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SUPPLEMENTAL MEMORANDUM: Re
APPLICATION FOR FULL REASONABLE FEES

By Order, dated May 22, 2007, this Court requested supplemental briefing
regarding the effect of State v. Native Village of Nunapitchuk,' on the pending request for
full, reasonable attorney's fees, including whether appellant's counsel should be required
to apportion his fees, as well as an accounting of the portion of full fees that is
attributable to the successful constitutional claims.

In addition to discussing whether Nunapitchuk applies to Appellate Rule 508(e),
Ms. Wetherhorn asserts there are other, independent, constitutionally, based grounds for

granting her motion for full reasonable attorneys fees, to wit: (1) her constitutional right

1156 P.3d 389 (Alaska 2007)



to counsel on appeal, (2) this Court's supervisory authority over the administration of
justice in its courts, and (3) not restricting her access to the courts.

I. The Impact of Nunapitchuk on The Pending Attorney Fee Request
Ch. 86 SLA 2003, added subsections (b)-(e) to AS 09.60.010 with the stated

purpose being to overrule this Court's "public interest" exception to the attorney's fee rule
in Civil Rule 82. AS 09.60.010(b), added by Ch86/HB 145 provides:

(b) Except as otherwise provided by statute, a court in this state may
not discriminate in the award of attorney fees and costs to or against a party
in a civil action or appeal based on the nature of the policy or interest
advocated by the party, the number of persons affected by the outcome of
the case, whether a governmental entity could be expected to bring or
participate in the case, the extent of the party's economic incentive to bring
the case, or any combination of these factors.

In Nunapitchuk, the question was whether this was a legislative enactment
regarding practice or procedure, in which case a super majority was required for it to be
valid under Article 4, §15 of the Alaska Constitution, or whether it was an enactment of
substantive law, which required a simple majority. This Court held:

The purpose of section 2 of HB 145 is “to expressly overrule” the decisions

of this court establishing the public interest litigant exception. We

conclude that this purpose falls within the legislature's authority. HB 145
therefore is valid insofar as it abrogates the public interest litigant exception

2 Ch. 86 SLA 2003, was HB 145 in the Legislature and referred to as HB 145 in the

Nunapitchuk decision. Here, it is being referred to as Ch86/HB145.

3 Article 4, 8§15 of the Alaska Constitution provides:
The supreme court shall make and promulgate rules governing the
administration of all courts. It shall make and promulgate rules governing
practice and procedure in civil and criminal cases in all courts. These rules
may be changed by the legislature by two-thirds vote of the members
elected to each house.
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developed by the decisions of this court.

A potentially more difficult question is whether HB 145 could validly
change provisions of Rule 82 either as written or as interpreted.*

In reaching this conclusion, this Court held that the public interest exception to Civil Rule
82 was a substantive policy-based nontextual exception to Civil Rule 82, rather than an
interpretation of Civil Rule 82.°

A. Does Nunapitchuk's Holding Extend to Appellate Rule 508?°

That the State agreed Ch86/HB145 does not change Civil Rule 82 or Appellate
Rule 508 was highly significant in this Court's conclusion that it validly abrogated the
public interest exception to Civil Rule 82:

On appeal the State takes the position that, although HB 145 changes the
public interest litigant exception, it does not modify Rule 82. . . .

The State makes the same point again in the paragraph that follows this
statement: "HB 145 does not modify Rules 82 or 508, but rather a common
law doctrine that limited where those rules would be applied.” ... Because
it amounts to a binding concession made by a party litigant and is
reasonable in light of the foregoing considerations, we accept the State's
position that HB 145 should be interpreted as not modifying Rule 82.

%156 P.3d at 404, footnote omitted.

> See, e.g., 156 P.3d at 392.

® At n. 11 of City of Kenai v. Friends of Recreation Ctr., 129 P.3d 452 (Alaska 2006), this
Court indicated the legislative history "may inform the interpretation of the term ‘appeal™
in Ch86/HB145, citing to testimony at the May 7, 2003, minutes of the House Judiciary
Commmittee commenting on an April 21, 2003 letter from the Alaska Attorney General's
office. This testimony and letter refer to HB 145 applying only to administrative appeals
and lawsuits initiated in state court. However, HB 145 went through substantial change
prior to enactment and it is difficult to see where the April 21, 2003, letter and May 7,
2003 testimony relate to the language of the bill, as enacted.

7156 P.3d at 404-5,
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It is apparent this binding concession by the State applies to Appellate Rule 508, as well

as Civil Rule 82.

This raises the question of whether awards of full attorney's fees to public interest

litigants under Appellate Rule 508(e), arises from the text of the rule itself, rather than a

non-textual exception. Unlike Civil Rule 82, which is very explicit as to how the trial

courts are to determine attorney's fees, Appellate Rule 508(e) is completely discretionary:

"Attorney's fees may be allowed in an amount to be determined by the court”. The
discretionary nature of Appellate Rule 508, as distinct and different from the specific
criteria in Civil Rule 82, has been confirmed by this Court in Agen v. Alaska Child
Support Enforcement Division, 945 P.2d 1215, 1221 (Alaska 1997):

The State concedes that its request for attorney's fees should have been
made under Appellate Rule 508, rather than Civil Rule 82. However, the
State argues that “since there are no specific guidelines in Appellate Rule
508, an analogy to, and use of, Civil Rule 82 is appropriate.” . ..

We reverse the award of attorney's fees. As a general matter, a superior
court acting as an intermediate appellate court has broad discretion to award
costs and attorney's fees pursuant to Appellate Rule 508. Indeed, we have
held that the superior court need not articulate its reasons for awarding
attorney's fees. Such broad discretion notwithstanding, . . . we [have] held
that it is error for a superior court acting as an intermediate appellate court
to award fees under Civil Rule 82, rather than under Appellate Rule 508.
[W]e focused on the different directives in the fee award provisions:
“[A]ttorney's fees need not be awarded as a matter of course under
(Appellate Rule 29(d), now Appellate Rule 508(e)). This differs from
Civil Rule 82, which requires that some portion of attorney's fees be
awarded to the prevailing party....” In this case, the superior court based its
award on Civil Rule 82. Since the superior court based its award on an
incorrect rule, the case must be remanded to the superior court for
recalculation in accordance with the correct rule.

(citations and footnotes omitted).
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In Nunapitchuk, this court acknowledged that "Appellate Rule 508 provides full
discretionary powers to determine whether an award of fees should be ordered on
appeal."® Thus, the award of full attorney's fees to public interest litigants under
Appellate Rule 508, may derive from the text of the rule itself, rather than being a
substantive, policy based, nontextual exception. In such case, Ch. 86/HB 145 validly
abrogates the public interest exception to Civil Rule 82, but does not validly change the
provision of Appellate Rule 508 allowing full attorney's fees to public interest litigants.

In Thomas v. Bailey, 611 P.2d 536, 539 (Alaska 1980), though, this Court held the
same considerations for affording public interest status are applicable under then
Appellate Rule 29(d)° as at the trial level under Civil Rule 82. Nonetheless, even though
the same considerations might apply under Civil Rule 82 and Appellate Rule 508, the
broad discretion contained in the text of Appellate Rule 508 can result in such
considerations being textually based under Appellate Rule 508 even though they are not
textually based under Civil Rule 82.

In order to so find, the following limitation contained in Nunapitchuk pertaining to
the discretion under Civil Rule 82(b)(3)(K) for equitable factors must not be applicable
to the broad grant of discretion found in the text of Appellate Rule 508:

Specifically, although we recognize that subsection (b)(3)(K) gives courts

discretion to consider a broad range of equitable factors in awarding fees,
we believe that courts must take care to avoid using this equitable power as

%156 P.3d at 394.
% The relevant language of former Appellate Rule 29(d) and current Appellate Rule
508(e) are very similar.
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an indirect means of accomplishing what HB 145 has now disallowed-using
awards of attorney's fees to encourage litigation of claims that can be
characterized as involving the public interest.™

This Court's holding that the discretion contained in Civil Rule 82(b)(3)(K) to consider
equitable factors should not be used to circumvent Ch. 86/HB 145, does not apply to
Appellate Rule 508 if awards of full fees to prevailing public interest litigants under
Appellate Rule 508 are based on the text of Appellate Rule 508 or interpretation thereof.

However one gets there, if the award of full attorney's fees to public interest
litigants under Appellate Rule 508 derives from the text of the rule, then Art. 4, 815 of
the Alaska Constitution required a 2/3rds majority for the legislature to change it, which
did not occur.

B. There Are Non-Public Interest Litigant Status Grounds for
Awarding Full Attorney's Fees Here.

Even if Nunapitchuk applies, in general, to Appellate Rule 508, awarding full
attorney's fees on bases not prohibited by AS 09.60.010(b) is permitted. Moreover, to the
extent the United States or Alaska constitutions mandate full attorney's fees awards, AS
09.60.010(b) must fall. Here, full attorney's fees are required to vindicate Ms.
Wetherhorn's right to effective representation by counsel on appeal. In addition
Nunapitchuk, itself, suggests at least two additional bases upon which such fees could, or

should, be granted. One is the right of access to the courts.* The other is this Court's

10156 P.3d at 405, emphasis added.
1156 P.3d at 405.
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authority over the administration of justice.® All of these derive from the Alaska
Constitution and are related to each other.

(1) Right to Representation on Appeal

In the Decision on the merits in this case, this Court held AS 47.30 involuntary
commitment and forced psychiatric drugging respondents have a right to effective
counsel under the Alaska Constitution.

Because, as we have already noted, a respondent's fundamental
rights to liberty and to privacy are infringed upon by involuntary
commitment and involuntary administration of psychotropic medication
proceedings, the right to counsel in civil proceedings is guaranteed by the
due process clause of the Alaska Constitution. As we noted in V.F. v,
State, “whenever the right to counsel is constitutionally guaranteed in a
particular proceeding, the effective assistance of counsel is also
constitutionally required.”*?

This right to counsel is based on the fundamental rights to liberty and bodily
integrity which is infringed when someone is locked up on the grounds the person is
mentally ill and a danger to self or others, or gravely disabled, and forcibly drugged on
the grounds it is in their best interests. In the merits decision in this case, this Court

nld

recognized that involuntary commitment is a "massive curtailment of liberty,"™ citing to

Addington v. Texas."

12156 P.3d at 397, 398.

13 Wetherhorn v. Alaska Psychiatric Institute, 156 P.3d 371, 383-4 (Alaska 2007),
footnote omitted.

4156 P.3d at 375.

> Addington v. Texas, 441 U.S. 418, 425, 99 S.Ct. 1804, 60 L.Ed.2d 323 (1979)
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In Myers v. Alaska Psychiatric Institute’®, this Court held that the right to be free
from unwanted psychiatric drugging was a fundamental constitutional right, describing
the interests as follows:

[T]he truly intrusive nature of psychotropic drugs may be best understood

by appreciating that they are literally intended to alter the mind.

Recognizing that purpose, many states have equated the intrusiveness of

psychotropic medication with the intrusiveness of electroconvulsive
therapy and psychosurgery.

In Addington, the question before the United States Supreme Court was what
standard of proof is required by the Fourteenth Amendment to the U.S. Constitution in a
civil proceeding brought under state law for involuntary commitment. There, the U.S.
Supreme Court held the normal civil preponderance of the evidence standard insufficient,
but the criminal beyond a reasonable doubt standard not constitutionally required. In
reaching this conclusion the Court stated:

We conclude that the individual's interest in the outcome of a civil

commitment proceeding is of such weight and gravity that due process

requires the state to justify confinement by proof more substantial than a
mere preponderance of the evidence.’

In Allen v. Illinois, 478 US 364, 373, 106 S.Ct. 2988, 2994 (1986), the United
States Supreme Court recognized that Addington required some but not the entire range
of criminal procedural protections in involuntary commitment proceedings. This raises

the question of which such protections are constitutionally required.

16138 P.3d 238, 242 (Alaska 2006)
17441 US at 427,99 S. Ct. at 1810.
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The Addington court made clear the purpose is to minimize the risk of an
erroneous deprivation of the liberty interest in being free of confinement under a civil
commitment.’® In declining to require the beyond a reasonable doubt standard, the Court
opined that the "layers of professional review and observation of the patient's condition,

and the concern of family and friends generally will provide continuous opportunities for

an erroneous commitment to be corrected."®

The U.S. Supreme Court's reliance in Addington on hospital personnel and family
members to correct erroneous commitments is not supported by any data to suggest it is
in any way effective. In fact, just the opposite is true. The psychiatric profession
explicitly acknowledges psychiatrists and patients' family members regularly lie to the
courts in order to obtain involuntary commitment orders.

It would probably be difficult to find any American Psychiatrist working
with the mentally ill who has not, at a minimum, exaggerated the
dangerousness of a mentally ill person’s behavior to obtain a judicial order
for commitment.

Families also exaggerate their family member's symptoms to get the person
committed to a hospital. ... In fact a number of local officials with the
Alliance for the Mentally 11l (AM1),% a nationwide support group for
families, say they privately counsel families to lie, if necessary, to get
acutely ill relatives hospitalized.

Torrey, E. Fuller. 1997, Out of the Shadows: Confronting America's Mental IlIness

Crisis. New York: John Wiley and Sons, 152. Dr. Torrey also quotes Psychiatrist Paul

'8 441 US at 425, 99 S.Ct at 1809.
9441 US at 428-9, 99 S.Ct at 1811.
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Applebaum as saying when "confronted with psychotic persons who might well benefit
from treatment, and who would certainly suffer without it, mental health professionals
and judges alike were reluctant to comply with the law," noting that in "'the dominance of
the commonsense model," the laws are sometimes simply disregarded.” Id., at 151.

This corruption of the legal process has been aptly described by noted scholar
Michael Perlin,?* as follows:

[Clourts accept . . . testimonial dishonesty, . . . specifically where
witnesses, especially expert witnesses, show a "high propensity to
purposely distort their testimony in order to achieve desired ends."” . ..

Experts frequently . . . and openly subvert statutory and case law
criteria that impose rigorous behavioral standards as predicates for
commitment ...

This combination . . . helps define a system in which (1) dishonest
testimony is often regularly (and unthinkingly) accepted; (2) statutory and
case law standards are frequently subverted; and (3) insurmountable
barriers are raised to insure that the allegedly "therapeutically correct"
social end is met . . .. In short, the mental disability law system often
deprives individuals of liberty disingenuously and upon bases that have no
relationship to case law or to statutes.

M. Perlin, The ADA and Persons with Mental Disabilities: Can Sanist Attitudes Be
Undone?, Journal of Law and Health, 1993/1994, 8 JLHEALTH 15, 33-34.

Ms. Wetherhorn suggests here, that rather than relying on

(i) the psychiatrists who obtain the involuntary commitment and forced

drugging orders, or

(O )
%0 This organization's name is now known as the National Alliance on Mental lIness, and
commonly known as "NAMI."
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(it) family members who often want their family members committed even if
they don't meet commitment criteria,
to correct erroneous determinations, adopting a rule allowing full reasonable attorney's
fees on appeal is perhaps the only effective way "for an erroneous commitment [and
forced drugging order] to be corrected.” Certainly, the most direct way to correct an
erroneous commitment is for it to be overturned on appeal.

Ms. Wetherhorn suggests here that state payment for representation in at least
certain appeals is just such a requirement. In Douglas v. California, 372 US 353, 83
S.Ct. 814 (1963), the U.S. Supreme Court required the states to pay for representation in
the first appeal of indigent criminal defendants. In doing so at n.2, citing to Coppedge v.
United States, 369 U.S. 438, 449, 82 S.Ct. 917 (1962), the Court stated:

When society acts to deprive one of its members of his life, liberty or

property, it takes its most awesome steps. No general respect for, nor

adherence to, the law as a whole can well be expected without judicial

recognition of the paramount need for prompt, eminently fair and sober

criminal law procedures. The methods we employ in the enforcement of

our criminal law have aptly been called the measures by which the quality
of our civilization may be judged.

The same must also be true for people subjected to being locked up and forcibly drugged
"“for their own good." In this regard, Justice Brandeis' observation in dissent in Olmstead

v. US# almost 80 years ago, rings as true now as it did then:

(Cont.--------=-mmmmmmemm )

2! See, Martin v. Taft, 222 F.Supp.2d 940, 965 (S.D. Ohio 2002), where the court referred
to Prof. Perlin as such.

22277 US 438, 479, 48 S.Ct. 564, 572-3 (1928).
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Experience should teach us to be most on our guard to protect liberty when
the government's purposes are beneficent. Men born to freedom are
naturally alert to repel invasion of their liberty by evil-minded rulers. The
greatest dangers to liberty lurk in insidious encroachment by men of zeal,
well-meaning but without understanding.

With respect to appeals of civil commitments, in In re Richard A, 771 A.2d 572,
576 (NH 2001), the New Hampshire Supreme Court held the right to counsel on appeal is
governed by due process and recognized that "the private interests at stake in civil
commitment proceedings . . . are substantial and parallel those at risk in the criminal
context."

The extremely harmful effects of an erroneous involuntary commitment was
acknowledged by this Court in Wetherhorn,® and described by the Montana Supreme
Court in Matter of KGF:**

Due to the potentially "socially debilitating" stigma that results from
the "irrational fear of the mentally ill," the court posited that "[i]t is
implausible that a person labeled by the state as so totally ill could go
about, after his release, seeking employment, applying to schools, or
meeting old acquaintances with his reputation fully intact." Thus, the
"“former mental patient is likely to be treated with distrust and even
loathing; he may be socially ostracized and victimized by employment and
educational discrimination ... the experience may cause him to lose self-
confidence and self-esteem."

In both Wetherhorn and Myers, as set forth above, this Court recognized that

forced psychiatric drugging can be equated with forced lobotomy (*psychosurgery*) and

*3 156 P.3d at 379.
2429 P.3d 485, 495 (2001), citing to Conservatorship of Roulet 425, 590 P.2d 1 (1979).
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electroshock (“electroconvulsive therapy™).” The extreme negative consequences of
forcing people to take psychiatric drugs they do not want is also illustrated by a recent
study concluding that the use of neuroleptics®® reduces the recovery rate from 40% to
5%.2" In Anatomy of an Epidemic: Psychiatric Drugs and the Astonishing Rise of
Mental lliness in America,?® Robert Whitaker summarizes his exhaustive review of the
scientific literature:

Over the past 50 years, there has been an astonishing increase in
severe mental illness in the United States . The percentage of Americans
disabled by mental illness has increased fivefold since 1955, when
Thorazine-remembered today as psychiatry's first "wonder" drug-was
introduced into the market . ... A review of the scientific literature reveals
that it is our drug-based paradigm of care that is fueling this epidemic . The
drugs increase the likelihood that a person will become chronically ill, and
induce new and more severe psychiatric symptoms in a significant
percentage of patients.

Thus, the stakes for the victims of erroneous court ordered forced psychiatric
drugging are extremely high; Ms. Wetherhorn respectfully suggests even higher than for

erroneous criminal convictions.

2> 156 P.3d at 382; and 138 P.3d at 242, respectively.

28 This is the class of drugs which are almost universally the subject of forced drugging
petitions under AS 47.30.839.

2" M. Harrow and T. Jobe, Factors Involved in Outcome and Recovery in Schizophrenia
Patients Not on Antipsychotic Medications: A 15-Year Multifollow-Up Study, Journal of
Nervous and Mental Disease, Vol 195, May, 2007, No. 5: 407-414, a copy of which is
attached hereto as Exhibit A for the Court's convenience.

% Ethical Human Psychology and Psychiatry, Volume 7, Number I: 23-35 Spring 2005, a
copy of which has been attached hereto as Exhibit B for the Court's convenience.
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In Douglas, in which the United States Supreme Court required the states to
provide representation to criminal appellants in their first appeal of rights under the
United States Supreme Court it stated:

The present case, where counsel was denied petitioners on appeal,
shows that the discrimination is not between “possibly good and obviously
bad cases,’ but between cases where the rich man can require the court to
listen to argument of counsel before deciding on the merits, but a poor man
cannot. There is lacking that equality demanded by the Fourteenth
Amendment where the rich man, who appeals as of right, enjoys the benefit
of counsel's examination into the record, research of the law, and
marshalling of arguments on his behalf, while the indigent, already
burdened by a preliminary determination that his case is without merit, is
forced to shift for himself. The indigent, where the record is unclear or the
errors are hidden, has only the right to a meaningless ritual, while the rich
man has a meaningful appeal

In Nichols v. State,* this Court discussed Douglas and held these same
considerations required the provision of counsel beyond what the US Supreme Court had
required:

Although the United States Supreme Court has not held that
constitutional standards require the appointment of counsel for an indigent
prisoner at a hearing of his motion to vacate sentence, we believe that that
Court's concern for the constitutional rights of indigent defendants, as
exemplified by the cases we have discussed, points the way to that result.
We say this because of the fact that the type of hearing a criminal defendant
is afforded under Criminal Rule 35(b) depends to a large extent upon
whether he can pay for the assistance of counsel. If he can, the trial court
passes upon the merits of the motion to vacate only after having the full
benefit of a trained lawyer's examination into the record, his research of
law, his examination and cross-examination of witnesses, including the
defendant, and his marshalling of arguments on the defendant's behalf. If
the defendant cannot afford to hire counsel, then he must shift for himself,

*9372 US at 358, 83 S.Ct. at 817.
%0 425 P.2d 247, 254 (Alaska 1967), footnote citation to Douglas omitted.
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and because of his lack of knowledge and skill in the law is placed at a
distinct disadvantage which may well result in his not being given a
complete and meaningful hearing. Any real chance the defendant may have
had of showing that his motion had hidden merit is effectively denied him
because he must go without a champion in the proceedings. We believe
that such a situation draws an unconstitutional line between the rich and the
poor, and that when an indigent is forced to handle his own Rule 35(b)
motion, the right to a hearing which is granted him does not comport with
fair procedure.

We hold that in such circumstances, an indigent defendant who is
not afforded counsel to represent him, is denied ‘equal rights, opportunities

and protection under the law’, to which he is entitled under article I, section
1 of the state constitution.

In Grinols v. State, 74 P.3d 889 (Alaska 2003), this Court confirmed that this right
to the provision of counsel to indigents was constitutionally based; that the right to such
counsel on appeal of the denial of a first petition for post conviction relief was also
required under the Alaska Constitution; and extended it to the right to the provision of
counsel to indigents challenging the effectiveness of representation during the first post
conviction relief proceeding in a second petition for post conviction relief.

Ms. Wetherhorn respectfully suggests these cases hold that where the deprivation
of liberty involves confinement, such as here, the right to provision of counsel attaches to
proceedings of right to challenge the erroneous deprivation of the person’'s right to be free
of confinement. Ms. Wetherhorn suggests that the deprivation of liberty involved in
forced psychiatric drugging requires the same level of protection.

Appellate Rule 508(e) provides, "Attorney's fees may be allowed in an amount to
be determined by the court." This certainly allows the grant of fees upon the basis

suggested here and does not run afoul of Ch86/HB145 in any way. Such an award should
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be based on Ms. Wetherhorn's right to representation on appeal, rather than her status as
prevailing party.®! It is respectfully suggested Alaska's Constitution so requires. Such an
award does not involve either prevailing party or public interest status and Ch86/HB145
does not come into play.

(2) Administration of Justice

In Nunapitchuk, citing to Leege v.Martin, 379 P.2d 447, 450 (Alaska 1963), this
Court reiterated that "The administration of justice is the day to day business of the
courts" (rather than the Legislature).*® In Grinols, supra., citing to Justice Rabinowitz's
concurrence in Nichols v. State,® this Court held that this Court's supervisory powers of
the criminal justice system require appointment of counsel to all indigent defendants in a
hearing to set aside or vacate a sentence:

First, the supervisory powers of this court over the criminal justice

system require appointment of counsel to all indigent defendants in a

hearing to set aside or vacate a sentence, thereby “giv[ing] recognition to

the paramount importance of insuring the integrity and accuracy of [this

court's] fact-finding processes.” Alternatively, Justice Rabinowitz stated

that denying appointment of counsel in this case was “fundamentally unfair

and violative of the due process clause of article [1], section 7 of the Alaska
Constitution.”

AS 47.30 involuntary commitment and forced drugging respondents are not only
subject to confinement like convicted criminals, they are also subjected to the additional

extreme deprivation of liberty of being forcibly administered dangerous, mind-altering

31 Ms. Wetherhorn is indigent as recognized by this Court in granting her motions to
appeal at public expense and to waive cost bond.
%156 P.3d at 397.
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drugs against their will.* Surely this Court's supervisory powers over its court system
similarly extends to the administration of justice in civil commitment and forced drugging
proceedings as much as it does to criminal proceedings.®® This must just as surely be
within the scope of Appellate Rule 508(e).

It appears the Alaska Public Defender Agency has never filed a single appeal of

any involuntary commitment or medication order in the entire history of the State of

Alaska. The only such appeals that have ever been filed have been by the Law Project for
Psychiatric Rights (PsychRights®) after its formation in late 2002 to mount a strategic
litigation campaign against unwarranted forced psychiatric drugging and electroshock
around the country.®

The failure of the Alaska Public Defender Agency to file any appeals has led to a
number of evils.®” First, there can be no doubt that many people have been involuntarily
committed and forcibly drugged in violation of their rights. Second, until PsychRights
filed the appeal on behalf of Faith Myers in early 2003, there had been absolutely no

appellate supervision of the Superior Court determinations, which have been delegated

(Cont.----=-==mmmmmmmmmee )

%3 425 P.2d 247 (Alaska 1967).

% See, Myers and Wetherhorn and §1.B.(1), supra.

% The short shrift that the Superior Court and the Public Defender Agency give to the
rights of AS 47.30 respondents to be free of involuntary commitment and forced
psychiatric drugging is a significant contributor to the population of people who do not
recover after being diagnosed with serious mental illness as described in Factors Involved
in Outcome and Recovery and Anatomy of an Epidemic, Exhibits A & B, respectively.

% Forced electroshock is not allowed in Alaska, but is common in a number of other
states.
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to the Probate Masters in Anchorage for summary disposition. Third, these proceedings
have become a travesty of justice, exemplifying the evil described by Professor Perlin in
§1.B.(1), above.

The failure of procedural protections to be utilized has been a sufficient ground for
the United States Supreme Court and other courts to find systemic problems. For
example, in Fuentes v. Shevin® the United States Supreme Court cited to the fact that in
none of the 442 cases of prejudgment replevin, did the defendant take advantage of the
recovery provision in holding Florida's replevin procedures unconstitutional. In Streicher
v. Prescot,t* involving the same type of interest as here, the United States District Court
for the District of Columbia cited the fact that no patients had ever received any form of
judicial review since they had been involuntary committed under constitutionally
defective proceedings, in deciding to order judicial review for all such patients.

This Court should correct the pervasive failure of its court system to honor AS
47.30 involuntary commitment and forced drugging respondents' rights. Appellate Rule
508(e) allows complete discretion with respect to awarding attorney's fees on appeal,
providing: "Attorney's fees may be allowed in an amount to be determined by the court.”
Full fees should be awarded here under Appellate Rule 508, or under this Court's inherent

authority over the administration of justice (or both). In such case, neither prevailing

(Cont.---------=-m-mmomm- )

%" It may be that the Public Defender Agency believes it has no authority to file any such
appeals, which increases the importance of granting full fees.

% 407 U.S. 67, 84, n.14, 92. S.Ct. 1983, 1996 (US 1971).

%9 663 F.Supp. 335, 336 (D.D.C. 1987).
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party or public interest status forms the basis of the award and Ch86/HB145 does not
come into play.

(3) Infringing Access to the Courts

A closely related issue is that Appellate Rule 508 should be interpreted in a way
that does not infringe upon AS 47.30 respondents' access to this Court. This Court has
held that access to the courts is an important right deserving of close scrutiny.*
Normally, the concept of not infringing access to the courts is invoked to limit, or
prohibit attorney's fee awards against a party, but as can be seen from the previous
section, here, it is necessary to award full fees to ensure access to this Court to vindicate
AS 47.30 involuntary commitment and medication respondents constitutional appeal
rights.

Il. Apportionment

A. Should Apportionment Be Required?

In its Order, this Court asked whether Appellant's counsel should be required to
apportion his fees . . . attributable to the successful constitutional claims.” The relevant
portions of AS 09.60.010 (c) & (d), which were added by Ch. 86/HB 145 are:

(c) In a civil action or appeal concerning the establishment,
protection, or enforcement of a right under the United States Constitution or

the Constitution of the State of Alaska, the court

(1) shall award, subject to (d) and (e) of this section, full reasonable
attorney fees and costs to a claimant, who, as plaintiff, counterclaimant,

%0 patrick v. Lynden Transp., Inc., 765 P.2d 1375, 1379 (Alaska 1988), cited a n. 76 of
Nunapitchuk.
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cross claimant, or third-party plaintiff in the action or on appeal, has
prevailed in asserting the right; . ..

(d) In calculating an award of attorney fees and costs under (c)(1) of
this section,

(1) the court shall include in the award only that portion of the
services of claimant's attorney fees and associated costs that were devoted
to claims concerning rights under the United States Constitution or the
Constitution of the State of Alaska upon which the claimant ultimately
prevailed; and . . .

In her original motion, Ms. Wetherhorn addressed the issue of apportionment
under AS 09.60.010, by citing to Danserau v. Ulmer, 955 P.2d 916, 920 (Alaska 1998),
where this Court held that “attorney's fees for prevailing public interest litigants . . . may
be apportioned only in exceptional circumstances.” However, 81(b) of Ch86/HB145
expressly states it is the intent of the Legislature to overrule Danserau, among other
decisions of this Court, so the question is whether or not it has constitutionally done so
and if so, what the effect is on the pending fee motion.

It should be emphasized that apportionment is not required for an award of full
attorney's fees not based on the prohibited AS 09.60.010(b) factors identified in 81.B
above. More than that, because these are rooted in AS 47.30 involuntary commitment
and forced drugging respondents' constitutional right to counsel on appeal, this court's
supervisory power of its court system and their constitutional right to access to the courts,
apportionment is not appropriate.

In determining whether AS 09.60.010(d)(1)'s direction that the court may award

only that portion of attorney fees devoted to constitutional claims upon which the
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claimant ultimately prevailed, it seems to Ms. Wetherhorn the key question is whether the
apportionment "creates, defines and regulates rights™ or is a *method of enforcing the
rights."*" If the former, it is in the province of the Legislature; if the latter, this Court's.
Ms. Wetherhorn suggests it is the latter; the Legislature created, defined and regulated the
right to full attorney's fees to prevailing constitutional claimants, but whether the fees
should be apportioned by issue is a method of enforcing the right.

B. Portion of Full Fees Attributable to the Successful Constitutional
Claims.

In its Order, this Court also asked for an accounting of the portion of full fees
attributable to the successful constitutional claims. The successful constitutional claim is
that involuntarily committing someone as "gravely disabled" under the definition
contained in AS 47.30.915(7)(B) is constitutional only if construed to require a level of
incapacity so substantial that the alleged mentally ill person could not survive safely in
freedom (Gravely Disabled Issue). Frankly, the most important issue in the appeal to
PsychRights was establishing standards for the effective assistance of counsel, which this
Court declined to rule upon. The arguments pertaining to the Gravely Disabled Issue had
been raised at the trial court in a number of cases, including Myers, but was not the basis
for an appeal by PsychRights before this one. The result of this is the argument before
this Court had been fairly well developed prior to taking this appeal. Thus, the largest

amount of time on the issue was in working on the Reply Brief in developing the

*! Nunapitchuk, 156 P.3d at 397.
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responses to the State's arguments against it. Out of the almost $40,000 in attorney's fees
requested, counsel estimates that one eighth or $5,000 is attributable to the Gravely
Disabled Issue if one counts only the work done during this appeal. If one counts the
work done prior to filing the notice of appeal here, it is probably one quarter or
$10,000.%

I1l. Conclusion

For the foregoing reasons, Appellant respectfully requests the Court to grant her
motion for full, reasonable attorney's fees.
Dated this 8th day of June, 2007, at Anchorage, Alaska.

LAW PROJECT FOR PSYCHIATRIC RIGHTS

James B. Gottstein, Esq.
/Alaska Bar No. 7811100

“2 In both Cook Inlet Pipeline v. APUC, 836 P.2d 343, 354 (Alaska 1992); and Aloha
Lumber Corp. v. Univ. of Alaska, 994 P.2d 991, 1003 (Alaska 1999), this Court allowed
an award of fees occurring before or outside of the specific appeal if closely related and
necessary to the appeal. The Law Project for Psychiatric Rights' mission is to mount a
strategic litigation campaign against unwarranted forced psychiatric drugging. Pursuing
appeals is the primary legal mechanism for achieving this mission. As mentioned, the
argument on the Gravely Disabled Issue was presented to the trial court in Myers,
however, for strategic reasons, it was not appealed in Myers. In the end, however, this
work became the core successful constitutional argument here. In this sense it was
closely related to this appeal.
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Factors Involved in Outcome and Recovery in
Schizophrenia Patients Not on Antipsychotic Medications:
A 15-Year Multifollow-Up Study

Martin Harrow, PhD, and Thomas H. Jobe, MD

Abstract: This prospective longitudinal 15-year multifollow-up
research studied whether unmedicated patients with schizophrenia
can function as well as schizophrenia patients on antipsychotic
medications. If so, can differences in premorbid characteristics and
personality factors account for this? One hundred and forty-five
patients, including 64 with schizophrenia, were evaluated on pre-
morbid variables, assessed prospectively at index hospitalization,
and then followed up 5 times over 15 years. At each follow-up,
patients were compared on symptoms and global outcome. A larger
percent of schizophrenia patients not on antipsychotics showed
periods of recovery and better global functioning (p < .001). The
longitudinal data identify a subgroup of schizophrenia patients who
do not immediately relapse while off antipsychotics and experience
intervals of recovery. Their more favorable outcome is associated
with internal characteristics of the patients, including better premor-
bid developmental achievements, favorable personality and attitudi-
nal approaches, less vulnerability, greater resilience, and favorable
prognostic factors. The current longitudinal data suggest not all
schizophrenia patients need to use antipsychotic medications con-
tinuously throughout their lives.

Key Words: Antipsychotic medications, schizophrenia, outcome,
recovery and psychosis, longitudinal 15-year follow-ups,
unmedicated patients, prognostic factors.

(J Nerv Ment Dis 2007;195: 406—414)

he current longitudinal research studies (a) potential dif-

ferences in functioning, assessed over a multiyear period
between patients with schizophrenia who are not on antipsy-
chotic medications versus those on antipsychotics, and (b) if
schizophrenia patients not on medications are functioning
adequately, which types function adequately without antip-
sychotics, and what factors influence their adequate function-
ing? Many investigators have emphasized the importance of
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determining which types of schizophrenia patients can func-
tion adequately when off antipsychotics for a prolonged
multiyear period (Bola and Mosher, 2002; Bola et al., 2006;
Fenton and McGlashan, 1987; Gilbert et al., 1995; Harrow et
al., 2005b). The importance of determining characteristics
which might allow some to go off antipsychotics with partly
successful outcomes has been increased by research suggest-
ing the potential side effects of long-term treatment with
antipsychotics and data suggesting some similarity of the
treatment response to both first and second generation antip-
sychotics (Hunter et al., 2003; Lewis et al., 2006; Lieberman et
al., 2005; McEvoy et al., 2006; Stroup et al., 2006; Wahlbeck et
al., 1999).

Multiple carefully controlled efficacy studies and other
effectiveness studies of both first- and second-generation
antipsychotic medications have assessed the value of antip-
sychotics (Davis et al., 2003; Gilbert et al., 1995; Hogarty et
al., 1974; Janicak et al., 2001; Kane et al., 1982; Lieberman
et al., 2005; Moncrieff, 2003; Schooler et al., 1980) On
balance, the majority of these studies are positive for antip-
sychotics, although potential side effects for first-generation
antipsychotics (tardive dyskinesia, apathy/sluggishness, de-
pression, etc.) and second-generation antipsychotics (weight
gain, diabetes) can present problems (American Diabetes
Association, 2004; Carpenter, 1997; Haddad, 2004; Harrow
et al., 1994; Lieberman et al., 2005; Marder et al., 1991;
Seeman and Tallerico, 1999). To counter these problems,
some major investigators have explored alternate approaches
to facilitate treatment effectiveness, including withdrawing,
tapering, or targeting the use of antipsychotics (Baldessarini
and Viguera, 1995; Bola, 2006; Bola and Mosher, 2002;
Carpenter, 1986; Herz et al., 2000; Marder et al., 1991).
Associated with studies in this area, the issue of the relative
safety of periods off medication have been addressed by
Carpenter et al., (1997) and in an important article by Bola
(2006) followed by commentaries. A problem which arises is
that many positive studies on antipsychotics are based on an
important population of patients, those involved in clinic
treatment and clinic settings. However, after acute hospital
treatment, when these patients leave the hospital, not all
patients originally treated with antipsychotic medications
continue on these medications (Lieberman et al., 2005).
Studies of Fenton and McGlashan (1987) and previous stud-
ies of ours and others (Bola and Mosher, 2002; Carone et al.,
1991; Harrow et al., 2005a; Harrow et al., 1997) suggest that
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when investigated on a longitudinal basis, over many years,
within a naturalistic design, a number of schizophrenia pa-
tients not on medications may show adequate functioning or
even recovery for a period of time. The following questions
were addressed:

1. In anaturalistic research design, which includes patients in
treatment and those not in treatment, can schizophrenia
patients not on antipsychotics function better and show
periods of recovery?

2. Which particular types of schizophrenia patients go off
medications for a prolonged period, and do factors
associated with this influence subsequent outcome and
recovery?

3. Do schizophrenia patients who do not remain on medica-
tions differ in (a) premorbid developmental achievements
and (b) prognostic potential or in personality and attitudi-
nal factors?

METHOD

Patient Sample

The present investigation is derived from the Chicago
follow-up study, a prospective multifollow-up research pro-
gram studying course, outcome, psychosis, and potential
recovery in schizophrenia and bipolar disorders longitudi-
nally (Carone et al., 1991; Goldberg and Harrow, 2001;
Goldberg et al., 1995; Harrow et al., 1997, 2000, 2005a; Jobe
and Harrow, 2005). The sample of 145 DSM-III diagnosed
patients included 64 schizophrenia patients and a control
sample of 81 nonschizophrenia patients who were psychotic
at index hospitalization. All of these DSM III schizophrenia
patients met the 6 months duration of illness criteria (none
were schizophreniform patients) and none were schizoaffec-
tive patients. The 81 nonschizophrenia patients who were
psychotic at index included 31 bipolar manic patients, 28
psychotic unipolar depressives, 6 psychotic bipolar depres-
sives, 5 paranoid disorders, and 11 patients with other psy-
chotic disorders.

An initially young sample of patients from 2 Chicago
area hospitals (a private hospital and a state hospital) was
prospectively assessed at index hospitalization and then re-
assessed in 5 successive follow-up interviews over a 15-year
period at a mean of 2-years, 4.5-years, 7.5-years, 10-years,
and 15-years posthospital discharge. All 145 patients were
studied at index hospitalization and at the 15-year follow-ups.
One hundred ten of the 145 patients (75.9%) were studied at
all 5 follow-ups over the 15 years, and another 23 patients
(15.9%) were studied at 4 of the 5 follow-ups.

Diagnoses were based on at least one of 2 structured
research interviews conducted at index hospitalization that
have been used successfully in previous research: (1) the
schedule for affective disorders and schizophrenia (SADS)
and (2) the schizophrenic state inventory, with each interview
tape recorded (Grinker and Harrow, 1987). Inter-rater reli-
ability for diagnosis was obtained (Kappa for schizophrenia
was é = 0.88).

Informed written consent was obtained at index hospi-
talization and at each follow-up. The inpatients were given a

© 2007 Lippincott Williams & Wilkins

series of structured interviews and questionnaires at index
hospitalization. Trained interviewers who were not informed
of diagnosis or results of previous follow-ups conducted later
follow-ups.

At index hospitalization, the patients were consecutive
admissions within the limitation of giving preference to
younger (between 17- and 32-year-old at index) patients with
fewer previous hospitalizations. The mean age of the sample
at index hospitalization was 22.9 years. The mean education
level at index was 13.01 years. Fifty-six percent of the sample
was male and 44% were female. There were no significant
differences between diagnostic groups in age. There were
significant sex differences between the diagnostic groups. A
larger percent of the schizophrenia patients was male (67%),
and a larger percent of patients with other types of psychotic
disorders was female (53%). The sex ratio difference is
typical of those found in early young psychotic patients who
have been hospitalized and is consonant with recent evidence
suggesting a larger percent of patients with schizophrenia is
male (McGrath, 2005). Over the 15 years, outcome data on
posthospital status were obtained on slightly over 77% of the
original sample. Forty-six percent of the sample was first
admission patients at index, and another 21% had only one
previous hospitalization.

Follow-Up Assessments

To assess global functioning and adjustment during the
follow-up assessments, we used the Levenstein-Klein-Pol-
lack (LKP) scale (Grinker and Harrow, 1987) and structured
interviews (the SADS and a functioning interview) (Carone et
al., 1991) approved by an IRB, to evaluate psychosis (delu-
sions and/or hallucinations) during the follow-up year (Har-
row et al., 2004; Harrow et al., 1995); other major symptoms
(negative symptoms, anxiety, and affective symptoms), in-
strumental work performance and self-support, social func-
tioning, family functioning, rehospitalization, and treatment.

The LKP, our major index of global functioning at each
follow-up year, has been used successfully by our research
team and others (Carone et al., 1991; Grinker and Harrow,
1987; Harrow et al., 2000). The 8-point LKP scale takes into
account work and social functioning, life adjustment, level of
self-support, major symptoms, relapses, and rehospitaliza-
tion. In a recent assessment of inter-rater reliability, we
obtained an intraclass correlation of 0.92. Ratings for global
assessment in the year before follow-up on the 8-point LKP
scale range from “1” (adequate functioning and recovery
during the follow-up year) to “8” (very poor psychosocial
functioning, considerable symptoms, and lengthy rehospital-
ization). We obtained a correlation of » = 0.85 (p < .0001)
between the 8-point LKP scale and scores on the global
assessment scale (Endicott et al., 1976), which is almost
identical to the global assessment functioning scale (Ameri-
can Psychiatric Association, 2000).

Operational Definition of Recovery

Recovery was defined by outcome status during the
entire follow-up year. Meeting the operational criteria for a
period of recovery requires both (1) the absence of major
symptoms throughout the follow-up year (absence of psycho-
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sis and negative symptoms) and (2) adequate psychosocial
functioning (e.g., instrumental work half-time or more and
acceptable social functioning during the follow-up year)
(Harrow et al., 2005a). The criteria are met by a score of “1”
or “2” on the 8-point LKP scale. Recovery at any given
follow-up does not automatically prejudge whether recovery
will continue during future years, which may be a function of
(a) the natural course of schizophrenia, (b) individual char-
acteristics of the patient assessed, and (c) treatment.

Locus of Control and Self-Esteem

To assess attitudinal and personality characteristics that
may relate to medication status, a scale to assess locus of
control (LOC) (a concept and measure originally advanced by
Rotter) (1966), and another to assess self-esteem were ad-
ministered at the 4.5-year follow-ups. LOC refers to the
extent to which an individual perceives events in his or her
life as being a consequence of his or her actions. One may
believe that events in peoples’ lives result from their own
efforts, skills, and internal dispositions (internal control) or
that they stem from external forces such as luck, chance, fate,
or powerful others (external control). The scale to assess
self-esteem was a 7-item inventory derived from a widely
used scale (Rosenberg, 1965). It included items such as “I
feel I do not have much to be proud of” and “I take a positive
attitude towards myself.”

Early Prognostic Potential and Developmental
Achievements

To assess earlier prognostic and developmental
achievements, we analyzed data from 2 widely used measures
collected prospectively, years earlier, at index hospitalization.
One, the Zigler-Phillips scale, an index of earlier develop-
mental achievements, is based on patients’ work history,
education, marital status, age at first break, and 1Q (Zigler and
Glick, 2001). The Zigler-Phillips scale has been linked to
developmental formulations and theories concerning premor-
bid competence. It has been used in studies applying devel-
opmental theory to adult psychopathology and outcome, to
self image, and to mental retardation (Glick and Zigler, 1985;
Katz and Zigler, 1967; Westermeyer and Harrow, 1986;
Zigler and Glick, 2001; Zigler and Levine, 1983; Zigler and
Phillips, 1961). Scoring is reliable (Glick et al., 1985) and the
many studies using the scale provide support for it’s construct
validity (Zigler and Glick, 2001). The other is a composite
index of prognostic potential derived from factors outlined in

the research of Vaillant (1978), of Stephens (1978), Stephens
et al., (1997), and others (Westermeyer and Harrow, 1984).
The poor prognostic factors assessed prospectively at index
hospitalization included no acute onset, no precipitating
stress at index, poor work and social adjustment before index,
no preoccupation with death, the absence of depressive symp-
toms, no confusion, no guilt, being unmarried, and blunted
affect.

Medications

Table 1 reports the data on the percent of patients with
schizophrenia on medications at each of the 5 follow-ups over
15 years. As frequently found in the natural course of a large
series of schizophrenia patients, there was no single, uniform
treatment plan which applied to all patients. Rather, at the
15-year follow-ups, 69% of the patients with schizophrenia
were on psychiatric medications; this included 61% on anti-
psychotic medications with or without other medications.
Eighty percent of the schizophrenia patients on antipsychotics
at the 15-year follow-ups had been on an antipsychotic at the
2-year follow-up, and another 7% had been on other medi-
cations, but not antipsychotics. Of the schizophrenia patients
not on any medications at the 15-year follow-up, 29% were
on antipsychotics at the 2-year follow-ups and another 7%
were on other medications, but not antipsychotics. Because
the 15-year follow-ups were conducted during the early years
of FDA approval of second-generation antipsychotics, 33 of
the 39 schizophrenia patients on antipsychotics at the 15-year
follow-ups (85%) were still on first generation antipsychotics.
At the 15-year follow-ups, 33% of the patients with other
types of psychotic disorders also were on antipsychotics with
or without other medications, and an additional 20% were on
other psychiatric medications, but not on antipsychotics.

RESULTS

Table 2 reports the results on global adjustment and
functioning and compares (a) patients with schizophrenia
who were on antipsychotic medications with those not on any
medications and (b) patients with other types of psychotic
disorders on any medications with those not on medications
at each of the 5 assessments over 15 years.

Figure 1 presents data on the percent of schizophrenia
patients with psychotic activity, comparing patients on anti-
psychotic medications with those not on any medications at
both the 10- and 15-year follow-ups.

TABLE 1. Percent of Schizophrenia Patients on Antipsychotic Medications and Percent Not in
Treatment
Other Psychiatric No Mental
Medications In Treatment Health
Antipsychotics (%) (No Antipsychotics) (%) (No Medications) (%) Treatment (%)
2 Year FU 64 6 11 19
4.5 Year FU 63 12 5 19
7.5 Year FU 59 16 2 24
10 Year FU 59 16 3 22
15 Year FU 61 8 6 25
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TABLE 2. Global Adjustment Over 15 Years for Medicated and Nonmedicated Schizophrenia
and Other Psychotic Patients

Global Adjustment*

Schizophrenia Patients Other Psychotic Patients

Not On Any Not on any
On Antipsychotic Psychiatric On Psychiatric Psychiatric
Medications, M (SD) Medications, M (SD) Medications, M (SD) Medications, M (SD)

2 Year FU 6.17 (2.05) 5.36 (2.56) 5.70 (1.90) 4.00 (2.28)*
4.5 Year FU 6.39 (1.78) 3.43 (2.53)** 5.12 (2.07) 2.64 (1.44)**
7.5 Year FU 5.94 (2.04) 3.47 (1.96)** 5.04 (2.16) 2.84 (1.98)**
10 Year FU 6.62 (1.52) 3.00 (2.45)** 5.31(1.98) 2.84 (1.91)**
15 Year FU 5.67 (1.94) 3.55 (2.24)** 4.88 (1.99) 2.08 (1.34)**

*Global functioning and adjustment scale (1-8). Low scores represent good functioning.

9 < 01, #*p < 001.

Although the focus of this report is on the 15-year
follow-ups, there were large, significant differences in global
functioning between patients on medications and patients not
on medications at 4 of the 5 follow-ups (p < .001) (Table 2).
Patients with schizophrenia who had removed themselves or
been removed from antipsychotic medications showed sig-
nificantly better global functioning and outcome than those
still being treated with antipsychotics.

Detailed analyses of those patients with schizophrenia
on antipsychotic medications versus those not on medications
at the 15-year follow-ups also were conducted. These analy-
ses indicated that in addition to the significant differences in
global functioning between these groups, 19 of the 23 schizo-
phrenia patients (83%) with uniformly poor outcome at the
15-year follow-ups were on antipsychotic medications.

The data on psychosis in Figure 1 show that at the
10-year follow-ups, 79% of the patients with schizophrenia
on antipsychotics had psychotic activity, whereas 23% of
those not on any medications had psychotic activity (x> =
12.04, 1 df, p = .001). Sixty-four percent of the schizophrenia
patients treated with antipsychotic medications at the 15-year
follow-ups had psychotic activity, whereas 28% of those not
on any medications had signs of psychotic activity (x* =
6.27, 1 df, p < .01).

100%

79% p <.001

p <.05

75%
% SZ
With
Psychotic
Activity

50%

25%

0%

On Anti- Not on On Anti- Not on
Psychotic Psychiatric Psychotic Psychiatric
Medications Medications Medications Medications

10 Yr FU 15 Yr FU

FIGURE 1. Psychosis at 10-year and 15-year follow-ups in
medicated and unmedicated schizophrenia patients.
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Medication Status of Schizophrenia Patients in
a Period of Recovery

Only a minority of patients with schizophrenia were in
a period of recovery at the 15-year follow-ups. However, the
data show the majority of these schizophrenia patients in
recovery were not on antipsychotic medications. Thus, at the
15-year follow-up, 12 of the 64 schizophrenia patients (19%)
were in a period of recovery. This includes 8 of the 20
schizophrenia patients (40%) not on any psychiatric medica-
tions. It includes significantly fewer (2 of the 39) patients
with schizophrenia (5%) on antipsychotic medications (y* =
11.42, 1 df, p < .001). Two of the other 5 schizophrenia
patients on other medications but not on antipsychotics also
were in recovery at the 15-year period.

Medication Status and Outcome of Patients
With Other Types of Psychotic Disorders

The results for the nonschizophrenia patients who had
psychotic disorders at index hospitalization also showed very
large significant differences; patients with other types of
psychotic disorders not on any medications at the 15-year
follow-ups showed better outcome than those on medications
(t = 6.00, 77 df, p < .0001). Some of the differences could
be because of the patients with major symptoms being more
likely to be placed on antipsychotic medications, and as a
result, in naturalistic samples, patients on these medications
are more likely to be more symptomatic and functioning
poorly.

Long-Term Characteristics of Unmedicated
Patients

We analyzed data providing clues on whether the better
functioning of the subgroup of unmedicated patients with
schizophrenia versus those on antipsychotics at the 15-year
follow-up was a function of their current medication status.
An alternative is that other long-term characteristics marked
them off as different types of patients. For this analysis, we
compared the 2 groups on earlier prognostic and premorbid
factors, earlier attitudinal and personality features, and pre-
vious periods of recovery.
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Figure 2 reports the data on earlier periods of recovery
for these 2 groups of schizophrenia patients at each of the
previous 4 follow-ups. Those who were unmedicated at the
15-year follow-ups had previously experienced (5, 7.5, and
10.5 years earlier) significantly more periods of recovery
(p < .001) than those on antipsychotic medications at the
15-year follow-ups.

In addition, we analyzed the earlier personality data on
LOC and self-esteem at the 4.5-year follow-ups to determine
whether patients with schizophrenia who were not on any
medications at the 15-year follow-ups were different in terms
of showing earlier signs of having more internal LOC and
having more positive self-esteem. Figure 3 presents the data
on LOC. The data indicate that the schizophrenia patients on
antipsychotics at the 15-year follow-ups had been signifi-
cantly more external (using the LOC scores from the 4.5-year
follow-ups) over 10 years earlier than those on not on
medications at the 15-year follow-ups (¢ = 2.27,30 df, p <
.05). There also was a trend for schizophrenia patients who
were on antipsychotics at the 15-year follow-ups, when
compared with those not on medications at the 15-year

60%

44%

39% A%/o\jo%
% SZ Pts 40% =2 *
in
Recovery 219%
20%
12%

7%0_\0/0\06%\05%

0% 8% : ;

2Yr 4.5Yr 7.5Yr 10 Yr 15 Yr
(F1) (F2)** (F3)* (F4)***  (F5)***

- No Meds at 15 Year FU
-0- On Antipsych Meds at 15 year FU

*p<.05 *p<.01 ***p<.001

FIGURE 2. Schizophrenia patients who at the 15-year fol-
low-up are on antipsychotic medications: Previous function-
ing of these patients.

100%
7i%/’ﬁ’%—&‘75%
0,
% SZ Pts 5% vExternal
on Anti- 61% Loc

Psychotic

55% 50%
Meds 50% | o

2 Internal
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Y T T
25% 2 Year ' 4.5Year 7.5Year 10 Year 15 Year
(F1) (F2) (F3) (F4) (F5)

-~ SZ Pts with External Attitudes at 4.5 Yr Followups
-O- 8Z Pts with Internal Attitudes at 4.5 Yr Followups

FIGURE 3. Schizophrenia patients with internal and external
locus of control (LOC) at 4.5-year follow-ups: Percent pa-
tients later on antipsychotic medications.
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follow-ups, to have had more negative self-esteem or self-
images when they were compared over 10 years earlier (¢ =
2.18, 31 df, p < .05).

Earlier Prognostic Potential and Early
Developmental Achievements of Schizophrenia
Patients Not on Medications

Figure 4 compares the percent of schizophrenia patients
with good prognostic features at index hospitalization (Vail-
lant-Stephens scale) on antipsychotics with those not on any
medications, comparing these 2 medication groups at both the
4.5-year follow-ups and the 15-year follow-ups. Figure 5
reports the percent of these 2 medication groups with good
versus poor premorbid developmental achievements (Zigler-
Phillips scale). The results from Figure 4 indicate signifi-
cantly more favorable prognostic scores (Vaillant-Stephens)
at index hospitalization for schizophrenia patients later not on
medications (versus those on antipsychotics) at both the
4.5-year follow-ups (x> = 5.57,1 df, p < .02) and the 15-year
follow-ups (x* = 6.83,1 df, p < .01). The results from Figure
5 indicate more favorable premorbid developmental achieve-
ments for schizophrenia patients not on medications (versus
those on antipsychotics) at the 4.5-year follow-ups (}* =
3.18,1 df, p < .10) and the 15-year follow-ups (x> = 3.97,1
df, p < .05).

75%

p <.02 p<.01

55%

% SZ with
Favorable
Prognostic
Indices

50%

25%

0%

On Anti- Not on On Anti- Not on
Psychotic Psychiatric Psychotic Psychiatric
Medications Medications | Medications Medications

4.5 Year FU 15 Year FU

FIGURE 4. Prognostic indices (Vaillant-Stephens) as a later
influence on medication treatment among schizophrenia
patients (sz).
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FIGURE 5. Premorbid developmental achievements as a later
influence on medication treatment among schizophrenia
patients (sz).

© 2007 Lippincott Williams & Wilkins

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

Exhibit A, page 5 of 9



The Journal of Nervous and Mental Disease ® Volume 195, Number 5, May 2007 Outcome and Recovery in Schizophrenia Patients

The results suggest that the subgroup of schizophrenia
patients not on medications was different in terms of being a
self-selected group having better earlier prognostic and de-
velopmental potential.

In addition, global outcome for the group of patients
with schizophrenia who were on antipsychotics was com-
pared with that for the off-medication schizophrenia patients
with similar prognostic status. Starting with the 4.5-year
follow-ups and extending to the 15-year follow-ups the off-
medication subgroup tended to show better global outcomes
at each follow-up.

Time Course and Outcome for Patients With
Favorable Prognostic Indices

We conducted additional analysis of the medication
course over time of the subsample of 10 schizophrenia
patients who, at the 15-year follow-ups, were not on antip-
sychotics and also were in a period of recovery. At the
15-year follow-ups, 8 of these 10 schizophrenia patients were
not on any psychiatric medications and the other 2 were on
other medications, but not on antipsychotics. These 10 pa-
tients had removed themselves or been removed from antip-
sychotics at a relatively early period in their posthospital
course. Thus, by the 2-year follow-ups 6 of these schizophre-
nia patients were not on antipsychotics, and remained off of
them at all subsequent follow-ups. Another 2 were not on
antipsychotics by the 4.5-year follow-ups, and the other 2
were not on antipsychotic medications by the 7.5-year
follow-ups.

The current focus is on whether some or a subgroup of
schizophrenia patients can show favorable outcomes after
stopping their antipsychotics, and on characteristics of those
who stay off antipsychotics for a sustained period. However,
we also analyzed whether 2 of the main characteristics of the
unmedicated patients are, in general, associated with more
favorable global outcomes. The data indicate that both the
Vaillant—Stephens prognostic index (F = 12.04, df = 1.37,
p <.001), and the Zigler measure of premorbid developmen-
tal achievements (F = 31.53, df = 1.41, p < .0001) were
predictors of significantly more favorable outcomes for the
schizophrenia patients.

DISCUSSION

An important issue is which types of patients with
schizophrenia, when studied on a longitudinal basis, are most
likely to function adequately without antipsychotic medica-
tions. In general, modern-day medications for the severely
mentally ill are a positive factor for many of these patients,
especially those who remain in clinical outpatient settings;
this has been firmly established in a large number of efficacy
and effectiveness studies with first-generation antipsychotics
and, more recently, second-generation antipsychotics, with
the studies involving patients in clinical settings. Most of the
many positive studies are based on an important population of
patients, those involved in clinic treatment and clinic settings.
However, after acute hospital treatment, when these patients
leave the hospital, not all patients originally treated with
antipsychotic medications continue on these medications.

© 2007 Lippincott Williams & Wilkins

Thus, although the majority of patients with schizophrenia
were on antipsychotic medications, at each of the 5 follow-
ups, over a third were not on antipsychotic medications.
Although the focus of the current report is on the medication
status of the patients at the 15-year follow-ups, the data
indicate significantly better functioning for the patients not on
antipsychotic medications at the 15-year follow-ups and also
at earlier follow-ups for these patients extending back over
the previous 10 years. It seems likely that some of these
schizophrenia patients chose to leave the mental health care-
taking system because their symptom level and functioning
had improved.

A certain number of schizophrenia patients who go off
antipsychotic medications and relapse are quickly brought to
the attention of psychiatrists and other mental health workers
when they return for treatment and/or rehospitalization; these
relapsing patients are the ones from whom opinions by some
about the absolute necessity of continual antipsychotic med-
ications for all patients with schizophrenia are formed. The
possible biases involved in limiting one’s study to only this
type of sample is discussed by Cohen and Cohen (1984).

The current results are similar in principle to earlier
results reported from an important, landmark, report by Fen-
ton and McGlashan (1987), but also involve continuous
multifollow-up study of these patients and assessment with
personality scales and other instruments. Unlike the Fenton
and McGlashan study, it also involves prognostic and per-
sonality comparisons of patients on antipsychotics versus the
combination of all schizophrenia patients not on medications,
regardless of whether the latter patients had favorable or
unfavorable outcomes.

It is possible that a lack of compliance with antipsy-
chotic medication treatment may have reduced its effective-
ness and lowered functioning for some schizophrenia pa-
tients. However, lack of compliance does not account for the
relatively favorable outcomes of the untreated patients, espe-
cially select schizophrenia patients with favorable prognostic
features, who experienced periods of recovery. Some of these
schizophrenia patients eventually encounter (5-12 years
later) further psychopathology and/or further disabilities.

Part of the reason that the current results do not fit some
casual clinical observations is that many professionals in the
mental health caretaking system are more closely in contact
with those patients with schizophrenia and other types of
psychotic disorders who are in treatment, either consistently
or sporadically; the good and bad periods for these patients
make a greater impression on us. We have less contact with
patients not in treatment for a prolonged period and they are
not included in medication versus placebo studies, so their
outcomes are less likely to shape our views. However, the
current results suggest that a number of other patients who do
not immediately relapse while off medications, and especially
those who disappear from the mental health caretaking sys-
tem for a prolonged period, are less likely to come to the
attention of professionals. As in many other areas of medi-
cine, when one comes into contact with patients years after
initial acute treatment, “sicker” people are more likely to
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have been in continual treatment, and those who had symp-
tom-free periods are less likely to be in treatment.

Looked at from a different viewpoint, the data suggest
that schizophrenia patients with good prognostic features,
with better premorbid developmental achievements and with
more favorable personality characteristics are the subgroup
more likely to stay off antipsychotics for a prolonged period.

Viewed as a group the total sample of patients with
schizophrenia showed poorer outcomes than the other psy-
chotic patients (Table 2). As shown in Table 2, in general,
schizophrenia is a relatively poor outcome disorder compared
with the outcomes of other disorders involving psychosis.
However, the subgroup of schizophrenia patients with good
prognostic characteristics who showed adequate outcomes for
a number of years even without antipsychotics underscores
that there is some heterogeneity of outcome in schizophrenia
(Ciompi, 1984; Harding et al., 1987; Harrow et al., 2005a;
Liberman, 2002) The heterogeneity of outcome is not unique
to schizophrenia, and is found in many other major disorders.

Changes Over Time of Medication Status of
Patients With Better Functioning

In regard to changes over time, the data indicate the
strongest effect and the greatest likelihood of a number of
factors of importance to emerge occurred after the first 2
years. Thus, by the 4.5- and 7.5-year follow-ups and at each
follow-up thereafter, this trend toward better functioning for
the patients not on antipsychotics and with more positive
personality characteristics was stronger and statistically sig-
nificant for this subgroup with more internal resources and
positive attitudes about themselves.

Schizophrenia Patients Not on Antipsychotic
Medications: Two Factors of Importance

As with other disorders, all schizophrenia patients are
not alike. The view of “one treatment fits all” is not consonant
with the current data or with clinical experience (Jobe and
Harrow, 2005). Some patients have better internal resources,
and there are other potential differences in personality style
and attitudinal approaches. A number of researchers have
pointed out the value of exploring predictors to identify
schizophrenia patients who might function adequately with-
out antipsychotics. Our data indicate 2 different types of
factors that facilitate the better functioning of the patients
with schizophrenia who were not on antipsychotics at the
15-year follow-ups.

The first set of factors concerns a trend for schizophre-
nia patients with favorable scores on the prognostic indices
assessed years earlier (at index hospitalization), indicating
their potential for better prognoses and better clinical courses,
to not be on any antipsychotics many years later.

Viewed with the outlook that these indices tap a certain
type of inner strength or a tendency to be less vulnerable to
major psychopathology, the data on premorbid functioning
and the prognostic data indicate one prominent factor is that
the unmedicated patients were more likely to be more resil-
ient patients with better prognostic potential, better develop-
mental achievements, and more internal resources. The pro-
spectively collected data in Figures 4 and 5 support the view
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that the patients who were no longer medicated were different
on these premorbid factors from those on antipsychotics.
Although prognostic factors and premorbid developmental
achievements are important influences on outcome, and were
the strongest predictors, multiple other factors also are in-
volved because the off-medication patients showed better global
outcomes than the on-antipsychotic patients, even when sub-
groups with similar prognostic status were compared.

With regard to the other type of earlier influence we
studied, the data indicate the value of constructive attitudinal
and personality characteristics present years earlier before the
15-year follow-ups. Thus, the data indicate that patients with
schizophrenia who were unmedicated at the 15-year follow-
ups were more likely, over 10 years earlier, to have been
patients who had (a) more internal attitudes on an LOC scale
concerning the importance of their own efforts toward better
functioning and (b) better self-esteem or better self-images. It
is probable that for patients with a more internal attitude and
better self-images at the 4.5-year follow-ups, some initial
success in functioning contributed to their beliefs that their
improved functioning was due to their own efforts and talents
rather than to chance. This, in turn, could encourage and
reinforce a more internal LOC, leading to increased personal
efforts when faced with subsequent challenges, with the
constructive attitudes and positive functioning exerting recip-
rocal positive influences on each other. Patients who are
internally orientated and have better self-esteem are the types
of patients who are more likely, if their functioning improves,
to urge that they try functioning without medications and/or
to choose to try functioning without any treatment at all.
These data would fit with some reports and empirical studies
on consumers who believe that schizophrenia patients who
feel they have recovered are more likely to be those who have
“taken responsibility for their lives” (Tooth et al., 2003, p 76).

Which Patients With Schizophrenia Can
Profitably Stay Off Antipsychotic Medications?

Fenton and McGlashan (1987) note that it would be
desirable to determine which patients with schizophrenia can
profitably stay off antipsychotic medications. While identify-
ing an important subgroup, they note that these factors could
not be used to accurately predict which specific schizophrenia
patients among those with favorable features would function
well without medications. The premorbid factors they found
seem to be effective predictors for many rather than all such
schizophrenia patients. The difficulty of prediction can be
seen when Vaillant (1978) and Stephens (1978) also noted
that some, but not all, patients with favorable prognostic
features function adequately (Jobe and Harrow, 2005).

Our data produced results that are similar in principle.
Recommendations regarding the use of medications at vari-
ous phases of illness are often based on a risk-benefit analysis
involving, as in many other areas of modern medicine, the
probability of success rather than certainty. The current data
identify a clear subgroup of schizophrenia patients not being
treated, a number of whom experienced periods of recovery,
with the data indicating that on average, those patients not on
any medications at the 15-year follow-ups had significantly
better current and previous global adjustment than those on
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antipsychotics (Fig. 2). There also has been some indication
that as our patient sample is getting older, there may be some
tendency for improvement among schizophrenia patients.
Our overall analysis indicates that many schizophrenia pa-
tients not on antipsychotic medications played some role
themselves in the decision for them to stop taking medication
and leave treatment at a relatively early phase of their
posthospital course. Thus, most of the subgroup of schizo-
phrenia patients not on any medications who were in a period
of recovery at the 15-year follow-ups had been taken off or
removed themselves from antipsychotic medications over 10
years earlier by the 2-year or 4.5-year follow-ups.

After the acute phase, many schizophrenia patients are
less symptomatic and function better, partly as a result of
antipsychotics. We, as professionals, are closest to our treat-
ments and are influenced by the positive effects on many
patients of these treatments. However, other factors also
influence our patients’ subsequent symptom levels and out-
comes. These include the extent or strength of their diathesis
or constitutional predispositions toward schizophrenia, inter-
nal resources and cognitive skills, attitudes and personalities,
and the not-totally-predictable external environmental events
they will encounter in the future. Some tend to overlook the
potential importance of these latter factors in influencing
subsequent outcomes.

CONCLUSIONS

The data indicate that after the acute phase certain
specific subgroups of patients with schizophrenia have an
increased probability of going off antipsychotics for pro-
longed periods and opting out of the mental health care-
giving system and indicate the characteristics of this partic-
ular subgroup are. Posthospital treatment is important for
most patients with schizophrenia. The controlled trials data
on clinic populations of patients suggest that among the
patients with schizophrenia who stay in clinic treatment
settings for years after the acute phase there is increased risk
of relapse when going off antipsychotics. However, the cur-
rent data suggest that for the select subgroup of patients with
schizophrenia who are not in clinic settings, who have gone
off antipsychotics and did not immediately relapse, and
stayed off them for a period of time, a surprising number
experienced periods of recovery and continued to function
well for a considerable period without antipsychotics.
Clearly, the present longitudinal data suggest that not all
patients with schizophrenia need to use antipsychotic medi-
cations continuously throughout their lives.

It is not known how the off-medication schizophrenia
patients experiencing periods of recovery, and those experi-
encing difficulties in functioning, would have been function-
ing had they been receiving medications, and from the
present study one is not able to make definitive causal
inferences about the treatment factors affecting outcome.
However, knowledge by clinical workers of which factors are
associated with greater chances of success can be helpful in
treatment decisions for patients with schizophrenia who ex-
press an interest in going off antipsychotics.

© 2007 Lippincott Williams & Wilkins

The data, collected over a 15-year period, reveal factors
that are protective and indicate which patients are more likely
(but not certain) to function adequately if they choose to leave
treatment. These factors, which were identified prospectively
(e.g., the prognostic and developmental data were collected
and scored many years earlier, at index hospitalization), and
increase the probability of success when off antipsychotics,
include 2 different prognostic indices and 2 different person-
ality scales. For those schizophrenia patients who are func-
tioning better for a period who, by themselves, show an
interest in coming off antipsychotic medications and also
show evidence of inner resources (or earlier favorable prog-
nostic features and good developmental achievements), the
data suggest that some or many will succeed for a period.
Periods or intervals of recovery are dependent on multiple
internal characteristics of the patient, and on external factors
and treatment, rather than only one factor, and prediction can
be made with moderate rather than perfect probability, as in
most other areas of medicine and many areas of biology.

REFERENCES

American Diabetes Association (2004) Consensus development conference
on antipsychotic drugs and obesity (consensus statement). Diabetes Care.
27:596-601.

American Psychiatric Association (2000) Diagnostic and Statistical Manual
of Mental Disorders (4th Text Revision). Washington (DC): American
Psychiatric Association.

Baldessarini RJ, Viguera AC (1995) Neuroleptic withdrawal in schizophre-
nia patients. Arch Gen Psychiatry. 52:189—-191.

Bola J (2006) Medication-free research in early episode schizophrenia:
Evidence of long-term harm? Schizophr Bull. 32:288-296.

Bola J, Mosher L (2002) At issue: Predicting drug-free treatment response in
acute psychosis from the Soteria project. Schizophr Bull. 28:559-575.
Bola JR, Lehtinen K, Aaltonen J, Rikkoldinen V, Syvilahti E, Lehtinen V
(2006) Predicting medication-free treatment responders in acute psycho-
sis: Cross-validation from the Finnish need-adapted project. J Nerv Ment

Dis. 194:732-7309.

Carone J, Harrow M, Westermeyer J (1991) Posthospital course and outcome
in schizophrenia. Arch Gen Psychiatry. 48:247-253.

Carpenter W (1997) The risk of medication-free research. Schizophr Bull.
23:11-18.

Carpenter W, Schooler N, Kane J (1997) The rationale and ethics of
medication-free research in schizophrenia. Arch Gen Psychiatry. 54:401—
407.

Carpenter WT (1986) Early targeted psychotherapeutic intervention in
schizophrenia. J Clin Psychiatry. 47:23-29.

Ciompi L (1984) Is there really a schizophrenia? The long-term course of
psychotic phenomena. Br J Psychiatry. 145:636—640.

Cohen P, Cohen J (1984) The clinician’s illusions. Arch Gen Psychiatry.
41:1178-1182.

Davis J, Chen N, Glick I (2003) A meta-analysis of the efficacy of second-
generation antipsychotics. Arch Gen Psychiatry. 60:553-564.

Endicott J, Spitzer R, Fleiss J, Cohen J (1976) The global assessment scale:
A procedure for measuring overall severity of psychiatric disturbance.
Arch Gen Psychiatry. 33:766-771.

Fenton W, McGlashan T (1987) Sustained remission in drug-free schizo-
phrenic patients. Am J Psychiatry. 144:1306—1309.

Gilbert PL, Harris MJ, McAdams LA, Jeste DV (1995) Neuroleptic with-
drawal in schizophrenic patients: A review of the literature. Arch Gen
Psychiatry. 52:173-188.

Glick M, Zigler E (1985) Self-image: A cognitive-developmental approach.
In Leahy R (Ed), The Development of Self. New York: Academic Press.

Glick M, Zigler E, Zigler B (1985) Developmental correlates of age on first
hospitalization in nonschizophrenic psychiatric patients. J Nerv Ment Dis.
173:677-684.

413

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

Exhibit A, page 8 of 9



Harrow and Jobe

The Journal of Nervous and Mental Disease ® Volume 195, Number 5, May 2007

Goldberg J, Harrow M (2001) Risk for bipolar illness in patients initially
hospitalized for unipolar major depression. A4m J Psychiatry. 158:1265—
1270.

Goldberg J, Harrow M, Grossman L (1995) Recurrent affective syndromes in
bipolar and unipolar affective mood disorders at follow-up. Br J Psychi-
atry. 166:382-385.

Grinker R, Harrow M (1987) Clinical Research in Schizophrenia: A multi-
dimensional approach. Springfield (IL): Thomas CC.

Haddad P (2004) Antipsychotics and diabetes: A review of non-prospective
data. Br J Psychiatry. 184 (Suppl 47):S80—S86.

Harding C, Brooks G, Ashikiga T, Strauss J, Breier A (1987) The Vermont
longitudinal study of persons with severe mental illness: II. Long-term
outcome of subjects who retrospectively met DSM-III criteria for schizo-
phrenia. Am J Psychiatry. 144:727-735.

Harrow M, Grossman L, Herbener E, Davis E (2000) Ten-year outcome:
Patients with schizoaffective disorders, schizophrenia, affective disorders
and mood-incongruent psychotic symptoms. Br J Psychiatry. 177:421—
426.

Harrow M, Grossman L, Jobe T, Herbener E (2005a) Do patients with
schizophrenia ever show periods of recovery? A 15 year multi-followup
study. Schizophr Bull. 31:723-734.

Harrow M, Herbener E, Shanklin A, Jobe J, Rattenbury F, Kaplan K (2004)
Followup of psychotic outpatients: Dimensions of delusions and work
functioning in schizophrenia. Schizophr Bull. 30:147-161.

Harrow M, Jobe T, Grossman L, Martin E, Faull R (2005b) Do all patients
with schizophrenia need antipsychotic medications continuously? A 20-
year multi-followup study. Schizophr Bull. 31:486.

Harrow M, McDonald A, Sands J, Silverstein M (1995) Vulnerability to
delusions over time in schizophrenia, schizoaffective and bipolar and
unipolar affective disorders: A multi-followup assessment. Schizophr Bull.
21:95-109.

Harrow M, Sands J, Silverstein M, Goldberg J (1997) Course and outcome
for schizophrenia versus other psychotic patients: A longitudinal study.
Schizophr Bull. 23:287-303.

Harrow M, Yonan C, Sands J, Marengo J (1994) Depression in schizophre-
nia: Are neuroleptics akinesia or anhedonia involved? Schizophr Bull.
20:327-338.

Herz M, Lamberti J, Mintz J, Scott R, Susan P, McCartan L, Nix G (2000)
A program for relapse prevention in schizophrenia: A controlled study.
Arch Gen Psychiatry. 57:277-283.

Hogarty G, Goldberg S, Schooler N, Urich R (1974) Drug and sociotherapy
in the aftercare of schizophrenic patients. II. Two-year relapse rates. Arch
Gen Psychiatry. 31:603—608.

Hunter R, Joy C, Kennedy E, Gilbody S, Song F (2003) Risperidone versus
typical antipsychotic medication for schizophrenia. Cochrane Database
Syst Rev. 2:CD000440.

Janicak P, Davis J, Preskorn S, Ayd F (2001) Principles and Practice of

Psychopharmacotherapy, (3rd ed). Philadelphia (PA): Lippincott Wil-
liams & Wilkins.

Jobe T, Harrow M (2005) Long-term outcome of patients with schizophre-
nia: A review. Can J Psychiatry. 50:892-900.

Kane JM, Rifkin A, Quitkin F, Nayak D, Ramos-Lorenzi J (1982) Fluphen-
azine vs. placebo in patients with remitted, acute first-episode schizophre-
nia. Arch Gen Psychiatry. 39:70-73.

Katz P, Zigler E (1967) Self-image disparity: A developmental approach.
J Pers Soc Psychol. 5:186-195.

Lewis S, Davies L, Jones P, Barnes T, Murray R, Kerwin R, Taylor D,
Hayhurst K, Markwick A, Lloyd H, Dunn G (2006) Randomized con-
trolled trials of conventional antipsychotic versus new atypical drugs and
new atypical drugs versus clozapine, in people with schizophrenia re-
sponding poorly to, or intolerant of, current drug treatment. Health
Technol Assess. 10:1-165.

414

Liberman R (2002) Future directions for research studies and clinical work
on recovery from schizophrenia: Questions with some answers. /nt Rev
Psychiatry. 14:337-342.

Lieberman J, Stroup S, McEvoy J, Swartz M, Rosenheck R, Perkins D, Keefe
R, Davis S, Davis C, Lebowitz B, Severe J, Hsiao J (2005) Effectiveness
of antipsychotic drugs in patients with chronic schizophrenia. New Engl
J Med. 353:1209-1223.

Marder SR, Wirshing WC, Van Putten T (1991) Drug treatment of schizo-
phrenia: Overview of recent research. Schizophr Res. 4:81-90.

McEvoy J, Lieberman J, Stroup T, Davis S, Meltzer H, Rosenheck R, Swartz
M, Perkins D, Keefe R, Davis C, Severe J, Hsiao J (2006) Effectiveness
of clozapine versus olanzapine, quetiapine and risperidone in patients with
chronic schizophrenia who did not respond to prior atypical antipsychotic
treatment. Am J Psychiatry. 163:600—610.

McGrath J (2005) Myths and plain truths about schizophrenia epidemiology
-the NAPR lecture 2004. Acta Psychiatr Scand. 111:4-11.

Moncrieff J (2003) Clozapine v. conventional antipsychotic drugs for treat-
ment-resistant schizophrenia: A re-examination. Br J Psychiatry. 183:
161-166.

Rosenberg M (1965) Society and the Adolescent Self-Image. Princeton (NJ):
Princeton University Press.

Rotter J (1966) Generalized expectancies for internal versus external control
of reinforcement. Psychol Monogr. 80:1-28.

Schooler N, Levine J, Severe J, Brauzer B, DiMascio A, L. Klerman G,
Tuason V (1980) Prevention of relapse in schizophrenia. An evaluation of
fluphenazine decanoate. Arch Gen Psychiatry. 37:16-24.

Seeman P, Tallerico T (1999) Rapid release of antipsychotic drugs from
dopamine D2 receptors: An explanation for low receptor occupancy and
early clinical relapse upon withdrawal of clozapine or quetiapine.
Am J Psychiatry. 156:876—884.

Stephens J, Pascal R, McHugh P (1997) Long-term follow-up of patients
hospitalized for schizophrenia, 1913 to 1940. J Nerv Ment Dis. 185:715—
721.

Stephens JH (1978) Long-term prognosis and followup in schizophrenia.
Schizophr Bull. 4:25-47.

Stroup T, Lieberman J, McEvoy J, Swartz M, Davis S, Rosenheck R, Perkins
D, Keefe R, Davis C, Severe J, Hsiao J (2006) Effectiveness of olanzapine,
quetiapine, risperidone and ziprasidone in patients with chronic schizo-
phrenia following discontinuation of a previous atypical antipsychotic.
Am J Psychiatry. 163:611-622.

Tooth B, Kalyanasundaram V, Glover H, Momenzadah S (2003) Factors
consumers identify as important to recovery from schizophrenia. Aust
Psychiatry. 11(Suppl):70-77.

Vaillant G (1978) A 10-year followup of remitting schizophrenics. Schizophr
Bull. 4:78—85.

Wahlbeck K, Cheine M, Essali A (1999) Clozapine versus typical
neuroleptic medication for schizophrenia. Cochrane Database Syst
Rev. 4:CD000059.

Westermeyer J, Harrow M (1984) Prognosis and outcome using broad
DSM-II and narrow DSM-III concepts of schizophrenia. Schizophr Bull.
10:624-637.

Westermeyer J, Harrow M (1986) Predicting outcome in schizophrenics and
nonschizophrenics of both sexes: The Zigler-Phillips social competence
scale. J Abnorm Psychol. 95:406—409.

Zigler E, Glick M (2001) The developmental approach to adult psychopa-
thology. Clin Psychol. 54:2—11.

Zigler E, Levine J (1983) Hallucinations vs. delusions: A developmental
approach. J Nerv Ment Dis. 171:141-146.

Zigler E, Phillips L (1961) Psychiatric diagnosis and symptomatology.
J Abnorm Soc Psychol. 63:264-271.

© 2007 Lippincott Williams & Wilkins

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

Exhibit A, page 9 of 9



Ethical Human Psychology and Psychiatry, Volume 7, Number 1, Spring 2005

Anatomy of an Epidemic:
Psychiatric Drugs and the Astonishing
Rise of Mental Illness in America
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Over the past 50 years, there has been an astonishing increase in severe mental illness in
the United States. The percentage of Americans disabled by mental illness has increased
fivefold since 1955, when Thorazine—remembered today as psychiatry’s first “wonder”
drug—was introduced into the market. The number of Americans disabled by mental ill-
ness has nearly doubled since 1987, when Prozac—the first in a second generation of
wonder drugs for mental illness—was introduced. There are now nearly 6 million Ameri-
cans disabled by mental illness, and this number increases by more than 400 people each
day. A review of the scientific literature reveals that it is our drug-based paradigm of care
that is fueling this epidemic. The drugs increase the likelihood that a person will become
chronically ill, and induce new and more severe psychiatric symptoms in a significant
percentage of patients.
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mazine, marketed as Thorazine, was introduced into asylum medicine. In 1955,

the number of patients in public mental hospitals reached a high-water mark of
558,922 and then began to gradually decline, and historians typically credit this empty-
ing of the state hospitals to chlorpromazine. As Edward Shorter wrote in his 1997 book,
A History of Psychiatry, “Chlorpromazine initiated a revolution in psychiatry, comparable
to the introduction of penicillin in general medicine” (Shorter, 1997, p. 255). Haldol
and other antipsychotic medications were soon brought to market, and then antidepres-
sants and antianxiety drugs. Psychiatry now had drugs said to target specific illnesses,
much like insulin for diabetes.

However, since 1935, when this modern era of psychopharmacology was born, there
has been an astonishing rise in the incidence of severe mental illness in this country. Al-
though the number of hospitalized mentally ill may have gone down, every other metric
used to measure disabling mental illness in the United States has risen dramatically, so
much so that E. Fuller Torrey, in his 2001 book The Invisible Plague, concluded that in-
sanity had risen to the level of an “epidemic” (Torrey, 2001). Since this epidemic has un-
folded in lockstep with the ever-increasing use of psychiatric drugs, an obvious question
arises: [s our drug-based paradigm of care fueling this modern-day plague?

T he modern era of psychiatry is typically said to date back to 1955, when chlorpro-

© 2005 Springer Publishing Company 23
Exhibit B, Page 1 of 13



24 Whitaker
THE EPIDEMIC

The U.S. Department of Health and Human Services uses “patient care episodes” to esti-
mate the number of people treated each year for mental illness. This metric tracks the
number of people treated at psychiatric hospitals, residential facilities for the mentally ill,
and ambulatory care facilities. In 1955, the government reported 1,675,352 patient care
episodes, or 1,028 episodes per 100,000 population. In 2000, patient-care episodes to-
taled 10,741,243, or 3,806 per 100,000 population. That is nearly a fourfold per capita in-
crease in 50 years (Table 1).

A second way to assess this epidemic is to look at the number of disabled mentally ill
in the country. Up until the 1950s, the number of hospitalized mentally ill provided a
rough estimate of this group. Today, the disabled mentally ill typically receive a disability
payment either from the Social Security Disability Insurance (SSDI) program or the Sup-
plemental Security Income (SSI) program, and many live in residential shelters or other
subsidized living arrangements. Thus, the hospitalized patient of 50 years ago receives ei-
ther SSDI or SSI today, and this line of evidence reveals that the number of disabled
mentally ill has increased nearly sixfold since Thorazine was introduced.

In 1955, there were 559,000 people in public mental hospitals, or 3.38 people per
1,000 population. In 2003, there were 5.726 million people who received either an SSI
or SSDI payment (or from both programs), and were either disabled by mental illness
(SSDI statistics) or diagnosed as mentally ill (SSI statistics).! That is a disability rate of
19.69 people per 1,000 population, which is nearly six times what it was in 1955 (Table
2).

[t is also noteworthy that the number of disabled mentally ill has increased dramati-
cally since 1987, the year Prozac was introduced. Prozac was touted as the first of a sec-
ond generation of psychiatric medications said to be so much better than the old. Prozac
and the other SSRIs replaced the tricyclics, while the atypical antipsychotics (Risperi-
done, Zyprexa, etc.) replaced Thorazine and the other standard neuroleptics. The com-
bined sales of antidepressants and antipsychotics jumped from around $500 million in
1986 to nearly $20 billion in 2004 (from September 2003 to August 2004), a 40-fold

TABLE 1. Patient-Care Episodes

Year Total Episodes Per 100,000 Population
1955 1,675,352 1,028
1965 2,636,525 1,376
1969 3,682,454 1,853
1971 4,190,913 2,026
1975 6,857,597 3,182
1983 7,194,038 3,084
1986 7,885,618 3,295
1990 8,620,628 3,491
1992 8,824,701 3,580
1994 9,584,216 3,680
1998 10,549,951 3,903
2000 10,741,243 3,806

Data Source: U.S. Department of Health and Human Services, SAMHSA. Menul
Health, United States, 2002. Per 100,000 numbers calculated according to U.S. Census.
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TABLE 2. The Disabled Mentally Ill in the United States
Rate of Disabled Mentally Il per

Year 1,000 Population
1850 2

1903 1.86

1955 3.38

1987 13.75

2003 19.69

Source: The disability rates for 1850 through 1955 are based on
the number of hospitalized mentally ill, as cited by E. Fuller
Torrey in The Invisible Plague (2001). The disability rates for
1987 and 2003 are based on the number of mentally ill receiv-
ing SSI or SSDI payments, as was reported in 2004 by the So-
cial Security Administration.

increase.? During this period, the number of disabled mentally ill in the United States, as
calculated by the SSI and SSDI figures, increased from 3.331 million people to 5.726 mil-
lion.? That is an increase of 149,739 people per year, or 410 people newly disabled by
mental illness every day (Table 3).

A BIOLOGICAL CAUSE FOR THE EPIDEMIC

The notion that psychiatric drugs work by balancing brain chemistry was first raised in
the early 1960s. Once Thorazine and the standard neuroleptics were shown to block
dopamine activity in the brain, researchers hypothesized that schizophrenia was caused
by too much of this neurotransmitter. Thus, the neuroleptics—by blocking the dopamine
receptors—helped normalize the brain’s dopamine system. Since the tricyclics raised
norephinephrine and serotonin levels in the brain, researchers reasoned that depression
was caused by low levels of these brain chemicals. Merck, meanwhile, marketed its an-
tianxiety drug Suavitil as a “mood normalizer.” These normalizing claims suggested that
the drugs were indeed curative of biological ailments.

However, this hypothesis—that the drugs balanced abnormal brain chemistry—never
panned out. Although the public may still be told that the drugs normalize brain chem-
istry, the truth is that researchers did not find that people with schizophrenia had
overactive dopamine systems (prior to being medicated), or that those diagnosed with
depression suffered from abnormally low levels of serotonin or norephinephrine. As U.S.
Surgeon General David Satcher acknowledged in his 1999 report on mental health, the
causes of mental disorders “remain unknown” (Satcher, 1999, p. 102).

Yet, scientists have come to understand how the drugs affect the human brain, at least
in terms of their immediate mechanisms of action. In 1996, the director of the National
Institute of Mental Health (NIMH), neuroscientist Steven Hyman, set forth a paradigm
for understanding how all psychiatric drugs work. Antipsychotics, antidepressants, and
antianxiety drugs, he wrote, “create perturbations in neurotransmitter functions”
(Hyman & Nestler, 1996, p. 153). In response, the brain goes through a series of
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TABLE 3. Disability in the Prozac Era

SSDI Recipients SSI Recipients With Total Number of SSI and Number of SSDI Toral
Disabled by Diagnosis of Mental SSDI Payments to Recipients Who Also Disabled

Year Mental Illness Illness Disabled Mentally IlI Received an SSI Payment Mentally 111
1987 800,139 2,630,999 3,431,138 100,017 3,331,121
2003 1,812,021 4,141,418 5,953,439 226,502 5,726,937
Increase

from

1987-

2003 1,011,882 1,510,419 2,522,301 2,395,816

Data Source: Annual Statistical Report on the Social Security Disability Insurance Program, 2003; and SSI Annual Statistical Report, 2003.
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compensatory adaptations. For instance, Prozac and other SSRI antidepressants block
the reuptake of serotonin. In order to cope with this hindrance of normal function, the
brain tones down its whole serotonergic system. Neurons both release less serotonin and
down-regulate (or decrease) their number of serotonin receptors. The density of sero-
tonin receptors in the brain may decrease by 50% or more. As part of this adaptation
process, Hyman noted, there are also changes in intracellular signaling pathways and
gene expression. After a few weeks, Hyman concluded, the patient’s brain is functioning
in a manner that is “qualitatively as well as quantitatively different from the normal
state” (Hyman & Nestler, 1996, p. 161).

In short, psychiatric drugs induce a pathology. Princeton neuroscientist Barry Jacobs
has explicitly made this point about SSRIs. These drugs, he said,

alter the level of synaptic transmission beyond the physiologic range achieved under
(normal) environmental/biological conditions. Thus, any behavioral or physiologic
change produced under these conditions might more appropriately be considered patho-
logic, rather than reflective of the normal biological role of serotonin. (Jacobs, 1991, p.
22)

Once psychiatric drugs are viewed in this way, it is easy to understand why their wide-
spread use would precipitate an epidemic of mental illness. As E. Fuller Torrey wrote in
The Invisible Plague, conditions that “disrupt brain chemistry may cause delusions, hallu-
cinations, disordered thinking, and mood swings—the symptoms of insanity” (Torrey,
2001, p. 315). He noted that infectious agents, tumors, metabolic and toxic disorders,
and various diseases could all affect the brain in this manner. What Torrey failed to men-
tion is that psychiatric medications also “disrupt brain chemistry.” As a result, their long-
term use is bound to be problematic, and that is precisely whar the research literature
reveals: Their use increases the likelihood that a person will become chronically ill, and
they cause a significant percentage of patients to become ill in new and more severe
ways.

TURNING PATIENTS CHRONICALLY ILL

Neuroleptics

The study that is still cited today as proving the efficacy of neuroleptics for curbing acure
episodes of schizophrenia was a nine-hospital trial of 344 patients conducted by the
NIMH in the early 1960s. At the end of 6 weeks, 75% of the drug-treated patients were
“much improved” or “very much improved” compared to 23% of the placebo patients.
(National Institute of Mental Health Psychopharmacology Services Center Collabora-
tive Study Group, 1964).

However, 3 years later, the NIMH reported on 1-year outcomes for the patients. Much
to their surprise, they found that “patients who received placebo treatment were less like-
ly to be rehospitalized than those who received any of the three active phenothiazines”
(Schooler, Goldberg, Boothe, & Cole, 1967, p. 991). This result raised an unsettling pos-
sibility: While the drugs were effective over the short term, perhaps they made people
more biologically vulnerable to psychosis over the long run, and thus the higher rehospi-
talization rates at the end of 1 year.

In the wake of that disturbing report, the NIMH conducted two medication-with-
drawal studies. [n each one, relapse rates rose in correlation with neuroleptic dosage be-
fore withdrawal. In the two trials, only 7% of patients who were on placebo relapsed
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during the following 6 months. Twenty-three percent of the patients on less than 300 mg
of chlorpromazine daily relapsed following drug withdrawal; this rate climbed to 54% for
those receiving 300-500 mg and to 65% for patients taking more than 500 mg. The re-
searchers concluded: “Relapse was found to be significantly related to the dose of the
tranquilizing medication the patient was receiving before he was put on placebo—the
higher the dose, the greater the probability of relapse” (Prien, Levine, & Switalski, 1971,
p- 22).

Once again, the results suggested that neuroleprtics increased the patients' biological
vulnerability to psychosis. Other reports soon deepened this suspicion. Even when pa-
tients reliably took their medications, relapse was common, and researchers reported in
1976 that it appeared that relapse during drug administration was greater in severity than
when no drugs were given (Gardos & Cole, 1977). A retrospective study by Bockoven
also indicated that the drugs were making patients chronically ill. He reported that 45%
of patients treated at Boston Psychopathic Hospital in 1947 with a progressive model of
care did not relapse in the 5 years following discharge, and that 76% were successfully
living in the community at the end of that follow-up period. In contrast, only 31% of pa-
tients treated in 1967 with neuroleptics at a community health center remained relapse-
free over the next 5 years, and as a group they were much more “socially dependent”—on
welfare and needing other forms of support—than those in the 1947 cohort (Bockoven
& Solomon, 1975).

With debare over the merits of neuroleptics rising, the NIMH revisited the question
of whether newly admitted schizophrenia patients could be successfully treated without
drugs. There were three NIMH-funded studies conducted during the 1970s that exam-
ined this possibility, and in each instance, the newly admitted patients treated without
drugs did better than those treated in a conventional manner. In 1977, Carpenter re-
ported that only 35% of the non-medicated patients in his study relapsed within a year
after discharge, compared to 45% of those treated with neuroleptics (Carpenter, Mc-
Glashan, & Strauss, 1977). A year later, Rappaport reported that in a trial of 80 young
male schizophrenics admitted to a state hospital, only 27% of patients treated without
neuroleptics relapsed in the 3 years following discharge, compared to 62% of the med-
icated group (Rappaport, Hopkins, Hall, Belleza, & Silverman, 1978). The final study
came from Mosher, head of schizophrenia research at the NIMH. In 1979, he reported
that patients who were treated without neuroleptics in an experimental home staffed by
nonprofessionals had lower relapse rates over a 2-year period than a control group
treated with drugs in a hospital. As in the other studies, Mosher reported that the pa-
tients treated without drugs were the better functioning group as well (Bola & Mosher,
2003; Machews, Roper, Mosher, & Mann, 2003).

The three studies all pointed to the same conclusion: Exposure to neuroleptics in-
creased the long-term incidence of relapse. Carpenter’s group defined the conundrum:

There is no question that, once patients are placed on medication, they are less vulnera-
ble to relapse if maintained on neuroleptics. But what if these patients had never been
treated with drugs to begin with? We raise the possibility that antipsychotic medication
may make some schizophrenic patients more vulnerable to future relapse than would be
the case in the natural course of the illness. (Carpenter & McGlashan, 1977, p. 19)

In the late 1970s, two physicians at McGill University in Montreal offered a biologi-
cal explanation for why this was so (one that fits with the paradigm later outlined by Hy-
man). The brain responds to neuroleptics—which block 70% to 90% of all D, dopamine
receptors in the brain—as though they are a pathological insult. To compensate,
dopaminergic brain cells increase the density of their D, receptors by 30% or more. The
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brain is now “supersensitive” to dopamine, and this neurotransmitter is thought to be a
mediator of psychosis. The person has become more biologically vulnerable to psychosis
and is at particularly high risk of severe relapse should he or she abruptly quit raking the
drugs (Chouinard, Jones, & Annable, 1978; Chouinard & Jones, 1980). The two Cana-
dian researchers concluded:

Neuroleprics can produce a dopamine supersensitivity that leads to both dyskinetic and
psychotic symptoms. An implication is that the tendency toward psychoric relapse in a
patient who had developed such a supersensitivity is determined by more than just the
normal course of the illness. (Chouniard, Jones, & Annable, 1978, p. 1410)

Together, the various studies painted a compelling picture of how neuroleptics shifted
outcomes away from recovery. Bockoven's retrospective and the other experiments all
suggested that with minimal or no exposure to neuroleptics, at least 40% of people who
suffered a psychoric break and were diagnosed with schizophrenia would not relapse after
leaving the hospital, and perhaps as many as 65% would function fairly well over the
long term. However, once first-episode patients were treated with neuroleptics, a differ-
ent fate awaited them. Their brains would undergo drug-induced changes that would in-
crease their biological vulnerability to psychosis, and this would increase the likelihood
that they would become chronically ill (and thus permanently disabled).

That understanding of neuroleptics had been fleshed out by the early 1980s, and since
then, other studies have provided additional confirming evidence. Most notably, the
World Health Organization twice compared schizophrenia outcomes in the rich coun-
tries of the world with outcomes in poor countries, and each time the patients in the poor
countries—where drug usage was much less—were doing dramatically better at 2-year
and 5-year follow-ups. [n India, Nigeria and Colombia, where only 16% of patients were
maintained continuously on neuroleptics, roughly two-thirds were doing fairly well at the
end of the follow-up period and only one third had become chronically ill. In the US and
other rich countries, where 61% of the patients were kept on antipsychotic drugs, the ra-
tio of good-to-bad outcomes was almost precisely the reverse. Only about one third had
good outcomes, and the remaining two thirds became chronically ill (Jablensky et al.,
1992; Leff, Sartorius, Jablensky, Korten, & Ernberg, 1992).

More recently, MRI studies have shown the same link between drug usage and chron-
ic illness. In the mid 1990s, several research teams reported that the drugs cause atrophy
of the cerebral cortex and an enlargement of the basal ganglia (Chakos et al., 1994; Gur
et al., 1998; Madsen, Keiding, Karle, Esbjerg, & Hemmingsen, 1998). These were disqui-
eting findings, as they clearly showed that the drugs were causing structural changes in
the brain. Then, in 1998, researchers at the University of Pennsylvania reported that the
drug-induced enlargement of the basal ganglia was “associated with greater severity of
both negative and positive symptoms” (Gur, Maany et al., 1998, p. 1711). In other words,
they found that over the long term the drugs cause changes in the brain associated with a
worsening of the very symproms the drugs are supposed to alleviate. The MRI research, in
fact, had painted a very convincing picture of a disease process: An outside agent causes
an observable change in the size of brain structures, and as this occurs, the patient deteri-
orates.

Antidepressants

The story of antidepressants is a bit subtler, and yet it leads to the same conclusion that
these drugs increase chronic illness over time. Even their short-term efficacy, in terms of
a benefit greater than placebo, is of a questionable sort.

Exhibit B, Page 7 of 13



30 Whitaker

In the early 1960s, there were two types of antidepressants, monoamine oxidase in-
hibitors (MAQIs) and tricyclics. However, MAQIs soon fell out of favor because of dan-
gerous side effects and a 1965 finding by the Medical Research Council in the United
Kingdom that they were no more effective than placebo (Medical Research Council,
1965). Four years later, the NIMH concluded that there was also reason to doubt the
merits of tricyclics. After reviewing the medical literature, NIMH investigators deter-
mined that in “well-designed studies, the differences between the effectiveness of antide-
pressant drugs and placebo are not impressive” (Smith, 1969, p. 19). About 61% of the
drug-treated patients improved, versus 46% of the placebo patients, producing a net drug
benefit of only 15% (Smith, 1969).

This finding led some investigators to wonder whether the placebo response was the
mechanism that was helping people feel better. What the drugs did, several speculated,
was amplify the placebo response, and they did so because they produced physical side ef-
fects that helped convince patients that they were getting a “magic pill” for depression.
To test this hypothesis, investigators conducted at least eight studies in which they com-
pared a tricyclic to an “active” placebo, rather than an inert one. (An active placebo is a
chemical that produces an unpleasant side effect of some kind, like dry mouth.) In seven
of the eight, there was no difference in outcomes, leading investigators at New York
Medical College to conclude “there is practical value in viewing [psychotropics] as mere
amplifiers or inhibitors of the placebo effects” (Dinnerstein, Lowenthal, & Blitz, 1966;
Thompson, 1982).

With such confusion over the efficacy of tricyclics hanging in the air, the NIMH
launched an ambitious long-term study of depression treatments in the early 1980s. Two
hundred thirty-nine patients were randomized into four treatment groups—cognitive be-
havior therapy, interpersonal therapy, the tricyclic imipramine, and placebo. The results
were startling. At the end of 16 weeks, “there were no significant differences among
treatments, including placebo plus clinical management, for the less severely depressed
and functionally impaired patients.” Only the severely depressed patients fared better on
a tricyclic than on placebo. However, at the end of 18 months, even this minimal benefit
disappeared. Stay-well rates were best for the cognitive behavior group (30%) and poor-
est for the imipramine group (19%) (Elkin, 1990). Moreover, two pharmacology re-
searchers at the State University of New York, Seymour Fisher and Roger Greenberg,
concluded that if study dropouts were included in the analysis, then the “results look
even worse” (Greenberg & Fisher, 1997, p. 147). Patients treated with an antidepressant
were the most likely group to seek treatment following termination of the initial treat-
ment period, they had the highest incidence of relapse, and they “exhibited the fewest
weeks of reduced or minimal symptoms during the follow-up period” (Greenberg & Fish-
er, 1997, p. 147).

Once again, the results led to an unnerving conclusion. Antidepressants were mak-
ing people chronically ill, just like the antipsychotics were. Other studies deepened this
suspicion. In 1985, a U.K. group reported that in a 2-year study comparing drug thera-
py to cognitive therapy, relapse “was significantly higher in the pharmacotherapy
group” (Blackburn, Eunson, & Bishop, 1986, p. 67). In 1994, Italian researcher Gio-
vanni Fava reviewed the outcomes literature and concluded that “long-term use of an-
tidepressants may increase the (patient’s) biochemical vulnerability to depression,” and
thus “worsen the course of affective disorders” (Fava, 1994, p. 127). Fava revisited the
issue in 2003, An analysis of 27 studies, he wrote, showed that “whether one treats a
depressed patient for 3 months or 3 years, it does not matter when one stops the drugs.
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A statistical trend suggested that the longer the drug treatment, the higher the likeli-
hood of relapse” (Fava, 2003, p. 124).

Benzodiazepines

This same basic paradox—that a psychiatric drug may curb symptoms over the short term
but worsen the long-term course of the disorder—has been found to hold true for benzo-
diazepines, at least when used to treat panic attacks. In 1988, researchers who led the
large Cross-National Collaborative Panic Study, which involved 1,700 patients in 14
countries, reported that at the end of 4 weeks, 82% of the patients treated with Xanax
(alprazolam) were “moderately improved” or “better,” versus 42% of the placebo patients.
However, by the end of 8 weeks, there was no difference between the groups, at least
among those who remained in the study (Ballenger et al., 1988). Any benefit with Xanax
seemed to last for only a short period. As a followup to that study, researchers in Canada
and the UK studied benzodiazepine-treated patients over a period of 6 months. They re-
ported that the Xanax patients got better during the first four weeks of treatment, that
they did not improve any more in weeks 4 to 8, and that their symptoms began to worsen
after that. As patients were weaned from the drugs, a high percentage relapsed, and by
the end of 23 weeks, they were worse off than patients treated without drugs on five dif-
ferent outcomes measures (Marks et al., 1993). More bad news of this sort was reported
by Pecknold in 1988. He found that as patients were tapered off Xanax they suffered
nearly four times as many panic attacks as the nondrug patients, and that 25% of the
Xanax patients suffered from rebound anxiety more severe than when they began the
study. The Xanax patients were also significantly worse off than nondrug patients on a
global assessment scale by the end of the study (Pecknold, Swinson, Kuch, & Lewis,
1988).

Then and Now

Research by David Healy, a prominent U.K. psychiatrist who has written several books
on the history of psychopharmacology, shows how this problem of drug-induced chronic-
ity plays out in society as a whole. Healy determined that outcomes for psychiatric pa-
tients in North Wales were much better a century ago than they are today, even though
patients back then, at their moment of initial treatment, were much sicker. He conclud-
ed that today’s drug-treared patients spend much more time in hospital beds and are “far
more likely to die from their mental illness than they were in 1896.” “Modern treat-
ments,” he said, “have set up a revolving door” and appear to be a “leading cause of injury
and death” (Healy et al., 2001).

MANUFACTURING MENTAL ILLNESS

[t is well known that all of the major classes of psychiatric drugs—antipsychotics, antide-
pressants, benzodiazepines, and stimulants for ADHD—can trigger new and more severe
psychiatric symptoms in a significant percentage of patients. This is the second factor caus-
ing a rapid rise in the number of disabled mentally ill in the United States. Moreover, it is
easy to see this epidemic-creating factor at work with Prozac and the other SSRIs.
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Although serotonin has been publicly touted as the brain’s mood molecule, in truth it
is a very common chemical in the body, found in the walls of the blood vessels, the gut,
blood platelets, and the brain. The serotonin system is also one that could be said to be
primitive in kind. Serotonergic neurons are found in the nervous systems of all verte-
brates and most invertebrates, and in humans their cell bodies are localized along the
midline of the brain stem. From there, their axons spread up into the brain and down
into the spinal cord. The first purpose of this neuronal network is thought to be control
of respiratory, cardiac, and repetitive motor activity, as opposed to higher cognitive func-
tions.

As one would expect, perturbing this system—and to a degree that could be consid-
ered pathologic, as Jacobs said—causes a wide range of problems. In Prozac’s first 2 years
on the market, the FDA’s Medwatch program received more adverse-event reports about
this new “wonder drug” than it had received for the leading tricyclic in the previous 20
years. Prozac quickly took up the top position as America’s most complained about drug,
and by 1997, 39,000 adverse-event reports about it had been sent to Medwatch. These
reports are thought to represent only 1% of the actual number of such events, suggesting
that nearly 4 million people in the US had suffered such problems, which included ma-
nia, psychotic depression, nervousness, anxiety, agitation, hostility, hallucinations, mem-
ory loss, tremors, impotence, convulsions, insomnia, and nausea. The other SSRIs
brought to market caused a similar range of problems, and by 1994, four SSRIs were
among the top 20 most complained-about drugs on the FDA’'s Medwatch list (Moore,
1997).

In terms of helping fuel a rapid rise in the number of disabled mentally ill, the
propensity of Prozac and other SSRIs to trigger mania or psychosis is undoubtedly the
biggest problem with these drugs. In clinical trials, slightly more than 1% of the Prozac
patients developed mania, which was three times higher than the rate for patients giv-
en a tricyclic (Breggin, 2003). Other studies have found much higher rates of SSRI-in-
duced mania. In 1996, Howland reported that 6% of 184 depressed patients treated
with an SSRI suffered manic episodes that were “generally quite severe.” A year later,
Ebert reported that 8.5% of patients had a severe psychological reaction to Luvox (flu-
voxamine) (Breggin). Robert Bourguignon, after surveying doctors in Belgium, estimat-
ed that Prozac induced psychotic episodes in 5% to 7% of patients (Bourguignon,
1997). All of this led the American Psychiatric Association to warn that manic or hy-
pomanic episodes are “estimated to occur in 5% to 20% of patients treated with anti-
depressants” (Breggin).

As Fava has noted, “Anridepressant-induced mania is not simply a temporary and re-
versible phenomenon, but a complex biochemical mechanism of illness deterioration”
(Fava, 2003, p. 126). The best available evidence suggests that this is now happening to
well more than 500,000 Americans a yeat. In 2001, Preda and other Yale researchers re-
ported that 8.1% of all admissions to a psychiatric hospital they studied were due to
SSRI-induced mania or psychosis (Preda, MacLean, Mazure, & Bowers, 2001). The fed-
eral government reported that there were 10.741 million “patient care episodes” in 2000;
if 8% were SSRI-induced manic or psychotic episodes, that would mean that 860,000
people suffered this type of adverse reaction in 2000.

Thus, the SSRI path to a disabling mental illness can be easily seen. A depressed pa-
tient treated with an antidepressant suffers a manic or psychotic episode, at which time
his or her diagnosis is changed to bipolar disorder. At that point, the person is
prescribed an antipsychotic to go along with the antidepressant, and once on a drug
cocktail, the person is well along on the road to permanent disability. Since Prozac was
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introduced in 1987, the number of disabled mentally ill in the US has risen by 2.4 mil-
lion people, and given the risk of mania and psychosis with the SSRIs, that increase
was to be expected.

CONCLUSION

A century ago, fewer than two people per 1,000 were considered to be “disabled” by men-
tal illness and in need of hospitalization. By 1955, that number had jumped to 3.38 peo-
ple per 1,000, and during the past 50 years, a period when psychiatric drugs have been
the cornerstone of care, the disability rate has climbed steadily, and has now reached
around 20 people per 1,000. (Table 2). As with any epidemic, one would suspect that an
outside agent of some type—a virus, a bacterial infection, or an environmental toxin—
was causing this rise in illness. Thar is indeed the case here. There is an outside agenr fu-
eling this epidemic of mental illness, only it is to be found in the medicine cabinet. Psy-
chiatric drugs perturb normal neurotransmitter function, and while that perturbation
may curb symptoms over a short term, over the long run it increases the likelihood thata
person will become chronically ill, or ill with new and more severe symptoms. A review
of the scientific literature shows quite clearly that it is our drug-based paradigm of care
that is fueling this modern-day plague.

NOTES

1. These data come from the 2003 annual Social Security reports for the SSI and SSDI pro-
grams. The figure of 5,726,937 disabled mentally ill is calculated as follows: There were 1,812,021
SSDI recipients who were disabled because of mental illness. There were 4,141,418 SSI recipients
diagnosed as mentally ill. However, one out of every eight recipients of SSDI, or 226,502 people,
also recetved an SSI payment. Thus, the number of disabled mentally ill is: 1,812,021 + 4,141,418
- 226,502 = 5,726,937.

2. In 1985, U.S. sales of antidepressants totaled $240 million, and U.S. sales of antipsychotics
were $263 million. From September 1, 2003 to August 30, 2004, U.S. sales of antidepressants were
$11.2 billion, and U.S. sales of antipsychotics were $8.6 billion. The source for the 1985 figures is
Zore, Larson, Lyons, and Beardsley (1991). The 2004 sales figures are from IMS Retail Drug Moni-
tor: 12 months to August 2004.

3. The calculation for the number of disabled mentally ill in 1987 is as follows: There were
800,139 SSDI recipients who were disabled because of mental illness. There were 2,630,999 SSI re-
cipients diagnosed as mentally ill. One out of every eight recipients of SSDI, or 100,017 people,
also received an SS| payment. Thus, the number of disabled mentally ill is: 800,139 + 2,630,999 -
100,017 = 3,331,120,
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