd nr Vnlunlorily miniilH himscll i
treatment within 72 hours of his arrival_at lhe “facility nr, If he is
evaluated hy evalyation personnel, will in 72hours from tho beginnin
of his meeﬁng W|fth evaluation gersonnel, lie Is entitled to a cour
healing to lie set for not Inter than the end af that 72-hour period to
determine whether there is cause to detnio him alter the 72hours have
expired for UP to an addjtional 2’ days on Ihe grounds that he is
gravely disnhled or menially il and as a result presents a [Uelihnod of
serjous Imrm In himself or others. The facility nr evaluation ger_so_nnel
elnill give itollcn to the mint of llm releases and voluntary admissions
miller”AS 47J070( 47 JOH0.

lei Tin lrespondent lum u right to commmiirutr limiedintoly, ot the
ﬂep tIntent's exp?nse, with hisqunrdian, |fnney nrnn adult def|gna ed

v Ihe_reapimlenl and the attorey designated In the ex parle order,
or on iillmne.v nl lim ri'HMmil'iitH1 huiee.

nil The respundenl linn |lie right In lie represenled h){ an ndoritcy
In present evidence, and In i rons exomine withesses wim testify ogninxt
him ul llu* henring. .

(F| The I'I'spniidl'i‘l_ Inis Ihe I'igh) Nhe freenfllm efii‘i'ls nf lift'dient lull
NI o 1M Tiii pim i lienleient 0 IIm muxilullm rxlen\ Mis'i[i'li' ImIme
Im st day ritiiitilimul hem mg; ltnweVer, lim Ineillty mr rviniintimi
personiml may treat him wllli ini'illi'iitlun under prescriplimi hy n
licensed pliy."iicinn ar hy a less rcslirii tive ullerniilive ofhis pri‘fereni'e
if, in, llie opinion of i lieensed physician in the case of medicalinn, OF
Al fmninf 1m0 e 1 im i el ulleh it tor Trefilfimnl, im
lii'olnmnl ¢ Imceneiiv In

i1l pieti'iil hnililr Tullill To lim [ IHMiai*0l "I " limis;
1%
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121 pri'vunl mucli ili*lurioralion of Ht? I''NJH>mhnt’s menlul condition
that sulisiMpiont trenimi'iH mijjhl not enable him In recover; or
i.'li otto (In* ir:«|Hiitlent lo nefi:tre lor oml purliiifvi<* in the pro-

1 A riv.Jiimili,nl, il lie in represented liy counsel, v waive, ornlly
or in wr|t|n%, lit* 72-hour time limit on tho 21-thy commitment
hearing nm| have (lie hearm% set fora dale no more than seven calen-

dar days alter his arrival il the facility. The respondent’s ciiiiiihcl shall
immediately notify the eourt of the waiver. () | ch HLSL.A 1lIHI)

Sec. 47.30.730. Procedure for 21-day commitment; petition for
commitment, (al In the course of the 72-hiur evnlualinn period, a
}Eetmon for citinniitirient to a treatment facility may he tiled in_court.

he petition must he signed hy two inentnl health prnlcssinmils who
have examined the respimdent, one of whom is n physician Tho peti-
tion must

1 allege that the resFondent is mentally ill and i» a result is likely
In cause Innin lo himself nr others or is gravely disnhled;

121 allege that Ihe eviihiiilinii slalf haseonsidojed lull Inis nut found
that llieie me any less restrictive idlerunlives iivniliihlo tlint would
M|If|§)|ntc|y protect the respondent or others; or, if n less restrictive
Involuntary form of treatment is sought, specify tho Irentrnent nnd the
linsis for siippoitint; it;

IIl) allege with respect lo wgrnvely disnhled respiuident that there is
reason to holiovo Dint the respondent's mental condition could he
improved hy thccour.se of treatment Hinil;lit;

(eIl nllef>0 that mepecified treatment facility nr less restrictive alter-
native that is appropriate to the respondent's condition has agreed to
accept the respondent;

(hi allege that Ihe ro_sFiiiidonl him lieou advised nl'llie need for, hut
liiin not nrcepleil, vuhinlnry Irentmenl, nnd ret|llesl that Ihe court
commit (he respondent to the specified Irentmenl fncilily nr less
restrictive altermitive for n period not. to exceed 21 days;

_Mil list Ihe prospective witnesses who will testily in support of
cimmilmciil nr involuntary Irciilinciit; _

(71 list the lin ts mid sgemﬁc hcimvior of the respondent suplsn lui;
the iillegnliou in (ILor this subsection.

_(h) A copy of (he petition shall lie served on the respondent, his
iiltnriic.v. and Ins guardian. if any, liefme the 21-day roimnitincnt
hearing, id 1 ili HI'SLA 1IIHII

See. -17.30735. 21-day commitment, (Ial Upon receipt of n proper

petition for commitment, the court shnll hold a henring at the date and

t|1r7n’\e/U%reV|ously specified accordii)|; lo procedures set out in AS
in

do [I'lo- to-nlnip ilin1llie {tnalla -l In o pin nilol eel 1lop Iciuil Itfell
In hole 0O lull lllltl i-llei't ml Ihe melilid el pin -Gol hcidlli el llie

IMi

AN
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respondent, within practical limits. Al the hearing, in nddition tooilier
r[gﬂ%s specified in AS mi7MOGi0 — <1730.910. the respondent has the
ri

1 Inche preaenlill Ihe hearini;; this right imy he waived only with
llie respoadenl'H informed consent; if Ihe respondent is imapidde nt
Riving informed consent, the respondent nmx lie excluded trom Ihe
hearing only if the court, after he_.armlﬁ, finds that the incapacity exists
and Ihat there is a snhstnntiiil likelihood that tho respondent's
presence ol Ihe hearing would he severely injurious to Ids mental or
ph}/zsmal health; o . _ .

) to view and copy nil petitions nnd reports in the court (lie of his

case;

ﬂ) to hove Ihe hearing open nr closed lo the public ns lie elects;

[ In lie proceeded ||8_n|ns| according to the roles of evidence
sppliealdo lo civil proceedings; _

(51 in have an interpreter if he does not understand English;

Snl to present evidence on his lielmlf; o

7) lo crnss-exiiinine wilm-sses who testify ogoins! him;

nil In remain silent S . _

lei At the conclusion of the heoring llie court ||mg commit Ihe
respondent lo o treatment facility for not more than 21 days if it finds,
by clear anil convincing evidence, that the respondent is'mentally ill
(r}nd gls g result is likely localise harm lo himselfor others or is gravely

isabled.

Id) Iflhe court finds (hot there iso viable less restrictive alternative
available and Ihat the respondent has been advised af and refused
voluntary treatment through the alternative, the court mny order the
less restrictive alternative treatment for nnt more than 21 days if the
program accepts Ihe respondent. o

(e% The eaiti-| shnll ttpccifn-idly stale tolim respondent, and give him
written notice, lIm| If commitment or other invnhmlury treatment
beyond the 2! days is lo lie sought, the resgondent shall have Ihe right
lo o full lienriig-orjury trial. I 1ch HI SL,A 1lIHI)

See. 4730.740, I’roeediire fur 20day ennmiilmonl following
21ilny i-tiiiiiuiliuniil, lai Al miv lime dm’ing llo* respondent's 21 day
commitiiient, Ihe pridesaioniil person in cluirgc, or Inh prnfcHsltMinl
designee, nmy fill* with the court o petition for u lll-dily commitment
of Ihat resgondent. Tho.petition must inellidn all material required
under AS ‘17.HI).7H()liil except llm | refeieliccs to"21 days”shall lie u-ail
0s "Mil ilivm"; nod o
. ﬂ.” allege IIml Ihe respondent has attempted lo inlliii or has
inflicted serious bodily harm upon himself or another since his ncccp-
Inlice for evaluation, or (Imt he won committed |n|t|allg_ as a result of
minim i in which lie nllenipli-d or indicted serious liodilv harm u§)0n
biin =-t*s minilns ,in lIm I'lm tmiliimen lit lie gilively dinitltlrd, in llm|
lie diigou- ili-o o 1ill Teill Ilit =4 loiin 1 nut plilm nl mololls Innin In
hansel! or mintlim,

157
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(3i illchi- Tm1 A% riwpitM(li-iit lias received appropriate und
adeﬂuate curt- and treatment during his 21-dny commitment;

(11 In* verified liy the Frnfcswnnut_pg_r_sqn in" charge, or his profes-
sional designee, during llie 2_1—dn¥ riiliiiiilinent. o

ihi The com I shilll hove copies ofIhe pelllian for till ilov coiiilllilineilt
N-veil uron the respondent, hl« olloiney, nnd his giairdian. il iiny. The
petition lor 00-dny coimiiitiiieiit and proofs of service shall he Tiled with
the clerk of Ihe court, and ii date for henring shall he set, hy the end
of Ihe next judicial day, for not tiller lli.in live judicial days from the
<lalwol tiling nf Ihe petjtion. The delk shall notify the respondent, his
attorney, and the Petmonerlofthe henring date at least three judicial
days in advance of the hearing. o

tel Findings of fact relating lo Ihe respondent's hehiivinr made at n
21(L,iv ennnnilinent hearing under AS 47311735 shall lie lahnillcd os
evidence and may lad he rehutteil except Ihat newly discovered evi-
g?r}\celﬂwﬁﬁg he used for Ihe purposenfrchultiiig Ihe liudings. (ii | ch HI

See. 47.30,745. tll-duy cnajniilnient lienriiig rights, (ol A
resi)ondent silhjeclInn pelilian lirtlll-day coinmitiiien| has, in addition
to Ihe rights specified elsewhere ill AS 47.30.350 — 47.30.015, or
otherwise applicahle, the rights enumerated in this section. Written
notice of these rights shall he served on Ihe respi ndcnt, his attorney,
his guardian, |Tan¥, and may he served on an adelt designated hy the
respondent at [he lime the petition for 00-day cininitinent is served.
An attempt shall he made hy oral explanation to insure that the
respondent understands the rights enumerated in the notice. If the
respondent does not understand Knglish, the explanation shall he
given in a Ian%uage he Olidcrxtauds. - _

| lliiless Ine tcapondciil is released nr vohllltniily adonis himself
following the filing ol a petition and hclorc the hearing. In- is entitled
tonjudicial hearmg within fivejudicial days ofthe filing of the petition
ns set nut in AS 47.30.740(b) lo determine if he is mentally ill nnd as
aresult is likely lo muse harm lo himself or others, or il lié is gravely
dioiihlcd 1l Zm- ii-ip,indent voliiuloiill Mihails liiiioielf fallowing Ho-
Iding id tin- pelilion, Ihe voluntary admission ciitoililnli-H n w-niver of
any henring riglils under AS 47.30:740nr under AS 47.30 HH5. Ifni nny
time during llie respondent’s voluntary admission under this subsec-
tion, the ies|Mitnleiil siilaiills In llio fuelllly nwritten notice of intent to
lean- llo- glide (--tondl peraiill la ||unP sy fih- Ivilh The cion| n
pelidin1 Im dav imnpilliiieul nl" llie |e,,..,F0|.|||enI unilei -~ Am
4730.770. The 120 day eunimilment healing mliill lie scheduled lor n
dale nut earlier Thim 00 days idler lae respondent's vol-.adary
ndmissiim.

let The re-ipomleni isenlilleil lon jlirv liml upon reipiest lileil with
Ilie lelllt 11 Hie icgne-t In llloite ol leie-l1 Iwo indlclid iliml heliiie Ilio
healing NI Ho- le-_pniidenl iepic.-ir. o pin Inal, IlIm licnitiugmm Im

§4730750 Wkitahk.Sis 4ai. Skhciukh anii Institutions 547307(50

continued lor no mare (him 10calendar days. The jury shall cimsis of
Bix persons. . .
oIl If n.{ury trial is not requested, Ihe court may still continue the
hearing sit the respondent’s request for no more Hum 10calendar days.
01 The res|innilent liiin a |ig1ht la retain all iliili-pellilelit lIn-ie-cd
Ehys|0|an or other mental henlih Bmfessuuml la examine Inin and In
estify an his behalf. Upon request by an indigent resgondent, lhe emut
shall'appoint un independent ||censed.?hys_|0|an orother menlol henllh
professional In examine him nnd testify mi his helmIf The t-mirl snan
consider an indigent reS|Hindi-nI'> n-gaeut far a specific physician in
mental henllh professional A motion for Ihe appointment iiiiiv In- filed
in court nl any leasneahle time before the hearing nml shall he nrled
uAsm promFtIy._IteasnmlbIe fees nml exFenses for expert examiners
shall he determined by Ihe rules of enurl. . _
(0 The proceeding” shall in nil respects he in accord with
ronstitntinnal guaranicos of due process und, except us otherwise
specifically provided m AS 47.30.700 —47.30.015, Ihe rules ofevidence
mill pioecilirc in civil proceedings. .
lgl Until lliecoint issues n tiinil decision, Ihe respondent shnll coil-
Lfine lo he trniled ol (lie Ireiillient fueilily iiii-sh the jh-lilinn for
Oéhday commitMeat is withdraw n. If na decision has heea made wit hin
20days offiling ofthe petition, notincluding extensions of lime due In
jury trialiirnther requests hy the respondent, he shall he released. Ik |
¢ HISLA 1OH

Sec. 47.30.750, Cniulucl nf henring, The hearing under AH
47 30.745 shall he conducted in Ihe same nianner, and with tin- siime
{gmls fiir the responilent, asset nut in AS 47.30.735(h). 1$ | eh HI SI,A

IM iim ** null**, lii< vbrsi >4 i AS v Hik*ifvim ir nf nfiiliilrn [tiiiH iuiii »s AS
47 H» 71fi* wiir wlilnl follow niff "lii'niwu** 11 tftll'H

Sit. S17:07. (?mtrt nrilor. (n) Ak tin* Imminp nnd within tin*
liiim  2mil i*d ill AS 17110 7If», flu* nun ! nmv rminni! Ilm
LerfEsMileil In n 2im Lini*llt Im 1dity Im Im liimu limn 00 diiyx il [IN*m il 1
orjury hinln liy cluni and tnnvinni»|( uvidunm lim| [im reHpnnduil irt
nmninlly ill und iim ;iiuniin in likely thcivin Imrm ta limsuiror ollum,
nr ::: jMnvnly diHoldud. o o o
(1] Miurr.nl find" Mud llimu i* n Infixjun i« live idler milive iivnil
iMr mid llm [ olseinijim nirlil fuuilhmtiiitlvinril el nnd inlim uil veluidiny
liiitnteiil- Mnmii;li - lir - ullrinntlvu, llm ciniil limy olilui llm Inoi
rn=*<'hvi« idlermiltvu Ituninmnl nfler mcepliince ”F llm pinftnitn nl
the lenpmident for n period nntlit exceed 00duy* (5 [cliMISLA Hwii
. Sue. t7Mf.7f0. 9dirmni‘iil ut cliincnl fmilily, Trentnunt nlilM
iiIn ot «In* M\nll(diii« ul ti itinIf npuii.lrd liMpilnl, TimiMor, il espun* i>
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available nnd upon acceptance hy another treatment fncility, n
resgondent who is committed hy the court shall he placed hy thedepnrt-
looht ol the dosinontoil trentliieiil fneilil v cliiseol lo liis home unless tin*
com | loots llml ,

ML iilmInel tlenlinciit Im lilty Il theHInlo Ims o piuprmu more sillied
to the respondent's condition, und this interest outweighs the
doirnliility of the respondent livinp closer to home;

lift moilher treatment liieility in the stale is closer to the
respondent’s friends or relatives wim could benefit him through their
visits und communications; or

(Il the respondent wants lo he further removed from his home, nnd
llo menial linollh ptiiressioimls who soii[;hl lus commilnient concur in
lhe desirability ot removed placement (& | ch hi SI,A [lIHI)

tlec, *17.807«>, Ap[oeal. The respamleal has the ripht to an nppenl
fnmi any order af involuntary commitmeat. The court shall inform the
res|Hiioli"iil of this ripht 357 ch HI SLA TlIHII

Mee. t7:i»770. Additiupjil _120-day commltm -i*. (ol The
ies m(mzal shall ﬂe Ieleased,fmu,my(fluntar _treﬁtmen ,?ttl emen—
lon iil1}[l days 11/jleso Jne P,nl essiallal pelnon in ¢ n,rB,e iles a pelitiog
m a By ciimmilmelit cailliininp to the reijuireineat« of AS
m17.30.7-0nlexcepl that all references to “2*-0aycmmnjtiaeal” shall he
tend as “the previmis 00-day commitment™ “mol all references to
"l iia%( commitllient” shall lig rend as "120-dny rammilmeal”, =~

lal The procedures far servire id Ilie pelilim, ioliliciloor af riplila
and jodicinl henrinit shall Jie as set out in AS 47.;{17—10—47..*&711(1
I the court or jury finds hy clear and ca_nvuu—t||p7eV|dence tknt the
rounds far DO clay riiminltnieill asset out in AS «17.307if) me present

e ruml maYdade,r llie Iendpnndenl cmmmthe,d éur | 1n [l|||ut|af
ton MUt perfad uni Jo exceed Iitovii [imn Ilie dole on whicli [lio
lirst 10 day treatmeni period would have expired

Ic| Successive 120-day commitments me pitrmituiililc on the snme
F,rmltnl mol under the same procedures IlstltenJIplnnI 120 day commit-
iettl An aider ot eoiumiltueil ninv imy exreed 120days =

nil I—'|,|a,|ur11§),||,al lad icIntliip la the le -pauili-nl's Is linviai miolo il| 1
2L day ciinmilineit henrini: under AS -1730736, 0 10day ropuult-
inent Tmirinp under AS -1730 7K, or a Prewmls ]zo-mgcnmmﬂmeut
Imnrinp under this seelinn slud’ lie tiilinllled as evidencé anil inny not
[s-1i-iiil ti-il i-xei-pl IIm| newly itlarovised evlilenee may lie Il | far Ilie
pilllline al lelaillMiu (lie Itinllitps 1t 1 ill 11 SLA 11IMII

See, 4730775, Cuiiimitmen] nf minors. The ,Frovlsmns nl AS
1730700 -t7.30Hr>apply 1a ii.i0nS_However, nil notices required
10 1s- servea ON [he res|Kindént ni AS -1730,700 -- -I730HIfi shnll also
lie served AN Ilie paieitl 0€|(.oiidian NTd le-ipaioienl wim ISIl iniloir, and
potenla ol ipninllillIM al a millet loaliololenl -liall ha lo-Illl-"-I 1Im | lla-I
IIOH appeal as palllea Il nil) n-lililaelll pia- Imp laiae.llllp llia

Hill
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minor and that ns parties they are entitled toretain their own otlnrney
or hove one Appointed for ticin hy the court A minor respondent has
the name raphis to waiver mol iiifnrined consent as on adult res|Hnolenl
*Older AS -I7311101  *17.301110; loiwi a-c, lie olmll ha cepreoi-uled hv
cininai-| ill waiver mol ciinsi'lil prince Imps H | ch MI SLA HIHII

See. 47.30.7Ht). Early diselmrpe. The profes-ionnl person il
cliarpc olmll ot nny time diselmrpe a respondent on the prmmil thill the
iev|smdent is an limpet pravekr isabled nr likely tocause sei iaii-i harm
noa result nfmental illness A cerlificnle In this effect shall he seat lo
tho court which shall enter an order officially terminalinp Ihe involun-
Imy cnminitinenl. 5 | ch HI SLA [lIHI|

 See. 47.30.7H5. Aiilhm i/cd uhsenees. A rviipnndeiil litolerpninp
involuntary tceatiiienl mi an Iaﬁotleal liasis under AS 4730700 -
-1730HIfi may In-nuthomed In he uhseat from llie treatment facility
tinriiip tiio-H specified hy the prori-Hsimml persnn In chnrpe, or Ins
Pmﬁ'Hsmunl di'sipiicd, when mi mtllim i/ntimi In In-iihimnl io In tin- hesl
ulcresinofIhe IesElnudenI nnd he io not likely in cause Imrm to himself
nrolhrni. (5 | ch HI SLA IlIHII

See. -[7.30.7H. Iteluni from wmminniilhnrl/.ed nhsenee. When &
respiimleiit iiaderpolnp invnluatary trentau-iil on an inpatient hasls is
ahaent from the trentmenl facility without, or in excess nf,
notionizntinn under AS -17.30.785, the Frofrssional person In rliane, or
Ins iioh Hsiaiiill ilesipnee, mily cnnlnct (Im appqunate peace ollicers
who ihall take tho renpoiideat into custody nail return him to llie
tmitnmnl facility. If it in determined liy the pinfesniounl person
chnrpe lo he necessary, a member of (lie treatment fncility alall shall
nrcnmpnng lhe peace officers wii- n they take llm respondent into
co-flailv (5 I eh HI SLA HIHII

See, -17317115 Invnlniilnry uulpnllent cure for cotntullled
persiilis. Ini A reapmulenl who was otipllinlly roinillilled In Involun-
tary inpatient corn under AS -173070(1 17301115 tuny he rele-.ned
Inline Ihe espirnlinn of hoi roil; nlllnmnluf)enpd if n piacliler of
initpaliriil can- occepls him ha’ apei-ilicd oiilpiilieal lieiiliio-lil lia a
peiim| of time nut In exceed Ihe duration nl hio romiaitiiomt, mol d lIm
proreiisinnnl person ir. cliaipe, or hin proli-nnionnl ilesipnee, finds Unit

(D) il in not necessary_to treat the renpnndcrtl as an inpatient la
pievent him limn hanaliip lioiaell'nc ollo-ra; mol

121 llo-ie 1a rcioinu la liellevo [Im | the leiipoioli-iiro aieoliil ciiiiililoni
wmild Imptnvi- os i ii-nall ol the mttpiiltoill Irenlaiim|

tia_A copy nl Ihe ciniditimin for early release shall lie piven In the
respiindent, hin allnraey, hin piiiudinn, if nny, Um provider of
milpiilien! ran-, mol llo- cum |

ii i Ildm nip llo- i,11ii111111%i-111 pei Onl llo- pitivhloi — oiilpolienl iiio-
ih-Iciililio-a 111.11 llo- le-p-ooleol ion no h-opei he lonih'd on on



k 47.30mill Alaska SiatiximSiTll-cmint 5 4730805

nulpniicnt basis because - likely In cause harm lo himselfnr others
nris (*r«vely disabled. Ihe provider shall i;ivo the res#>o_n_|lrnt oral one!
milieu nnliee Thill lie niieil reliirn_In the Irenliiienl nnhty within 24
leniln. Milli enjnes In Ihe |es‘H||n|_e|||'H llinniey, s quillifHill. if liny,
Ihe court, nml The iiijinlient Irenlinenl lim lily. 1l Ihe rn.s|sindent fails
In arrive nt Ihe trealment facility within 211inurs alter receiving the
nnliee, the [irnfessinnal liersnn in chnrpe may cnninct the aliliro[irinle
Fe.nce nUlcers who shnll lake Ilie rc.sjmiilcnt nin jusinily mill [riins|mrl
ilin tu llie facility. Il it IS iletermincil liy t'ie [iinfesHinual [iersnii in
chtirpo In lie necessary, a nieniher nfllie liertnmnt fncility ntalTshall
armniliany Ihe peace nllirers when they Itlie lhe respondent into
custody

sli Il llie pniviilei nfmilputient i are determines lim I Ihe leapnnilent
mil reipure cnalnaied niilpalieiil cure idler Ihe expiration nf his
cnniniililieiit pound, Ihe prnvnler may iiiitin |esfurther rninimtmont
procoedinps as if lie were Ihe Erofesswnal perion chane, mid llie
provisions of AS 17.10lilill  -47.'10010 apply, except IIm Erovmons
relnfllit In llipalieiil livninienl shall lie " rend as npplienhlo lo
oolpiitlelit Zenllilent Il I eh HI SLA HIHII

See. 47.30H00. (*(inversion  nf Involiintnry  nntpnlient
treatment In Inpatient eomm lInieiil. (al A respondentordered hy Ihe
cinirl under llie provisions of AS 47.30.700 -<17.30016 lo receive
involuntary outpatient treatment may be required to underpn
inpatient treiilinent when Ihe provider o out&mh_e,nlcare tihds lim 1 FII
the respondent is mentally ill nnd Is likely In ciiuse serious harm to
himselfnrothersor is siill p>lively disnhled; 12Lthe respondent's behav-
ior since the henrinp rosullinp in courtenrdornl Irenlinenl indicates
Ihal henow  Isinpalien| Irealmeal la pielect himselforalhers; (3L
Iheie inleu lo believe llmI the respondent's nieolal condilion will
improve nsn result 0f|nﬁal|en| Irail meat; and M| there is miinpalien|
fnnhti/ appropriate to Ihe lespondeiil's need which will accept him ns
a pallent. Treatment for these respondents shall lie available at
while epeialed hospitals nl all limes

lit! I1p,0i nnikIliK Ihe linilnipn spcilicd in ml of this soclinn, IIm
Prov!smns of AS 47.30,7!filhl relaliiii; lo nolice mol AS 47 30.746
oluliup lo hcarinp apply. M 1 ch HI SLA 1lIHII

See, 47.30HH6. Coiiipnliiip periods of lime. In) Except. as pro.
ilik'd iii 12> ol ihis seclinii.

11 cniiipiitiilnniH ol o 72 loon nvnhnitnni period n'o mil lio holn
Snluidnys, Sundays, Irpnl holidays, or liny pound ol tone nrreiimuy lo
Irmmpnrt the respiiident lo (Im treatment faeihtv;

(2 n2I'dny eommlinieiil period expires at Ihe end of llio 21st day
idler The 72 lotoio I'nttim'nip initial neieplonce;

111 o 101 dnr immminimi! pm osl oxpin nnl [Im mol nl Ilie HIlii ilni
sillol llie explliilleli el a 21 dm pelled el liealiiienl,

182

547%810 Wel IAltF, Sim iai. SII’]VHGS anii Institutions 647%816

14) a 120-gayceminitineiit period expires at the end erilie 120Ihrl:iy,
afte?theexpw linn oty I¢ a? periml et Irealinent or previous JZbd%/
perlﬁd, \ﬁmcheve,r,, Is,%%,m?be. , o

Ill"'When o i |(|JH|| Il lies foiled lo agpear or nliamtleil tinself
co tra&/tto any older properly ininlr nr eoleied undger AS <17 30]iljl
4730016, the relevant commitment period shall he extended for a
perils) of time eipial to the res|«indent’s absence if written nnlige or
absence s, 1prom tl Rrowd,ed, 0 Ine iesJsindenl’s nIIorner ami hIT
ipjarilimi, if there 1§ one. mid if, within 2L lomrs after Ihe esr{)omlen
Inis returned to the evaluation or treatment faclity, written nolice nf
Ihe corresponding extension nnd |he reason for it Is pivon to Ihe

é%sgomlenl i aftorney, his pimrdinn, if any, and to the court. () I ch

| A 1081)

See. 47.30810. Habeas cor?,us_._ Nnlhinp in AS 4730000
1730016 may he construed as timitiup a person’s ripht to a writ af
halieas corpus (t 1ch HI SLA" IDHH

Sec. 47.30Hr>, Limitnlion of Ihihility; penidly for false n{)plieil—
Hull. <> A \lemon ndinp in pond faith open either iidilal knnwledpeor
reliable infonnaljon ‘who™ makes application far evaluation or
Irealinent of another person under AS 47.3070(1 — 47.30015 is not
subject In civil or rriminnl liability. - o ,
Ilh "fim follnwinp persons m%y not be held cwﬂ%or cnmmallY liable
forflelnminp a person under AS 47.30 700 47 30Q160r for leleiisinp
a person un%er Af 4730700 47300161l or before the end of |he
period for which (Im perron was admitted or committed hir evalyation
or trealment if the persons have performed their duties in pood faith
mol wﬂho% press nepllt?'en_re sate o
i1 icer o 5 public in private iipmiry; ,
,(ZI ﬂInO(I),m 0r|ﬂI'?|oFent,?I|e rﬂqofeﬁsﬁorﬁm pr}éso,n in chmpﬁ, llie prnfm
siolot! Ilesipnee ol llie professmtoil person i cloirpe, mol'the iltondinp
iilall of a_puhlie or private nponry; -
Ra 8|ddle nlitdal (%etformlu fundlean necessary In [he nilminin-
Irilinn of AS 47.30 700 — 47 3) 016, -
Il 0 Benre olir‘er lespomnble Tot delmiillip a peniini Ullilel AS
473710 4730016, o _ R
Sc,l A gerson wim wilfull |n|t,|ﬁtes an involuntary naijmlliaeni
Pr, leillite under AS 47.30,700 wilhaut havinp paoil cause (u believe
hid The oilier persim Iseutfermp [Voni a menial iliness and as a result

Is pilivelv dleobled ol lihnlv lo <me<e eelmils hal Ill lo hlooiell Ol othels,

u il o Ichny 1K T SLA wimn
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Article*!). Patient Iti*lits.

Srrilnn Srl’tlnn
w.ir, I'nlim @ HHilil, wi Ji*«nl sir, fntillili [ii|l riiunin
Will PwiilillELE nl e | THETLGTH-i0 Will halillll][i 11119 nf limillilia
Hiiilu Will  ISmliiiii ill Ilitlila
Hilfi  Civil Lliilili mil {{11itirii1 HIM. Nnlhim m lunpifxgs hilht ttmn

Mill Hlwlil .In (Irivncv mill prnsinnl [** Knglix

1]
HB [l1trtminnllon pmhitiitcil

See. -171108% I'ntieiit ri[*lilH: Meilienl, Kmli |>ulies] wim in
r_ecbetiving services umler AS *I7iltl.tii0 171101115 him the followiup
riphts:

11 A patient. nr his eiiiiiisel. puimlimt, nr the mlult desipnntcd in

miniilline with AS 170il,725 if Ihe pnlienl is ineiiliilly inciipnhlcnl'
participation, in enlitleil In pitrlii'iputc ill riiriniilntini: hinindivid-
ualized tri*Htineiit pliin mid tn |iiirticilinte in the evaluation process n»
unit'll its piiHsilde. nt iniiiiiiiiini tillhe extent nfmpieslinp specific forms
nt llit*inpy, iinliiit mg why specific tilts npicn lire ur me nut im-hided in
Inn lieillllieN! pi<ijtimil. mid lining mlin nn*il iin In tiiH [neiient inediriil
nnd psychidnpicnl cniidltinll mill prni'ltiiniK. ‘I lie trculilip phynit-iini nmy
nut withhnhl nny id thin illfnnnnilnn frolii the pntient.
121 A patient ﬁnn the ripht tn hliow the iniinu nf niedicntinii that he
in asked tn lake, what itn purpose in. nnd what aide effeeta may occur
with thin inediciitinn If the patient in incapiillhi nf iinjlerntnndiiji: the
purpose and hide cllectM nf the nieilicatinn, the trcutinp phynirian nr
mental health prnfvsihinul nhnll exFlam II'In the patient’a cnunael nr
Pliiiiilinn nr,inhere Intin punrdiim, the inliill desipnitlcd in accnrdmire
with AS,t7.:i9 725 , _ o

et A lin ked quiet ininil, nr ether fnrin nf Ehyamal rentraiut, limy not
he lined, except an provided in thin piirupriiph, unlenn a patient. In likely
tn phynieallv Ininil hinmelf nr ntliera nnlenn rentrnllied The forin Af
rcHirnint lined nhnll In* that which in in the patient'a heal intercut and
which cmiHtituli‘ii the leant renlrictive alternativii availahle. When
Fractlcahle, the patient nhnll he ciinniilled an tn hin preference mnimp
m in:* nf iidciitinlc, medmal,lY ndvinahle restraints inchidinp tnedicii*
Hull, and hin pidelcnee ninill he ciiniddered. Nnlhinp ill Thin nectinn in
Intended In limit the ripht nfnlnil tn line a ipiiel rniini nt Ihe patient'a
icipieH! nr with hin knnwiiip cnnciirrenre when ennnidered in Ihe lienl
inlerentn nf Ihe patient I'lllientii Placed in aipiiel rniininrnllier ph)(st-
cnl rentniinl nhnll lie checked ill leant every 15nilnntea nr ninic ultra
It Inieihrnl Fiactice aninilicnlen I'lilienin in i ipnel npiiii lininl he
vlaitud hy n atall memb.'i" ill leant mice every litnir and miint he plven
nilcipiate fund and drink and arcenn In hathrnnni fuellitlea Al no lime
ma¥ a Fatient lie kepi in a ipiiel ranm nr other form of p,h)/waical

icntintnl iipmliHt hin will Intipor Mum iiecennary In nccimiplinh nhe
pm|" [ 'mil in line pmnpinpli Al linen nl n’ipiiel iniim in nltici
Icnlialnl nlinlt tic leinldi‘il 11l I'tic pallent itliledliill leinl,1.1lie miniinn

[inn Im In,Imp tail n,t limited tn Ilig Iciiaeiin Im , .Ii.ne, Illie dill nImil
il u»e, and the name nl the mimnii/mp ncnil mrinbi'i.
il

i '17.'10.8:10 W n.i Aim, Simiai. Siiivici'-m anii ItmrnmnNM it 17 OOHtIO

("L A patient hns the ripht to be free front unnecessary or excessive
medication. Psychotropic medication ninill he administered only on the
order of a licensed physician when the plivsii inn delermines that muh
tncdienlinn inin the host interest nfthe patient nr will pievent neiinns
liarlit tu others.

(51 A patient capable of pivinp informed consent hns the absolute
ripht lo accept or refuse electro-convulsive therapy or nveraive enndi-
(itininp. A patient wim lacks snhstmitiid capacity th make this decision
may Iint lie piven such therapy nrconditinninp ‘without ii rmirl urder.

Kil In no event tnuy treatment include psychnsurpery, Mvilumy. or
other cninparalde fiirm of treatment wilhuul'specific informed consent
nf llie patient, includinp a minor unless lie ‘is rlenrly too ymmF nr
disabled In pive tin infuriat'd cimsent in which case Ine cimsanl nl liih
lepul pimrdinn is reipiired. In inlditiiin, such treatment may nnl ho
piven witlimit n court order after henrinp compiililde with full dm*
pinceas,

<7| When, in the written opinion nfu patient's nltniidiiip physirian,
a trim meilien| emerpency exists and i surpical nperatinn is necessary
to save the life, physical health, e¥95|pht, henrinp or member of the
patient, the professional person in chnrpe, nr his professional ilesipnee,
may pive consent to the surpical operation if limo will nut permit
ohlininp thnrnnsent nfthe proper relatives nrptinrdinn nr nppmprinte
judicial authority. However, an operation may not he mdhnrired Il the
pnt|en.|t is not a'minor and knnwinply withholds consent on rclipious
prounils.
(8L A patient upon discimrpo shall he* piven a diselmrpe Elan spec-
ifyinp the kinds and amount ofcan* mid trealment lie idinuht have alter
dilieharpe and such other steps us he miphl take lo henefit his mental
henllh idler Icnviup the fncility. Tim patient miiin hove the f|FI|I to
pnrtl|‘|Pu|I*, iis far an priiclicnhlo, in fnum;lntmﬁ.ms discharpe plan A
rnpv nf Ihe plan shall he piven In the patient, his y.unrdinn, llie cumt
il appropriate, nml any follow-up apeni'les. t) 1eh "I .SI,A 1581)

See. '[7:H>Hls. I'riihthilhin nf <'X|i("rimi*utul trentmenlH, Ini
I'lxperiniental lienlmenin invnlvinp any sipnilicim| risk of physical m
psyi'hninpienl harm may lint he administered In n patient.

itn Il lin* permmuel nl on evnliiiithn m treatment fuellitv are
mieeilnin nil In whelhei ii pinpnned lli'iilluent in expi'I"lluelllid nl is
expel tuinlitid as applied In-a pm Ileuhit pnlienl nr would involve n
slpniliealtt rink nf mnnliil nr physical harm In the patient, the niallei
may he referred to tin* commissioner for a dctormlantiim. The patient,
his allurney, hin puiinlinn, if any, and an adult dcnipnatcd hv tim
IniIIeHI.dsha”. iiUmilIaiU'jiIWIv with the rejenn| In t} et . i
pinvided willi ripiennfnil im dm iimsilihv who ) tin* leleim | Ininiide
tiint | nit| 1nn e tie nppiu tm itti 1N pmviiin iividein « NN isnniii,n,in
nil llie ipic/tlinll

itin
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~Hi Adoloirnmalmn liy llie commissioner that i: treatment Uexpcr-
imelitiil mill entails sipmficimt risks nf mental or {thysmal harm is
Inmli>ii; iipnii all persons iiivnlvis! in llie ininiiiiistrdtii>n nf trentment
In'ii plien! i$ 1'rli HI'SLA T1H |

~Sec. 47.10H:5. Civil riphls not imfalir.ed. Ini A portion may not
ilcny In & persiin wim is tindcrpninp evnlujition nr treatment under AS
1740 liigi- - -I7."111115n civil ripht, im hiihnp but not liniled to, the
ril;hl In'lice exercise nliclipiminml Ihe ripht to <inMine ofproperty, sue
anil he sued, enter into cnntrocttuil relationships, and vole. A iversnn
wim violates llns subsection commits the crime of interference with
ciinstitiillinnl riphls under AS 11 71110 .

T8¢ Court ~0rder§d evaluation nr Ire?lment under AS 47,10tG0 —
S71) 11155 nnl s delel mimilinn uflepoliura parity under AS 1."120005

i2120;,izi0. it I ch hisia iuhii

See, 47Tn0.HIf. 1tiplil to privncy nml pcrsonol possessions. A
peismi_umleiiinini: ex ilu.itinn nr ligiilmenl under AS 471100110
171015 shall
1M not lie pliulnprnphed without his consent and that nfliiiiitliiinlintt
if a minor, except Ihat he ma¥ he plminprnphed upon admission to n
_fauhtY for iileotificulion und Tor ndministrnlive purposes of the facil-
ity; all phnlopraph* sluill lie confidenthit and may only he released hy
the facility to the pi irtit nr his ilesipnee unless a court orderii
otherwise;

it at the time of admission to nn evaluation or treatment fncility,
have reasonalile precautions taken liy Ihe stalT to mv_e_n,tor* nnd
safepunrd Ins pers.nnallpmpert%/; s copy of Ihe iitvenlnry siljiied liy the
slid!" inemher inakinp il shall he piven lo llie patient and mnda avail-
able to his allnrucv and any other person imlhori/cil hy the patient In
las|sct Ihe dnrumelit;

'l 'have access In an indiviiliial sinrnpc space for his private use
while undo!pump evaluation ur treatmeiit;

i1l lie peimilleil In wear In eown rhilhiiip, In keep nnd use his own
peisutiil piMsessluus im ImImp Ins luilel mtides |l they me mil con-
‘|dol oil unsafe for him or oilier pallenls w||0|n|5)hl have access to them,
nml In keep anil he allowed lo spend n tenaminhle sum of llia ewu money
fur his own needs mid comfort:

Ifii Is- ullmved In have visitors alllreiiniiiiahle .IIine.s_; L o

till have rendv acress In Idler wiillnp iiiiilit lids, iitdiidinp slimips,
nnd have llie nplil In send end reieive imnpened limit; .

[/ have lensonahle access tu a telephone, Isilli In make and receive
cnnndentinl calls. I» | ch HI SLA HIHII

See. 47.:illHI5. Cniifldeiilln] reeurds. Information nml rectnda

nhiliiilleil in llie inuiee nl n Mieeiiliip iiivenlipnlinti. evnhlilll'ill, exillil
IImlinn, ni tenlmeulilleiimlidenllal nmImi* mil pulill." iecm il i. exiepl
iis llie icipnicm eiilsnl a licallllp HInli I AS |/ Hit lilill IV Hu H|[i mil)”

i

647 HO.H5I W m xiiK, Sist.xi. Sljivn |2 anii IN.*rrrniliiiNs 5 47 Hi) Hi15

necessiinto u diirerent procedure Information mid records may he
co_plled and disclosed under reputations established hy the department
mly tu

IVI n physician or u provider ef henllh, llienInl henllh, nr social nml
welfare ntv kcsinvolved in cminp for, Irvntinp, or rehihilitntinp Ihe

atient;
g I'Jl the patient or mi individual In whom the patient has piven
wrilten consent to hove information disclosed;

IH) & person wurhiii’ivi'il hy n cant order;

(41 n person doinp resenrch or inaintniiiinp health statistics, If the
anonymity of the pntient is assured, and the famhtgn rccopniroH the
prujeel as a Iwinit fide research or stntistical underlakinp;

51 1he <iviHinti nfem red inns in n case ill which n prisoner confined
In the stole prison is n pnlienl in the stole hospital on nullmri/ed
transfer either hy voluntary admission or hy court order;

Ull a pnvernnieiilnl or law enforcement npeney when nercssiiry lo
wuiic llo* reliirn iif i pntient wim is on uniiiithnfi/i'd nliHi‘iice from n
fmilily where the patient was malm pomp evolnolioo nr tieniment.
D 1iltHISLA 19811

See. 47HO.HS0. Expunpcnirnt of records. Fnllowinp the dis-
chiirpe nf a ri*Smnileiit from & treatment facility or Ihe issuance of u
court.ardordcnymﬁ a pelition for commitment, the respomlenl may at
any lime move to hove nil court records pertaininp to Ihe Proceedmpn
expunped on condition that he file a full release of all chums et
whatever nature arisiup mil of the prnceedes und Ihe statements mid
nclieim uf iiel'snns nml fiicililien in cunnecllon with the pmcendinps.
(I I ch HI HLA 191111

See, 47THOHS5, I'osliup of riphla. The ripllts set nut In AS
47HOH75  47HUHB5 shall he prominenlly posted in all trealment
facilities in Elaces ue*cxshhlo lo nil pnlieuls A pntient wim does mil
tiiiilnrnlind Enplish_simll have his riphts explained tu him in a lan
punpe he iil"dcistimila 10 1 ch HI SLA 1K1

See. 17.’'ULHO0. Notices In Innpiinpes oilier tin,u Enplisli. When
prmtirnhic nil dncuinenls nml imtncs leipilred hy AS 47_.!-_|Q§t-_||0
A7 HI) It In he served no n tespondeiil, nr on his patents, piiiii diim or
inliilt" ilesipnee. shall he explained in n Innpﬂngo the person

IllidiTiilitinls il lie io not compeleul m Soplish 1Q 1ih HI SLA" 011

See, 47HILKIS. DiscrIm iliiiliiiii prohibited, (nl The lint lIml u
Person is or hns been evaluated or (realed fur mental illness limy not
ie a limits fur discrimination in

ill nocliiiip eiiiploviuiTil;

11 lis, /11O ILip ol iool LIt pInleoullillnl piio lire io piex Imm incop.I|

lioii,

17
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{3L obtaining or retaining housing; o ,
, II_“ obtaining n rﬁtal_mr]% license orR,e mlts,lln?,ludmr? >ul nPt lim=
| il Inn tnr\tur vehicle licelme, inntlir vehic eP|M, rnliir* nd chaulTeur™
t'fiHr, mill il pmi‘icunimt or iM=rifintininil lirciMc, _
it Aﬂpln Nliggan, U {I0¥itION*, lirmini*H, nml Ionlsmg nmy nut cuninin
gmug\st fur infiiriinIfini concerning cvillu .. or treutnienl es|ier-

lej It in unlawful fur,,nJJi'num tu uid, nlii*l, incite, ruinpcl, nr coerce
the I|n|n%1nrm| net furliiddi'u under tliin section or toiitteni|it todo so.
ISTch 8L.SIA 1PgIL

articte Il miitcinm +iuii Provisions.

Section
MM 1 IHW 1)*»|Mi-itmu n( umnoy ud
M/ il iiiliri [*i<i|H i(y miltjtt't to cluim
MHO iili-M itlt*ees % Kiik iiiiil for juiliriiil pro-
HHY - Kiriiit niituiili® H.ilr rroliiinH
MIHE ETEUIVAINED 0L 120 Kilisil =il U Lulititly 1nf nf jil 1
e W oriiCiildiril fo lilty
e |1i*[iiimlioii nl iN'iniinit |ilii|ri(y nml  IMb Milinilhsii%

Hill tilmitrn tIHMI'y

~ Sec, 47,30870. Trnnsporintion. When n person is to lie
involuntarily committed to ii facility, the deportment shnll arrange,
nnd annuthiiriml tn pay fur, the person'll neceiisiiry triilispnrliition to
the designated fncility nccninpniiied hy oppmpriote persons nnd if nec-
essary by n %n iice nllieer. The deportment shall pny return transportn-
tion of it (KTsun, hi* escort*, mid if necessary n pence olficer, nfler n
delerminnliim that the Eerson * not enmmittniile, nt tho end nf n
cnmmilmenl ih'IMnl, nr nt (he end id'a voluntary sluy ul u Iriuilment
fncility_lulluwini: oil eviihiotiun concluded in oci'uidoncn with AS
m(730715 When odvinohle, one nr mure relotlve* nr friend* shall he
permitted tu nccompnny the person The department nmy pny neces-
snry travel, housing, nml meal i'S|H'ii«es iiicillied hy line relntive nr
liiem | in netanmwun: the [M'ison il*the ili’liailmi‘itl ileleriniMi'M that
Itn* pelniiiis lieol inleiesIH reipiiie lIm | lie he iieeumpnnieil hy Ihe rein-
||||v||(_e”|nr friend und the relntive nr friend i« indigent. (5 1ch 84 SI.A

See. 1730876 NunreNlilent pnlienl*. till The udmissinn %per*uf
Il pel sun ivim la mlimited In nufle“ulmeul focililv 1l AS *17.30 (L
1'/i0.tlirt shnll inciuae u stiileiiieiit ns 1n 1ns ri*Hhlelice The ili*pnil-
meiit may returnn Rnhenl wlm * not n resident of the stole In llie nliU*
ufhis residence with court iipprnvnl if the person Im* het'n cotninitted.
[l the Male in which iie Im* rcindcni'o does nn1 0CCEPI him nila pntient,
IIm pelsun shnll lie lii'O leil I* n tt'nlileiil ul linn tilnle under Ihe pluvi
ns ol AS |,".til vitinn I« Ml tvlti

IfiH

4N

647.30,880 W nrAln:, simuai. SINVICI¥ anii |N'f|m'TU|NH %,17,30.B1i0

lit* To facilitate the return of nonresident patients the department
may enter into n reciprocal ngreemettl nr coo,pad with angther stale
Hr0wd|? fur the gro pt retunur\de,r a%rognat(i sii ﬁrvlslun nf resi-
?at*n at state wno are mentally ill. A mentally |f] letifon] ul timi
Hinle who Inis lieell pluceil 1l| a m||||?/ ntilsidc” this slate Ilmg_,lle
filyriltill with the ufifiriivnl of the departmeul tu . treatment facility
In Ilie stale designated liy the department. The department nmy enter
into reuﬁrocal agreeme t* or contrails with an? hgﬂ stal(? Rrov%ﬂg
or custody, cure Or treatmeni, or return of mentally 1ll resident* oflhi
slate hP( the other stale and fur Ihe custody ami care or treatment of
mentally 1Il resident* nf that slate hy this state mi a reimhursahle
Imsi*, A'resident oflhis stale who him been committed in another slate
and is returned in accordance with this sectinn shall, within 72 hum*
uf hi* mlinissiim to the designated facility, he examined. After exam-
ination the mental health profensiytml I charge simll release him ur
Zt}a?[lo %mon far involuntary cimmilmeiit “its pre.‘crihed in AS

Icl In Inking nction under lot nmIT(III of thin s."cliun, conpiileridijii
shnll. lie %lven tn the best inleresta of the pntient, tpmhcuhn!y In llie
relnliinshlp of the pntient to hi* famllv I,egal %ua, dian, nr Iriemin lo
majntain relntinnnhips nnd encourage VisitS henefielal tn the patient
$1ch8LSIA 108

See. 47.30880. Interstate compact. Thin stale ratifies i, adopts
hf' reference ""The Interstate Compact on Mental Health™ consisting ot
Anrlicles tipprnvnl on September 30, fiy the Nurthenitt State
Governments Conference on Menial Health. The deportment is desig-
nated ns compact administrator with. fall power to carry oat the
purﬁose id [he comPucland lo maku all iieresnnry regulation* o imple-
me tlllerum&nrl t | 1Helch 87SI.A 1067 lidded hy Il 101l 127S51,A
1050; AS 47301801

I'I11Ler'N null'll. - 'Pili* sordini dcrivMm nmlcr AS HILAILIl lo nrrmil wall llu>
nmit ftuini'™*  AS 47 1111SO nml wn* rrvlitltiii Ilie oiijm lienllli *liiloli'™M In
iiiiiiilm-ii il liy Ilie M-vl-mr el eliilnlett  I'llil|'lcr SLA

See. 47.30885. Itlghl* yulside Ninle. Nothing in AS 4730800
4730015niters or impairs llie apFIication or nvnilnhility lo  pntient,
while hiispilalired in nnolher slate mnler cimtrmlim| nrrnngeinents
eiiti'ieil ill' limnthinec wllli AS 47.30880 47 30015, ot lli¢ ilgliln
ri'im - ligit or iili'i*ioil ;i (oiiviiled hv Tlie Tuw. ol Mlilu ullite. It 130 ol
SLA 10811

Sec. 47.30800. Provisjon for personal needs upon illseliarge.
The ili*iiailiieiit nimll iasiire llml

it*1121511- 1 lulhliig, lim1
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1'Jl mlim'liiiiunl indigent pntivul is Itlinlk'<l

iAl siiilable (iiitis[HitInlinn In _Ini&qermm_ienl residence in this slide
ur In miniln r stiilnhlc |ili*i" nl tin* discretion nl* llm cli* iirliiii*fit; mill
.il)l_? n rt-nsmiohlc iliiinilllt ofmoney In nii'i-l Ini iloon-dintcneeded) 1
til HI SLA 1lIHI)

_Sit, 47.31hiin. Disposition  of personal property nm|
tiiitlnim i*il money. Ini Articles of personal p.rQFerI){ nml unclaimed
money in llie custody of n Irentmoot futility licit belong to n pntient
who iliei liefore discharge, or lo n Pnhenl,who lenves' the lioipitn]
willimit milllot 1V, il inirlitiilieil liy lm pnlienl or liii legal heirs or
repreieiitnlives williin one year ufler the ilnnlli or deﬁarture of the
pntient, ihnll he ilisposeil of in the milliner prescribed hy the depart-
inenl nm! Ihe proceeds shnll he de|Hisiled in the stale treasury.

_iln If ji Mienintly il individual Inn died in n foreign fnrility nnd the
ilepartiiieiil desires In recover Ihe palienl's personnl property under
this seelion, the commissioner or his designated repiescalative may
secure Ihe properly and for lim| poipose only is ill-signaled Ihe ilece-
ilenl’s adminisliiilor 1'ro erlf/ so recovered shnll he ilis|Kiseil of as
provided hy low til | ch HI SLA 19MII

See. «17.30.90. Disposition of money nml| personnl property
subject to claim. The department shall make diligent inquiry in every
instance after departure without authority or death of n patient, to
uncertain the whereabouts of the pntiont or tinil of his legal heirs or
representatives, and shall turn over to [he proper pertain the money or
articles of personal properl?]/ in the custody of Ihe facility lo Ihe credit
of lhe patient Claims to the mone% or articles of personnl property,
inrimImg claims hy Ihe state, may he presenleil to lhe department at
any lime, If a claim other than by the slate is established hy clear and
convincing evidence nnnc than one*ear after llie dentil nr departure
without onlhority ofa pntient, it shall he certified (o Ihe Ie?|s|ature for
(i‘ﬁrlllslllderatmn and the legislature may pay the claim. Il Tch HI SL.A

Sec. 473111106 fees nml expenses foe judicial pr,oceequs, lot
The witnesses, expert witnesses, nnd Ih%urly Il cuinmltmeiil pro-
ceedings_under AS 47.30(Ml) 4730915 ore entitled to (he fees
enmPequull?u,,anq rﬂlleagg cslahhshcil hy the mqu[mslra,\we rules ol
court_ litt olhci Jillilla nod winessi'H LomrPellso on, mileage, (Icu,
[rnmipoilalloji expenses Ini o Irspundi'ill, and olljel expenses ari mq
liom evaluation mol cnimmlincltt procegilings shall he audited mo
allowed hy Ine superior court nfthe judicial district in which Ihe pro-
ceedings lire Peld ollie ext?nt [hill serwﬁes afy %ace nlpcvr are Hﬁeg
In carry mil llo- provisions of AS 17 QIilill 47 30915 he Incnlll le
lo li'i's"and inImil e)/,p|,'|o.es_,,(_10| the nine omiiie mol in Ih  me
minion s Im Ins ntlici uttii.il diilies

m

547.30.910 Wku aiik, Social Sinivn'KM anii Instiii'iions 547,30.910

Ih) Ail attorney appointed for & person under AS 47.30/M0 -
4730915 shall he cmnYH'nsated for his services ns follows:
11 llie person for wimm an attorney is appointed shnll, if Im is
financially nliln under slandards as”lo (iniilieiul capability mol
indigency set hy the colirl, pny Ihe costs of Ihe legal services;

(3L if the person is indigent under those standards, llie costs of llo-
services shall he paid by the slate IS I ch 84 SI.A 1981)

Sec. 47.30.910. Liability for expense of placement in a
treatment facility, (a) A patient, or his legnl representative acting in
a representative ca’p_lamty, or his sinoiso, OF his parents if the patient is
under the nge of IH, shnll pay or contribute lo the payment of Ihe
charges for the care, transportation, and treatment nfthe patient when
hnspitnliml under AS 47.30.000— 47.30.915 Charges nssessed alter
an order for commitment for treatment is issued und charges assessed
when a palicnt is Imspltali/ed lit a facility operulcd h¥ Ihe departmi'll!
nr under n contract for services with the department, may not excee
the ad mil cost of the rare nnd Iri*iitment. The department may order
parment liy llo* patient or hy Ihe person re_s|M|n§|h|efo.r.p%yment for Ihe
Fa ient's cure mol Ireiiltneiil under Ibis mihsediim, miin ding In ability
0 pruviih* lor payment The ilepnrinieul may make necessary Inves-
tigations to determine the ability to pay mol may require sworn
statements ofincome hy the patient, or his legal representative acting
in a representative capacity, or his spouse or parent. In Ihe exercise of
his discretion, the commissioner may Impose loll liability for (In-
patient's actual cost of care and treatment on tho patient, his legal
representative, hin spouse, er parent for refusal lo supply a sworn
statement of inromc. An order for payment shnll he issued hy Ihe
deportun-til within six months after (lie dole on which the charge was
inriirri-il. The order shnll remain in lull force anil elTcd unless muddied
hy subsequent court or department order Liability under this nuliscr-
linn shall he determined s follows A pat|ent.ho_sF|ta||sed under AS
47.30).(i(l) — 47.30915, or Ihe person res|MiUKihli" for payment ol
charges lor Ihe patient, may he required la pay aee_nrde o Ids ability
0provide for payment, wiiin in Ihe nianuer and piopmlion which IIm
departnienl limls’is mil delriiuenlal In llie piilicnl.’s rcinihililelnm The
department shall, at any time Itint it deleimines llio action will serve
Ilie heal Interests ol tlie slate and llie pnlienl ar the pei son responsible
Im payment, relieve Ilie pnlienlor llo- pelnon re$F0n5|b|e for Fayment
ﬁhnn ||z|i.b||||ty lor chotges ho llo- cole, limispot Ini Inti, mol Ircnlun-nl ol
o- pnlien

Ih? As used m till ol this seelion. Ihe term "mImil cost o llo- rule and
treatmeni” means either Ihe_rate provided for hy a contract |'lileiod
Inin under AS 47311 (Mill - 47311915, or, in llie absence of a cimIrnel,
nd_any( iale iippiuved by Iin-depiillull-fit. o
(il The depailinenl s dim go, nr aeiepl liom a pi-iiinn imio-v or
pinpeil\. lei llie can- el’lieallio-ol el nil Inpalienl oi milpnlienl ei lei
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other purposes, even if the pa%rment is not required by np. order of the
QePar ment, so loop as the total payments received do not exceed the
lirfuul Mist of con ot limituiniil.

lit) All money paid by Ihe pnlienl ol on IllS belnill lo Ihe deportment
imdei this section shnll be deposited in Ihe state treasury.

lei If an order for payment Is entered by the department under this
section, and delinquency in the payment of any amount duo the stnte
under llie order continues for a Penod of more thon 90ilaya alter the
nolinention lo the ﬁatllent or the lopnl reﬁ.resentollve, spouse, or parent
ol thel.[)anent.hy lhe ilepailiilelit, he shite may proceed to collect the
oimmiitH due liy appropriate pmcivdinps An nctlnn to enfnrce Ihe col-
lection of payments nmy only lie hrnuplit within three years alter the
dale nl nalilicatinn of n"delinquent pnymeut.

tfl The orders of the department issued under this section may relate
only to chorees incurred niter Orloher 1, IIHI If 1 ch lit SLA 1lIHI)

See. 47.2(MH5. llefinillons. In AH 47.30lilill — 47.301115

[1] "rumiiiissiiuer™ means tile cnintnissioner uf henllh und social
Services; .

i.li "comi* means u superior court of the stole; ,
y Ctég_"nepmnuenl" menus the Itepartnn-nt ol lleollh and Social Ser-

M1 "deslpnnteil treatmeni facility” means n hoi.pital, clinic, inslitti-

tinn, center, nr other health cure facility that lias been desipnntcd hﬁ/
the department for the treotrnenl or relmhilitiiliun of menially ifl
pe1SONS nm| lor (he receipt ol these persons liy court-ordered commit,
mrnt, hut does nut Inelode correctional instltiilions;

Ifi) "evahmtinn facility" means u henllh cure fncility thiit hns been
deslpunted nr is operated by the department tu perform the evaluations
desciihed in AS 473111ilill"  47.31)915; or n medicol fnrility licensed
timicr as m.ati tiai;

Hi) "eviiluution personnel” meons nienlul lieollli prolesximinisdrHip
mill"d ||Y llie degurtment In conduct ovnluntinns ns prescribed in AS
47 3Lt 47.30.915 who conduct evaluations In places in which tin
slolled evalmilioii locilitv exists;

(11 -ji;ilive|¥ disabled" means n condition in which & prison ns
lesilltill'mental illness, is in danitorul physical Imrm nrisinit from surh
completo neplect of hasic needs for fond, rinthiig:, slielter, nr personal
safet% as to render serious nr,, ‘cut, illness nr dentil hiplily prolmhle if
role nv uuollier is not token;

iHI "inputlent linilm enl™ iliriilis rule mid Ireillmeiil lenileiod ill,ode
m on the premises of a Irealiveiil |!|C|I|t¥, or a pail or noil o «
Irealinent fncility, for u continual period ot 24 hours ur lonper;

(Il "least restrictive alternative™ means mental health treatment
focilitles nm| eiindiliniis nf treatment which are

[\l no umii* hoii,i, Im/niilomi.m jul Imove Umil necessm v lonclili*Vt*
the lirnfmrnl nbnvines ot the potieul, on,]
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547.30.915 WKkij-aio;, Schiai, Skiiviikn anii iNstiTirrioNs f 47.30.915

@Linvolve no restrictions on physical movement nor supervised
residence or injiatient care except ns reasonably necessary for Ihe
fiihuiiiisIriiliun nftreatment or the protection ol the patient ‘or others
liom plivaicol |nJur¥'

il "likely tn catiHe seiiiius loom™ menus u person wim .

(At poses 1i sulistnntiiil risk nf imminent nnd Hiihstunliil bodily
harm to himself, as manifested hy recent nltempts nt suicide nr bodily
Imrm; L . . . . .

1) Foses u siihsliintlol risk of imminent nnd substantial Isslilv
Imrm lo one or more oilier Jiei'sunn os mnnifesteil hy helmvior cminug;
or nltempt[nR Imrm, Imhidinp, in repnrd lo evaluutiiing, nl least one
incident within 30iluys liefure the filinp of u is"tilimi for emerpenry
liospilnlmilinn; or . ) .

demonstrates a current intent lo curry nut plans nfserious lon in
to himself oi another; ) o .

1111 "tni'iilnl henllh prufessiuual” meiiiis n psychiatrist urlthsman
wlm is licensed to prnctiee in this stale or employed hy llie ledeial
I'livernment; Il clinical psycholepisl licensed hv the state Hoard iifl'sy-
rimloj;islH nml I'svrholopicnl Assnciote Kxnminers; a ps?{rholopmn
assariale with aclinical psyrimlopy or cmiUKeliigt specialty ficensed hv
tin* Hoard of I'sychillnpistn and I'svrhnlnpjeul Axsnchnlo Kximiiners: u
repislered nurse with a umster's tlepree in psychiatric mirsinp, licensed
liy the State Hoard of Nuisinp; nml a social workei with i master's
dcpreo in siiciul work nnd experience in the field of mentnl illness;
(2 "menial illness" menus on iirpnnic, mental, nr einnllaniil
jiigmirinent timt has mihntiiitiiil adverse effects on an Individual'l
ability to exercise conscious control of Ins netions or ability lo perceive
reality or lo reason nr understand; mental retardation, epilepsy, drop
addiction, iiiiil alcoholism do not per se constitute menial Illness,
ulilioiipli prisons imitioi inp from these conditions nmy also lie stiller nip
bran inentnl illness; S B

(131 “pence idlirer™ ini hides n state police iillicer, mummFaI nrntli'
local ﬁohce oltleer, stnte, iminiripnl, or other local health ellicer, public
henllh muse, United Staten marshal ur deputy United Hintes nmrniml,
or i person intilimirt'd hv the mull; o

AL "pruvlilei ol uUllililien! cure™ ineiuis w meliliil lienltli proles
nionnl oi liospltiil, clinic, instil (limn, center, ur oilier heallli cure fin il
liy deiiipnnled by the ilepiirlineut to ncropt for tieatment pnllents wim
are onlered In untlerpe Involuntary oalpalieut treatmeni hy llie com |
rrwim me leleuseii ea.r.IR( from inpalienl ronuniliveuts on rniidiliiii
llm| liny imileipn imIpiilieu] lienlmeiit; o o
g widititiinp investipatinn® llicnns llie Investipalion nvl icview
<f furls which Imve been ullepcd In wnrrant emerpenry exiiniuuU uii or
tienlmenl, Inchidmp interviews with llie persons nmkinp the
otlrpiilfiins, nnv olhei sipnllicunl wiluesses wim can readily lie

tlpiiliim olid cviilimllon nl Ho* lelmlulilv Hilill tmslihlllly ol pel ,ons
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ft 47.35.020 Amska Statiftks Sum kmknt 8 47.35040
[insvnlinj» inOiriiialiuii nr making iilci*uliuiiM; o

SHO "Mato™ iih'uuk it ntute nt lim United Stnte?* the District of
| oltinthtu. tin® lei rituries nnd puksessiuns nfthe United Sillies, nnd the
g‘nlmunhwejdlh ef I'lieiln Kirn, nnd, with the iipprnvnl nfthe United
tnte* Cnn*iesH, I"nilinn;

17 "pnifessiuintl pvnwm tn cimrRe™ menus the senior mentnl henllh
ErnfeH*LumH nt & 'utility nr hi* desittiHH."; in the uhsence of n inentnl
ealth pinle>«Miniiil it means the chit'fnf slalTnr i physieinn (Inuj"tiultt!
hy (lie chiefn( stall". ift I'ell HI SLA IKHIt

Chapter !15. Private Institutions.
Article t. Kinder Homes, llnnrdinu lumen mid

[istitntiiiim,
Hrrllou Heiilnn
1 i o [mimiil re<fiinnl liww Lagmiiil Imvihm'
i ledh R Himam

See, «1735020. I.leense or [ierniit retpilred. Nn peisnn nmy,
witlimit ii lireiise nr permit tn da ni,

(1i imiintiin m ennduct, fur mure than ‘JOdays, a Ixumliuk home,
faster hrano, Kioup home, institutiun, ur other place for the recuhir
reception or cure of children under 10 years ofzﬂ;e, or a foster home,
Krnup home, ur Institution lor the cure of dependent ndiilU; or

(2L enjptp.e in the business of’ecelvmu oi ¢cm Qik for children under
1 years of um?, with or without romi)euHanon. ina nurserP/_m which
five ot more children not related hy Idond nr umrruike, or (yptl ndop
thin. It* the owner, operator or mivioKerofthe business are lodged. (ft 3
ch 17SI.A 1051 nm ft 3.h 42SI.A 1073 am ft 3ch 253 SI.A 1070; am
t 21" 15SI.A 1077;am & | ch 07 SI.A I0H2)

A7t AT P i W R g ol <2

See. 47.35010. lleenslitK. ?t%Thed.epaumeutehall issue i Uveitae
to i liicinly if it detenitines that the facility has met tin* Htiiiidiu da lor
npetalinn “set out in_AS 47 35010 — 47 350M) and the ie|pilahmiH
adapted under AS 47.35.010 — 47.35.0H0

| (Id '?\l Iicelr&se,is vacllid_ fé)r %vr\]/o years ,?fte[ Ihe date of issuarllpe unless
in.icNnju'd o muddied The ‘dcpailmeld may revoke o license or
||Intq.||v a iwce,mle lo p|.|.?\|alun|d aﬁIfIPM | ngleﬂmln'a?hnl o lacilifVin
ngt in omHhance with AS 47.35010  47.350H0 ar Ihe regulations
adapted untler AS 4735010 473fiON0

_ (¢l The department may waive comé)llance with a standard set out
'rlnre i g(fgr’rteﬁuﬂngie' A fﬁimﬁﬁﬂﬂﬁﬂ*onir?ﬁfg%ﬁ
8|(f|e.n fimhh i'm”iel zhee\}Veﬂeliitnf []J]ﬂn%n If ra‘e P

§47.35 050 VVki.fahe, S<x*im. Services anii INsrmmtiNs §47.35.080

(dI A lireline mny nol tie trnn.srerrcd to n different fncility nr owner,

(cl Tlic department ninill uiv  written notice of revocation or modifi-
cation under ilii of thin nertion *. dnyH liefore the effective dale of the
action. However, if the heollli or well-lieinn of children or dependent
udoltn in in jeopiirdy, the reviirntion or inoditlrotion action in elfective
immediately ugon the issuance of written notice hy the degartment.
f(I)IIEIZS) 8rh 17 S1.A 105L; mil Ii I ch 42 SI.A 1073;um 4 2rh 07 SI.A

R, ’ .
o) oG i ol ot AT S P -

See. 47.35050. Durnlinn of licenne or permit.
llepeiileil hy ii 5rh 07 SLA 10H2

Jj refi“rened. — for ol |imdA. Killinr®, nntr*. — 11m m|."Wiril _n 1l
Al invLIMt Om Maliinl ritdli'r nf Hm  ilrivill from 1 Ig rhe 17, SILA ISM. t i
ii.]..iMm . limo, mo AS 47 ticllliMiinml  di CJ, UI.A 111711; 1 W, rh. 4A, SI,A MJ/7
11|

~ Sec, 47.35055. I'rnviHinnn! license. Ini The department nhnll
issue n pravisiunnl license ton new facility if the fnrility nuhmils lo the
department an itcrcpluhlc plan for operation tlinlin in conformity with
tho provisions of AS 47.35010 - 4735080 mid the resolutions
adopted under AS 47.35.010 - 47.35,080. Aller the deportment deter-
mines timt the new futility is O&eranon in conformity with Ihe provi-
sions of AS 47.35010  47.350H0 anil The rcipihtlionn adopted under
AS 47 05010 -4735.080, Ihe department shall iasuo a license under
AH 47.05 040 tu the fnrility.
_ ?hi The department nmy issti? a provisional license to & fnrility that
is liri*iisri! under AS 47.05.040Im| Is temgoranly tinnhln til rimfArm to
tho provisions of AS 47.05. <") — 47.051)80or llio rcipihilinns adopted
under AS 47,05.010 — 47.05.080. N . .

(el OOie deportment may Issue a provisional license under Ih) of this
nerlinn only if the fnrility iiulnnlla lo the dePartment nu jireopliihlc
plan lo tiiiii; Ihe forility into rioiliiimily with tinZprovisions ol AH
4705010 47.05.080and tho U'ipihilioinindopled under AS47.05 010
— 47 051llitl within the time spenfied In the provisional license.

n|r A provisional license in valid for s period mil cxrectlinit one year
tjiiiii e dole of heuiaiirc The dcpatiinctil inoy renew o provisional
||||c"anzs|e lor oil oildilioiiol period nol lo exceed one year. 14 Oill 17SI.A

Sv-e. 47.05.080. Definitions. In AS 4705010 - 47.35100

1 "hoiiio.nii Inline or fouler Inline" menus an eslahlishmenl
piovnhni: UV.linl role ho ess 1him six chilih«*n not related hv nessa nr
Mg In the loslis poiellls,

175



SENATE HEALTH, EDUCATION AMD SOCIAL SERVICES COMMITTEE

WITNESS REGISTER I
DILL NUMBER/A(Ullel&IZ/L fytlt/iti/IU "L (A 17. <I-
NAME REPRESENT ING ADDRESS PHONE NUMBER
it r / SvO /a1

/&><:

1 f\(n W |
Wm $Sth u/jfic nlUr /MpA

b-la ~Wj (to/ U Tirl.y R /o] H /9-

N 77 ANQA
f>i? / M e,
Wi HUtK  wiws.
j Niva f).c,

As [



MENTAL HEALTH CGMMTMEZNT TAW

Senate HESS 9/23/83
Attendance: Josephson, P. Moss. Sens. V. Fischer, P. Fischer, and Halford
excused.

018 Josephson convened neeting regarding mental health commitment law
testimony.

093 Josephson: Our purpose thday is to receive testimony on the

question of mental health commitment. |1 think our purpose would be better
served if those wishing to testify could talk to how you evaluate the existing
law, 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 Niiio Koponen: 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 commitment act and we find it to be burdensome, vague, and
emotional. We feel families should have a great role 1iIn ccomitment
procedures. A broader criteria for commitment should be studied based or.
ability to function with thought processes.

198 Denardo:  Under paragraph 7, "gravely disabled® means a condition in
which a person is a result of mental illness. We woul~ like to add "or is not
receiving such care in mental medical treatment as is necessary for health and
safety” or "a person who thought processes, perception of reality or judgment
is substantially impaired”.

230 Josephson: Has this language been used anywhere else?
273 Dena.do: I"ve studied other acts from other states, and chis

language comes 1ir-om 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 1ll patients should receive better continuity of
care as they move from hospital to community. Orvntiment 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
AP1? What happens as the family menber enters the system?

38b Denardo: First of all, there aren"t very many involuntary
ccomitments frcm Fairbanks because we do all we can to convince the patier.t
that they should go in on a voluntary admission. It"s emotionally easiisr
because the court procedures are skipped. We then have to pay for
transportation to A.P.1. | think this is a legislative oversight. When there
Is 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 i1ll 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
acccmnodaticns, rent-a-cars, etc., 1 am only able to visit my son once a
month. We feel that the most important part of treatment for the patient is
proximity to family and friends.

477 Denardo: Twenty years down the 1line, we will look at the
neuroleptic medications as pharmaceutical labotomi*s. With this medication,
the patients are not cured. They are put into a medicated miasthma. They
car'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. This is the condition in which he returns homs.

510 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 70% of the patients don"t respond to
this medication. Some patients do ccme out of t"eir psychotic state, but many
others fall 1into the pharmaceutical labotomies. Eventually, all patients
develop a nervous disorder, which is totally irreversable. In many cases, the
liver of the patient 1is ruined.

601 Josephson: Do you have any anxiety that the language, "a person
whose thought processes, perception of reality or judgment 1is substantially
impaired®, could be abused by commiting people who are eccentric, etc.?

610 Denardo: No. The screening process 1S cumbersome and 1S SO
comprehensive that I can"t see an eccentric person being cornuitted.

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 1ll patients.

People having psychotic 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_.l. and know that when they are released, they
have to return to jail for breaking probation. They, 1in turn, have no
incentive to be released for A_P.I.



740 End of Side A. Turned to Side B

001 Gathleen Nixer, Nurse Manager, Psychiatric Inpatient Unit, Fairbanks
Memorial Hospital: Many of the problens we face with the mental health
system, 1is based on a premise that the mental health service delivery system
in Alaska is decentralized, when in fact, i1t is not. When the Mental Health
Law was passed in 1981, there was only one in-patient treatment facility in
the state, A.P.l. Today, there still remains only one designated in-patient
treatment facility in the state.

103 Nixer: Theeasiest way for a mentally 1illperson to receive
treatment would be through the ccnmitment process. They at least receive care
why the legal process iIs taking 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 dailycount runs around 7 to 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 you"ve experienced?

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 the standard medicaid

programs. We would like to see patients who may voluntarily elect to seek
their treatment after a commitment process in Fairbanks, which is close to
their home.

458 Maureen Phillips, Board of NARA: The designated bed problem has
come up in a recent meeting with the NAPA Board. The University of Alaska
health coverage for mental 1llness does not allow for patients to be admitted
to anything other than a "designated mental facility"”, not designated medical
floor a hospital. I feel i1t is important that something be done about the
designated bed situation here in Fairbanks.

491 Josephson: That appears to conclude the testimony this afternoon.
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.ace Health, Education & Social Services Cocci ttee
October 14, 1983
Anchoiage

TOPIC: Mental Health Coccitnent Bill (Work craft of "An Act
relating to the treatment of mentally ill persons.")

ATTENDANCE: Senators J. Josephson (Chairman), R. Halford
Excused - ?. Fischet; 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 1in Anchorage and recently
in Fairbanks on this 1issue.

This new draft 1incorporates ideas from Departme:t of Health
and Social Services, family groups and others, particularly those
who work with troubled children.

New draft incorporates these changes: involvement of
correction systenm is reduced in terms of dealing with the
mentally ill; age change from 14 to 18; time computations changed
from 21-90-120 days to 30-90-i180 days for commitment periods;
commitment period for minors changed from 21 to 30 days; records
can be made available to law enforcement agency 1if substantial
concern over any danger to community; qualifier added to right to
privacy and personal possessions - if professional in charge
determines not in 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; family 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 for minors; designated facilities; involuntary
outpatient commitment; wuse of correctional system for mentally
ill; and transportation costs for voluntary committed people
where ccsts are paid for ns required by statutes.

Jerrv L. Schraider, M.D., Alaska Psychiatric Association

Appreciate the henring being held, general reaction to
working draft 1is supportive.
Have often been Tfrustrated and confused over commitment law,

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 some people that should®"ve been jommi). ted who were not.

Will study draft further and hopes it will be submitted as
legislation.



170

190

260

290

S HESS MTG 10/1.4/63
Page 2

Ed Essa, Staff, Rep. Mae Tischer

Submitted letter addressed to Senator Josephson bv Rep.
Tischer stating that extensive research has suggested that
nutritional deficiencies have a correlation with mental illness
and that when deficiencies are identified and treated, improve-

ments in the mental health of clients are made. Propose that the
draft bill require extensive and mandatory nutritional analysis
of each client be made upon admittance. This way "me client is

treated both mentally and physically.

Deborah B. Geeseman, M.D., privatepsychiatrist (formerly
did work with children at API)

Supports most of what®"s in the bill. Suggested rain :r
changes - 1) Pg 5, In 19; instead of "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 commi tment laws.

Admission of minors - child under 14 cannot remain in
hospital for evualation or treatment for no more than 21 days
(under current law) without having a commi tment hearing. An
adult who wants to be voluntary committed may stay 1in hospital as
long as they wAnt or treatment facilitydeems necessary. Then if

they want to leave hospital, it becomesa legal 1issue.
For children, often a good evualation cannot be made until

after 3-4 weeks. Limited vresources are available for treatment
of children in Alaska. Only have one facility for extensive
psychiatric treatment. Have some facilities for conduct and
behavorial management ov children (but full anc 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 needs to make sure the person 1is mentally 1ill
or gravely disabled. Or if it remains in 13 (pg 3, In 1) should
be "deteriorate further if" not "treated" (add not to sentance).

Sen. Josephson - While at APl you noted that severe psychosis
does not appear that often below the age of 14, correct?

Yes.

Sen. Josephson - What additional facilities do you feel Alaska
needs for young children?

Difficult in state with our small population and distance
from other states (where we could jointly share use of

facilities). Presently ue don"t have a sizeable population of
psychiatric young children. When we do, they will need a place,
the only facility we have now 1is API. Would 1like to see other

facilities that would address more extensively psychiatric needs
of children.

PART 11
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As draft nov stands, court has to get involved 1in 30 days,
recommends 30 days be taken out, <child could be a voluntarv
patient.

Many times children need evualation when they encounter some
trauma (ex: divorce of parents). IT that evualation goes beyond
the time limit set, they could end up with commitment as legal
statement on their record. If it remains on their record, can

hamper their future.
Pg 3, Section 47.30.695; support it but has trouble with the

wording. i2, Ins 18-21, part (a)(b) (Ins 22-29) - believes it to
imply if child 1is dangerous, <can still discharge them against
medical advice. Dosen"t feel 1its consistant. r2, 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 1is likely to cause serious harm to self or others, or

there"s reason to believe the release could place the minor in
immediate danger (should be added) "refuse to discharge™.

Joseph Reum, Handicapped Services Coordinator, Municipality
of Anchorage

Pg 4, In 26 - "commitment hearing, to ™ held if needed",
Who determines need?

Sen. Josephson - Depends whether patient is voluntary or
involuntary.

Dr. Conrad, Superintendent, API

Submitted memorandum on admission statistics for FY"83.

Qut of 1013 admissions, 500 were voluntary, 36 came
involuntary under Title 47. Out of 100 involuntary patients, 73/
have dropped out of involuntary channel before 7'1 hour limit.

Agree with Dr. Geeseman®s comment on page 3 that paragraph
2a is inappropriate, not -“llowcd 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 information (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 is
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 doctor. What kind of a problenm

does this bring up 1in involuntary commitment?

Has caused a problem by not allowing hearsay evidence at

commitment hearing. Often 1it"s highly relevant and meaningful
evidence but due to rules of evidence not allowed because it"s
hearsay.

Often relatives and other people are frightened to te.stify
for fear the person being committed will hold a grudge or seek
revenge later. A.lso consider some people (to testify) live far
away (would be expensive for transportation cost).
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Sen. Joseohson - What happens during, example a domestic conflict
and people exaggerate testimony or state it falsely?

When it does occur, then don"t rely on element of danger but
fall back on object of evidence of mental 1illness. Do not pro-—
ceed to commitment hearing 1if lacking evidence of mental 1illness.

In vast majority of cases, most do not go forward to
hearing, and where there is mental 1illness, majority of patients
accepts need for treatment. When cases do go to court, public
defenders and probate masters become very involved.

Sen. Josephson - What 1is 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 Kkinds of things, where their liberties are
not essentially protected.

Concept of outpatient commitment should be addressed. What
do you do when outpatients don"t show up for their scheduled
appointmen ts?

Generally supportive of draft and comments that have also
been made.

PART 111

Voluntary medication or. outpatient 1is a problem. Sometimes
people are crafty enough to manipulate the system and be released
(these are the dangerous ones).

Kctelle Gottstein, Executive Director, Alaska Mental Health
Association

Commends Committee for making changes, particularly
inclusion of physician to be able to institute commitment pro—
cedures and redifinition of gravely disabled.

Pg 2, In 10; concerned about definition of "timely"™, what"s
considered timely?

Dr. Conrad - Would interpret to be 8-12 hours.

KmGottstein - Pg 16, In 5; definition of mental health oro-
fessior.al - important people working 1in the bush (social workers,
etc) be included 1in this definition. A further clarification of

social worker might be 1in order due to so many areas of social
work,

Sen. Josephson - There®"s another bill on licensing of social
worker and we cay run into some difficulty with that.
Sen. Josephson - Is there an official position by Mental Health

Association on this?

Sot on this, but we will make recommendations before
Janunfc®. .
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Sen. Halford - What does Association think in terms of
communication between doctor and patient, should be available in
commitment hearings or not?

Don"t have an official position. My opinion - if hearings
are closed, then in very specific and well defined 1instances,
that privilege should be opened. In individuals right to receive

treatment, the doctor®s opinion certainly 1is an important matter.

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 patients refused to give
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
eommitment.

Dr. Jay Verkozen, clinical psychologist (private practice)

Pg 13, 1Ins 27-28; 1issue of psychosurgery, 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 1V
Sen. Josephson - (to Dr. Conrad) Has there been any record

keeping in Alaska of psychosurgery or 1lobotomy given?

Dr. Conrad - No, the only way would be to ask all the neuro—
surgeons. Electroshock - no one to my knowldege at APl has been
administered with it.

J. Verkozen - But it does go on regularly at Providence.

Pg 14, 1Ins 19-23; suspension of people"s right.s; if you're
going to do something to someone, need to be clear about it with
the person and 1if it"s not in their 1interest to know about it,
then it shouldn®t be done.

Tcu can"t treat people psychologically unless you get: them

involved in it. IT somebody might be better off with something,
it dosen"t mean you can force it on them.

Pg 8, In 20 (//4) "efficient” - efficient for what? For
commitment? For civil liberty?

Pg 6, In 15 Right to view and copy allpetitions -

they should be given copies and helped to understand it.

Pg 12, 1Ins 25-27; good point that family or guardian be
notified on patient®"s absence.

Pg 11, In 14; Disagree with 180 days for commitment, more
advantageous for longer length of time.

Fg 5, In 22; "gravely disabled" - too broad.

Pg 6, Ins 4-5; 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. Verko:.en - Pg 6; objects to (e)(2) and (3), Ins 14-18; aren"t
necessary.

Pg 13, In 9; objects to 72 hours, procedure should be
speeded up rather chan be long.

Pg 4; 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 Community 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 1in recognizing mental 1illness, where
police officer dosen"t. To protect civil liberties of people,
it's better for /it least someone qualified 1in mental health to
make determination of commitment.

As a neuropsychologist, be very careful before you write
into statute prohibitstion against treatments.

Individuals released as outpatients from API, 1isn"t a com—
fortable solution to Iit. You may consider transitional living
(intermediate type of commitment). (A transitional facility
where they could receive supervision.)

Has reservations about having licensed social workers being

able to commit someone (pg 4). You may get a social worker who
has no actural diagnostic abilities.
Topic of confidentiality. Two solutions: 1) treatment (must

maintain confidentiality in this); 2) examination with notice for
commitment (person knows it is commitment, does not have to dis—
close information, takes away effectiveness of examination).

Sen mJosephson - What a person discloses when he wants treatment
is going to be in stream of what 1is revealed 1in 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 procected. IT someone 1is going to testify at commit—

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. Eirc'n in including mental healthprofession—
al in emergency detention. |If we use a mental health
professional, we should use those with national accreditation for
social workers.

Lav 1is workable, changes are good.

Frances Purcy, 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 1idea to notify parents or guardians
of patient"s absence. May also want to add anyone that has been
threatened by patient, also may add immediate notification
instead of 3 hours.

Pg 14, 1Ins 24-27; good 1idea.

Consider what other states have done with mental health pro-—
fessional being the office of involuntary commitment. Probably
more 1important for Anchorage than for the bush. Impractical to
have officer 1in bush for involuntary commitnent. In Anchorage,
specifically we"re beginning to need an area of expertise in just
emergency cases. Check into Washington state statutes. They
have designated person who is trained to do reading of rights, 1is
impartial, not hired by institution or other agency.

PART VI

Jin Parsons, Manager, Behavorial Heal.h Division,
Municipality of Anchorage (former member of licensing board
cf psychologists)

Concurs with Purdy®"s opinion of release of minors when we
don®"v c¢d that with adults.

Most of my concerns have been covered.

Pg 16; 1licensing law for psychiatrist 1is generic rather than

speciality. There are some psychologist trained 1in areas other
than clinical who may not have expertise 1in mental illness at
all. May be a good idea to say licensed by state with adequate

cl-nical training or something similar vrather than clinical
psychologist sinne 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 field of mental 1illness rather than having some
type cf specific training in that area.

Cecilia Kleinkauf, Alaska Chapter, National Association of
Social Workers

?g 16; issue of professional social work, as included 1in
definition of "mental health professional”™ - just vreceived 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 1in 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 1item not covered 1in bill 1is protectionof court for

child®s right regardless of his/her narent®"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 impossible, to make definitivediagnosis with
respect to mental 1illness in children.

Sen. Josephson - Which 1is an explanation ais to why we have a
longer period to evualate. 1 don®"t think the Constitution
requires that you cannot make classification if there 1is a
rational basis for it.

Why 1is it ok to institutionalize a child without court®s
protection in mental 1illness, and 1in statutes of state, it"s not
ok to institutionalize without court®s protection when it 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 net be grandfathered at master®s level of social work with
training in any other field. Anyone who 1is grandfathered, who

wishes to be called a social worker and te licensed under social
work law, could at maximum,, only be licenses as a baccalaureate
level. Only 1level grandfather amendments refer to.

Meeting was adjourned by Chmirman Josephson at 12:50 pm.



BARANOF MENTAL HEALTH CLINIC

POST OFFICE BOX 1180
SITKA, ALASKA 99535
1907) 747-8904

STANLEY T. LAUGHR1DCE. PnhD. 12-16-33

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 in 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 raarding 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 iIs because we have treated people in our local
hospitals rather than sending them to API. Often in 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, | am able to obtain the person’s
voluntary commitment but on those few cases where | am not able to do so we
end up sending some to APl that we could very easily have treated in our
local hopitals.

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. Laugl™ridge, Pn. D.
Clinical Psychologist

cc: Joe Adelmeyer, ACSW Supervisor
Susan Will, R_N., M.S.
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CORDOVA COMMUNITY HOSPITAL

MENTAL HEALTH AND ALCOHOL CLINIC

P.0. 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 in Sec.47.30.705.

In our experience the present state of things in 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 is highly precarious. Just recently we had a case of a
possible suicide and homocide situation in which help was delaved 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
si tuations.

The Cordova Community Hospital



Central Peninsula Mental Health Center

P.0. BOX 4683 * Kenai. ALASKA 9961 1 (907) 262-7501

February 1, 1984

Senator Joe Josephson
Alaska Senate

Pouch V (MS 3100)
Juneau, Alaska 99811

Dear Senator Josephson,

I am writing relative to Senate Bill No0.346 related to certain
revisions of Title 47 of the Civil Commitment Statutes.

I am strongly in 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 1In addition to a
police office to have an individual taken into custody. The
procedure relative to placement or utilization of the jail for
protective custody and holding prior to transportation Iis
appropriate and is an accurate description of the need for rural
areas such as Kenai.

I am 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 iIn this Statute.

Respectfully Submitted,

v

-A -

Paul E. Turner, Ph.D.
Clinical Psychologist
Program Lirector

PET/jvh



Ann DeNardo

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, Alaska 99811

RE: Chronic Mental Ilness
Dear Senator Josephoson:
The enclosed article tells you who 1 am and what | am about.

During last week"s teleconference with our Fairbanks legislators, | addressed short
comings in Chapter 84, Laws of Alaska, relating to mentally ill persons.

1. Families should have a greater role in and be consulted with regard tc commitment
procedures.

2. A broader criteria for commitment should be studied, based on ability to function
rather than just being a danger to 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 cut of the
corridors and into the wards! The only State facility, Alaska Psychiatric Institute, is
perpetually overcrowded.

The Fairbanks Memorial Hospital is willing and able to become a designated treatment
facility for psychiatric patients. 1 don"t understand the mechanisms involved 1in 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 ill 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 in testimony
before Senators Josephson and Fisher of the Hess'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, 1in Fairbanks, Alaska.



TESTIMONY BEFORE THE SENATE HESS COMMITTEE
Re: Mental Health Commitment Law
September 23, 1983 - Fairbanks, Alaska

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 designhate, operate
and maintain treatment facilities...to provide...care and treat-
ment for the mentally i1ll. A treatment facility 1is defined in
47.30.915(15). In spite of the directive to desighate 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 decision

Section 47.30.705. This section addresses emergency detention
for evaluation. It states that a police officer'.._may cause
the person to be taken into custody and delivered to the nearest
evaluation facility. A correctional facility may be used as an
emergency evaluation facility i1f an evaluation facility is not
available... (and) the peace officer shall.._be interviewed by
a mental health professional at the facility.” There are no
mental health professionals at the correctional Tfacilities.

Section 47.30.710. Examination. This section states that a
person so placed iIn 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 iIs no
other i1llness where, due to the illness itself, a person is
incarcerated!

Section 47.30.715. Acceptance of Order. In this section the
court 1is 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 first
contact the respondent has with his attorney is in the court-
room itself, immediately preceeding 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 in tact, and the added belief that 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 vies toward lessening the adversarial approach.

Section 47.30.790. This section deals with absence without
leave. ITf 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 if it is
determined that respondent needs inpatient care due to a
critical condition, era! and written notice chat he must
return to a treatment facility within 24 hours must be
given h™m. IT the patient is 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
if 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 psychosurgerv,
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 informed consent given by "an adult
designated iIn accordance with 47.30.725". (This 1is an
adult designated by the respondent.)

Again, paragraph (@) of this section should insure a copy
of the discharge plan is given to "ar adult designated in
accordance with 47 .30 .725". Families ~irely know of any
discharge plan and it is the nature of ihe disease that
patients will not follow through without help.

Section 47.30.845. This section deals with confidential
records. Paragraph () 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
of patient and escort to the designated facility following
involuntary commitment. (In this State, of course, this
means a trip to Anchorage.) There is provision authorizing
the Department to pay for transportation of patient and
escort the API 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
the patient. It is 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 (10) defines "likely to
cause serious harm'. It is the contention of everyone
involved with this Act that these definitions must be
broadened. This is such a complicated and emotional issue
that agreement is 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,
cr attempt to commit a crime, we recommend the following
criteria to enlarge the definition of a mentally ill person
for purposes of providing treatment:

(M T"gravely disabled” means a condition in which
a person, as a result of mental 1illness,...
"or 1is not receiving such care and mental
medical treatment as is necessary-?or health
and safety, otyja person whose thought processes,
perception of reality or judgement®is substan-
Fially impaired.

We would like to see a study of other states®™ commitment
laws iIn reference to their criteria for commitment.



ALASKA PSYCHIATRIC ASSOCIATION

ALASKA DISTRICT BRANCH
of
AMERICAN PSYCHIATRIC ASSOCIATION

February 4, 1983

Senator Joseph Josephson
Alaska State Legislature
Poujh V

Juneau, Alaska 99C11

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 in 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 19S1. After the first year of experience with this new

law and after discussion with judicial and civic leaders, we wi“h to
recommend certain amendments to the law which we believe will assure

that its worthwhile goals are more effectively achieved. These amendments
are provided in 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 instances 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 dup.d’cate work already accomplished is
unnecessarily cumbersome. Al wing 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 fr* 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 to recognize that harm to others may include property.

5. An unanticipated consequence of the current law, has created an
undue hardship in 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, is 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 in this group lack the necessary understanding to
accept treatment voluntarily, and authorize the use of medications
and other treatments under the directicn 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 Jiw 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, 1 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,

Carla Hellekson, M.D.
President
Alaska Psychiatric Association

CH:mm
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STATE CAPITAL HEALTH. EDUCATION AND SOCIAL SERVICES COMMITTEE
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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 1in better
understanding mental illness. Research has uncovered some very inter—
esting facts. Perhaps the most intriguing discoveries relate t the
effects vitamin and other nutritional deficiencies have on our laental
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 in the mental health of clients are made.

Given this information and with the knowledge that our mental
health 1is tied intricately to our physical health, | 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,
the whole client is treated — both 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. | join with many others in seeking a continued dialogue on
this encouraging new approach to a long-standing and seemingly worsening
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problem that faces our state and our nation.

Respectfully,

/77

Mae Tischer
State Representative

MMTrwtl



viC-rur/  j%

Central Peninsula Mental Health Center

P.0. Box 4683 « KENAI Alaska 99611« (907) 282-7501

October 25. 1983

Senator Joe P. Josephson
1526 "'F'" Street
Anchorage, Alaska 99501

Dear Senator Josephson,

I am writing to you relative to recent Senate HESSCommittee
Hearings on the Title 47 Commitment Statute.

I am 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 is 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. Itwould
seem wise to include this 1independent profession in this
activity. There are also other sections that are being amended
in Title 47 adding the medical profession as the identified
entity, for example 47.30.815(b)(4). In those instances | think
that clinical psychologists should also be included.

Thank you very much for this opportunity to correspond with you
relative to this Iissue.

Respectfully,

Paul E. Turner, Ph.D.
Clinical Psychologist
Program Director

PET/jvh



Oliver Osborn, M.D.

Cordova Medical Clinic
Box 310

Cordova, Alaska 99574

Nov. 5, 1983

Senator Joe Josephson
Pouch V
Juneau, Alaska 998.11

Dear Senator Josephson,

I am writing in regard to the proposed changes to
the Mental Health Commitment Law. My concern is that
the proposed law will not allow a licensed
psychologist in Alaska to initiate emergency
detention for evaluation ((under sec. 47.30.705).

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 1is often the person most immediately
involved with patients who might be a danger to
themselves or to others. It is imperative that this
professional be allowed to initiate emergency
detention for evaluation iIn cases with serious
potential. It has. been our experience that the
psychologist often works closely with the local
police department to defuse crisis situations in
Cordova.

Thank you for your attention.

Sincerely

Oliver s. Dsborn, 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 1in this state or a
psychologist licensed in this state who has probable cause to believe
that a person 1is suffering from a mental 1illness and is likely to
cause serious harm to the person or others of such immediate nature
that considerations cf 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 Tfacility 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 in custody
and be interviewed by a mental health professional at the facility."”

In addition, | 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



familiarity with psychiatric disorders, conducting mental status evaluations,
and determining the appropriateness of civil commitment, 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. | appreciate
your consideration.

Paul L. Craig, Ptu'D.
Psychologist, Director

PLC: cjs



ALASKA PSYCHIATRIC ASSOCIATION

ALASKA DISTRICT BRANCH
of
AMERICAN PSYCHIATRIC ASSOCIATION

February 15, 1984

The Honorable Joseph Josephson
Alaska State Senator

Pouch V

Juneau, Alaska 99311

Dear Senator Josephson:

At a recent meeting of the Executive Committee of the Alaska District
Branch of the American Psychiatric Association this group voted to support
your bills regarding changes in the involuntary hospitalisation statutes
and al3o0 the bill which you have submitted requiring parity coverage for
psychiatric services by insurance companies doing business in the State of
Alaska. It wa3 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

[AR:bw



ALASKA MENTALHEALTH ASSOCIATION

2611 Fairbanks Street. Suite A Anchorage. Alaska 95502

Telephone 275-1705
A Division of tne National Mental Health Association

March 6, 1984 SBECEiyED
Senator Joe Josephson MAR 19 1984
Pouch "7"

Juneau, Alaska 99811 SJoseptison,

Dear Senator Josephson:

Thr Alaska Mental Health Association commerds the Senate HESS
committee for undertaking the review of the Mental Health
Commitment Statute. As you know, implementation of the current
Statute which was enacted in 1981 has revealed some major problems
w?;ch the current Dbill addresses. We wholeheartedly support this
effort.

Our concern 1is that the mentally 1ll of Alaska receive the
best available treatment 1in a timely manner, in their home
community or as close as possible. We believe theprocedures
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 recognizes that the primary
purpose of this statute 1s 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 1its most
difficult to 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 tu.d
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 1mportant 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.
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en to%’J%%8iosephson

With respect to some of the specific proposed changes, iIn
47.30.655-915 we have the following comments and suggestions:

#1

d2

#3

AS 47.30.690 Admissions of minors, line 12:

The [limitation on the 1involuntary admission of a
minor s.hould be 1increased to 60 days. It is
generally recognized that therapy with minors, when
hospitalization is necess nry, requires a longer
average length of stay than do adults. Even this
requirement will place a needless burden on the
facility and the parents 1if they live 1in 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 and disadvantages. It greatly expands
the numbers of people who will have the power 1in
the bush areas. This will create the kind of
flexibility that 1is needed to provide timely and
local action. The disadvantage 1is that many, 1if
not most, non-medical mental health professionals
have not received trrining or experience 1in 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 limit this power to (1)
peace officers and (i1) 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 recommended because 1t iIs a
reasonable length of time considering the
seriousness of these disorders.



Senator Joe gosephson

Marcy _6,
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#4

#5

#6

IH

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 (1) the formal rules of evidence and the
rules of Civil Procedure and (i1) an informal set of
rules. The draft we have reviewed does not make
this at all clear.

AS 47.30.845(7) - Confidential Records, Line 7:

We feel that the "presumed mentally ill person”
standard i1s (i) not defined and (i1) too broad.
"Presumed™ by whom? Vhat does  "presumed
mentally 1ll" mean anyway? If the 1intent is to
release records of former mental patients, that
Is what should be stated. If the 1intent 1is
something else, that should be stated. In any
event, the standard should be 1in language that
IS susceptible to clear 1iInterpretation and
implementation.

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.

AS.47.30. 915 (10) - Definition of Ilikely 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

Dr. Jerry Schrader
President



DEPT. OF HEALTH AND SOCIAL SERVICES

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:

BILL SHEFFIELD, GOVERNOR

POUCH H 04
JUNEAU. ALASKA 99SJ1
PHONE:

Your Mental Health Advisory Counn’l has been following the developments

of Senate Bill Number 346 amending an Act entitled:
We are aware that many public

the treatment of mentally ill persons.”

"An act relating to

hearings have occurred prior to its introduction January 11, 1984 by

Senators Josephson and Halford.

Additionally, individual professionals,

the Alaska Psychiatric Association and the Alaska Psychological Asso—
ciation have had consultation and input into 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
pending untold bargaining possibilities.

is being held "hostage"
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
unfortunate to delay itj enactment.

Divisions, it seems

Your Mental Health Advisory Council recommends your support for the

quick passage of this act.
for your consideration.

(o — * oo

Herbert G.W. Bischoff, Ph.D.
Chairperson

On behalf of all Council

Council Members
David R. Samson,

Members thank you

M.D.

Anchorage, Vice Chairperson
Ann Egrass, McGrath

Mabel Rosvold,
Alice Wardlow,

Petersburg
Bethel

Barbara T. Wihloborg, Fairbanks

Robert Hunter,
Kevin C. Ritchie,

cc: Bill Ray, Chairman, Judiciary Committee

All Judiciary Committee Members
HGWB/drrb

M.D., Mt. Edgecumbe

Juneau
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170C Eighteenth Street, N.W., Washington, D.C. 20009 <« Telephone: (202) 797-4900
Melvin Sabshin, M.D., Medical Director

Alaska Psychiatric Association
4001 Dale Street, Suite 101
Anchorage, Alaska 99508

February 28, 1934

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 to 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,
l;

Jerry L. Schrader, M.D.
Legislative Representative
Alaska Psychiatric Association

JLS/saw
Enc.



MEMORANDUM State of Alaska

to: Nancy Deitrick DATE:  April 4, 1984
Aide to Senator Josephson
Alaska State Senate FILE NO

TELEPHONE NO

from: Jennifer Strickler 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/2U-3
4484a

02001A(Rev 10/731



Fairbanks
[Memorial
f iHospital

e 1650 Cowleks Street, Fairbanks, Alaska 99701

April 6, 1983

Dennis DeWiCt

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 currant
legislation. (Apparently the law is going to allow for those rare instances
when a female is mentally illl)

Several areas in the wot>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 T"gravely disabled® and "likely to cause serious harm.” The
proposed changes in these definitions, 1if enacted, would greatly
improve the ability of the legal system and providers of mental
health care to intervene appropriately in situations where emergency
detention 1is in the best interest of the patient.

2. Section 47.30.705 This proposed change allows a physician to
initiate the involuntary commitment procedures. This 1is an
essential addition to the current legislation and entirely
appropriate,

3. Ti< other content changes pealing with the detention and commitment
of minors, etc.) also upgrade the current legislation and make it
more workable.

Overall there are no objections in 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,

, LA

/
M. J. Emmert, R.N.
Director of Nursing Service

MJE:mc

Operated by Lutheran Hospitals and Homes So..:.ety. Fargo. North Dakota 58107



BILL SHEFFIELD, GOVERNOR

<y
DEPT. OF HEALTH AND SOCIAL SERVICES ESNUECEUH,S{ASKA 90811
CFACECF THECOMMISSIONR T ags-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 is 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 for 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:

"(c) Additional 30-day voluntary admissions of a
minor under the age of 18 may be sought
by parents or guardians 1if, in the opinion
of the professional person in charge, the
conditions under subsections (1), (2), and
(3) continue to exist.”

This amendment 1is 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: London Smith, Ph.D.
Commissioner
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TO: ALL SENATORS*

FROM: G . KENT EDUARDS

2113 DUKE DRIVE 7 r

ANCHORAGE, AK . 99508  ———— *«E<?/?/T,

H. 276-2664; U. 274-3576 * *x5(0 e
MARGARET BROWN, 2957 EMORY, ANCHORAGE, AK . 99508 23

H. 272-6039* W. 272-3454

I URGE YOUR SUPPORT OF SB 346,, THE MENTAL HEALTH BILL. UoSseB m,
SECT ONS 26 AND 27 A"<E ESPECIALLY IMPORTANT SINCE CURRENT
DEFINITIONS ARE INADEQUATETO DEAL UITH MANY

MENTALLY ILL PATIENTS UHO MAY CAUSE BODILY HARM.



3/28/84, SHIRLEE ANC LIO, 29182

TO: ALL MEMBERS* -
ALASKA SENATE *

FROM = PAT EDWARDS MAR 2 8 1984
2113 DUKE DRIVE = ‘
ANCHORAGE, AK 99508 Josephson.

(H) 276-2264 (W) 271-3735
SUBJ: SENATE BILL 346 (TREATMENT OF MENTALLY ILL PERSONS)
I 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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TO: ALL SENATORS

FROM, JOHN BROUN, 1936 BEAVER PLACE, ANCHORAGE
H 337-2755 U 272-3454

sf( 346, TREATMENT OF MENTALLY ILL PERSONS

mURGING YOUR SUPPORT, SPECIFICALLY SECTIONS 26 AND 27. MY FAMILY
/HAS BEEN PLAGUED BY A PARANOID SCHIZOPHRENIC. HE'S BEEN IN \
i AND our OF API FOR THE PAST 8-10 YEARS. HE'S 6'4, 300 POUNDS
, PLUS AND | AM AN EX-STATE HEAVYWEIGHT WRESTLING CHAMP WHOM /
HE TOSSED AROUND LIKE A RAGDOLL LAST CHRISTMAS EVE. /

FROM : :nda thagc-ard
470"CANTERBURY WAY
ANCHORACTrf~aK.j172950 3q
561-8085

I URGE YOU TO SUPPORT SB 443 BRINGING POWER
LINES TO THE CASWELL LAKE AREA.
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TO:  ALL MEMBERS” OF THE SENATE

FROM JEANETTE GRAFTO

SR 20-,03
FAIRBANKS K, 99701
453-i212 —H
F-= SB 340, HENPALL i ILL
HG: I SUPPORT SB 340, 1 HAVE A MENTALLY ILL BROTHER ANj I BELIEVE

HiJ RIGHT TO TREATMENT 1S VERY IMPORTANT. CIVIL RIGHTS ARE ;<Q7 EVEN
IELATI UIHEN YOU CANNOT TAKE CARE OF YOURSELF AND PEOPLE I'N 1«E STREET
Arr. 1A= IM, AQVaN IAGE OF fOU .

-EG i

Ij ALL nEMBERS OF THE SENATE

e i DOROTHY STELLA
,-E 1DU. IPQD)
FAIRBANKS, AK, 97701
-;54-H 372-426E-1-*

L 3 Jo, "R NIIENT OF MENTALLY 1IL1
G TO CG."TIfUE TO DENY TREn IMEi»t OF THE CMI"Or!*CALL ME""-_._L. ILL O

. "==3 SERIOUS LEGAL PANn IFICATTONS. SUPPORTING BILL 346 AS PROPOSE"!; WOUI
ELIHI; ,TE OEPRIVPT(ON OF METICAL CAPE TO THESE INDIVIDUALS.
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"'SG; FOR THOSE HELPLESSLY SUFFERING THE UNCONTROLLED CEPRIV-1 ION"S

0*“ JE.r=E PSYCHOTIC DELUSIONS AND DEPRESSIONS, THE MOST UP TENT CIVIL RIGHT

IS T rIOH7 rO HAVE PROPER CARE Ap OTREATMENT, ESPF.CI-"4Le _HEN IHE VICTIM
>éS z «tSTIKBLD "0 REALIZE 1HE NEED FOR HELP®" AND riAYDE STAR<'"NG FOR E"fA><PTLE.
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FROM: PHYLLIS VAN ARISBALE
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HOME 479-3271

RE S1346, MENTAL [ILLNESS

IT TS VITAL THAT YOU DO PASS SB3->6. THE MOST DIFFICULT PROBLEM IN THE "IENTAL
"LLi ESS PROCESS IS GETTING TREATMENT WHEN A PSYCHOTIC BREAK OCCURS. THE

00 I IHPOR IANT CIVIL RIGHT OF MENTALLY ILL PEOPLE TODA. 1S THE RIGHT TO
T-"ATnENT» DENIAL GF TREAT <ENY WAS A CAUSE OF OUR SON"S DEATH .
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| S« SENS RAY, ELIASON. PETTYJOHN, 2EIGLER, JOSEPHSON

" RICKARD H. RL"SSelLL

i MEMBER OF FBX ALLIANCE FOR THE MENTALLY ILL
304 12TH AVE. *3
FOX, 9°toi

' 45=>56¢C.

1 E: ggmum jf TRFA~ HFNT QF THE MENTALLY ILL

|
.iSG: THIS IS NECESSARY AND LONG OVERDUE LEGISLATION. WHILE OCR SON WA.

T API, | BECAME QUITE FAMILIAR WITH ALASKA'S COMMITMENT ACT. IT IS
| UNNECESSARILY VAGUE AND OFTEN MISLEADING. SB340 IS AN IMPORTANT
-DJUSTMEMT.
mEOM
TOM MINOEN

FBX MEMORIAL HOSPITAL
1010 COULES

FBX. TR"VI

1?7101 E.-T 505

saaasszE* treatment uf mentally ill

URGE TOUR SUPPORT .OF SB 346,

EQM

FROM: GERALDINE HARRINGTON
i320 CHEROKEE WAY
ANCHORAGE, A\.

333-9252
SUPFORTSHHatfESS*HE MENTAL HEALTH BILL. I'M A DIAGNOSED
; REPRESSIVE, HOSPITALIZED SEVERAL TIMES DURING THE PAST
i6 aARS.

("On A PATIENT'S VIEWPOINT, 1T IS CRUCIAL THAT A TRAINED

E‘'“NiL LE IN THE POSITION TO TREAT THE INDIVIDUAL WHOSE
Jol=ijeMfc.NT CmNNOT BE -=ELIED UPON AT THE MOMENT TREATMENT IS
.-"IEDED mOST.
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American Psychiatric Association

GUIDELINES FOR LEGISLATION ON
THE PSYCHIATRIC HOSPITALIZATION OF ADULTS1

These Guidelines Deal With:

Emergency Psychiatric Evaluation
Voluntary Admission
Involuntary Hospitalization
Right to Treatment
Right to Refuse Treatment-
Patientsl Rights
Legal Immunity for Mental

Health Personnel

1 These Guidelines for Legislation on the Psychiatric
Eospitalization of Adults have been prepared and approved
by the American Psychiatric Association in order to
assist psychiatrists, legislators and the public 1n
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
hospitalization In many states. However, because local
laws, community conditions, and medical practices vary,
state and local psychiatric associations and individual
psychiatrists may properly support provisions which
differ 1n many respects from these general Guidelines.
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Section 1. SHORT TITLE

These provisions governing the psychiatric
hosoitalication of adults may be cited as Title | of
the Mental Health Code.1

Section 2. LEGISLATIVE PURPOSES

This Act is intended to achieve and shall be.-.
construed so an to promote these legislative purposes:

To make available psychiatric evaluation,
care and treatment to all persons who suffer
from severe mental disorders and can benefit
from treatment, and to encourage voluntary
rather than involuntary admission whenever
hospitalisation 1Is 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;

— To provide legal immunity for reasonable,
good-faitheefforts to implement this Act,
and legal penalties for knowing, willful
efforts to subvert the processes iIn this
Act; and

To provide a statutory framework for the

promulgation of regulations by the Department
of Mental Health.

Section 3. DEFINITIONS

As used In this Act, the terms below shall have
the meanings indicated:

naversive therapy' means any treatment or procedure
which, because 1t i1s believed to be painful or physically
uncomfortable to the patient, i1s administered i1n order

1 These Guidelines deal only with persons who may be
hospitalised 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.



*7 .

to reduce the frequency or intensity of a behavior;

except that aversive therapy dees not refer to verbal
therapies, seclusion or physical restraints used in
confomity with Section 10.F., or psychotropic nedications
which are not used for purposes of aversive conditioning.

"eggsisTcait with"the least restrictive alternative
principlel means that (1) each patient cemitted solely
an the ground that he i1s likely to cause ham to hinseif
or to suffer substantial nental or physical deterioration
shall be placed in the nest appropriate and therapeutic
available setting, that iIs, where treatment provides
the patient with a realistic opportunity to improve,
and which is no more restrictive of his physical or
social liberties than is believed conducive to the nest
effective treatment for the patient; and (2) each patient
comltted solely or In part on the ground that he 1is
likely to cause ham to others shall be placed iIn a
setting In which treatment is available and the risks
of physical 1njury or property 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
of the functions described in this Act.

"'eaercencv situation™ means a situation iIn
the patient exhibits substantial behavior which i:
destructive, assaultive, or threatens significant damage
to the property of others, or which indicates that the
patient is suffering extreme anxiety mounting to panic,
or sudden exacerbation of his =evere mental disorder.

"experimental treatment' means any treatment
other than one which is commonly accepted for treatment
of the mental disorder involved or is supported by widely
accepted scientific studies, and iIs provided by a
quali1fied health professional; 1f such treatment poses
a significant risk of ham to the patient.

"informed consent to treatment' means a knowing
and voluntary decision to undergo treatment, evidenced
In writing, and mads by a person who has the capacity
to make an inform//; decision, after the treatment facility
has explained to ae person the nature and effects of
the proposed tre nent.

_"lacks camacitv to make an informed decision
concemir.c treatmentll'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 hospitalization -
or treatment, or iIs unable to engage in a rational ,_
decisionmaking process regarding such hospitalisation
or._treatment as evidenced by inability to welgh the
possible .risks and bene»fits>r _ - ;
"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 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
IT not treated suffer or continue to suffer severe and
abnormal mental, emotional or physical distress, and
this distress iIs associated with significant impairment
ol judgment, reason or behavior causing a substantial

dev -srioration of his previous ability to function on.
his own.

"likely to cause harm to others™ means that as
evidenced by recent behavior causing, attempting or
threatening such har.n, a person is likely iIn the near
future to cause physical iInjury, physical abuse, or
substantial property damage to another person- r

"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 i1ndividual aged eighteen years or
more.* e

"psychosuraery' means any procedure which by
direct access to the brain, removes, destroys, or
interrupts the continuity of brain tissue which 1is
histologically normal fas distinguished from normal
in 1ts physiological or psychological functioning) for
the primary purpose of altering behavior or treating
a mental disease or disorder. Psychosurgery includes
the implantation of electrodes with such an effect and

2 For provisions concerning persons under ihe age of
eighteen, refer to the American Psychiatric Associationl
"Guidelines for Psychiatric Hospitalization of Minors"
(1s81).



for such a purpose, with or without subsequent
electrocoagulation. Psychosurgery does not include
neurosurgical procedures designed to treat reliably
diagnosed intractable physical pain or epilepsy.

""'severe mental disorder” neans an illness™edisease,
organic brain disorder, or other condition which ()
substantially”™, 1npairs ._the person®s thought, *perception
of reality, emotional process, or judgment, or (2) -

substantially inmp,airs behavior as manifested by recent
disturbed behavior.3

"treatment facility'” means a community mental
health facility, a general medical facility providing
psychiatric services, or ether psychiatric facility
or program 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 jairl or ether correctional facility shall be
approved as a treatment facility for any persons other
Eﬂan those who could otherwise lawfully be detained

ere.

Section 4. HMEHCZNCY PSYCHIATRIC HTALUATICN
4_A. Letanticn bv a Police Officer
1 A police officer may take a person

; i
custody, and transEQrt the person to a treatment facil
for emergency psychiatric evaluation 1f and cnly 1f:

n
i

to
ty

a. —-the person would otherwise be subject to
lawful arrest and the police officer believes
that the person i1s in need of emergency
psychiatric treatment; or

b. *te police officer has probable cause to
believe that the person has attempted suicide
within the last 48 hours; or

c m the police officer has probable cause to
believe, based cn his personal observation
and investigation, cr based on the petition
of anv iInterested acult under subsection

3 Mental retardation, epilepsy, or. other developmental
disabilities do net, i1n themselves, constitute a severe
mental disorder. States may wish to provide by other
provisions of law for persons whose use cf or addiction
to i1ntoxicating substances warrants hesoitalication.



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 is manifestly unable to care for some

of hisbhasic needs, and that immediate
hospitalisation iIs necessary to prevent harm
to "tire person or to others; or

d. he i1s acting upon the certification of a
licensed physician under subsection 4.B.

2. Any person taken into 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 iInto
custody, the police officer shall take reasonable
precautions to safeguard and preserve the personal
property o the person unless a guardian or responsible
relative r. able to do so. Upon presenting a person®
to a treatment facility the police officer shall inform
the staff in writing of the facts which caused him?to
take the parson into custody, and specifically state .
whether the person is otherwise subject to arrest..

4_B. 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 iIn.the last- 72 hours, or that he has ongoing
medical responsibility for the person and has k i.owledge
of his current condition, and on such basis he has
probable- cause to beli-eve 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 1s (1) likely to cause harm to himself
or to suffer substantial mental or physical deterioration,
or (2 likely zo cause harm to others; and immediate
hospitalisatioa Is necessary to prevent such harm.



4_.C. Petition bv Anv Intarested Acu..t

Any interested adult nay petition for, or present
a person for, emergency psychiatric evaluation by alleging
based on personal observation that be has probable cause
to believe that such person is suffering from a severe
mental disorder as the result of which: he" 1s likely
to cause harm to himself or to others or is manifestly
unable to care-for some of his basic needs; and iImmediate
hospitalisation Is necessary to prevent ham to the
person or to others.

4.D. Treatment ?acilitv Determination

1. Upon the.presentation cf a person to a
treatment facility pursuant to this Section 4, the
facility shall accept the ﬁerson and shall promptly
examine him to determine whether he aee~3 the criteria
for emergency evaluation and treatment set forth iIn
subparagraph 2.

2. The person shall be admitted for emergency
evaluation and treatment only If 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 lacks capacity *
to make an Informed decision concerning treatment; and
ha 1s (1) likely to cause harm to himself cr to suffer
substantial mental or physical deterioration, or {2)
likely to cause harm to others; and iImmediate
hospitalization Is necessary to prevent such harm.

3. If the exam ting psychiatrist determ;
that there i1s not probanle cause to believe that the
person meets the criteria for emergency evaluation and
treatment, the person shall be released. If a person
was presented to the treatment facility by a police
officer and was otherwise subject to lawful arrest,
he shall continue under the custody of police officers.

4_E. Advice of -Rights

The treatment facility shall advise any person
admitted for emergency evaluation and treament cf the
purposes and possible duration cf emergency evaluation,
and of his rights under this Act, as scon after admission
as his medical condition remits.



4_E. Hearing on Emergency Evaluation

1. Each person who iIs admitted to a treatment
facility shall receive a preliminary hearing before
the court wiuhin five business days of admission or
be discharged, ..unless he_has, after consultation with
counsel, executed a written waiver of such hearing.
The hearing .shall 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 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 is filed with
the court.

4.G. Duration of Emergency Evaluation
and Treatment

The period of emergency evaluation and treatment
shall In no case exceed fourteen days.

Section 5. VOLUNTARY ADMISSION
S-A:' Admission .

1. A treatment facility may admit a person if
after examining the patient a psychiatrist [or: "a
physician']4 on the staff or with privileges at the
treatment fTacility believes the person is mentally ill
and 1n need of hospitalization, and If 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
iIT his condition upon admission makes such advice
infeasible and the medical reasons are entered iIn the
record, such advice may be deferred until the patient®s
medical condition permits, for not more than 48 hours.
Each patient shall be asked to sign an acknowledgement
that he has been 30 advised and has consented to voluntary
admission for treatment.

2. Initial consent to voluntary admission for
treatment shall be valid for sixty days. Thereafter,



a patient aay remain at the treatment facility for periods
of up to cue hundred, eighty days each upon a signed
consent executed after the patient has had an opporrcunity
to consider with such persons as he wishes his need

for continued hospitalization and treatment.

3, |f the responsible psychiatrist [or: "<™te
responsible physician'™]“ has substantial reason to believe
that a person seeking to admit 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 cf the patient®s next of kin or guardian. Ihe
responsible psychiatrist [or: 'the responsible
physician™]“ shall renew his effort to obtain the informed
consent of the patient if the patient regains the capacity
to make an informed decision concerning treatment.

5.3. Discharge or Petition for
rtv-Dav Commitment

Any patient who i1s voluntarily admitted to a
treatment facility shall be discharged within five
husinesr; days of his written requesu for discharge (and
any patient who indicates his desire to be discharged
but i1s unable to write shall be assisted to put Iris -
request in writing), unless a petition for thirty-day
commitment is filed within that period by the treatment
facility or the patient”"s next of kin or guardian.

5.C. Conversion from Involuntary to
Voluntary Starns

A patient, who Is subject to involuntary
hospitalization pursuant to Sections 4, S, or 11 nf
this Act nay at any time convert to voluntary status
iIT the responsible .psychiatrist [or: "the responsible
physician'']7 agrees that such conversion iIs made 1iIn
good faith and that the patient Is an appropriate patient
for voluntary hosoitalization.

Cpzicnal provision.*®
Optional prevision.

Coticnal orcvision.



Section 6. _THIRTY-PAY 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 5.C. The petition shall set forth
the facts supporting the allegations, and, iIn the case
of petitions Tiled 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 guardian,
and the patient"s attorney i1t known.

2. The copies of the petition served by the
court shall be accompanied by a notice advising of the
person®s rignts concerning the proceeding.

6.B. Summons for Evaluation;
Psychiatric Renort* :

1. Upon the filing of a petition for thirty-
day commitment of a person who is not currently under
emergency evaluation or voluntary admission, the court
shall i1ssue a summons to the person to submit to an
examination (on an outpatient basis) conducted by a
psych’atrist at a treatment facility or a private
psych crist. The examining psychiatrist shall promptly =
prepare.a report on his examination and file i1t with
the court. The court shall have copies promptly served
upon the patient, the next of kin or guardlan and the

patient®3 attorney if known. -
2. A person served with a summons to submit
to a psychiatric examination may in lieu of such 1

examination submit a report of a psychiatrist stating
that he has recently examined the person, or has ongoing
medical responsibility for the person and knowledge

of his current condition, and that in his opinion the
person does not meet the criteria for involuntary
commitment. The petition for commitment may the:, be
dismissed by the court, or continued.



5.C. Criteria for Thirtv-Dav Ccamitaezr—

A person nay be involuntarily cosaitted for a
period of up to thirty days i1f, after the hearing provided
In Section SD., the. court determines, based upon clear
and convincing evidence,, that:* > o o

1. the person’is suffering froa a severe rental
-disorder; "and

there 1s a reasonable prospect that his
disorder i1s treatable at or through the
facility to which he i1s to be committed,
and such connitnent would be consistent with
the least restrictive alternative principle;

the person either refuses or is wn;dole to
consent to voluntary admission for treatment;

and

the person lacks capacity to make am informed
decision concerning treatment; an

as the

result of the severe mental disorder,

the person is.(l) likely to cause harm to
himself or to suffer substantial mental or
physical deterioration, or (2) likely to
cause harm to others.

5.D.
1.

ic on Thirtv-Dav Commitment

Every person as to whom a petition for thirty-

day cormimtment has been filed shall be notified by the
court sufficiently In advance to be able to prepare

for the hearing,

and shall receive a prompt hearing.

For persons confined for emergency psychiatric evaluation,
or currently under voluntary admission, this hearing
shall take place within three business days cf the Tiling

of the oetitaen.
2.

The respondent shall be present ata:the hea

unless the court finds (1) that he has knowingly and
voluntarily waived such right after consultin; wrtn
counsel, or (@ that because has behavior at the hearing

* Refer to the Commentary for a discussion cf the

disposition cf various types cf persons who do met meet
the criteria iIn Secmion 6.C.



IS so disruptive, it cannot reasonably continue iIn his
presence. Hearings shall be held in the treatment
facility wherever feasible given the other functions
of the court. -

3. Any respondent who i1s unable to pay for counsel
shall have the right to be provided with counsel to
prepare for and represent him at the hearing. [Awy- * e
respondent who. Is unable to pay for an examination for e
purposes of the hearing shall have the right to be
provided with one examination by a licensed psychiatrist,
at the expense of the (state or local government).]3

4. The District Attorney or County Counsel shall
represent the interests of the Stare at the hearing.
[IT the District Attorney or County Counsel fails to
proceed with the commitment/ the next of kin 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 or local government).]10

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
Issues with due regard to the interests of all parties.
Hearsay evidence may be received, and experts and other
witnesses may, consistent with law, testify to any
relevant and probative 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. Any information obtained from or disclosed
by the patient during the course of evaluation or
treatment i1s admissible 1In any hearing provided in this
Act without regard to whether i1t would otherwise be
privileged; provided that no disclosure mede, 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 disclosures, may be
admitted against the patient on the issue of guilt in
a criminal proceeding unless he places his mental
condition iIn issue In such proceeding, and the disclosure
or opinion is relevant to such an issue raised by him.

* Optional provision.

18 Optional provision.



7. The hearing shall be closed do 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 8. .At the conclusion®of the hearing,- or within
one business day thereafter, the court shall make its
findings, i1ncluding specific findings as to whether
the commitaent 13 warranted because the person is (@)
likely to cause ham to others, or (b) likely to cause
ham to himself or to suffer® substantial mental or
physical deterioration, cr (¢) bcth (@ and (b). As
to any person fcund likely to cause ham to himself
cr to suffer substantial mental cr physical deterioration,
the court shall further make findings as to whether
commitment iIs warranted because the person (1) is likely
in the near future to inflict substantial physical Injury
upon himself, or (@) 1iIs substantially unable to provide
for some of his basic needs such as food, clothing,
shelter, health or safety, or (3 will, iIf not treated,
suffer severe and abnormal mental, emotional or physical
distress, and this distress iIs associated with significant
impairment cf judgment, reason, or behavior causing
a substantial det-nrioration of his previous ability ,
to function on his own.

9. The court shall eater ar. order discharging

the person unless it finds by clear and convincing
evidence that the person satisfies all of the criteria
for commitment in Section r..C., 1In which event i1t shall
enter an order committing the person for evaluation
and treatment for a period of "up to thirty days. 1
IT at any time during thirty-day (or any subsequent)
commitment a patient is absent without permission, the
order ofmcommitment constitutes a continuing authorisation
to the treatment facility and tc any police officer
to procure his retumn.

Section 7. INZOEMED CONSENT TO MEDICATION CE
OTE=2 THEATNANT — VOLUNTARY PATIENTS

7 A. Informed Consent

__ Except in an emergency situation, a treatment
facility shall, prior to beginning any course of



capacity to make an informed decision concerning
treatment, the consent shall be his own. IT he does
lack such capacity, the consent shall be that of his
next of kin cr guardian, provided that such a patient
nay receive appropriate medications or other treatments,
except as limited by Section 8.C., until such tine as
the consent or refusal to. consent of such-next of kin
or guardian can be obtained. M
. .. oo /
7.3. 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 tine by a reasonably clear
statement iIn writing (and patients who iIndicate a desire
to revoke consent but are unable to write shall be
assisted to put their statement in writing). If such
consent iIs revoked, the treatment shall be promptly
discontinued, provided that a course of treatment nay
be concluded or phased out where necessary to avoid
the harmful effects of abrupt withdrawal.

7.C. Refusal to Consent

Except iIn 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. |If appropriate, medications or
treatments are refused, the facility may then discharge
the patient, and shall not be liable In any respect
for such action.,

Section 8, INFORMED CONSENT TO MEDICATION OR
OTHER TREATMENT — INVOLUNTARY PATIENTS

8.A. Consent Purina Emergency Evaluation

Following admission and during the period of
emergency evaluation provided in Section 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 informed
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 1t, unless the responsible
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psychiatrist [a-: '‘the responsible physician' ]Jil1
cetemines that the patient®"s condition nakes doing

so infeasible or harmful to hin, and enters the reasons
for not doing so in the record.

8.3. _Consent During Thirty-Day
or Subsequent Commitments

It being a prerequisite to involuntary commitment
that the person lack3mcapacity 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
thelr consent. Although consent to treatment is not
required, during the course cf treatment the responsible
psychiatrist [or: '"the responsible physician™ ] shall
consult with the patient and his next ox kin or guardian,
and give consideration tc the views they express
concerning treatment and any alternatives.

3.C. Soecial Theramies

Notwithstanding subsections A. and 3. above,
a treatment facility shall not administer aversive
therapy, experimental treatment, psychesurgery, or any
ether special therapy designated by the Department of
Mental Health except as provided by law or in regulations
promulgated by the Department of Mental Health.

S.D. Other Medicai/Suraical Treatments

_ Consent for other medical/surgical treatments
not intended primarily to treat a patient"s mental”
disorder shall be obtained in accordance with applicable
law.

Section 9. PROVISION OF TREATMENT
9_A- General Dutv 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 cf duly
qualified personnel, iIn facilities which meet applicable

Optional provision.

Z Cntional rrovisicn.
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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.B." Individual Treatment Plan

1. A written individual treatment-plan shall
be prepared, with the participation cf the patient vCO
the extent he 1s able, during voluntary admission or
emergency psychiatric evaluation, or i1If a person has
been subject to neither, then within seven days of a
epatient"s thirty-day commitment. The individual treatment
plan shall be approved by the responsible psychiatrist

[or: '"the responsible physician' ],13 and the course
of treatment actually administered shall conform to
the plan.

2. The patient"s progress in attaining the
objectives iIn the treatment plan shall be noted in his
records and revisions iIn the plan shall be made as
appropriate. The patient, and i1If the patient desires, =
the next of kin or guardian, shall be afforded an
opportunity to participate In consideringany substantial
change i1n 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 that the responsible
psychiatrist [or: "the responsible physician”l may
preclude disclosure of the individual treatment plan
to the patient or others for a period not to exceed
seven days from the request, i1If he states in writing
why disclosure would be harmful to the patient. *©

9.C. T"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.

lk Optional provision.
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qualified other persons pursuant to procedures approved
by the Depament of Mental Health. The attending
physician shall review regularly the drug, reginen of
each resident patient under his care and shall nohitor
any syvcptens of harmful side effects. Prescriptions
for p: "otropic nedications shall be written with a
teraia.hon date not*"exceeding®"thirty days thereafter,
but nay be renewed.

2. Medications and other t-eatnents shall be
administered in accordance with all applicable law.

3. If a patient is given any psychotropic or
other medication which has an effective duration cf
action including The day of a court hearing, the facts
concerning its administration and effects, and the
panient"s neural status and behavior in the absence
cf aedicaricn, shall be brought to the attention of
the courr.

9-D. Other Medical/Surcical Care

All patients shall be provided with prompt, regular
and competent aedical care for physical ailments under
the supervision of a licensed physician. Hvery patient
shall have a reasonably complete physical examination
at appropriate intervals.

Section 10. RIGHTS 0? PATIENTS * "
10.A. Preservation of Richts

No right of any person (including but not Limited
to the right to register and vote at elections; rights
to acquire, use and dispose of propertg |nclud|n
contractual rights; rights to sue and be sued; rlghts
relating to licenses, permits, privileges and benefits
under law; and rights concerning domestic relations)
shall be denied or reduced solely by reason of his having
been evaluated, committed or treated under this Act,
except as otherwise specifically provided herein or
in other applicable law. A finding of lack of capacity
to make an Informed decision concerning treatment under
Section 5 shall not alone establish lack of competence
for any ether purpose. A treatment facility may for
clinical reasons preclude a patient who is believed
to lack competence from making substantial dispcsitr.cns
of his property until his competence can be decided
bv ?2 court.



- 17 -

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 right 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,-
ad- for aspects of care for which there are not mandatory
requirements, with generally accepted professional
standards. In addition, every 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
or does not return® at the end of an authorized leave

of absence.

10.E. Institutional Labor

1. Patients have a right 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
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psychiatrist [Jor: 'the responsible physician' ]k approves
and which are monitored as part of a therapeutic program
for the patient. No patient shall be subjected to any
loss of any right under this Act (as distinguished from
a privilege which i1s conferred as part of a therapeutic
program) because of his refusal to perform such tasks.

CRfrxe-

3. Any'patlent Iabor wnich confers an economic
benefit upon the institution beyond merely supplementing
employee performance of housekeeping tasks shall be
compensated on a reasonable basis iIn accordance with
applicable law, and.the proceeds of such labor shall
be paid to the patient or his designee.

10.E. 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 cr
seclusion.

3. A patient shall be physically restrained
laced in seclusion only at the written order cf -
a physician or upon a verbal order noted iIn the patient” 3
record and subsequently signed by the physician.

4. During 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.E, Nutrition
__Every patient shall have the right to a _
nutritionally sound and medically appropriate diet.
1 Optional prévision-
4 These provisions establish only a basic framework

for the use cf restraints and seclusion. More detailed_
guidelines are being prepared by the American Psychiatric



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,
in particular cases. T

"iO-J- Visitors

Every patient has the right to receive visitors
of Ms choosing with reasonable privacy. Reasonable
limitations on access of visitors may be set by general
rules or, for clinical reasons, 1In particular cases.

10.K. Communications

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 patient®s privacy
rights to the extent compatible with Ms clinical status.

2. Every patient shall have the right to
reasonably private access tostelephones, including the -
right to make long-distance calls to the extent he can
arrange for payment for such call3. -

3. A treatment facility shall provide reasonable
assistance to patients in exercising their communication
rights. Reasonable limitations on use of the mails
and telephones may be set by general rules or, for
ciiMcal reasons, 1n particular cases.

10.L. Practice of Religion

Every patient shall have the right to practice
or refrain from practicing religion, and pressure shall
iIn 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 ether sources of personal funds, eeunless
precluded from doing so by order of a court. Reasonable
irritations nay be set by general rules or, for clinical
reasons, in particular cases.

10.N. Notice of Ricits " ''e
Vi VoL -J . BU -
As soon after acnissioa as his medical condition
permits, a patient shall be advised orally and given
a written statement of his rights under this Act, ana
such a statement oi rights,shall be posted so that it
iIs available to panients.

10.0. Non-Retali aticn

No patient shall be retaliated against or subjected
to any adverse change of conditions or treatment solely
because of his having asserted his rights.

10.?7. Access to Counsel

A patient nay at any tine have a telephone
conversation with or be visited by his lawyer.

Section 11. SUCCESSIVE PERIODS OF COMMITMENT
11.A. Sixtv-Dav Rt.-Commitment &

1. Any person who has been subject to a thirty-
day commitment pursuant to Section 5, may be re-connitted
for up to sixty days upon a petition by the treatment
facility cr by the next of Kin cr guardian. The petition
may be filed with the court at any time prior to the
expiration of the thirty-day commitment. The petition
shall 1nclude a statement of the treatment facility
as towhy 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 ha3 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 cn the petition cn or before the first
business day following the expiration cf the thirty-
cay commitment, and shall have all ether rights to which
he was entitled at the hearing on thirty-cay ccmitrent.



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 1s a reasonable prospect that a substantial* ;

therapeutic purpose would be served by a-further period
of commitment. - —

11.B. One Eundred Eighty-Day Re-
commitments

1. Any person who has 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 i1nvoluntary
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 the hearing on thirty-day commitment.

3. "The court shall order that the person be
discharged unless it determines (a) 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 <*
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. Wairver of Hearings

A patient may waive any hearing to which he 1is
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*'"]17 shall review periodically

whether, a patient still meets the criteria for lawful
commitment, .. and -if he concludes that, the patient does -
Rot,_he shall undertake discharge procedures as provided
erein.

12.B. As to a patient committed because he was
likely to cause harm to himself cr to suffer substantial
mental or physical deterioration, If the responsible
psychiatrist [Jor: 'the responsible physician™]il
concludes that the patient no longer meets the criteria
for lawful commitmenthe may discharge the patient
directly.

12.C. As to a patient committed solely because,
or partly because, he was likely to cause harm to others,
iIT the responsible psychiatrist [or: 'the responsible
physician” J11 concludes that the patient no longer meets
the criteria for lawful conmitment, or that the pa#dent®s
treatment 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 may be appropriate. The application shall set forth
the relevant facts. The court nay conduct an informal
hearing, subject to such procedures as the court sets.
Nothing ir .this subsection shall reduce any rights to
hearings which patlents have pursuant to other provisions
cf this Act. !

12.D. Discharge of any patient may be delayed
for a reasonable period of time In crder to arrange
transportation or lodging for the patient, or.for other
good cause.

12. Z. A person who has been discharged from
emergency evaluation, thirty-day commitment cr a
subsequent period cf commitment may be re-committed
only pursuant to the same procedures provided iIn this
Act and upon a shewing of some new circumstances
warranting such commitment which were not known at the
time of discharge.

17 Optional provision.

11 Ontional trevision.



12_.F. The responsible psychiatrist [or: "the
responsible physician™ ]2 may, as part of an individual
treatment plan for a patient who is i1nvoluntarily
committed, release such patient to outpatient treatment
upon the condition that 1f the® patient fails to follow..3
through with or respond acceptably to such outpatient
treatment, he may be returned to 1npatient treatment
for the remainder of the operative period of comui:tment.

12.G. Nothing in 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, including the right to petition for a writ
of habeas corpus.

Section 1.3. 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 Hearings

Every patient shall have a right to counsel to
represent him at court hearings under this Act, except
that a patient need not be provided with counsel for
the preliminary hearing on emergency evaluation provided
In Section 4.F." "

14.B. Resolution of Grievances iIn Treatment

Facilities - L

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 i1s unable to
exercise such right by a next of kin or guardian, 1In
accordance with State law.

A Optional provision.
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Section 15. TRANSRORTATION

Whenever a patient is to be brought ts or frsa
a treatment facility, or" is to be transferred to another
facility or to a hone, the court nay direct the sheriff,
state police or other™appropriate authorities ' furnish
suitable transportation. ”

Section IS. NON-DEROGATION OF PATIENTS1 RIGHTS

Rights conferred upon patients by this Act shall
be i1n addition to, and nothing iIn this Act shall revoke
cr reduce, any rights, privileges cr innunities which
a patient nay have or acquire by law, regulation or
policy.

Section 17. COSTS 0? CARE

In accordance with law, indigent ﬁublic patients
shail receive care and treament under this Act without
charge to then. Patients comitted under this Act who
are able to pay nay be required to pay scne reasonable
costs of care and treatment, and to that end treatment
facilities and the State shail be authorized to recover
such costs frcn then or their estate, their family, *
custodians cf their property, cr third parties liable

for the cost3 of thelr care or treatment, In conformity
with law. The liability of patients, their families,

and otriers for the long ten care of patients cemitted
as likely to cause ham to others shall be specially
limited by regulations, of the Department of Mental Health".

Section 13. IMMUNITIES AND PENALTIES
13. A. Innunities

1. In the absence of willful misconduct or gross
negligence, no officer, director, staff member or employee
of a treatment facility shail be liable for acts or
omissions within the scope of hia employment related
to admission, evaluation, care, treatment, nonacnissicn,
transfer, removal cf restrictions upon, or discharge
of a person, pursuant to this Act.

2. No other person who, acting in good faith
and with a reasonable basis, participates In any of
the processes provided ir. 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. ~’ —-

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 v:am
anyone concerning the non-admission, transfer, removal
of restrictions on, or discharge of any person.

18.3. Penalties

1. Any person who knowingly and willfully gives
substantial, fTalse iInformation 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
and willfully in substantial violation of 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. This subsection shall
not be i1nvoked in cases of minor, 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 i1ts 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.



20.3. Severability

IT any prevision of this Ac- or i1ts applies :icr
to any person cr circumstance is held mnvalid,, i1t is
the legislative intent that such invalidity not affect
other provisions or applications which can be given
effect apartfrom that which i1s invalidated, and to-; <

=*his end the provisions of this Act shall he deemed >
severable. ;

20.C. Construction Acainst Ismlied P.eoeal

This Act 1s iIntended as a unified, general Act
covering Its subject matter, and accordingly none cf
iIts orovisions shall be deemed impliedly repealed by

subsequent legislation if such a construction reasonably
can be avoided.

%



ADDENDUM

This addendum contains Guidelines
for states which do 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 In this Act, the terras below shall have
the meanings iIndicated:

"consistent with the least restrictive alternative
principlel means that (1) each patient committed solely
on the ground that he is likely to cause harm to himself
or to suffer substantial mental or physical deterioration
shall be placed 1n 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 1is
likely to cause harm to others shall be placed in a
setting in -which treatment i1s available and the risks
of physical injury or property damage posed by such
placement are warranted by the proposed plan of treatment.

* + X

"lacks capacity to make an informed decision
concerning treatmentl 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
or treatment, or is unable to engage iIn a rational
decisionmaking process"regarding such hospitalization
or treatment as evidenced by inability 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 in rhe near future to inflict substantial
physical injury upon himself, or (2) is substantially
unable to provide for some of his basic needs such as
food, clothing, shelter, health or safety, or (3) will
iIT not treated suffer or continue to suffer severe and
abnormal mental, emotional or pkysical distress, and
this distress iIs associated with significant impairment:
of judgment, reason or behavior causing a substantial
ﬂ@terioration of his previous ability to function on

IS own.
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""'severe mental disorder” means an i1llness, disease,
organic brain disorder, or other condition which Q)
substantially impairs the person* s thought, perception
of reality, enoticnal process, or judgment cr (@)
substantially ispairs behavior as manifested by recent
disturbed behavior.1

ZHE? _GSICY PSYCHIATRIC EVALUATION

Detention bv a Police Officer

A police officer may take a person into custody,
and transport the person to a treatment facility fcr
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, "hat the person i1s suffering
from a severe mental disorder as a result

of which he is likely to cause ham to himself
cr ethers or is manifestly unable to care

for scne cf. his basic needs, and that immediate
hospitalisation Is necessary to prevent ham

to the oerson or to others;

Certification bv a Licensed Physician

A person may be taken into custody by a police
officer, cr accepted by an ambulance service, and
transported and presented to a treatment facility fcr
emergency psychiatric evaluation when a licensed physician
certifies In writing that he has examined she patient

1 Mental retardation, epilepsy, or other developmental
disabilities do not, in themselves, constitute a severe
mental disorder. States may wish to provide hy other
provisions of law for persons whose use of or addiction
to iIntoxicating substances warrants hcsnitalicaticn.



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 i1s (1) likely to cause harm to himself
or to suffer substantial mental or physical.
deterioration®,"or (Z9'likely to cause harm to others;
and immediate hospitalization i1s necessary to prevent
such harm.

e * *

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
forth below.

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 lacks capacity
to make an informed decision concerning treatment; and
he 1s (O likely to cause harm to himself or to suffer
substantial mental or physical deterioration, or ()
likely to cause harm to others; and immediate
hospitalization iIs necessary to prevent such harm.

CRITERIA FOR COMMITMENT
A person may be. involuntarily committed for a
period of up to ( )2 days iIf after the hearing the
court determines, based upon clear and convincing
evidence, that:

1. the pers in is suffering from a severe mental
disorder; and

2 Insert the time period under existing law.
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2 . there i1s a reasonable prospect that his
disorder is treatable ar or through the
facility to which he i1s to be committed,
and such commitment would be consistent with
the least res,trictive alternative principle;
and

3. the person either refuses or is unable to

consent to voluntary admission for treatment.;
and

4. the person lacks capacity to make an informed
decision concerning treatment; and

5. as the result of the severs disorder, the
person is (1) likely to cause harm to himself
or to suffer substantial mental or physical

deterioration, cr (2) likely to cause harm
to ethers.

INFORMED CONSENT TO MEDICATION OR
OTHER TREATMENT — INVOLUNTARY PATIENTS

It being a prerequisite to involuntary commitment
that the person lacks capacity to make an informed
decision concerning treatment, the treatment facility
shail 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 is not required,
during the course of treatment the responsible
psychiatrist shall consult with the patient and his
next cf kin cr guardian, and give consideration to the
views they express concerning treatment and any
alternatives.
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MEMORANDUM 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, 1immunities
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
the 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 in 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 involur @Jary commitment. Under APA section
4.C. any "interested adu™t™ 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 APA section
4.D.1. a treatment facility must examine a person under
emergency detention "promptly” after arrival at the
facility* Aider AS 47.30.710 the examination and evaluation
must be cc.\oleted within 24 hours of 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 is no specific
requirement of notice relating to the purposes and duration
of evaluation. 3ut the Alaska statute requires that notice
be both oral and written and in a language the person under—
stands .

5. Hearing after emergency detention. Under APA section
4.F. a person under emergency detention must receive a
hearing before a court within five business days after being
admitted to a facility. This right to a hearing may be
waived in writing upon advice of counsel. The hearing is
informal and is conducted under rules set by the court con—
sistent with "fundamental fairness™. After the hearing a
parson 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 Ixmit 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 ill and in need of hospitalization
may be admitted voluntarily if the person consents in
writing after being advised of rights. The consent is
effective for 60 days, but may be renewed for an unlimited
number of periods of up tol180days each. Under AS
47.30.670 the only requirements are that the person (1) in
fact be suffering from mental illness, (2) be 14 years old
or older, and (3) "voluntarily™ signs the admission papers.
A person under 14 years ofage may be "voluntarily” admitted
for a period of 21 days if (1) 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-day 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 initiate the proceedings by the time the person
would otherwise be released. A person who is under 14 years
of age must be discharged immediately upon the request of
the parent or guardian, unless the minor, if released, 1is
likely to cause serious harm to himself 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-day, 60-day, 90-day, and 180-day commitments.
Alaska law/ provides for 21-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 1is
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 1it; 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-dav 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 is
not currently committed, any "interested adult” may file a
petition for a 30-dav commitment of the person. The
language of the guidelines does not make clear whether
additional petitions may be filed for successive commitments
cf 30-days each. Under APA section 11.A. a prrcon /no "has
been subject to"™ a 30-any 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" cr
guardian. (The drafting here 1is 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 is
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 before the current period of commitment
expires. Under APA section 11.C., a person who ™"was
committed for up to 30 cxays and is 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 21-dav
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 1is 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 1is
under a 90-day commitment. Successive commitments of 120
days each are authorized.

11. Informed consent. Under APA section 7, a treatment
facility must 1ibtain a patient®s informed 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 Jaw
specifically recognizes an adult patient®s right to not be
operated on if the patient knowingly withholds consent on
religious grounds.

12. Special therapies. Under APA section 3.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 1is 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 :scharge, 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.B. 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 basis 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. Inununity under
Alaska law is much more limited. 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 or 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 and 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 (1° "knowingly and willfully gives sub—
stantial, false information or takes other wrongful action
for the purpose cf distorting, corrupting or interfering
with the processes provided in this Act” or (2) 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 it 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 1in
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.

If 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

same tine protect everyone from dangerous people and protect

people whc are harmful to themselves because of mental illness.

The

1.

10.

11.

12.

13.

14.

following are your rights according to law:

You may join in developing your treatment plan, and you are
entitled to be informed of your medical and psychological
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 psychcsurgerv.

You will be given a discharge plan outlining the kind and
amount of care and 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 inventoried and safe-guarded and returned to
vcu at discharge.

You will have private storage space, and will be allowed to
wear your own clothing, and keep certain personal possessions
ar.d a reasonable amount of your own spending money.

You may have visitors during visiting hours.

You will have access to letter vnriting materials and stamps,
and may send and receive unopened mail.

You will have reasonable access to a phone and may make £
receive confidential calls.

After discharge you may move to have all court records
pertaining to vcur care expunged.

Under the law certain rights may 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. If you still have questions, ask your r.urse or
social worker:

1. No natter what your legal status is, the more ”ou want to help
yourself and work with the staff in an honest, open manner, the
quicker and more effective will be vcur 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 nesses fcr others to clean up.

Urmg or use drugs, alcohol or weapons.

Eo illegal acts (break the law/). This includes writing
threatening letters or raking threatening
(r obscene phone calls.

If you gel you are being treated unfairly or improperly, please
follow these steps:

1) Bring it up in the community meeting.

2) If you are not satisifed with the results of that action,
t.vng it up with your nursing adviser, doctor, or any
METLT of the treatment team.

3 If not satisfied, write down your problem and complaint
and forward it to the Superintendent.

4 You always have the right to write to your attorney, the
State Ombudsman, the Ccntnissicner of the Department of
Health and Social Services, or the Superior Court which
may have been involved in your hospitalization.

IT you feel youve been discriminated against in any way because cf
race, color, sex, religion, age, or national orioin, you may file a
complaint with the Civil Rights Commission. You car. 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/vnc
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HALOPERIDOL (Systemic)

Haloperidol (ha-loe-PER-i-doie) is used to treat ner-
Vous. mental, and emotional conditions. It is used also
to control nausea and vomiting and the effects of Gilles
de la Tourette’s disease. Haloperidol 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:
Alcoholism
Blood disease
Epilepsy
Glaucoma
Heart or circu-

lation disease

Kidney disease
Liver disease

Lung disease
Overactive thyroid
Parkinson’s disease
Prostate enlargement
Severe mental depres-
sion
Stomach ulcers
Urination problems

—if you are now taking any of the following
medicines or types of medicine:
Amphetamines Asthma medicine
Anticonvulsants Epinephrine
(seizure medicine) Ulcer medicine
Antihypertensives
(high blood pressure
medicine)

—if you are now taking central
(CNS) depressants such as:

Antihistamines or Prescription pain
medicine for medicine

nervous system

hay fever, Sedatives, tranquilizers,

other allergies, or sleeping medicine

or colds Tricyclic antidepressants
Barbiturates (medicine for depres-
Narcotics sion)

Proper Use of This Medicine

Use this medicine only ns directed hy your doctor. Do
not use more of it, do not use it more often, and do
not use it for a longer period of time than your doc-
tor ordered.

If this medicine upsets your stomach, it may be taken
with food or ntilk to lessen stomach irritation.

If you miss a dose of this medicine, take 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, especially for the first few months you take
this medicine.

Sometimes haloperidol must he taken for several days
to several weeks before itsfull 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 /row
you react to this medicine before you drive, use
machines, or do other jobs 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 may require medical attention. Check with your
doctor if any of the following side effects occur:

More common
Shuffling walk
Stiffness of arms

and lens

Tic-like, jerky move-
ments of head, face,
mouth, and neck

Trembling and shaking
of hands and fincers

Less common
Difficulty in
urination
Dizziness, light-
headedness, or

Fine, worm-like move-
ments of tongue
Skin .ash

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 vour 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

Drv mouth



TRICYCLIC ANTIDEPRESSANTS (Systemic)
Applies to:
Amitriptyline (a-mee-TRIP-ti-leen)
Desipramine (dess-IP-ra-meen)
Doxepin (DO .\-e-pin)
Nortriptyline (nor-TRIP-ti-ieen)
Imipramine (im-1P-ra-meen)
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 thi: medicine (imipramine) may be used to
treat enuresis (bedwetting). Tricyclic antidepressants
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
Astnma (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

medicine
Cold remedies
Hay fever medicine
Narcotics

—if you are now taking or have taken within the
past 2 weeks monoamine oxidase (MAO) inhibitors

such as:
Isocarboxazid Phenelzine
Pargyline Tranylcypromine

Proper Use of This Medicine
Take this medicine only as directed by your doctor.

To lessen stomach upset, take this medicine with food,
unless your doctor has told you to take it on an
emptv stomach.

( . . -
Sr Sometimes this medicine must be taken for several
weeks before you begin to fee! 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
demist 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 such as antihistamines or medicines for hay
fever, other allergies, or colds: barbiturates:
medicine for seizures; narcotics: other medicine for
depression: prescription pain medicine; sedatives,
tranquilizers, or sleeping medicine. Check with your
doctor before taking any of the above while you 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. Make
sure you know how you react to this medicine before
you drive, u<i machines, or do other jui: that re-
quire you to be alert.

Dizziness, lightheadedness, or fainting me > occur.
especially when getting up from a lying or sitrng posi-
tion. Getting up slowly may heip. If this proolem 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 eflects 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
Blurred vision
Constipation

Irregular heartbeat
(pounding, racing,
skipping)

Problems in urinating

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 test treatment for your
medical problem, your doctor should be told:

—if you are pregnant or if you intend to become
pregnant while using this 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 ihe following
medicines or types of medicine:
Asthma medicine Haloperidol
Caffeine Potassium iodide
Chlorpromazine Sodium bicarbonate
Diuretics (water (baking soda)
pills, especially
thiazide-type)

Proper Use of This Medicine

Take this medicine exactly as directed. Do not take
more of it, do not 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 10 feel better.

While taking this medicine, drink 2 or 3 uuurts of water
or other fluids each day, and use a normal amount
of table salt in your food, unless otherwise directed
by your doctor.

Take this medicine immediately after 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, check 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 effects are avoided.

This medicine may cause some people to become drow-
sy or less alert than they are normally. Make sure
you know how you react to this 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 lost 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 unw-anted 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 lowei

Stomai h

Swelling of feet
and lower legs

Weakness

Siuired speecii

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 are 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 fSystemic)

Benztropine (BENZ-troe-peen) is a medicine used to
treat Parkinson’s disease, sometimes referred to as
“shaking paisy." 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 besr treatment for your
medical problem, your doctor shouid be told:

—if you have any of the following medical pro-

biems:
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 meaicines
or types of medicine:
Amantadine
Antacids
Antihistamines or
medicine for hay
fever, other
allergies, or
colds
Haloperidol
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
Pargyiine Tranylcypromine

Proper Use of This Medicine

Take this medicine only ns directed by ynttr 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 hase ans 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,
other 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 benztropine iess effective.

This medicine may cause your eyes to become more
sensitive to light than they are normally. Wearing
sunglasses may help lessen the discomfort i'rom bright
light.

This medicine may cause some people to become
drowsy, dizzy, or less alert than they are normally.
Make 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 i: makes you sweat less, causing your body
temperature to increase. Use extra care not 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 whiie
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 mher medicine while taking benz-
tropine, because if the problems are not corrected
serious complications may resuit.

Side Effects of This Medicine

Aiong with its needed effects, a medicine may cause some
unwanted effects. Although not ail of these side effects
appear very often, when they do occur they may re-
quire medical attention. Check with your doctor if any
of the following side effects occur:

More common
Constipation

Less common
Difficuii unnation

Rare
Eye pain
Skin rash



.V THIOXANTHENES (Systemic)
Applies to:

Chlorprothixene (klor-proe-THIX-een)
Thiothixene (thve-on-THIX-een)

This medicine belongs to the general family of
medicines known as thioxanthenes. 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 tne best treatment for your med-
ical problem, your doctor should be told:

—if you have ever had any unusual reaction to
other thioxanthene or phenothiazine medicines.

—if you have the following medical
problems:
Alcoholism
Blood disease
Glaucoma
Heart or circu-
lation disease

Liver disease

any of

Lung disease
Parkinson’s disease
Stomach ulcers
Prostate enlargement
Urination problems

—if you are now taking any of the following
medicines or type* of medicine:
Amphetamines Guanetlvdine (high
Anticonvulsants blood pressure

(seizure medi- medicine)
cine) Levodopa
Epinephrine Ulcer medicine

—if you are now taking central
(CMS) depressants such as:
Antihistamines or Sedative;, tranquilizers,
medicine for hay or sleeping medicine
fever, other Tricyclic antidepressants
allergies, or (medicire for dcpres-
colds sion)
Barbiturates
Narcotics
Prescription pain
medicine

nervous system

—iT you are now taking or have taken within the
past 2 weeks monoamine oxidase (MAO) inhibitors

such as:
Isocarboxazid Phenelzine
Pargyline Tranylcypromine

Proper Use of this Medicine

Do not take more of this metlicioe or take it more often
than vour doctor ordered. This is particularly
important when it is given to children, since they
may react very strongly to the eiiocis of the
medicine.

This medicine may be taken with food or a full glass
(S ounces) of water or milk to reduce stomach
irritation.

Sometimes this medicine most be token for several
weeks before its full effect is reached in the
treatment certain mental and emotional
conditions.

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 should check your progress at regular
visits, especially for the first few months you take
this medicine.

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.

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 arc 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
other jobs that require you to be alert.

Dizziness, lightheadeaness, or fainting may occur.
especially wncn getting up from a lying or sitting
position. Getting up slowly may help. If the problem
continues or gets worse, check with \our doctor.

Sometimes, patients may show signs of restlessness
and excitement after taking this medicine. If this
occul stop taking the medicine and check with
you; doctor.

This mea vine will often make you sweat less, causing
your bodv temperature to increase. Use extra care
not to become overheated during exercise or hot
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 faint while you are taking this medicine.

A few people who take this medicine may become
more sensitive to sunlight than they are normally.
When you first begin taking this medicine, avoid too
much sun or too much use of a sunlamp until you
see how you react. If you have a severe reaction,
check with your doctor.

Do not take this medicine within an hour of taking
antacids or medicine for diarrhea. Taking them too
close together 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



ANTIHISTAMINES (Systemic)
Applies to:
Azatadine (a-ZA-ta-deen)
Bromodiphenhydramine
HYE-dra-meen)
Brompheniramine (brome-fen-EER-u-tneen)
Carbinoxamine (kar-bi-NOX-a-ameen/ e
Chlorpheniramine (klor-fen-EER-a-meen)
Dexciilorplienirctmine tdex-klor-fen-EER-a-meetn
Dimetliindene (dye-meth-1S-deen)
Diphenyipyraline (dye-fen-H-PEER -a-leenj
Doxylamme (doxc-ILL-a-meenj
Pyrilamine ipeer-ILL-a-meen)
Tripelennamtne (tri-pel-EXN-a-meenj
Triprolidine (trye-PR OE-li-deen)

(brue-moe-dye-fen-

Does not apply to:
Cyproheptadine
Dirr.enhydrmate
Diphenhydramine
Hydroxyzine
Promethazine
Trimeprazine

Antihistamines are used to relieve or prevent the
symmoms 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 ori the proper dose of the medicine
for -.cur medical condition.

Before Using This Medicine

In order to decide on the best treatment for your
medical prooiem, ycur doctor siiouid be told:

—if \ou arc brcast-fecdine an infant.

—if you hase any of the
problems:
Enlarged prostate
Heart disease
High bioou pressure
Increased eye pressure

following medical

Overactive thyroid
Stomach ulcer
Urtnarv tract blockade

—if you are now taking any central nervous system
(CNSi depressants such as:
Barbiturates
Medicine tor

Prescription pain
medicine

seizures Sedatives, tran-
Narcotic-. quilizers, ur
Other antihis- sleeping medicine

tamines or Tricyclic

medicine for hay antidepressants

or colds (medicine lor

depression)

—if you arc now taking or have taken within the

past two weeks monoamine oxidase (.MAO)
inmbuors such as:
Isocarboxazid Phenelzine

Pargyline 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 iessen stomach irritation.

If you are taking the long-acting tablet form of this
medicine, the tablets 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 alcohoi and
other medicines that slow- down the nervous system,
such as anesthetics, including dentai anesthetics:
tranquilizers: medicine tor depression: narcotics:
prescription pain medicine; medicine for seizures:
sleeping medicine: sedatives; or medicine for hay
fever, other allergies, or colds. Check with your
doctor before taking any of the above white 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. Make sure you know
how you react to this medicine before you drive or
do otherjobs that require you tu be alert.

Side Effects of This Medicine

Along with its needed effects, a medicine ma\ cause
some unwanted effects. The following side effects
may go awav during treatment as your body adiusts
to the medicine; however, check with 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-
Difficult or painful ness, or trouble in

urination sleepingtcspeeially
Dryness oi mouth, in children)

nose, and throat Skin rash
Headache Unusual increase in
Loss oi appetite sweating

UiuiMiaiiy last heartbeat

Other side effects not listed abose may also occur in
some patients. If >ou notice any other etfects, check
with vour doctor.



PHENOTHIAZINES (SystemicJ

Applies to:

Acetophenazine (a-set-on-FEN-a-zeen)
Butaperazine (byoo-ta-PAIR-a-zeen)
Carp'nenazine (kar-FEN-a-zeen)
Chlorpromazine (klor-PROE-ma-zeen)
Flup'nenazine (floo-FEN-a-zeen)
Perphenazine (per-FEN-a-zeen)
Piperacetazine (pi-per-a-SET-a-zeen)
Prochlorperazine (proe-klor-PAIR-a-zeen)
Promazine (PROE-ma-zeen)

Thioridazine (thve-oh-RID-a-zeen)
Trifluoperazine (trye-floo-oh-PAIR-a-zeen)
Triflupromazine (trve-floo-PROE-ma-zeen)
Does not apply to:

Ethopropazine
Methdilazine
Methotrimeprazine
Promethazine
Propiomazine
Thiethylperazine
Thiopropazate
Trimeprazine

Phenothiazines (fe-noe-THYE-a-zeens) are a family of
medicYies used to treat nervous, menial, and emotional
conditions: some are used ajso to control anxiety, nausea
and vomiting, and severe hiccups. Phenothiazines arc
available only with your doctor’s prescription.

Before Using this Medicine
In order to decide on the best treatment for
medical problem, your doctor should be told:

—ifyou have ever had any unusual reaction to any of
the phenothiazine medicines.

your

—if you are pregnant or if you intend to become
pregnant while using this medicine.

—if you are breast-feeding an infant.

—if you 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 following

medicines or types of medicine:
Amphetamines Guanctliidine (high
Anticonvulsants blood pressure
(seizure medicine) medicine)
Asthma medicine Levodopa
Epinephrine Ulcer medicine
—if you are now taking central
(C.YS) depressants such as:

nervous svstcm

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 Phenelzine
Pargyline 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 oi 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
tcguKr dosinc schedule

Once a day—

Two times a day—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—

If 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 ater,
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 tor hay t'ever, otner
allergies, or coids: barbiturates; meaicine for seizures:
narcotics: prescription pain medicine: sedatives,
tranquilizers, or sleeping meaicine: or tricyciic
antidepressants (medicine for depression). Check with
your doctor before taking any of the above while you
are taking this medicine.

This medicine rrny cause some people to become
drowsy or iess alert than they are normally, especially
during the first few weeks the medicine is being
taken. Even if you take this medicine only at
centime, you may fee! 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 when getting up from a hang or sitting
position. Getting up slowly may heip. 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 ’nth your doctor.

This medicine v.iLl ofren make you sweat less, causing
your boay temperature to increase. L'se extra care
nor to become overheated during exercise or hot
weather while you are taking this medicine, since
overheating could possibly result in heat stroke. Also,
hot baths or saunas may maxe you feel diary or faint
while you are taking this medicine.

A few peopie who take this medicine -v:v become more
sensitive to sunlight than they are normally. When
you first begin taxing this medicine, avoid too much
sun or too much use of a sunlanro until you see how
you react. If you have a severe reaction, check with
your ucctor.

Side Effects of This Medicine

Aior.? with its needed effects, a medicine may cause
some unwanted effects. Although not all of these side
effects appear very otten. when they do occur they
may require medical attention. Check with your
doctor ii any of the following side effects occur:

More common toccurring with increase of dosazei
Muscle spasms, ilc-nxe (jerxyt move-
especially of ments of head, face,
neck ana back mouth, and neck
Restlessness Trembling and shaking
Shuffling walk of hands ar.d tineers

Less common

Fainting

Fine, worm-like move-
ments of tor.guc

Skin rashes

Rare

Eye problems Yellowing of eyes and

Sore throat one skir.
fever
Other side effects may occur which usuailv do not

reautre meuicai attention. These siae effects may go
away during treatment as vour bcd> adjusts to the

medicine. However, check with your doctorif any of
the following side effects continue or are bothersome:

More common

Blurred vision Dry mouth
Constipation Increased sensitivity of C
Decreased sweating  skin to sun \

Nasal congestion
Unusually fast heartbeat

Dizziness
Drowsiness

Less common
Changes in men-
siruai perioa
Decreased sexual
abiiirv

Difficult urination
Swelling of breasts

This medicine may cause 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 r.ot listed above may also occur in
some patients. If you notice any other effects, check
with your doctor.

ADDITIONAL INFORMATION
For patients taking this meaicine by mouth

This medicine mav be taken with food or a full giass
(Sounces) of water or miik to reduce stomach irritation.

Do not take this medicine 'vitnin an hour of taking
antacias or meaicine for diarrhea. Taking them too
close together may make mis medicine iess effective. C

If you are taking a liquid form of this medicine. tryv
to avoid getting it or. your skin or clothing because it
may cause a skin rash or other irritation.

If your medicine comes in a dropper bottle, it must
be diimed before you take it. Just before taking,
measure each uose with the specially marked dropper
ana dilute it in glass (-1 ounces) of tomato or fruit
juice, water, soup, coffee, tea. miik, or carbonatec
beverage.

For patients taking the cxtended-release tablet form of this
medicine

The extcndcd-reier.se 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 wrao-
por and moisten the suppository with water. Lie down
on 'idc and push the suppository well up into me
rectum with finger.

If tm’ <uppo<iiorv is too soft to insen because of stor-
age in a warm place, before removing the foii wrapper
chid the suppository :n the refrigerator for 30 minuter”-
or run coid water over it. "

For patients receiving this medicine by injection

The effects of the long-acting injection form of this
medicine may last fcr up to 6 weeks. The precautions

and side effects information tor this medicine appnes
ditrine mis rvnnn nf time.
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psychologic-ill harm may not he ndministered to n pntient
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signiliconl risk iTmental or physical harm to lhe patient, llie matter
may to- lel'erred tu lhe euiiimissiuiier fur n deleiinimitinn The patient,
his ntimnoy, Ins (]Jmudian, if any, nml an adult designated hv llie
patient,shall,simultaneously with the refeiral lulheeummissinnei, lie
pmvided with copies ul all Ihe documents hy which llie lelerinl is made
and-drill have llieuppoiliirily 111 provide evidence lot he cuimiiissiiiner
oil lIm quest loll.
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lit) Com I-ordered eviiliinlion or treatment under AS 17till lilil)
17:i0lir» is mil ii dele, niinnlinii oflepnl incapacity under AS 1l lili (ttifi

See. -I7HOH. lliplil lu privuey him! personal possessions. A
peisou undeil;oMiH eviiliaiilimi or treuluiuiil iindor AS *17210lilil)
[7.:11) IM5 shall

111 notbu pholopm)ihcd williunthimamveiil mol lim ol his |»uiiidian
if i minor, exceFt lIml he nmy lie |iholo];iiiphed upon ndinissioii lo n
lariliiy lor idenlilii‘iilioii mol for lohuiiiisInilive pniH*ses or Ihe hu.il-
ilv, nil pholo‘;i,iphs sImll he caidideuhal iiiiil nmy only he lelensed hy
lhe laeildy lo Ihe palieni or llls designer unless ii rum| aiders
olliei wise;

12)ill_Ihe lune ol iidinisshiu lo mi eviilimlinn oi lieiilineiil laeildy,
have leiiMiimhle pieenulioiiri taken hy Ihe stall lo*mvcilloiy mid
ttdctpiuid his personal piopeity; ii ropy ofllie invenloiy si|;ned hv the
stall member mokiuj* il shall In* piven lo the pnlienl mol made avail
iihIn lo lus iilloniny mid nny other |Mison niilhoil/ed hy llo* patient lo
inspect Ihe ihirinneiil;

I'll'Imve incess lo no inilividuul nturuKc spate fm lus privnlt use
while iiiiderpniiii: evnhmlioii or lieiilineiil;

i 11 he pepiulled lo weiu his own clulhlup. lo keep mid Use In <own
peihoiml possessions iiielinlinj’ Ids loilel uititles Il they me md run
soleied unsafe I'm him or oilier patients who uuPId Imve nrress lo llieiu,
mol (o keep mol In¥allowed lo spend i leusoimhle hum ol lus mvu money
Im Ins own needs nml londiiil;

Ld he allowed lo Imve visitors ul iiasoiiahle limes;

(lit Imve ready autur* lo hdlur wiiliii|j limli'lililb. iinliolinp t.Imnps,
mol Imve (lie lipid In send mid lereive linnpehi'd mail.

171Imvo reasonable eu'OMt io u telephone, holli In nmke nml lereive
loididential rails I* | eh HI SLA IlIHII

See. 17.HMh. t'iinlidenlinl reenrds. lidoinmlimi mid leninls
ohlium-d in lhe <mum* ol a r.eieeuuip inventip.ulion, evaluation, evuut-
iiiolioii.ni lieiilineiil ate confidential nmI mu mil pnhlie leunds. exeepl
ie» the leipiiirmohlH id u he.irinp under AS 17:lilill 27111 H|f» may

t
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lonx.ilnli- « ilOl-a-nt prnccduru. Itirorniiiliu.i nml record* tuny lie
icil nml iti--clnsiil under rt:jjtiliilimia cst.iblislied liy tliu department

myl oo . S .

U1t ii plivsicimi in n provider ufbenllli, muiiliil li.milili, ur sncinl nml
ue Husoivices illvnlv.-il in cmiiig fur, treating, or rehaliililiilini; llm
[uliiiil: , e o o

IMi IIm patient ur mi iiiiliviiluni (u wliuui lliu patient lim; given
milieu rniiM il in liuvi* inruiiuiilinn disclosed:;

cli ii [h'isunnullum /oil hy n cmirt order;

ii>[i-.'1 ha i Isnm lido iom *iiicli nr statistical timlciinking;

ISi llio division niTmieelinns in Ucoso in vvliicli n lirisnnor confined
lo Ilio stale prison is ii pnliciit in llm .slulo li.is|.ilnl on millum /cd
Imiisloi oillioi liy voliiuliiiy iiduiiHsinn ur liy court order;

i ii giivi'iiuueiitnl ur 1wy ciilinceniciil agency wimn necessary lu
Ms'lli« llio icluni ufii pnlienl wim is on uiimitlunized ulisoiiro fioin a
fmilily wimio llio piiliout wns ii.idi:r[*..ii.]; uviiluntinii nr liviilumul
m | ill HI SLA IlIHII

Sou. [7.:illLH.ill. Kximngenieiit of records. I'ullmviug llio dis
i lunge ul ii lospondonl ri.xii u lronlumnl fmiIiIr nr llio issnumo ufu
miiil oidor ilonyiui! u polilmn fur niiiuidInioiil, llio respondent inny ul
liny liiuo ninvo lo Imvo nil collil refolds peilaining In Ilie piiim'dings
exlpunged on ciiudilioii lIml Im fllo Il lull roloiM! uf oil dnliim of
tvliiilov."i lialmo inism,; mil id lIm pi o<oodinps und llio iiliiliuiii'iilh nml
inlions ol poinuiis nml ImililioH in cuiiiii'rliiin will, llio pioccodiii;s
H Till HI SLA IHHII

Soc. [7:MILH»5. Viinlliih nf rff**H. 'I''m lipids sol nnl in AS
I7HitHIT  17HOHZA olmll Im piuiuincidly pioitod in oil tiQiitluclil
Jlio 123ii-i. in Elmos miissililo In nil puticiiln. A piitmul wlio duos not
llinluislinid Kiiploili simIl Imvo lia riulda vxpluiimd lu Ini., in n Inn-

v.tiUHUu 1|0 undidululidn. 1} 1ill HI SLA [lIHII

Soc. [7.ILHI<>, Nullcoh in liiiil;iiii®."h ullmr [Lim Mii|;lIsli. Wimn

[1ill) HIfi lo In*sinveil nu ii respondent, ur un Ins puiiuils, I'viiidmn in
~ull disiZinoo, sImll Im- 1*vpininod in u liiii[*uiJ'o lIm poison
uodoisimills Il Im is not cnnipolont in Knplisli 15 | ell HI SL,A 1lIHII

Sin'. I7:HLHIS. TH'ti lin Inullmi . nlillilleil. (i ‘llio furl tm 1 u
I'iwiu is oi Inis lioini oviiluiili'il nr ticiili'd lor iiionInl Mliiosh nmy m il
«m U basin lur iliHCiliilllm iiiu in

ill ncukuiK iniipliiyuiuiil:

Hit ruauiiviik in cuidiiniin,! prol'i‘ssioiinl prmtirn or inovionsmcup.i-
lii'n,
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(MI.obtaining or rn.aining housing;

_ilo Applications lor positions, licenses, and housing nmy nut contain
icipiusts for inlbrinaiilin concerning yvuluution or treutmenl exper',
ences.

lcl It is iilihnvhil fur n peisnn In aid, ilhcl, incile, cuiupel, or rnerce
lhe lining of ail act bnhidden under lliis seelinn ur luiillempl lu ilu su
(6 1ch 81 SI.A 1081)

Article lll. MiKrclliiiicuiis I'riivisinns.

Kniiim Sitilm i
H70 IMNIE 1= [m.s|[[iii ul itiniii \ .ui.l [n|smini
H7.o» Niinifhiili iit [iilifitlii HIIN I Mt 1 n L Liin

HMil liilcr»laltMIini\iMH IMIfl Kith iiiiil fur |inliii.il pin

HMA nictith oukitits VINIC nninil

8!H» Ilitvihlon fur IH-inmi.il nm I* iilniii  pill linInlih fUI’mH it u|pllicfiiii'ii\ m
«llvtfnii [ 1ee-elint [l 1.m lilv

Wi aiCF ML CHIBrl MS o o o

uitt liii.tii-tl ninney

Sec. 'I7.ailH7(l. Trniispurlaliuii. When n poison is In In.
involuntarily cnnnmlli.l In u fncllily, Ihe depiiitiiiciil shnll nriiuigo,
und is million/oil In pay fur, the person's nri'CHsniy Iriiiispiirinliuu In
Ilio dosignulcil Incilily nccnmpunicil liy appropriate pel suns and il nrc-
ossiiry by a peace iilllior The tli-piu(iiii‘iit sImll pay retina linio.puiln-
linn of n person, bis escoils, and if iiecessaiy a pence ullU'er, alter a

ileli'iinitialinn 1lml 1in* persnn is mil caiiiiiiillalile, ill llie end nf a
riniiiiiilmi*iil prriud, in nl llie end nl a voluntary slay ill i lieiilineiil
Incilily (iillmviiig nil 1'Viilualinii ciiniluclcil in acrniiliva'i' with AS
17110715 Wlien mlvisiible, milt uc iii.iie totalives ur lilends simll lie
peinulled lo arcunipiuiy llio parsiut. The rli'piiituii'iil may pay neci'S-
miry Irnvi'l, hiniHing, nml meal oxpenses jiii-iuii-il hv une loInlive nr
liii'iul In ai‘ciiiiipiiliyiili! llie peisiui il llie ilopiilluii'iil ili-1i'imini's lIml
Ilio perium's host inliiosls loipuio llml lie lie IUfiiliipaini'il liy llio rein
lIiI\IIEIIFr friend and llio lointlvo nr friend is indigent ($ | rh HI SILA

See. -[7.a0.H75. Numi'shli'it!,illlleitis. In1The miniis'ilun pui)i—isuf
i pel'sun who is inliiiil .. In .i lieu! ini'iit liicilil v iindi'i AS 17 200lilill
<I7.1I11125 sImll include n sliilemenl ns In his ii'siiloiico The depart
iiio il iiiiiv i.-1in nii pnlienl who Is mil n resident nl llie slide In Ihe slide
ol Ins rosidomo ivllli imul nppinvid il llio poison him lioon iiuniiiilli‘d.
Il llio slide in which lie Ims residi‘iico duos md iiccopl liiiu as a piiiionl.
Ilio pel'sun ninill lie lioaled iih ii resitlent of this nlale umlor llio provi-
siniiM of AS 47illl 000  47.aH 015.

5 47.20.HHIl wki.haiik, Shciai. Skiivicks anii Institutions &47.30.800

lid Tn liicililnle llio rolurn of nunresidont patients llie department
may eider iiila a reciprocal agreement or compact with another state
providing fur the piuinpl return under appropriate supervision of resi-
dents ofDmI slide who ore mentally ill. A mentally ill resident nf lliis
stale who has licen placed ill n facility outside lliis slide nmy be
adniilli'il with (lie nppiiival ur (lie deportment In a trcalmeat fncility
in llie S.."e designated by (lie department. The deFartment may enter
into reciprocal agrccniciils or cnnlrncts with nnullier Stale providing
for custody, caraur treatment, or return uf mentally ill residents nflliis
slide hy Ilio other stale mill for the custody nml cure ur Irealmeid id
men'. Hv ill residents of that slate hy this stale on a roiiiihursiilile
wiisis. A resident oflhis stale wim Ims been commitled in aniilhor slide

iiud inn Il it'lH il litii i professional ill ilinrge shall release him nr
shall pi'tilion lin iiivuliinliiry ciimmilmeiit as picscrihed in AS
gz

in In lulling mlinn miller Ini ami lid id Iliis si'dinn, cuiisideraliiui
shall lie given In llio host interests uf the pnlienl, piulii‘iilarly In llie
lolidiuiisliip iil'lho pnlienl lu his family, legal guardian, or Itiemls In

[ch HI SLA [HHII

Sit. 47.3ILHHI. Intel slide ciini}iiiet. This stale ralilles and minpls
by lilonnio "Tin Intelslide (luinplicl nil Mental Ilenllli" consistinP nl
i 1inlidos approved oil Seplemlier 311, 1055, by llie Ninlbeiisl Slide
i liivei nno'iils (ninfeii'iice on Menial Health. The ilepiirliueid is desig-
iialeil as compact ailmiiiistralar with lull power lu carry mil Ihe
pm pose nl [hecniiipiicl and In uiilke all necessar?/ regain!inns In imple
ieill llicioiiipiii'l i Iillulrh 87S1LA 11157 iidtlcil hy 5 1lch127 S1,A

18It AS 47311 1HOI

See. 47.3|.HH5. Ilighls Hillside slide. Nothing in AS 47 30/ilill
47 -Otll."i nlleis or impairs Ihe appliralimi or availnhilily In a palienl,
while liuspiliilired ni miniher slide under cmilnn'luill nniiiigcliiciilH
I'lilereil ill IUTUidinice with AS 4701110  47.30 015, nl the liglds,
leiui‘ilirs nr sidegiimds piuvided hy the laws nf this slide 15 | I'll HI
SLA 10il1L

See, 47.30.1100. I'luvisinn for persuiud needs iipnu discharge.
The depiirlmeiil simll insure liml

tilliliihli* ctnlhiiig, and
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"M Tlut petition required in (2) of lliis seelion .shall allege (hat tin*
it'>[Miii(lciit is reasonably believed to present a likelihood i serious
harm In hnnsell or ntliiTH or is gravely disabled as a re.sullol menial
illnr.vs anil shall specify llio factual infoi motion on which (hal belief is
based iiii*hi%liii[* (In* mimes ami addresses of all pei sons known lo (he
petitioner who have knowh ilgu of lliose laris linnii|;h priHiltiil obser-
vation (i 1rh HI SLA 1IHI)

See. 17-1071)5 Emergency iloleiilinn Jor evalualion. A peare
Lilnrl who has piuhahle cause (0 believe Ili.tl a person is gravely
disabled or is sulVeiiug fioiu menial illness and 1Is likely lo cause
seiious haim lo hiniseir or others of such imnieiliale iiatuie (hat con
sideral urns nfsafely do mil allow initiation ofinvoluntary coiiiliiiliuenl
pioieilures set mil in AS 17HO 7(10, may cause llie peison lo lie taken
into custody and tlelivrird to (he nearesl evaluation larilily A inirec
Initial fmilily may lie used as au emergency e\alualioii IariIiIV il an
evalualion larilily is mil available Upon aiiival al llie evalualion
larilily, The peareollitei shall cnmplele au uEpIiraIion lei examination
ol Ihe person in custody and he interviewed hy a menial lieallh piidea-
Mima! at Ihe facility Il I ch HI SLA 1DMI)

See. 17.00.710. ICxiiminiiliuii. la) A lespoiidenl who is delivered
uialei AS 17.1700 lo 1700705 for eiueigeiiry examination and
liraiment lo an evaluation facilitY shall he examined and evaluated as
[0 1iw mental mid phvsieal com.iliim hy i menial lieallh piiifessitmal
ami hy a physician williiu 21 Irons alter uriivul al llie laeitily
examination has iear.on lo helieve Ihat (lie i»,s/*milenl is I1)menially
ill and IIml nimhlion ealises ihe lespandenl lo he giavoly disabled in
10pieseut a likelihood ol i.eriaim Inn o (0 hnnsell oi others, and (2l is
in need olHue or healuieiil, Ihe meiiliil lieallh piolessmmil may hos-
pitalize him, or niiunge fi r hospilali/alion. on an omoigsnr%/ hasis I
a imlinid older has mi! hreii ohtamed umlei AS 17 700. the menial
health professional shall apply fur mi ex puilr aider iitlflaii i/.ing lios*
pilali/alion lor evalualion "I ch HI SLLA IDHIi

qn
Lililify ey 1IN" wntin mii i @urounL r LI, [IVE.O1T 141

oI Wi b el =ttt tin tior auiit AMor riftoin

I TWELES 10 W= 100 W I T 1 1+ silli-icl 1ilill

See. 17..’10.715.Aeee|i}1aniaa of order. When a larilily lereives a
piopei indei Im evahi.iliou, diiiusl nnepf lhe mileiand Ihe

1 -pHiidenl ini nil evalnahon peiled lial tnesieril 7"!limns The fai llilv
-.hall piuliiplly mil1lv [he imill of [Im dale and lime ol [he lespmidenrs
diio " The«nm| h.lleel adale, lime amiplace Im a2l nay rommil-
lit 1l «Imil, lo flie LI 1 needed wilhlll 72 limns aflel lhe
icspoiale I'm aiiiv.il, and llo* imul shall uolily Ihe larilily, lhe
ies|Hindeiil, his allmuey. and Ilie pioseiilliai|* nlloiney ol llie lieailii|!

547.U0.72t1 W iti.iraidK, Siaivn ts and INSTiTtmoos § 47.x10.725

ana ipeinenls. Kvaluation personnel, when used, shnll similarly notify
the court ol (lor date and lime when they first met with the respondent.
1$ 1 ch HI SILA IDHI)

Sec. 17..720. Iteleu.se before expiration of 72-hour period. If
al any time in the mursc of lhe 72 hour period the menial lieallh
piof.-ssioualscomhirliiip the evaluation determine that the respondent
does mil meet Ihe slaiidurds for commitment specified in AS 47 '10700,
(lie lespniident shall lie discharged fiinn Ihe Incilily nr the place of
evaliiiitiiiii hP/ evalualion peisuiiliel am) (he petitioner and the court so
notified ch HI SI.A IDHI)

See. 17.10.725l.,himnilinen| proceedjnF rifMlil*pNiolific*n.
la) When a le .pmidnil is detained for evaliiiiliou under AS 1710 lilil)

I7y 015 he shall hr.immediately notified orally und in willing of
Ins lights under this seelion. Notification shall he ill  language
jip<luidm<d hy the it'spoiiduiil. >lis guardian, if any, and If Ihe
lespandenl reipiesls, an adiill designaled hy (he respondent, shall also
he notified nf lhe respondents rights under this section.

[hi Ihiles*. a iespnndeiil u leleaseil ur voluntarily admits himself for
tiralmriil williiu 72 limns uf his arrival at the facility or, if he is
evaluated hy evalualion peisoiiuel. v.ilhin 72 hours fiom (he beginning
ol his meeting with evaluation notsound, he isjonliUed lu u cumt

thearing lo he set fur md litei than the und uf tliut 72.liom peiiod lo
.detei mine whether there is caiisu tu detain [)ini alter the 72 hours have
iiupircil fui uP li an udihiiiiiiul 21 duya oji the giound* that- ho js
pilively disabled m meulallv ill and as a lesult presents a likelihood ol
sedans haini lo him .ell oi others Thu futility or evidiiatioii peisoiiuel
shall give milite lo the coin | id the releases and voluntary admissions
under As .1 7IKI 1 Il H2O.

in 'I'lie lespoiiden! has a right to cummunicato immediately, al the

i jlcpai hiieulbex|H'iiMt, willi Ins guaidian. ifany, or an adull desigiialeil
hv lhe le-.poiideiil and thituttuiliey designaled in Ihe ex parte indei,
hi ail alloinev of the tospnmlfill's rhoice.

id) The lespiimleiil has the tight Lo hr represented hy an ntlornuy,
o pieseiit evideiice, ami (ucioss oxumir.u witnesses who tesiilv agaiusl
Inin al the heal mg

lei The lespamleiit has lie- light toho fieu uflhoeffectual’'medication
vimd olhei hums of tieiitmeiil to tho maxiiuuii) extent possible liefine
lhe 21 day commitment homing; however, the larilily nr evaluation
Feisound may heal lum with inediratinn under presciiplion hv a
icensed pliysu lim or hy a less lestiirlive allernative of his pii-hielite
il, ni Ihe opinion of ii licensed physician in Ihe rase of nediralinn. or
ufii menial lieallh piofesMunal in the rase ofalteilial ive Irealmenl, (lie
liealmeiil is tieressary in

11) pievent liodlly lullir In Ihe io*-pniideiit m nlliris;
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(2) prevent such dcterinrnliim of the respondent’s mental condition
Hint siiliseilticn( treatment might mil enable him In icrnvcr; nr

(5) allow (hr respondent In prepare lor anil participate in (lie pro-
ceeiliiil;s.

(O A respondent, if he is rrpirsrnlril hy ciinnsrl, may waive, orally
ur in writing, the 72-huur time limit on the 21-day commitment

hearing und have the hearing set for u date no inure than seven calen-4

dardays nflr rhis arrival al t%e facility. The respondent's counsel shall
immediately notify the court of the wniver. (8 | rh 81 SL.A 18311

See. d7.30.730. Procedure for 21-dny cuiuntilincnt; petition for
tommitineut. In! In The course of llie 72-Inmr evaluation period, a
nelition for commitment to a treatment facility may he filed in court.
Ilie petition must lie signed hy two mentnl health professionals who
have examined the respondent, one of whom is a physician. The peti-
tion must

11) allege that the respondent is mentally ill and as a lesult is likely
lo cause harm lo himself or others or is gravely disabled;

(21 allege that the evaluation staffhns considered hut has not found
that there are tiny less restrictive alternatives available that would
udrtpialcly protect the respondent or others; or. if n less restrictive
involuntary form of liealment is sought, specify the (reatuienl and Ihe
basis for suppoi ling il;

(31 allege with respect toii gravely disabled respomlenl that there is
reason to believe lIml the respondent's mental rnmliliim could lie
improved hy Ihe coiuse ol trmliiirnt sought;

(mi allege llm| a specified 1t cutmeld fncility or less restrictive alter-
native that is appropriate lo the respondent's cundilion has agreed lo
accept lhe respondent;

151 allege Ilm| the ii spomlellt lias been advised of Ihe need for, hut
has not accepted, voluntary treatment, and reipiest that Ihe court
tniuiiiil the respondent to the specified treatment liicihly or less
restrictive alternative lot a period not to exceed 21 days;

(til list the prospective « nesses who will testify in support nl
eniuviiluieiil or invidmtliiry treatment;

17) list the facts and Specific behavior of Ilie icspnmlent supporting

(lit A copy of Ihe petition shall he served on Ihe respondent, his
iittniney, nnd his gimrdian, if any, bclinc lIm 21-dny commitment
heating Ii | ch HI SI.A 1881)

Sec. -17.30735. 21-iliiy cninniltnienl. tnl Upon receipt ol a pinper
pelitinn tin einiiinllincut, the einii | shall liald a hearing al lhe dale and
little previously specified including la pioeedmes set nut in AS
1730715

tin The hearing shall he cnmhicted nt a physical setting least likely
In Imve i Innmmi elli'i'l on the mental nr physical lieallh at the

6 -17.3(L74(L Wraj'Aim, Siiciai. Sratvices anii Institutions 547.30.740

respandenl, within practical limits. Al the hearing, in addition lo other
rigms specified in AS 47.30.000 — 47.30.915, the respondent has the
rig

(I In lie present at the hearing; this right may he waived indy with
tint respondent's informed concent; if (lie respondent is incnpnhlo of
giving iiifarined consent, the respondent may he excluded from Ihe
hearing only if the court, after hearing, finds that llie incapacity exists
a. 4 ||mi there is a substantial likelihood that the respondent's
presie.ee al the hearing would he severely injurious to his mental or
physical health;

(2! lo view mill copy all petitions nnd reports in the court tile of his
case;

131 ta have llie hearing open or closed la the public as he fleets;

ill In he proceeded against according to the rules nf evidence
applicable Incivil proceedings;

151ta have an interpreter if Ire dues not understand English;

[lii In present evidence an his hehalf;

[7> la cross-examine witnesses who testify against him;

18 to remain silent.

let Al The rnnchisinii of the henring the court may caininit the
it-spiimlcnl. lan treatment facility for nnl more than 21 days if it finds,
by clear and iniiviiii-iiig evidence, that lhe respondent is mentally ill
g_nd ﬁls g iesult is likely tocause harm to himself or others or is grnvelv
isnhle

nil 1l llieeuiut finds that (heroisn viable less restrictive allernalive
available and llml Ilie respondent Ims been advised of and refused
voluntary liealmeul through the alternative, the court may order the
less restrictive alternative trealment far not more than 21 days if lhe
pragiaiii accepts llie respondent.

tel The coin | shall spi-cifiiTilly stnte ta lhe respondent, ami give him
written nnliee, Ihal il ciinuiiitment or other involuntary trentnienl
beyond the 21 days is In he sought, the respondent shall have Ihe right
taa full hearing arjury trial. (S I ch Bt SI,A 1881)

See. 17.3tL.71l. I'roi-ciliire fur (I)-day commitment follim-lug
21-dny eiiiniullnicnt. (al At any time during Ihe respondent's 21-dny
riiiuinilnieul, Ihe pinfessional person in charge, nr his professional
designee, may tile with the cmnt a pftilinn far a iltl day commitini-nt
ol lhal respomlenl. The. pelitinn must include all mateiml reipiiied
umlci AS-17 31173(110)except Ihat references ta"21 days" shall he read
as '811days"; and

[l allege that the respondent liiih attempted tn inllirl or hie
iiillirli-d i-eiinns limlily harm upon himself nr another since his accep-
tance 5n evaluation, or timl he was cainmitled initially as a result nf
I'limliifl in which he attempted ar inllicled serious bodily Imrm upon
himself ur limither, nr llia* lie ranlinues la he gravely disabled, nr Ihal

IIiel‘(ljeiililausti alesl,I a| current intent Incarry ant plans nfserinus liana lo
*| Il e tommees| | o
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(2) allege Thal 1IN* re*Miiduut IMS received nppmpiiate iiiiil
adequate cure nm| treatment during liis 21 day com miliiiriil,
(Il la* vi*rilii*«l by IIn- lir<ifi*ssiiim| person in charge, nr his piofes-

siniiiil designer. dm in/: (lu* 21-day rniniiiitmeiil

served iifinii lik* irsjHindeut, bis illuriicy, and bis guardian, il any The
iutition (in illy day miiiiiiil mi'll' and pinolanf.scrviie shall In-fib-d with
la* rlcrk of the mint, and a dale lor Iiraiiiy* simll In* set, by llii* mid
nl llir m=x! judicial day, I'm nnl later limn five judicial days iiiiiii
dale nftiling ufllie [n*tition. Trirrlcrk shall milily tin* lespoiidenl, liis
attorney, and IIn* fit'tilimicr nf lla* hearing dati* al least Hum*judicial
days in advance of (lie hearing

1d findings nrfuct iclaliug tn tin* respondent's belmviur uiaili* at a
21 day cuinmilnien! lu-aiiug under AS 17 111 715shall lie adiniMed as
¢\ (deuce and may nnl he icholtcd except lhal newlv discnvricd evi-
gence rg:y la* used for the purjHisL* nf rebutting the findings () | ch HI

LA 10HIL

Sim. -17.30.715. JUI-dii* cuniinltiiiciil heating right*, ini A
respondent subject tn a pelitinn far 1)o clay cnimiiilnieiil Imsuji addition
tu lliu right* specified elsewhere in AS 47.00.050 — 17.0U."JI5. nr
otherwise applirahle, the lights enumerated in this sevimn iVVuMmj
nuthe nl llieuu rights simll he served un the icspoiidonl. hin attorney,
liis gum dial), it'unY, and may he nerved on un udult designated by tho
ies|Nmdent al the lime Ihe petition for 00 dav cunimilmeiil is scived.
An allempt shall he made hy oral explaiialimi in insult* (hal Ihe
lespoiiden! understands (lit! rights enumerated in lhe notice. Il (he
leapiindeut dues nut understand Unglish, lla* explaiialimi simll he
given in a language he understands

ih) Unless Ihe respondent is teleased or vohiiilaiily admits limsell
following Ihe tiling ufi petition and bnlbio llie hem nig. he is entitled
lo ajudicial healing within live judicial duynoldie tiling id tho pelil ion
as eeluut in AS 47.00.740(b) to dutermiiiu il hu is menially ill and as
a lesull is likely localise haim lo himself or others, or if he is gravely
disabled 1l llo* lespandenl voluntarily nihitlls Imn tll following Ihe
lilinj; of Ih- petition, llie volunlary admission constitutes a waiver ol
any hearing 1iglils under AS 47 Oil 7400r under AS-17000H5 1l al any
lino* during (lie lespoiidenfs voluntary admission under this siile.er-
11011.tin: icspoililt-ill siihmilH to the futility a wiilleu nollie ol inleiil lo
leave, the piule.-.sional pcixnn in charge limy lilt* with the court u
petition lor 120 day commitment of the respondent uudei AS
47.00.770 Thu 120 day commitment healing simll la- hilieduled for u
date nut utuliei than 00 rlayu uflur the rcsjMJiidciil'ti voluntaiy
admission

let The Iesgoiidenl i~ entitled to uljury tiial upon impiest liled with
the cmnt Il the request is made at least two judicial days lo'finr the
lieailug H ilo* respondent legiiesta a jinv liinl. Ihe heaiinj* may he
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emitlimed lor no uioie than 10 calendar days. Thu jury shall consist of
SiX persons

idl Ifajiii v Inal is not requested. Ahe «ouri may still continue the
beating at the respondentZ*request for no more limn 10 calendar days,

le) The respondent has a right to ruUiiu cn independent licensed.

.Fliysician or other menial health ﬁrofessional to exuudne him nml to
cleslily on his behalf llpmi request hy an indigent re.s|Hinilent, the court
shall apjMiinl an independent licensed physician or oilier mental health
professional In examine him and testify on liis belmll The court shall
consider au iudigen! res|Hmdeist'H re?uest for a specific physician or
mental health professional A million for the npjiuiulmeiit may he filed
ni (oiirt at any leasoimhle time before the henring and shall he acted
Uﬁon piouijdly Steasmmhh* fees and expenses for expert examiners
shall he delet mined hy the rules of court.

Il The ptorrrdini* shall in all respects hr in arcoid with
iuiishlultMiiil guarantees ol due process, und, except as otheiwisu
viipevilu »di> provided in AS47.30 700— 47.30.015, the rule* ufevidence
wiii piiittduie in civil pmcuedingR

ig) Until Ihe com I issues a final decision, the lespoiidenl simll enu-

tnun* lo he treated at llo* ligiilineiil facility unless the petition for
Oil day commit meiil is willnilawn If no decision Ims been made within
20 days ol tiling ol llo* petition, nol including extensions of time due to
puv l1ial oi other n-quests hy lhe respondent, lie shall he icleased (9 |
ih HI SLA 10HI)

See. 173117511 (-omliicl of henring. The heating mulct AZ
1731745 shnll he mudm led in lhe same manner, and with the sun
iiglil:. foi llo* lespmideiit, its set out in AS 47.30 735()L () I ill MI Sim
[OHL

laliloi's null's 1« % «tl "nmlrr AS by Itn- tcviMir Miilolr* |hhii.ih1 lu AS
W hivia*« i .UMi-it lolluuior. "in uioii:* oi ur*unl

See. 17.30.755. (limit order, (ii) Alter the heating and within the
lino* limit ‘'peidied in AS 4730.745. the cum| mav commit Ihe
ir* poudctil toa hcalmenl facility far no iiiiiii~ than 00 days il llie mm |
< jniy liml ehy clear and convincing evidence timl Ihe rcHjiaudciit is
menially ill and as a icstill is likely tocause Imrm lo himselfor olliis,
or is ginvelv disnhled

(In "1t The mm | luids that then* ina less restrictive nllernalive avail
aide and lIm| Ihe respondent has been advised nl and refused tnhiiilnt v
liealiiii'lil Ihioogh the nliciunlive, tho cumt mav nnlei llo* levs
lestnrlive alleinative tiealmeol alter acceplaiMO hy Ihe piognim ol
lhe lenpomleiit lor a period not to exceed 00days (3 I ch HI'SI.A TUM1t

See. 47.30.7li0, Placement al closest fa_cilitﬁ. Tiealiueiit shall
always he available al a .stale-operaled hospital; however, il space is
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15l Ihnt >:itieuls lie informed of lheir lepsil ripl.snm!|  informed uf
iiml allowed In pariicipiitc in llieir troutmen® piaipratu us much us
|Hissihle,

Hi) Ihal poisons wimnre menially id hul uni <Liij**cin;: In others ho
rimiiiiillod only il there is n lonsoiinhlo especial ion nf inipruv*iii(* llioir
mental condition. Hi | ch 8L SLA IlIHIi

lalilur's _Tiles. Tin- Linrc*iilli<-lii;il  It. la-li-tisur «fdalntr* piifstinnl lo AS
1K ni-ssinil iilin- WHm -nirtv win tdiie e ns nmi

Soc. 47.30.GHI. I'owcr.s nml ilulics nfiloliiirlincul. Tho ilopml-
inoiit is llie ini-iiliil honllli milhority of llio slulo nnd shnll

[11 udininistcr ii coniprohonsivo prapinm for llio piooonlion of
mental illnoss nnd Iho care und Ironlinonl nflhe menially ill, inchidiiii;
inputient and iiiilpalient cnu- mill Ironlinonl und llio pniciiioinout of
sorvicos of spociulists nr ollioi poisons on o coiilitic iiiil or ullior limiis;

(2) (ko llio iit'linns mid nucleilnko llio olilipulinns which nro neces-
sary lo purlicipnlo in federal prmits-innid prnprnm.H nnd occopl fodoiul
or ullior fivonriul uid Irom whnlovor smiicos for (ho sludy, oxuinitiu-
liim, euro, nnd Ironlinonl of llio iiioulully ill:

Cl) nilminiHlcr AS 47.3(Llilill — 17.101115,

() do.sipnnto, opoiulo, nnd inaintaii, Ironliuont Ini-ililios oipiippod
nml ipiuliliod In pmviilo inpalienl nnd oiilpulioiil curt nnd Irculnionl
for llio inmiliilly ‘ill:

|5) provide bn llio phicoiiiout of mentally ill pnlionls in dosipunlod
[ronlinonl liicililios;

(lil tillor into iii innpeim-nls wjlli pnvnrmm-ulnl npourins for 11n1m lo
or licntiunnl of Ilio iiioulully ill in luoililios of Ilio pnvoriinienliil
openi‘ies in Ilio slulo nr in MiNiner slulo;

17) onlor inlu roiilruiTii with Irouluionl liirilition In. llio otisludy und
niro or Iroiiluii'iil ol llio inoiitiilly ill;

ﬁHi onlor into iTiutruchi which iiiciirpornlo Hiifnpunrda consislont
willi AS 17.THIilIll - 27.'ill.5und llio piosorvnlion of llio civil iiphlK
ufllio puticntH with mud her sinlo I'm llu- cn iloilv mid enroor lieatuieiil
of pnlionls previously ooiniiutlod tiiiiii lliis slulo mulor H LS C , soc.
eHi ol hoil., nml IM. Hilll, HIlli I'napless, 2nd Sossion, 7LSint 7(t;

NI proscrilic llio form of npplienliims, rorords. ropmls, loipiosin Im
rolouso, nnd ronsonlK In medical or psycholoi;ioul Ironlinonl loipiirod liy
AS 17.T0 (il 7illl I

llio aure d mliaols;
(111 visit ouch licnluion| fnciIitP( nl lonsl nmmully lu loviow
mollinils ol enro or li‘cnliuotil for pnlionls;

(121 investip.de cuniphiinls iniido hy n p.-dionl or an inloiostod party
on liohnir of n pnlienl;
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113) dcInpnlc upon iiintiinl npreoment to another officer or nj;oncy of
it, or n ptililicnl siihdivisimi of tho slulo, or ii Irouliiieot fncility desip-
nnlo.;, nny of llio Julies nml powers imposed upon il hy AS 47.30.6G0

— 47.3U915;nnd ) ) o
[11l udopl i Inlions lo implement llie provisions of AS 47.3(1660

— 4739915 1. . ch HI SI,A 19811

I-iitilnr'sn.ili-w.  Ki.TliimILili HI.SI.LA apply It-lloaclivc-ly lo 1,-inun.ilr llu-
ISSI. pimi<l.-.I 'T'xo-pl aw poiviil.il in Iliis ill li-nllull of a |«wun pictiaudy
Ail. llu- po.u-M.ii. nl AS 47aillir.ll — coroniltUsl untli-r wlitilulra in i-ITt-d l« liar
1) an SII. .-wa. L il liy K4r | milluw Ad IIn  Odnlwr 1. 1981. Ilnwnrr.".H 1 liny* alli-r
mil in tin lii‘iliii iiiipnit any udliill lakru [ Inlicr 1, IHHL lu- poivif.I"tlw uf Iliis Ail
1 api liup. [M-inliii|! iiiiili-i slaliili-w In  npply Innil pnsuin ctiiiunlUi-d iirnlcr wlal
JA1,010.0 (Sinker I. IlHI ilu llin-y iili-o in i-1Tfd lu-fnri- Odulu-r 1. HIHI "

Article 7aVulunlary Admissiun for Trculmont.

Hi-ilkin Sccllnii

li/ll Slan.laoC fUI’ Milmilaiv admission liHIl  Ailllllawnni ulniinurii unili-r ]iyears

1170 M aine nl ni;lils »t «ll«

I.so 1S a-limpo nl vnluiilnlv palii'Oln «9» Nullio nf ris|lir«l lot i-k-a-t- "I

inif.  Null I intent la k-.iti- fmilily; iiiiiinin uiuk-r Il yi-.ii. nl itjsi- fmm
r,annuliiu-nt ik'It'lill in ami ciiiniiiilini-nl

laltim 'smiles. -Nuliunii.ik HI.SI.A  apply rdinticllvi-ly la Inntluali- ﬂw
M1, ptavkk-1l *Kxci-pl I piavitkwliu 11i.  iKiFaln i pittan Wit

Ail, lla- piiiM .li.n-i al AS *17 HIMIil.O

17 aan; inail. 1kv Ml 1al I|jis [ lla
lial in lla la--1t*- iiap-in ANy M |an?| en
m a |aao-t-illli|! p.<alili]! nuik'l t-Inlule* m
el la Inn* IS lala-r 1. mill, mil lla n'y

raiuilllllisl Olak-r wlllitllaw in ellrd k.'fao*
(Maker I. IIHI luttovrr, "HI tki)>nlln
(Maker I, I1IML. (la- puivi-lalls a| (Ins Ad
apply laall pnsanto.inuillli-ilumk-r dal
tlcn in clftcl kckill- (M alar I. HIHL"

See 17.39.979. Slinulimls for volillilury mlinlssinn. A poison | |
votils ol npe oi oldot mav ho vohinliirily mimillod lo n Ironlinonl Ini il-
ily il lie is sulfniinp Itmu monlnl illnosii nml ho voluntarily sipnn llio
ndiiiis-iion pupolH. 6 | ch MI SI,A [OHI>

Sec. -I7.31LH71). Notion ufilplila.fnUJpon tho iipplicntiuu of n pci
non lor vohmInry miinissiim, or nl tho lime n poison lidinillod under AS
1739.999roiichoslho npe of I-1.Jio simIl ho piven u copy of llio follow mp
diicuinuills which mliiill lie oxpliiiliod lo him un necessary;

[11 .iiiiliio of riphhi ns sol mil in AS -17.30825  -17311885 iiiiil LN
oxplmiuliou of imy dncunienl served upon him; nnd

121 unlico llm| should hu rloHiro lo lonvo nl n limo when llio
lionlmonl fncility dole inert Hull ho in meiilnlly ill und ns n ioniinr is

likely to eimso serious hillill In himself nr others or in prvolv disnhled,
llio fnoililv cniild initllilo cnminilmenl proroodinpn npninsl him
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(In 11 mi nlililirniit fur voluntary iiiliiiission does mil undeisinu.|
Kn?lysh. [lio oAfilnuntion olmll bo piven 111 a Igupuupe lie understands.
B 1ill HI SLA HIHI

See. 17.30PHIL lliselinrpe nfvnliinlii[jy liulieuls. A |i.iln-iit wim
mi Inupei inrrls llie stmiilniils csinldislird in AS 17 30(170 sImll lie

See. .17.301185 Nnliee of Inlenl In Irate fiirilily; ciimmilim-iil.
Avnliinliiry pnlienl tvimis |1 years ul npeiiitititit nml wim ilesires lu
leave a Imilinen! Incilily must submit In llie liieililv a milieu milieu
nl inlenl In leave un u 6wt [iiiivnlril In liitn liy llie Incilily- [jmu
lInmeilinle uiveslipnlimi, llie |intieul simll lie evnluulisl in wriiiup nml
iliMImipet! iminrilinlely nr piven wiillen imlire lIml iinnlmilaiy
emmiiilnienl Frnvoedinp*will lie iuilinleil npniusl lum The lieiilineiil
Incilily nmy ilelniu Ilie patient fin-1it lume limn IH Imius idler receipt
ul llie euilieiil'K milice nl*inlenl In leave in wttier In inilinle iiivnluniniy
cmniliitivenl proi'ecdinps. 15 | ell HI SLA I'JHII

See. -I73lilill. Ailiulssiiin of minors iiinli-r I years uf npe. la)
A liiiimr umler llie npe uf IT may lie nilmilleil Im 2L ilnys evuliinlilin.
ilinpmisis, nml Ironliiienl nl a deiapimled 11t-nlinenl Incilily if liis
Faten__t_nr piimilinu sipns llie uilniissiiiu pnjieis nml il. in llu- opinion of
lie piiil'essinniil [H'isiili in cliiupo,

[T llu is pilively ilisnlileil nr is siM'ctinp liiiiij_liii*llinl illness nml ns
a result lie is likely lo riiuse serious Innin In liiliseH'm ullieis;

121 llieie is nil less leslrirlivo ullerunlive iivnilolilo Im bis
1tenliiien!, nml

BLllime is IT-lisim In In-lleve lIml llie p.ilieul's uieiiliil ciniililinn
cunlil lie imp)nveil liy llie ciuiise nf Ireoliiieiil

lIn "llie minor v lie telein.nl by lin- In-nlim~iil linililv nl any lime
[Imilip llie 21 liny peiinil if ?Iie piofeiisiimnl peisiiu lit rlinipe or lon
ili-slpuiileil uieiiliil In-nllli piolessiiiii.il ilt-leioiliies Ilie uilinir tvoulil no
Inupei In-inlil hum iiiitllliieil ImsFIIuli/uIIiin nml llie iiiuini is mil
iIimFi'iiiIis I ie uilimi'ii piili. lilsiir lilspilillilinil liisl lie nolilieil liy llie
lie ilily ol llie eiinli-nipInleil lelensi- nml llm1, unless lin-y lull lain invol-
gllil/gr IﬁlnllljilMHUiem pimeeililips, llie liiiimr will lie lelenseil <& 1 cli HI

See. -I7.3ILIIH5. Nnliee of teipies! for lelense nl uiiiiiii smiller 11
yeiiiHiif npe from ili-leiilinii nm1 iMiilimllinenl. Ilie ol 1 piiiuil
km ol e uiilioi wim is less llinu |-l years ol ape uiny leipn-st noil ulilniii
e C lelense nl llm uitimi nl miy lime, unKess ns llie lesiilt of
uieiiliil illness, Itn* iiiinni 15 likely to emise selinns Isom lo luuisell or

nthem 15 [ ill HI SLA [till 1t
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Article H. luvoliinlury Admission fur Trenlmenl.

S« t'lliin Hrrllun
7ML HIHLilmou L tiitreimoilify cmnmil- 7C0  ri.irriurnt al cliim-nl facility
Lt fi st 1 765  Al)liral
Zuf»  Kimiit. n.yilrli-iilinii Im t'vdluuliun 770 AiMitimul 120 day im iuiiilinriil
71U Ka.iiiuim limi 775  (Imnidiitintul ul minor*
7. A m plumralinirr 7HO  Kaily ilim liiiri-
7211 Krhi.i'i*lk (hm **liii.iliisn if 72 *mnr  7HS Autimn irat mive ik
In-fiml 71K)  Ifi'lurtt fimi) unniillttirifi'tl o o *iii*
725  I'miiiniltieclil  fiiinriiling  n”lila; 705 livuluninry nulp.ilnol cmr fur
tinlifii .10ty ciiiiiinilfi-U |N'iwnis
721 atiihi Ll fit) 21 iLiy imiimiliiirnl HiMy  (Cunvir*imi uf tuvpliiiil.tiy
In iilimi fur imiiiiitiniilic oiil[>.ilii-nl :re .iliiM LI 1ii iiip.iln-nt
7:ir. 21 il*> im uiiiiiiiuiil CUtHIITH Il
Tm T'imtiliiir fui iMItla) tmiinnlimul HI>5  (fnpiiliiiiz [h*[[ind* uf lum*
fullimmi! 21 ili) ittniiiiMiiii'nl HID  11itmm* cmpu-*
Tar i il,ty rmiiiMilim nl Inuiing « 815  1.(mil... if liability, [a*owlly for
7M1 f'miiliitl uf In-in it fall.4 iipsprvitisiin

755 ('mill milii

I'IHlui's HnlfK.  SilinlHli til Ml SI A N|<I> 1l tio .iilluly In 11 vl fin
M LI e it s i) ax uHV DT ninae Jitriilindi nf |k i*4mi lili'vemrl>
Axl, NIn- niivvmits nl AS |7 "HL e cuiliiitllt il iii'K i Miillilt** in «1f* *e lulnir
%ﬂ]—|lf*mu|nllllytrw T ||U**Al1 N Givitme 1, UME o m m i m nil r
Ml s T e iimiiii niy ip vinn MIENT Ojitniri 1. k1, qu fiin\Ninm et nf fiij« A1l
W] =<0l Pl e sauiic | Ull[>ly In rill [HIMTIM n[HIM IIM | limit | -1 it
(Hill InImr Oilntrir . IMMI, mil tin lliry  tilra hiifTril Infntr Itrinin i 1, [UH] "

See. 47.30.700. Inilittinn of iuvulunliiiy cnmmilmrnl i)roce—
itiiit-s. Tull Ipuii pi'lilinii of miy odii11. u jiidpn simll iimuedininly con
duel o Nen-euiiip iineslipallmi nr iliiecl 1 local menial lirnllli
pinil- -aimal e oyeil by llm depntlineiil ot liy n Inenl menial lienllli
pinpiam lIml t.  venimiiiey riiiiii llie departinenl iindei AS -17.30520

17ill) fi*ml inenlInl li-ultli piufcHsIminl ilesipunleil by llie
pnlpe, In Luidiii'l a Mieeniiip Inveslipnliiin of (lie person nlleped In lie
menially ill and. as a lesllll of Iml romllimti, nlleped In lie pintely
iIiv.uI.Ichm lo present a likelili.mil of serious Ilium lo himselfnr nllieis
WillIl. IH Imuin all.-i llie cniiiplelien of llie screenilip Inveslipnliiin, 1
Fnlpe may issue au ex pin lit oidel orally nr lu wnliup. i-Inlinp lIml
lieie is pi..liable inline In believe IIm respondent is menially ill mid
lIml cniidili.nl causes llu- rex|Miliilrnl lo lie pmvi-ly disabled m lo
piesenl .1 llhelilmnd ol selmos Inn 1t In luinsell.il olllers llie cull
simll piovide lin.liiips on wim li llie concliision is liiise.l, nppoiul o1
itll.ilnr-v In i.-pieseiil lie 1 -spiindeiil, mol iiiiiv dli.-cl Ilial 1 pence
oflii ei liilte llie lespiiiiden! lulu nislinly and dolivrr lino lo llie orali-dl
uppinpiill e Incilily lie eineipeiicy exniiillinliii ur tii- iilii- il Tin- ex
paile otdel sImll lie pi ivnled In (lie reitpnndeiil and nm*1-n pail el llie
Iesi)oudeuI'H eliuleni leruiil. Tim emirl simll eonfiiTU 11t mill ordei m
viilinp oillim "I lonic- iill.-i il is |-munil
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oulpnticul linsis beoniisc lie is likely localise Innin In himselfor others
nris pravely disabled. llie provider simll pive lie* rcspnmirnl nml nml
wiillen unlive llmI lie imisl return In Ihe Irealmenl facility tvilhin 21
hours, willi copies In lhe lespnmlenl's ulliiiney, liis pimnlinn, il nny,
the mull, nml The inpatient treuliiieul Iheililf/ Il the respiinilenl (nils
lu arrive nl llie Irenlmeul Incilily williiu 21 limns oiler reeciviiip llu'
iinlire, the prnfessimml person in chnrpe limy roninrl the a[)propriate
pence olliceis who shnll lake The resHiiiilenl inln rustmlv nml Irauspm |
liim In Ihe Incilily. If il is ileleriniueil hy llie piofessiuuul person in
nccompniiy Ihe pence olliceis when lhey Inke the respmnlent into
custody

nil If the prnviiler ofoutpnlienl cult'ilelciiimiis lIm! Ihe ri'spnmlenl
will leipiiru ninliimeil oiilpnlieut cure oiler Ihe expiration ol his
coiniuiliiient period, Ihe piuvhler nmv iuil itili* fin Iher cnniiniZLiicnl

Frovisions nf AS 47 301811 — 47 30.015 npply, except liml provisions
elnlinp In inpntinnt  lieiilineiil simll he rend ns npplicuhlc In
milpillienl Irenlmeul. (& I ch HI SLA [OHIi

Sec. 47.30.800. Conversion  uf iiivnhiiiltiry  otilpnlieill
Ireulnienl In iiiluilieiil coimnlInienl. Ini A lespiindeiil oideled hy (lie
com| under lhe piovisinim ol AS 4730.700 47 30.015 li receive
jiiviihiulury imlpnlienl Zteiillii'Ul nmv lie leipiiied In nuderpo
inpulienl lieiilineiil when the provider nl'imlpnlienl cine liuds lIm| 111
the ri‘spillldenl is menlully ill nml is likely In muse serious Imtni lu
llimselfur others or is still priively disnhled; IHIlIn; irspiinilriit's helmv
inr since llie lienrmp lesullinp in emut-iudered Irenliiient mdiculi'ii
lIml he nmv needs inFnIienI lienlinenl In pniler!l him _ell nr others; 131
there is reason In believe llmt Ihe lespiinilenl's uieiiliil miidiliim will
iinpinve nsu result ufinpulienl Irealmenl; and I llieie is an inpalienl
Incilily nppioprinle lo Ilie respondent's need whieh will nrcepl him as
a pnlienl  Tri'iiluieiil for lliese respmideiils shnll he uvililnhle nl
sliite iipernli'd hospitals ul nil limes.

lid Upon iimkinp Ihe fiudinps specified in lul ol Iliis srcliou, llie
provisions of AS 47 3170511) iidulinp In notice nnd AS 47.30.715
ri‘hilinp In henrinp apply. Hi | eh HI SLA I0HII

See. 47.30H05. Compilllnp periods of lime, ini Except ns p i
viih'd in llii of (Ins seelion.

Il miupiiliilioiis ol n 72 hum cviihiiilinii peiiml do mil inclmlv
Salmduys, Sundays, lepnl holidnvs, nr any pel mil of lime ueiessun In
lliiuspnil llie lespiindeiil In llie Z«iilini‘ili linililv.

12| a 21"ilny I"liliiinilnil'i peliml expires nl the end uf Ihe 2Isl day
idler Ihe 72 hoiuii lilluw ilip initial nireplumT;

547.30 810 Wia iaiik, Soiiai. Seuviim anii iNsnruTinNs 647.30.815

[l 'n 120 dnv cuioinilincnl periml expires nt the end of llie !2Uth day,
nller llieexpirntinn ofn 90 da¥ period of Irealinent nr previous 120-dny
periml, whichever is applicable.

[lil U'lien a ri'smindenl Ims failed to nppenr nr nhsentrd hiiiiself
ciuilriiry In any order properly made or entered under AS 47.30.000 —
1730015, Ihe releviilll ciiinuiilineut period shall lie cxlemlrd fur a
peliml nf time espial In Ihe respondent's nlisence if wiillen nnliee uf
alisence is pmmplly prnvided lo Ihe respondent's alloiliey nml his
Littdit, il llieie is line, and if, williiu 21 hums idler lhe respondent
Ims leliii tied In Ihe I'vnhiiilinn ur trentnient facility, written nnliee of
lespiimlenl, his nlinioey, his pioirclinn, if nny, nnd tn the rum 1.I18 | rh
8L SLA [OKI

See. 17.30810. lliiheus corfus. Nnlhinp in AS 47.30.000 —
1730 015 may lie mustriieil as limilinp u poison's ripht In ii cvril nr
huheiiH corpus Il | cli HI SLA 10HII

See. 17.30.HI5. lamilulion of liability; pcnulty for false upplieu-

reliable infurmntion wim mukeji npplicaliuu fur vvahiuliun ur

r.Irealinuiil nf nnnlimr persnn under AS 47.30.700 — 47.30.015 is mil
xnubiect In civil ur criininiil liability.

[In Ilie liilluwinp pel.sons nmy mil lie In- civilly nrcriminally liable

Im di'luminp i person under AS 47.30.700 — 47.30.015or for leleasinp

i person miller AS 4730700 47 30.915 nl ur before lhe end nl the

periml Im which Ihe person was iidinitled or ruiniiiilled Im eviihialioo
ul Ireslini‘iil If Ihe persons have performed their dalles in piind lailh
nml evilbind press neplipenre:
11 *on ollirer of a piddle or private npeiiry;
<2 Ilie siiperinlemleiil. Ihe pi nfesKinnul person in chnrpe. Ilie prides-
smiiiil di*sipuee of llie priifessinnnl person in rimrpe, and llie nllcndiiip
snll nl a pulilie or privule npeiicy;
13 a pulilie olfieiiil perfnnninp funclluns necessnrv In llie ndiniuis-
Ltilii 1 AS 47 3(L700 47 30015,
[11 i pence olfirer responsible fin deluiiiiiip i person under AS
4730700 4730015
lei A person who wilfully iuiliulen an involuntary cuaimilmeiil
luuceduie imdei AS 47.30.7011 wilhuul hiivinp pond cause lu holiovo
i lIml llie oilier pelnun is sulferiup from u inentnl illness mill us u ii‘hiill
Via piuvuly dit-,d>hid.yi likely (ucause serious hai in lu himselfor utheis,
is puilly nfAfeluny®* 1ch HI SI.A 10HII
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Detaining the
Insane

Detention Hospitals
Mental Health, and
Frontier Politics In

Alaska, 1910-1915

Thomas G. Smith

The strong interest in social history mir-
ing the last decade has produced several
studies on the care nnd treatment oi 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 lacking. This essay
explores 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 lhat Alaskans themselves must
share the blame. In addition, the essay
provides insights into mental health pol-
icy. Alask | 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 tin.
population surged due to the gold rushes
of the 1890s, so did the number of n-
sane. The arduous journey, excruciating
work, harsh climate, loneliness, and
dashed hopes sometimes proved more
than pioneers could endure, lu 1901) nine
Alaskans were adjudged insane. By 1910
the number had climbed to 130, nnd a
decade Inter the figure reached 217. Re-
sponding to pleas for assistance from
Alaskans, the federal government pro-
vided for the care of 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 hy a -.ix-man jury. I( found
guilty, he was committed to an asylum.
Since Alaska had no mentnl hospital, the
governor was empowered to contract
with the lowest-bidding institution west
of the Rocky Mountains for the care z\
the insane. From 190-1 to 1956 the Morn-
ingside Sanitarium (formerly Mount Ta-
bor), near Portland, Oregon, held the
contract.*

The contract system came under severe
ntinck by residents of Alaska. They com-
plained that it was an archaic and inhu-
mane practice not followed by any other
American state or territory. Noncontigu-
ous dependencies such as Hawaii,
Puerto Rico, nnd the Philippines all had
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asylums thni were built nnd mauit.,
at local or territorial expense. Nm
1912, however, did Alaska win terrt-.or.ai
status nnd its own government: m :n«.
meantime, it hid lo rely on the fede/.'n
government to care for the insane.l

Alaskans also decried the practice of in-
carcerating the afflicted in jails until they
could be transported to Oiegon. In inte-
rior Alaska the met tally ill often had to
spend as long as six months in jail until
weather conditions permitted transpor-
tntion to the "outside." An Alaska asy-
lum was the solution, but Congress re-
jected the proposal for such an
institution because of cost (S75.000 lor
the building alone). Akskans next im-
plored the government to establish small
hospitals in which the mentally afflicted
could be temporarily detained pending
removal to MorningsideA

1. Sue. for example. Cornld Groh. Mentnl
dlistinii/(ins in America [Nnw Yotk 11)73);
Illake McKulvey. American Prisons
(Montclair. N.).. 1977): David llothman. The
Discovery nf llw Asylum IHoston. 11)711. .md
Conscience and Convenience: The Asylum
oud Its Alternatives in Progressive America
(Nostn/i, INH()|. Furr.riticisnisoriinMv.iy the
fi/decml government dealt with Alaska's
insane, see Alaska Unity Empire()uneaul.
Nov. ti. Dec 0. 30. 1912: Ernest Grueninv'. The
Stnte of Alaska (New York. 19GB). 2110.

2 For the early treatment oT Alaska's insane,
see Thomas G. Smith, "The Treatment o( the
Mentally Il in Alaska. 1<184-1912: A
Territorial Study.™ t".VQ, Vol. G5 (1974,. 17.
20 A Isosee Claus-M. Naske. "Hob Harden
und the Alaska Mental Health Act.” ibid.. Yol
71 (1900). 31 -Jf).

3 Apparently Alaskans were nol troubled hv
ossigning criminal status lo Ilie insane,
indigent sick, elderly, etc.: lacking asylums,
almshouses, old folks homes, and local
charities, they classified social dependents as
criminals in order to assure llium of
government care. The federal government aim
maintained Indians who were mentally ill (a
government asylum was established ill 1999
at Canton, S.D.j. Canada, like Alaska,
transported its insane lrom rumote.mil
sparsely populated areas lo provincial
hospitals rather than build mental institutions
m the Yukon und Northwest Territories. See
Henry Hurd, ed., The Institutional Core nl 1he
insane in Ihe United Stales nnd Canoiln. 4
vols. IInltimorn. 1910-17). ill. 630-32.971- 90:
1V. 2-25.22(1-30.

m. For introduction ul these two measures, see
Congressional Uncord. Gist Cong.. 2d Scss..
1910, pp 1490 (U.K. 20111). 5243 (H R
24(133). lor the texts n( these hills, ibid.. OH53.
und Gist Cong.. 2d Sess.. House Dnuuner.
G37, p. 2 (Serial 51130).



Tlit! need lor some Ivpe of "holding
lank" or detention center seemed obvi-
ous lo llu: ri:siiit:nts of iniorior Alaska.
Detailed descriptions of mental break-
downs appearetl frequently in the press.
"PANCKIKIUS LUNATIC NUVV AT LAKIIE" rail a
Nome Nuggol headline in Oclouer 10UB.
Tlin escaped "lunatic" tlireatencd to kill
the district judge, marshal, and commis-
sioner. In Fairbanks, a "crazed" woman
shot to death the police chief in 190J1. A
year later in the same city a "madman”
tried to kill the proprietor of the Pioneer
Hotel by hurling a boulder through the
window, nnd a knife-wielding, "blood-
seeking headhunter" went berserk in
Dempsey Lewis's saloon before being
lulled by a pnoi cue. In Fairbanks, the
roster of persons taken into custody in-
cluded the president of the Washington-
Alaska Sank, an Indian woman, a pros-
pector who repeatedly tried io commit
suicide, a sourdough who imagined he
was being run over by automobiles, and a
woodchopper froir. Fox City who broke
down when fire destroyed 12 curds of
firewood. The Fairbanks Doily .Vcivs-
Miner pointed out tli.it The number of in-
sane in that community in 1009 had dou-
bled over the previous year.5

Alannnd by the increasing frequency of
insanity. Fairhnnksans called (or proper
detention facilities lor the afflicted. The
federal jail lacked sufficient space to ac-
commodate both prisoners and mental
patients. Attempt; to integrate criminals

ami the insane resulted in "pande-
monium." On o.ie ocL.ision an insane
man "kept everyone awake ... by pray

big loudly nnd the noise was well calcu-
lated to make toe rest of the prisoners
nervous." The Netvs-Miner noted that
the nunibur of usane was increasing al
such a rapid rn.e that "separate quarters
must necessari y be provided for them."
The grand jury of the fourth judicial divi-
sion at Fairbanks concurred.

James Wickersham. Alaska's delegate to
Congress, also advocated proper facili-
ties for the care of the insane. Wicker-
sliam was a fiery progressive from Fair-
banks who had served as a federal
district judge at Eagle. Nome, and Fair-
banks before being elected delegate in
1'Jtl. In February 191(1. lie tried to con-
vince Congress to appropriate money for
a permanent insane asylum in soulhenst-

%ames Wmﬁers[ham who wrote edetectlve
ospitals Di am?d others tor the ael a n
?nstrucnon (Whalen Callection, Unive S|tyol
AlnsXa Archives. Fairtans)

ern Alaska (IR 20111). When thal effort
failed, he introduced new legislation in
April calling for an appropriation of
Sa0.000 to build detention hospitals at
Fairbanks and Nome for the temporary
care of the insane (HR 2-1833). The House
Committee on Territories recommended
pusscge of 'lie measure, declaring that
the mentally afflicted "are entitled to the
most scrupulous care, ami should not lie
subjected to commitment in an ordinary
jail." With an eye for economy, however,
the committee recommended S25.000 in-
stead of S50.0U0 ior the project. The Sen-
ate 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 und
in :he fourth judicial division at Fair-
banks. Insane persons would receive
lemporary care in a detention center un-
til trails and waterways thawed suffi-
ciently to permit llie U.S. marshal to
transport them tc the Mornirigsiiie Sani-
tarium in Oregon. Each hospital was to

'7. Gist Cong.. 2d Sess.,

cost no more than S12.50U. Thu marshal,
Ilie governor of Alaska, and the U.S. dis-
trict judge, acting as a hoard nl gover-
nors, would call for bids and award a
contract for construction. Once com-
pleted. the detention houses would he
administered and maintained hy the De-
partment of Justice.6

From the beginning. lhe detention hospi-
tals project encountered difficulties. Al-
though the bill became law on lime 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
rending the measure carefully, he had
discovered a shortcoming which made it
"practically inoperative." According to
the governor, tho law was defective be-
cause it failed to provide lor the acquisi-
tion of sites on which to build the hospi-
tals. john Rustgard, U.S. district attorney
at junonu. supported the governor's in-
terpretation of the bill and advised him
not to proceed without instructions from
the Justice Department. Judicial officers
from Nome expressed similar views.5

But U.S. District | .'dge Peter D Overfield
of Fairbanks voiced a different opinion.
He favored prompt implementation of

5. Nome Nugget July 17. Oct. 21. Nov. 2,
19011, Fairbanks Daily Netes-Miner. April 12
IiiMilliunlerj. H. May a. Oct. 20. 19U9
Ihereafter cited as Netvs-Miner with
appropriate dale).

13 Netvs-Miner, Aug. 9. 1909.

1910. House Report
1230, p. 2 (first quotation) ISerial 3593);
Congressional Record. 61st Cong.. 2d Sess.,
1910. pp. 0053-50 (0050. lasi quotation); Cure
of the Insane in Alaska: Statements of Hun.
lames 1Vickershani. Delegate from Alaska,
HOri. IV. R. Ellis, M.C.. Mr. Gdorge Coe,
Stan/ie/a. Oregon. March a and April ".6.
and 20. 1910. House Committee on the
Territories (Washington, D.C., 1910), 19. 26-
20. 31-32.

0. 30 Slat. 052(1910). In 1910 Alaska was
divided into iour judicial divisions, in the
second and fourth, waterways froze and land
routes were virtually impassable ior seven or
eight months of the year.

9. Alaska Citizen (Kairhanksl. July 10, 1910;
John Rustgard to Walter if. Clark. Dr.! J, 1910.
Clark :0 Pete- D. Overfield. Oct S. 1910.
Ovurfield to Clark. Oct. 0.1910. Bos 564. Flic
4-7-2-1. Record Croup 129. Department oi
lusticc (Dj), National Archives.



126

the law and accused Clark nnd Ruslgard
of pettiness and neetlless delay. Al-
though Wickershain had failed to pro-
vide tor hospital sites when he drafted
the bill, the oversight could be remedied.
Overfield held, by securing donated
inrnl. Residents of Fairbanks were nngpr
to have a detention hospital and would
furnish land to the government free of
charge. Nome residents would probably
follow suit. Clark rejected Overfield's
suggestion because he doubted the le-
gality of accepting land as a gift on behalf
of the federal government.10

Pointing out that on several occasions in
the past the federal government had ac-
cepted "gratuitous deeds of lands for
public purposes.” Overtield 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 by authorizing
the acquisition of land or by permitting
tiie hospitals to be built as additions to
the Fairbanks and Nome jails.11

i although the governor agreed to con-
sult Ilie attorney general, he did not agree
to present the case objectively. Indeed,
besides underscoring the law's legal de-
fects. Clark assured the attorney general
that the detention hospitals were "en-
tirely unnecessary” because 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 Overfield's
dogged support for the detention houses
as political loyalty to Wickorsham, who
was responsible for the judge's appoint-
ment. and he also censured Overfield (or
showing disrespect for the governor's of-
fice by "his conspicuous absence with-
out excuse from a public dinner in my
honor at Fairbanks."12

In October 1910 the justice Department
declared tho hospitals act defective be-
cause ii lacked provision for the acquisi-
tion of land: hence, it found that Cover-
nor Clark had properly delayed
construction of the hospitals. Since the
federal government did not own land in
Fairbanks and Nome appropriate ror hos-
pital sites, the attorney general recom-
mended referring “the matter back to
Congress for a further expression nf its
wishes,"” Inexplicably, he failed to rule

on whether tiie federal government
could accept hospital sites as a gilt from
the residents of Fairbanks and Nome.11

Governor Clark's objections to the deten-
tion hospital law were guided by politi-
cal us wuli as legal considerations. Clark
and Wickershain were bitter political en-
emies despite being members of the Re-
publican party. Republicans in Alaska
and around the nation were divided into
regular and progressive factions. Clark

and Lewis W. Shacklp.ford. Alaska's
Republican nafional committeeman,
headed the regulars; Wickersham. the

progressives.

Disturbed by his independence. GOP
regulars referred to U’ickersham as a
"political harlot" and in the delegate

race of 1910 nominated Edward S. Orr. a
businessman from Fairbanks, to oppose
him. The Socialists also entered a candi-
date, William O'Connor, a newspaper
editor from Xanana. The Democrats, a
minority party in Alaska, refused to run a
candidate. When the votes were counted,
the incumbent. U'ickersham. easily re-
tained liis seat. 11

Although the detention hospitals were
not an issue m that election, residents of
interior Alaska were growing increas-
ingly irritated hy the lac), of action on the
project, in March 1911 the grand jury uf
the fourth judicial division reported that
the federal jail nt Fairbanks was "Inade-
quate fur the proper care and detention
of insane persons, of 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 that practice unacceptable
from a humanitarian standpoint and
urged immediate construction uf adeten-
tion center.13

In May the town council of Fairbanks
passed a resolution offering llie federal
government free of charge a parrel of
land on which to erect a detention hospi-
tal. Noting that the residents of Fairbanks
"are pressing me pretty hard,” Governor
Clark forwarded the resolution lo Attor-
ney General George Wickershain (no re-
lation to the delegate) for nil opinion. At
the same time, Clark recommended that
the detention center be erected as an ad-
dition lo the Fairbanks jni! instead of as n
separate facility.1'
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Fven a? he chsirucled implementation ol the
hospitals act, Goyernor Walter Clark Mamed
Wickorsham lor the delay. (Bunnell Cell
University ol Alaska Arcfiives)

10. Overfield to Clark. Oct. 1-1,15.1910, Clark
to Overbuilt, Oct. 17. 1910, llex 504, | ilt*-1-7-
2-1. KG 129. DJ: Rustgard to Clark, (in 17,
1910. Ilox 7011, Alaska Governors Papers
(AGP). Alaska Stale Archives, fuuu.iii.

11 Owfiehl lo Clark. Out ill. 1'JI1O, llox 564,
File 1-7-2-1. KG 129, U|. OvL-tbeld and

Henry K. Unvote Clark. Oct. 19. 191(1, tto.x

24 1, File 9-1-10, Office of the Territories (OT).
Nahonnl Archives: Overbold in Clark. Oct. 20
(limitation), Nov 14. 1910.tin 790. AGP

12. Clark to George Wickershain. Oct 4.19
(quotations), 1910. box 504. Idle 4-7-2-1, KG
129, DJ.

HI. Acting attorney general lo Clark, Oct, IB.
1910 (quotation), Ho.". 7BB, AGP: attorney in
charge of titles to attorney general. Nov. 1,
1910. llox 564, Kiln 4-7-21, KG 129. U|.

14. Nome Nugget, bine 17 (harlot). July 1:1
Aug 4, 1910: Fairbanks .Sunday Tunes.
Oct. 22.1911; Evangeline Alivood. Frontier
Politics: Alaska's lannis Wickershrun
jPortland. 1979), 225-34.300.

15. Overbold InClark. Jan. 7. 1911. lInx 7011,
AGP; grand jurv of Ihe lourtli division lo
Overfield. March 23. 1911, linx 244. File
9-1-10. OT: Neivs-.Miner.I3ii.fi. 1911

10. Fairbanks imvn council lo Clark. May 5.
inil.1-'. S. (Jordon 10 Clark, lone 3.1911,
Clark In .Himtiev general. June 21. 1911. llo-.
7011. AGP.
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N.li:inriy two months elapsed willinut
1 decision. Numerous Fnirhnuksaus

Iti"il over tin: ilulay :unl suuglil Ncapc-
go.ils. Some considered tin: Kick ol prog-
ress another example of federal indiffer-
ence toward Alaska. Others, particularly
the Republican press in Fairbanks,
faulted Wickersham for having drafted a
defective hill. 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, the
community "would have a detention
hospital built and running today." Wick-
ersham had rejected that course of ac-
tion, the editor opined, because as a poli-
tician Im wits concerned mainly with
retaining office. "He is making political
capital out of the fact that the hospital is
not built." the newspaper charged.
"Such political capital is worth more to
lum than the hospital would be. so he
has deliberately failed to remedy the
in.liter."17

Wickershum himself blamed the delay
on Governor Clark and District Attorney
Ruslgard. The delegate claimed that he
liiid purposely omilled provision for lhe
purchase of land sites in Itin bill because
lie planned tu budd the centers on public
land. The public domain, he staled, huri
been utilized in the past for jails, court-
houses. and telegraph offices. It could
also be used ior detention centers. "It
would have been considered silly." he
explained lo the Fairbanks Commercial
Club, "for llie United States to appropri-
ate money out of its own treasury to buy
its own land in Alaska for a United States
hospital. Nobody but Governor Clark and
Mr. John Ruslgard would have ever
thought of such a foolish proposition,
and they would not have thought of it ex-
cept for the fact that they wished to make
the law a failure."'1

I’'ro-Wickcrsham newspapers such ns the
Alaska Citizen echoed the delegate's
charges. The Citizen held that llieie was
"no one to blame for the delay" but
Clark, who had advanced "the ridiculous
proposition that ihe government could
not accept a donated site." That view, the
paper continued, was based on Clark's
"biller opposition tn the delegate, and
his determination that Wickersham shnll

The leaerat/oil si Furhanks housed doth
;t)rlso,ners and |he insane: the w?men sleﬁ,t in
nis, 15-hy-1A-loot yoom wqh aslooing celling
and one window. (National Archives)

gel nothing for the territory that could in
any way enhance his prestige."10

Nonetheless, the argument in defense of
the law was weak. If the hospitals were
lo he erected on public land, the act
should have so specified. Moreover, its
author should have realized that public
land 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 legisla-
tion. Wickersham stubbornly defended n
defective law and blamed his political
enemies for sabotaging the hospitals. As
tho Fairbanks Doily Times remarked,
“the delegate overlooked an important
detail in his bill, and in trying to cover it
up is attempting to unload upon tho gov-
ernor whatever blame exists."10

In August 1011 the attorney general in-
structed Governor Clark to proceed with
the construction of the Fairbanks hospi-
tal. Instead uf being constructed on a do-
nated site, tint facility would lie creeled
on top of the federal jail. Such a plan
would minimize delay and save expense

27

by using the same personnel to operate
both institutions.*'1

B ui the instructions sparked a heated
protest lrom Wickersham. Addressing
the Fairbanks Commercial Club on Sep-
tember 28. he ridiculed the idea of hous-
. *g"poor crazy people above the "dirty
old rotten jail." His plan, he reminded
the town's businessmen, was to build the
hospitals on public land. Appealing n
their booster spirit, he informed his lis-
teners that tho Fairbanks detention facil-
ity was part of a larger plan to secure a
permanent insane asylum in 'he town.
Tlint largur etfort would be stymied, he
warned, unless Alaskans insisted upon

17. Fuirbanks Dui/y Times, Oct. 28.1911
(hereafter cited as Times with appropriate
date).

10. Ibid., July 15.11)11.

19, Alaska Citizen, |ulv 10 (quoiuiions), 17,
1911.

20. Times, July 15.1911.

21 G. H. McGlasson lo allumoy gunor.il,
lime 28, Aug. 7. 1911. Box 564. Filn4-7-2-1,
RG 129. D|: attorney general to Clark. Aug. 8.
1911. Box 768. AGP.
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construction of detention centers sepa-
rate from the jails at Fairbanks and
Nome.22

Urged on by Wickersham. the commer-
cial club branded the justice Depart-
ment’s plan to build the hospital as an
addition to the jail "unsafe, unsanitary,
and undesirable generally.” It forwarded
lo Washington f petition signed by more
than 900 residents protesting the pro-
posal as "an act of injustice." The peti-
tioners demanded n separate facility for
the temporary core of the mentally ill.2*

Other Fairbanks civic groups joined the
protest. The Tunan; Valley Democratic
Club unanimously adopted a resolution
condemning the governor for concocting
a scheme whereby the “prisoners will be
a nuisance to the sick, nnd lhe insane a
nuisance to the prisoners." Moreover,
the town council of Fairbanks an-
nounced its displeasure with the pro-
posal by passing an ordinance forbidding
tiie detention of the imiane "upon the up-
per, second or higlisr story" of any
wooden building. Thu Fairbanks press
also lambasted the plan, calling it a
"sorry makeshift." To accept a portion of
the uppiopriatinn and huiid the hospital
above the jail, said the Daily Times,
would qualify Fairbimksnns "to become
the first inmates of such a hospital " The

7his cnrioon dopicis lho Fairbanks view ol
Governor Strong s nrrivnl in Alnskn—n
long-nwniiocJ hospiini under ench nrm IAlaska
Citizen, Aug. 4, 1913)

editor 0? the Daily Times urged tiie gov-
ernor lo build a hospital on a donated
site and worry later about the legal con-
sequences. Such a move, he declared,
"would be worthy jofj the red blood of
the pioneer."2i

The strong protest from Fairbanks
brought results. In October 1911, 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.21

Meanwhile, the issue continued lo pro-
voke controversy between Clark and
Wickersham. The delegate repeatedly
blamed the absence of adetention renter
on "one potty man. with a wooden nut-
meg heart." Appealing to tiie emotions of
a Fairbanks audience. Wickersham
pointed out that if one's mother or wife
were arrested because she was mentally
ill. she would be confined in n "dirty
jail" because llie governor was so "spite-
ful” lie refused to spend the money Con-
gress had appropriated (or a modern de-
tention facility.2i

Predictably. Clark denied Wlokurshani's
charges. lie reiterated llie fact lhal his
position was based not on politics hot on
Ida interpretation of the law, an interpre-
tation supported by the Justice Depart-
ment. It would lie foolish, he stated, lo
proceed with the construction ol the hos-
pital on u donated site without prior ap-
proval from the federal government.
What contractor, lie asked, would luiihl a
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hospital without official authorization?
Neither Clark nor Wickersham explained
why he did not pusli for an official deci-
sion cn the legality of building on a do-
nated site.27

chersham’s opponents used the de-
fective hosphals act against him in the
delegate ele< .ion 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 cf
votes caused by his mishandling of the
detention hospitals affair. Running as an
independent “Dull Monsur," lie was
reelected, defeating a regular Republi-
can, a Socialist, and two Democrat . 21

On tin: national level, tliu Republican
party, split between regulars and pro-
gressives. lost the White House to Wood
row Wilson. Although lie was disap-
pointed that Theodore Roosevelt, his
idol, had lost, Wickersham was confi-
dent that ho would bo able lo cooperate
with the new president And lie was en-
couraged when Wilson's secretary ol the
into or, Franklin K. Lane, invited his
opinions on Alaskan issues, including
tile appointment of a new governor.2"

Created in August 11172, Alaska’s first
territorial legislature took the lead in se-
curing construction of tin: detention ten
tors, though prohibited by law from deal-
ing with the insane. The territorial
government act had left to the federal
government responsibility for the care of
the mentally ill, which mount that vie-

TI, Alaska Citizen, Del. 2, Itl 11,

"1, Fairbanks Commercial Chib in attorney
general. Oct, -1,1911 (injusticej. llox sti-l, tile
4-7-2-1. RG 129.1)|; Times. Sept. 20(lirsl
quotation). Oct. 5. 1911.

2-t. Times, Sept. Y1 (lasi three gnolaUons),
Oct i Imiismicel.ll (second ipiol.iiionl. 1911

25. Mne.vMmer,Oct. 5,1911

20 Fairbanks Sunday Times, Oct. 22. 1011.
27. Times, lan 24.1012; Alnskn Citizen.
Fell. 5. I'M2; Clark tn secretary oi the interior.
Dec. 22. 19U, lInx Mi I. Fileel-7-2-1. ItC. 129.
D|

211 .Was-,Miner. Del. Il Itl 12. Alnskn Citizen.
Aug 12.1912

29 Aiwonrl. 2-17-05. 271.
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tims tvoiuld continue 'o be farmed out lo
Morniniisiilft Sanitarium and that pn-
lionls in interior Alaska would be liobl in
structed Bui in April 1913, Alaskan leg-
islalors forwarded lo Congress a jniul
memorial protesting ihe practice of de-
taining the insane in jails and requesting
an appropriation of $4,000 lo buy land
on which to build two detention houses.
The memorial went unheeded.™

Despite lhe lack of congressional action,
supporters of the detention hospitals
were encouraged when President Wilson
named John F. A. Slrong to succeed Wal-
ler Clark as governor of Alaska. Born in
New Brunswick in 1859. Slrong had
been in Alaska since 1U97. He had en-
gaged briefly in mining, then entered the
newspaper business, and was editor if
the Democratic Juneau Daily Empire at
the time of his appointment.”

In lune Ilhe new governor and
Wickersham met with Secretary of lhe
interior Lane to discuss the detention
hospitals. Sympathetic. l.ane agreed lo
build llm hospitals promptly d Strong
could secure donated land. Williiu three
mouths, the governor had obtained dm
sites, and Lane had aulhori/ed him in ad-
vertise for construction bids. Strong s
success convinced some Alaskans that
the previous delay had been "(rr politi-
cal and personal reasons only." It also
showed that Washington could be moved
'o action when Alaskans put aside poli-
tics anil united behind a project.12

Construction of both hospitals began in
Soptcmoor and concluded in December
1913. After a delay of more than three
years, then, the communities of Fair-
banks .nd Nome possessed ditendon
hos|)il,ils. The Fairbanks facility was a 2-
story wood building. 42 lent square,
lor ted on 1.2b uliu., uf land at the cor-
ner of Turner Street und Tenth Avenue,
Il had a porch that ran along the full front
of the fi-st floor and a large secmid-slory
Imlcony The first story coniained a
kitchen, oak-paneled dining room, seven
rooms, a bath, and a padded ceil. On the
second lloor were four rooms, one ward,
a slinwer-bntli. and two padded cells.
The facility bad electric liehls and steam
heat and could accommodate 15 male
and 5 female imtients. Local resident-!
described the building as "a thing ui

\Within six months ol assuming cilice. J, F. A
SIron[g nso delivered the Nome end Fairoanks
hospitals; opening them was me next step.
(BrnnellColl.Univ. ol Alaska Archives|

lieaiitv" ihat war "oiliiilipml with ail
modern conveniences." The Nome hos-
pital was Mintlnrli .iJipomied, though
lucking the large front porch and Iml-

cony The Nome Nugget described il a, a
“monument" to the builder, lu Juneau,
the Alaska Dnilv Empire editorialized
that tho "construction ol those institu-
tion.1 marks a steji forward in caring for
unfortunate men and women of the Ter-
ritory. “rj

Finuncial considerations, however,
prompted Washington tn reevaluate its
decision to open the hospitals. The
money to maintain the centers was to
come from an appropriation ot S500.000
for support of prisoners in all the states
and territories. Marshal Emmet R. Jordan
of Nome informed the Justice Dupurl-
inenl in earlv 1914 lhat it would cost
317.500 a year to maintain each of the
detention hospitals. The attorney general
balked at spending $35.000 yearly to pro-
vide temporary care for a handful of (in-
dents. It cost only twice that amount, in-
cluding !runs|>nnutinn. to maintain 150
Alaska jiatienls al the Miitniiigsiile .Sani-
tarium in Oregon.1l

Marshal Lewis T. Erwin nt Fairbanks,
who had replaced Henry Love in 1013.
took issue with lordan's ligores. Erwin
estimated that ojierntion of the Fairbanks
lins|iitnl would cost only S7.500 |ier vear.
Because the two estimates differed so
significantly, the Justice Deliartinent re-
fused to open the facilities until accurate
figures had been 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.11

Proud of their new facilities, residents ol
fail minks and Nome were distressed to
learn that neither structure might be uti-
lized. "Loss of the detention hosp.til"

would "be a serious blow" to the com-
munity. declared the Fairbanks Daily
Times: "It menus that we will lie right

back where we were before die building
of the lios|iital was authorized, except
that we have the structure to remind us
of die long tight made lo secure the hos-
pital." There was a iiressing need for the
centers, according to that iinjier, and
townspeople "have every reason to ex-
ited the terms of the lull to bn cartind
out. for. after all, the cost of mninlnnnnce
is a question winch should have been in-
vestigated before the money for the

building was ap|iro|iriated."",;

10 (Alnsk.il Senate hunt Memorial Number
17 to Congress. April 1t. 1913. Dos 244. File
eJ-1-:u. OT. Times, May 2. 1013.

31. Junenu Dailv Empire. |uly 29. 1020
(obituorv); Gruoning. 166.

32. J F. A. Strong to secretary of the interior.
jlunn 11, 12.16, Aug.5, 1913. secretary of the
interior to Strong, (tino 12,1913. Box 244. File
9-1-10. OT: Alaska Citizen. July 28. 1913
(quotation).

33. Netvs-Miner. June 17. Sept. 3. Nov. 17.
1913: Times, Aug. 7, Sepc 3. Dec. 27
(quotations), 1913; Alaska Daily Empire.
Nov 21, 1913; Nome Nugget. Sept. 12, 15.
Nov, 5 (quotation). 25. 20. 1913.

34. Superintendent ol prisons to attorney
general, April 1,1914 Box 565. Kilo 4-7-2-1.
KG 120. DJ.

35. Ibid.: L. T. Envm to assistant attorney
general, rub. 20.1914. Box 564, rile 4-7-2-t,
KG 129.01

36 Timas. Dec. 13 1913: Alnxxn Citizen.
Dec. 15. 1913.
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E%mpged with electric lights, steam heat, and
other conveniences, the Nome Iacth Was
hmlod as a step forward in the care ol Ihe
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. Oa
March 5. he had wired the Justice De-
partment: "Have now three insane. ja.l
nol proper place." Four days later he hud
telegraphed: "Have just taken Into cus-
tody insane woman in addition to thrrvr
insane men reported. Hospital much
needed.” On Juno 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
eight-hour shifts." The marshal asked
permission to 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,
lix the roof, and transport the insane
woman lo Morningsidc.37

That same month, K J W. Brewster, tho
Justice Department's investigator, ar-
rived to inspect lhe hospitals After ex-
amining the facilities, he .ocoinmendcd
against opening them. His reason: ex-
pense. Ho estimated that tho yearly oper-
ating costs of each institution, including
heat, light, food, guards, o cook, repuirs,
und sundry expenses, would exceed
S7.000.

The number of insane in interior Alaska
was not large enough to justify the ex-
pense of operating two detention centers,
Brewster advised. At Nome only three
people were adjudged insane during fis-
cal year 1913-14, und these victims were
housed in the jail for a total of 45 (Lays;
since the hospital would stand empty
most of each year, Brewster recom-
mended that the building be transferred
In another government department and
pot lo better use. At Fairbanks he found
that 21 individuals had been adjudged
insane in fiscal year 1913. "This hospi-
tal." he declared, "should never have
bean built, and although there is more
reason for its opening than there is for
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the opening ol the Nome institution, I do
not see the real necessity which would
warrant the expense of operation.” To
those who argued that modern mental
health care practice called for separate
facilities for the sane and insane, he re-
plied that the "theory may be beautiful
but would be expensive tocarry out."38

The delay over opening the detention
hospitals become 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 by John M. Brooks, a So-
cialist from Jack Wade Creek, and
Charles E. Bunnell, a Democrat from Val-
dez who hud the support of the Wilson
administration. Alaska Republicans did
not nominate a candidate.341

Throughout Ihe 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 hospitals 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,
nnd he asked Alasknns lo consider the
"inhumanity of an officer who keeps a
sick prisoner in the attic of that dirty, fil-
thy ja.l when you have a fine detention
hospital where she should be kept."J°

Wickershnm'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 the de-

37. Quoted in Times, Feb. 11.1U15.

30. Superintendent ol prisons In attorney
genera). July I, 31. Oct. 14.1!14.und R.). \V.
Brcwstor to attorney general. Sept. 19, 1<IM
(quotations). Boxes 504. 505, File 4-7-2-1, RG
129. DJ: Netvs-Miner, July 27. Aug. 1.1014.
The Justice Department was also reluctant to
go to the expense ol opening die Nome
hospital hecuusu (lie population ol Ihal town
had declined steadily since the boom days of
the early 19(1lts.

39. Atwood. 277-H7.
4U. Quoted in Krwin loaltiirnev general,

Nov, 14.1U14. Ilox 504. File 4-7 2-1. RG 129.
DI.
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tendon hospital.” Opponents of Wicker-
sham were probably correct when they
dccinred lhut his attack on I[Im marshal
was a smokescreen to cover up his own
ineptness. The Democratic Fairbanks
Daily Times reminded readers lhat the
law "was so clumsily drawn that the hos-
pital never would have been built but for
Ihe efforts of Governor Strong and the
Democrats of Fairbanks.” Despite VVick-
ersham's irresponsible charges, hu was
reelected with votes to spare.41

A fter his reelection. Wickersham con-
tinued to lash out against Erwin for fail-
ing to utilize lhe hospitals, hi mid-No-
vember 191-1. he informed the press that
Die marshal permitted the caretuker to
use the Fairbanks institution ns a
"chicken coop." Producing u photograph
that showed chickens hanging lifeless by
their feet from a rope stretched across the
hospital’s balcony. Wickersham urged
Fairbanksnns to petition the Justice De-
pa.tment .0 use the hospital for needy
mental patients not dead chickens.42

Ths hotograph of tho Fairbanks hosoi'ul, its

g J nedwﬂ%?al k|ckens|rlljoéoubt
urt ered tho cam a|gn 0 open the lacilily.
(NatlonaIArchwes

The delegate also censured the Instice
Department for its indifference. He in-
formed the Fairbanks Commercial Club
ou November 9 that ".Imre is no reason
in the world why the Department of Jus-
tice should not make tho necessary ap-
propriation to maintain the institution."
instead of utilizing a modern facility, he
imlcu, the federal government is confin-
ing the insane in a "hellhole.” He im-
plored club members “to gel busy, to do
something lo force the proper parties to
open Die iiospital and | pledge myself to
do all Ican to help."53

Wickershain made good his promise. On
January 6. 1915. he sent a long letter to
the attorney general lamenting the policy

of holding Alaska's insane in "dirty foui-
siiiclling old jails." Ho enclosed three
photographs taken hy the Fairbanks

health officer. Dr. J A. Sutherland, show-
ing lhe "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 States of America
keeps lhe insane women who fall into
their clutches." the delegate wrote. "It is
a disgrace to the Department of Justice
that such a condition may continue to
exist.” He reminded the attorney gencrai
that the detention hospitals act was in-
tended to prevent the "vile arrangement”
of housing the mentally ill in )uils. Fail-

ure io open the institutions for finnrciul
reasons, lie believed, was unjustified.
According to section 2 of the act. the hos-
pital expenses were to he paid "from the
same 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 that the hospital at Fairbanks was
being used to accommodate slaughtered
chickens instead of mentally afflicted
human beings. He exhorted the Justice
Department to make proper use of the

Nome nnd Fairbanks structures al
once.4
Wickersham'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 tho delegate's main point was on
the mark—namely, that the detention
hospitals and not jails should be used for
the temporary confinement of the men-
tally afflicted and that the government,
in delaying the opening of the facilities,
hod failed to execute the law. Respond-
ing to Wickersham's letter, tho attorney
general stated that the issue was "under
consideration” and would be resolved
soon.45

Actually, the Justice Department was
working diligently to rid itself of both
buildings, to "turn them loose" on other
government departments. The Bureau of
Education in the Interior Department
wanted the Nome building as a medical
facility for Indians. The deal fell through
ihough when the Justice Department
insisted that the Interior Department take

«il. Assistant attorney general j Erwin.
Dec. 14. 1914. Box 505. File 4-7-2-1.RG 129.
DJi Times. Nov. |, 1914.

42. Times. Nov, 10.19'

43. Ibid.; George C. 0 uce to Wickersham.
Nov. 10.1914, Box 505. File 4-7-2-1. RG 129.
DJ.

44. Wickersham lo atlomev general. Jan. 0.
1915. Box 564.ni04-7-2-1. RG 129. DJ.

15. Times. Fob. 10,11.12.1915: Fairbanks
Weekly Times. Feb. 15,1915; assistant
atiornev general to Wickershnm, jan. 12.1915.
Box 505. File 4-7-2-1.RG 129, DJ.
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both "white elephants”; 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 land
"which has returned so much more than
it cost lo Ihe government which owns it."
The three local newspapers pushed hard
for the cause by running editorials that
supported the opening of the detention
hospital..47

The strong protest brought results. In
March 1L15. nearly five years after Con-
gress passed Wickersham's bill, the attor-
ney general instructed Erwin to open the
Fairbanks hospital immediately. That
message elicited “great joy" among
Alaska's territorial officials. Nomites. 01l
(he other hand, had little to cheer about'
their facility remained closed. Inspired
by the Fairbanks success, however.
Nome residents, including the mayor,
city council. Western Federation of Min-
ers. and several fraternal organizations,
petitioned Washington in June and re-
peatedly during th next year, but with-
out results. In 1921 the luslice Depart-
ment transferred the building tu llie
bureau uf Education for use as a resi-
dence for teachers.4l

In Fairbanks the triumph was short
lived. Within five months of the hospi-
tal's opening, high operating costs
caused the luslice Department to con-
template closing ii again. Covernor
Strong admitted that the building re-
quired around-the-clock carelnkers and
(hat it would "always be a source of con-
tinued expense to the Government,
whether occupied or not." Yet be ad-
vised against shutting down lIm institu-
tion because a "considerable percentage
ol the patients would recover, and IIm
expense ol their transportation In Mnru-
ingsiile .Sanitarium and their mainte-
nance there would be avoided." Wicker-

Y owe-dim

sham sided with Strong and blamed the
high maintenance costs on llm extrava-
gance of Erwin, wiioin he accused uf us-
ing the hospital as a place of residence.4'1

Wickersham's charges prompted an in-
vestigation by the Department of Justice.
Asked for a response, Erwin maintained
.hat he was making every effort to keep
expenses at a minimum. He reported that
Irom the opening of the hospital in
March 1915 through August, a total of
seven patients had been detained for 114
days at a cost of S2.000. Admitting that
he lived at the hospital, he claimed that
lus presence saved the government
money hy obviating the neerl for a guard
itnd custodian to watcu IIm patients. He
paid his own board and maintained a
garden on the giounds lhat brought the
government SG25 worth of produce. He
also economized by feeding tim inmates
fish, mouse, nnd mountain slmep, which
lie provided free of charge. "l have at-
tempted to economize and save lhe Gov-
ernment all I could nt the same time ren-
dering a good service Iml not I wasteful
one." Erwin declared.31

Jtjrwin's report convinced tlm Justice
Department that the operation of the fa-
cility "lias been economical and careful
under the circumstances." Yet the
paucity of inmates nml high cost of their
care (approximately Si5 per day for
each) ciitl nol seem to warrant keeping
tim hospital open on a permanent basis.
Nonetheless, the attorney general de-
cided lo "continue its operation during
the closed period of this winter in order,
to get a complete list of tim cost of its
maintenance."St

TIlm  Justice
proved “disquieting”
Moreover, Im continued to attack the
marshal for extravagance. In December
1915, Im wrote a scathing letter lo IIm at-
torney general accusing Erwin nf reck-
less spending and graft. He pointed out
that for much of the year the hospital
contained no patients, yet the cost of a
building caretaker and electricity totaled
St.2150. This money could have been
saved, the delegate contended, had tim
facility been closed when it was unoccu-
pied. The only reason for a caretaker, Im
declared, was lhal the marshal "wants
IlIm use ol this nice, warm, new, hand-

Department's  position
lo Wickersham.

vuumjt Il
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some. well lighted building as n private
residence: lie needs the caretaker and liis
wife as servants, nnd he is annoyed that
insane persons are intruded upon his
privacy."52

Once again Wickersham's charges were
groundless and probably sparked hy po-
litical animosity. As most federal offi-
cials 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 lo prevent burst
pipes and frost damage. Moreover, the
institution might be needed nt any time
lo detain an individual who suddenly
became insane. To shut down the facility
when it was unoccupied seemed sense-
less. Judge Charles Bunnell and District
Attorney R. J Roth both believed that tiie
marshal's residence in the hospital re-

40. Memorandum (from "VV.C.lu") In attorney
general. Nov. 12,1914, attorney general u.
secretary of llie interior. Nov. 12.191-1, ami
assistant secretary of the interior lo attorney
general. Dec. 9, 1914,Box 005. File 4-7-2-E
RG 129, DJ; assistant secretary ol llie interior
to nltorney general. Sept. 17, 1914, File 0—51.
bureau of Education, Hospital Service. Nome.
Alaska, part I.RC 40. NntiulLit Archives
|hereafter cited fIE-Nnme, RG 4fl|.

47. Charles Bunnell el el lo attorney general,
March 10. 12, 1915. box 505, Kile 4-7-2-1, RG
129. DJ; Neivs-iVfiiier, March 11 (firsi
quotation!. 12.13 (last quotation), 1915;
Times, March 13.1915;Aljska Citizen.
March 15.1915.

40. Attorney general lo Erwin. March 12,
1915, anil to Wickersham. March 10.1915,
box 505. File4-7-2-1, KG 129, DJ:Times.
March 16.1915 (great joy); Nome Residents
Petition for Attorney General. June 0,1915,
box 709. AGP: Nome Nugget. Aug. 20,1915.
April 10, Sept. 19, 1910; assistant secretary of
-the interior tu attorney general, Oct. 11,1922.
nltorney general tn secretary ol the interior.
Oct. 16.1922. File 0—51, rik'-Nonie, UC. 411

49. Wickersham lo attorney general, July 9.
1915. and Strong lo altornev general, Aug, 27.
1915. box 504, File 4-7-2-1. RG 129. DJ.

50. Altornev general lo Erwin. Aug. 14. 1915,
Erwin to attorney general. Sept. 22.1915. dud.

51. Assistant attorney general lo attorney
general (memorandum). Oct. 30. 1915 (first
quotation), attorney general to Erwin. Nov. 1,
1915. and to Wickerslium. Nov. 1 (last
qunintionl, Dec. 11. 1915. ilml

52 Wickersham to attorney general. Dec. 27.
1915. ibid
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suited in an cfficiHiit ami economical op-
eration. To avoid tin: appcaramx' o( im-
prnpriotyhnnil lo silence Wickersham.
however, they recommended that the
marshal cease living there. The attorney
general agreed.'J

To secure the permanent operation of lhe
detention hospital, Wickersham stressed
the need for humane care of the mentally
ill and for following the dictates of Con-
gress. He emphasized the! in 1910 Con-
gress passed legislation establishing de-
tention hospitals for patients in interior
Alaska who could not he promptly
shipped stateside. "Mow 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 to the archaic practice
of keeping the mentally ill in jails? lie
gueried. He advised die jttorney general
to continue the operation of the institu-
tion and to adhere to "humane methods

Ih. T. Burnette: I'he Strange Story of the ASoii
'Vho Founded Fairbanks. 13- Trmkuxce COIk.
i.Anchorage: Alaska Northwest, Win. ix. 163
pp. lllustrations, nates, selected bibliographic
index. 57.".15)

ri‘irenr.e Coin lus pul flush on a plinniuin.
I'ne year of Uametle's birth is uncertain.
When, or where, or from what cause lie died is
niknnwn. There are. apparently, only two
lobrible Barnette photographs tnone his bice
.s uhscuroii. and in the other a iur hat and a
hushv moustnr.he hide his hairline and
mouth. Paradoxically, Barnette was as sub-
.Untiai as he was phantasmal.

Cole's study of the roal Barnette is a fine his-
orical narrative and investigation. Barnette
"Published a trading post on tho Chenn River
u 1901. The trading post became Fairhanks.
vliile Barnotte became a prosperous mur-
r.ant. miner, and banker. Ho was a large man.
mbiiious, gregarious, and plausible. He In-
o*sted much of Ins money in a Kentucky (arm
id a Mexican plantation. Alfublo though he
is. court suits and ennlrovuisy swirled
-nund him. IIn throve until his bank cul-
. soil in 1311. a few months after he had rc-
gned its presidency and left town. The bank
nliire was the beginning ul lhe end uf Bar-

tor tin: enre nnd protection of the insane
sick entrusted to your cure, ns you are in-
structed to do by Congress."54

Wickershnm's appeal proved persuasive.
The detention hospital was nol shut
down, und it remained in operation for
two decades. In the 1930s the fncility
served as both a detention hospital und
jail until a new federal building was
erected in 1933.

Although Alaskans in 1910 sought to
provide humane cacc for (lie insane by
mniiilniniiig them in detention centers
rutlior thun jails, they achieved modest
success only after five years of delay
caused by indifference and parsimony at
the federal level and political factional-
ism within Alaska itself. When territorial
officials at last united behind Governor
Strong in 1913 and 1915. they got twe
hospitals built and one operating; the
second— for lack of patients and exces-

uiitte s fortune. His Mexican properly suffered
from llie turmoil of revolution, lus wifu di-
vorced him and won a largn property settle-
ment. and his comeback attempts were inef-
fectual.

Such schemes and adventures call for plji.u-
ment in tim context of western and Alaska his-
tory. yet Cole's interpretations rarely venture
beyond Ihe judgments of conleinpnrarics.
Those judgments were possibly loo particular-
istic and severe, delivered as they were from a
provincial "sourdough' perspective. For in-
stance. Barnette's manufactured rush to Fair-
banks certainly duped some gullible miners.
Nevertheless, it was in the tradition ol west-
ern boom-town promotlonalism. Interpretive
lacunae aside, Cole writes with verve. He
skillfully relates Burnette lo tho development
of Fairbanks and the Alaska-Yukon interior.
His book is nicely composed, with many per-
tinent maps and photographs. Best of all.
Coin, a widely publishod Alaska historian, is
not vi*i out of his twenties. Therefore we may
look forward to many more worthwhile stud-
ies frnm the author of li. T. Burnette. O

WittiAM H. Wilson
North Texas Stale Uniieislty

$iV0 mnintnnuni.i! costs—never opened.
TIm detention center episode was one nf
the early fights in the King crusade for
mental health care in Alaska: it would
take another 40 years for Alaskans to ob-
tain a permanent asylum, [j

Thomas G. Smith is associate professor
of history at Nichols College, Dudley,
Massachusetts. His research interests in-
clude 20th-century America, Alaska, and
U.S. foreign policy. He is currently nt
work on a biography of Ilie New Deal
budget director and cold war ambassador
Lewis W. Douglas.

53. R. I Rolli to attorney general, fan. 7. 1916.
Bunnell lo attorney general, Feb, 18.1916.
and altornev general to Krwin. March 17.
191G. Box 5G5. File *-7-2-1. RG 129. D|.

54. Wickersham to jtiorney general. Dec. 27.
1915. ibid.

E. T. Barnette



STATE OF ALASKA 1984 LEGISLATIVE SESSION
FISCAL NOTE

IRevision Da"te:

REQUEST FISCAL DETAIL Division of Mental Health
Bill/Resolution No.. SB 346 Agency Affected: and Developmental Disabilities
Title: An Act relating to tne Program Category Affected: API

treatmeni or mentally ill "persons

Sponsor: Josepnson ana Haifora BRU, Program or Subprogram!s) Affected:
Requestor;

Date of Request: 1-11-84

EXPENDITURES/REVENUES:  (Thousands of Dollars)
FY 84 FY 85 FY 86 FY 87 FY 88 FY 89
OPERATING
100 PERSONAL SERVICES
200 TRAVEL
300 CONTRACTUAL
LOO SUPPLIES
500 EQUIPMENT
600 LAND A STRUCTURES
700 GRANTS, CLAIMS

800 MISCELLANEOUS
TOTAL OPERATING 0 0 0 0

CAPITAL 1 | I |
REVENUE

FUNDING:  (Thousands of Dollars)

CENERAL FUND |
FEDERAL FUNDS

OTHER

TOTAL

POSITIONS:

FUIL-TIME |

PART-TIME | -
TEMPORARY o

SOURCE OF FUNDS TO OFFSET FISCAL IMPACT OF BILL:

ANALYSIS: Attach a separate page for analysis * See Attached e

7t
Prepared By: James L. Scole s( Phone: 465-3370
Division: Mental Health & Developmental Disabilities Date: 1-20-34

Approved by Commissioner” Date: //3 d/ f *-
Agency: //

Distribution (by Agency preparing fiscal noce):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget
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
SB 346 at this time. The primary purpose of this bill is mainly directed at
reducing the procedural reauirements 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, ari 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.
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Houbc of leprcscntatiucB
WEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEMORANDUM aprit 19, 1984

TO: All Members of the House HESS Committee
FROM: Representative Mae Tischer, Chairman, House HESS

RE: CSSB 346 (Judiciary) , Amended

The House HESS Committee will hear the Senate Judiciary
Committee Substitute for Senate Bill 346, Amended, "An
Act relating to the treatment of mentally ill persons,”
on Monday, April 23, at 5:00 p.m. in Capitol Room 112.

I ask that you review the attached background materials
in preparation for this hearing. Your cooperation will
enable the HESS Committee to act expeditiously on this

important legislation.

To save on duplicating costs, please be responsible for
bringing these materials to the meeting on Monday.

Attachments

POUCH V
STATE CAPITAL
EAU, ALASKA 99811
(907) 465-3177

DELIVERED



ALASKA STATE LECSISLATURE

INTERIM OFFICE: CHAIRMAN
P.0. BOX 81435 1983 INTERIOR DELEGATION
IRBANKS. ALASKA 99708 MEMBER
TRANSPORTATION
INPgFUSCSHIOJw: HEALTH. EDUCATION AND SOCIAL SERVICES
JUNEAU ALASKA 09811 LABOR SUBCOMMITTEE
(007) 485*4030/4041

JOINT OIL AND GAS
RURAL EDUCATION ATTENDANCE AREAS

Representative Mike Davis
House District 19

April 18, 1984
To: Rep. Tischer
From: '-Rep. Davis/
Re: SB 346

| thought ¥ou might be interested in this letter | received
from one of my constituents concerning their exPe_rlenc,e with
care of the mentally ill and their suuport for this Dbill.
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AlaB_~u Slate “egislature

REP. MAE T! SCHER STA%%UngMAL
CHAIRMAN JUNEAU. ALASKA 99811
(307) 465-3777
House of fficpreBentaliucs

HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

MEMORANDUM May 16, 1984

TO: All Memoers of the House HESS Committee
Senator Joe Josephson, Sponsor, SB 346
Senator Jan Faiks, Sponsor, SB 346
Dr. Phil Shapiro, Director, Division of Mental
Health and Developmental Disabilities
All Interested Persons

FROM: Representative Mae Tischer, Chairman, House HESS*® 1

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 1ll 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 inr rted iIn order to
clarify the legal mechanics for tne appointment of
guardians ad litem as described xn this section; (b)
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
miner.



Version 3, Proposed HCS CSSB 346 (HESS)
May 16, 1934
Page 2

3. Page 3, lines 28 and 29: As in 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 i1f the minor 1is 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.

). 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 i1f any individual patients have
nutritional deficiencies. In conjunction with the
original requirement that the treatment 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 in the bill to the way 1t appears in
present law, deleting the reference to "a psycholo—
gist trained in clinical psychology."

13. Page 20, lines 17 - 18: This amendment inserts
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 1llness”™ to
"experience in the field of mental health.”

10. Page 20, lines 27 - 29; Page 21, linos 1 - 3 :
This amendment inserts temporary law requiring the
division of mental health and developmental disabil-



Version 3, Proposed HCS CSSB 346 (HESS)
May 16, 1984
Page 3

ities to review the literature concerning orthomolec—
ular psychiatric methods (nutritional therapy) in
order to determine their potential uses in the
treatment and diagnosis of mentally 1ll 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. IT 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. I would appreciate
receiving your response as soon as possible.

Attachment
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