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2 IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

THIRD JUDICIAL DISTRICT AT ANCHORAGE

In the Matter of the Necessity for
4 the Hospitalization of:

5 wn..UAM BIGLEY,

6
Respondent.

7

)
)
)
)
)
)
) Case No. 3AN-07-1064 PR

DEFENDANT .,
EXHIBIT NO........;;,L__•

ADMITTED [3'

11M ~ - til Pf
(CASE NUMBEAI

Exc. 1

Eliz th Russo
Assistant Attorney General
Alaska Bar No. 0311064

NOTICE TO THE COURT

The Department of Health and Social Services, Division of Behavioral

Health, Alaska Psychiatric Institute, by and through the Office of the Attorney General,

wishes to notify the court and the parties that Mr. Bigley was not released on Thursday as

previously expected. The basis for the early discharge was the presence of a less

restrictive alternative placement, however that alternative was not available on Thursday,

due to Mr. Bigley's refusal. Mr. Bigley was discharged against medical advice on

Friday, September 14. The traditional paperwork will follow.

DATED: Se{J r. {t", 2CJlft-
TALIS J. COLBERG
ATTORNEY GENERAL

By:

I
iI BRfTBlRlISSOB/APIIBIGLEY/API COt\1MI1MENT 07·\064 PRINOTICE TO COURT 9-13·07.DOC
I, Exhibit C

3AN 08-493 PS8-13116
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PEACE OFFICER/MENTAL HEALTH PROFESSIONAL APPLICATION FOR EXAMINATION

Age: _

(AS 47.30.705)

Name of Potentia1 Pa tienL---B.L/I 61g)12:)1-------- _
Date and Time: ~I-LS-o<t \1$r5~-----~__r_:~----

t\/\ ::1 Mari tal
Sex: L' Race:_......N~ Status: _

oeAL--:/:...-- _

I hereby certify that probable cause exists under AS 47.30. 705 to
beli~~ that the above-named individual is mentally ill and is:

CP gravely disabled

c=J likely to cause serious harm to ~ self c==J others

of such immediate nature that considerations of safety do not allow
initiation of involuntary commitment procedures under AS 47.30.700.

Pertinent Information: ~I IJ W~..s +'(5('155fJ L\..)M J~ JiH ()Af) \:.,

\-'J( C~50 "\. i5)~t!,'II'9. f?/I 5(,1 IYl $},/( 1/

~cer or
Professional

Daytime Telephone Number

Print Name
J <ik: ~CfOJ

psychiatrist/physician currently licensed to practice in
the State of Alaska or employed by the federal government.

d by the State Board of
Examiners.

peace officer

o

I am~

o

Mailing Address City State Zip

NOTE: Pursuant to AS 47.30.705, any police officer or mental health
professional requesting an emergency evaluation must complete an
application for examination of the person in eustaCY-and be inter­
viewed by a mental health professional at the evaluating facility.

Me -105 (12/87) (s t . 3 )
PEACE OFFICER/MENTAL HEALTH PROFESSIONAL
~~8~~TION FOR EXAMINATION Exc.2

AS 47.30.705



PETITION FOR INITIATION
OF INVOLUNTARY COMMITMENT

Case No. _

In the Matter of the Necessity
for the HospitalizatioJ1 of:

()Jltld~ ~ fP.t

IN THE SUPERIOR~URT FOR THE STATE OF ALASKA

AT ~~~e

)
)
)
)
)

-------------)

LtJn£t G;~~ /I7JP ,petitioner alleges that the respondent is
mentally ill and as result of that condition IS gravely disabled or presents a likelihood
of causing serious harm to himself/herself or others.

D Petitioner respectfully requests the court to conduct or to arrange for a screening
investigation of the respondent as provided in AS 47.30.700.

If this investigation results in a determination that the respondent is mentally ill
and as a result of that condition is gravely disabled or presents a likelihood of
causing serious harm to himself/herself or others, the petitioner requests that the
court issue an ex parte order for temporary custody and detention for emergency
examination or treatment.

~Respondent was taken into emergency custody by __...../IP-"-'-_'I _
under AS 47.30.705. The Peace Officer/Mental Health Professional Application
for Examination is attached. Petitioner respectfUlly requests that the court issue
an ex parte order authorizing hospitalization for an evaluation as provided for in
AS 47.30.710.

Facts in support of this request are as follows:

1. The respondent named above is 55 years of age and resides at
ftnc.JA...rra§/l../ I Alaska.

2. The facts which make the respondent a person in need of (a screening
investigation) (hospitalization for evaluation) are:""", _ . /,!- _ .

lUI' ~'~ h-o bPrn ~. ~aA/h ~
1M- 1-0.- Clrmrn.Lv1U:hr· 10k 0 /ItUU<~~
/i JJ . . . IJ1-0 .eW-L--h~' . f2R.P()~ / ~

()M..P. ~w..A:.~L.I.c::n ' &~. 5pL-{-.tJn W~.$;·
-f-re.Jf!.tLsfd- d I /V~~ ~ ft-rv~ _~

~~:Ift ;f;:::" ¥ 711 i. oJt a ~tr~ 'J

'-:K ~ I. A A/~ A...e. tv t:e./.A.q #JU'1.A I.rd..d .
Page I or 2 ~vva; I f/
i\!C-IOO (12i87)(sI.3)

S~IJ~/flllGl~ FOR INITIATIOI\; OF It\VOLUNT:SXt,(3)1\I\1lP-IENT AS ,;)7.30.700



Case No.--------

3. Persons having personal knowledge of these facts are: (include addresses)

Verification

Petitioner says on oath or affirms that petitioner has read this petition and believes all
statements made in the petition are true.

~~\,\~(~it !)
\,....\. .• AR'f/,a• .flr.

$ 0- ~"f:

g~:·~;*'~R~··.. \ Cler of Cou , 0 ary Public or other person
§~ :·~\~{jl:»5': .l! § . . authorized t, ~ministeroat~s: ~ ~
~ '. rU....... ~: 8~ My commiSSion expires: ~ I-... ..r..~•. '~ ...
~ ..''''1COf~· ~ ~

A person acr4~~,th upon either actual knowledge or reliable information who
makes applicatic1r'!"fm"evaluation or treatment of another person under AS 47.30.700­
47.30.915 is not subject to civil or criminal liability. [AS 47.30.815(a)]

A person who willfully init.iates an involuntary commitment procedure under AS
47.30.700 without having good cause to believe that the other person is suffering from a
mental illness and as a result is gravely disabled or likely to cause serious harm to self
or others, is guilty of a felony. [AS 47.30.815(c)] .

I certify that on _
a copy of this petition was sent to:

Clerk: __

Page 2 0[2

;-., lC-l on (' 12/87)(stJ)
SE1I31J11N FOR INITIATION OF INVOLUNTJffilC.OOi\1tvfITt\·IENT AS 47.30.700



IN THE SUPERIOR COURT FOR THE ST~TE OF ALASKA
1\1 ANCHOR1l.GE

....... • •• ..,.... • U I I I n.' .... J • I'" VII J l-VI\1..tl)"J

f' nil flU. I "U I c0'4 UO~O
t', UJ

In the Matter of the Necessity

fO(~~~A;ital£;t:Cf'
. Respondent.

Case No. 3AN-s~\:l-~~ -~~ fl.)
EX PARTE ORDER <-

(TEMPORARY CUSTODY FOR
EMERGENCY EXAMINATION/

TRE~'1'ME:NT)

FINDING AND CONCLUSIONS
Having considered the Clllegations of the petition for initiation of
involuntary commitment and the evidence presented, the court
finds that there is probable cause to believe that the respondent
is mentally ill and as a result of that condition is gravely
disabled or ~esents a likelihood of causing serious harm to
him/herself or others.

Therefore, it is ordered that:
1. Alaska Psychiatric Institute take the respondent into custody

and deliver him/her to A aska Psychiatric Institute, in
Anchorage, Alaska, the nearest appropriate evaluation facility
for examination. .

2.

3.

4 •

s.

6.

The respondent be examined at the evaluation facility and be
evaluated as t6 mental and physical condition by a mental
health professional and b~' a physician within 2-4 hours after
arrival at the facility.
The evaluation facility personnel prqmptly report to the court
the date and time of the respondent's arrival.
The examination and evaluation be completed within 72 hours
of the respondent's arrival at the evaluation facility.
A petition for commitment be filed or the respondent be
released by the evaluation facility before the end of the 72 hour
evaluation period (unless respondent requests voluntary admission
for treatment) .
I?ublic Defender AgensY is appointed counsel for respondent
in this proceeding and is authorized AeT""l'l...o::s to medical,
psychiatric or psychological ecor . ed on the

,respondent at the evaluation fac' it

tf{y!{.o'O'

......

Clerk:

Mr. - 305 (12/ S7) (5 t . 5 )
5-13116 Exc. 5

Magistrate
AS 47.30,700 I .710 & .715



Mr.B.

Subject: Mr. B.
From: Jim Gottstein <jim.gottstein@psychrights.org>
Date: Sat, 26 Apr 2008 11 :38:47 -0800
To: "Russo, Elizabeth M H (DOA)" <elizabeth.russo@alaska.gov>, "Twomey, Timothy M (LAW)"
<tim.twomey@alaska.gov>, "Gillilan-Gibson, Kelly (DOA)" <kelly.gillilan-gibson@alaska.gov>, "Beecher, Linda
R (DOA)" <linda.beecher@alaska.gov>, "Brennan, Elizabeth (DOA)" <elizabeth.brennan@alaska.gov>
CC: jim.gottstein@psychrights.org

Hi Tim, Elizabeth, Linda, Beth and Kelly,

Mr. Bigley is back in API. Unless and until otherwise notified, I am representing him with respect to forced
drugging, including prospective proceedings.

With respect to his current admission, in thinking about things, it seems to me there is a pretty high likelihood that
because:

(a) he had lost his housing and wasn't willing to accept the housing offered by OPA,
(b) he wasn't allowed at the shelter,
(c) there was a $#@)*&% blizzard late Friday afternoon, and
(d) API was preferable to a snowbank or jail,

he acted the way he had to act at OPA in order to get sent to API. I don't think he should have to act that way to
access API. Therefore, I propose the following:

1.
He be allowed to come and go from API as he wishes, including being given food, good sleeping
conditions, laundry, washing facilities, toiletry items, etc.

2. Ifbrought to API on a PoA or Ex Parte, absent compelling concern about the safety of doing so,
he be allowed out on pass each day for at least four hours, with or without escort. Actually, it seems to me
that most of the time he ought to be let out each morning with him not being required to return. Ifhe gets
brought back for his behavior in the community then the process can be repeated. That way he has a place
to sleep, get his food, wash, etc.

This, of course, doesn't apply if he gets charged criminally, but since he is considered incompetent to stand trial
with no prospects for becoming competent, they aren't hanging on to him, which tends to land him back at API.

Of course, the Guardian will continue to work with him to provide a more suitable arrangement for all concerned.

Tim, I understand Dr. Gomez is his treating physician. This is a formal proposal and I will appreciate your
conveying it to him and/or whoever else might be necessary to approve it. I will, of course, be pleased to meet to
discuss why I think this approach should be adopted and have the Guardian and Public Defender Agency involved
if they so desire.

] of2

James B. (Jim) Gottstein, Esq.
President/CEO

5-13116 Exc.6

7/17/20086:15 PM



Mr.B.

Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, Alaska 9950 I
USA
Phone: (907) 274-7686) Fax: (907) 274-9493
j im.gottstein[[at]]psychrights.org
http://psychrights.org/

PsychRights®
Law Project for

Psychiatric Rights

The Law Project for Psychiatric Rights is a public interest law firm devoted to the defense of people facing the
horrors offorced psychiatric drugging. We are further dedicated to exposing the truth about these drugs and the
courts being misled into ordering people to be drugged and subjected to other brain and body damaging
interventions against their will. Extensive information about this is available on our web site,
http://psychrights.orgJ. Please donate generously. Our work is fueled with your IRS 50 I(c) tax deductible
donations. Thank you for your ongoing help and support.

20f2

5-13116 Exc. 7

7/17/20086:15 PM



-,
IN THE StJ.I?ERIOR COURT hJR THE STATE Ot ALASKA

AT ANCHORAGE

WILLIAM BIGLEY,
Respondent.

In the Matter of the Necessity
for the Hospitalization of:

)
)

)

)
)

----------------)

Case No. 3AN-OB-493 PR

EX PARTE ORDER
(TEMPORARY CUSTODY FOR
EMERGENCY EXAMINATIONI

TREATMENT)

FINDING AND CONCLUSIONS
Having considered. the allegations of the petition for initiation of
involuntary commitment and the evidence presented, the court
finds that there is probable cause to believe that the respondent
is mentally ill and as a result of that condition is gravely
disabled or presents a likelihood of causing serious harm to
him/herself or others.

ORDER
Therefore, it is ordered that:
1. Alaska Psychiatric Institute take the respondent into custody

and deliver him/her to Alaska Psychiatric Institute, . in
Anchorage, Alaska, the nearest appropriate evaluation facility
for examination.

2. The· respondent b~ examined at the evaluation facility and be
evaluated as to mental and physical condition by a mental
health professional and by a physician within 24 hours after
arrival at the facility.

3. The evaluation facility personnel promptly report to the court
the date and time of the respondent's arrival.

4. The examination and evaluation be completed within 72 hours
of the respondent's arrival at the evaluation facility.

5. A petition for commitment be filed or the respondent be
released by the evaluation facility before the end of the 72 hour
evaluation period (unless respondent requests voluntary admission
for treatment) .

6. Public Defender Agency is appointed counsel for respondent
in this proceeding and is authorized access to medical,
psychiatric or psychological records maintained on the

respondent at the evaluation faCility~..~ .. '. ..~: .... .{

__-++~J~--'C--iIQS ..~~a~~~
Dater perior Court Judge

I certify that on~ Recommended for approval on
a copy of this order was sent
to: AG, PO, API, RESP

Clerk,)t .fht,v-t~~-

MC-305 (12/87) (st.5)
EX PARTE ORDER
8-13116 Exc. 8

Master
AS 47.30.700, .710 & .715



In the Matter of the Necessity
for the Hospitalization of:

w; J L~V\..- {lJL~ k"-l{,;,-----
Respondent. J

IN THE SUPERIOR Cl(URT FOR THE STATE OF ALASKA
. AT ili J.w;.:.J"'Q.~)-",,, _

)
)

~ Case No. 3k11L/O[? 413(J~
)

__________. ) PETITION FOR 30-DAY
COMMITMENT

As mental health professionals who have examined the respondent, the petitioners
allege that:

1. The respondent is mentally ill and as a result is

~ likely to cause harm to himself/herself or others.

~ gravely disabled and there is reason to believe that the respondent's
mental condition could be improved by the course of treatment sought.

2. The evaluation staff has considered, but has not found, any less restrictive
alternatives available that would adequately protect the respondent or others.

3. -,±PC is an appropriate treatment facility for
the respondent's condition and has agreed to accept the respondent.

4. The respondent has been advised of the need for, but has not accepted,
voluntary treatment.

The petitioners respectfully request the court to commit the respondent to the above­
named treatment facility for not more than 30 days.



The following persons are prospective witnesses. some or all of
whom will be asked to testify in favor of the commitment of the
respondent at the hearing:

Yl.~V\JJ lfltcM ~ ~ oi, fit.

,1l.; () v-ll-f\.L H.:l('~ o~ ) Ih I 11.

~tA/J(~~ S:<,e-U~114.- .I 1fW~
k~/-c.~ M~

~ture
LI jim dd (.)/.../1

Printed Name

Note: This petition must be signed by two mental heal th pro­
fes s ionals who have examined the respondent, one of whom is a
physician. AS 47.30.730(a).

Page 2 of 2
MC -11 0 (12/87) (s t . 5 )
PETITION FOR 3D-DAY COMMITMENT
5-13116 Exc.10

AS 47.30.730



In the Matter of the Necessity)
for the Hospitalization of: )

-V' .. 11,'''-.... 8,; (.,
Respondent.

IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
AT AftJ.., lefP-

) Case No. 3Mog 4'13 PIR
)
)PETITION FOR COURT APPROVAL OF
)ADMINISTRATION OF PSYCHOTROPIC

---------------)MEDICATION [AS 47.30.839)

LA.JfLlJ'\L(.. J, Mft-J:U= el D. petitioner, requests a hearing on the
respondent's capacity to give or withhold informed consent to the use
of psychotropic medication, and alleges that:

CiZJ There have been, or it appears that there will be, repeated
crisis situations requiring the immediate use of medication to
preserve the life of, or prevent significant physical harm to, the
patient or another person. The facility wishes to use psychotropic
medication in future crisis situations.

~ Petitioner has reason to believe the patient is incapable of
giving or withholding informed consent. The facility w~shes to use
psychotropic medication in a noncrisis situation.

CJ Court approval has been granted during a previous commitment
period, and the facility wishes to continue medication during the
subsequen't commitment period. A 90/1 80 day petition is being filed.
The patient continues to be incapable of giving or withholding
informed consent.

The patient oa has refused

Date

~ has not refused the medication.

~~A4
Signature

(Representative of evaluation or
designated treatment facility)

L,J,nH¢ fj.,A

ltle

Verifi::ation
Petitioner says on oath C~ affirms that petitioner has read this
petition and believes all statements made in the petition are true,

~~

Clerk of Cut, Notary Public, or other
person auth rized to administe~:!.'~
t\5y corrunission expires: uJ..1;:::t;.l~

Exc. 11



RE: [Fwd: Mr. B.)

Subject: RE: [Fwd: Mr. B.]
From: "Twomey, Timothy M (LAW)" <tim.twomey@alaska.gov>
Date: Tue, 29 Apr 200808:31 :58 -0800
To: Jim Gottstein <jim.gottstein@psychrights.org>, "Adler, Ronald M (HSS)" <ronald.adler@alaska.gov>, "Kraly,
Stacie L (LAW)" <stacie.kraly@alaska.gov>
CC: "Beecher, Linda R (DOA)" <linda.beecher@alaska.gov>, "Brennan, Elizabeth (DOA)"
<elizabeth.brennan@alaska.gov>, "Gillilan-Gibson, Kelly (DOA)" <kelly.gillilan-gibson@alaska.gov>

Jim -I have received your emails and will communicate to you as appropriate.
Thank you. Tim

Tim Twomey (907) 269-5168 direct

From: Jim Gottstein [mailto:jim.gottstein@psychrights.org]
sent: Tuesday, April 29, 2008 8:24 AM
To: Adler, Ronald M (HSS); Kraly, Stacie L (LAW)
Cc:
Twomey, Timothy M (LAW); Beecher, Linda R (DOA); Brennan, Elizabeth (DOA); Gillilan-Gibson, Kelly (DOA);
jim.gottstein@psychrights.org
Subject: [Fwd: Mr. B.]
Importance: High

Hi Ron,

In the absence of any response to the below from Mr. Twomey and therefore not knowing who might be
representing the hospital, I am forwarding the below e-mail to you and advising you that I am representing
Mr. Bigley with respect to forced drugging (presumably under AS 47.30.838 and/or AS 47.30.839) unless
and until otherwise notified. Thus, any forced drugging petition must be served on me. My fax number is
274-9493. Please forward this to whoever is representing the hospital with respect to Mr. Bigley regarding
any proceedings that have arisen or might arise out of Mr. Bigley's current admission. I will also need a copy
of Mr. Bigley's chart, updated daily.

Please also note that I made a formal proposal to Mr. Twomey, which was required to be presented to the
appropriate decision maker(s) at API, unless prior discussions with your attorney left it clear the proposal will
be unacceptable. Even if so, I think it is imperative that all parties get together to try and work out an
approach for Mr. Bigley that comports with his rights.

-------- Original Message -------­
Subject:Mr. B.

Date:Sat, 26 Apr 2008 11 :38:47 -0800
From:Jim Gottstein <jim.gottstein@psychrights.org>

Organization:Law Project for Psychiatric Rights
To:Russo, Elizabeth M H (DOA) <elizabeth.russo@alaska.gov>, Twomey, Timothy M (LAW)

<tim.twomey@alaska.gov>, Gillilan-Gibson, Kelly (DOA)
<kelly.gillilan-gibson@alaska.gov>, Beecher, Linda R (DOA) <linda.beecher@alaska.gov>,
Brennan, Elizabeth (DOA) <elizabeth.brennan@alaska.gov>

CC:jim.gottstein@psychrights.org

Hi Tim, Elizabeth, Linda, Beth and Kelly,

10f3

8-13116 Exc. 12

4/29/2008 9:38 AM



Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, AK 99501
907-274-7686 phone
907-274-9493 fax

Attorney for Respondent

COpy
Origin•• "'-'- .
Proto._ Dlva.1on

~1AR 102008

5-1311

IN mE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization of William S. Bigley, )

Respondent. )
Case No. 3AN 08-00247 PIS

MOTION FOR LESS INTRUSIVE ALTERNATIVE

COMES NOW, Respondent William S. Bigley (Mr. Bigley), pursuant to Myers v.

Alaska Psychiatric Institute,1 and moves for an order requiring API to provide the

following less intrusive aJtemative:2

l. Mr. Bigley be allowed to come and go from API as he wishes, including
being given food, good sleeping conditions, laundry and toiletry items as reasonably
requested by Mr. Bigley.

2. If involuntarily in a treatment facility in the future, Mr. Bigley be allowed
out on passes at least once each day for four hours with escort by staff members
who like him, or some other party willing and able to do so.

3. API shall procure and pal for a reasonably nice apartment that is available to
Mr. Bigley should he choose it. API shall first attempt to negotiate an acceptable
abode, and failing that procure it and make it available to Mr. Bigley.

I 138 P.3d 238 (Alaska 2006).
2 In his Submission for Representation Hearing, Mr. Bigley pointed out that the AS
47.30.839 forced drugging petition is premature under Myers, 138 PJd at 242-3, and
Wetherhorn v. Alaska Psychiatric Institute, 156 P3d 371, 382 (Alaska 2007). Thus, this
motion is technically premature as well. However, this motion is being made in the event
the Court disagrees the forced drugging petition is premature.

Exc. 18



RE: [Fwd: Mr. B.]

Mr. Bigley is back in API. Unless and until otherwise notified, I am representing him with respect to forced
drugging, including prospective proceedings.

With respect to his current admission, in thinking about things, it seems to me there is a pretty high likelihood
that because:

(a) he had lost his housing and wasn't willing to accept the housing offered by OPA,
(b) he wasn't allowed at the shelter,
(c) there was a $#@)*&% blizzard late Friday afternoon, and
(d) API was preferable to a snowbank or jail,

he acted the way he had to act at OPA in order to get sent to API. I don't think he should have to act that
way to access API. Therefore, I propose the following:

1. He be allowed to come and go from API as he wishes, including being given food, good
sleeping conditions, laundry, washing facilities, toiletry items, etc.

2. Ifbrought to API on a PoA or Ex Parte, absent compelling concern about the safety of doing
so, he be allowed out on pass each day for at least four hours, with or without escort. Actually, it
seems to me that most of the time he ought to be let out each morning with him not being required to
return. If he gets brought back for his behavior in the community then the process can be repeated.
That way he has a place to sleep, get his food, wash, etc.

This, of course, doesn't apply ifhe gets charged criminally, but since he is considered incompetent to stand
trial with no prospects for becoming competent, they aren't hanging on to him, which tends to land him back
at API.

Of course, the Guardian will continue to work with him to provide a more suitable arrangement for all
concerned.

Tim, I understand Dr. Gomez is his treating physician. This is a formal proposal and I will appreciate your
conveying it to him and/or whoever else might be necessary to approve it. I will, of course, be pleased to
meet to discuss why I think this approach should be adopted and have the Guardian and Public Defender
Agency involved if they so desire.

James B. (Jim) Gottstein, Esq.
President/CEO

Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, Alaska 99501
USA
Phone: (907) 274-7686) Fax: (907) 274-9493
jim.gottstein[[at]]psychrights.org
http://psychrights.org/
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I'AX NO, I 907 264 0598

IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT AT ANCHORAGE

In the Matter of the Necessity
for the Hospitalization of:

P. 01/02

William Bigley

To: Respondent

Respondent's Attorney:

Respondent.

Case No. 3AN..()8-00493PR

NOTICE OF 30·DAY
COMMITMENT HEARING

State's Attorney: Attorney General's Office

PetitionertFacility: API

The court has received a petition requesting ex.amination and evaluation of the respondent
to detennine if the respondent is mentally ill and as'a result of that condition is gravely
disabled or presents a likelihood ofcausing' serious harm to himself/herself or others.
The court has also received a petition for commitment of the respondent for up to 30 days
pursuant to AS 47.30.730 (copy attached).

A hearing to decide whether commitment ofrcspondent is necessary will take place in the
Superior Coun at Anchorage, Alask.a, in Courtroom 29, Boney Courthouse on April
30, 2008 at 8:30 am before the Honorable Lucinda J McBurney.

The coun has appointed as counsel for the respondent in this matter.

At the hearing, the respondent has the following rights:

1. Representation by counsel

2. To be present at the hearing

3. To view and copy all petitions and reports in the court file on respondent's case.

4. To have the hearing open or closed to the public as the respondent elects.

5. To have the rules of eVidence and civil procedure applied so as to provide for the
informal but efficient presentation of evidence.

6. To have an interpreter if the respondent does not understand English.

MC·200cv (3/0 I)
NOTICE OF 30-DAY COMMlTMENT HEARING

AS 47.30.7IS,.72S
.730, .735 & .765
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7. To present evidence on his/her own behalf.

8. To cross-examine witnesses who testify against him/her.

9. To remain silent.

10. To call experts and other witnesses to testify on the respondent's behalf.

11. To appeal any involuntary commitment.

If commitment or other involuntary treatment beyond the 30 days is sought, the
respondent shall have the right to a full hearing or jury trial.

Before the court can order the respondent committed, the court must find by clear and
convincing evidence that respondent is mentally ill and·as a result of that condition is
gravely disabled or presents a likelihood that he/she will cause hann to himselflherself or
others.

4/29/2008
Date

SRichmond
JUdge/Clerk

I certify that on 4/2912008
A copy of this notice and the Petition for
30-Day Commitment were sent to the persons
listed on page one.

Clerk: SRichmond

MC-200cv (3/0 I)

NOTICE OF 30·DAY COMMlTM£NT HEARING
AS 47.30.715, .725

.730, .735 & .765
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

THIRD JUDICIAL DISTRICT

In the Matter of the Necessity for the )
Hospitalization of: )

)
William Bigley )
Respondent. )

) Case No. 3AN-08-493 PR

NOTICE OF HEARING AND ORDER FOR APPOINTMENT
OF COURT VISITOR

A hearing on the Petition for Court Approval ,of AdmInistration of

Psychotropic Medication will take' place in the Superior Court at Anchorage,

Alaska Boney Courthouse Courtroom 29 April 30, 2008 at 8:30 AM before the

Master McBurney.

The Court has appointed Public Defender Agency as counsel for the

respondent in this matter.

OPA is appointed as visilor and Is authorized lo receive all

medical/psychiatric, financial, educational and v~cational records inclUding those

from secondary sources, and any pertinent information necessary information

necessary to formulate recommendations to the court.

DATED at Anchorage, Alaska on April 29, 2008.

I certified that on 04/29/08
copies of this form were sent
To: AG/PO/OPNAPIIRESP

Clerk: ser
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the
Hospitalization of William Bigley,

)
)
)

__-=R=e=.sp~o=n=d=en=t:.....- )
Case No. 3AN 08·00493PR

LIMITED ENTRY OF APPEARANCE

APR <' 02008

Pursuant to Civil Rule 81(d), the Law Project for Psychiatric Rights (PsychRights)

hereby enters its appearance on behalf of William Bigley, the Respondent in this matter,

limited only to any forced drugging under AS 47.30.838 or AS 47.30.839. All papers filed

in this proceeding should be served on the undersigned at 406 G Street, Suite 206,

Anchorage, Alaska 99501. Attached hereto are the Submission for Representation

Hearing) and the affidavits ofRobert Whitaker, Ronald Bassman and Paul Cornils, and

Motion for a Less Restrictive Alternative, filed in 3AN 08-247PR, pertaining to the

Respondent, of which this Court may take Judicial Notice, and a copy of the April 26-29,

2007, e-mail thread advising the petitioner of PsychRights· representation of Respondent.

DATED: April 29, 2008.

Law Project for P~y. hiatric Rights
"7/'

:i /c::r=.=:tz===-.......::::::-"?
By: /, L/" ..

/,' es B. Gottstein! ;ABA # 7811100

I Counsel was notified at 4:37 pm April 29, 2008, of the hearing to be held in this matter at
8:30 a.m., the next morning, necessitating the attachment of prior pleadings rather than
drafting new ones. If counsel had had a chance to draft new pleadings he would have
substantially changed his characterization of the Public Defender Agency's performance
based on more recent information.

S-1 16 Exc.17



4. At API's expense, make sufficient staff available to be with Mr. Bigley to
enable him to be successful in the community.

5. The foregoing may be contracted for from an outpatient provider.

This motion is supported by Submission For Representation Hearing, Affidavit of

Paul Comils, Affidavit of Ronald Bassman, PhD., and Affidavit of Robert Whitaker, all

filed March 6, 2008.

DATED: March 10, 2008.

Law Project for Psycryiatric Rights
//7

.-..e.::=:....~--

By: -----,~"'""'2:W::::.- _

The foregoing and proposed fonn or order, was hand delivered to Timothy Twomley of the
Attorney General's Office and Elizabeth BrennanIKelly Gibson ofthe Alaska Public
Defender Agency and faxed 10 the COUll,ViS~~.

mes B. Gottstein

!/

3 API may seek to obtain a housing subsidy from another source, but such source may not
be his Social Security Disability income.

S-131
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RE: [Fwd: Mr. B.)

Subject: RE: [Fwd: Mr. B.)
From: "Twomey, Timothy M (LAW)" <tim.twomey@alaska.gov>
Date: Tue, 29 Apr 2008 08:31 :58 -0800
To: Jim Gottstein <jim.gottstein@psychrights.org>, "Adler, Ronald M (HSS)" <ronald.adler@alaska.gov>, "Kraly,
Stacie L (LAW)" <stacie.kraly@alaska.gov>
CC: "Beecher, Linda R (DOA)" <linda.beecher@alaska.gov>, "Brennan, Elizabeth (DOA)"
<elizabeth.brennan@alaska.gov>, "Gillilan-Gibson, Kelly (DOA)" <kelly.gillilan-gibson@alaska.gov>

Jim - I halle received your emails and will communicate to you as appropriate.
Thank you. Tim

Tim Twomey (907) 269·5168 direct

From: Jim Gottstein (mailto:jim.gott5tein@psychrlghts.org]
Sent: Tuesday, April 29, 2008 8:24 AM
To: Adler, Ronald M (HSS); Kraly, Stacie L (LAW)
Cc:
Twomey, Timothy M (LAW); Beecher, Linda R (OOA); Brennan, Elizabeth (OOA); Gillilan-Gibson, Kelly (DOA);
jim.gottstein@psychrights.org
Subject: [Fwd: Mr. B.]
Importance: High

Hi Ron,

In the absence of any response to the below from Mr. Twomey and therefore not knowing who might be
representing the hospital, I am forwarding the below e-mail to you and advising you that I am representing
Mr. Bigley with respect to forced drugging (presumably under AS 47.30.838 andlor AS 47.30.839) unless
and until otherwise notified. Thus, any forced drugging petition must be served on me. My fax number is
274·9493. Please forward this to whoever is representing the hospital with respect to Mr. Bigley regarding
any proceedings that have arisen or might arise out ofMr. Bigley's current admission. 1will also need a copy
of Mr. Bigley's chart, updated daily.

Please also note that I made a formal proposal to Mr. Twomey, which was required to be presented to the
appropriate decision maker(s) at API, unless prior discussions with your attorney left it clear the proposal will
be unacceptable. Even if so, I think it is imperative that all parties get together to try and work out an
approach for Mr. Bigley that comports with his rights.

-_._-_.- Original Message -------­
Subject:Mr. B.

Date:Sat, 26 Apr 2008 11 :38:47 -0800
From :Jim Gottstein <jim.gottsteinw)psychrights.orE!>

Organization:Law Project for Psychiatric Rights
To:Russo, Elizabeth M H (DOA) <elizabeth.russo(iiJ,alaska.l!ov>, Twomey, Timothy M (LAW)

<tim.twomcy@alaska.gov>, Gillilan-Gibson, Kelly (DOA)
<kelly.gillilan-gibson@alaska.gov>, Beecher, Linda R (DOA) <linda.beecher@;.alaska.gov>,
Brennan, Elizabeth (DOA) <elizabeth.brennan@alaska.gov>

CC:jim.gottstein(a.)psycluights.org

Hi Tim, Elizabeth, Linda, Beth and Kelly,

lof3 S-13116 Exc. 20 4/2912008 9:38 AM



RE: [Fwd: Mr. B.]

Mr. Bigley is back in API. Unless and until otherwise notified, I am representing him with respect to forced
drugging, including prospective proceedings.

With respect to his current admission, in thinking about things, it seems to me there is a pretty high likelihood
that because:

(a) he had lost his housing and wasn't willing to accept the housing offered by OPA,
(b) he wasn't allowed at the shelter,
(c) there was a $#@)*&% blizzard late Friday afternoon, and
(d) API was preferable to a snowbank or jail,

he acted the way he had to act at OPA in order to get sent to API. I don't think he should have to act that
way to access API. Therefore, I propose the following:

1. He be allowed to come and go from. API as he wishes, including being given food, good
sleeping conditions, laundry, washing facilities, toiletry items, etc.

2. If brought to API on a PoA or Ex Parte, absent compelling concern about the safety of doing
so, he be allowed out on pass each day for at least four hours, with or without escort. Actually, it
seems to me that most of the time he ought to be let out each morning with him not being required to
return. Ifhe gets brought back for his behavior in the community then the process can be repeated.
That way he has a place to sleep, get his food, wash, etc.

This, of course, doesn't apply ifhe gets charged criminally, but since he is considered incompetent to stand
trial with no prospects for becoming competent, they aren't hanging on to him, which tends to land him back
at API.

Of course, the Guardian will continue to work with him to provide a more suitable arrangement for all
concerned.

Tim, I understand Dr. Gomez is his treating physician. This is a formal proposal and I will appreciate your
conveying it to him and/or whoever else might be necessary to approve it. I will, of course, be pleased to
meet to discuss why I think this approach should be adopted and have the Guardian and Public Defender
Agency involved if they so desire.

James B. (Jim) Gottstein, Esq.
President/CEO

Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, Alaska 99501
USA
Phone: (907) 274-7686) Fax: (907) 274-9493
jirn.gottstein[[at]]psychrights.org
http://psychrights .orgl
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Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, AK 99SO I
907-274-7686 phone
907·274-9493 fax MAR 062008

Attorney for Respondent

IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
1HIRD JUDICIAL DISTRICT, AT ANCHORAGE

Case No. 3AN 08·00247 PR

In The Matter of the Necessity for the )
Hospitalization of William S. Bigley, )

)
Respondent )

SUBMISSION FOR REPRESENTATION HEARING

In the afternoon ofMarch S, 2008, I receiVed a call from the Court advising me that

Mr. Bigley informed the Court earlier that afternoon that he desired me to represent him in

the above captioned matter and that a representation hearing was set for 3:00 pm today.

I. Background

The Law Project for Psychiatric Rights (psychRights®) with whom I work, is a

public interest law finn whose mis~ion is to mount a strategic litigation campaign against

unwarranted forced psychiatric diugging and electroshock around the country.1 A key

component ofthis strategic campaign is to rectify that judges ordering people to take these

1 Forced electroshock is not administered in Alaska to my knowledge.

8-131 Exc. 22



drugs are being misled about them? Psychiatric respondents are particularly vulnerable

because what they say is characterized as symptoms of mental illness, ie., that they are

delusional. In other words, judges (usually Probate Masters in Anchorage) and even the

lawyers assigned to represent them, exhibit an attitude of "if he wasn't crazy, he would

know this is good for him, II and therefore don't engage in the required adversary process

that make judicial proceedings legitimate. If a proper adversarial process were to occur,

the courts would be presented with the truth about these drugs, or at least closer to the truth

about them,3 which reveals they are far less effective Bnd far more hannful than the courts

are being told and that the ubiquitous use of these drugs is at least halving the number of

people who would fully recover after experiencing a psychotic episode(s) and finding

themselves subject to involuntary commitment and forced drugging proceedingS.4

The failure of the Alaska Public Defender Agency to do any investigation ofthis,'

nor present any evidence on their clients behalfwith respect thereto has led to the current

2 Because judges tend to reflect the larger society's views, and because the public should
also be told the truth about these drugs, another key component of PsycbRigbts strategic
campaign is public education.
3 Drug manufacturers hide negative data regarding their drugs, claiming they are "trade
secrets" and not even the Food and Drug Administration (FDA) is provided with this
important data. In my most recent representation ofMr. Bigley, I subpoenaed this secret
material from the drug manufacturers involved on the grounds that the court can not
possibly properly fmd Mr. Bigley should be drugged against his will for it being in his best
interests under Myers v. Alaska Psychiatric Institute, 138 P.3d 238 (Alaska 2006) when
critical efficacy and safety data is being hidden. These subpoenas became moot when API
abandoned its forced drugging petition.
-4 This will be discussed below..
S In fact, they fail to present this evidence even though I have given it to them.

8-1311
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situation where the courts are unknowingly ordering massive amounts ofhann on society's

most vulnerable people.

As mentioned above, PsychRights seeks to mount strategic litigation and selects

which cases it will take based on an evaluation of its potential for achieving PsycbRights'

strategic objectives,6 It will also only take cases in which it believes it can provide zealous

representation through adequate preparation, and presentat~on to the court, including

appropriate motions. This is the context in which this representation hearing is taking

place.

In the instant case, when Mr. Bigley implored me to represent him, I decided I was

simply not in a position at that time to zealously represent him because of impending

deadlines. However, I am prepared to represent Mr. Bigley with respect to the forced .

drugging petition only upon the considerations and motions which follow.7

n. Mr. Bigley's History aDd Previous Proceedings

(A) Respondent's History

Prior to 1980, Respondent was successful in the community, he had long-term

employment in a good job, was married with two daughters.'

6 Of course, once a case is taken, the client is entitled to zealous representation with respect
to all of the client's issues in the case and PsychRights' strategic objectives are
subordinated to the client's interests.
7 Mr. Bigley, of co~se, is entitled to the lawyer ofbis choice, ifbe can obtain such
representation. "
i Appendix 1-8.

Submission fOT.Representation Hearing Page 3
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In 1980, Respondent's wife divOIced him, took his two daughters and saddled him

with high child support and house (trailer) payments, resulting in his first hospitalization

at the Alaska Psychiatric Institute (API).9

When asked at the time what the problem was Respondent said "he had just gotten

divorced and consequently had a nervous breakdown.,.. 10 He was cooperative with staff

throughout that first admission. \1

At discharge, his treating psychiatrist indicated that his prognosis was "somewhat

guarded depending upon the type of follow- up treatment patient will receive in dealing

with his recent divorce. II 12

Instead of giving him help in dealing with his recent divorce and other problems,

API's approach was to lock him up and force him to take drogs that, for him at least, do

not work, are intolerable, and have hannful mental and physical effects.13

This pattern was set by his third admission to API as described in the Discharge

Summery for that admission:" The medication seemed not to have noticeable favorable

effects throughout the first several hospital weeks, despite the fact that there were a

9 Appendix 1.
10 Appendix 1.
11 Appendix S.
12 Appendix 8.
13 The Affidavit of Robert Whitaker, the substance of which is set forth below, describes
what the scientific research reveals regarding the lack of effectiveness ofthese drugs for
many, if not most, the way they dramatically 'increase the likelihood ofrelapses and
prevent recovery, and the extreme 'physical harm caused by these drugs.

8-1311
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variety of unpleasant Extra Pyramidal Symptoms (EPS).,,14 The Discharge Summary of

this admission also states:

On 3/26/81, ajudicial hearing determined that there would be granted a 30
day extension during which time treatment efforts would continue,
following which there would be a further hearing concerning the possibility
ofjudicial commitment. Mr. Bigley was furiously angry that he was
deprived ofhis right to freedom outside the hospital, but despite his
persistent anger and occasional verbal threats, be never became physically
assaultive, nor did he abuse limited privileges away from the locked unit.

After the first six hospital weeks he continued to believe that he had some
special mission involving Easter Island - drug addicts and alien visitors to
tho Earth. When these views were gently challenged he became extremely
angry, usually walkinraway from whoeve,r questioned his obviously
disordered thoughts.1

Twenty·Three years and over Fifty admissions later, the Visitor'S Report of May

25, 2004 in his guardianship case, reports, "when hospitalized and on medications,

[Respondent's] behaviors don't appear to change much .... Hospitalization and

psychotropic medication have not helped stabilize him.n16

On March 23,2007, at discharge from his 68th admission to API, Dr. Worrall,

summarized his condition after having "potentially reached the maximum benefits from

hospital care," by which, he has consistently testified solely means forcing Respondent to

take psychiatric drugs against his will, that Respondent was "delusional" had "no insight

u Appendix 11. Extra Pyramidal Symptoms, are involuntary movements resulting from
the brain damage caused by these drugs. In the early 1980's, the standard of care was that
the "therapeutic dose" had been achieved when Extra Pyramidal Symptoms appeared.
15 Appendix 11. .
16 3AN-99-1108. The Court may take judicial notice of this and other filings in this and
other proceedmgs. Drake v. Wickwire, 795 P.2d 195, nl (Alaska 1990).
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and poor judgment, ... paranoid and guarded." 17 In other words, even after he had been

given the drugs against his will and achieved "maximum benefit" therefrom, he was still

"delusional" had "no insight and poor judgment, ... paranoid and guarded."

Prior to the Alaska Supreme Court's ruling in Wetherhorn, API's plan was to have

Mr. Bigley continuously on an involuntary commitment under the unconstitutional

"gravely disabled" standard definition contained in AS 47 .30.915(7)(B), pump him full of

long-acting Risperdal Consta, administer other psychotropic drugs, such as Seroquel and

Depakote, give him an "Early Release" under AS 47.30.795(a), knowing he would quit

them once discharged and then order him returned pursuant to AS 47JO.79S(c) when he

wasn't drugged to their liking. 1B

The Office ofPublic Advocacy (OPA) was appointed Mr. Bigley's conservator in

1996 or so in Case No. 3AN-99-1108.

On April 14, 2004, API filed a petition for temporary and permanent guardianship.

On June 30,2004, OPA was appointed Mr. Bigley's temporary full guardian and on

December 26, 2004, permanent full guardian.

After being appointed, the Guardian unilaterally, without consultation with Mr.

Bigley, decided he should become Medicaid eligible even though Mr. Bigley did not

want Medicaid Services. 19

Ii Appendix 15.
lB Tr. 413/07:275 (3AN 07-247 PR). This is an illegal use ofAS 47 JO.195(c) because it
only allows an order to return if~e outpatient provider "determines" the person is a harm
to self or others or gravely disabled.
19 TT. 4/3/07:216 et. seq. (3AN 07·247 PR).

Submission for Representation Hearing Page 6
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Because Mr. Bigley's income was above the Medicaid limit, the Guardian

established an irrevocable trust, known as a "Miller Trust, II with the Guardian as trustee

without discussing this with Mr. Bigley or certainly obtaining his consent,20

This removed a substantial percentage of Mr. Bigley's income as available for

general fmancial support? I Mr. Bigley is eligible for free medical care as an Alaska

Native and doesn't need Medicaid to be eligible for such sCrvices.22

The Guardian has filed a number of ex parte petitions to have Mr. Bigley

committed in order to have him forcibly drugged against his will.23

This includes "insisting" Respondent is gravely disabled under the 'lunabJe to

survive safely in freedom" standard recently enunciated in Wetherhorn v. API. 156 P.3d

371, 379 (Alaska 2007), when his treating psychiatrist did not believe his survival wll:S in

jeopardy as required by Wetherhorn.24

(B)2007 Involuntary Commitment and Forced Drugging Proceedings

30-Day petitions for commitment and forced drugging were filed on February 23,

2007 under Case No. 3AN-07-274 PIS, a hearing held before the Probate Master on

February 27,2007, and approved by the Superior C0ur:t on March 2,2007.

Mr. Bigley was given an "early release" under AS 47.30.795(a)~ ~,d then illegally

"ordered to return," under AS 47.30.795(c). prior to the expiration of the 30-day

20 [d.
21 1d.

22 TI. 4/3/07:208. (3AN 07-247 PR).'
23 See, e.g., Tr. 4/3/07:202 (3AN 07-247 PR).
24 Appendix 19. .

Submission for Representation Hearing Page 7
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commitment for not taking Depakote as prescribed.15 This put Respondent back in API

before the expiration of the 30-Day commitment order and on March 21, 2007, a 90-day

continuation petition was filed.

On March 22.2007, PsychRights, which had not represented Respondent at the

30-Day Petition hearing, filed an entry of appearance on behalf of Respondent, electing,

among other things, a jury trial.

Respondent won the jury trial when the jury found API had not met its burden of

proving Respondent's mental condition would be improved by the course of treatment,

and he was released on April 4, 2007.

Yet another 30-day commitment petition was filed on May 14, 2007. and a forced

drugging petition on May 15th, both of which were granted. PsychRights did not

represent Respondent. In due course, API filed 90-day petitions for commitment and

forced drugging petition. PsychRights did not represent Respondent with respect to those

petitions. but I testified as a fact witness on his behalf in the public jury trial elected by

Respondent. On June 26, 2007, the jury fOWld API bad not met its burden ofproving

Respondent was gravely disabled and he was released.26

On August 29,2007, Mr. Bigley was brought in on an Ex Parte Order,27 and I

subsequently filed an entry of appearance on his behalf for the forced drugging petition

2~ Appendix 20-24. The order to return was illegal because it was based solely on
Respondent failing to take Depakote and AS 47.30.795(c) only allows someone to be
ordered to return if it is determined, the person is a danger to self or others or gravely
disabled.
26 Appendix 25-26.
27 3AN 07-1064PR.
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only. I mounted a serious defense and filed for a specific less intrusive alternative which

was available, essentially what is presented here, and before the court could consider the

less intrusive alternative, API abandoned the forced drugging petition, discharging him to

the street knowing full well that he was likely to be arrested because he was bothering

Senator Murkowski's staff. This exactly what happened.

Then when I was on an extended trip outside of the State, API filed a new set of

involuntary commitment and forced drugging petitions. I came back before the hearing,

but did not represent Mr. Bigley and he was involuntarily committed for 30 days and

subjected to a forced drugging order, which was subsequently extended for 90 days. Mr.

Bigley was then placed in an assisted living home outside ofHouston, Alaska, called the

"Country Club," which required him to take his prescribed medications. After living

there for over a month, he quit taking his medications and left, whereupon he was picked

up and delivered to API, which resulted in these proceedings.

(C) CHOICES, Inc.'s Involvement with Respondent.

Paul Comils of CHOICES, Inc., an independent case management agency, first

began working with Respondent Bill Bigley in January of2007, under contract with

PsychRights, but when the cost of services exceeded $5,000 PsycbRights said it could not

afford to continue paying and Mr. aigley infonned Mr. Comils he did not want to W(l"~{

with him any more so services were discontinued?8

28~ of Paul Comils Affidavit.
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CHOICES began working with Mr. Bigley again in July of that year at the request

of the Office ofPublic Advocacy (OPA), Mr. Bigley's Guardian, and has continued to do

According to Mr. ComUs, Respondent is so angry at being put under a

guardianship that he takes extreme measures to try to get rid of his guardianship, and as a

result, he is mostly refusing to cooperate in virtually any way with the Guardian.3o

Mr. Comils cites as an example that Respondent rips up checks from the Guardian

made out to Vendors on his behalf, trying to force the Guardian to give him his money

directly and as part ofhis effort to eliminate the guardianship.31
..-.- - -_.- .~..' -'-'-'-~-----_._- _ ...

According to Mr. Comils, Respondent has also refused various offers of "help"

from the Guardian, such as grocery shopping in a similar attempt to get out from under

the guardianship.32

Mr. Comils further testified that Respondent exhibits the same types of behavior

to him, but CHOICESIMr. Comils have a different approach, which involves negotiation

and discussion, does not involve coercion and where the natural consequences of

Respondent's actions are allowed to occur.33

29,C ofPaul Comils Affidavit.
30~ ofPaul Comils Affidavit.
31 'IE ofPaul Comils Affidavit.
32 'if ofPaul ComUs Affidavit.
33 'G of Paul ComUs Affidavit. .

Submission for Representation Hearing Page 10
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(D) 2006/2007 Guardianship Proceedings

In late November, 2006, I was invited to subpoena documents pursuant to a

protective order in the Zyprexa Products Liability Litigation,34 that had been culled from

some 15 million pages of documents produced by Eli Lilly, the manufacturer, by an

expert retained in that case. Getting such information legally out to the public would

advance PsychRights strategic goals so I looked for an appropriate case from which to

subpoena the documents. On December 5, 2006, I met with Mr. Bigley at API and

determined his was a suitable case.3S

On December 6, 2006, I filed a petition in the guardianship proceeding, Case No.

3AN 04-545 PG, to:

(1) Tenninate the Guardianship.

(2) Remove the Guardian and appoint a successor ofRespondcnt's choice.

(3) Amend the powers of the Guardian under the Guardianship Plan to the least
restrictive necessary to meet Respondent's essential requirements for physical
health and safety.

(4) Review and reverse the decision of the guardian to consent to the administration
of psychotropic medication against the wishes ofRespondent.

34 MDL 1596, United States District Court for the Eastern District ofNew York.
3' Great consternation has ensued over my subpoenaing and releasing these documents to
the New York Times and other persons, but I am not otherwise addres~ilig it here.
However, all of the court documents and related material are available on the Internet at
http://psycbrights.orglStates/AlaskalCaseXX.htm. Because ofhow much Zyprexa is
prescribed, I was pretty sure when I subpoenaed the documents that Mr. Bigley had been
prescribed it pursuant to a forced drugging order. He had. Appendix 28. He was also later
"taken down" with a Zypexa injection, in what is mown as an "1M Backup." Appendix
29. To me the opportunity to subpoena an expert who had already combed the documents
and could testify to them was "low hanging fruit." In con~ I think it is fair to
characterize Eli Lilly's view of how the events ended up transpiring as a "drive by
shooting."
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(5) Amend the powers of the Guardian to eliminate the authority to consent to
mental health treatment.

After numerous proceedings, this resulted in a settlement agreement on July 20,

2007, which (a) established some parameters for the administration of the guardianship

and (b) provided Respondent with a clear path towards tenninating his guardianship

(Guardianship Settlement Agreement). A5 relevant bere, the Guardianship Settlement

Agreement provides:

4.2. Increase ofDiscretionary Funds. It is recognized the amounts
available for food and spending money (Discretionary Funds)
are low and efforts will be made to find housing acceptable to
Respondent which will increase the amount ofDiscretionary
Funds. To that end, the Guardian shall make its best efforts to
obtain subsidized housing for Respondent that will allow an
increase in Respondent's Discretionary Funds. '"

6. Mental Health Services. Respondent has largely been unwilling to accept
mental health services. Some services that Respondent may hereafter, from
time to time, desire are identified in the subsections 1&'1at follow. Others may
be identified later. To the extent Respondent, from time to time, desires such
services, the Guardian and API will support the provision ofsuch services,
including taking such steps as may be required of them to facilitate the
acquisition thereof to the best of their ability.36

6.2. Extended Services. Extended services, such as Case Management,
Rehabilitation, Socialization, Chores, etc., beyond the standard limits
for such services.

6.3. Other Services. Additional "wrap.around" or other types of services
Respondent, from time to time, desires.

7. Involuntary Commitment Proceedings. The Guardian will make 8 good
faith effort to (a) avoid filing any initiation of involuntary commitment
petitions against Respondent under AS 47.30.700. In making such efforts,

36 A footnote here, states: "By agreeing to this stipulation API is not making any judgment
regarding eligibility standards under Medicaid regulations."
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the Guardian will explore all available alternatives, including notifying and
requesting the assistance ofRespondent's counsel herein, James B. Gottstein.

7.2. Unless the Guardian determines it is highly probable that serious
illness, injury or death is imminent, in the event the Guardian believes
a petition to initiate involuntary commitment might be warranted,
rather than the Guardian filing such a petition, the Guardian shall
relay its concerns to another appropriate party for evaluation. Without
in any way limiting the generality of the foregoing, appropriate
parties, might be Respondent's outpatient provider, if any; other
people working with him; or other people who know him.

8. Psychotropic Medications. API shall not accept a consent by the Guardian to
the administration of psychotropic medication, while Respondent is
committed to API to which Respondent objects.

RI. Substaotive and Procedural Matters

The core holding of the Alaska Supreme Court in Myers is:

[A] court may not permit a treatment facility to administer psychotropic
drugs unless the court makes fmdings that comply with all applicable
statutory requirements and, in addition, expressly finds by clear and·
convincing evidence that the proposed treatment is in the patient's best
interests and that no less intrusive alternative is available.]7

(A) Best Interests

In addressing the required Myers requirements, API must rebut the following,

which is taken from the Affidavit of Robert Whitaker filed in the forced drugging

proceeding API abandoned last September, a certified copy ofwhich is filed herewith.3B

n. Onrview of Research Literature 00 Schizophrenia and Standard
Aotipsychotic Medication

5. Although the public has often been told that people with schizophrenia
suffer from too much "dopamine" in the brain, researchers who investigated
this hypothesis during the 19705 and 19805 were unable to fmd evidence

37 38 P.3d at 254, emphasis added.
3B 3AN 08.} 064PR
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that people so diagnosed have, in fact, overactive dopamine systems.
Within the psychiatric research community, this was widely acknowledged
in the late 19805 and early 1990s. As Pierre Deniker, who was one of the
founding fathers ofpsychopharrnacology, confessed in 1990: uThe
dopaminergic theory of schizophrenia retains little credibility for
psychiatrists."39

6. Since people with schizophrenia have no known uchemical imbalance" in
the brain, antipsychotic drugs cannot be said to work by "balancing" brain
chemistry. These drugs are not like "insulin for diabetes." They do not
serve as a corrective to a known biological abnormality. Instead, Thorazine
and other standard antipsychotics (also known as neuroleptics) work by
powerfully blocking dopamine transmission in the brain. Specifically, these
drugs block 70% Lo 90% of a particular group ofdopamine receptors
known as D2 receptors. This thwarting of normal dopamine transmission is
what causes the drugs to be so problematic in terms of their side effects.

8. Psychiatry's belief in the necessity ofusing the drugs on a continual
basis stems from two types of studies.

a) First, research by the NIMH has shown that the drogs are more
effective than placebo in curbing psychotic symptoms over the short
term (six weeks).40

b) Second, researchers have found that ifpatients abruptly quit taking
antipsychotic medications, they are at high risk ofrelapsing. 41

9. Although the studies cited above provide a rationale for continual drug
use, there is a long line ofevidence in the research literature, one that is not
generally known by the public or even by most psychiatrists, that shows
that these drugs, over time, produce these results:

a) They increase the likelihood that a person will become chronically ill.
b) They cause a host of debilitating side effects.
c) They kad to early deatn.

39 Deniker, P. "The neuroleptics: a historical survey." Acta Psychiatrica Scandinavica 82,
supplement 358 (1990):83-87.
40 Cole, J, et a1. "Phenothiazine treatment in acute schizophrenia." Archives ofGeneral
Psychiatry 10 (1964):246-61.

. fJ Gilbert, P, et a1. "Neuroleptic withdrawal in schizophrenic patients." Archives oj
General Psychiatry 52 (1995):173-188.
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Ill. Evidence Revealing Increased Chronicity ofPsycbotic Symptoms

10. In the early 19605, the NIMH conducted a six-week study of344
patients at nine hospitals that documented the efficacy of antipsychotics in
knocking down psychosis over a short term. (See footnote five, above).
The drug-treated patients fared better than the placebo patients over the
short tenn. However, when the NIMH investigators followed up on the
patients one year later, they found, much to their surprise, that it was the
drug-treated patients who were more likely to have relapsed! This was the
first evidence of a paradox: Drugs that were effective in curbing psychosis
over the short term were making patients more likely to become psychotic
over the long tenn."2

II. In the 1970s, the NIMH conducted three studies that compared
antipsychotic treatment with "environmental" care that minimized use of
the drugs. In each instance, patients treated without drugs did better over
the long term than those treated in a conventional manner."3, 44, "" Those
findings led NIMH scientist William Carpenter to conclude that
"antipsychotic medication may make some schizophrenic patients more
wlnerable to future relapse than would be the case in the natural course of
the illness."

~ 2. In the 1970s, two physicians at McGill University, Guy Chouinard and
Barry Jones, offered a biological explanation for why this is so. The brain
responds to neuroleptics and their blocking ofdopamine receptors as
though they are a pathological insult. To compensate, dopaminergic brain
cells increase the density of their D2 receptors by 40% or more. The brain
is now "supersensitive" to dopamine, and as a result, the person has become
more biologically vulnerable to psychosis than be or she would be
naturally. The two Canadian researchers wrote: "Neuroleptics can produce
a dopamine supersensitivity that leads to both dyskinetic and psychotic
symptoms. An implication is that the tendency toward psychotic relapse in

42 Schooler, N, et a1. "One year after discbarge: community adjustment of schizophrenic
fatients." American Journal o/Psychiatry 123 (1967):986-95.
3 Rappaport, M, et al. "Are there schizophrenics for whom drugs may be unnecessary or

contraindicated?" Int Pharmacopsychiatry 13 (1978):100-11.
44 Carpenter, W, et a1. "The treatment of acute schizophrenia without drugs." American
Journal ofPsychiatry 134 (1977):14-20.
4" Bola J, et at. "Treatment of acute psychosis without neuroleptics: two-year outcomes
from the Soteria project." Journal o/Nervous Mental Disease 191 (2003):219-29.
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a patient who had developed such a supersensitivity is determined by more
than just the normal course of the illness. 46

13. MRl-imaging studies have powerfully confmned this hypothesis.
During the 19905, several research teams reported that antipsychotic drugs
cause atrophy of the cerebral cortex and an enlargement of the basal
ganglia.41

• 48.49 In 1998, investigators at the University ofPennsylvania
reported that the drug-induced enlargement ofthe basal ganglia is
"associated with greater severity of both negative and positive symptoms."
In other words, they found that the drugs cause morphological changes in .
the brain that are associated with a worsening of the very symptoms the
drugs are supposed to alleviate.50

IV. Research Showing that Recovery Rates are Higher for Non­
Medicated Patients thaD for Medieated Patients.

14. The studies cited above show that the drugs increase the chronicity of
psychotic symptoms over the long teon. There are also now a number of
studies documenting that long-term recovery rates are much higher for
patients off antipsychotic medications. Specifically:

a) In 1994, Courtenay Harding at Boston University reported on the
long-term outcomes of 82 chronic schizophrenics discharged from
Vermont State Hospital in the late 1950s. She found that one-third of
this cohort had recovered completely, and that all who did shared one
characteristic: They had all stopped taking antipsychotic medication.

46 Chouinard, G, et a1. "Neuroleptic-induced supersensitivity psychosis." American
Journal ofPsychiatry 135 (1978):1409-10. Also see Chouinard, G, et al. "Neuroleptic-

II induced sl~persen3itivity psychosis: clinical and pharmacologic characteristics." American
Journal ofPsychiatry 137(1980):10-20.
47 Gur, R, et a1. "A follow-up magnetic resonance imaging study of schizophrenia. Il

Archives ofGeneral Psychiatry S5 (1998): 142-152.
48 Chakos M, et a1. "Increase in caudate nuclei volumes of first-episode schizophrenic
Eatients taking antipsychotic drugs." American Journal a/Psychiatry 151 (1994):1430-6.

9 Madsen A, et al. uNeuroleptics in progressive structural brain abnormalities in
fosychiatric illness." The Lancet 352 (1998): 784-5.

Gur, R, et a1. "Subcortical MRI volumes in neuroleptic-naive and treated patients with
schizophrenia." American JO'UTnal 0/Psychiatry 155 (1998):1711-17.
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The notion that schizophrenics needed to stay on antipsychotics all
their lives was a "myth," Harding said.S1.52. S3

b) In the World Health Organization studies, 63% of patients in the poor
countries had good outcomes, and only one-fuird became chronically
ill. In the U.S. countries and other developed countries, only 37% of
patients had good outcomes, and the remaining patients did not fare so
well. In the undeveloped countries, only 16% of patients were
regularly maintained on antipsychotics, versus 61% ofpatients in the
developed countries.

c) In response to this body of literature, physicians in Switzerland,
Sweden and Finland have developed programs that involve
minimizing use of antipsychotic drugs, and they are r~ortiJl.1 much
better results than what we see in the United StateS.'4. 5,56.' In
particular. Juko Seikkula recently reported that five years after initial
diagnosis, 82% of his psychotic patients are symptom-free, 86% have
returned to their jobs or to school, and only 14% ofhis patients are on
antipsychotic medications.'1 .

d) This spring, researchers at the University ofIllinois Medical School
reported on the long-term outcomes ofschizophrenia patients in the
Chicago area since 1990. They fOWld that 40% ofthose who refused
to take their antipsychotic medications were recovered at five-year and

.51 Harding, C. "The Vennont longitudinal study ofpmons with severe mental illness,"
American Jour1lill a/Psychiatry 144 (1987):727-34.
~ Harding, C. "Empirical correction of seven myths about schizophrenia with implications
for treatment." Acta Psychiatrico Scandinavica 90, suppl. 384 (1994):140-6.
'3 McGuire, P. "New hope for people with schizophrenia," APA. Monitor 31 (February
2000).
.54 Ciampi, L, et al. "The pilot project Sotena Berne." British Journal 0/Psychiatry 161,
supplement 18 (1992):145-53.
5~ Cullberg J. "Integrating psychosocial therapy and low dose medical treatment in a total
material of first-episode psychotic patients compared to treatment as usual." Medical
Archives 53 (199):167-70.
,~ Cullberg J. "One-year outcome in first episode psychosis patients in the Swedish
Parachute Project. Acta Psychiatrica Scandinavica 106 (2002):276-85.
.57 Lehtinen V. et a1. "Two-year outcome in first-episode psychosis according to an
integrated model. European Psychiatry 15 (2000):312-320.
sa Seilckula J, et at. Five-year experience of first-episode nonaffective psychosis in open­
dialogue approach. Psychotherapy Research 16/2 (2006): 214-228.
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15-year followup exams, versus five percent of the medicated
patients.59

V. Harmful Side Effects from Antipsychotic Medications

15. In addition to,making patients chronically ill, standard antipsychotics
cause a wide range of debilitating side effects. Specifically:

a) Tardive dyskinesia. The most visible sign oftardive dyskinesia is a
rhythmic movement of the tongue, which is the result of pennanent
damage to the basal ganglia, which controls motor movement. People
suffering from tardive dyskinesia may have trouble walking, sitting
still, eating, and speaking. In additiOll, people with tardive dyskinesia
show accelerated cognitive decline. NIMH researcher George Crane
said that tardive dyskinesia resembles "in every respect known
neurological diseases, such as Huntington's disease, dystonia
musculorum deformans, and postencephalitic brain damage."6O
Tardive dyskinesia appears in five percent ofpatients treated with
standard neuroleptics in one year, with the percentage so afflicted
increasing an additional five percent with each additional year of
exposure.

b) Akathisia. This is an inner restlessness and anxiety that many patients
descn'be as the worst sort oftorment. This side effect has been linked
to assaultive, murderous behavior.61, 62, 63. 64, 6.5

.59 Harrow M, et al. "Factors involved in outcome and recovery in schizophrenia patients
not on antipsychotic medications." Journal o/Nervous and Mental Disease 195 (2007):
406-414.
60 Crane, G. "Clinical psychopharmacology in its 201h year," Science 181 (1973):124-128.
Also see American Psychiatric Association, Tardive Dyskinesia: A Task Force Report
(1992). .
~l Shear, K et a1. "Suicide associated with akatbisia and deport fluphenazine treatment,"
Journal ofClinical Psychopharmacology 3 (1982):235-6.
62 Van Putten, T. ''Behavioral toxicity of antipsychotic drugs." Journal ofClinical
Psychiatry 48 (1987):13-19.
61 Van Putten, T. "The many faces of akathisia," Comprehensive Psychiatry 1691975):43­
46.
64 Herrera, J. "High-potency neuroleptics and violence in schizophrenia," Journal of
Nervous and Mental Disease 176 (1988):558-561.
65 Galynker, 1. "Akathisia as violence." Journal ofClinical Psychiatry 58 (1997):16-24.
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c) Emotional impairment. Many patients describe feeling like "zombies"
on the drugs, In 1979, UCLA psychiatrist Theodore van Putten
reported that most patients on antipsychotics were spending their lives
in ''virtual solitude, either staring vacantly at television, or wandering
aimlessly around the neighborhood, sometimes stopping for a nap on a
lawn or a park bench ... they are bland, passive, lack initiative, have
blunted affect, make short, laconic replies to direct questions, and do
not volunteer symptoms ... there is a lack not only of interaction and
initiative, but of any activity whatsoever.66 The quality of life on
conventional neuroleptics, researchers agreed, is "very poor." 67

d) Cognitive impairment. Various studies have found that neuroleptics .
reduce one's capacity to learn and retain information. As Duke
University scientist Richard Keefe said in 1999, these drugs may
"actually prevent adequate learning effects and worsen motor skills,
memory function, and executive abilities, such as problem solving and
performance assessment.n6I

d) Other side effects of standard nemoleptics inclUde an increased
incidence ofblindness, fatal blood clots, arrhythmia, heat stroke,
swollen breasts, leaking breasts, obe~~ sexual dysfunction. skin
rashes and seizures, and early death.'" 6,71 Schizophrenia patients
now commit suicide at 20 times the rate they did prior to the use of
neuroleptics.72

66 Van Putten, T. "The board and care home." Hospital and Community Psychiatry 30
p979):461-464. .
7 Weiden P. "Atypical antipsychotic drugs and long-term outcome in schizophrenia."

Journal ofClinical Psychiatry 57, supplement 11 (1996):53-60. . .
, 68 Ket:fe, R. "Do novel antipsychotics improve cognition?" Psychiatric An.'1als 29
p999):623-629.
9 Arana, G. "An overview of side effects caused by typical antipsychotics." Journal of

Clinical Psychiatry 61, supplement 8 (2000):5-13.
70 Waddington, J. "Mortality in schizophrenia." British Journal ofPsychiatry 173
(1998):325-329. .
71 ]oukamaa, M, et a1. Schizophrenia, neuroleptic medication and mortality. British
Journal ofPsychiatry 188 (2006):122-127.
72 Healy, D et al. "Lifetime suicide rates in treated schizophrenia." British Journal of
Psychiatry 188 (2006):223-228.
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VI. The Research Literature on Atypical Antipsychotics

16. The conventional wisdom today is that the "atypical" antipsychotics
that have been brought to market-Risperdal, Zyprexa, and Seroquel, to
name three-are much better and safer than Haldol, Thorazine and the
other older drugs. However, it is now clear that the new drugs have no such
advantage, and there is even evidence suggesting that they are worse than
the old ones.

17. Risperdal, which is manufactured by Janssen, was approved in 1994.
Although it was hailed in the press as a "breakthrough "medication, the
FDA, in its review ofthe clinical trial data, concluded that there was no
evidence that this drug was better or safer than Haldol (haloperidol.) The
FDA told Janssen: "We would consider any advertisement or promotion
labeling for RISPERDAL false. misleading, or lacking fair balance under
section SO 1 (a) and 502 (n) of the ACT if there is presentation of data that
conveys the impression that rispcridone is superior to haloperidol or any
other marketed antipsychotic drug product with regard to safety or '
effectiveness."73

18. After Risperdal (risperidone) was approved, physicians who weren't
funded by Janssen were able were able to conduct independent studies of
the drug. They concluded that risperidone, in comparison to Haldol, caused
a highe~ incidence ofParkinsonian symptoms; that it was more likely to stir
akathisia; and that many patients had to quit taking the drug because it
didn't knock down their psychotic symptoms.7.,7S, 76,77,71 Jeffrey Mattes,
director of the Psycbophannacology Research Association, concluded in
1997: "It is possible, based on the available studies, that risperidone is not

73 FDA approval letter from Robert Temple to Janssen Research Foundation, December
21, 1993.
74 Rosebush, P. ''Neurologic side effects in neuroleptic-naive patients treated with
haloperidol or risperidone." Neurology 52 (1999):782-785. .
75 Knable, M. "Extrapyramidal side effects with risperidone and haloperidol at comparable
D2 receptor levels." Psychiatry Re~earch: Neuroimaging Section 75 (1997):91-101.
76 Sweeney, J. IIAdverse effects ofrisperidone on eye movement activity."
Neuropsychopharmacol~gy 16 (1997):217-228.
77 Carter, C. "Risperidone use in a teaching hospital during its first year after market
approval." Psychopharmacology Bulletin 31 (1995):719-725.
7 Binder, R. "A naturalistic study of clinical use of risperidone." Psychiatric Services 49
(1998):524-6.
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as effective as standard neuroleptics for typical positive symptOIns.,,79
Letters also poured into medical journals linking risperidone to neuroleptic
malignant syndrome, tardive dyskinesia, tardive dystonia, liver toxicity,
mania, and an unusual disorder ofthe mouth called Urabbit syndrome."

19. ZyprexB, which is manufactured by Eli Lilly, was approved by the FDA
in 1996. This drug, the public was told, worked in a more "comprehensive"
manner than either risperidone or haloperidol, and was much "safer and
more effective" than the standard neuroleptics. However. the FDA, in its
review of the trial data for Zyprexa, noted that Eli Lilly had designed its
studies in ways that were "biased against haloperidol." In fact, 20 of the
2500 patients treated with Zyprexa in the trials died. Twenty-two percent of
the Zyprexa patients suffered a "serious" adverse event, compared to 18
percent of the Haldol patients. There was also evidence that Zyprexa caused
some sort ofmetabolic dysfunction, as patients gained nearly a pound per
week. Other problems that showed up in Zyprexa patients included
Parkinsonian symptoms. akathisia. dystonia. hypotension, constipation.
tachycardia, seizures. liver abnormalities. white blood cell disorders. and
diabetic complications. Moreover, two-thirds of the Zyprexa patients were
unable to complete the trials either because the drugs didn't work or
because of intolerable side effects.1o

20. There is now increasing recognition in scientific circles that the atypical
antipsychotics are no better than the old drugs. and may in fact be worse.
Specifically:

a) In 2000, a team ofEnglish researchers led by 19hn Geddes at the
University of Oxford reviewed results from 52 studies, involving
12,649 patients. They concluded: "There is no clcar evidence that
atypicals are more effective or are better tolerated than conventional
antipsychotics." The English researchers noted that Janssen, Eli Lilly
and other manufacturers ofatypicals had used various ruses in their
clinical trials to make their new drugs look better than the old ones. In
particular, the dro§ companies had used "excessive doses of the
comparator drug." 1

79 Mattes, J. ''Risperidone: How good is the evidence for efficacy?" Schizophrenia Bulletin
23 (1997):155-161.
10 See Whitaker, R. Mad in America. New York: Perseus Press (2002):279-281.
11 Geddes, J. "Atypical antipsychotics in the treatment of schizophrenia." British Medical
Journal 321 (2000):1371-76.

1
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b) In 2005, a National Institute ofMental Health study found that that
were "no significant differences" between the old drugs and the
atypicals in terms of their efficacy or how well patients tolerated them.
Seventy-fIve percent ofthe 1432 patients in the study were unable to
stay on antipsychotics owing to the drugs' "inefficacy or intolerable
side effects," or for other reasons.&2

c) In 2007, a study by the British government found that schizophrenia
patients had better "quality of life" on the old drugs than on the new
ones.13 This finding was quite startling given that researchers had
previously determined that patients medicated with the old drugs had a
"very poor" quality of life.

20. There is also growing evidence that the atypicals may be exacerbating
the problem of early death. Although the atypicals may not clamp down on
dopamine transmission quite as powerfully as the old standard neuroleptics,
they also block a number of other neurotransmitter systems, most notably
serotonin and glutamate. As a result, they may cause a broader range of
physical ailments, with diabetes and metabolic dysfunction particularly
common for patients treated with Zyprexa. In a 2003 study of Irish patients,
25 ofn patients (35%) died over a period of7.5 years, leading the
researchers to conclude that the risk of death for schizophrenics bad
"doubled" since the introduction of the atypical antipsycbotics. 14

vn. Conclusion

21. In summary, the research literature reveals the following:

a) Antipsychotics increase the likelihood that a person will become
chronically ill.

b) Long-term recovery rates are much higher for unmedicated patients
than for those who are maintained on antipsychotic drugs.

82 Lieberman, J, et a1. "Effectiveness of antipsychotic drugs in patients with
schizophrenia." New England Journal o/Medicine 353 (2005):1209-1233.
13 Davies, L, et al. "Cost-effectiveness of first- v. second-generation antipsychotic drugs."
The British Journal ofPsychiatry 191 (2007):14-22.
14 Morgan, M, et al. "Prospective analysis ofpremature morbidity in schizophrenia in
relation to health service engagement." Psychiatry Research 117 (2003): 127-35.

1

8-1311

Submission for Representation Hearing

Exc.43

Page 22



c) Antipsychotics cause a host of debilitating physical, emotional and
cognitive side effects, and lead to early death.

d) The new "atypical" antipsychotics are not better than the old ones in
terms of their safety and tolerability, and quality of life may even be
worse on the new drugs than on the old ones.

The foregoing makes clear that the continued forced drugging of Mr. Bigley is not

in his best interests.

(B)There is 8 Less IDtruslve AlterDative Available

Mr. Whitaker's Affidavit discusses successful less intrusive alternatives. In

addition, the affidavit ofRonald Bassman, PhD filed in the same case, a certified copy of

which is filed herewith, testifies to less intrusive alternatives, and included citations to the

scientific literature. In particular, Dr. Bassman testifies:

In the above concepts promoting recovery there is a conspicuous
absence of psychiatric medication. Psychologist Courtenay Harding,
principal researcher of the "Vermont Longitudinal Study," has empirically
demonstrated that people do recover from long-term chronic disorders such
as schizophrenia at a minimum rate of 32 % and as high as 60%. These
studies have consistently 'found that half to two thirds ofpatients significantly
improved or recovered, including some cohorts ofvery chronic cases. The 32
% for full recovery is with one of the five criteria being no longer taking any
psychiatric medication. Dr. Harding in delineating the seven myths of
schizophrenia, addresses the myth about psychiatric medication. Myth
number 5. Myth: Patients must be on medication all their lives. Reality: It
may be a small percentage who need medication indefmitcly. According to
Harding and Zahniser, the myths limit the scope and effectiveness of
tl'e:ltments available to patients.

(citations omitted, italics in original, underlining added)
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Sarah Porter, who happened to be in Anchorage, was qualified as an expert in the

afea of alternative treatments and testified to the following:Bs

A. I've worked in the mental health [field) in New Zealand fOf the last 15
years in a variety of roles. I'm currently employed as a strategic advisor by
the Capital and Coast District Health Board. I'm currently doing a course of
study called the Advanced Leadership and Management in Mental Health
Program in New Zealand. And, in fact, the reason I'm here is, 1won a
scholarship through that program to study innovative programs that are going
on in other parts of the world so that I could bring some of that information
back to New Zealand. I also have personal experience of using mental health
services which dates back to 1976 when I was a relatively young child....
set up and run a program in New Zealand which operates as an alternative to
acute mental health services. Ifs called the KEYWA Program. That's spelled
K-E-Y·W-A. Because it was developed and designed to operate as an
alternative to the hospital program that currently is provided in New Zealand.
That's been operating since December last year, so it's a relatively new
program, but our outcomes to date have been outstanding, and the funding
body that provided with the resources to do the program is extremely excited
about the results that we've been able to achieve, with people receiving the
service and helping us to assist and [starting] out more similar programs in
New Zealand.

QYou're a member ofthe organization called INTAR, is that correct?

A I am a member ofINTAR, which is the International Networlc of
Treatment Alternatives for Recovery. And I'm also a member ofthe New
Zealand Mental Health Foundation, which is an organization in New Zealand
that's charged with the responsibility for promotion ofmental health and
prevention of mental disability in New Zealand.

Q Okay. Are there •• can you describe a little bit what !NTAR is about?

A !NTAR is an intcmation.l1 network ofpeople who are interested in
promoting the knowledge about, and availability of access to alternatives to
traditional and mainstream approaches to treating mental distress. And
INTAR is really interested in identifying successful methods of working with
people experiencing distress to promote mental well being, and, in particular,

IS Tr. 9/5/2007:73-81.
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alternatives to the use ofmainstream medical model or medication type
treatments.

Q And are there people in INTAR that are actually running those kind of
programs?

A There are. There's a wide variety ofpeople doing that. And some ofthem
are, also, themselves, interestingly, have backgrounds in psychiatry and
psychology.

Q ... Are there members ofINTAR who are psychiatrists?

A There are. Indeed. Yes, indeed.

QDo you know _. do you remember any of their names?

A Dr. Peter Stastny is a psychiatrist, Dr. Pat [Bracken], who manages the
mental health services in West Cork, Ireland, and also in parts ofEngland, as
a psychiatrist. . .

QOkay. Is it fair to say that all these people believe that there should be
other methods of treating people who are diagnosed with mental illness than
insisting on medication?

A Absolutely, there are. And that's quite a strong theme, in fact, for _ for that
group, and I believe that it's based on the fact that there is now growing
recognition that medication is not a satisfactory answer for a significant
proportion ofthe people who experience mental distress, and that for some
people.. .it creates more problems than solutions....

Q. Now, I believe you testified that you have experience dealing with those
sorts of people as well, is that correct?

AI do.

QAnd would that include someone who has been in the system for a long
time, who is on and offdrugs, and who might refuse them?

A Yes. Absolutely. We've worked with people in our services across the
spectrum. People who have had long tenn experience ofusing services and
others for whom it's their rust presentation.
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QAnd when you say "long term use of services, II does that include .- does
that mean they need medication?

A Unfortunately, in New Zealand the primary form of treatment, until very
recent times, has been medication, through the lack of alternatives.... And
we're just now beginning to develop alternatives. They'd offer people real
choice and options in terms of what is available instead ofmedication that
might enable people to further address the issues which are raised by the
concerns related to their mental state.

QAnd I think I understood you to say that the program that you run along
that line has had very good outcomes, is that correct?

A It has. The outcomes to date have been outstanding. The feedback from
services users and from other people working with the services -- both,
peoples families and the clinical personnel working with those people has
supported the approach that we have taken.

QAnd is -- and I think you said tha.t, in fact, it's been so impressive tha.t the
government is looking at expanding that program with more funding?

A Indeed. And, in fact, right across New Zealand they are now looking at
what can be done to create -- make resources available to set up...more such
services in New Zealand...

QIs there a philosophy that you might describe in terms of how -- that would
go along with this kind of alternative approach?

A The way that I would describe that is that itls .- itls really about
relationships. It's about building a good therapeutic relationship with the
person in distress and supporting that person to recognize and come to terms
with the issues that are going on in their life, in such a way that builds a
therapeutic alliance and is based on negotiation, rather than the use of force
or coercion, primarily...

A ...because we recognize that the use of force and coercion actually
undermines the therapeutic relationship and decreases the likelihood of
compliance in the long term with whatever kinds of treatment or support has
been implicated for the person. So we have created and set up our service
along the lines of making relationship and negotiation the primary basis for
working with the person and supporting the person to reflect on and .
reconsider what's going on to create what might be defined as a crisis, and to
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devise strategies and plans for how the person might be with the issues and
challenges that they face in their life. . ..

Q Now, you mentioned·- I think you said that coercion creates problems.
Could you describe those kind of problems?

A Well, that's really about the fact that [there is] growing recognition - I
think worldwide, but particularly in New Zealand, that coercion, itself,
creates trauma and further distress for the person, and that that, in itself,
actually undermines the benefits ofthe treatment that is being provided in a
forced context. And so our aiming and leaching is to be able to support the
person to resolve the issues without actually having to trample...on the
person's autonomy, or hound them physically or emotionally in doing so.

Q And I think you testified that would be ·-include people who have been in
the system for a long time, right?

A It does, indeed. Yes.

QAnd would that include people who have been coerced for a long time?

A In many cases, yes....

QAnd - and have you seen success in that approach?

A We have. It's been phenomenal, actually. Jim, I've been·· personally, I ··1
had high hopes that it would work, but I've...been really impressed how well,
in fact, it has worked.

The affidavit of Paul Comils, a certified copy ofwhich is filed herewith shows a

less intrusive alternative is available.

It is expected Mr. Whitaker, Ms. Porter and Dr. Bassman can be available for

further testimony and cross-examination by telephone and Paul Comils in person.

API may not avoid its obligation to provide a less intrusive alternative by choosing

to not make it available. Wyatt v. SticJcney, 344 F.Supp. 387, 392 (M.DAla.l972) ("no

default can be justified by a want of operating funds."), affinned, Wyatt v. Anderholt, 503
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F.2d 1305, 1315 (5th Cir. I974)(state legislature is not free to provide social service in a

way that denies constitutional right). In Wyatt the federal courts required the State of

Alabama to spend funds in specific ways to provide constitutionally adequate services.

Having invoked its awesome power to confine Respondent and having sought to

exercise its similarly awesome power to forcibly medicate him against his will "for his own

good, II Respondent's constitutional right to a less intrusive alternative has sprung into

being. This is what Myers holds. Wyatt holds that API may not avoid its obligation to do

so merely by choosing not to provide the less intrusive alternative, i.e., providing a social

service that denies Respondent's right to a less intrusive alternative.

Neither should API be allowed to again discharge its obligation to provide a less

intrusive alternative by discharging Mr. Bigley from the hospital so it can pick him up at a .

later point when PsychRights is not available to represent him.

IV. Procedural blues

In addition to the substantive issues of best interests and less intrusive alternative,

there are a some procedural issues which are hereby raised at this time.

(A) Objection to Referral to the Probate Master.

First, Mr. Bigley objects to the referral of the forced drugging petition to the

Probate Master pursuant to Probate Rule 2(c). There are many reasons why the referral to

the Probate Master should not be maintained.

(1) Objections to an Unfavorable Recommendation Will Be Filed.

For the substantive reasons that (i) the forced drugging is not in Mr. Bigley's best

interests, and (ii) there is a less intrusive alternative available, objections Wlder Probate
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Rule 2(f) will be filed to an unfavorable recommendation. Mr. Bigley respectfully

suggests both practicality and the Superior Court taking its obligations to consider both of

these Myers requirements seriously, dictate that it handle the case directly.

(2) Probate Rule 2(b)(3)(D) is Invalid

Another reason why the referral to the Probate Master should not be maintained is

that Probate Rule 2(b)(3)(D), providing that the master's recommendation to grant the

forced drugging petition is effective pending superior court review is invalid.

In MyerJ v. AlaskD Psychiatric Institute, 138 P.3d 238,254 (Alaska 2006), the

Alaska Supreme Court held:

(A] court may not permit a treatment facility to administer psychotropic
drugs unless the court makes findings that comply with all applicable
statutory requirements and, in addition, expressly finds by clear and
convincing evidence that the proposed treatment is in the patient's best
interests and that no less intrusive alternative is available.

(emphasis added).

Probate Rule 2(b)(3)(0) making the Probate Master's recommendation to approve

the forced drugging petition effective before Superior Court approval is therefore invalid.

In Wetherhorn v. Alaska Psychiatric Institute, 156 P.3d 371,381 (Alaska 2007), the

Alaska Supreme Court held:

The expedited proc~ss requiri.:d for involuntary ~ommitm~nt proceedings is
aimed at mitigating the infringement of the respondent's liberty rights that
begins the moment the respondent is detained involuntarily. In contrast, so
long as no dJUgs have been administered, the rights to liberty and privacy
implicated by the right to refuse psychotropic medications remain intact.
Therefore, in the absence of an emergency, there is no reason why the
statutory protections should be neglected in the interests of speed.
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Probate Rule 2(bX3)(D) impennissibly dispenses with statutory protections as well

as the constitutional protections Wetherhorn requires ,86 Because these proceedings are

nonnally conducted in a pro forma manner, with respondents immediately forcibly

drugged, which the Alaska Supreme Court has equated with electroshock and lobotomy,17

without a meaningful opportunity to present a defense, and before even the Superior Court

has approved it, as required by Alaska Statutes, let alone given a chance for Supreme

Court review, Mr. Bigley feels he must make his objection to the employment ofProbate

Rule 2(b)(3)(D) prophylactically now in the event the referral to the Probate Master is

maintained and he recommends approval of the forced drugging petition.

If the referral to the Probate Master is maintained, and the Probate Master

recommends granting the forced drugging petition, in the alternative, Mr. Bigley

prophyla~tically moves for a stay pursuant to Probate Rule 2(f)(2), pending Superior Court

review.

In the alternative to that, Mr. Bigley prophylactically moves for a one week stay to

seek relief in the Supreme Court. This motion is supported by the foregoing discussion

and evidence regarding best interests and a less intrusive alternative.

86 Moreover, because Probate Rule 2(b)(3)(D) only makes the Probate Master's
detenninations as to capacity to give infonned consent effective pending Superior Court
Review and does not make the Probate Master's recommendations as to best interests and
less intrusive alternatives required by Myers effective pending Superior Court review, it
does not authorize the hospital to forcibly drug Respondent before Superior Court review
after Myers.
17 See, Myers 138 P3d at 242; WetherhoTn, 156 P.3d at 382.
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(3) Civil Rule 53(d)(1)'s Requirement of a Transcript is Violated As a
Matter of Course

Civil Rule 53(d)(I) requires a transcript accompany the Probate Master's report.

This requirement is routinely ignored. Mr. Bigley is entitled to have this role followed and

referral should not be maintained when this Court expects the Probate Master to violate the

rule."

(B)Tbe For~ed Drugging Petition is Premature

In Myers v. Alaska Psychiatric Il1Jtitute, the Alaska Supreme Court explained

involuntary commitments and forced drugging involve two separate steps:19

To treat an unwilling and involuntarily committed mental patient with psychotropic
medication, the state must initiate the second step of thepr~ by filing a second
petition, asking the court to approve the treatment it proposes to give.

This was reiterated in Wetherhorn v. Alaska Psychiatric Institute,90:

Unlike involuntary commitment petitions, there is no statutory requirement that a
hearing be held on a petition for the involuntary administration ofpsychotropic
drugs within seventy-two hours ofa respondent's initial detention. The expedited
process required for involuntary commitment proceedings is aimed at mitigating the
infringement of the respondent's liberty rights that begins the moment the
respondent is detained involuntarily. In contrast, so long as no drugs have been
administered, the rights to liberty and privacy implicated by the ,right to refuse
psychotropic medications remain intact. Therefore, in the absence of an
emergency, there is no reason why the statutory protections should be neglected in
the interests of speed.

.,

8B The failure of the Probate Masters to comply with Civil Rule 53(dXI) being fatal to a
superior court approval without a transcript is on appeal in 8-12677.
89 138 P.2d 238, 242-3 (Alaska 2006), emphasis added.
90 156 P.3d 371, 382 (Alaska 2007), footnotes omitted.
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AlASKA PSYCHIATRIC INSTITUTE

}{)SPITAL RECORD

Patient: BIGLEY, William S.
Case #: 00-56-65
Social History/Page 2

The patient has not received his GED, nor has he had any training of any
trades nor a~ college. He has been employed with Alaska Lumber and
Pulp since 1973 in Sitka and ;s presently on his vacation from this job.
He has never been in the armed services.

The patient enjoys reading as a hobby, and enjoys hiking and picnicking
as recreational activities.

Patient's religious preference is Nazarene.

The patient has no legal proble~, although his mother states that they
have attempted to lower his child support monies down because the mother
is asking for roore. The patient presently pays $400.00 a month for both
daughters 1n child support monies and another $400.00 for her house
trailer payments.

FAMILY HISTORY: The patient's two daughters live in Sitka, Alaska,
with the mother, who gained custody since their divorce

of last year {1979}. Th~ daughters are ages 5 and 3, and the ex-wife,
Peggy, is a 33-year-old, 'Ge~n born, white female.

The patient's biological father passed away in 1965 in Sitka. Alaska, at
the age of 37 fram heart and diabetic diseases.

The patient's mother, Rosalie Siverlng is 49-years-old and presently
lives in Anchorage. She has a 12th grade education and one year of
college. She had been liVing in Anchorage and had not seen her son
since his divorce of last year.

Mrs. Sivering's present husband is Mr. Carl S1vering. age 44, who has
just retired from the A~. He is presently looking for work. They
had been stationed in Anchorage since 1971 when he retired.

The patient has one brother, Richard Bigley, 28 years old, is married,
and lives in Sitka and also works for the same pulp company where 8111
works.

There are no behavioral, physical, or mental problems within the family,
and the family relationships are fine.

POST HOSPITAL RESOURCES: Patient will return to Sitka upon discharge.
He wi', continue to work with the Alaska

Lunmer and Pulp. He will continue to live with his brother, as he has
been. His box number is 1355, Sitka, Alaska. His followup will be with
Dr. Laughridge of the Sitka Menta' Health Clinic.

AXIS IV: Psychosocial Stressors: Unresolved and ongoing reaction
to divorce. ex-wife has custody of two daughters. pays large

child support and trailer payments to ex-wife.
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AlASKA PSYCHIATRIC INSTITUTE

t-DSPITAL RECORD

Patient: BIGLEY, William S.
Case t: 00-56-65
Social History/Page 3

Severity: 4, moderate.

AXIS V: Highest level of adaptive functioning during past year:
3, good.

Annie Bowen, MSW

AB:dh

d: 4/22/80
t: 4/25/80
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U.A.SICl:. PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

SAU
Randy Gager. NA III

'2r1~ ~Li£
EA~~

SLEEPING

ELHUNATION
HABITS

BODY POSTURE

GROOMWG &
HYGIENE

~tENSES

PROSTHETIC
DEVICES

Tll~E ALONE
& ACTIVITIES

INTERACTIONS

I~EMORY -- RECENT
AND PAST

MEDICATIONS

ACTING OUT

(ADMISSION)
WHAT PATIENT
THINKS HIS
PROBLEM IS

RG/sjb

ADMISSIO~ DATA BASE

Reports sporadic eating habits. 11~'henever 11 m
hungry". Twenty-three pound weight loss in last
4 months. No food allergies reported.

Last 5 days extremely difficult to sleep. No
recurring dreams or nightmares. Occasional nap.

No.problems reported.

Erect sitting and standing. Uo problem with
gait.

Whenever needed, usually X3 weekly. Disheveled
appearance.

NfA

One crown.

Normal amount. Feels comfortable when alone.
No hobbies.

Has friends. visits when he feels like it. Good
eye contact. Responses are guarded.

Both appear intact.

Denies recent use of street drugs or ETOH.

Would rather communicate than fight.

"It's complicated".

Patient: BIGLEY. William
Case #: 00-56-65

d: 4/15/80
t: 4,'17/80
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ALASKA PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

SAU
Randy Gager, NA 111
4/30J80

'&ifu~,(/~

SLEEPING

ELIMINATION
HABITS

BODY POSTURE

GROOMING &
HYGIENE

MENSES

PROSTHETIC
DEVICES

TIME ALONE
& ACTIVITIES

INTERACTIONS

MEMORY--RECENT
AND PAST

MEDICATIONS

ACTING OUT

DISCHARGE ASSESSMENT NOTE

Patient normally consumed 3 regular sized meals
per day, normal pace. Infrequent snacking noted
during the day. Nonmal consumption of liquids. No
food allergies reported.

Eight to ten hours of uneventful sleep at night.
No complaints of recurring dreams or nightmares.
Normally once asleep stays asleep. Several hour
naps throughout the day.

No problems reported.

Erect sitting and standing. No problem with gait.

Usually showered with change of clothing X3
weekly, hair 1s clean, but uncombed at this time.

NfA

Patient wears one crown.

Occasionally normal amount of time spent alone,
usually sits 1n day room, but interactions are
minimal. Occasionally would enter into unit
activities such as pool or ping pong, but short
attention was exhibited.

Speaks when spoken to. M1nimal 1n1t1ation of
interactions~ but speaks clearly and effectively.
Good eye contact.

Both appear intact.

Patient will be discharged with a two weeks' supply,
of Haldel 10 mg. taken b.i.d. and Cogentin 2 mg.
b.i.d.

Patient was on suicide awareness for severa' days
after admission, but no suicidal attempts made.
Patient at this time denies suicidal and homicidal
ideation. Has been cooperative with the staf..f' ". :..
throughout his admission.

•

Patient:
Case If

8-13116
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ALASKA PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

Patient: BIGLEY, William
Case #: 00-56-65
Discharge Assessment Note/Page 2

-

(DISCHARGE)
WHAT PATIENT
VERBALIZES AS
FOLLOW-UP CARE

RG/sjb

d: 4/30/80
t: 5/1/80

8-13116

Patient reports he will spend approximately one week
with his parents in Anchorage, then plans on returning
to Sitka where he does have employment.
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The Alaska Supreme Court thus specifically held it is a two-step process wherein

the forced drugging petition cannot proceed before the involuntary commitment process

has been completed:

Alaska requires a two-step process before psychotropic drugs may be administered
involuntarily in 8 non-crisis situation: the State must fmt petition for the
respondent's commitment to a treatment facility, and then petition the court to
approve the medication it proposes to administer. The second step requires that the
State prove by clear and convincing evidence that: (1) the committedpatient is
currently unable to give or withhold informed consent;91

Both Myers and Wetherhorn specifically referred to these two steps and to a

"committed" patient. In Myers this Court held the Forced Drugging Petition is filed after a

commitment has been granted.92 Thus, only after a commitment order has been signed by

the Superior Court Judge may a forced drugging petition be filed.

(C) Tbc Forced Drugging PetitioD Is Defective Ind 8t a Minimum,
API should Be Ordered to Conform it to the Requirements of Myers

In Myers 138 P.3d at 254, with respect to the required best interest element the

Alaska Supreme Court held:

At a minimum, we think that courts should consider the infonnation
that our statutes direct the treatment facility to give to its patients in order to
ensure the patient's ability to make an informed treatment choice. As
codified in AS 47.30.837(d)(2), these items include:... .

(B) information about ,he proposed medication, its purpose, the
method ofits administration, the recommended ranges of dosages,
possible side effects and benefits, ways to treat side effects, and risks
of other conditions, such as tardive dyskinesia;

9] 156 PJd at 382, emphasis added.
92 138 PJd at 242-3.
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(C) a review of the patient's history, including medication
history and previous side effects from medication;

CD) an explanation ofinteractions with other drugs, including
over-the-counter drugs, street drugs, and alcohol; ,., 93

The Alaska Supreme Court also cited with approval the Supreme Court of

Minnesota's requirement considering the following factors:

(1) the extent and duration of changes in behavior patterns and mental
activity effected by the treatment;

(2) the risks of adverse side effects;

. . .; and

(5) the extent of intrusion into thepatient's body and the pain
cormected with the treatment.9

All of these factors are drug and dose dependent and the last one relates to the

manner of administration. Thus, Myers specifically requires a drug by drug, dose by dose,

and manner of administration determination by the Court.

Sell v. United States, 539 U.S. 166, 123 S.Ct. 2174 (2003), a forced drugging to

make one competent to stand trial case, based on the requirements of the United States

Constitution, also requires a drug by drug analysis (liThe specific kinds of drugs at issue

may matter here as elsewhere. Different kinds of antipsychotic drugs may produce

different side effects and enjoy different levels of success."). "

93 138 P.3d 252, emphasis added.
94Id.

95 While Sell is a competence to stand trial case, the U.S. Supreme Court used the same
sort of standard constitutional law compelling state interest, further state interest and least
intrusive alternative analysis the Alaska Supreme Court employed in Myers and is fully
applicable here with respect to this issue.
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API has not changed its forced drugging petition form to comply with Myers. It is

therefore defective and should be dismissed for that reason. In the alternative, API should

be required to file an amended petition comporting with the requirements ofMyers. A

failure to do so is a violation of Mr. Bigley's due process rights.

V. Motion for Settlement Conference

Mr. Bigley has been abused enough. What API has done to him for 28 years and

some 75 admissions should not be allowed to continue. What API has done to Mr. Bigley

for 28 years and some 75 admissions is not working and something different should be

tried. Mr. Bigley hereby moves the Court to order a settlement conference to discuss a

better approach for Mr. Bigley. Mr. Comils affidavit describes a less intrusive alternative

and it seems preferable for the parties to get together to try and work something out before

the forced medication petition is heard.

DATED: March 6, 2008.

By: ~~/~'~ _

es B. Gottstein, Esq.
# 7811100

Submission for Representation Hearing
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization ofWilliam S. Bigley, )

Respondent, )

-----------)
Case No. 3AN 08-00247 PR
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ALASiat PSYCRIATRIC INSTITUTE

HOSPITAL RECORD

SOCIAL HIS10RY

Patient: BIGLEY, William S.
Case *: 00-56-65

8-13116
•

IDENTIFYING DATA: This is the first API admission for this 27-year­
divorced, Aleut/native male who is a mill hand from

Sitka) Alaska. committed under litle 47.

PRESENTING PROBLEM: Dr. South's admitting note states "First API
admission for a 27-year-old, divorced, native or

part-native male, mill hand, from Sitka committed under Title 47. He
was reportedly divorced recently, wife gained custody of two daughters,
ages 4 and 5. Patient reportedly has been threatening and bizarre.
subject to auditory hallucinations (he repQrtedly removed a crown from a
tooth because it contained a 'transmitter'). He 1s guarded and defensive,
unwilling to discuss any of these matters. but he does not directly deny
them, s1q»ly says 'I don't want to talk about it,' or 'J've talked to
people about that al~ady.' He wants to see a priest--he reportedly
stated he hid killed someone in Sitka but this was believed to be a
delusion. He looks depressed and near tears, denies he is depressed but
says 'I'm just sad,' also 'Hurt.' Denies suicide inclinations. torrectly
oriented. Appears anxious in that he sighs frequently, ·but he sits very
qUietly looking dejected. Denies hallucinations. Insight and judgment
ifl1Jai red. II Diagnosis: SchizophrenifoMII disorder.

PATIENT'S SUBJECTlVE SYMPTOMS: .When I asked patient why he thought
:.he was here, he sa1d he had just gotten

divorced and consequently had a nervous breakdown.

The following history was given mainly by the patient's mother, as well
as by the patient. The mother is Mrs. Sivering.

PREVIOUS PSYCHIATRIC TREATMENT: The patient says he has never had
any mental health hospitalizations;

however, a letter from Or. laughridge~ Ph.D., states patient was hos­
pitalized in Sitka for 48 hours and responded well to Thorazine. He did
not follow through with his meds after discharge.

PERSONAl HISTORY: The patient was born January 15, 1953, on Kodiak
island. He moved to Juneau in 1954, moved to Sitka

in 1960, and to Anchorage in 1966. He returned to Sitka in 1968. He
has lived in Sitka since.

The childhood illnesses the patient had were chickenpox, measles, and
mumps. He has been in no accidents, has had no operations, and has no
allergies.

The patient's relationships as a child were normal and average. His
relationship's as an adolescent were fine. He went as far as the 10th
grade having dropped out of school because he says he could not handle
it. His peer relationships as an adult have been normal and average.

Appendix, p 1
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ALJ.SYj, PSYCHIATRIC INSTI'I'UTE

HOSPTTAL RECORD

DISCHARGE SUMMARY

PATIENT: BIGLEY. William
CASE #: 00-56-65

DATE OF ~'ISSION: 4/15/80
DATE OF DISCHARGE: 4/30/80

CONDITION ON DISCHARGE: Patient was markedly improved. He was dis­
charged to the care of his parents.

-~- '-.
~ :-

- <.

Axis I: Schizophreniform disorder. 295.40.

Axis II: All disturbances limited to Axis I.

FINAL DIAGNOSIS:

IDENTIFYING DATA: This was the first API admission for this 27-year­
old. divorced, Aleut native male who is a m1l1hand

from Sitka, Alaska, committed under Title 47.

REASON FOR &CONDITION ON ADMISSION: Patient was admitted reportedly
having been threatening and bizarre.

subject to auditory hallucinations. For example, he mentioned that he
had removed a crown from a tooth because it contained a transmitter. On
admission, he was guarded and defensive. unwilling to discuss any of
these matters. but he did not directly deny them. He simply said he did
not want to talk about it. He wanted to see a priest. He repcrtedly
had stated that he killed someone in Sitka, but this was believed to be
a delusion. He was very recently divorced and his wife gained custody
of his two daughters. ages 4 and 5. On admission. he was very depressed,
near tears and made statements, such as tllimvery sad and I hurt. II He
denied suicidal ideations. ~is orientation was intact. ~e denied
hallucinations and his insight and judgment were impaired.

COURSE I" THE HOSPITAL: ·Patient respon~ ~11 to u,e ~1~ routine and
participated in the ward activities. He was

treated with Haldol 10 mg. b.i.d. which was started on 4/15/80 and on
4/17/80 after he developed some extrapyramidal problems, Cogent1n 2 mg.
p.o. b.i.d. was added. Physical examination did not reveal any signif­
icant abnormalities. Laboratory findings included a CBt. which showed
an RBC of 5.22, hemoglobin of 15.7) hematocrit of 44.9. and a normal
differential. Urinalysis was normal. RPR was non-reactive. A throat
culture after 48 hours showed positive staph lureus. sensitive \0 a
number of antib1otics~ Patient's depression improved rather rapidly and
with no further indication of hallucinations. and delusions, while he
was in the hospital. Towards the end of hospital treatment. his affect
became pleasant and cooperative. He was interacting well on the unit
and was anxious to be discharged.

Ax;s III: None.

Axis IV: Psychosocial stressors: Unresolved and
ongoing reaction to divorce. ex-wife has
custody of two daughters. pays large
child support and trailer payments to
ex-wife. Severity: 4, moderate.

5-13116
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ALAS}:;' PSYCHIATRIC INSTITUTE

I{)SPITAL RECORD

PATIENT: BIGlEY t ~lilliam Discharge Sumnary - con't.
C~SE #: 00-56-65 Page 2

Axis V: Highest level of adaptive functioning
during the past year: 3, good.

PROGNOSIS: Somewhat guarded depending upon the type of follaw-up
treatment patient will receive in dealing with his recent

divorce.

POST HOSPITAL PLAN: ~~dications and recommendations: Patient was to
stay for one week with his parents in Anchorage

before returning to Sitka where he will seek help either from the Menta'
Health Center or from the social "/orker at the P.H.S. Hospital in Mt.
Edgecumbe. Medication: Oischarge medication - Haldol '0 mg. b.1.d.,
Cogentin 2 mg. b. ; .d. .__ ._,.--_~

.-----v·~\
~ I -- . j ._ ...--..':.>
~. __- _'J

RA/ojb --- Robert Alberts. M.D.
Staff Psychiatrist

D. 5/5/80
T. 5/7/80

5-13116
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ALASKA PSYCHIATRIC INSTITUTE
HOSPITAL RECORD

DISCHARGE SUMMARY

PATIENT: BIGLEY, William Stanley
CASE N : 00-56-65

ADMISSION DATE:' 2/27/81
DISCHARGE DATE: 5/04/81

IDENTIFYING DATA: William Bigley is a 28 year old. Aleut/Indian/Cau-
casian, divorced, father, emp10yed in a pulp mill

industry in Sitka. Alaska. He is admitted to API for his third hos­
pitalization at API. The present admission results from referral from
the Sitka Jail per court order issued by Magistrate Marilyn Hanson,
requesting psychiatric evaluation and observation. Additionally, a
physician's certificate filed by Robert Hunter, M.D., as well as an
application for judicial commitment filed by Michael Boyd (Mental Health
Worker, Sitka, Alaska), also accompanies patient.

REASON FOR. AND CONDITION ON, ADMISSION: It should be mentioned that
the patient himself. at no

time throughout the course of this hospitalization, identified that he
had psychiatric problems or needs. From the very outset. he persisted
in viewing his difficulties as purely situational in nature, and in­
terpreted any problems that he might be struggling with as resulting
from the direct acts of persons other than himself.

He admits that during the several hour period prior to referral to API,
he had. been jailed in the Sitka Jail because he had failed to answer a
traffic citation. Notes which accompany hi. from the jail indicate that
Mr. Bigley behaved in a peculiar fashion while in jail and, in fact,
refused to leave the jail when he Was offered an opportunity to do so.
He seemed to be preoccupied with fearful thoughts that he might be
harmed by persons outside of the jail. For this reason,and the fact
that he refused to communicate in a logical or coherent way. he was
referred for psychiatric hospitalization at this time.

At the time of admission to the hospital, Mr. B1g1ey refuses to look at
the admitting physician. He sits in a very st1ff fashion with his head
and neck markedly extended as he sometimes gazes at the ceiling. but
more often closes his eyes and refuses to respond to specific questions.
He does respond with occasional monosyllabic replies or with very abrupt
answers to specific questions. He volunteers some information which
takes a form of a flood of accusations directed at the examining phy­
sician as well as the Sitka police. He also expresses angry thoughts
about other persDns in the Sitka community who he neglects to identify
by name. He reveals loosely structured delusional ideas. which have to
do with his being involved in some sort of spec;al mission to deal with
"aliens'l. These notions are mixed up with ideas about wanting to travel
to Easter Island as part of his mission to save the world from destruct­
ion. He refers to wanting to incarcerate all "junkies" on Alcatraz
Island. These observations are mentioned through clenched teeth and
interspersed with long periods of absolute mute, near catatonia. He
denies active aud;tory hallucinations or visual hallucinations.

API Fo~-d&i1}1i7A) 11/15/79
Appendi>$.. p 9
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ALASKA PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

Patient: BIGLEY, William Stanley
Case *: 00-56-65
Discharge Summary/Page 2

He becomes angry when queried as to why he was jailed 1n the first
place. He does not respond to suggestions that he might be sad or
lonely, even though he is close to tears during parts of the interview.
He does not reveal absolute impairment of recent or remote memory, but
it is impossible to test his sensorium with accuracy because of failure
of cooperation.

It should be noted that Mr. Bigley has undergone two previous psychiatric
hospitalizations at API, all within the past 12 months. His first
hospitalization was from 4/15/80 through 4/30/80, at which time he was
thought to suffer from schizophreniform disorder. His acute s~toms

were thought to result from a recent separation and divorce from his
wife. Asubsequent hospitalization from 9/20/80 until 10/20/80 was for
schizophrenic disorder, paranoid. subchronic with acute exacerbation.
On both previous occasions of hospitalization he was treated with anti­
psychotic medication - Haldol and eventually made a suitable recovery.
It was noted that his response to medication was very slow to develop.

COURSE IN HOSPITAL: The patient refused to undergo a physical examina-
tion throughout his entire hospitalization until

only a few days prior to discharge. On 5/1/81~ I physical examination
reveals no abnormalities~ but for several primitive reflexes which were
elicited on neurological exam. A urinalysis was normal. but other
laboratory studies were not secured during this hospitalization. Achest
x-ray is normal on 3/2/81.

No psychological studies were secured during this hospitalization.

Initially. Mr. Bigley was admitted to the Adult Admission Unit, but
after several hours was transferred to the Security Unit while clarifi­
cation of his legal status was established. It was found that no
criminal charges were pending against him, for which reason, on 3/2/81
he was referred back to the Adult Admis$ion facility. He was started on
Haldol medication 10 mg. h.i.d. on the day of admission, which the drug
was increased to 20 mg. t.i.d. on 3/3/81. Cogentin 2 mg. b.i.d. was
initiated for relief of EPS. Throughout the first three hospital weeks
there was essentially no change in his mental condition. He interacted
passively and indifferently to interaction with other patients. He
was irritab'e~ demanding, and sometimes openly threatening in inter­
actions with unit staff members. From time to time he would play pool
or otherwise engage in unit activity or recreation, but remained for the
most part withdrawn and uninvolved in unit activities.

API For.i-O~7A~ 11/15/79
Append~,P10
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ALASKA PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

Patient: BIGLEY, William Stanley
Case #: 00-56-65
Discharge Summary/Page 3

The medication seemed not to have noticeable favorable effects throughout
the first several hospital weeks, despite the fact that there were a
variety of unpleasant EPS side effects. He was transferred to the
longer tern, locked, adult treatment unit on 3/10/81 because of con­
tinuing frank paranoid delusions and threatened angry assaultiveness.

On 3/26/81 a judicial hearing determined that there would be granted a
30 day extension during Which tine treatment efforts would continue.
foll~ng which there would be a further hearing concerning the pos­
~ibllity of judicial commitment. ,Mr. B1g1~ was furiously angry that he
~was deprived of his right to freedom outside the hospital. but despite
his persistent anger and occasional verbal threats. he never beCBIIIe
~hysically assaultive. nor did he abuse limited privileges away frOlll the
locked. unit.

After the first six hospital weeks he continued to believe that he had
some special mission involving Easter Island - drug addicts and alien
visitors to the Earth. When these views were gently cba"enged he
beCIDe extremely angry. usually walking away from whoever questioned his
obviously disordered thoughts.

Mr. Bigley often was visibly despondent and several times was close to
tears as he discussed the forlorn hopelessness of his situation. He was
unwilling to relate his despondency to issues other than his forced
confinement. Bnd specifically denied that he was still troubled by the
recent divOl"Ce from his wife. Ludiomil was started in a dosage up to
150 mg. q. d. on 3126/81. At the same time Haldel was decreased to 40
mg. h.s. After four days of use of Ludiom;l, Mr. Bigley's thought
processes seemed more frag~nted, he seemed more intensely irritable,
and angrily demanding, for which reason the Lud~omll was discontinued.
Haldol was once again increased to 20 mg. t.i.d., on 4/3/81. Efforts to
decrease or discontinue Cogentin were unsuccessful. so that he required
relief of EPS with regular use of Cogentin. On 4/27/81 the Haldol was
discontinued in favor of what was hoped to be the less sedative Navane
40 mg. h.s. He required intravenous CogenUn on the day after Navane
was started, but thereafter, responded well to Navane with less sluggish­
ness and waxy, bodily movements. His spirits improved, that he was able
to be quietly pleasant in his interactions with unit staff members for
the first time. He had reached maximum benefit from hospitalization,
and arrangments were made for discharge.

CONDITION AT DISCKARGE: Improved. There was no longer evidence of
acute psychotic thinking or behavior at the

time of discharge.

=

API Fo~~~7A, 11/15/79
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ALA:sKA PSYCHll ~C I~STl J 1.ITE
HOSPITAL R£CORD

JD[~TJrYl~G DAT.~: Thi~ is the 6~~' API :Idml:ision for thl~ 5-l-ycOir-old. unmJmcd AI:lska
i\ali"e num'CI\.-ran. un~mployed m:lle of'?\uarrne reh,!::'lOUS pl'den:nce. He "':IS :IdOlill~d on .m
Ex P:lT1e filed by his guardiun.

PR[S[~"~G PROHLDI: The patienl allegcd1)' was at risk ofgoing hungry because he
would nol cooperate with eflons to providc him groceries, Thc p:lIieni was also, ('ry cmotion:l1J~'

labile and WOlS cre3ting public disturbances and allegedly had I" ice required p'llicc cscun :Iwa~

from an:3.S Ihal ~ had heen causing disturbances.

HISTORY OF PRESE~T Ill.~£SS: This palient lell API previously on J:lnll:lI'Y ~ ....\gainsl
!\'lc:dieal ..\d\·icc:· Allhattime. he did not quite meet criteria for going fOI"WOIrd wilh an I.'xt.:-nded
commilmenl period. The pall~nt ~uit ~king rnedic:ltions imm~dl:nely upon dl!-ch:lrgc and did not
tollow-up one lime with oUlp:nicnt ps~'chialric appuintments. The patient's yuanii:sn &Il\~mplCo 10
work with .he palitnl regllrdi~ prO\'iding him Wilh 1-'I'nceries and 31so 1I COISC manager frum An­
.:hur.lge CummunilY M~nlal HC:lllh Senices rric\llo work with Ihe l>:Ilicnt ilpp:lrenlly, Ill\\\'e\'~r"

,h~ patienl \\'oul\l only \\'ork with his ncw :momcy and apP\.":IreJ 10 decide 'hal Ihere was no rca­
son at :III that he ~hould work wilh anyone who \\"01$ prof~ssionally lr.lined to assisl him with his
menial he:lhh care. TI,e pOilicnl apparL'Olly bc:c3me increasingly labill: and was ucml)nslrating
0I~~PJ'es5h'c "erb:ll bclul"ior in public pl:lccs. This was a marked contrast from the p:llient"s ment:ll
stalus jusl before lca\'in~ AJ'l1 when hc was quitc c:llm :Ind evcn tempered.

The pOllient has been cn!.':I~ed in a leg:!1 b:1ule in an effort to free himsdf from guardianship ever
since he was solicited by his current anorney durin! his laSI hospitaliz:llion. The :ruomey's inllu­
l"ncc on Ihe postienl has hc:en fCtn;lrkablc: and has considerably worsened his fum:lioning. as well
as his pro~rno!\is because he has ted inlO the patient's delusional grandiosity. The p:1licnl is no
lon!cr III work \\"ith outpilllent mental heallh resources 3t all. lind is no IDnger \\iUmg to ""ork ;11
all \\;th his ~u:lrdi;,m.

Til\: palient claims WI he bas frozCD foods in his fi'ec2.cr. 3nd Ih:lt hI: is able to pronue li,r hI!'
nUlrilional necds, and he still has housin1! lind is sufe Irom Ihe wealher outdol)r~, Apfl3rcnlly. the
pillienl rnllY have been getting small amounlli of nl\lncy Cronl hi!i tluom~y in ordcr 10 secure grl.l~' .
ceries. The p:niml says th:ll he "'ants his guardian 10 pr(l\"id~ him wilh money in !imatl :Imount,s
pcriodicOilly 50 that he can go gel his own ~'Toceri~s. The patienl is paranoid aboul hil' guardian
3nd lhinks lhal he hi U'ying to ruin his life. The p<tlicnt is eXlrcmely ddusionaland hrings up;g()\;­
emmental conspililcies and l:llks aboullhe number or people thalllrc ""lIt.:n ali'·c c\'c~'d:lY in lhis
country. etc .. etc. The palienl essenlially trusts no one except apparently no\\". he tru~IS his new
allomey.

The palient luis a histo~' of cOiffeine abuse lmd nicoline dependence. His c:llTcine ahuse h:as
tended 10 exacerbate his mentil\ status in the past

Tht patient was supposed 10 be Laking Depilkote 500 mg in the moming and 750 q. h.5 .. as well as
Prilose\: 20 mg dai~y. quetiapine 300 mg p.o, b.i.d.. lind rispc:ridonr Constu 50 mg li\l (\'eT)' t\\"o
week!'. Thesc wcre the medications th:lt he was stabilized on while in API. The: pllli~nl required

ADMJSS)O~ DAT,o\ BASE

PATlE'1\T: B1GLEY,\\'iIIiam
(ASE ~: 00-56-65

S_131~~\'IJnING UNIT: KATMA]

ADi\'IISSION DATE: 02 "21.'07
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ALASKA PSYCHIATRIC INSTITUTE

HOSPITAL RECORD

Patient: BIGLEY, William Stanley
Case f: 00-56-65
Discharge Summary/Page 4

FINAL DIAGNOSIS:

Axis I:

Axis V:

Axis II:

Axis III:

Axis IV:

Schizophrenic disorder, paranoid, subchronic with acute
exacerbation, 295.33.

Diagnosis confined to Axis 1.

No significant diagnosis.

Psychosocial Stressors: Severity: 4, moderate.

Highest level of adaptive functioning past year:
4, fair, with moderate impairment of his social and
work capability.

PROGNOSIS: Guarded. There had been three separate hospitalizations
for acute paranoid illness in less than 12 months. The

initial acute psychotic reaction might have been accounted for on the
basis of overwhelming situational stress in the form of divorce. The
lingering and recurring nature of the problem however, and the fact that
Mr. Bigley refuses to recognize the need for continued hospitalization
is discouraging.

POST HOSPITAL PLAN: Patient will be followed at the Sitka Mental Health
Clinic. Will continue Navane 30 mg. h.s., Artane

2 mg. b.i.d.

RM/sjb

~(:.A,.M~

Robert Marshal', M.D.
Staff Psychiatrist

d: 5/18/81
t: 5/20/81

API FO$m-.817A, 11/15/79
Appendix, p 12
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ALASKA PSYCHIATRIC INSTITUTE
HOSPITAL RECORD

REASO;,\S FOR & CO:\'DITJON O~ ADl\'fiSSION: As recorded on the Admission Data
Bast for 02122/07:

"lDEl\'TlTYING DATA: This is the 68'" API admission for this 54-year.old.
unmarried Alask:! Native non\'etcliln. unemployed male of ;:.Jaz3renc religious
preference. He was ildmitted on an Ex Parte tiled by his guardian.

PRESE~'TJI'G PROBLEM: The patient allegedly "''as at risk of ~oin~ hungT)'
because he would not coopmate with efforts to provide him groceries. The pa­
tient was also ,"cry emotionally labile and was creating public disturbam:cs nnd
allegedly had twice required police cscon away from areas that he had been C:lUS­

ing disturbances.

HISTORY OF PRESE?,T ILLNESS: This patient left API prcviously on
January 3 "Against Medical Advice:' 'At that time, he did not quite meet criteria
for going forward with an extended commitment period. The patient quit taking
medlcations immediately upon discharge and did not follow-up one time with
l~ulplJticnt psychiatric appointments. The patient's guardian attempted 10 work
with the patient regarding providing him with groceries and also a case manager
from Anchorage Community Menlal Healm Sm'ices tried to work with the pa­
lient apparenll)'. Howcver, the patient would only work with his new anomey
and appeared to decide that there was no reason at all that he should work with
anyone who was professionally trained to assist him "ith his mental health care. -g g' f ::: ~ -­
The patient 'apparently becaine increasingly labile and was demonstrating aggres- ro ~ « ~ ~ :::
sh'e verbal behavior in public places. This was a marked contrast from the pa- 0 ~.~ (tj :=

.~ ~ c ~ =r.
tient's menial SlilluS just before lea"ing API when he was quite c:alm and even IJl c 0 ':'~ ::::

d ~~~f~:~tempere , ... (i' ,. ." _. .:.:

[ t"';·': ~ :~ ,::

Th . 'has 'b '. '1 gal battl' fli 11'_ hi'· If fi 0.. :::I. a fll, co .ce .pat'ent . ,cen engaged .m a e c .In \iU1.~ ort:to l,uee mse rom ~ .; A·o. :.c..-
guardiilnsl1ip e\'er since he was solicited by his CUt'I'mt attorney during his last :" ?:- ~ ! .::

hospitalization. Ttl&: attorney's influenc:e on the patient has 'been remarkable and '- .~ _.~~:~ <: .~
has considerably worsened his funcli~ning. as well as his prognnsis because he ~ "\~ ~ '0 ..-: ~

has fed into the patient's delusional grandiosity. The patient is no longer to work:.~ ~ '-3 '~j~

with outpatient mental health resources at all, and is no longer willing to work at ~ :- ., ~·rz ..
aU with his guardian.

The patient claims that he has frozen foods in his freezer, anti t~at he is able to
provide (or his nutritional needs, and he Slm has housing and is safe from the
weather outdoors. Apparentl~·. Ihe patient may have been ~etti!lg srJ!:lll amounts
of money from his lmorney in order to secure groceries. The patient says lhnt he
wants his guardian to 'J'l'Ovide him with money in small amounts periodical1y so
that he can go get his own groceries. TIle patient is pannoid about his guardian
and thinks that he is trying to ruin his life. The patient is extremely delusional
and brings up ~overnmentaJ conspiracies and talks about the number of people

DISCHARGE SUM.MARY (ER)

{' "

PATIENT: BIGLEY. William
('AS£ #: 00-56-65

S-131A&:\,IITTING UN1T: KATMAI
Appendix", p 13
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ALASKA PSYCHIATRIC INSTITUTE
HOSPITAL RECORD

(hat arc e:lten alive ('\"eryda~' in this country_ etc.. etc. The patient essentially
lrUSts no one except apparently now. he tnlSts his new attomey,

Thc p:uient has il histor:y of caffeine abusc :md nicotine dependence. His caffeine
abuse ha~ tended to exacerbate his mental Statu.'i in the pllSt.

-.
'-'

...... ~
, ....

-'-. -

~tE:\'"AI. STATeS EXAMI~ATIO": The patient is an~·. He insists that
APl dragged him ofT the SIRetS and ordered him into the hospital. He expresses
a dislike of his gu.:lrdian. He SCllCS that he is a biUionam. He says there are 300
people :l day bein¥ beaten in the United States. He is delusional about the ~o\'­

emmcnl. He denies hallucinations. He denies suicidal or homicidal ideations.
He admitS thai hI: has been somewhat disrupu\'<: in some places sincc he left the
hospital. He insists he bas the ability to take ca~ of bimsdf and that he has food
at home. Howe\·cr. he says he is hWlgry and asks for double ponions of TnC:lls. .~ g r- ~, (.
He complains that he was giVen an emcrsenc:y shot the night of.his admission. It l\ ~ <- ,:: of >...

15 difficult 10 do a cognitiyc examination because the patient is uncooperative, 8 - ': ~ ';'
but he \\ill say that it is February 2007, and he can recall whal was served ilt r.-W~h;o.e"':re:':-:is=--:;;"'-:"'..:..l......,
breakfast. He is alert. He does not appear 10 be suffering from delirium. His documentation of
mood is dysphoric. His general aITeel is hostile. He is vc.ry labile and he jumps necessity.
up screanUng and threatens to throw the examiner out of the room but does noth- Myers and/or
ing physical aboul it. E\'enrunlly, the patient calms down and has :I mther inlcnsc L-..;~.__.......,__---.....,........J
discussion about the grocery issues, but becomes less hoslile. laler on in Ihc
hal1\\lI)'. the patient resumes his afTecl and hostile threatening mannerisms. The
patient has vcry loose associations and is tangential in his thittk\ng. He is quite
paranoid. He seems unable to process infonnation when it is anempted 10 ex­
plain to him how he can help himself get OUI of the hospital '«?daY. and hI: per­
se\'er:ltcs with his delusional blk:-

The patient \\'3S supposed to be taking Dcpakote 500 mg in thc mnrning and 750
q. h.s .. as well as Prilosec 20 mg daily. quetiapine 300 mg p.o. boi.d._ and risperi­
done (onsla SO mg 1M e\'e~' two week!;. These were the medications th:ll he
was siabilized on while in API. The patient required the combination of queliap­
inc and risperidone Constn due to noncompliance with oral medications com­
bined with the: lack of efficacy of risperidonc: Ccmsta by itself. The combination
of medications that he was on were working quite well prior to diseharge The
patient was calm on that combination of medications and able to sil thm 'h a
coO\'crsation e\'cn though he would express his opposing vic\\-poinl :md his is r-:S"""ee--w~h-a~t-w-e""'I1""""'-'"

like of his !:!uardian and his plan to get rid of his guardian. ·He did not e~pr' means on page 2.
__-:?llIuch in the way of delusions on that combination of medication and certainl)

"'as not ~enin~ upset when he was talking about lhinys.r=---...,.,...L-..,...,..----,

DISCHARGE SUMMARY (ER)

PATIENT: BIGLEY. Willi~m
CASE #: 00-56-65
ADMITTL~G lINlT: KATMAI

8-13116

ADMISSION DATE: 02/22107
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ALASKA PSYCHIATRlC INSTITUTE
HOSPJTAL RECORD

AD~UTTl~G DlAG~OSlS:

Axis I:

:\xis II:

Axis 111:

Axis tV:

A.xis \':

Schizol1ffecti\'e Disorder, Bipolar Type.

CII ffclne IntO.\iCOIlion.

~ icolme Dependence.

~o dia!,'Tlosis.

Gastroesophageal reflux. discuse,

Ii iSlory of anorexia,

Stressors: Other psychosocial and cmironmental problems.

GAf: 20.

COl.:RSE L'\' HOSPlTAl~: Tne patient was medication compliant onl~' after the Court ordered
medications on FcbroaT)' 27, 2007. The patient complained the Depakotc incrcased his appetite.
He beg3n to impro\'e after thoI dosage was adjusted and was calmer, but still delusional. He fi·
n:llly agreed to work with his new case manaBer. who he quickl.y took a lilting III and took some
paS5ts with. He went to \;sil his apanment and was happy with tb::l.l.iThe patient was having some
problems with nausea and vomiting iii abe last dnc or fo\D' d:1ys and his Dcpal..-ote dos~ was re­
duc~d. eyen though his Depakotc Ic,~l "''llS onl~' 84. His oroll risperidonc was stopped. :lS he was
on lhc Risperd:ll sholS. His \'il:ll signs we~ stable and he had no fcn:r. -.~ ~.

~ .. ". =.=
The patient had potentially reached the ma:wnum benefits &om bospital care and il was dec;id6!. ;. f ! ~

~\'en thou~h his medication dosages had just been changed. to discharge him on an Early R,.eie~ .f ~
which he \\'ll~ insislin!! upon. It wus felt Ihat if the patient was non medication complianl. t~ ~_. r,: t ~ ..
might cncoufilge him to comply. otherwist: he would h3\"C to conld>:Ick to API. ~ ~.; '-: ~.:; .-.
It was explained repeatedly \0 the patient that he was required to bke medications. bUI he c()ni.n~:_ r:. ~'. .
ued to say th::l.l because he had a lawyer.1hat he would not ha\'e to lak~ medications. .,'

Physical examination and laboratory findings on admission wcre within normal limits.
"- ,~

...

CO~DlTlO:'\ 0:'1 DISCHARGE: The patient was delusional. Hc thou~ht he was a bmi~akt·..: !
ilnd that he hac a jet plane:. He also thou~ht he had pneumonia. He was ~ot !a~ilc and was rela- ..
li\'ely cooper:ni\'c. He had no insight and poor judgment sti\1. His sp'ecch was presslJrt:d. ij~ had
loosening of Olssociations. Cognitive exam was essentially nonnal. He was paranoid and ~uahie~

His mood was essentially euthymic. He was not nauseated at the time of discharge, He continued
10 h:l\'e 5uch impaired judgment that it was felt he was not capable of gi\"ing informed consent.
e\'cn at th~ time of discharge.

DISCHARGE SU;\'l]\1ARY (ER)

.-

PATIENT: BIGLEY, Willi:lm
CASE #: 00-56-65

S_13m'·lITTING UNIT: KATMAI

ADMISSION DATE: 02/21107
DISCHARGE DATE: 03/14/0i
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Diel and acti\'ity are not restricted, other than he should limit caffeine intake.

\\' A\\'imh-"OlSCHl25870F
d. 03.'11107
l. 03i23/0-; (draft)
drt ft. 03'2Y07

ALASKA PSYCHIATRIC INSTITUTE
HOSPITAL RECORD

FI~AL DI.~G~OS(S:

.A...-;is 1: Schizoaffccli\"c Disorder. Bipolar Type.

Caffeine Abuse.

Nicotine Dependence.

Axis II: Paranoid Pnsonality Traits.

Axis 111: GustTOcsopha!eal reDu.x dist3se. by history.

Axis IV: Slressors: Other psychosocial11nd em'ironmenta} problems (in\'oh'cd with a
newanomey)

Axis V: GAF: 35.

PROGNOSIS: Poor.

POST HOSPlTAL PLA~. MEDICATlO~S.& RECOl\t:\'IE!\'"DATlONS: The patient is to
be gi,-en Risperdal ConS13 50 mg 1M c"'a)' 14 da~'s and his last shot "'as on March 8, 2007. He is
to continue quetiapine 300 mg p.o. b.i.d. and divalprocx ER 500 mg e\'cry morning and 250 mg
e\'e~" night. It should be noted ahat this dose was recently decreased due 10 nausea. despite a ~.
pakote le\'el ofR4. He was given a~ day suppl~'ofhis medications and has an appointment
with his prescriber on March 16.2007" He is to ha\'e gmeral medical f(lllow up irhc has funher
nausea, and he should hll\"e a Dcpakote level within a week. He should~ returned to API ifhe
begins to decompensate. He should limit his caffeine intake. .. ._ _ -..: r

~ -:~ ..--:. :.=
,:. ..;.-..-_ 5 ~::- '; ~l ~

{ i€.£ - 6., :.~.

t r;.~ t :.~
, -:.. _. ::: r· (, :..

_tJ• -:- !.... C"..

.::: &.. ~ .~ \.- ,;
WiUiam A. Womll, MD -~ (,.: ~ Co -

,..,- - .r:.
StaffPsychiatrisl c. .:~ l: C t.'() ~ .!' E c;:

:::3'E QE:
¥?-~~~~.

DISCHARGE SUMMARY (ER)

PATIENT: BIGLEY, William
CASE #: 00·56·65

S_13WttJ1ITING UNIT: KATMAJ

ADM1SSION DATE: 02/22/07

Appendix, p 16 DISCHARGE DATE: 03/14/07
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ALASKA PSYCHIJ RIC INSTI'l UTE
HOSPITAL RECORD

the comhln:lIion of quell:lpin~ :md risperidone C,)nSl:l dut to noncomphance wllh or.ll medica­
lions combined \\;Ih the lack of efficacy of rispcndone Consl:l by itsc1 f. The cnmbma\lnn of
medic:Jlillns lhal he \\":lS on werc working quite well prior to discharl!e. The palient W:lS calm on
11131 combin:llion of medications 3nd able to sillhrough :I conversatiun even thuugh he ",null! ex­
pr-:,SS his opposin~ \ic\\'point :md his dislike of his glJardi:ln and his pl.m to gel rid of his guard­
ian. He did not e~pres:5 much in the W:lY of delusions on th:u combin:lllOn oi medic:llion and cer­
lalnly W3!> not ~c\\in~ upsel wh-:n he was t:llkin~ 3boUl things..

l'ERTIl'\E:\T !\lEDJCAl PRODlF.:'\lS: The palient has gastroesophageal rdll1x diliC05C: bUI i~

not taking medications lor this. He says that he- i!' hC3lth~. He has a ~pound weight loss since
his last odmission o,-.:r a 3-month period.

I.:SE or DRl"GS/AlCOHOL REL."TI~GTO Cl"RRE~" ADMISSIO~: ~one t:uITcntly
except \ilr caffeine and nicotin-:.

Pr.RTI~F.~T I·ERSO~.~I. HISTOR\': The J»llcnl refused 10 live In.Jn ;JSsist\:d Iwin!,! tacility
;and ended up in an im!~~t li\;n~ situation again. and consequentl~· he did not comply with
mcdic;nions or :ln~' outpatient appointments. The patient insists that he is a billionajr~ OInu that he
owns his own jet plallC. He has no f:lmil)' support. He sun'i\"c~ on disahilit,· checks .md has 01

guardian 10 help him manage his funds and rrwkc medic31 ck"Cisions although psychiatric medicO!­
tions still require (ither the patient's consent or il court order.

\IE~"ALST.~TrS EXA)UNAnOl\': The patient is 31l!ctf}" H~ insis.ts th:1l API l!r.l~!ed him
"f!"the streets and ordered him into lh~ huspit..al. He Cltpresses a disli'-e ofhi5 glll1rdi3n. He:: stales
that he is a billion:lire. lIe S3yS there arc 300 J'tOple a day being healen in the United Sttltes. He
is delusion:ll tlbout the ~o\"C.~mm~nl. He denies hallucinations. He: dcnic!i suicidal or homicid31
ide:nions. He ;a~mits thai he: has been somewhat disrupti\"l~ in some pl:u:es since he Icfllhe hospi­
tal. Be Insists he has the ability to take C:lrC ofhimsdf :and that h~ h3S food;at home. However.
he says he is hun~!ry and asks rllr doubk ponions of meals. Ih: complains 1h:1\ he \\"'015 ~i\"t~n 110

el1ler£cncy shot the night of his admis!iion. It i!i dilTicult tn dO:l cogniti\'e eX3mimllitln h~c:lusc

the !'atienl is unco'lperali,'~, but he will SilY th:lt it is Fehruary 100;" and he can fecull whal WilS

sfrved ill brcakl":1sl. He is 'lien. He does nm appe:!r to be suffc:rint! from uelirlum. Hill mood is
dysphoric. His geneT;)1 affect is hostile. He is "ery labile :md he jumps up screaminl; 3nd threal­
ens til Ihm\\" the cX3mincr out of lhe room .but docs Dothin~physiC31 about it. Evemually. the
patient calms down and has a r.lthcr intense discussion about the l.'foccl')· issues. hUI becomes less
hoslile. Later on in lhl' hallway. the patient resumes his affect ond hoslile threatrning manner­
isms. The patient has vcry loose associalions tlnd is lan~cnlial in his thinking. He is quiIe para­
noid. He se-ems unable to proccss inform:uion when il is anemplcd 10 nplain 10 him how he com
help himself get out ofth~ hospital today. and he persc\"erines With his ddllslonal talk.

ASSETS: General fund of knowledge. a\·cr.lge inteJ1igcnce. physical hLillth.

ADMISSION DAT.~ BASE

PATrEKr: BIGLEY.William
CASE =: 00-5b-65

S_131'i~MrJTn\G l~'IT: KATMAI
Appendix, p 18
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ALA~KA PSYCHIATRIC INSTI i'lJTE
HOSPITAl RECORD

AD:\l1lTl~G DIAGNOSIS:

AXIS I: SchizoatTecti\"f Disorder. Bipolar Type.

Caffeine Intoxication.

:"Ilcotine Dependence.

AXIS H: No di3b-'TlosIs.

Axi$ lll: Gastroesophageal rcOux disease.

l-liSIO~' of anorexia .

.thi$ IV: Stressurs: Other psychosocial anc.! environmentol problems.

Axis V: GAF: 20.

Prelimiun' Treatment Plpn: The patient ,,"tll b.! oOi:red mcchcaltons but he rduses ;nly mcdi­
C:ltiDns. He refuses 10 stay in thr hospilal. His guardian insists thatlhepaticnt tm."C1S gr.1~ dis­
abilicy criteria and is unable 10 Provide f~ his needs for his O\\-n safety. Wi will seek court clnri­
fication as 10 '\\'helher 1M patient is gravely disabled or DOL We ~vi1l seck a medication ~Iition so
ahal we can treat him, as otherwise tberc would be no benefil from himbeing hospitalized. We
will3uempt to help the patient rcsoh'c a plan for pro\'isioning ofhis groccri~s. We will attcmJll
10 C'ncDura~ the p:nient to accept an ;misted li\'ing facility placemtnt with 24·hour supcr'\"ision.
Thcrc app.:ars 10 he nOlhlng we can do abou11he unfQrtumnc chain of e\'enIS in which Ihe: patient
has hecome In\"ol"ed in liti~tion and Ihis process has produced considt:r.lhle detriment in his
functioning due to the encoura~emen1 of his ddusion;ll gr.andiosit)' by the procc~!>.

Dischargl' Criteria: Thl: palient \\;11 be able to come up Wilh a s:lf~ pl:m fur his housing and
food. etc., out!iidc of the hospital and will ha\"e :I con~iderahk improvemcnt in hi~ :lfre~·ti\'c regu­
lation. and abili[y 10 interac1 with others.

.Estimated Length of Sin: Tluny days if the pauem is found l:-'TOl\'e1y dis;Jbled.

~
William Worrall. MD
Starr Ps~'Chiatri51

WW;:paL'ADB/25515F
d. 02'23107
I. U2 :!6'Oi (Draft)
dr, ft, 03'-02'Oi

AO!\HSSION OAT:\ BASE

PATJE~'T: B1GLEY,Willi:lm
('AS[ ~: 00-56-65
AD:-'JJTTI~G If'J';IT: KAT!\·l:\1

5-13116
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Anchorage Community Mental Health Services

Medical Progress Note

MedicatiDn Compliance: suspected poor

Medication RespDnse: poor

Change In Allergies: none

Side Affects: none identified

Review OfTBSts: none
Asse$5ment Bill presenls grossly disorgarized. Medication adherence is suspecled to be poor. Early Release

expires 3125. II1d if deplkate IeIeIlndlcates nonachn!nce. we will proceed YAth application to hale
Earty Release relCked.

Plan: Wdl check depskote kNJI today. If IeIeIIs now sublherapeutic, will proceed with application lor
IelOClUOn~Ealty Aelease.

Next Appolntmlnt: Other· to be arranged

Clinician Signature: Lucy Curtiss MD

Client Name: Bigley, William

Monday April 30. 20071:06 PM

S-13116

Page 2
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Date: 0311612007

case Number. 8664



P.B2/04

IN tHI SUPERIOR COURT FOR TnE SlATE Of AL~S~
o AT

To: t)J «< { If. :u "~I Sa. w;r...
I

, ITS- NfsetXs:\!:SoST":d& 7

In the Hatter ~f the Necesslty
for the Hospitalization of:

~U.,Ime" ~G.~
Ytcspcna.::nc.

)
)
)
)
)

--------------),
Case No. 'S'~IJ-07-Z42Pe

NO'l'lCt: TO OUTF/l~'l£Nl' 1'0
RI'l'U'llli 'ro ·rR~J..TH'£Wr or;'C'D.1'1":
tJRJ:'R.I COHi'1! '!'TE])

i 1.

II: na;\ been de~e%'lllinec! tholE: you call nD longel' u~· treated ii~

~(~5 as in OutlH\t:ien~ 'bl!ca'Ju
:-'':'11 ~:~l:.\t.e!~.~ to cause ha!1l\ '::0 you'l'!.eIi 0:- o:~.:;,r:; I,r a,:,-= gr~'JI:!lJ
d:SilO.l.eC.

__3~L'-o2
Gate

IsAt) 3-1';-07
[I~ til ~ "£:111": l'I:6pOn,' I:.ut vas serve.,

chis r.U' I:~ CL:

faci li ~1 t 0 '''~\ i.c1':

AlAS kc. , ,~:I. tM.n

;: O\l ',,:;: re
. • at

1r--n"nr 5

I c.e::-tify that on ~l$-Q'
a copy or this nOti~ ~as meiled O~
deliveTec to:

~·Fa~ tD ?T.Obit~, API a~d Publi:
'lJdencll!' A,ency (Attn: Lit !nnnan)
O':'~Sil1;11 nun be mailed ot' dlil.:l.verel
[0 P!'chi!!t~ CDUrt

AS' 117.:;0,795 (c:)

c 0\1.:: ~

r e.s:.. ..·.:lC I~.~ r:
~esponcie~t's attorney
c. tcc::-ney general .
respondent's guardian (if any)
in~atien~ trcacment f~cili~y:__~~j>~,~ __

Ey, ~~~e~v,a.r
HC-I~15 <12/81) (cs)
NOTIC! TO OUTPATIENT TO RETURN
TO TRr,~.'1'MEN! fACILITY 1NH~pcrmlrcti~pL21

8-13116 Exc.77



.II}1\ LV ,"VlJ'

FAX NO. 901 272 2590
I.·...-,'

IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
A'r ANCHORAGE

p, 02

In the MatteI of the Necessity
for the Hospitali1ation of:

)
)
)

WILLIAM BIGLEY, 1
Respondent. )______________l

CaSE No. 3AN-O/-02~7 PR

~

~ Order for 30 Day Co~~itment to Alaska Psychiatric

Institute on the respondent, William Bigley, was signed by Judge

Jack Smith on March 2, 2007. William Bigley left Alaska

Psychiatric Institute on March 14, 2007, on n Condition of Early

Rel.ease. ~laska Psychiatric Institute notified the Couri- on

M~rch 20, 2007, that the respondent is not in compliance ~ith the

Conditions of Early Reloase.

IT IS BFoREBY ORDERED that iJny peace officer take the

respondent into custody and tranSpoIt the respondent, Wi.lliam

Bigley, to the Alaska

~~~~7~~ oarr
" MICHAa L. WOlVERTON

C1Cl:K~

Appendix, p 22
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I certify that on .;IZO/~7
copy of this order was s~nt
to: ~G, i'D, API, RESP ,.It!r
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~~t>;'t:l-J.::l'='(_. -_.'--'
r. ILI.J" u ...

,",,

il'; nIl! SUPEJ\lOn COUR'r FO~. THE STATE or i\L.~.SI'~' .':"'.1'

III the MaWn' of the Necessity
1'01' the I~OIl;itaJi2£lt1Cl:n of:

~~ tv I ~ ... \ ....-.~ r.iLtl"
I1.aspondeTJt .

)
)
)
)
)
) Sta te 'I :-oeper Dil-eetions Cor Sezovicc

/

(Jnd~l' the sutbOl'itv oi AS ~7,30.87D. the D~pl11'"tirla!l.t 001' HuitT. and Soeiral
S':l'",iCl:S wilt bec.r the costs, 01' reimbur~e the tunspol'tiug agency fol' the C08tS,

.:;,i trrmspc:,tiltion oi the. l'espondent to ,\!asko h'Y'chie.tric In.stit\lte 116 l'equh'ec: to
cnrI:Y out the Order lilite~ "belcw:

~EX PClrte Order C'l'empor8l'y Custody for Emergency EXlITDinaticn/TreAtment)
'. Petition for Initilltion of Involuntuy Comm5tJn~nt

r ] Orde:' lor SCl'£ICNni. Investigation ,
- Pe1itic.n lor Initiatiou' of Involuntary Commitment

RESPONDENT NAMED ABOVE
Addru:o \':hel'e X'espondent is at this time I~ k4«hd6 "As. .#7
r-hon~ -e- Apt.No, Dille of Birth t-/:s:-s-3
r::u.:e~~F1eirhttJf£'~ II Wejgh"t Haii"t~~ Eye.s _

Phy£ic!~ Ch8uctel-istic! (clothing I SCI1l'S, othe:o idlllltililllJlf: lIl11rk$J _

;.re IhC!re weapons 81 the residence? Kind?~
.,;.:~--

1£ :l'aspo,ldent on medication! -i(e.c., ind! ,l.c;zIcc,--"w "'YT" £,.~ 'iiME.

DDl!~ fE!;lOnden! hive a history of violence' /lip E~'Plein=ca=;..... _

Lls the~e anyone 81 the rea1cienel!? 110 Relali~'1ship?...sez=:

Cont.!c t Per90n~ f6JN:{n~,,&r>e(rl"'- 01A Phone_ 2!f9'J~ 3':(4 (,
RiTORN Of S£~VICE

hereby ~ert1fy that

Peece Offlcer. picked up the respondent nar.u~c1 &beve tt-:

~("A~d:-:::d~r~e"::'9"::'S-,-:s:':tr::::-:"e~et:-::n~u~m~tle~!"~.~r~ur~a;-l-r-o-u"::'t-e-.-m"iJ~·"::'ep-o"s~t~,-e·~.c~.-:-):

r.lul;, I ill the Judicial District, en

in
- '-:-.~{eZ'l"""t..Y""'i----'

, l~------
,,110 -:l·I:.r.~~~r tee t.~e l'upondent to Alaska Psych~&lU'ic Institute,

J ee!'t:'!y trl~ documents listed above we:e ser-..ed 1\1 !~lESkll Psychist:!'ic Ir.H1!Utt

011 -;-;,'=~--_--
(Name) (Title)

RetUl'n Dne

AS'! 12 ~3~ 3 (6' 119) (cs)

S-13116

Commissioner of PDbUc Suet)'
l1y _

Printed N~me------------T1tle _

Appendix, p 23
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ALA~KA PSYCHl J\TRIC HOSPITAL
Report Contact

(;.;. jIl,.,,""'" 'S
Regu:lrding: BIGLEY ,BILL

Ollte: 03/191200,

:\, \!\

Time: 15:41

P:ltlent Type: Prior Palient

APH No.: CC ~~' ,,:..;

Adult

Person Making Rderral:

SCOTT

ACMHS

Phone # 0 rAgency:
CltylState:

Seeking: lnfomunion Only

ContDct Type: Telephone Contact

Leglll:

Stili Pending

DISTRIBUTION

ORJGINAL: Medical Record Services
COPIES TO:

r I Medlal1 Dlndor
I 1 Admissions Screening Office
I 1 Nursing Office
I I Di~or - C.LO.
I J SCCC - E.S.U.
I I Unit Social Worke",,[ _I 1 _
I 1 _

Time Spenl on Conbet:

Recorded B,·:
lLS_LAUREL_L_SILBERSCHMIDT, LCSW

BIGLEY ,BILL

S-13116

Brief Stlltement Dr Problem or SitutDlion

Caller said blood ItSt on pt. showed he is off his depakote. He bas been
served with notice to return to API.

Appendix, p 24
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

TIDRD JUDICIAL DISTRICT AT ANCHORAGE

Respondent.

WILLIAM BIGLEY,

In the Matter of the Necessity
for the Hospitalization of:

)
)
)
)
)
)

-----------) Case No. 3AN·07·598 PR

SPECIAL VERDICT FORM
(Commitment)

We, the jury in the above entitled case, fmd the following on the questions

submitted to us with respect to the involuntary confmement of William Bigley to a

mental hospital:

Q1. Has tbe Petitioner proveD by dear and convincing eyj.dence tblt

William Bigley is mentaUy ill?

---..../t;+'--- (Number ofjurors answering yes)

_______ (Number ofjurors answering no)

If less than five jurors answered yes to Q1, Mr. Bigley does not meet the
criteria for involuDtary civil commitment and you should write "Verdict for
the Respondent, William Bigley" on the verdict line, sign. and return this
form. In that case, do not answer any further questions on this form.

Q2. Has tbe Petitioner proven by clear and convincing evidence that

as a result of mental illness Mr. Bigley is in danger of pbysical barm arising (rom

sucb complete neglect of basic needs (or food, clothing, sbelter, or persona' sarety as

to render serious accident, illness, or death highly probable If care by another is oot

takeo?

_______ (Number of jurors answering yes)

____&~__ (Number ofjurors answering no)

SPECIAL VERDlCT FORM
PAGE 1OF 3

8-13116
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Q3. Has tbe Petitioner proven by clear and convincing evidence tbat

Mr. Bigley will, if not treated, suffer or continue to suffer severe and abnormal

mental, emotional, or physical distress, and tbis distress is associated with

significant impairment of judgment, reason or behavior causing a substantial

deterioration of tbe penon's previous ability to function Independently, sucb tbat be

is uoable to survive safety in freedom?

_______ (Number ofjurors answering yes)

___~/p~-_(Number ofjurors answering no)

If less than five jurors answered yes to both Q2 and Q3, Mr. Bigley docs
not meet the criteria for involuntary civil commibncnt and you should write
"Verdict for the Respondent, William Bigley" on the verdict line, sign and
return this form. In that case, do not answer any further questions on this
form.

Q4. Has the Petitioner proven by prepondennce of tbe evidence that

Mr. Bigley's mental condition would be improved by tbe coune of treatment it

seeks?

_______ (Number ofjurors answering yes)

_______ (Number ofjurors answering no)

If less than five jurors answ~red yes to Q4, Mr. Bigley does not meet the
criteria for involuntary civil commitment and you should write "Verdict for
the Respondent, William Bigley" on the verdict line, sign and return this
form. In that case, do not answer any further questions on this form.

QS. Has tbe Petitioner proveo by preponderaDce of the evidence that

tbere is no less restrictive alternatlve available to Mr. Bigley?

_______ (Number of jurors answering yes)

_______ (Number ofjurors answering no)

If less than five jurors answered yes to this question, Mr. Bigley does not
meet the criteria for involuntary civil commitment and you should write
"Verdict for the Respondent, William Bigley" on the verdict line, sign and
return this fonn. In that case, do not answer any further questions on this
fonn.

SPEClAL VERDICT FORM
PAGE 2 OF 3

S-13116
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Q6. Has tbe Petitioner proven by preponderance of the evidence that

Mr. Bigley bas received appropriate and adequate care aDd treatment during his

3D-Day Commitment?

_______ (Number ofjurors answering yes)

_______ (Number ofjurors answering no)

If less than five jurors answered yes to this question, Mr. Bigley does not
meet the criteria for involuntary civil commitment and you should write
"Verdict for the Respondent, William Bigley" on the verdict line, sign and
return this form. In that case, do not answer any further questions on this
form.

I(at least fIVe jurors answered yes to:

A. Ql, Q2, and/or Q3, Q4, QS, Q6,

Mr. Bigley meets the criteria for involuntary confinement to a mental
hospital and you should write "Verdict for the Petitioner, State of Alaska"
on the verdict line, sign and return.

Verdiot:~~~ [1o1t:.v ~c,,-t,
W~LL~/r· oj~,

Now date and sign your verdict form~nU the bailiff.

DATED: (p/~tr /UI

Printed name nfforepemo .~ <- oS.

Signature of foreperson ~-~:"":"::::=~~_--l..--=t=(~~=:::::::-.:::::::. _

SPECIAL VERDICT FORM
PAGE 3 OF3

S-13116
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ALASKA PSYCHIATRIC INSTITUTE
HOSPITAL RECORD

1lle p:lticnt rdusrd m.:dic:ltions. The patient was continued on mediations
Nscd on the existing court order aft-:r consull:ltion 'with the attorney gener:ll':; ollice. The patient
soon sl:lrted cooper:lring with or:lllmdiCillions. including ~plIkote. H.: wanted to be offl r·
eXli because he lhou~1 it made him hun and his medication ""as chanSN to S ucl

DISCHARGE SUMMARY

PATIENT: BIGLEY, William S.
CASE #: 00-56·65
ADMIlTING UNIT: KAT

ADMISSION DATE: 11/29/06
DISCHARGE DATE: 01/03/07 (AMA)
PAGE 2 of4

8-13116
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ALASKA PSYCHIATRIC INSTITUTE

'-- ...t..:~" ...
'.• J

• /I

'. ~~-I ','-
.~ ..

..tJURSE SIGNATURE

ORDER SHEET
API Form '06·601OA Rev. 12102

BIGLEY,
WILLI~MS

0312112007 00-56~5

01/1511953

To remOVE copy willie 511 is In chait, IIfIlonn by bol\om stub. reich •
under, & pun copy IowBrds you. Tlar 0" al proper perlDlalionAppendlX, P29

5-13116 Exc.85

PleDSE write or print lel:fbly.
PltDse U5e ball polJlt pen.

DATE TIME

DATE TIME



IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD IUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization of William S. Bigley, )

Respondent, )
William. Woml. MD, )

PWnooq )
Cae No. 3AN 07·1064 PIS

MAR 06 2008

S-13116

AFFIDAVIT OF ROBERT WHITAKER
•

STATE OF MASSACHUSEITS )
) 55.

SUFFOLK. COUNT)' )

By Robert Whitaker

I. Peno'" BackpeuBd

1. As I joumalist, I ha~e been wri1inB about science and medicine, in • variety offorums.

for about 20 years. My releVillt experience is as follows:

a) From 1989 to 1994, 1was the scienu and medical writer for the Albtmy Timu

Union in Albany, New York.

b) During 1992-1993, Jwas 8 fellow in the Knight Fellowship for Science Writers

at the Massachusetts Institute ofTechnology.

c:) From 1994-1995, I was direc:tor ofpublic:ations at Harvard Medical School.

d) in 1994,1 co-foundcd a publishing company, CenterWatch, that reported on the

clinical development of new drugs. 1dircc:ted the complllY's editorial operations

until latt 1998, when we sold the company. I continued to write freelance

articles for the BasIon Globe and various magll2.ines during this period.

Exc. 86



e) Articles that] wrote on the phBnnaceutica\ industry and psychiatry for the

Boston Globe and Forturte magazine won several national awards, including the

George Polk Award for medical writing in 1999, and the National Association

of Science Writers award for best magazine article that same year. A series I

wrote for the Boston Globe on problems in psychiatric research was a fmalist

for 1he Puli1zcr Prize in Public Service in \999.

f) Since 1999, 1have focused on writing books. My-first book, Mad ill America,

reported on our country's treatment of the mentally ill throughout its history,

and explored in particular why schizophrenia patimts fare so much worse in the

United States and other developed countries than in the poor countries of the

world. The book was picked by Discover mapziDe IS one of the best science

books of 2002; the American Library Association DUlled it as one of the best

histories of 2002.

2. Prior 10 writing Mod ill America, I shared conventional beliefs about the Dlture of

schizopbreDia and the need for patients so diaposed to be on antipsychotic medications

for life. 1hid inteMewed many psychiatric experts who told me 1bIl the drugs were

like "insulin fOr diabetes" and corrected a chemical imbalaDce in the brain.

3. However, while writing 8 series for the BOItOIl Globe during the summer of 1998,1

came upon two studies that looked at long-term outcomes for schimphrenia patients

tbat raised questions about this model of care. First, in 1994, Harvard researchers

reported that o\ltcomes for schizophrenia patients in the United States had declined in

the past 20 years and were now no better than they had been in 1900.' Second, the

World Health Organization twice found that schizophrenia patients in the poor

countries oftht world fare much better than in the U.S. and other "developed"'

countries, so much so that they concluded that living in I developed country was 8

I Hegarty, J, et at "One hundred years of schizophrenia: a mea-analysis ofthe outcome
lilerature," America" Journal ofP5ychiG/ry I~ 1(1994): 1409·16.

S-13116

Affdavit of Robert Whitaker

Exc.87
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"strong predictor" that 8 person so diagnosed would never recovcr.2.,) Although the

WHO didn't identify areason for that disparity in outcomes, it did note a difference in

the use of antipsychotic medications between the two groups, In the poor countries,

only 16% of patients were regularly maintained on antipsychotic medications, whereas

in the U.S. and other rich countries, this was the standard of care. with 61% of

schizophrenia patients staying on the drugs continuously. (Exhibit I)

4. I wrote Mad in AmericQ, in large part, to investigate why schizophrenia patients in the

U.S. and other developed countries rare so poorly. A ~rimary part of1hat task. was

researchina the scieutific literature on schizophrenia and antipsychotic druBS.

U. Overvin of R.anrdl Litentun on Sebb.ophreDil IDd Sta_cIard ABdpl)'Cbotic

MedicatieD!

S. Although tbe public has often been told that people with sc:hizopbrcnia suffer tram too

much ucJopamine" in the brain, researcheR who investigated this hypothesis during the

19705 and 19805 \VCR lDUlble to find evidence that people I!IO diagnosed have, in fad.,

oYCl"ICtivc dopamine systems. Within the psychiatric research commllDity. this was

widely acknowleclpd iD the late 19805 and early 1990s. As Pierre DcDiker, who was one

of the foundiDg fathers ofpsychopharmacology. confessed in 1990: '"The clopImincrgic

theory ofschimphrenil retains little credibility for psychiatrists.tt4

6. Since people with schizophrenia have no known "chemical imbalance" ill the brain,

antipsychotic drugs cannot be said to work by "balancing" brain chemistry. These drugs

are not like "insulin for diabetes.It They do not serve as 8 conective to a known biological

abnonnality. Instead, Thorazine and other standard antipsychotics (also known as

2 Letf', J, et II. "The intentional pilot study ofKhizophrenia: five-year follow.up findings."
P.fychologiCtlI M~dici", 22 (1992): \31-45.

; Jablensky. A, et al. "Schizophrenia: manifestations, incidence and course in ditf'mnt cultures, a
World Health Organiution ten-country study,n Psychological Medici", 20, monograph'
supplement, (1992): \·9S.

4 Denikcr, P. "The neuroleptics: a historical survey," ACID PsychiotricQ Sco"dilUJvica 82,
supplement 358 (t990):13·87.

,I
I
I
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neuroleptics) work by powerfully blocking dopamine transmission in the brain.

Specifically, these drugs block 700!4l to 90% of a particular group of dopamine receptors

known as D2 receptors. This thwarting of nonnal dopamine transmission is what causes

the drugs to be so problematic in terms of their side effects.

8. Psychiatry's bclicfin the necessity of using the drugs on a continual basis stems from

two types of studies.

a) First, research by the NIMH has shown that the Clrup are more effective than

placebo in curbing psychotic symptoms over the short term (six weeks).'

b) Second, researchers have found that ifpatients IIbruptly quit 18king

antipsychotic medications, they uc at hisb risk of relapsing. 6

9. Although the studies cited above provide a ntionale for contiaual druB use. there is a

long line ofevidence in 1M research literature, one that is DOt gencnlly known by 1M

public or even by most psychiatrists, that shows that these druBs, o"cr time, produce

thae results:

.) They increase the likelihood that. penon wm become chronically ill.

b) They cause a bost of debilitating side effects.

c) They lead to early death.

111. Evide1lee RevealiDg berated CbroDldty or Pl)'dlOM Symptoms

)O. In the early 19605. the NIMH conducted a six-week study of 344 patients at nine

hospitals that documeDted the efficacy of antipsychotics in knocking clown psychosis

5Cole. J, ct aI. "Phenothiazine treatment in Kute schizophrenia." A,chtvu O!Gt"WD/ PSychiDtry
10 (1964):246-61.

6Gilbert, p. et a1. "Neuroleptic withdrawal in schizophrenic patients." Archives ofG~"rrtJ/

Psyc-hiDtry 52 (1995):173-188.
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o\'er a short tenn. (See footnote five, above). The drug-treated patients fared better than

the placebo patients over the short \enn. However, when the NIMH investigators

followed up on the patients one year later, they found, much to their surprise, that it was

the drug-treated patients who were more likely to have relapsedJ This was the first

evidence of a paradox: Drugs that were effective in curbing psychosis over the short term

were making patients more likely to become psychotic over the long term.'

II. In the 1970s, the NIMH conducted three studies that compared antipsychotic:

treatment with "environmental" care that minimiad uSc of the drugs. In each instance.

patients trealcd without drugs did better over the Ions tenn than those lreBted in a

c:onveaUonll manner." 9.10 Those findings led NIMH scientist WiU. Carpenter to

conclude that "antipsychotic medication may make some schizophrenic patieDts more

vulnerable to future relapse than would be the cue in the natural CO\IJ5C ofthe illness."

12. In the 19705, two physicians at McGill University. Guy Chouinard IIlCI Bury JoDeS,

offered a biological explanation for why this is so. The brain responds to neuroleptics and

their blocking of dopamine receptors IS though they are a pathological insult To

compensate, dopuninergic braill cells increase the density of1hcir D2 m:eptors by 40%

or more. The brain is now "supersensitive" to dopamine, IDd IS a result, the penon has

become more biologically vulnerable to psychosis than he or she would be naturally. The

two Canadian researchers wrote: ''Neuroleptic:s can produce a dopamine supersensitivity

that leads to both dyskinetic &rid psychotic symptoms. An implication is that the tendency

7 Schooler. N, et aI. "One year after discBar8C: community adjustment ofschizophrenic patients,'"
American Journal ofPsychiatry 123 (1967):916·95,

• Rappaport, M, et a1. "Are there schi20phrenics for whom drugs may be unnecessary or
contraindicated?" J,,' PhQrl1JllCopsychiDt'Y 13 (1978): I00-11.

I) Carpenter, W. et 81. "The treatment of acute schizophrenia without dNgs," Am"ic"" J~r",,10/
Psychiat,>, 134 (1977): 14·20.

10 Bola J, et aI. "Treatment of acute psychosis without neuroleptics: two-year outcomes from the
Soteria project" Journal a/Nervous Me,,'ol Diseose 191 (2003):219·29.
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toward psychotic relapse in a patient who had developed such a supersensitivity is

determined by more than just the normal course of the illness. II

13. MRl-imaging studies have powerfully confirmed this hypothesis. During tbe 19905,

several reseuth teams reported that antipsychotic drugs cause atrophy of the cerebral

cortex and an enlargement of the basa1 BlDgliL12• 13, 14 In 1998, investigators at the

University of Pennsylvania reponed that the druc-induced enlargement of the basal

ganglia is "associated with greater severity ofboth negative and positive symptoms."In

other words, they found that the drugs cause morphological changes in the brain that are

associated with B worsening of the very symptoms the drugs are supposed to alleviate.15

IV. Research SbowlDg that Ruovery Rates are R....er for No..Medlc:ated Palle.l.

tba. for Medicated PatieDtI.

14. The studies cited above show that the dnlas iDcrease the chronicity ofpIYchotic

symptoms over the loag term. There are also DOW a number ofstudies documentiDg that

long-term recovery ntcs are much higher for patients off antipsychotic medications.

Specifically:

B) In 1994, Courtenay Harding It Boston UDiversity reported on the long-lenn

outcames of 82 chronic schizophrenics discharged from Vermant S1ate Hospital

in the late 19S0s. She found that one-third ofthis cohan had rec<lvered

II Chouinard. Q. et at "Neuro)epti~-inducedsupersensitivity psychosis." A"'"icon JOIIrnal of
Psychiatry 135 (1971):1409·10. Also see Chouinard. G. et aI. "Neuroleptic-induced
supersensitivity psychosis: ~linical and phirmacoiOSic c:huatteristics." AlfttriclUJ Journal of
Psychiatry 137()980): 16-20,

11 Our. R, ct al. "A fonow.up magnetic resonance imaging study ofschizophrenia." Archil'es of
Generul PsyclliDtry 55 (1991): I42-152.

,~ Chakos M, et aI. "lncruse in c:audl1e nuclei volumes of tirst-episock st.hizophrenic patients
taking antipsychotic drugs." .America" JOII,,,al ofPs)ochitllry 1Sl (1994): 143006.

14 Madsen A, et al. "Neuroleptic! in progressive stNctural brain abnormalities in psychiatric
illness." The LD"ce1352 (1998): 114-5.

" Our, R, el aI. "Subcortical MRI volumes in neuroleptiC-Min and treated patients with
schizophrenia." A",erjeQn JOllrnal ofPsychif1Jr), 155 (1998): 1711·17,
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completely, and that all who did shared one characteristic: They had all slopped

taking antipsychotic medication. The notion thai schizophrenics needed to stay

on antipsychotics all their lives was a "myth," HardinS said.'" 17.11

b) In the World Health Organization studies, 63% of patients in the poor countries

had Sood outcomes, and only one-tbird became chronically ill. In thc U.S.

countries and other dcveloped countries, only 37% ofpatiaats had good

outcomes, and the remaining patients did not fare so well. In the undeveloped
•countries, only 160/. of patients~ regull1rly maintaiDed on antipsychotics,

versus 61 % of patients in the developed countries.

c:) In response to this body oflitcnture, physicians in Switzerland, Sweden and

Finland have developed prognuns thIt involve minimizing use of antipsychotic

drugs, and they are reporting much better results than what we see in the United

States. It. 20. 21. n In parbcuJll. Juko Seikkula recentJy reported that five years

after initial diagnosis, 82% ofhis psychotic pGems 1ft symptom-free. 86%

havc returned to their jobs or to school, and only 14% ofhis patients are on

antipsychotic medications.23

16 Harding, C. "Thc Vermont 1000itudinal slUdy of persons with severe menlal illness," AlneriCQl'l
Journal ojPsydaiaf", I'" (1917):727-34.

11 Harding, C. "EmpiriCiI comc:tion oheval myths about schizophrenia with implications for
treatment" Acta Psychillrrica SclllldlnavJCQ 90, suppl. 384 (1994): 140-6.

It McGuire, P. "New hope for people with schizophrenia," APA M""tfDr 31 (February 2000).
•9 Ciompi, l, et aI. "The pilot projec:l Solen. Beme." Briruh Jouma/ ofPl)'Chiatry 161,

supplement 18 (1992):145-~3.

~G Cullber& J. "lntegrating psychosocial therapy and low dose medical treatment in a total mllerial
offirst~pisode psychotic patients compared to treatment IS usual." Medical Archives 53
(199):167.70.

21 Cul1berg J. "One-year outcome in first episocle psychosis patients in the Swedish Parachule
Project. Aero PsychiorriC4 SCQ"di"ovica 1D6 (2002):276-85.

11 LehLincn V, et al. "Two-year outcome in first-episode psychosis according 10 an intcgrated
model. EllroptuJJJ Psychia")' 15 (2000):312-320.

2~ Seikkula J, el al. Five-year experience of first-episode nonaffettive psychosis in open-dialogue
approach. Psychotherapy Reseorch 1612 (2006): 214·2211.
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d) This spring, researchers at the University of Illinois Medical School reported

on the Ions-term outcomes of schizophrenia patients in the Chicago area since

1990. They found that 4()1l/. oftbose who refused to take their antipsychotic

medications were recovered at five-year and 15-year followup exams, versus

five percent of the medicated patients.l~

V. Harmful Side ERect. fnm ADtipl)'chedc MedicaiioDS
•

1S. In addition to making patients chronically ill, standard antipsychotics cause a wide

range of debilitating side effects. Specifically:

a) Tardive dyskinesia. The most visible sign of tardive dyskinesia is a rhythmic

movement of the tongue, which is the result ofpermanent damage 10 the basal

ganglia, which controls motor movcmc:nt. People suffcriDg from tardive

dyskinesia may have trouble walking, sittiDg still, eatin&. and speaking. In

addition, people with tardive dyskinesia show accelerated copitive c1ecline.

NIMH researcher George Crane said that tardive dyskinesia resembles "in

every respect known neurological ctiseases, such as Huntington' II diSCllle,

dystonia musculorwn defol"lDlnll,lIDd postmcepbalitic blain damage.~

Tardive dyskinesia appears in five percent ofpatients treated with standard

neuroleptics in one ycar, with the percentage so aftlicted increasing an

additional five percent with each additional year ofexposure.

24 Harrow M, et al. "Factors involved in outcome and recovery in schizophrenia patients not on
antipsychotic medicatIons." JOllrnol olNtrYOlIS gnd M,nlal DinGse 195 (2007); 406-414.

2~ Crane, G. "Clinical psychophsMIIlColog)' in ils 2Q'1' yeu," Science 181 (1973):124-121. Also
see American Psychiatric Association, TGrdiw DysIci"esiD: A TtUk Force Report (1992).
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b) Ak.athisia. This is an inner restlessness and anxiety that many patients

describe as the worst sort of torment. This side effect has been linked to

assaultive, murderous behavior.u. 2'. 21. 19. H

c) Emotional impairment. Many patients describe feeling like "zombies" on the

drugs. In 1979, UCLA psychiatrist Theodore van Putten reported that most

patieDlS on antipsychotics were spending their lives in "vinual solitude, either

staring vacandy at television, or WlDdering aimlessly around the

neighborhood, sometimes stopping for I up on i lawn or a parle bench ...

the)' arc bland, passive, lack initiative, have blunted affect. make short,

laconic replies to direel qucstiODS, and do DOt volunteer symptoms ... there is

a lack not only of interaction and iDitiative, but ofany activity whatsoever.3\

The quality of life on conventional neuroleptics, researchers qrecd. is "very

poor." 32

d) Copitiyc imJpairmcnt. Varioua studies have foUDd that oeurolcptics reduce

one'5 capacity 10 leam IDd retain information. As Duke University scientist

Richard Keefe said in 1999. 1bcsc drugs may "actually )Rvcat adequate

learning effects and worsen motor skills. memory function, and executive

abilities, such as problem solving and perfonnance assessment.,.)3

26 Shear, K ellt. "Suicide ISsoc:ilted with ablhisia and deport fluphenazine treatment," JOII"IQI

o/Clinical Psychophormocology 3 (1982):235-6.
" Van Putten, T. "BchaviOJa) _icity ofantipsychotic drugs." Journal ofC/i,.ical Ps.vchjQI,y 41

(1987):13-19.
11 Van Putten, T. "The many faces of akathisia," Comprrhcn!ive Psychiatry 16 91975):43.46.
~9 Herrera, J. "Hish-potency neuroleptics and violence in schizophrenia," Jourul o!Nuvous and

Mental Disrasr 176(1988):558-561.
)II Qalynker, I. ..Akathisia IS violence." JOllmtll o/CliJlical PsydJiatry 58 (1997): I6-24.
~I Van Putten, T. "The board and care borne." Hospital tmd CommuJlity PsydJiDlry 30

(1979):461-464.
3~ Weiden P. "Atypial antipsychotic drugs and IORg-term outcome in schizophrenia." Jourmal of

Clinical Psychiatry 57, supplement 11 (1996):53-60.
~3 Keefe. R. "00 novel anlipsychotic:s improve cognition?" Psychiatric Annals 29 (1999):623·

629.
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d) Other side effects of standard neuroleptics include an increased incidence of

blindness, fatal blood clots, arrhythmia, heat stroke, swollen breasts, leaking

breasts, obesity, sexual dysfunction, skin rashes and seizures, and early

death.3., 3'.36 Schiz.ophrenia patients now commit suicide at 20 times the rate

they did prior to the use of neuroleptics.]7

VI. Tbe Resnrda Litentun OD Atypical ADliplyclaotlcl

16. The conventional wisdom today is that the "atypical" antipsychotics that have been

brought to market-Risperdal, Zyprcxa. and Seroquel, to name tbrcc-BlC much better

and safer than HaIdol, Thorazine and the other older drugs. However, it is DOW clear that

the new drugs have no sueb advantage, IDeS there is even evidence suggesting that they

are WOJSC than the old ODeS.

17. Risperda1, whicb is manufactured by JIIDSSCD, was approved in 1994. Although it was

hailed in the press as B ..breakthrouah "medication. the FDA, in its review of the clinical

trial data, conclUded that tbcrc was no evidence \hat this druB WIS better or safer thBn

HaIdol (haloperidol.) The FDA told JBDSseD: "We would consider any advertisement or

promotion labeling for RlSPERDAL false, misleading, or IlckinS fair balance under

section SOl (a) and 502 (D) of the ACT if thm is presentation of data that conveys the

impression that risperidone is superior to haloperidol or an~ other marketed antipsychotic

dNg product with regard to safety or effectiveness.""

34 Aran&, G. "An overview ofside effects caused by typical antipsychotics,n Journal ofClinicol
Psychiatry 61, supplement B(2000):5· \3.

3' Waddington, J. "Mortality in schimphrenia." Brituh JourlUJl ofPsychiatry' 73 (1991):325·
329.

~6 Jouk&maa, M, et a\. Schizophrenia, neuroleplic medication and mortality. British Journal of
Psychitury 118 (2006):'22·127.

~, Healy, Det al. "Lifetime suicide rates in lreated schimphrenaa," British Journal ofPsychiatry
188 (2006):223-228.

]1 FDA approval letter from Robert Temple to ~ssen Research Foundation, December 21, 1993.
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18. After RisperdaJ (risperidone) was approved, physicians who weren't funded by

Janssen were able were able to conduct independent studies of the drug. They concluded

that risperidonc, in comparison to Haldol, caused a higher incidence of Parkinsonian

symptoms; that it was more likely to stir lkatbisia; and that many patients bad to quit

taking the drug because it didn't knock down their psychotic symptoms.n. 40.41, 41, 43

Jeffrey Mattes, director oftbc Psychopblrmecology Research Association, concluded in

1997: "It is possible, based on the available studies, thaHisperidone is not as effective as

standard neuroleptics for typical positive symptoms.... Letters also poured into medical

journals linking risperidone to neuroleptic maliJDlllt syndrome, tardive dyskinesia,

tardive dystonia, liver toxicity, mania, and an unusual disorder of1he mouth called

"rabbit syndrome'"

19. Zyprexa, which is manufactured by Eli tilly, was approved by the FDA in 1996. This

drug, the public was told, worked in a more OIcomprebeDsive" manner than either

risperidone or haloperidol, and was much OIsafer and more effective" than the standard

neuroleptics. However. 1he FDA, in i1s review of the trial data for Zyprexa, noted dlat Eli

Lilly had designed its studies in ways that weJe "biued apiDst haloperidol." In fact, 20

of the 2500 patients lrated with Z)'pRXI ill the trials died. Twenty-two percent oftbe

Zyprexa patients suffered a "serious" Idvene eveat, compared to 18 percent ofthe

Haldol patients. There was also evidc:llcc that ZYJRU caused some sort of metabolic

dysfunction, as patients pined oearly a pound per week. Other problems that showed up

in Zyprexa patients included Parkinsonian symptoms, akatbisia. dystonia, hypotension,

~ Rosebush, P. "Neurologic side effects in neuroleptic-naTve parienlS treated with haloperidol or
risperidone." Neurology 52 (1999):712-'IS.

eo Knable, M. "ExtrIp)'nmidal side effects with risperidone and haloperidol at comparable 02
receptor levels." l'sychiGtry Ruean:h: NeuroiJfltll;,.,Seclion 75 (1997):91-101.

41 Sweeney, J. "Advme effects ofrisperidont on eye movement activity."
Neuropsychopharmaco'ogy 16 (1997):217-228.

41 Carter, C. "Risperidone use in lleldling hospilll durinc its first)'ear after market approval."
P.~yc/JophQrmacology Bulletin 31 (1995):719·725.

43 Binder, R. IIA natun1istit stud)' of clinical use of risperidonc." Psychiatric Servicts 49
(1998):524-6.

44 Mattes, J. "Risperidone: How good is the evidence for efficac)'?" Schizophrenia Bllllelin 23
(1997):155·'61.
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constipation, tachycardia, seizures, liver abnormalities, white blood cell disorders, and

diabetic complications. Moreover, two·thirds of the ZyprexB patients were unable to

complete the trials either because the drugs didn't work or because of intolerable side

effects.4~

20. There is now inueasing recognition in scientific circles that 1he atypical

antipsychotics are no better than the old drugs. BDd may in fact be worse. Specifically:

8) In 2000, a tam of English resean:hers led by Jolm Geddes at the University of

Oxford reviewed results from 52 1tlMlies, involvina 12,649 patients. They

concluded: 1'hcre is no clear evidence that atypicals are more effective or are

better tolerated than conventioaalllltipsycbolics." The English researchers

noted that Jmssen, Eli Lilly and other mmufacturers of atypicals bad used

various ruses in their clinical trials to make their new drugs look better dum the

old ones. In particular, the drug CDIIlpenies had used "cxcessive doses of the

comparator druB-...6

b) In 2005, a NatioDallnstitute ofMenta1 Health study found that that were ''no

significant differences" between 1be old drugs lDd the Btypicals in tenm of their

!efficacy Or how well pIlients tolnted 1hem.. Seventy-five pen:cnt oflbe 1432

patients in the INdy WCR unable to stay on antipsyc:hotics owing to the chugs'

"inefficacy or intolerable side effects," or for otht:r reasons.·'

c) In 2007, B study by the British lovcmmcnt found that ~hizophrenia patients had

better "quality of life" on the old drugs than on the new ones.41 This finding was

., See Whitaker, R. Mod ill A",rriCQ. New York: Perseus Pms (2002):279-28\.
t6 Geddes, 1. "Atypical an'ipsychotics ill the treatment of schilophrcnia." British MediCQ! JOllr"gl

32\ (2000): 1371-76.
•7 Lieberman, J, elal. "Effectiveness ofantipsydlotic drugs in patients with schizophrenia." NtM'

Eng/Gnd Journal ofMedicine 353 (2005):1209-1133.
•• Davies, L, et III. "Cost-effectiveness offim· Y. sccond-genmtion antipsychotic drugs," The

British JOlUflQl ofPsychiatry 191 (2007):14-~.
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quite startling given that researchers had previously determined that patients

medicated with the old drugs had B "very poor" quality of life.

20. There is also growing evidence that the atypicals may be exacerbating the problem of

early death. Although the atypicals may not clamp down on dopamine transmission quite

as powerfully as the old standard neuroleptics. they also block a number of other

neurotransmitter systems, most notably serotonin and glutamate. As B result, they may

cause B broader range ofphysical ailments, with diabetes and metabolic dysfunction

particularly common for patients treated withZ~ In I 2003 study oflrish patients,

25 of 72 patients (35%) died over a period of 7.5 ycars.lcading1he researchers to

conclude that the risk. of death for schizophrenics bad "doubled" since the introduction of

the atypical antipsychotics. 49

VII. Conclusion

21. In summary, the Rsearch literBlure reveals the following:

a) AntipsychOtics incrusc the likelihood that B person will become chronically ill.

b) Long-term recovery rates are much higher for unmcdicated patients than

for those who are maintained on antipsychotic: drugs.

c) Antipsychotics cause a host ofdebilitating physical, emotional and

cognitive side effects, and lead to early death.

49 Morgan. M, el al. "Prospective analysis of premature morbidity in schizoph~nia in relation to
health service engagement." Psychiatry Ruttllclll17 (2003):127-35.
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d) The new "atypical" antipsycbotics are not better than the old ones in

lenns of their safety and tolerability, and quality of Iife may even be

worse on the new drogs than on the old ones.

DATED this~ day of September, 2007, in Cambridge, Massachusetts.
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Is Medicarionfor Seriovs l*nlIIlllbtasu the Only Choice For All Peopk?
By lloDaId BusJnen, PhD

Albert EiDsteiD once IBid that Ibe ddimitiOll ofiDsaDlty is doiD&~ lime~

over and over apbIlbd~ diB'cnmt RSU1ts.

Today,..primlJ)' tlaIment for peoJ)le who are diagnosed With seriCNS meatal
UlncSs is psychiatric medicatiem. repidJess ofeffccti~I lDititutioDi are filled with
those: whobIwe r~.led ~ ~.cl~te JL1III1eI'OUS~ an Jiledieat1qns over tbe~QrSe
of IPBDY~2 ~ tlabiQIIJ for 1eI;i~.meutBl illm:sses igDaKn:;an:hCYid~
showiDg debiUtatJug CODdi1iaas BrisiD& &om Ihe.use ofpsJdUidric medic:atiaas.] AIfalts
with serious mental ii1IIISS tIeBtIlcl ill public iyItaDs die about 2S yaDs earlitt thaD
ADicriclDS ovetaU, a gap 1bat'1 wideDed~ the early 1990~ When major m-.t
disorders cut lih spas by 10 to IS ycars.4 Along with shorter life spans, peo~ IakiD,g
psycbiatz$~ _cation typica1lJ~Qle4icstion~ ~li.sabiUti'es UJal~ it.
extremely difficult for them to find emplQyment aDd to become fuUy iDtegJatcd members
6f1he COmiDunity. Not aniy do they ibow impainnent in cognitive and mbtor IlbiU'iies
but -ao must live With physieil4istorticms of'appeamnce that make them extremely
reluc~t 10 be seen in public paces.

Founded in 1988, the Tardive Dys1dDesiaITardjve Dystonia Nati_ Association
bas received thousand of letten 8Dd iDquirics from individuals taking psychiatric
medications and who st.rug1e with the adverse effects. Tardive dyskinesia, dystonia and
akBtbisia are late appearing oeuroiogical movement disorders caused by psychoactive
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- TD. Survivor. New Yolk
"I've always tried to fed betterad 1felt bow could any pn::scribed medicine

meant to help me, do more d.tuniIgc tbaii the il1De&s itseJt.,
- T.D, Survivor, loUisiana

drugs.' The following letters were received by the Tardive DyskinesiaITardive Dystonia
National Association:6

"Tremors and spasms make my arms do a sort ofjitterbug. Spasms in my neck
pull my bead to the side. My tongue sticks 0\11 as often as every thirty seconds."

- - T.D. SmviVOT. Washington, DC
"Having 'I'D is being UDBble to conn:ol my ums, fingers and sometimes my flcial

muscles; baving a spastic digestive tract IlIQ trouble breathing. Getting food from my
plate to my mouth and cbewiDg it once there can be a rul chore. rye bitten my tongue so
severely it's scarred. 1afta bite it~ enough 10 bleed into the food rm 1Iying to eat. J
DO longer drink liquids witboat drooling."

I am a pmDD who WIS fiat diapoted with &c:bizophreDia pmmoid type ad IbeD
after Botherb~ljuticm c1iIPOICd with scbizopbJaUa chJonic type~ who was
prescribed Dumaous JlI)'CbiI$ic c1nJp iDc;lu4iDaThoDzine S1elu;iDe and MellariJ. 1have
been drug-free far moretbaD~ yem. Having bail personal experiem:e with
psychiatric: medication.ad recovered Bftm-withdrawing from the prescribed drupe 1have
lNb$equentJy wo!ked as. psftibololist to develop -.I prOlDOte IltaDativehealing
practices." 1Uve wriaa~pabDshed...in professioDa1 jollIDBls IDc1 iD 2005 co­
fOUDded the.~0DI1 Network ofTreatmeal AltemamttS for kcovcry.·

Research. my OWllIDll~ iia IIdditiem to the numerous~ acccnmts of
reeovcry without psycbiatri~ _ieati~ coupkd with the dOcummted~ effeds
demaDd that we~ aJ*BOD'. choice - choices w}Ucb Il'e based.~ peIIDDB1
cxperieace aad preference fDr othermetbDdI of c:opiD& aDdp~ towud recDWI)'

and re-in1egration into the commUnity.9 PsydDitric medication is IDd sbould be ooty ane
ofIDID)' tn:aImmt~ for the iDdividual with serious meDIal illness. ADd wbm it is
clw~medi~9DS1Q'e.~,his~ endoD1y~ 100"other
opti~ f.~ inctivid\1al1O c)ooac.~ to~~ process ~~ choice.

The Nltional1leleen:hProject for 1be DevdopiDem ofb::overy Facilitating
system Pafmmance~ ccmcluded that, "llecovery from mental ilIDr:sI milbest
be~1DOd tbrqugb the Ii_ ~periepceofpa:5!)nS with psychiatric; d~ties.. 71 ne
l~ Pzoject listed the foIIowiDg~ es iDstrumeaDJ~ JeCOYery:

·Recovery is 1M reawakening crfhopt afta' despair.
•Recovery is lRakiD& through denial BJHi achievlng undcmiDding and
acce~ce.

tRecovery is moving~ witb4rawaJ to engagement end active particiP-ation iII
1m. i
.hcovay is aCtive cOpiDg 1"8t1Kr thaD passive Bdj\1Stmcnt.
tRecovery means DO longer viewing obeSelf primarily as 8 mental patient aDd
n:claiming apositive sense ofself.
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-Recovcry is a journey from alienation to purpose.
ltRet:overy is a complex joumcy .
·Recovery is nOl8Ccomplished alone-it involves support and par:tnersbip.10

Research describing what people want and nud is very similar to what everyone
want! and needs. The best pJactices ofpsychosocial rehabilitation highlight the
following:

1. Recovery caD occur without professional intervention. The coDSUmcrlsurvivOI'S rather
than professionals lie the keys to recovery.

2. Essential is the pxaence ofpeople who believe in and stmd by the penon inneed of
RCOvery. Ofcritical DUJIOltance is • perIOD or persons whom ODe em IrUst to be 11u:re in
times ofneed.

3. 'Recovery is DOt a faDdioD ofODe'S theory abolrt the ca". ofmen1B1 iDDess. ADd
recovery cam occur wbeIbcr ODe views the CODditioD as biologiCal or DOL

4. People who experience iDt=se psycbiBlric symptoms episodically are able to RlCOW:I'.

Growth and setbBcks dming tec=ovet)'.1IIIike it feel1ikc it is DDt a linear process. B.eaovery
oftml ch:aDaes the freqUaicy iDd dundion of symptoms fortlM; better. The paces! does
not fee) sySlemlDc aDd pl.-d.

S. Recovery 1iam 1he ccmsequmccs oftbe DriaiDBl conditiOil may be the moit cJifIicu1t
partof~. The disalIvaIdaacs. ~adiDg stipna.loS$ ofrights. c1isctimiuatiao aDd
~ taVices can combine to biDder apasoD's recovay~ ifhe
or sbe is .., &"

1D the above wu*1* p-onio'ina nx:ovcry thB is a couspicuOUs absence of
psycbiatric medication. Paycbolop CourWaiIy iiarding. JIriDCiPal reIeardJer of1be
""Vcnaoot LcnIpdjgal Study,'his empiricallydem~ that.people dO n=cover
frQm long-term c:broDic disordea .a.schizopbreaia at amiaimum.. of3~ 'Slad
as.bip IS 60%.12 Tbae ItDIJia have amsil1eDdy toUDd thatba1fto twO 1b1rds ofpatients
significaut1y ~vec! or~j iDctudinj SOllie oolIbrts -Of very cbJ\mie:·*es. The
32 %for full 'ltrpyfity is with..of tM me criteria~ no long" laldng any
psychiDtric mtdicatfrm. Dr.H~ in delinea~ tile~m}1bs ofschizophrenia,
addresses ~e myth abaul psycbiatric mediclliOJi. Myth number S. Myth; P.~ts mast
be on medicatioD all tIIelr .... Reality: It.., 1M • lman ptreebtap wbo Dee4
medicafioD iIldefiDitel)'. According to Harding and t.hniser, th~ myths liniit the SCOpe
and effectMness of1lelt:me.Dts available 10 patients.J)

The most important priuciple of the medical profession is one tba1 bas &1aod~
test of time. "Finll do DO 1Ima.. When it is clear thatpsychiatric medic:alioDS have 'been
ineffective and/or bannfuJ ill the treatment of a pBJticu14lt mdividual, and wbeD that
person objects to another~t course with psychiatric drugs, it is wrong to continue
on this course against the expressed wisbes ofthat individual. One must consider the
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statement attributed to Albert Einstein at the beginning of this affidavit. Let us work with
people to implement their iDfDrmed choices for alternative services and not contiDue
trying to implement a treatment that has not worked.
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DATED this -¥-- day of September; .2007, in Albany, New York.

SUBSCRIBED AND sWO!tN TO before me this~day of S f.q"~OO7.

State of Alaska )
)ss

hird Judicial District)

I, James B. Gottstein, hereby affirm that this reproduction of Affidavit of Ronald
Bassman, PhD. to which this is appended' a ,correct and complete
photocopy of the original filed I 0 0,-·'''''/

Dated: March 6, 2008

SUBSCRIBED AND SW 0 before me this 6th day of March, 2008.

~STATBOFAL SKAe ~£~

lNOTARY PUBUC Notary Public in and for Alaska
Us. E. Smith • My Commission expires: '1/,2.1.:4;1/

~Cor!'.'TliW..~ Ev,;ll~:S J..,"'ClI 23.2011
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD roDlClAL DISTRICT, AT ANCHORAG~copv

In The Matter ofbNecessity for the ) ......:.~~
HospitalizatiOD ofWilliun S. Bigley. ) SEF 12 2D07

Respondent, )
William WaDI.NO, ) ~"-"a...

PetitioDer )
Cue No. 3AN 07·1064 PIS CUi?V

AFFIDAVIT OF PAUL A. CORND..S ~=.-~'==-=='
STATE OF ALASKA

11IIRD ruD1CIAL·D1S11UCI'

)
)15.
)

MAR 06 2008

A. My Dame is Paul ComUs IDd IIllD the Prognm MaDaaar for CHOICES....

which stands for CaDsu.mrn Having Ownenihip in CJCatiDg Effedive Services. 1have

almost 10 yean; cxperiaa woddDg 'in the field ofbehavioral health with ac1Ultllbd

cbiJdrm incl'adiDs I yam as II cue:maaagc:r withpeople who arcdj~ with

sc:rious IDC1~meatal iUDess.

B. 1fint bepn RespoD4e.nt BiD Biiley ill JIIRW)' of 2007, UDder CODtract with

the Law Prqjeet for Psychiatric Rights (psychR1gbM). Whei:i the Cost ofamvic;es

exceeded S5,000 PsychlliptS said it could not afford to CODtiDue pa)'iDa m4~. Bigley

iDfCJDDCd me he did Dot WIiJt to worlc Witb me iDymaie so services were diIcDaIiDued

C. CHOICES began working with Mr. Bigley again in July of this year lit the

request of the Office ofPubJic Advocacy (OPA). Mr. Bigley's Guardian IIlC1 bas

continues to do 80.
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D. Mr. Bigley is so angry at being put unde.r a guardianship that he takes

extreme measures to try to get rid of his guardianship. As a result, be is mostly refusina

to cooperate in virtually any way with the Guardian.

E. For example, Mr. Bigley rips up checks from the Guardiin made out to

Vendon OIl his behalf, trying to force the Guardian to give him his money clirectly and

8S put ofhis effort to e1jmiuate the guardianship.

F. Mr. BiiJey bas also refusedY~~ offers of "be1S;" from the GullrdQ, such

as grocery IhoppiDa in alimi1ar attaapt to get 0Ql from UDder the 1\IDdiDIhip.

G. Be exhibits the ISI1IlC types ofbehavior 10~ but) have a difrenm .PJN~

which iDvol.es JM;IotiatiOD IDd diBCUSSion. does not involve coercion ad wbere !be

DItura1 CQDHqIICDCeI ofMr. Bi&leYs adioDs Ire alIcJwed to~.

a 'Ibis is very impcatBld because after people 8R JaWed with a mmtal illBes&

everythiDl is attributed to the meatal illDe$s 8IId the pmon no lDOIer takes

rapcniSl"bility b Ilia or hIW KtioDs.

L TakiDs respcmsi.bility ·fOr one's act10DS is 8 core tenetof QlOlCES' appmach.

J. Mother timet ofthe CHOICES' approach is What is known D,Ii tiJ\.e1ap&e

Plan;1I In fact. there is I whole~ called ~I: "WRAP,II developed byMmy

BIen C-opelmd. used aRDMl the world, which stands for WeDDess R.ecovery Action

Plan. ofwhich a Relapse PIa is 8 part, Other aspects are leaniiog how to deal with

one's difficulties in ways that do not create as many problems. I am i 1r8iDed 'WRAj)

Facilitator.

Affidavit offol Comils
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K. With Mr. Bigley, however, 1have used Anger Management. Molal

RecODation Therapy (MR.T) and elements ofPeer Support, all of which I have taken

training in and have Itceived certification as the most beneficial techniques for Mr.

Bigley at this time.

L. It is my ~eftbat ifthe CHOICES approach were CODSisteatly used witb Mr.

Bigley IDd1hae 8R sufficient community support resources then: is a Rood clwIce be

will be able to live mccessfully in1hc: community.

M. J tmdasbiDd Mr. Bigley, tbrougb his lnomey"lID GotlBtl:in, bas lDQVed for 811

iDjuoction u foUows:

I. Mr. Bic1eybe allowed to come 11M! go &om API iii be wiIba. iDc1ucIiDg
beiDa pvm, food, lood 11ecp'iDa c:onCtitiDDS, InDdry 8Dd 1Di1etiy item.

2. IfiDYohmtarily It 8 treatment facility ill 1hc tutuJe, be anow~ oat 011

passel at least cmce alChday bfour hours with ac;ort byitlffJIW'RIhrD who like
him, or epme oOlerparty williDg aDd able to do 10.

3. Only the Mediql Dinclor ofAPImay nthorize the ad...h,.lIatiaa·of
psychotropic medicatiaD P\IIIUaDl to AS 4'730.838 (oray 01herjustifiCatioo for
invohmtU)' tdmjnistntion ot'medicatiem. other thaD lIilC1er AS 47.30.839).~
CODS\1Itatian witb JIIIlIlB B. Gottstein, Esq.• orbiiso~.

4. API~ J1(QCUfC and pay for I teasonably Dice two bedIwJD~
that is auDible toMr. Bigley should be diOoie ill API shaU fint attempt 10
Degoblte lID aeceptabJe abode, aDd faiiing lbat plOCDIe it ad make it available to
Mr. B.igIey.

S. At AJ»l's expense, make sufficieat staff 1V811Bble to be with Mr. Bis1ey to
tty keep him out of1nJab1e.

6. The foregoing may be con~cted for from 811 QUtpati~t-provider.

1 API may seek to ooa.m a hQUsing subsidy from another so~, but such source may not
be his Social Security DiSibility income.

Affidavit ofPaul Comils
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N. It makes perfect sense. With respect to Number 1. Mr. Bigleys problems in

the community revolve around the expression of his extreme anger, and has caused the

loss ofhousin~ options. Currently, it is my understanding even tbe Brother Francis

Shelter is not nailable to him. There needs to be 8 slfe and comfortable place for Mr.

Bigley Ie sleep wbeD be doesn't have my otber option. Even tbCJll8b he is never actually

violent, there is DO other aptian in Anchorage ofwhich 1am swan: that is in a pDiition

to deal with his yeDiDa IDd screaming,

O. FDDkly, it is unlikely that Mr. Bigley would avail himselfofdie option

because of the way he bas been locked up and 1reated theft so much in his lite, 1Nl the

optiOD should be BYIilable to him.

P. NQIIIber 2. is mare likdy lIDlClB lind UD1i1 Mr. B.i&1cY Bets his bdlavior within

8 socially acceptable rmge. Mr. Bigley ieems to always be okay OIl pass wbeD be is

there so be sbould be giva such passes.

Q. With~ to Namber 4. housin~ Is abuge isne for Mr·. BiJleY< He

ftr:nwpds a,elatively Dice lPartmeIlt IDd wiD choose homelessncss over cme 1bat does

Dot meet his n:quiJemads. Cmrcotly. under his GaantiaDsq, Rgime, he is 0D1y.given

about S60 per week far food and $50 per week for spendinl mcmey. That is an

UIIi'alSOD8bly SiD8ll1iDoDi:rt. 1don't bow if the State $hould be required to iUpp(itt Mr.

Big1~s bousiq to the extent requested by Mr. Gottstein, but it sbould in areascmable

amomrt IS necBSnry.

Affidavit ofPau) Comils
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STATE Uf ALASKAeNOTMY'UIUC
UIa E. ItwIth .

_.~~""'_1D11

R. With respect to N1Jmber 5, right now, it would be very beneficial to b8\'t

someone with Mr. Bigley for an extended period oftime clurin& the day to help him

meet his needs BDd stay oot of trouble.

s. Cwrent1y, it would probably 1ake more~ Medicaid allows to provide what

isnecded.

T. U&iD& CHOICES' 1J'PI'OIch, it is my opinion there is. reucmable prospec1

Ibat within a year to cigbteea IDOD\hs Mr. Bigley could let by with far less ImVices ad

be witbiD the DOI'IDB1 Mediciid taDge.

U. There is also a n:ascmable IJrOSpecl that this will DnCl' be achieved.

V. With n:spect 10 Num"er 6. CHOICES could be such lID O\I1pIItiept provider,

but would DIed to ins:rnae its stBffiDg Je\'cl ill order to be able 10 do BO )II"OpmIy, Which

would take Illeat alitdc bit oftime.

FUIl'l'BKJl YOURAJl'Il'IANT SAYETB NAUGHT.

DATED Scptembc:r 12. 2007.

By.)cwA ~ .~. ·6~·_
PJDl A. Comils

SUBSCIUBED AND SWORN TO before me dJis 12th diy ofSc:p1anber, 2007.

~<{? dmiu
N~ We in and for Alaska
My Comilli..Expires: ij2.fr!#1/

Aftidlvit ofPaul ComUs
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State of Alaska )
)ss

Third Judicial District)

I. James B. Gottstein, hereby affirm that this reproduction of Affidavit of Paul
Comils. to which this is appended, is a true, rrect and complete photocopy of

e original filed in 3AN 07-10

Dated: March 6, 2008

SUBSCRIBED AND SWORN to before me this 6th day of March, 2008.

~p~
Notary Public in and for AIask
My Commission expires: ..

C;:AlASXAeNOTARY PUBlIC
..... E. Smith
~~~Aprl23.1011
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CI~" ~ tho Trt•• COln1o
IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization of William Bigley, )

)
Respondent )

Case No. 3AN 08-00493PR

MOTION TO VACATE APPOINTMENT OF PUBLIC DEFENDER
AGENCY WITH RESPECT TO AS 47.30.839 PETITION

The Respondent in this matter, William Bigley, by and through counsel the Law

Project for Psychiatric Rights (PsychRights) hereby moves to vacate the appointment of

the Public Defender Agency with respect to the AS 47.30.839 forced drugging petition

presumably filed in this case. This motion is accompanied by a memorandum in support.

DATED: April 29, 2008.

Law Project for Psychiatric Rights

By: _-I>+~~---='-- _

l~es B. Gottstein
ABA # 7811100
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRlCT, AT ANCHORAGE

In The Matter of the Necessity for the
Hospitalization of William Bigley,

)
)
)

__~R~e~s~po~n~d~e~nt~ )
Case No. 3AN 08·Q0493PR

. ) 2006

MEMORANDUM IN SUPPORT OF
MOTION TO VACATE APPOINTMENT OF PUBLIC DEFENDER

AGENCY WITH RESPECT TO AS 47.30.839 PETITION

The Respondent in this matter, William Bigley, by and through counsel, the Law

Project for Psychiatric Rights (PsychRights), has moved to vacate the appointment of the

Public Defender Agency with respect to the AS 47.30.839 forced drugging petition filed in

this case (Motion). The grounds for the Motion follow.

I. PsychRights Represents Respondent

PsychRights represents the Respondent with respect to any AS 47.30.838 or AS

47.30.839 forced drugging. The attorney for the Alaska Psychiatric Institute (API) was

infonned bye-mail of this representation on Saturday, April 26, 2008,1 and upon his

failure to respond, the Chief Executive Officer of API was infonned directly (with a copy

to API's attorney), whereupon API's attorney responded, "I have received your emails and

will communicate to you as appropriate."

API then apparently filed a forced drugging petition under AS 47.30.839 without

informing the Court that PsychRights was representing Respondent and the Court

I Exhibit A. PsychRights has also formally filed a limited entry of appearance herein.
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appointed the Public Defender Agency? This is frankly an outrage. The Respondent has

the absolute statutory) and constitutional right4 to counsel of his choice if such is available

to him. The practice of immediately appointing the Public Defender Agency when a

forced drugging petition is filed under AS 47030.839 is improper. The Court is required to

fIrst detennine if the Public Defender Agency should be appointed under AS 47.30.839(c).

Moreover, the AS 47JO.839 petition is premature. In Myers v. Alaska Psychiatric

Institute, the Alaska Supreme Court explained involuntary commitments and forced

drugging involve two separate steps:s

To treat an unwilling and involuntarily committed mental patient with psychotropic
medication, the state must initiate the second step of the process by filing a second
petition, asking the court to approve the treatment it proposes to give.

This was reiterated in Wetherhorn v. Alaska Psychiatric Institute,6:

Unlike involuntary commitment petitions, there is no statutory requirement that a
hearing be held on a petition for the involuntary administration ofpsychotropic
drugs within seventy-two hours of a respondent's initial detention. The expedited
process required for involuntary commitment proceedings is aimed at mitigating the
infringement of the respondent's liberty rights that begins the moment the
respondent is detained involuntarily. In contrast, so long as no drugs have been
administered, the rights to liberty and privacy implicated by the right to refuse
psychotropic medications remain intact. Therefore, in the absence of an

2 The undersigned was also served with a subpoena to testify in this proceeding.
3 AS 47 JO.839(c).
4 Just last year, the U.S. Supreme Court addressed the fundamental nature of this right in
the criminal context in United States v. Gonzalez-Lopez, _ U.S. _' 126 S.Ct. 2557
(2006). While civil commitment and forced drugging are not criminal proceedings, as in
criminal cases, incarceration is involved, and as the Alaska Supreme Court has recently
recognized, forced psychiatric drugging can be and have been equated with forced
electroshock and lobotomy. Myers at 242 (Alaska 2006); Wetherhor, 156 PJd at 382.
S 138 P.2d 238,242-3 (Alaska 2006), emphasis added.
6 156 P03 d 371, 382 (Alaska 2007), footnotes omitted.
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emergency, there is no reason why the statutory protections should be neglected in
the interests of speed.

The Alaska Supreme Court thus specifically held it is a two-step process wherein

the forced drugging petition cannot proceed before the involuntan' commitment process

has been completed:

Alaska requires a two-step process before psychotropic drugs may be administered
involuntarily in a non-crisis situation: the State must first petition for the
respondent's commitment to a treatment facility, and then petition the court to
approve the medication it proposes to administer. The second step requires that the
State prove by clear and convincing evidence that: (1) the committed patient is
currently unable to give or withhold informed consent;7

Both Myers and Wetherhorn specifically referred to these two steps and to a

"committed" patient.s In Myers the Alaska Supreme Court held the Forced Drugging

Petition is filed after a commitment has been granted.9 Thus, only after a commitment

order has been signed by the Superior Court Judge maya forced drugging petition be filed,

at which point whether the Public Defender Agency should be appointed has to be heard

and decided by the Court. In this case, of course, it would be improper to appoint the

Public Defender Agency because the respondent is already represented.

DATED: April 30, 2008.

Law Project for Psychiatric Rights

By: --+;::"",::..,~ _

a es B. Gottstein, ABA # 7811100

7 156 P.3d at 382, emphasis added.
S AS 47.30.839(c) also makes this clear by making the appointment of counsel for a forced
drugging petition under AS 47.30.839 completely different than for a 30 day commitment
retition under AS 47.30.700(a).

138 P.3d at 242-3.
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RE: [Fwd: Mr. B.)

Subject: RE: [Fwd: Mr. B.]
From: "Twomey, Timothy M(LAW)" <tim.twomey@alaska.gov>
Date: rue, 29 Apr 200808:31:58 -0800
To: Jim Gottstein <jim.gottstein@psychrights.org>, "Adler, Ronald M (HSS)" <ronald.adler@alaska.gov>, "Kraly,
Stacie L (LAW)" <stacie.kraly@alaska.gov>
CC: "Beecher, Linda R (DOA)" <linda.beecher@alaska.gov>, "Brennan, Elizabeth (DOA)"
<elizabeth.brennan@alaska.gov>, "Gillilan-Gibson, Kelly (DOA)" <kelly.gillilan-gibson@alaska.gov>

Jim - I have received your emails and will communicate to you as appropriate,
Thank you. Tim

Tim Twomey (907) 269-5168 direct

From: Jim Gottstein [mailto:jim.gottstein@psychrights.orgJ
sent: Tuesday, April 29/ 2008 8:24 AM
To: Adler, Ronald M(HSS); Kraly, Stacie L (LAW)
Cc:
Twomey, Timothy M(LAW); Beecher, Linda R (DOA); Brennan, Elizabeth (ODA); Gillilan-Gibson, Kelly (DCA);
jim.gottstein@psychrights.org
Subject: [Fwd: Mr. B.]
Importance: High

Hi Ron,

In the absence of any response to the below from Mr. Twomey and therefore not knowing who might be
representing the hospital, I am forwarding the below e-mail to you and advising you that I am representing
Mr. Bigley with respect to forced drugging (presumably under AS 47.30.838 and/or AS 47.30.839) unless
and until otherwise notified. Thus, any forced drugging petition must be served on me. My fax number is
274-9493. Please forward this to whoever is representing the hospital with respect to Mr. Bigley regarding
any proceedings that have arisen or might arise out of Mr. Bigley's current admission. I will also need a copy
ofM!. Bigley's chart, updated daily.

Please also note that I made a fonnal proposal to Mr. Twomey, which was required to be presented to the
appropriate decision maker(s) at API, unless prior discussions with your attorney left it clear the proposal will
be unacceptable. Even if so, I think it is imperative that all parties get together to try and work out an
approach for Mr. Bigley that comports with his rights.

-------- Original Message -------­
SUbject:Mr. B.

Date:Sat, 26 Apr 2008 11 :38:47 -0800
From:Jim Gottstein <jim.gottstein(dmsychrights.orlZ>

Organization:Law Project for Psychiatric Rights
To:Russo, Elizabeth M H (DOA) <elizabeth.russo({i:,alaska.lZov>, Twomey, Timothy M (LAW)

<tim.twomey(i'i:alaska.gov>, Gillilan-Gibson, Kelly (DOA)
<kelly.gillilan-gibson@alaska.gov>, Beecher, Linda R (DOA) <linda.beecher(£iJ.alaska.gov>,
Brennan, Elizabeth (DOA) <elizabeth.brennan(('Dalaska.gov>

CC:jim.gottstcin(QJpsychrights.org

Hi Tim, Elizabeth, Linda, Beth and Kelly,

100 S-13116
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RE: [Fwd: Mr. B.]

Mr. Bigley is back in API. Unless and until otherwise notified, I am representing him with respect to forced
drugging, including prospective proceedings.

With respect to his current admission, in thinking about things, it seems to me there is a pretty high likelihood
that because:

(a) he had lost his housing and wasn't willing to accept the housing offered by OPA,
(b) he wasn't allowed at the shelter,
(c) there was a $#@)*&% blizzard late Friday afternoon, and
(d) API was preferable to a snowbank or jail,

he acted the way he had to act at OPA in order to get sent to API. I don't think he should have to act that
way to access API. Therefore, I propose the following:

1. He be allowed to come and go from API as he wishes, including being given food, good
sleeping conditions, laundry, washing facilities, toiletry items, etc.

2. Ifbrought to API on a PoA or Ex Parte, absent compelling concern about the safety of doing
so, he be allowed out on pass each day for at least four hours, with or without escort. Actually, it
seems to me that most of the time he ought to be let out each morning with him not being required to
return. If he gets brought back for his behavior in the community then the process can be repeated.
That way he has a place to sleep, get his food, wash, etc.

This, of course, doesn't apply ifhe gets charged criminally, but since he is considered incompetent to stand
trial with no prospects for becoming competent, they aren't hanging on to him, which tends to land him back
at API.

Of course, the Guardian will continue to work with him to provide a more suitable arrangement for all
concerned.

Tim, I understand Dr. Gomez is his treating physician. This is a formal proposal and I will appreciate your
conveying it to him and/or whoever else might be necessary to approve it. I will, of course, be pleased to
meet to discuss why I think this approach should be adopted and have the Guardian and Public Defender
Agency involved if they so desire.

James B. (Jim) Gottstein, Esq.
President/CEO

Law Project for Psychiatric Rights
406 G Street, Suite 206
Anchorage, Alaska 99501
USA
Phone: (907) 274-7686) Fax: (907) 274-9493
jim.gottstein[[at]]psychrights.org
http://psychrights.orgi
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MAY 1 2 2008

RECEIVED

Case No. 3AN-08-00403 PR

IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
AT ANCHORAGE

Respondent

William Bigley J

)
)
)
)
)
)
)

----------)

In the Matter of the Necessity
For the Hospitalization of:

ORDER REGARDING REPRESENTATION

I certify that on 5-.;2. ....O~
a copy of the foregoing was;00de~f)r~ (G:I«--( M) I

Clerk/Secretary!

The Public Defender Agency was appointed to represent Mr. Bigley in the above
. .

matter. So far, the Agency has represented Mr. Bigley in regard to the Petition for 30

Day Commitment. A recommendation in that phase of the case will be issued today.

The Agency is required to continue representing Mr. Bigley through the commitment

phase, specifically the filing of any objections to the master's recommendation and any

hearing associated with those objections. The public defender is not required to consult

with Mr. Gottstein. The public defender appointment will be considered terminated once

the issue of objections is resolved.

Jim Gottstein filed a limited entry of appearance indicating his plan to represent

Mr. Bigley in regard to the Petition for Court Approval of Administration of Psychotropic

Medication. On April 30, 2008 the Court refused to allow Mr. Gottstein to enter the

appearance because the medication petition was not in a posture to be decided. Since

the master's recommendation as to the commitment petition is complete, Mr. Gottstein's

entry of appearance will b considered operative as to the medication petition.

DATED this d- day of ~ 2008.

'duudt~M~
LUCINDAMCBU~
SUPERIOR COURT MASTER
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• Manifests a current intent to carry out plans of serious harm to
another.

While Mr. Bigley's condition has deteriorated greatly, none of the professionals testified
that they think he is likely to assault anyone. In fact, they are more concerned that he is
likely to be harmed by someone else by inciting them. While other members of the
public are disturbed by and frightened of Mr. Bigley, he has limited himself so far to
angry verbal expressions. He has never attempted to strike or harm someone.
As noted above, Mr. Bigley has been preoccupied by natural and man made
catastrophes. He has talked about blowing things up. None of the professionals
involved with him believe his thoughts are organized enough to carry out any sort of
plan. The finding at the hearing that Mr. Bigley presents a danger to others is hereby
vacated.

Danger to Self

13. The State also argued that Mr. Bigley presents a danger to himself, largely
because his behavior places him in danger of being assaulted or worse. To find that
Mr. Bigley is a danger to self the court would have to find he is a person who:

• Poses a substantial risk of harm to others as manifested by recent
behavior causing, attempting, or threatening that harm.

Mr. Bigley's behavior gets him into trouble, but there is no evidence that he is making an
attempt to get himself killed. This is not a "suicide by cop" situation. He tends to
provoke others but it appears to incidental to being his anger and aQitation.

Gravely Disabled

14. The State has also argued again that Mr. Bigley is gravely disabled.
According to AS.47.30.915 (7) "gravely disabled" means a condition in which a person,
as a result of mental illness

• (A) is in danger of physical harm arising from such complete neglect of
basic needs for food, clothing shelter or personal safety as to render
serious accident, illness or death highly probable if care by another is
not taken or

• (8) will, if not treated, suffer or continue to suffer severe and
abnormal mental, emotional or physical distress and this distress is
associated with significant impairment of jUdgment, reason or behavior
causing a substantial deterioration of the person's previous ability to
function independently

15. The State filed two earlier petitions (March and April 2008) and both alleged
that Mr. Bigley was gravely disabled. In both instances the Court denied the petition.
Perhaps the biggest change since the first April petition was filed has been Mr. Bigley's

In the Matter of W.B.
3AN-08-493 PR
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
AT ANCHORAGE RECeIVED

In the Matter of the Necessity
For the Hospitalization of :

William Bigley,
Respondent.

)
)
)
)
)
)

MAY I 2 2008

Case No. 3AN-08-00493 PR

ORDER FOR 30-DAY COMMITMENT

FINDINGS

A petition for '30-day commitment was filed on April 29, 2008.

A hearing was held on April 30, 2008, to inquire into the mental condition of the
respondent. Respondent was personally present at the hearing and was represented by
Elizabeth Brennan, attorney. Representing the State was Timothy Twomey.

Having considered the allegations of the petition, the evidence presented and the
arguments of counsel, the court finds by clear and convincing evidence:

1. Respondent is mentally ill and, as a result, iso likely to cause harm to himself / herself or others.
X gravely disabled.

2, Respondent has been advised of and refused voluntary treatment.

3. Respondent is a resident of the State of Alaska.

4. Respondent was given verbal notice that if commitment or other involuntary
treatment beyond the 30 days is sought, respondent will have the right to a full
hearing or jury trial.

5. Alaska Psychiatric Institute, or a designated treatment facility closer to the
respondent's home, is an appropriate treatment facility.* No less restrictive facility
would adequately protect the respondent and the public.

*If space is available, and upon acceptance by another treatment facility, the respondent
shall be places by the department at the designated treatment facility closest to the
respondent's home pursuant to AS 47.30.760, unless the court orders otherwise.

Page I of2
MC-310 (12/87)
ORDER FOR 30-DAY COMMITMENT

AS 47.30.735
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Case No, 3AN-080493 PR

6. The facts which support the above conclusions are:

See attached Findings of Fact

ORDER

Therefore, it is ordered that respondent, __, is committed to Alaska Psychiatric
Institute, for a period of time not to exceed 30 days. If space is available, and upon
acceptance by another treatment facility, the respondent shall be placed at the designated
treatment facility closest to the respondent's home.

Superior Court Judge~

I certify that on ~"--,-lo-,,~,,------__
A copy of this order was sent
To:
Respondent AG
Respondent's attorney pD 1
Attorney General Iff
Treatment facility

Clerk: &Jt--

Recommend for approval

i1~"-A{ffud ~-z-o¥
Lucinda McBurney Date 5-2-08

NOTICE OF RIGHTS
To: Respondent

YOU ARE HEREBY GIVEN NOTICE that if commitment or other involuntary
treatment beyond the 30 days is sought, you shall have the right to a full hearing or jury
trial.

Page 2 of2
MC-310 (12/87)
ORDER FOR 30-DAY COMMITMENT

AS 47.30.735
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Findings of Fact

Diagnosis

1. Dr. LawrenceMaile.Clinical Director of the Forensic Evaluation Unit at A.P.I.,
testified that the respondent's diagnosis is paranoid schizophrenia. He has had multiple
admissions at A.P.1. with a consistent diagnosis. He experiences delusions such as
believing his food and water are poisoned and that he has God like powers. He has
little to no insight about his mental illness or his behavior. His thinking and remarks are
influenced heavily by current events He can get preoccupied with insisting that he is
not responsible for a catastrophic event and then later claims responsibility for the event
and threatens to repeat it.

Recent history prior to April 25, 2008

2. In the last several months Mr. Bigley has behaved in a manner that concerns
those who deal with him. He does not have a prior history of assaultive behavior. He
has started to act aggressively with people by advancing on them, glaring at them,
speaking in 'a loud angry voice. using profanity and making verbal threats. He has
behaved this way with strangers and people familiar to him. There have been incidents
in which he nearly incited persons with limited self control to physically attack him. He
has not actually assaulted anyone. Professionals used to dealing with him such as the
public guardian and Dr. Maile testified they are not afraid for their safety. However, his
behavior is unpredictable enough that they are more vigilant than usual.

3. The most recent petitions filed to commit Mr. Bigley are connected to his
behavior at the First National Bank of Anchorage. Mr. Bigley has funds in a bank
account held by the bank. Mr. Bigley also has a public guardian. Mr. Bigley apparently
used to be able to get money from the bank by himself. At some point Mr. Bigley had
diffiCUlty waiting in line at the bank by himself and could be disruptive. Mr. Bigley's
public guardian then tried accompanying him and waiting in line with him. That strategy
worked for a while and then failed. The guardian then tried a type of pre-paid card that
could be used like a credit card. Mr. Bigley tended to lose the cards. When he had
cash he sometimes gave it away.

4. Over the last few months, however. his behavior at the bank has been so
disruptive the bank manager has told him he cannot come back. Kimberley Frensley,
the bank manager, testified that she ended up being the only person dealing with Mr.
Bigley because the rest of the employees are afraid of him. Although they have had an
amiable relationship in the past she too is now afraid of him. Events came to a head in
the second week of April 2008. Mr. Bigley had already been told not to return to the
bank and the bank issued a no trespassing order. The public guardian came to the
bank to cash a check for Mr. Bigley. Mr. Bigley followed him into the bank and made
straight for Ms. Frensley. He seemed angry and aggressive to Ms. Frensley and was
demanding to know where his money way. He was swearing and making verbal

In the Matter of w.e.
3AN-08-493 PR
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threats. The police finally had to be called to remove him. He came back several hours
later, saying "they" couldn't do anything to him and "I'm back!" Another employee who
was reportedly larger than Mr. Bigley became irate and challenged Mr. Bigley. They
were shouting at each other and she succeeded in pushing him out the front door and
locking it. The police removed him again.

5. Mr. Bigley's disruptive behavior is displayed in other settings. James
Gottstein, one of his attorneys, testified he has called the police to remove Mr. Bigley
from his office. He likes to visit the office but he talks constantly and loudly. Mr.
Gottstein said when he acts that way his office cannot get any work done. Furthennore,
his demeanor and behavior scares other tenants in the building. Mr. Gottstein testified
that it used to be enough to tell him he would call the police and he would leave. In
Apri.I, Mr. Gottstein had to resort to calling the police several times.

6. On April 17,2008 the State filed a petition for commitment alleging that Mr.
Bigley was gravely disabled based upon the above facts. That effort was unsuccessful.
Events that occurred on Friday, April 25, 2008 prompted the filing of the current petition.

Events since April 25. 2008

7. On April 25, Mr. Bigley returned to the bank. By this time the bank had hired
security guards because of Mr. Bigley. They met him at the front door and he never got
inside. They were able to make him leave without calling the police. He also visited the
office of the pUblic guardian. His assigned guardian was in Kodiak and Mr. Bigley's
former guardian, Steven Young substituted for him. Mr. Young testified that Mr. Bigley
was very difficult to work with that day.

8. Mr. Young learned that Mr. Bigley had lost his housing at the motel where he
was staying. Mr. Young called around to different motels trying to find another place for
him to stay. Mr. Bigley smokes and that made it more difficult. He finally found a room
at a motel on Tudor and made arrangements to pay for it. Mr. Bigley refused to go. .
He was agitated about a story in the newspaper and said the only thing he was willing to
do was go to the airport and get on an airplane. He refused the motel room because it
was not a plane. Mr. Bigley had difficulty explaining himself because he seemed to be
unable to pronounce the first half of words. He was aggressive and shouting and his
words were not complete. Mr. Bigley did not seem to recognize Mr. Young. He
reportedly was not eating or drinking anything. Mr. Young tried to give him money for
food and a bus pass. Mr. Bigley spit on what was offered and said he did not need to
eat. Mr. Young said he had never seen Mr. Bigley in such a bad state. He was so
agitated that they called the police and the officers filed a POA.

9. Mr. Bigley has had a difficult stay so far at A.P.1. He has refused to eat or
drink although he apparently ate something on the day of the hearing. He usually is
housed in one of the less restrictive units but his behavior has been too disruptive on
that unit. Dr. Maile testified that Mr. Bigley has intimidated other residents who then try

In the Matter of w.e.
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to retaliate physically. He was moved to a more secure unit, Taku, because of this. He
repeated the behavior on Taku and was then placed in locked seclusion.

10. Mr. Bigley's demeanor and behavior were remarkable at the hearing on April
3D, 2008. From the outset he talked virtually non stop. For most of the hearing he sat
in the back of the courtroom near to Mr. Gottstein. He spoke loudly enough that it was
not only possible to hear what he was saying but that to some degree he was louder
than the witness. Mr. Gottstein, Ms. Brennan and the court made futile attempts to get
him to lower his voice. Mr. Bigley was not trying to disrupt the proceedings but he also
seemed completely unaware of the effect of his monologue. Generally he was not
speaking to any specific person. At times Mr. Bigley appeared to be listening to the
proceedings and some of his remarks were in reaction to the testimony. For instance,
when Mr. Young was testifying about the motel on Tudor, he yelled out "rat hole".
However he also made remarks about the Pebble Mine and other current events that
were not on topic. At one point Mr. Bigley moved up to the counsel next to his counsel,
Ms. Brennan. He unbuttoned his shirt and displayed his bare chest. Ms. Brennan
gestured to him and he then buttoned up.

Least restrictive alternatives

11. Mr. Young, the public guardian and Dr. Maile both testified that there is no
less restrictive treatment alternative than A.P.1. Both agreed that Mr. Bigley has done
much better in the past, particularly when he was on medication. Both agreed that Mr.
Bigley has seriously decompensated in the past few months. Mr. Gottstein testified that
Mr. Bigley has had problems maintaining housing. He is banned from the Brother
Francis Shelter. Mr. Gottstein stated that many people with mental health issues dislike
being at A.P.1. so much that they will live year round in the woods and do fine. Mr.
Bigley is not one of those people. He behaves in such a way that he gets arrested or
taken to A.P.1. He also likes to talk and needs a place where people will listen to him.
Mr. Gottstein named two programs that could be of assistance to Mr. Bigley - "Choices"
and the Kiana Club House. Mr. Gottstein acknowledged he called Choices and that
they have no funding to help Mr. Bigley. Neither of these programs is extensive enough
to help provide Mr. Bigley with the basic necessities.

Statutory discussion

Danger to others

12. The State argued that Mr. Bigley presents a danger to others, based on his
aggressive behavior. That argument was adopted by the court in oral findings made at
the conclusion of the hearing. To find that Mr. Bigley presents a danger to others the
statute requires a finding that the respondent is:

• Is likely in the near future to cause physical injury, physical abuse, or
substantial property damage to another person, or
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loss of housing. It is not clear why he had to leave the motel where he was staying but
it appears to have been behavior related. Mr. Bigley evidently has sufficient funds to
pay for housing. On April 25 he refused the offer of a place to stay for reasons with
meaning only to him. He reportedly has no money with him to pay for anything and no
means of transportation. He emphasized his refusal by spitting on the items. The
availability of the basic necessities of food and shelter are meaningless if Mr. Bigley's
mental illness compels him to refuse. Several of the witnesses testified that Mr. Bigley
is eating only sporadically. On April 25, when he refused money for food, he stated he
"did not need to eat". One of Mr. Bigley's delusions is that his food and water are
poisoned. There was concern about his physical condition and dehydration upon his
latest admission to API. The Court has had no prior contact with Mr. Bigley and cannot
compare his current physical condition to any prior time. He did appear quite thin and is
a slightly built man as well.

16. Without any place to live, Mr. Bigley is basically on the streets. He might be
exhibiting aggressive behavior in public places regardless of whether he has a place to
live or not. However, he does seem compelled to come in contact with people and then
becomes disruptive. The witness' testimony described him as angry and threatening.
Dr. Maile is concerned that one of the people he goads or incites will retaliate and injure
Mr. Bigley. He testified that, in his present state, the chances of Mr. Bigley coming to
harm or injury is almost 100%. His delusion about his connection with news events
appears to cause extreme distress. Witnesses describe him as being preoccupied with
what was in the paper on that Friday. He sounds fearful that people will blame him for
catastrophic events but also uses the events to bolster his delusion.

17. There is clear and convincing evidence that Mr. Bigley is gravely disabled
under subsections A or B of AS 47.30.915(7). No less restrictive alternative exists
because he cannot or will not avail himself of the help available to him in the
community. His mental illness has clearly caused a substantial deterioration of his
ability to function independently. There appears to be no friend. relative or associate
who is willing to tolerate his behavior.
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ATTORNEY GENERAL'S Fax:1-907-25B-SB72 May 7 2008 02:18pm P002/003

Case No. 3AN-08-493 PR
7

11 I

6

1 I
2 I IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

3 .1 THIRD JUDICIAL DISTRICT AT ANCHORAGE

Ilin the Matter of the Necessity for )
4 I'the Hospitalization of: )
5 )

WILLIAM BIGLEY, )
)

il --"R=e:.o<,spl"-'o=n=d=en=t~. )

MOTION TO SET EXPEDITED HEARING ON
CAPACITY TO GIVE INFORMED CONSENT

12

9 I The Department of Health and Social Services, Division of Behavioral

IHealth, Alaska Psychiatric Institute ("API"), through the Office of the Attorney General,
10 I

1] Imoves the court for an expedited hearing in the above-captioned matter to address the

Petition for Court Approval of Administration of Psychotropic Medication

[AS 47.30.839] filed with the court on or about Apri129~ 2008. Master McBurney

13 conducted a hearing regarding API's Petition for 30-Day Commitment filed that same

14 date on April 30, 2008. When making her findings, Master McBurney stated that she

15 was recommending the commitment petition be granted and she was forwarding the file

16 Ito a superior court judge to conduct the hearing on capacity to give infonned consent.

17 II Judge Rindner signed the commitment order. Upon investigation, API's counsel was
I

1~ !informed that a hearing to address the medication petition has not been scheduled.

Judge Rindner's office suggested that something be filed requesting a hearing.
19 I

Alaska Statute 47.30.839(e) states that within 72 hours after filing a

20 petition, the court shall hold a hearing to determine the patient's capacity to give or

21 ! withhold infonned consent. As the petition was filed over a week ago, API moves the

22 II court to expeditiously set a hearing.r-{iL ,.....
I

DATED:~.:; 7. 0<1
23 -~ ---.;.----

I
24 II
25 II
26

TALIS 1. COLBERG

ATTORNEY G~.'J~~'"~.~L:............_~

By; /.1·~M 0~~
timothY~'LTwom~('
Assistant Attomey.G neral
Alaska Bar No. 05 033

\
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Fax

ALASKA COURT SYSTEM
Sharon L. Gleason
Superior- Court Judge
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AK CT SVS SIXTH FLOOR Fax:1-907-264-0518 May 9 2008 15:34 P.02

: IN THE SUPERIOR COURT FOR THE STATE OF ALASKA

THIRD JUDiCiAL DISTRICT AT ANCHORAGE

Respondent. I

. :' ...
" .' ."... " ..

In. the. Matter of the Necessity for the
.HospltBlliation·of:

. . I

W.ILLlAMi
J;3IGLEYI

CAse NO:

;
!

,< I
I '. '. .,

3AN-08493 PH, . '., .

",

:. :

" ::'.

.. ~. '. . ....

,
,
: !';

ORDER ON EXPEDITED HEARING ON CAPACITY TO GIVE INFORMED
CONSENT i

;

i
, i

Judge Rindner, the assigned judge in this matter, is c~rrently out of town
.. , , I

and unavailable to hear this motion in the nea'r term. Therefdre.at the reque~"Of
.. :.~ .. j.;

his chambers" ~udge Sharon L. Gleason will hold a hearing on the Motionlon'
: ';: .

Capacity: to Give Iflformed Consent in the. a~ve captione4 case on May!12,

2008 fro~ 10:00 ~.m. to 1:30 p.m,. in courtroom 603 of the ~esbett Courtho~se,
825 We~t Fourth Avenue, Anchorage, Alaska. j~.!

. , DAT~D this1 day of,Ntay, 2:~,~.,

"'q~1
S~le~son
Judge of the ~uperior Court

.. "l.certify~at ~n.. S~e.'l) ~
a COPY. of:this order was faxed to: .

AG, , • Gott$teln, API, Vassar
Clerk: I '..l-J

P301cv (7/05)
.Order ClO$ing Estate
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the
Hospitalization of William Bigley,

)
)
)

__...!:R~e~sp~o~n:.::d~en~t )
Case No. 3AN 08·00493PS

NOTICE OF FILING CERTIFIED COPIES

'ODf

Respondent hereby gives notice that certified copies of the following documents

have been filed with the Court:

1. Affidavit of Paul A. Comils.

2. Affidavit of Ronald Bassman, PhD.

3. Affidavit of Robert Whitaker

DATED: May 13, 2008.

Law Project for Psychiatric Rights

""' 7

By: ~-.t-~....s.::::...- _
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IN THE SUPERlOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRlCT, AT ANCHORAGE c

Opy
~l-_

-OMII~In The Matter of the Necessity for the )
Hospitalization of William S. Bigley, ) SEF 12 2007

Respondent., )
William Woml, MD, )

Petitioner )
Case No. 3AN 07·1064 PIS

AFFIDAVIT OF PAUL A. CORNILS

STATE OF ALASKA )
) 55.

THIRD JUDICIAL DISTRICT )

. I, Paul A. Comils, beiDl first duly sworn under oath do hereby state as foUows:

A. My uame is Paul Comils and 1 am the Program Manager for CHOlCES, IDe.•

which stands for Consumers Having Ownership in Creating Effective Services. I have

almost 10 years experience workinl in the field ofbehavioral health with adults aDd

children including 8 years as a case manager with people who are diagnosed with

serious and persisteDt mental illness.

B. ) first began Respondent Bill Billey in January of 2007, UDder contract with

the Law Project for Psychiatric Rights (PsychRights®). When the cost of services

exceeded 55,000 PsychRights said it could not afford to continue PByinl and Mr. Bigley

infonned me he did not WIDt to work with me anymore so services were discontinued.

C. CHOICES begID working with Mr. Bigley again in July ofthis year at the

request of the Office ofPublic Advocacy (OPA), Mr. Bigley's Guardian and has

continues to do so.
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D. Mr. Bigley is so angry at being put under a guardianship that he takes

extreme measures to try to get rid of his guardianship. As a result, be is mostly refusing

to cooperate in virtually any way with the Guardian.

E. For example, Mr. Bigley rips up checks from the Guudian made out to

Vendors on his behalf, trying to force the Guardian to give him his money directly and

as part ofhis effort to eliminate the guardianship.

F. Mr. Bigley has also refused various offers of "help" from the Guardian, such

as grocery shopping in a similar attempt to get out from under the guardianship.

G. He exhibits the same types ofbehBvior to me, but I have a different approach,

which involves negotiation and discussion, does not involve coercion and where the

natural ConsequeDCeS ofMr. Bigley's actions an: allowed to occur.

B. This is very important because after people are labeled with a mental illness

everything is attributed to the mental illness and the pelion no longer takes

responsibj]jty for his or her actions.

1. Taking respGnsibility for one's actions is Bcore tenet ofCHOICES' approach.

J. Another tenet ofthe CHOICES' approach is what is known as B"Relapse

Plan. It In fact, there is a whole curriculum called the "WRAP," developed by Mary

EJlen Copeland, used around the world, which stands for Wellness Recovery Action

Plan, of which a Relapse Plan is a part. Other aspects are learning how to deal with

one's difficulties in ways that do not create as many problems. 1am a trained WRAP

Facilitator.

Affidavit of Paul Comils
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K. With Mr. Bigley, however, I have used Anger Management, Moral

Reconation Therapy (MRT) and elements ofPeer Support, all of which ] have taken

training in and have received certification as the most beneficial techniques for Mr.

Bigley at this time.

L. It is my belief that if the CHOICES approach were consistently used with Mr.

Bigley and there are sufficient community support resources then: is a good chance be

will be able to live successfully in the community.

M. ) uDderstaod Mr. Bigley, 1hrough his attorney Jim Gottstein, has moved for an

injunction as foUows:

1. Mr. Bigley be allowed to come and go from API as he wishes, including
being given, food, good sleeping conditions, laundry and toiletry items.

2. 1finvoluntarily at a treatment facility in the future, be allowed out on
passes at least once each day for four hours with escort by staffmembers who like
him, or some other party wiUiDg and able to do so.

3. Only the Medical Director ofAPI may authorize the administration of
psychotropic medication punuant to AS 47.30.838 (or any other justification for
involuntary administration ofmedication, other than under AS 47.30.839), after
consultation with James B. Gottstein, Esq., or his successor.

4. API shall procure and pay for a reasonably nice two bedroom apartment
that is available to Mr. Bigley should be choose it.) API shall tint attempt to
negotiate an acceptable abode, and failing that procure it and make it available to
Mr. Bigley.

5. At API's expense, make sufficient staff available to be with Mr. Bigley to
try keep him out of trouble.

6. The foregoing may be contracted for from an outpatient provider.

I API may seek to obtain 8 housing subsidy from another SOUTce, but such source may not
be his Social Security Disability income.

Affidavit of Paul ComUs
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N. It makes perfect sense. With respect to Number], Mr. Bigley's problems in

the community revolve around the expression of his extreme anger, and has caused the

loss of housing options. Currently, it is my understanding even the Brother Francis

Shelter is not available to him. There needs to be a safe and comfortable place for Mr.

Bigley to sleep when he doesn't have any other option. Even though he is never actually

violent, there is no other option in Anchorage of which I am aware that is in a position

to deal with his yelling and screaming.

o. Frankly, it is unlikely that Mr. Bigley would avail himselfof the option

because of the way he has been locked up and treated there so much in his life, but 1he

option should be available to him.

P. Nmnber 2, is more likely unless and until Mr. Bigley gets his behavior within

8 socially acceptable range. Mr. Bigley seems to always be oksy on pass when he is

there so be should be given such passes.

Q. With respect to Number 4, housing is a huge issue for Mr. Bigley. He

demands a relatively nice apartment and will choose homelessness over one that does

Dot meet his requirements. Currently, under his Guardianship regime, he is only given

about $60 per week for food and S50 per week for spending money. That is an

unreasonably small amount. I don't know if the State should be required to support Mr.

Bigley's housing to the extent requested by Mr. Gottstein, but it should in a reasonable

amount as necessary.

Affidavit of Paul Comils
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R. With respect to Number S. right now, it would be very beneficial to have

someone with Mr. Bigley fOT an extended period of time during the day to help him

meet his needs and stay out of lrOuble.

S. Currently, it would probably take more than Medicaid allows to provide what

is needed.

T. Using CHOICES' approach, it is my opinion there is a reasonable prospect

that within a year to eighteen months Mr. Bigley could get by with far less services and

be within the Dormal Mecticaid range.

U. There is also a reasonable prospect that this will never be achieved.

v. With respect to Number 6. CHOICES could be such an outpatient provider,

but would need to increase its staffing level in order to be able to do so properly, which

would take at least 8 little bit of time.

FURTHER YOUR AFFIANT SAYETH NAUGHT.

DATED September 12, 2007.

BY:)o..---& ~ .c;",Ab
Paul A. Comils

SUBSCRIBED AND SWORN TO before me this 12th day of September, 2007.
,"".: :.=." ••. ,. ·~;;,7

Not Public in and for Alaska ~
My Commission Expires:;tz~ /1
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State of Alaska )
}ss

Third Judicial District}

I, James B. Gottstein, hereby affirm that this reproduction of Affidavit of Paul
Cornils, to which this is appended, is a true, correct and complete photocopy of

the original filed in 3AN 07-1Y ~~"(?~

Dated: May 13, 2008 __ y~ _
s B. Gottstein

SUBSCRIBED AND SWORN T e me this 13th day of May, 2008.

ISTATE OF ALASKAe .:J2. I: _ r?~ / ... I'

NOTARY PUBLIC ~-~-~
Uta E. Smith • Notary Public in and for Alask

<.j..", ~'--~" •.' ....~l ?.3. 2011 My Commission expires: ~ 'e?P..!L-
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter ofthe Necessity for the )
Hospitalization of William S. Bigley, )

Respondent, )
William Worral, MD, )

Petitioner )
Case No. 3AN 07-1064 PIS

SEf 282007

AFFIDAVlT OF RONALD BASSMAN~ PhD

STATE OF NEW YORK

ALBANY COUNTY )

)
) 55.

Is Medicationfor SerioWi Menla/ Illnesses the Only Choice For All People?
By Ronald Bassman., PhD

Albert Einstein once said that the definition of insanity is doing the same thing
over and over again and expecting different results.

Today, the primary treatment for people who are diagnosed with serious mental
illness is psychiatric medications regardless ofeffectiveness. I Institutions are filled with
those who have failed to progress despite numerous trials on medications over the course
of many yem.2 Current treatments for serious mental illnesses ignore research evidence
showing debilitating conditions arising from the use ofpsychiatric medic:atious.3 Adults
with serious mental illness treated in public systems die about 2S years earlier than
Americans overall, a gap that's widened since the early 1990s when major mental
disorders cut life spans by 10 to 15 years.4 Along with shorter life spans, people taking
psychiatric medication typically have medicBtion-caused disabilities that make it
extremely difficult for them to find employment and to become fully integrated members
of1he community. Not only do they show impairment in cognitive and motor abilities
but also must live with physical distortions of appearance that make them extremely
reluctant to be seen in public places.

Founded in 1988, the Tardive DyskinesiafTardive Dystonia National Association
has received thousand of letlers and inquiries from indh~duals taking ps)'chiatric
medications and who struggle with the adverse effects. Tardive dyskinesia, dystonia and
akathisia are late appearing neurological movement disorders caused by psychoactive
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drugs,5 The following letters were received by the Tardive Dyskinesia/Tardive Dystonia
National Association:6

"Tremor.; and spasms make my arms do a sort ofjitterbug. Spasms in my neck
pull my head to the side. My longue sticks out as often as e\'eJ)' thirty seconds."

- T.D. Survivor, Washington, DC
"Having 1D is being unable \0 control my arms, fingers and sometimes my facial

muscles; having a spastic digestive tract and trouble breathing. Getting food from my
plate to my mouth and chewing it once there can be a rtBI chore. I've bitten my tongue so
severely it's scaned. 1often bite it hard enough to bleed into the food I'm trying to eat. I
no longer drink liquids without drooling."

- T.0. SUJ"Vivor, New York
"I've always tried to feel better and I felt bow could any prescribed medicine

meant to help me, do more damage than the illness itself.~

- T.D. SlIT'Vivor, Louisiana

I am a person who was first diagnosed with schizophrenia panmoid type and then
after another hospitalization diagnosed with schizophrenia chronic type and who was
prescribed numerous psychiatric drugs including ThonWne Stelazine and MenariJ. I have
been drug-free for more than thirty years. Having bad personal experience with
psychiatric medication and recovered after withdrawing from the prescribed drugs, I have
subsequently worked as a psychologist to develop and promote alternative healing
practices.7 I have written and published articles in professional journals and in 2005 co­
founded the International Network ofTreatment Alternatives for Recovery,I

Research, my own and others, in addition to the numerous personal accoWlts of
recovery without psychiatric medications, coupled with the documented adverse effects
demand that we respect a person's cboice -- cboices which are based on personal
experience and preference for other methods of coping and progressing toward recovery
and re-integration into the community.9 Psychiatric medication is and should be only one
of many treatment choices for the individual with serious mental illness. And when it is
clear that medications are not effective, it is necessary and only humane to offer other
options for the individual to choose. Primary to tbe recovery process is personal choice.

The National Research Project for the Development ofRecovery Facilitating
System Perfonnance Indicators concluded that, "Recovery from mental illness can best
be understood through the lived experience of persons with psychiatric disabilities." The
Research Project listed the following themes as instrumental to recovery:

•RecoveJ)' is the reawakening ofhope after despair.
*Recovery is breaking through denial and achieving understanding and
acceptance.
"'Recovery is moving from withdrawal to engagement and active participation in
life.
·Recovery is active coping rather than passive adjustment.
*Recover)' means no longer viewing oneself primarily as a mental patient and
reclaiming a positive sense of self.
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*Recovery is a journey from alienation to purpose.
*RecoveI)' is a complex journC)"
·Recovery is not accomplished alone-it involves support and partnership.'o

Research describing what people want and need is veI)' similar to what everyone
wants and needs. The best practices ofpsychosocial rehabilitation highlight the
following:

1. Recovery can occur without professional intervention. The consumer/survivors rather
than professionals are the keys to recovery.

2. Essential is the presence ofpeople who believe in and stand by the person in need of
recovery. Of critical importance is a person or persons whom one can trust to be there in
times of need.

3. Recovery is not a function of one's theory about the causes ofmental illness. And
recovery C8I1 occur whether one views the condition as biological or nol

4. People who experience intense psychiatric symptoms episodically are able to recover.
Growth and setbacks during recovery make it feel like it is not a linear process. Recovery
often changes the frequency and duration of symptoms for the better. The process does
not feel systematic and planned.

5. Recovery from the consequences of the original condition may be the most difficult
part of m:overy. The disadvantages, including stigma. loss of rights, discrimination and
disernpowering treatment services can combine to binder a person's recovery even ifhe
or she is asymptomatic. I I

In the above concepts promoting recovery there is B conspicuous absence of
psychiatric medication. Psychologist Courtenay Harding, principal researcher of the
"Vennont Longitudinal Study,~ has empirically demonstrated that people do recover
from long-tenn chronic disorders such as schizophrenia at a minimum rate of32 % and
as high as 60%.11 These studies have consistently found that halfto two thirds of patients
significantly improved or recovered, including some cohorts of very chronic cases. The
32 % for full recovery is with one of the five criteria being no longer laking any
psychiatric medication. Dr. Harding in delineating the seven myths of schizophrenia,
addresses the myth about psychiatric medication. Myth number 5. Myth: 'atieats must
be on medicatioa aU their lives. Reality: It may be a small percentage wbo need
medication iadermitely. According to Harding and Zahniser, the myths limit the scope
and effectiveness oftreatments available to patients. I)

The most important principle of the medical profession is one that has stood the
test of time. "First do no harm." When it is clear that psychiatric medications have been
ineffective and/or hannful in the treatment ofa particular individual, and when that
person objects to another treatment course with psychiatric drugs, it is wrong to continue
on this course against the expressed wishes of that individual. One must consider the
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statement attributed to Albert Einstein at the beginning of this affidavit. Let us work with
people 10 implement their infonned choices for alternative services and not continue
trying to implement a treatment thaL has not worked.

REFERENCES

I Slip E. Happy binhda)' neuroleprits! 50 yelD's laler: Ia folie du doute. Eur Psychiatry,17(3): II 5-1 19,2002.

1 The President's New Freedom Commission for Menial Health. Transforming Menial Health Cue:
Achieving the Promise, Roclmlle, MD, 2005.

3Jeffrey A. Lieberman, M.D., T. Scott Stroup, M.D.. M.P.H., Joseph P. McEvoy, M.D., Marvin S. Swartz,
M.D.. Roben A. Rosenbeck, M.D., Di_ O. Perkins, M.D., M.P.H.. Richard S.E. Keefe, Ph.D., Sonia M.
Davis, Dr.P.H.. Clarence E. Davis, Ph.D., Barry D. Lebowitz, Ph.D., Joanne Severe, M.S., Jobn K. Hsiao,
M.D., for abe Clinical Antipsychotic Trials oflntervention Effectiveness (CATIE) Investigators
Effect:veness of Antipsychotic Drugs in Patients with Chronic Schizophrenia, VoI3S3: I209-1223, No. I2,
2005.

4 Parks, J. Morbidity and monllity in people with serious mental illness. Fifth National Summit ofState
Psychiatric Hospital Superintendents, May 6-8, 2007.

5 BT1:sgin, P. Brain damage, dementia BIld persistent cognitive dysfunction associated wilh neuroleptic
drugs: Evidence, etiology, implications. Challenging the Therapeutic State: Critical Pel1ipcc:tives on
Psychiatry ond lhe Mental health Sysu:m, ed. David Cohen, Journal ofMind Behavior 11.3-4 p.425-464.
1990.

6Bassman, R. Mental illness and the freedom to refuse treatment: privilege or right Professional
Psychology: Research and Practice, Vol.36, 'No.S, 481-497.2005.

1 Bassman, R. The mental health system: Experiences from both sides ofthe locked doors. Professional
Psychology: Research and Practice, Vol. 21. No.3. 238·242 1997.

• Bassman, R. A Fight to Be: APsychologiSl's E>.periencc from Both Sides oflhe Locked Door.
Tantamount Press: Albany, 'New Yolk, 2007.

9 Bassman, R. ConswnerlSurvivors/Ex-palienlS as change facilitatol1i, in Frese, F. cd. The Role or
Organized PsycholoID' in Treatment ofthe Seriously Menially m, New Direclions for Mental Health, 'No.
88, Winler, p. 93-102,2000.

10 Onken S. elal. Mental Health Recovery: Whal Helps and Whal Hinders: A National Research Projecl
for lite development ofRecovery Facilitating System Perfonnance Indicalors, Prepared for National
Technical Assistance Cenler for Slate Mental Health Planning, National Association ofSlate Mental Health
Program Directors, 2002.

"Anthony W. Recovcl')' from mental illness: The guiding vision of the menial health system in Ihe 19905,
An Introduction to Psychiatric Rehabilitation, ed. The Publications Comminee ofJAPR5. BOSlon
University, 1994.

I~ Harding C.M., Brooks G.W., Ashikaga T., Strauss J.S. and Breier A. The Vennonllongitudinal study of
persons with severe mental illness, I: Methodology, slUdy sample, and overQIJ SlalUs 32 years later. Am J
Psychiatry; 144:718-726, 1987.

S-13116 Exc. 138



13 Harding C.M. Zahniser J.H. Empiriul correction of seven myths about schizophrenia with implications
for treatment ActB Psychiatr Scand, 90 (suppl 384): 140·146, 1994.

DATED this4-day of September, 2007, in Albany, New York.

i(~rff(J)
Ronald Bassman, hD

SUBSCRIBED AND SWORN TO before me this ~day of S. ,JiM-b.~007.

CAROL D. ROSSI
N~ Publlc, State of New,,*rk Q ~

QU8Rfied III AlbanY CounlJ f2
No. 01 R061 06782 CJeo

Comm' ',,&pIr.Marctl1"1D~ d.A..t-Z... ~

Notary Public in and for New York
My CommissionExpires:~~

State of Alaska )
)ss

Third Judicial District)

I, James B. Gottstein, hereby affirm that this reproduction of Affidavit of Ronald
Bassman. PhD, to which this is appended, is a true, correct and complete

photocopy of the original~fdedinZ-:2~

Dated: May 13.2008 _ ~Y _

ames B. Gottstein
C

SUBSCRIBED AND SWORN TO before me this 13th day of May, 2008.

:STATE Of~ASiAed',: -£_~~__
t

NOTARY PUBLIC 'jN~bliC in and for Alaska
L1ea E. Smith My Commission expires: ~#c2£J...L

t.tt Commisso; ~;~ns 4;.,"123. 2011 ,.
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IN THE SUPERlOR COURT FOR THE STATE OF ALASKA
TIIIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization of William S. Bigley, )

Respondent, )
William Worral, MD, )

Petitioner )
Case No. 3AN 07-1064 PIS

AFFIDAVIT OF ROBERT WHITAKER
~

STATE OF MASSACHUSEITS )
) 55.

SUFFOLK COUNTY )

By Robert Whitaker

I. Penonal Background

1. As a jownalist, I have been writing about science and medicine. in a variety of forums.

for about 20 years. My relevant experience is as follows:

a) From 1989 to 1994, I was the science and medical writer for the Albany Times

Union in Albany, New York.

b) During 1992-1993, I was a fellow in the Knight Fellowship for Science Writers

at the Massachusetts Institute of Technology.

c) From 1994-1995, I was director of publications at Harvard Medical School.

d) In 1994, I co-founded a publishing company, CenterWatch, that reported on the

clinical development ofnew drugs. I directed the company's editorial operations

until late 1998, when we sold the company. I continued to write freelance

articles for the Boston Globe and various magazines during this period.
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e) Articles that I wrote on the phannaceutical industry and psychiatry for the

Boston Globe and Fortune magazine won several national awards, including the

George Polk Award for medical writing in 1999, and the National Association

of Science Writers award for best magazine article that same year. A series 1

wrote for the Boston Globe on problems in psychiatric research was a finalist

for the Pulitzer Prize in Public Service in 1999.

f) Since 1999, I have focused on writing books. My first book, Mad in America,
...

reported on our country's treatment of the mentally ill throughout its history,

and explored in particular why schizophrenia patients fare so much worse in the

United States and other developed countries than in the poor countries of the

world. The book was picked by Discover magazine as one of the best science

books of 2002; the American Library Association named it as one of the best

histories of 2002.

2. Prior to writing Mad in America, I shared conventional beliefs about the nature of

schizophrenia and the need for patients so diagnosed to be on antipsychotic medications

for life. I had interviewed many psychiatric experts who told me that the drugs were

like "insulin for diabetes" and corrected a chemical imbalance in the brain.

3. However, while writing a series for the Boston Globe during the summer of 1998, I

came upon two studies that looked at long-term outcomes for schizophrenia patients

that raised questions about this model of care. First, in 1994, Harvard researchers

reported that outcomes for schizophrenia patients in the United States had declined in

the past 20 years and were now no better than they had been in 1900. I Second, the

World Health OrganWltion twice found that schizophrenia patients in the poor

countries of the world fare much better than in the U.S. and other "developed"

countries, so much so that they concluded that living in a developed country was a

I Hegarty, J, et al. "One hundred years of schizophrenia: a meta-analysis of the outcome
literature." American Journal ofPsychiatry 1~ 1(1994): 1409-16.
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"strong predictor" that a person so diagnosed would never recover.2
,3 Although the

WHO didn't identify a reason for that disparity in outcomes, it did note a difference in

the use of antipsychotic medications between the two groups. In the poor countries,

only 16% of patients were regularly maintained on antipsychotic medications, whereas

in the U.S. and other rich countries, this was the standard of care, with 61 % of

schizophrenia patients staying on the drugs continuously. (Exhibit 1)

4. I wrote Mad in America, in large part, to investigate why schizophrenia patients in the

U.S. and other developed countries fare so poorly. A ~rimary part of that task was

researching the scientific literature on schizophrenia and antipsychotic drugs.

II. Overview of Researeb Literature on Schizophrenia and Standard Antipsychotic

Medications

5. Although the public has often been told that people with schizophrenia suffer from too

much "dopamine" in the brain, researchers who investigated this hypothesis during the

19705 and 19805 were \D1able to find evidence that people so diagnosed have, in fact,

overactive dopamine systems. Within the psychiatric research community, this was

widely acknowledged in the late 19805 and early 19905. As Pierre Deniker, who was one

of the founding fathers of psychophannacology, confessed in 1990: "The dopaminergic

theory of schizophrenia retains little credibility for psychiatrists."4

6. Since people with schizophrenia have no known "chemical imbalance" in the brain!

antipsychotic drugs cannot be said to work by "balancing" brain chemistry. These drugs

are not like "insulin for diabetes.u They do not serve as a corrective to a known biological

abnormality. Instead, Thorazine and other standard antipsychotics (also known as

1 Lerr, J, et al. "The international pilot study ofschizophrenia: five-year follow-up findings."
Psychologicol Medicine 22 (1992):131-45.

:; JabJensky, A, et al. "Schizophrenia: manifestations, incidence and course in different cultures, a
World Health Organization ten-country study." Psychological Medicine 20, monograph
supplement, (1992):1-95.

~ Deniker, P. "The neuroleptics: a historical survey." Acta Psychiotr;ca ScondinavicQ 82,
supplement 358 (1990):83-87.
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neuroleptics) work by powerfully blocking dopamine transmission in the brain.

Specifically, these drugs block 70% to 90% of a particular group of dopamine receptors

known as D2 receptors. This thwarting of nonnal dopamine transmission is what causes

the drugs to be so problematic in tenns of their side effects.

8. Psychiatry's belief in the necessity of using the drugs on a continual basis stems from

two types of studies.

a) First, research by the NIMH has shown that theOrugs are more effective than

placebo in curbing psychotic symptoms over the short tenn (six weekS).5

b) Second, researchers have found that ifpatients abruptly quit taking

antipsychotic medications, they are at high risk ofrelapsing. ~

9. Although the studies cited above provide a rationale for continual drug use, there is a

long line of evidence in the research literature, one that is not generally known by the

public or even by most psychiatrists, that shows that these drugs, over time. produce

these results:

a) They increase the likelihood that a person will ~me chronically ill.

b) They cause 8 host of debilitating side effects.

c) They lead to early death.

Ill. Evidence Revealing Increased Chronicity of Psychotic Symptoms

10. In the early 19605, the NIMH conducted a six-week study of 344 patients at nine

hospitals that documented the efficacy of antipsychotics in knocking down psychosis

j Cole, J, et al. "Phenothiazine treatment in acute schizophrenia." Archives afGeneral Psychiatry
10 (1964):246-61.

f> Gilbert, P, et a1. "Neuroleptic withdrawal in schizophrenic patients." Archives ofGeneral
Psychiotry 52 (1995): 173-188.
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over a short term. (See footnote five, above). The drug-treated patients fared better than

the placebo patients over the short tenn. However, when the NIMH investigators

followed up on the patients one year later, they found, much to their surprise, that it was

the drug-treated patients who were more likely to have relapsed! This was the first

evidence of a paradox: Drugs that were effective in curbing psychosis over the shon term

were making patients more likely to become psychotic over the long term.7

11. In the 1970s, the NIMH conducted three studies that-compared antipsychotic

treatment with "environmental" care that minimized uSe of the drugs. In each instance,

patients treated without drugs did better over the long term than those treated in a

conventional manner.l • 9,10 Those fmdings led NIMH scientist William Carpenter to

conclude 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."

12. In the 1970s, two physicians at McGill University, Guy Chouinard and Barry Jones,

offered a biological explanation for why this is so. The brain responds to neuroleptics and

their blocking of dopamine receptors as though they are a pathological insult. To

compensate, dopaminergic brain cells increase the density of their D2 receptors by 40%

or more. The brain is now "supersensitive" to dopamine, and as a result, the person has

become more biologically vulnerable to psychosis than he or she would be naturally. The

two Canadian researchers Mote: ''Neuroleptics can produce a dopamine supersensitivity

that leads to both dyskinetic and psychotic symptoms. An implication is that the tendency

7 Schooler, N, et aJ. "One year after discharge: community adjustment of schizophrenic patients."
A.merican Journal ofPsychiatry 123 (1967):986-95.

8 Rappaport, M, et al. "Are there schizophrenics for whom drugs may be unnecessary or
contraindicated?" 1m Pharmacopsychiatry 13 (1978):100-11.

~ Carpenter, W, et a1. "The treatment of acute schizophrenia without drugs." American Journal of
Psychiatry 134 (1977):14-20.

10 Bola J, et 81. "Treatment of acute psychosis without neuroleptics: two-year outcomes from the
Soteria project." Journal ofNervous Mental DJsease 191 (2003):219-29.
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toward psychotic relapse in a patient who had developed such a supersensitivity is

determined by more than just the normal course of the illness. I I

13. MRJ-imaging studies have powerfully confirmed this hypothesis. During the 1990s,

several research teams reported that antipsychotic drugs cause atrophy of the cerebral

cortex and an enlargement of the basal ganglia. 11. 13. 14 In 1998, investigators at the

University of Pennsylvania reported that the drug-induced enlargement of the basal

ganglia is "associated with greater severity of both negative and positive symptoms."ln

other words, they found that the drugs cause morphological changes in the brain that are

associated with a worsening of the very symptoms the drugs are supposed to alleviate.15

IV. Research Showing that Recovery Rates are Higher for NOD-Medicated Patients

thaD for Medicated PatieDts.

14. The studies cited above show that the drugs increase the chronicity ofpsychotic

symptoms over the long term. There are also now a number of studies documenting that

long-term recovery rates are much higher for patients off antipsychotic medications.

Specifically:

a) In 1994, Courtenay Harding at Boston University reported on the long-term

outcomes of 82 chronic schizophrenics discharged from Vennont State Hospital

in the late 1950s. She found that one-third ofthis cohort had recovered

II Chouinard, G, et al. "Neuroleptic-induced supersensitivity psychosis." AmericQ" Journal of
Psychiatry 135 (1978):1409-10. Also see Chouinard, G, et al. "Neuroleptic-induced
supersensitivity psychosis: clinical BIld pharmacologic characteristics." America" Journal of
Psychiatry 137(1980):16-20.

12 Gur, R, et al. "A follow-up magnetic resonance imaging study ofschizophrenia." Archives of
General Psychiatry 55 (1998): 142-152.

13 Chakos M, et at "Increase in caudate nuclei volumes offirst-episode schizophrenic patients
taking antipsychotic drugs." American Jour"al ofPsychiatry 1S1 (1994):1430-6.

14 Madsen A, et al. "Neuroleptics in progressive structural brain abnormalities in psychiatric
illness." The Lancel 352 (1998): 784-5.

I~ GUT, R, e\ a1. "Subcortical MRI volumes in neuroleptic-naive and treated patients with
schizophrenia." AmericQ" )ou,"al ofPsychiq[')' 155 (1998):) 711-17.
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completely, and that all who did shared one characteristic: They had all stopped

taking antipsychotic medication. The notion that schizophrenics needed to stay

on antipsychotics all their lives was a ''myth,'' Harding said.16
, 17. I~

b) In the World Health Organization studies, 63% of patients in the poor countries

had good outcomes, and only one-third became chronically ill. In the U.S.

countries and other developed countries, only 37% of patients had good

outcomes, and the remaining patients did not fare'so well. In the undeveloped..
countries, only 16% of patients were regularly maintained on antipsychotics,

versus 61 % of patients in the developed countries.

c) In response 10 this body of literature, physicians in Switzerland, Sweden and

Finland have developed programs that involve minimizing use of antipsychotic

drugs, and they are reporting much better results than what we see in the United

States.19.20.21, 22 In particular, Juko Seikku1a recently reported that five years

after initial diagnosis, 82% ofhis psychotic patients are symptom-free, 86%

have returned to their jobs or to school, and only 14% of his patients are on

antipsychotic medications.23

16 Harding, C. "The Vennont longitudinal study of persons with severe mental illness," American
Journal o/Psychiatry 144 (J987):727-34. .

17 Harding, C. "Empirical correction ofseven myths about schizophrenia with implications for
treatment." AClo Psychiatrico Scondinaviea 90, 5Uppl. 384 (1994):140-6.

II McGuire, P. "New hope fOJ people with schizophrenia," APA Monitor 31 (February 2000).
I~ Ciompi. L. et al. "The pilot project Soteria Berne." Brilish Journal ofPsychialry 161)

supplement 18 (1992):145-53.
20 Cullberg J. "integrating psychosocial therapy and low dose medical treatment in a total material

offirst-episode psychotic patients compared to treatment as usual." Medical Archives 53
(199):167-70.

21 Cul1berg J. "One-year outcome in first episode psychosis patients in the Swedish Parachute
Project. Acto Psychialrica Scaru:/inavica 106 (2002):276-85.

22 Lehtinen V. et al. "Two-year outcome in first-episode psychosis according to an integrated
model. European Psychiatry IS (2000):312-320.

2~ Seikkula J, et aL Five-year experience of first-episode nonaffective psychosis in open-dialogue
approach. Psychotherapy Research 16/2 (200(i): 214-228.
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d) This spring, researchers at the University of Illinois Medical School reponed

on the long-term outcomes of schizophrenia patients in the Chicago area since

1990. They fOWld that 40% of those who refused to take their antipsychotic

medications were recovered at five-year and I5-year followup exams, versus

five percent of the medicated patients?4

v. Harmful Side Effects from Antipsychotic Medic:atiODS..
15. In addition to making patients chronically ill, standard antipsychotics cause a wide

range of debilitating side effects. Specifically:

a) Tardive dyskinesia. The most visible sign of tardive dyskinesia is a rhythmic

movement of the tongue, which is the result ofpermanent damage to the basal

ganglia, which controls motor movement. People suffering from tardive

dyskinesia may have trouble walking, sitting still, eating, and speaking. In

addition, people with tardive dyskinesia show accelerated cognitive decline.

NIMH researcher George Crane said that tardive dyskinesia resembles "in

every respect known neurological diseases, such as Huntington's disease,

dystonia musculorwn deformans. and postencephalitic brain damage.,,2'

Tardive dyskinesia appears in five percent ofpatients treated with standard

neuroleptics in one year, with the percentage so afflicted increasing an

additional five percent with each additional year of exposure.

2~ Harrow M, el al. "Factors involved in outcome and recovery in schizophrenia patients not on
antipsychotic medications." JOllrno/ olNer-vow ond Mental Diseose 195 (2007): 406-414.

B Crane, G. "Clinical psychopharmacology in its 20th year," Science 181 (J 973):124-128. Also
see American Psychiatric Association, TardiYJe Dyskinesia: A Tosle Force Report (1992).
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b) Akathisia. This is an inner restlessness and anxiety that many patients

describe as the worst sort of torment. This side effect has been linked to

assaultive, murderous behavior.26• 27. 28. 29, 30

c) Emotional impairment. Many patients describe feeling lik.e "zombies" on the

drugs. In 1979, UCLA psychiatrist Theodore van Putten reported that most

patients on antipsychotics were spending their lives in "virtual solitude, either

staring vacantly at television, or wandering aimlessly around the

neighborhood, sometimes stopping for a nap onalawn or a park bench ...

they are bland, passive, lack initiative, have blunted affect, make short,

laconic replies to direct questions, and do not vohmteer symptoms ... there is

a lack not only of interaction and initiative, but of any activity whatsoever.31

The quality of life on conventional neuroleptics, researchers agreed, is "very

poor." 32

d) Cognitive impainnent. Various studies have found that neuroleptics reduce

one's capacity to learn and retain information. As Duke University scientist

Richard Keefe said in 1999, these drugs may "actually prevent adequate

learning effects and worsen motor skills, memory function, and executive

abilities, such as problem solving and performance assessment.,,33

26 Shear, K et al. "Suicide associated with akathisia and depon fluphenazine treatment," Journal
ofClinical Psychopharmacology 3 (1982):235-6.

27 Van Putten, T. "Behavioral tox.icity ofantipsychotic drugs." Journal ofCUnical Psychiatry 48
(1987):13-19.

2@ Van Putten, T. "The many faces of akathisia," Comprehensive Psychiatry 16 91975):43-46.
29 Herrera, J. "High-potency neuroleptics and violence in schizophrenia," Journal ofNervous and

Mental Disease 176 (1988):558-561.
~o Galynkcr, I. "Akathisia as violence." Journal ofClinical Psychiatry 58 (1997): 16-24.
31 Van Putten, T. "The board and care home." Hospital and Community Psychiatry 30

(1979):461-464.
Jl Weiden P. "Atypical antipsychotic drugs end long-term outcome in schizophrenia." Journal of

Clinical Psychiatry 57, supplement 11 (1996):53-60.
)~ Keefe, R. "00 novel anlipsychotics improve cognitionr' Psychiatric Annals 29 (1999):623­

629.
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d) Other side effects of standard neuroleptics include an increased incidence of

blindness, fatal blood clots, arrhythmia, heat stroke, swollen breasts, leaking

breasts, obesity, sexual dysfunction, skin rashes and seizures, and early

death?4. 35. ~6 Schizophrenia patients now commit suicide at 20 times the rate

they did prior to the use of neuroleptics.3'

VI. The Research Literatore OD Atypical ADtipsycltotics

16. The conventional wisdom today is that the "atypical" antipsychotics that have been

brought to market-Risperdal, Zyprexa, and Scroquel, to name tbree-are much better

and safer than Haldol, Thorazine and the other older drugs. However, it is now clear that

the new drugs have no such advantage, and there is even evidence suggesting that they

are WOJ5e than the old ones.

17. Risperdal, which is manufactured by Janssen, was approved in 1994. Although it was

hailed in the press as a "breakthrough "medication, the FDA, in its review of the clinical

trial data, concluded that there was no evidence that this drug was better or safer than

Haldol (haloperidol.) The FDA told Janssen; "We would consider any advertisement or

promotion labeling for R1SPERDAL false, misleading, or lacking fair balance under

section 501 (a) and 502 (n) of the ACT if there is presentation of data that conveys the

impression that risperidone is superior to haloperidol or any other marketed antipsychotic

drug product with regard to safety or effectiveness...38

34 Arana, G. "An overview ofside effects caused by typical antipsychotics." Journal ofC/inical
Psychiatry 61 , supplement 8 (2000):5-13.

3~ Waddington, J. "Mortality in schizophrenia." British Journal ofPsychiatry )73 (1998):325.
329.

36 Joukamaa, M, et al. Schizophrenia, neuroleptic medication and mortality. British Journal of
Psychiatry 188 (2006):]22-127.

37 Healy, D et al. "Lifetime suicide rates in treated schizophrenia." British Journal ofPsychiatry
)88 (2006):223-228.

38 FDA approval letter from Roben Temple to ~ssen Research Foundation, December 21, 1993.
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18. After Risperdal (risperidone) was approved, physicians who weren't funded by

Janssen were able were able to conduct independent studies of the drug. They concluded

that risperidone, in comparison to Haldol, caused a higher incidence of Parkinsonian

symptoms; that it was more likely to stir akathisia; and that many patients had to quit

taking the drug because it didn't knock down their psychotic symptorns.39, 40. <41. 42. 43

Jeffrey Mattes, director ofthe Psychophannacology Research Association, concluded in

1997: "It is possible, based on the available studies, that risperidone is not as effective as

standard neuroleptics for typical positive symptoms,'.... Letters also poured into medical

journals linking risperidone to neuroleptic malignant syndrome, tardive dyskinesia,

tardive dystonia, liver toxicity, mania, and an W\usual disorder of the mouth called

"rabbit syndrome."

19. Zyprexa, which is manufactured by Eli Lilly, was approved by the FDA in 1996. This

drug, the public was told, worked in a more "comprehensive" manner than either

risperidone or haloperidol, and was much "safer and more effective" than the standard

neuroleptics. However, the FDA, in its review of the trial data for Zyprexa, noted that Eli

Lilly had designed its studies in ways that were "biased against haloperidol." In fact, 20

of the 2500 patients treated with Zyprexa in the trials died. Twenty-two percent of the

Zyprexa patients suffered a "serious" adverse event, compared to 18 percent of the

Haldol patients. There was also evidence that Zyprexa caused some sort of metabolic

dysfunction, as patients gained nearly a pound per week. Other problems that showed up

in Zyprexa patients included Parkinsonian symptoms, akathisia, dystonia, hypotension.

39 Rosebush, P. "Neurologic side effects in neuroleptic-naive patients treated with haloperidol or
risperidone." Neurology S2 (1999):782-785.

40 Knable, M. "Extrapyramidal side effects with risperidone and haloperidol at comparable 02
receptor levels." Psychiatry Research: Neuroimaging Section 75 (1997):91-101.

41 Sweeney. J. "Adverse effects of risperidone on eye movement activity."
Neuropsychopharmacology 16 (1997):217-228.

41 Carter, C. "Risperidone use in a teaching hospital during its first year after market approval:'
Psychopharmacology Bulletin 3] (1995):719-72S.

43 Binder, R.••A naturalistic study of clinical use of risperidone." Psychiatric Services 49
(1998):524-6.

4. Mattes, J. "Risperidone: How good is the evidence for efficacy?" Schizophrenia Bulletin 23
(1997): 155-161.
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constipation l tachycardia, seizures, liver abnormalities, white blood cell disorders, and

diabetic complications. Moreover, two-thirds of the Zyprexa patients were unable to

complete the trials either because the drugs didn't work or because of intolerable side

effects.4~

20. There is now increasing recognition in scientific circles that the atypical

antipsychotics are no better than the old drugs, and may in fact be worse. Specifically:

a) In 2000, a team of English researchers led by John Geddes at the University of

Oxford reviewed results from 52 studies, involving 12,649 patients. They

concluded: "There is no clear evidence that atypicals are more effective or are

better tolerated than conventional antipsychotics." The Enalish researchers

noted that Janssen, Eli Lilly and other manufacturers of atypicals had used

various ruses in their clinical trials to make their new drugs look better than the

old ones. In particular, the drug companies had used "excessive doses of the

comparator drug.''''6

b) In 2005, a National Institute of Mental Health study found that that were "no

significant differences" between the old drugs and the atypicals in tenns of their

efficacy or how well patients tolerated them. Seventy-five percent ofthe 1432

patients in the study were unable to stay on antipsychotics owing to the drugs'

"inefficacy or intolerable side effects," or for other reasons.47

c) In 2007, a study by the British government found that schizophrenia patients had

better "quality of life" on the old drugs than on the new ones.41 This finding was

4~ See Whitaker, R. Mad in America. New York: Perseus Press (2002):279·281.
46 Geddes, J. "Atypical antipsychotics in the treatment ofschizophrenia." British Medical Journal

321 (2000): 1371-76.
41 Lieberman, J, et a\. "Effectiveness of antipsychotic drugs in patients witb schizophrenia." NeM'

England Journal ofMedicine 353 (2005):1209·] 233.
41 Davies, L, et al. "Cost-effecti\leness of first· \I. second-generation antipsychotic drugs." The

British Journal ofPsychiatry 191 (2007):14-J2.
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quite startling given that researchers had previously determined that patients

medicated with the old drugs had a "very poor" quality of life.

20. There is also growing evidence that the atypicals may be exacerbating the problem of

early death. Although the atypicals may not clamp down on dopamine transmission quite

as powerfully as the old standard neuroleptics, they also block a number ofother

neurotransmitter systems, most notably serotonin and glutamate. As a result, they may

cause a broader range of physical ailments, with diabetes and metabolic dysfunction

particularly common for patients treated with Zyprexa. In a 2003 study ofIrisb patients,

25 of 72 patients (35%) died over a period of 7.5 years, leading the researchers to

conclude that the risk of death for schizophrenics bad "doubled" since the introduction of

the atypical antipsychotics. 49

VII. Conclusion

21. In summary, the research literature reveals the following:

a) Antipsychotics increase the likelihood that 8 person will become chronically ill.

b) Long-tenn recovery rates are much higher for unmedicated patients than

for those who are maintained on antipsychotic drugs.

c) Antipsychotics cause a host of debilitating physical, emotional and

cognitive side effects, and lead to early death.

• 9 Morgan, M, el a!. "Prospective analysis of premature morbidity in schizophrenia in relation to
health service engagement." Psychiolr}' ReseQ[ch 117 (2003):127-35,
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d) The new "atypical" antipsychotics are not better than the old ones in

tenns of their safety and tolerability, and quality of life may even be

worse on the new drugs than on the old ones.

DATED this dl day of September, 2007, in Cambridge, Massachusetts.
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD JUDICIAL DISTRICT, AT ANCHORAGE

In The Matter of the Necessity for the )
Hospitalization of William Bigley, )

)
Respondent )

Case No. 3AN 08-00493PS

NOTICE OF FILING TESTIMONY

The following prior testimony is hereby filed by Respondent in connection with

consideration of the current AS 47.30.839 forced drugging petition:

1. Transcript of the March 5, 2003, testimony of Loren Mosher, in 3AN 03-00277
CI; .

2. Affidavit of Loren Mosher in 3AN 03-00277 CI; and
3. Transcript of the September 5, 2007, testimony of Sarah Porter in Pages in 3AN

07-1064 PS.

All of this testimony is admissible pursuant to Evidence Rule 804(b)(1). Dr. Mosher is

now deceased and therefore unavailable, and the Petitioner not only had the opportunity

and similar motive to develop the testimony by direct, cross, or redirect, the Petitioner, it

self, had such an opportunity and similar motive.

drugging petition against Respondent, which Petitioner abandoned.

Ms. Porter lives in New Zealand and is unavailable for that reason. Not only, as

ABA # 7811100

Law Project for Psychiatric Rights

By:

DATED: May 13,2008.

testimony by direct, cross, or redirect, the testimony was with respect to a previous forced

with Dr. Mosher, did the Petitioner have the opportunity and similar motive to develop the
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA
THIRD nJDIClAL DISTRICT, AT ANCHORAGE

In The Matter ofthe Hospitalization

of

FAlTIl 1. MYERS

STATE OF CALIFORNIA

SAN DIEGO COUNTY

)
)
)
)
)
) Case No. 3AN 03-277 PIS

)
) S5

)

Amdavit orLann R. Mosber. M.D.

Credentials:

1am born and raised in California, a board-certified psychiatrist who received an
M.D., with honors, from Harvard Medical School in 1961. where I also subsequently
took psychiatric training. I was Clinical Director ofMental Health Services for San
Diego County from 7196 to 1l/98and remain a Clinical Professor ofPsychiatry at the
School ofMedicine, University ofCalifornia at San Diego. From 1988-96 1was Chief
Medical Director ofMontgomery County Maryland·s Department of Addiction. Victim
and Mental Health Services and a Clinical Professor ofPsychiatry at the Uniformed
Services University ofthe Health Sciences. F. Edward Herbert School ofMedicine,
Bethesda, Maryland.

From 1968-80 I was the first Chief of the NIMH's Center for Studies of
Schizophrenia. While with the NJMH 1founded and served as first Editor-in-ehief of the
Schizgpbrenia Bulletin.
From 1970 to 1992 I served as coJlaborating investigator, then Research Director. of the
Palo Alto based, NIMH funded Soteria Project - "Community Alternatives for the
Treatment of Schizophrenia". In this role. 1 was instrumental in developing and
researching an iMovative. home-like. residential treatment facility for acutely psychotic
persons. Continuing my intcn:st in clinical research (1990 - 1996). I was the Principal
Investigator of a Center for Mental Health Services (CMHS) research/demonstration
grant for the first study to compare clinical outcomes and costs of long tenn seriously
mentally ill public-sector clients randomly assigned (with no psychopathology based
exclusion criteria) to a residential alternative to hospitalization or the psychiatric ward of
a general hospital (the McPath project). This study's findings. comparable clinical
effectiveness with a 4QC11o cost saving favoring the alternative, have important acute care
implications.

In 1980, while based at the University of Verona Medical School, I conducted an
in-depth study ofItaly·s revolutionary new mental health system. 1documented that the
new National Health Service supported system of catchmented community care could
stop admissions to large state hospitals, enabling them to be phased down and closed It
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was also concluded that where the legally mandated community system was properly
implemented there were no adverse consequences for patients or the community.

In addition to over 120 articles and reviews, I have edited books on the
Psvchotbera(U' of Schizophrenia and on Milieu Treatment. Our book, Community
Mental Health: Principles and Practice, written with my Italian colleague, Dr. Lorenzo
Burti~ was published by Norton in 1989. A revised, updated. abridged paperback version,
Community Mental Health: A Practical Guide, appeared in 1994. It has been translated
into five languages. Most recently I founded a consulting company, Soteria Associates.
to provide individual, family and mental health system consultation using the breadth of
eKperience described above.

INTRODUCTION:

In many parts ofthe country thinking about public mental health systems has
moved away from the biomedical model, initially to a psychosocial rehabilitation
orientation, and more recently to a recovery based model. Each change RPresents a
move toward a more holistic view, increased self-management in treatment., greater
emphasis on independent living and community integration and protection of rights of
system users. As a whole it means much less hierarchical systems and greater equality of
staff and users.

When considering mental health reform it must be recognized that mental health
care is a system. Programs making up mental health systems share the following
characteristics: They are labor intensive, relationship based and relatively low
technology. The system's elements should include: Prompt, accessible, client centered.
recovery oriented. quality mental health and rehabilitation services; decent aft'ordable
housing; and appropriate. ongoing self-help focused social supports. Becanse they
address basic human needs systems that contain an array of these services have been
shown to be both cost effective and voluntarily used. Such systems must be adequately
funded but reform must also include attitude change and reorganization into less
institutional. human sized programs.

Reform to produce co-ordinated conununity based systems Df care needs
guidelines: (1) a shared set ofvaJues and (2) common organizational (3) interpersonal
and (4) clinical principles. These four elements ofa systemic organizational framework
can guide the committee's reform deliberations. Because they are non-specific, they are
nearly universally applicable.

1. PROGRAM VALUES

• Do no harm
• Treat, and expect to be treated, with dignity and respect.
• Be flexible and responsive
• In general the "user" (client, patient) knows best. We each know more about

ourselves than anyone else. This is usually a vast untapped reservoir ofvaluable
information.

• Choice, the right to refuse, informed consent, and voluntarism are essential to
program functioning. Without Dptions. freedom of choice is illusory. Involuntarv
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treatment should be difficult to implement and used only in the direst of
circumstances.

• Expression of strong feelings and development of potential are acceptable and
expected - and are not usually signs of "i11ness".

• Whenever possible, legitimate needs (e.g. housing, social, financial etc.) should be
filled. Without adequate housing. mental health "treatment" is mosth' a waste oftime
and money.

• Risks are part ofthe territory; if you don't take chances nothing ever happens.

1. ADMINISTRATIVE PRINCIPLES

• Reliable funding stream
• Catchmented responsibility - no "shift and shaft" allowed
• Responsible, multi~isciplinary, muhi-funetion, mobile teams
• Decentralized authority and responsibility to allow on the spot decision making
• Use ofexisting community resources
• Multi-purpose mental health/social services centers.
• Non-institutionalization: Residential care (i.e., hospitals and IMD's) is expensive and

often creates or reinforces problems. They are, by definition, abnonnal environments
and should be used sparingly.

• Multi-dimensional outcomes must be monitored and fed back rapidly.
• Citizenf'user" participation is vital for program planning and oversight.

3. BELATIONAL PRINCIPLES
(An help facilitate the development of relationships)

• Positive Expectations
• Atheoretical need to understand - try to find an explanation for what is going on
• Continuity of relationships aqoss contexts
• UBeing with"., Ustanding by attentively" - getting oneself into the other's shoes to

better understand "the problem"
• Concrete problem focus ( problems. in contrast to diagnoses, generate questions and

possible solutions)
• Relational "partnership". doing together (preserves Uuser" power)
• Expectation of self-help ("'users" need not be 50 in perpetuity)

4. CLINICAL PRINCIPLES

• ContextuaJization- we all have histories that can only be understood by considering
the contexts within which they developed.

• Preservation and enhancement of"user" personal power and control. Mental health
professionals do not necessarily know what is best for their clients/patients - their
role should be to keep them continually involved as the treatment process unfolds.

Affid8\'iL of Loren R. Mosher
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• Nonnalization (Usualization): Culturally sensitive societal norms should be applied
when treatment plans are developed. The most "nonnal", least restrictive, alternative
should always be tried first. Ifyou treat people as normal they tend to behave
normally.

We have a more than adequate knowledge base to implement refonn. More
studies and dust gathering reports are not needed. What is needed is the political win,
community involvement and financial resources necessary to make change happen.

b+J.L.l /l ,Q
Loren R Mosher, MD F "

SUBSCRIBED AND SWORN TO before me Ibis _Sth_ day ofMan:b, 2003.

r. -;"lSfAl 1- JANE M. REillY
~ NOT"flY PUeL.!C'CAUFORNIA;l . COM"'. NO. 127979. '!?

SAN DIEGO COUNTY
MYCOMM~:x:. NOV. 4, 2004J

State ofAlaska )
)ss

Third Judicial District)

I, James B. Gottstein, hereby affinn that this reproduction of Affidavit ofLoren R. Mosher,
M.D., to which this is appended, is a true, correct and complete photocopy ofthe original
document, currently in my possession.

Dated: May 13,2008

Notary Public in and for Alaska
My Commission Expires: If/;'..1!:Lv/I

I I

·STATE Sf ALASKA

INOTARY PUBLIC~
lisa E. Smith V

; Mt Com;~:u!r E..-;;,~* A;yi! 23. 2011
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SUBSCRIBED AND SWORN TO before me this 13th day ofMay, 2008.
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Assistant Attomey GellCllll
State of Alaska
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FOR THE DEFENDANT: James B. Gottstein
406 G Street., Suite 206
Anchcmge, Alaska 99501

FAITH MYERS
3/512003

I PROCEEDINGS
2 4403-41
3 8:52:51 AM
4 THE COURT: We're on record in Case No. 3AN-03-277.
5 It's a case regarding Faith Myers. Mr. Gottstein, before
6 I go any further, I'll just state your appearance. Mr.
7 Gottstein is present. for the record, as is Mr. K.illip for
8 the State. Your client requested this be an open hearing,
9 is that correct?

10 MR. GOTTSTEIN: That's correct. She's not here yet,
11 though, and she's supposed to be here. So, 1 don't know
12 what the hang-up is. Dr. Kletti, wasn't she --?
13 THE COURT: Right. She has the right to be present.
14 DR. KLEITI: Right. She was scheduled for
15 transportation to court this morning.
16 THE COURT: 1was told that you all were ready. I
17 didn't realize that you weren't. We need to wait for her.
18 So we'll go ahead and go back offrecord and do that.
19 Well, actually, maybe I'D take up aome housekeeping,
20 fiTSt, but we'R not going to proceed in substance wi1h
21 her, certainly.
22 I just have the one exhibit list. Counselor, do you
23 have--
24 MR.. GOTTSTEIN: The reapondenrs?
25 THE COURT: Yes. Do you have an exhibit list, Mr.

DR. LOIIEN hIOStlER 170 m

EXHIBITS: ADMmED
FORTHE PLAIN11FJ':
1.7-pholooofr.u.Myat·__' 47
1-__~I ...._'Yhidllolyat S~

FOil THE DEfENDANT:

OONTEN1'S

WITNESSES: D11ECf CROSS IlEJ)IRECT I\ECllOSS

fOIl THE Pl.AIN11FF:

uow.HUMPllJlE'YS 16.. so

NIItE MYEIlS 52

DII. IlOBEU JIA)IOWEU SIIt6I
70/11 tll

DIl NlCHOUS ICUm 101 101

FOIl THE DEfDoIDANT:

FA!T1l MYERS 114 IS) 156
DI.. GkACE JACKSON 1641167/

III 1"

C-_... Ihe lltIiyoUarlhta1mzopi1t
clioiallri." III

D -tul<ri,h naoiwao! _ FDA _

Freedcrn DrlnfGmlltD.vt 114

L-lIIlcl......ivod ftamDr.G..ccJ.ollI<MI I~I

nECISION IY '!lIE COIJllT 192

IlEAJUNG ON MonON FOR EXPUlTTEll CONSl!l£IlAnON J9Il

1 Killip7
2 MR. KILLIP: Your Honor, given the accelerated pace,
3 the witnesses just showed up. I had a chance to apeak
4 with one for almost an hour yesterday, but there are two
5 more I haveD't had a clwK:e to talk with and one of them
6 preseuted me with some photographs. I don't have an
7 exhibit list that I've generated yet, bUll can do it
8 right now.
9 THE COURT: Okay, that's fine. We can do it when we
lOgo off record for a minute. As long as Mr. Gottstein has
11 it and bas a chance to take a look, that's fine.
12 MR. GOTTSTEIN: Your Honor, I would note under AS
13 47.37.30(a)(6) that the petitiOD must list the prospective
14 witnesses who will testify in support of commitment or
I S involuntary treatment, and oDiy Dr. Hanowell was listed.
16 And I would object to any witness other than the one
17 specifically listed testifying.
18 1HE COURT: All right The objection is noted, but
19 again, I'm not going to make any substantive ruling until
20 your client gets here. My intention is to stay on record
21 just to get some housekeeping taken care of.
22 MR. GOTTSTEIN: Can 1respond to that, Your Honor?
23 THE COURT: No, not yet.
24 MR. GOlTSTEIN: Okay.
25 THE COURT: Because we're not going to gel into

2 (page 2)
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I THE COURT: Mr. Gottstein? I phone. Do you want me to have him call back in 10
2 DIRECT EXAMINATION (continued) 2 minutes, or what do you want to do?
3 BY MR. GOmTEIN: 3 MR. GOTTSTEIN: Grace, can you? Let's take Dr.
4 Q Yeah. Dr. Jackson, can you explain why you failed 4 Mosher.
5 the exam? Or, you were failed, I guess I should say. S THE COURT: That's your preference?
6 A Well, the Board of Examiners does not send you any 6 MR. GOlTSTEIN: Yes.
7 kind of feedback, but I was subjected to quite intense 7 THE COURT: Ma'am, I'm very sorry to do this. We've
8 cross-examination lIS to why I would not give a patient 8 been trying to get Dr. Mosher on the line, and the
9 with psychotic symptoms medication for life. And I had 9 witnesses we typically go in order. ADd he was not

10 done extensive resean:h up to that point to prql8I'C myself 10 available by phone. I've just received an email that he's
11 for - for my philosophy of treatment. And I WIS not 11 called back in.
12 willing to purger myself in the cross-examination process 12 DR. JACKSON: That's absolutely fine.
13 ofboard certification exam, so I did not pass that exam. 13 THE COURT: All right. I appreciate it very much.
14 Q What do you mean by that? You were not prepared to 14 DR. JACKSON: Would you like me - you'll call me
15 purger yourself? 15 back?
16 A I could have lied. I could have told the examiners 16 THE COURT: Yes.
17 that the woman in the videotaped inteJview. who bad 17 DR. JACKSON: Okay. Thank you.
18 previously had a case ofschizophrenia, needed to be on 18 THE COURT: You bet. Dr. Mosher, can you hear me?
19 medication for life, which is what they were attempting to 19 DR. MOSHER: Yes. Long distant, but I can hear you.
20 get out of me. Because they kept saying, wen, she told 20 THE COURT: All rigbt. I'll try to speak into the
21 you that she bad previously been on these medicines. Why 21 microphone more clearly. My name is Morgan Christen. I'm
22 won't you give them to ber now? And I bad done a great 22 8 superior court judge and I'm assigned to this case. I
23 deal of research and had very good reasons wby I would not 23 have you on a speaker phone on an overhead in the
24 continue a person, necessarily on life-long medication. 24 courtroom, sir. And Mr. Gottstein has asked that you
25 But that, apparently, was not the answer that they were 25 testify. Are you able to do that at this time?

Pile 168 Pile 170

1 looking for. I DR. MOSHER: Well, I guess. I didn't prepare must,
2 I should say that my passed portion of the exam, 2 but anyway, ru do my best.
3 which was based on a live patient interview in the 3 THE COURT: All rigbt. That's fine. I need to have
4 morning, was based - I passed that exam, and the reason 4 the oath administered to you. Could you please raise your
5 for that or the tone of that was actually quite different 5 right band?
6 My examiners were more psych<Hfynamically oriented 6 DR. MOSHER: Okay.
7 individuals, and they accepted the fact t'h8t a life-long 7 THE CLERK.: Do you swear or affirm that the
8 medication strategy was not necessarily in the best 8 information you are about to give in this matter before
9 interest ofall patients. 9 the court is the truth. the whole truth, and nothing but

10 So, the board certification process, itself, is 10 the truth?
11 extremely relative. I would expect to encounter the exact 11 DR. MOSHER: I do.
12 difficulties when I sit for the examination again and 1 12 THE COURT: Sir, could you please state your full
13 wi1l give the same answcn, based on the same 13 name and spell your last name?
14 scicutifically-bued knowledge. 14 DR. MOSHER: It's Loren Mosher, M-O-S-H-E-R-.
15 THE COURT: Ml accept this witness as an expert 15 THE COURT: All right. Thank you. Mr. Gottstein,
16 and weigh her testimony accordingly. 16 you may inquire.
17 Q Dr. Jackson, did you prcpue a report and sign an 17 DR. LOREN MOSHER
18 affidavit·· well-- excuse me, Your Honor. 18 testified as follows on:
19 THE COURT: That's okay. But could you get closer 19 DIRECT EXAMINATION
20 to the microphone? 20 BY MR. GOTTSTEIN:
21 Q Ycs. Did you notarize a statement -- have notarized 21 Q Dr. Mosher, I can't express my appreciation enough
22 a statement in preparation for this hearing? 22 for your willingness to testify after just getting back
23 A Yes, I did. 23 from Germany yesterday, and I just felt like I wanted to
24 THE COURT: Mr. Gottstein, I'm sorry to do this to 24 express that.
25 you, but I just got the email that Dr. Mosher is on the 25 Your affidavit bas just been admitted. And I
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1 represented that you would have it notarized and send it. 1 longer represented my interested and the $1,000 a year
2 Is that true? 2 that I was paying for them wasjust basically a waste of
3 A I just did that. It should be there tomorrow 3 money, while they pursued their own interests to the
4 afternoon. 4 detriment of what I consider to be the people they should
5 Q Thank you. Could you briefly -- because we've got a 5 be pursuing an interest for, and thars their patients.
6 total of, I think 28 minutes left in this whole hearing, 6 So anyway, I'm not a member. I resigned in December of
7 including to bear from Dr. Jackson -. discuss your 7 1998.
8 credentials, please? 8 Q So, is it fair to say that you have a philosophical
9 A 1graduated from Stanford u an undergraduate, 9 disagreement with their approach, presently?

10 Harvard Medical School, Harvard psychiatric 1Iaining, more 10 A Well, yeah. I don't like bow they do business.
11 training at the Natiooallnstitllte of Mental Health, post- 11 Q When you say do business, you mean practice
12 doctoral fellowship in England, professor -- assistant 12 psychiatry in the United States?
13 professor ofpsychiatry at Yale - I'm sort ofgoing 13 A Well, we could take up the next half hour on that
14 chronologically -- from '68 to 'SO 1was the chief for the 14 subject, but basically I feel \bat they have taken the
15 Center for Studies ofSchizophrenia, at the National 15 person out ofpsychiatry lIRd psychiatry _ - is now a
16 Institute ofMental Health from 1980 to '88 1 was 16 debumanizing, impersonal, llOIl-individua1izcd specialty
17 professor ofpsychiatry at the Uniform Services University 17 that is interested purely in pharmical therapy now.
18 of the Health Sciences in Bethesda, Maryland. That's a 18 That's big, broad brush strokes, but that's - obviously
19 full-time, tenured, academic position. '88 to '96 I was 19 thars not true of every single one, but that's my
20 the chief medical director ofthe Montgomery County 20 complaint about the organization.
21 Maryland Public Mental Health System. Thafs a bedroom 21 Q Okay.
22 community to Washington, D.C. From '96 to '98 I was 22 A There's a .- ifyou want to read my letter of
23 clinical director ofthe San Diego County Public Mental 23 resignation, you can look on my web site.
24 Health System. Since Novemberof'98 I have been the 24 Q Okay, thank you.
25 director and principle in Satiria (Ph) Associates, a 2S THE COURT: Any objection?

P.I~ 172 P8&~ 174

I private consulting fum that I formed, and I also hold 1 MR. KlLLIP: No.
2 clinical professorships at the University of California 2 THE COURT: All right. This witness will be
3 San Diego School of Medicine, and at the Uniform Services 3 qualified
4 University oftbe Health Sciences in Bethesda, Maryland. 4 Q Thank you, Dr. Mosher. In the first sentence of the
5 So 1hat's briefly my credentials. 5 introduce of your affidavit OIl page two, you talk about
6 Q Dr. Mosher, did you mention being bead of 6 the biomedical model. I was going to ask you what you
7 schizophrenia research at the Naticmal Institute ofMental 7 mean by that. Have you already answered that, or would
8 Health'? 8 you like to expand on that?
9 A Ycab, 1said I was the head of the Center for 9 A Well, you know, what I mean by that is the phrase is

10 Studies ofScbizophrenia from 1968 until 1980. 10 currently being used that, let's take, for example,
II Q Okay. I move to qualify Dr. Mosher as an expert 11 schizopbreDia is a brain disease. Well, that's a perfect
12 psychiatrist, especially in schizophrenia. 12 example of the medical model - of the biomedical model.
13 MR. KILLlP: Your Honor, just a couple questions. 13 When .- whereas, there is no evidence that schizophrenia
14 VOIR DIRE EXAMINATION 14 is, in fact, a brain disease. And so a hypothesis that
15 BY MR. KILLIP: 15 schizophrenia is a brain disease, has been converted into
16 Q Dr. Mosher, JeffKillip with the Alaslca Attorney 16 a biomedical fact. And I disagree with converting
17 General's Office. 1just want to ask you if you are 17 hypotheses into beliefs in the absence of supporting
18 currently board certified in psychiatry? 18 evidence.
19 A I've been board certified siDce 1969. 19 Q Okay, thank you. Now, in your opinion, is
20 Q Okay. And arc you currently a member in good 20 medication the only viable treatment for schizophrenia
21 standing with the American Psychiatric Association? 21 paranoid type?
22 A No, I am not. I resigned from the American 22 A Well, no, it's not the only viable treatment. It is
23 Psychiatric Association. 23 one that will reduce the so-called positive symptoms, the
24 Q And do you have a reason for that? 24 symptoms that are expressed outwardly for those kinds of
25 A Yes, I have a reason for it. I felt like they no 25 folks. And that way they may seem better, but in the long

45 (Pages 171 to 174)

PACIFIC RIM REPORTING 9071272-4383
www.courtreportingalaska.com

S-13116 Exc. 162



TRANSCRlPT OF PROCEEDINGS 3/5103 & 3/10/03 FAITH MYERS
3/5/2003

Palle 175 P~e 177

1 ron, the drugs have so many problems, that in my view, if 1 A Well, it's just, you know, the degree to which yOll
2 you have to use them, you should use them in as small a 2 have to fora: people to do anything.....
3 dose for as short a period of time as possible. And if 3 MR. KILLlP: Yow Honor, I'm going to object.
4 yOll am supply some other fonn of social environmental 4 A .....is the degree to which it's going to be very
5 treatment - family therapy, psychotherapy, and a bunch of 5 difficult to forge a good therapeutic relationship. And
6 other things, then you can probably get along withOllt 6 in the field ofpsychiatty, it is the therapeutic
7 using them at all, or, ifat all, for a very briefperiod 7 relationship which is the single most important thing.
8 of time. But you have to be able to provide the other 8 And ifyou have been a cop, you know, that is, some kind
9 things. You know, it's like, ifyou don't have the other 9 of a social controller and using force, then it becomes

10 things, then your hand is forced. 10 nearly impossible to change roles into the role -- the
11 MR KlLLIP: Excuse me, Your Honor. I just would II traditional role of the physician as healer advocate for
12 renew our continuing objection about offering test on 12 his or her patient. And so I think that that -- we should
13 medical practice in the context of this hearing. 13 stay out of the job of being police. That's why we have
14 THE COURT: This hearing is going to last 20 more 14 police. So they can do thatjob, and it's not our job.
15 minutes, and I'm going to let Mr. Gottstein use the time. IS Now, ifbecause ofsome altered state of
16 Q Now, as a hypothetical question, if a woman who bad ]6 consciousness, somebody is about to do themselves grievous
17 managed - who has over a 25 year experience with 17 harm or someone elllC grievous harm, well then, I would
18 medications and has -- including navaine, paxil, risperdal IS stop d1em in whatever way I needed to. 1would probably
19 and zyprexa - and then has managed to not -- to wean 19 prefer to do it with the police, but ifit came to it, 1
20 herself fiom those for a year, would your recommendation 20 guess Iwould do it. In my career I have never committed
21 be that she be placed baclc: on them, particularly against 21 anyone. It just is - I make it my business to fonn the
22 her will? 22 kind of relationship that the person will - that we can
23 A Well, I think she is an absolute saint if she was 23 establish a ongoing treatment plan that is ac:ccptable to
24 able to get off of those drugs. Those drugs are 24 both ofus. And that may you avoid getting iDto the fight
25 extraordinarily difficult to get off of, especially 2S around wbatever. And, you know, our job is to be healers,

Pace 176 Pace 178

1 zyprexa, which is a thienobenzodiazepine derivative and 1 not fighters.
2 the 1bienobenzodiazepine valium-type drogs 1ft very 2 THE COURT: There's an objection to that question.
3 addictive. ADd so, zyprexa. in particular, is difficult 3 The objection was relevanu?
4 to get off. ADd ifshe got off herself- got herself off 4 MR. KlLUP: Yes.
5 ofzyprexa, that's quite a remarkable feat in my clinical S THE COURT: OvenuIed.
6 experience. So I would be loath to put her back onto, 6 Q Now, you say you've never committed anybody. But
7 especially zyprexa. But, you know, the other - risperdal 7 you've had a lot of experience with - or,l should say,
8 is also problematic for getting off. Actually, they all 8 have you had a lot of experieDce with people with
9 are, it's just a matter of degree. And if she got off for 9 schi:zophRnia?

10 a year, then I would certainly try to do whlllever 1can to 10 A Ob, dear. I probably am the person on the planet
II avoid putting her bade on. And if she doesn't want them, II who has seenm~ acutely psychotic people off of
12 then that's even - you know, ifyou can't negotiate some 12 medication, without any medications, than anyone else on
13 drug that she may calm down on, like, for example, if she 13 the face of the planet today.
14 ifkind ofagitated and anxious -- I don't know this 14 Q Thank you.
IS woman. I've never seen her face-to-face, so I can't IS A Because of the Satiria Project that we did for 12
16 really speak to her particular problem without having seen 16 years where I would sit with people who were not on
17 ber, but if she is, let's say, unhappy, agitated, and so 17 medications for hours on end. And I've seen them in my
18 forth, then sometimes short-term use of drugs like valium 18 private practice, and I see them to this day in my now,
19 is quite helpful and it get's people through a crisis 19 very small, private practice. But-
20 without getting them back onto the neuroleptics drugs, the 20 THE COURT: Sir,l think I understand the answer.
21 anti-psychotic drugs. 21 A I find that people who are psychotic and not
22 Q Okay, thank you. Now, in your affidavit, you say 22 medicated are among the most interesting ofall the
23 involuntary treatment should be difficult to implement and 23 customers one finds.
24 used only in the direst of circumstances. Could you 24 Q Thank you, Dr. Mosher.
25 explain why you have that opinion? 2S THE COURT: That's a yes.
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I Q Dr you know Dr. Grace Jackson? I THE COURT: Great. We're back on record. This is
2 A I do. 2 Morgan Christen again. I have you back on the same
3 Q Do you have an opinion on her knowledge of 3 overhead speaker.
4 psychopharmacology? 4 DR. JACKSON: Yes, ma'am.
5 A 1think sIIe knows more about the mechanisms of 5 THE COURT: What I'm going to do,l think, to save
6 actions of the various psychotropic agents than anyone who 6 time, is to just JCmind you that you remain under oath and
7 is a clinician, that I'm aware of. Now, there may be, you 7 allow Mr. Gottstein to ask his questions.
8 know, basic psychopharmacologists, you know, who do lab 8 DR. JACKSON: Um-hmm. Yes, ma'am.
9 wor\( who know more, but as far as a clinician, a 9 DR. GRACE JACKSON

10 practitioner, 1don't know anyone who is better-versed in 10 testified as fonows on:
11 the mechanisms, the actions, the effects and the adverse 11 DIRECT EXAMINATION (continued)
12 effects of the various psychotropic drugs. 12 BY MR. GOlTSTEIN:
13 Q Thank you, Dr. Mosher. 1have no questions, but 13 Q Thank you, Dr. Jackson. Obviously we're down to 10
14 perhaps the State will have some. 14 minutes now, and 1appreciate you waiting all day. And
15 MR. Kll..L1P: Yes, tbaDlcyou. 15 I'm going to have to be, obviously, a little bit - or
16 DR. LOREN MOSHER 16 more than a linle bit brief.
17 testified as follows on: 17 Did you - we were just talking about an affidavit,
18 CROSS-EXAMINATION 18 I think, that you signed, or a report that you swore. Did
19 BY MR. KlLLlP: 19 you do so?
20 Q Dr. Mosher, is it DOt your understanding that the 20 A Yes, that is correct. Yup.
21 use of anti-psychotic medications is the standard ofcare 21 Q And is it - can 1-7
22 for treatment ofpsychosis in the United States, 22 THE COURT: Do I have this? Oh, you're just handing
23 presently? 23 it to me DOW, okay.
24 A Yes, that's true. 24 MR. GOTTSTEIN: I was in the middle of that.
25 Q Okay, so is it fair lo say that your viewpoint - 25 THE COURT: I see. I beg your pardon.

Pase 180 Paze ln

I MR. GOTISTEIN: Objection, relevance. 1 MR. GOTISTEIN: Exhibit D.
2 THE COURT: Overruled. 2 THE COURT: Thank you, sir.
3 Q Would you say that your viewpoint presented today 3 Q What's the title ofthat?
4 falls within tbe minority of the psychiatric community? 4 A This is Ul analysis of the olanzapine that is
5 A Yes, but 1would jusl Iilc.e to say that my viewpoint 5 zyprexB, the clinical trials, and I've called this A
6 is supported by research evidence. And so, that being the 6 Dangerous Drug with Dubious Efficacy.
7 case. it's a matter of who judges the evidence as being 7 Q Okay.
S stToD&er, or whatever. So, I'm not speaking just opinion, 8 MR. KILLIP: Excuse me, Your Honor. I just wanted
9 I'm speaking from a body of evidence. 9 to note for the JCcord that we've got about 20+ pages,

10 Q Tbauk. you, Dr. Mosher. 10 halfof them are stapled upside down. We're probably not
II THE COURT: NOthiDg further? II going to have a meaningful opportunity to look at this
12 MR.. KILLIP: Nothing. 12 before cross-examination. 1just want to make that
13 MR.. GOTISTEIN: No, Your Honor. 13 record.
14 THE COURT: All right. Sir, I appreciate your 14 THE COURT: Yes, 1have the same exhibit.
15 testimony very much and want to thank you. It SCWlds like 15 MR. KILLlP: Thank you.
16 the lawyers are done with you, so you can hang up. 16 MR. GOlTSTEIN: And I would note that I received
17 DR. MOSHER: Okay. Well, good luck and I hope -- 17 nothing from them before anything.
18 what's her name, Ms. Myers? 18 Q I think what I -- does this acauately -- well,
19 THE COURT: Faith Myers. 19 obviously it accurately describes the results of your
20 DR. MOSHER: Gets out and without drugs. Thank you. 20 research into the drug olanzapine. Is that correct?
21 THE COURT: Thank you, sir. All right. Do you want 21 A Yes, that's right.
22 to try to call Dr. Jackson back? 22 Q Okay. Have you - I'm going to try -- I'm trying to
23 MR. GOTISTEIN: Yes, Your Honor. 23 get some stuff into the record here, Your Honor. And so .
24 THE COURT: All right. Dr. Jackson? 24 - and then we'll get to moJC substantive.
25 DR. JACKSON: Yes? 25 Did you send me some information regarding the
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1 MR. GOTTSTEIN: .....ifthat's what our decision is. 1 TRANSCRIBER'S CERTlFICATE
2 THE COURT: Ifyou could let me know, I'd sure 2 I, Joanne Kearse, hereby certify that the foregoing
3 appreciate it, bcc:aUllC I'm •• 3 pages numbered 1 through 222 are a true, accurate, and
4 MR. GOTTSTEIN: Absolutely, Your Honor. 1included 4 complete transcript of the hearings that took place on
S you in that. S March 5, 2003 and March 10,2003, In the Matter of F.M.,
6 THE COURT: Yeah, I appreciate it. Because, as 1 6 Superior Ct. No. 3AN-Q3·277 PR, transcribed by me from a
7 said, I'm - I have a peISODal appointment out of the 7 copy of the electronic sound recording to the best of my
8 office that's actually & medical appointment I scheduled 8 knowledge and ability.
9 for some months and moved several times, myself, so I'd 9 Dated this 7th day ofApril, 2003.

10 like to know as soon as I can, so thatl can know how to 10
11 handle that. 11 JOANNE KEARSE
12 And 1appreciate what you're both doing, which 12
13 strikes me as you're both being very, very cooperative and 13
14 trying yoW' level best to get this done in a timely manner 14
15 that jumps through all the hoops required by the statute 15
16 and make SW'e that I have Ibc information that I need to 16
17 make the decision. 17
18 Is there anything further 1can take up today, 18
19 productively? No? 19
20 MR.. KILLIP: I don't think so, Your Honor. 20
21 THE COURT: All right. Well then, I'll let you both 21
22 ring off. It's after 5:00 and I've kept you. Thanks very 22
23 much for yoW' help. I'll have Hilary coofum tomorrow 23
24 morning about that time, but that should be at least in 24
25 pencil on your calendars. And l'lllet you know if) need 25

Page 223

1 to speak to you sooner. after I get the report from the
2 comt-appointed visitor.
3 MR. KlLLIP: Okay.
4 THE COURT: Thank you both very much.
S MR.. KILLlP: Thank you.
6 MR. GOTTSTEIN: Thank you.
7 THE COURT: Offrec:ord.
8 (Off record.)
9 5:03:47

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
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1 PROCEEDINGS 1 terms of the proper procedure, but whether you call it
2 3AN2707-162 2 a motion or judgment on the pleadings -- for example,
3 9:14:26 3 they have failed to allege facts sufficient to support
4 THE COURT: This is the matter of the case 4 their petition. And I brought this up on Friday, and
5 involving the hospitalization for William Bigley, file 5 suggested that, on due process grounds, that they --
6 number 007-1064. This is the time set for the hearing 6 you know, that I be notified. And I'm gonna re-raise
7 concerning State's petition •• petition for court 7 that because there is something in their brief this
8 approval of administration ofpsychotropic medication. 8 morning that shows that they really should have done
9 And Ms. Russo is here representing the State, and Mr. 9 that, and I was entitled to it. But the basic thing is

10 Gottstein is here representing Mr. Bigley. 10 that they haven't - the basic motion.
11 So, any preliminary matters, Ms. Russo? 11 There ue two real motions, you know,
12 MS. RUSSO: Yes, Your Honor. Along -- I just 12 procedurally. A motion for judgment on the pleadings,
13 filed a pre-hearing brief this moming. Part ofmy 13 based on their allegations and their responses, which
14 pre-hearing brief is a motion to strike all the 14 is in the pre-trial hearing, which could be considered
15 attachments that had been attached to the respondent's 15 an answer. Especially that background section should
16 pre-hearing brief, including the affidavits that were 16 be considered an answer.
17 filed along with it. 17 And then, of course, there is evidence on all
18 At this point, just - many of them, I don't 18 those. And I don't know that there is any
19 believe, are relevant to the issues in this case. If 19 authentication issue with respect to the court
20 the respondent wishes to introduce them as evidence 20 documents. And I had a subpoena out for Dr. Worrall,
21 later on, then we could take them up the, but I would 21 to bring the records, so that if there is any question
22 ask the court to take that up. 22 about authentication - so I think that's proper
23 THE COURT: Okay. 23 evidence. And, so, then, that would then be a summuy
24 MS. RUSSO: And then I understand that there 24 judgment motion, basically. And, so,I think.
2S is a witness that Mr. Gottstein has subpoenaed and 2S teehnicaIIy, that needs to be addressed first.

Page 3 Page 5

1 wishes to testify this moming. 1 And then, I really - okay - and then - and
2 My only witness is Dr. Worrall, and there were 2 then in terms of the notice - of course, my brief says
3 staffing issues at the hospital, so he's not here yet. 3 that they have to say - they have to say, UDder
4 he will be here at 10 o'clock this morning. 4 Meyers, what drugs and what combinations they are
5 I would object to Mr. Gottstein calling Ms. 5 proposing, in order for a proper analysis to be used.
6 Porter. I don't know how she can provide relevant 6 And on Friday I said that they should provide, you
7 testimony in this case, and I think we should probably 7 know, the information under Meyers. And, of course,
8 try and figure that out. 1understand she is only 8 Your Honor denied that. But that was a due process
9 available this morning, so we should probably figure 9 argument.

10 out the issue of her testimony as quiclcly as possible 10 But now she comes in and complains that I've
11 so that she's not detained any longer than need by. 11 got information about a drug that they're not
12 MR. GOTTSTEIN: But she's not under subpoena, 12 proposing. I don't even know wbat drugs they're
13 Your Honor. 13 proposing, which is what I asked for last Friday.
14 MS. RUSSO: Ob, she isn't? Okay. 14 Again, sorry for getting worked up about that.
is THE COURT: Okay. 15 But it really just seems, you know, like - you know,
16 MR. GOTTSTEIN: But (indiscernible). 16 come on, let's have notice and reasonable opportunity
17 MS. RUSSO: Let me -- Ms. Russo, anything else 17 10 respond and handle these things properly, as Meyers
18 before hear from Mr. Gottstein? 18 directed us to do. That these forced drugging
19 MS. RUSSO: Not at this time, Your Honor. 19 petitions are not something -- that they're something
20 THE COURT: Okay. 20 that need to be done --I'm not trying to delay, but
21 Mr. Gottstein'? 2l they need to be done properly and well considered
22 MR. GOTTSTEIN: Well, first off, of course, I 22 because of the important interesl at stake.
23 think the petition should be dismissed so that there is 23 Okay. And then looking through it -- ah, you
24 no question that I've asked for it. I'm doing so now, 24 1cnow -- and we've got a huge amount of stuff that could
25 and 1think there is - it may be a little unclear in 25 be done before we can get through - you know, all the
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"Marron." That clinical observations, you don't need
to go through the Coon standards, but once you get into
scientific evidence, that you do. And so I was
objecting to the 2% figure, because I think that I'm
entitled to have - you know, to give me the basis for
that.

THE COURT: Okay. Ms. Russo, do you want to
add anything?

MS. RUSSO: I don't think that this is going
into the Marron and Coon. I don't agree with Mr.
Gottstein's analysis of this. And quite frankly, I
don't know - I mean, Dr. Worrall's testifying about
the fact that Mr. Bigley bas tardive dyskinesia from
previous medications that he bad been on for years.
These are not the medications that Dr. Worrall wishes
to prescribe for Mr. Bigley at this time. So we're
talking about Mr. Bigley's past medical history here.

THE COURT: I'm going to let the testimony
stand as is, based on my ruling -- previous ruling.

Next question?
MS. RUSSO: Okay. Thank you.
And, Dr. Worrall, does the Risperadone have

the -- have a side effect of tardive dyskinesia,
as well? Can that. ..

Yes. it does, but it's considerably less than
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effects. How do you -- does his medical history
indicate whether or not he's suffered any of the
-- any side effects from the medication -- from
Risperadone?

Well, he has tardive dyskinesia, which is most
likely from the years and years of getting drugs
like Haldo~ Prolixin -- because he's been
getting medications for over 25 years, and those
drugs have a 2% per year accumulative risk of
tardive dyskinesia.

MR. GOTI'STEIN: Objection, Your Honor.
THE COURT: Okay. What's the nature of the

objection?
MR GOTTSTEIN: Well, the issue about

scientific information, that - I think he should
produce the - what he relies on for that. My
understanding is, it's higher than that, as the reason.
But -- so I object to that.

THE COURT: Okay. Ms. Russo?
MS. RUSSO: Your Honor, I think Dr. Worrall's

testified about the amount ofresearch and the
continuing education and the lectures he does, and
that's his understanding, as Mr. Bigley's treating
physician, as to the amount ofrisk.

If Mr. Gottstein feellhat Dr. Worrall's
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-- there is no antipsychotic that -- that bas
proven to be free of any risk of tardive
dyskinesia. The training that psychiatrists
traditionally get from any setting, whether it be
an academic residency program or literature, is
that the risk of the older typical antipsychotics
is considerably higher than the newer atypicals.
Clozapine being the safest of all, with respect
to that risk.

And if I could clarify. I did say a 2%
cumulative risk per year. So in 20 years, that's
a 40% risk. It does add up to a high number over
the years on the typical antipsychotics.

MR. GOTI'STEIN: Yes, Your Honor, and I
understood that, and I think the rate is high.
Q Okay. And, Dr. Worrall, did you -. even

knowing that there is this risk of tardive
dyskinesia, is that something you weighed in your
analysis?

Yes. The risk of the tardive dyskinesia
getting worse in a potential with psychotropic
drug treatment, antipsychotics in particular.
The risk is .- we don't have a number on that.
There isn't good research on that. It really
would be difficult to auantify. There is some
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1 testimony is inaccurate, he can counter that during his
2 claims. Dr. Worrall isn't testifying that there is no
3 risk. He's saying that there ins indeed a risk. If
4 Mr. Gottstein bas other experts that can counter that,
5 he can present that evidence. I don't - I think Dr.
6 Worrall -- there's been a sufficient basis for Dr.
7 Worrall's testimony.
8 MR. GOTTSTEIN: And...
9 THE COURT: Okay. Wait a minute. The doctor

10 was testifying as to - what I understood was his -
11 let me rephrase it. The doctor was testifying
12 concerning, as I understood it -- his beliefas to Mr.
13 Bigley's tardive dyskinesia. And it seems like the
14 doctor was relying on what he understood was Mr.
15 Bigley's previous medical history, or administration of
16 drugs to him. And, so, to me, it's just a matter of, t
17 his is the doctor's professional opinion in trying to
1S understand what Mr. Bigley's current situation is,
19 based on what the doctor knows ofbis past. So rm
2 0 going to allow that to stand.
21 MR. GOTTSTEIN: Your Honor, ifI may.
22 THE COURT: Yeah.
23 MR. GOTTSTEIN: This just illustrates -- I
24 think the distinction that our court made in Marron or
25 Mara -- I don't know how you say it, but I'll call it

12 (Pages 42 to 45)
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1 MR. BIGLEY: See him in person. 1 name, spell your last name, and give a mailing address.
2 MR. GOTTSTEIN: I do -- I -- I'm trying to 2 MR. GOTTSTEIN: Certainly. It's Sarah Frances
3 accommodate the -. I know the practicalities of 3 Porter. The Porter is spelled P·O-R-T·E-R. And the
4 everything, but it just seems like we're in the same 4 mailing address would be 112 Manly Street. That's
5 town, that we ought to be able to do that. I notice 5 M-A·N·L-Y Street, Paraparaumu, which is, P-A-R-A-
6 that, you know, Dr. Worrall has a lot of papers, and I 6 P-A-R-A·U-M-U, New Zealand. And the postal code is
7 haven't had a chance to, you know, look and see what.- 1 5032.
8 you know, what he's referring to. It's those sorts of 8 THE CLERK: Thank you.
9 things. We might -- I have a - I --I'm .- I'm pretty 9 THE COURT: Yes?

10 sure I'll have some questions on the chart and stuff, 10 MR. GOTISTEIN: Your Honor, I have a quick
11 and it just seems more, ahoo. 11 administrative matter. I need to get a transcript of
12 THE COURT: Then he's here right now, we're 12 today's hearing prepared, and I was discussing with the
13 going to have to proceed with him and Ms. Porter will 13 cleric. how to -- and there might be a delay to get a
14 have to wait, and she can... 14 copy. I was wondering if we could make sure that we
15 MR. BIGLEY: Now, (indiscernible). 15 could expedite getting the CD over so that I can -- and
16 THE COURT: She could be telephonic Monday. 16 then ask them to expedite getting a copy made for me.
17 MR.. GOTTSTEIN: I - I - wo - then, in light 17 THE COURT: Oleay. So, like, tomorrow moming
18 of that, then I will withdraw my objection to a 18 some time we can...
19 telephonic testimony. 19 THE CLERK.: (Indiscernible).
20 MR. BIGLEY: (indiscernible) telephonic. 20 THE COURT: I guess -- so we would have to
21 THE COURT: So, Doctor, you're excused for now 21 call your office when it's available for pickup.
22 and we will contact you some time Monday. You -- and, 22 MR. GOTTSTEIN: That's perfect, Your Honor.
23 ah, Ms. Russo... 23 THE COURT: Okay. And, ofcoune, forMs.
24 MR. BIGLEY: (Indiscernible). 24 Russo, too.
25 THE COURT: ...will work out how we'll contact 2S
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1 you now. Thank you. 1 MS. RUSSO: Ub-huh (affirmative).
2 All right. So, now... 2 MR. GOTTSTEIN: Yeah.
3 MR. GOITSTEIN: Short break? 3 mE COURT: Okay. So we'll- as soon as my
4 THE COURT: We don't really have time. 4 office can call tomorrow morning and say it's ready for
5 MR. GOTTSTEIN: Well, I gotta get... 5 pickup, we'll do that. Okay?
6 THE COURT: Oleay. Go·- yeah, we'll go off 6 MR. GOTTSTEIN: Okay.
7 record. 7 THE COURT: Thanks.
8 MR. GOITSTEIN: Okay. 8 MR. GOTTSTEIN: Thank you.
9 (Off record - 11:18 a.m. 9 DIRECT EXAMINAnON

10 (On record - 11:30 a.m.) 10 BY MR. GOTTSTEIN:
11 THE COURT: You can be seated. This is a 11 Q Thank you very much for agreeing to testify,
12 continuation of the Bigley matter. So, I guess, first 12 Ms. Porter. We only have 25 minutes, so I'm
13 we have to have Ms. Porter sworn in. So if you'll just 13 gonna try and do this ex.peditiously. But it's
14 stand there, we'll get you sworn in, please. 14 important for the court to mow your background,
15 • 15 education, experience and history as it relates
16 called as a witness in behalf of the respondent, being 16 to treating or taking care of, and involvement
17 fi~t duly sworn upon oath, testified as follows: 11 with people diagnoses with serious mental
18 (Oath administered) 18 illness. So if you could just go through that.
19 WIlNESS: I do. 19 But, pretty -- you know, kinda quickly, but,
20 THE CLERK: And you can be seated. 20 also, give a pretty full idea of your experience,
21 MR. GOTTSTEIN: Thank you, Your Honor. 21 please.
22 THE COURT: Wait a minute. The clerk has a 22 A Okay. I've worked in the mental health seat
23 couple questions she has to ask the witness. 23 inNew Zealand for the last 15 years in a variety
24 MR. GO'ITSTEIN: Oh, I'm sorry. 24 of roles. I'm currently employed as a strategic
25 THE CLERK.: Would vou please state your full 25 advisor by the Capital and Coast District Health

19 (Pages 70 to 73)
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1 Board. I'm currently doing a course of study 1 alternatives to the use of mainstream medical
2 called the Advanced Leadership and Management in 2 model or medication type treatments.
3 Mental Health Program in New Zealand. And, in 3 Q And are there people in INTAR that are
4 fact, the reason I'm here is, I won a scholarship 4 actually running those kind of programs?
5 through that program to study innovative programs 5 A There are. There's a wide variety of people
6 that are going on in other parts of the world so 6 doing that. And some of them are, also,
7 that I could bring some of that information back 7 themselves, interestingly, have backgrounds in
8 to New Zealand. 8 psychiatry and psychology.
9 I also have personal experience of using 9 Q I won't go into that. Are there members of

10 mental health services which dates back to 1976 10 INTAR who are psychiatrists?
11 when I was a relatively young child. 11 A There are. Indeed. Yes, indeed.
12 What else would you like to know? 12 Q Do you know·· do you remember any of their
13 Q Well, a little bit more. Did you run a 13 names?
14 program in New Zealand? 14 A Dr. Peter Stastny is a psychiatrist, Dr. Pat
lS A Yes. I set up and run a program in New 15 Brecban (Ph), who manages the mental health
16 Zealand which operates as an alternative to acute 16 services in West Cork, Ireland, and also in parts
17 mental health services. It's called the KEYWA 17 of England, as a psychiatrist.
18 Program. That's spelled K-E-Y-W-A. Because it 18 MR. BIGLEY: He's a scientist?
19 was developed and designed to operate as an 19 A Yep.
20 alternative to the hospital program that 20 Q Okay. Is it fair to say that all these people
21 cmrently is provided in New Zealand. That's 21 believe that there should be other methods of
22 been operating since December last year, so it's 22 treating people who are diagnosed with mental
23 a relatively new program, but our outcomes to 23 illness than insisting on medication?
24 date have been outstanding, and the funding body 24 A Absolutely, there are. And that's quite a
25 that provided with the resources to do the 25 stroag theme, in fact, for - for that group, and
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1 program is extremely excited about the results 1 I believe that it's based on the fact that there
2 that we've been able to achieve, with people 2 is now growing recognition that medication is not
3 receiving the service and helping us to assist 3 a satisfactory answer for a signifiCant
4 and seating out more similar programs in New 4 proportion of the people who experience mental
5 Zealand. 5 distress, and that for some people...
6 Q You're a member of the organization called 6 MR. BIGLEY: That's the scientist.
7 INTAR, is that correct? 7 A .. .it creates more problems than solutions.
8 A I am a member of INTAR, which is the 8 Q Now, I believe that you testified that you
9 International Network ofTreabnent Alternatives 9 have experience dealing with those sorts of

10 for Recovery. And I'm also a member of the New 10 people as well, is that correct?
11 Zealand Mental Health Foundation, which is an 11 A I do.
12 organization in New Zealand that's charged with 12 Q And would that include someone who has been in
13 the responsibility for promotion ofmental health 13 the system for a long time, who is on and off
14 and prevention ofmental disability in New 14 drugs, and who might refuse them?
15 Zealand. 15 A Yes. Absolutely. We've worked with people in
16 Q Okay. Are there - can you describe a little 16 our services across the spectrum. People who
17 bit what !NTAR is about? 17 have had long term experience of using services
18 A INTAR is an international network of people 18 and others for whom it's their first
19 who are interested in promoting the knowledge 19 presentation.
20 about, and availability of access to alternatives 20 Q And when you say "long term use of services,"
21 to traditional and mainstream approaches to 21 does that include .- does that mean they need
22 treating mental distress. And !NTAR is really 22 medication?
23 interested in identifying successful methods of 23 A Unfortunately, in New Zealand the primary fonn
24 working with people experiencing distress to 24 of treatment, until very recent times, has been
25 promote mental well beinR, and, in particular 25 medication, throuM the lack of alternatives.
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MR. BIGLEY: (Indiscernible).
And we're just now beginning to develop

alternatives. They'd offer people real choice
and options in tenns of what is available instead
of medication that might enable people to further
address the issues which are raised by the
concerns related to their mental state.

And I think J understood you to say that the
program that you run along that line has had very
good outcomes, is that coneet?

It has. The outcomes to date have been
outstanding. The feedback from services users
and from other people working with the scMces •
- both, peoples families and the clinical
personnel working with those people has supported
the approach that we have taken.

And is _. and I think you said that, in fact,
it's been so impressive that the government is
looking at expanding that program with more
funding?

Indeed. And, in fact, right across New
Zealand they are now looking at what can be done
to create - make resources available to set
up...

MR. BIGLEY: (Indiscernible).
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create what might be defmed as a crisis, and to
devise strategies and plans for how the person
might be with the issues and challenges that they
face in their life.

MR. BIGLEY: (Indiscernible).
Now, you mentioned •• I think you said that

coercion creates problems. Could you describe
those kind of problems?

Well, that's really about the fact that these
growing recognition -- I think worldwide, but
particularly in New Zealand, that coercion,
itself, creates trauma and further distress for
the person, and that that, in itself, actually
undermines the benefits of the treatment that is
being provided in a forced context. And so our
aiming and teaching is to be able to support the
person to resolve the issues without actually
having to trample...

MR. BIGLEY: (Indiscernible).
...on the person's autonomy, or hound them

physically or emotionally in doing so.
And I think you testified that would be -­

include people who have been in the system for a
long time, right?

It docs, indeed. Yes.

Page 81

And would that include people who have been
coerced for a long time?

In many cases, yes.
MR. BIGLEY: She didn't (indiscernible).

And - and have you seen success in that
approach?

We have. It's been phenomenal, actually.
Jim, I've been -- personallY,I •• I had high
hopes that it would work, but I've...

MR. BIGLEY: (Indiscernible).
...been really impressed how well, in fact, it

has worked, and how receptive people had been to
that approach.

MR. BIGLEY: (Indiscernible).
Now, are there some ·-1 want to talk a little

bit about other consequences of coercion. For
example, can you describe some of the things that
happen to people when they -- when they're
forced?

MS. RUSSO: Your Honor, I'm objecting to this
line of questioning. She hasn't -- she's being asked
to offer an opinion, but she hasn't been offered as an
expert yet. I don't know what Mr. Gottstein is hoping
to offer Ms. Porter as an expert in, but, 1-- I think
we're eettine ahead of ourselves in this.
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...more such services in New Zealand.
MR. BIGLEY: (Indiscernible).

Is there a philosophy that you might describe
in terms ofhow -- that would go along with this
kind of alternative approach?

The way that 1 would describe that is that
it's -- it's really about relationships. It's
about building a good therapeutic relationship
with the person in distress and supporting that
pcr50n to recognize and come to terms with the
issues that are going on in their life, in such a
way that builds a therapeutic alliance and is
based on negotiation, rather than the use of
force or coercion, primarily...

MR. BIGLEY: (Indiscernible).
...because we recognize that the use of force

and coercion actually undennines the therapeutic
relationship and decreases the likelihood of
compliance in the long term with whatever kinds
of treatment or support has been implicated for
the person. So we have created and set up our
service along the lines ofmaking relationship
and negotiation the primary basis for working
with the penon and supporting the person to
reflect on and reconsider what's ~oin~ on to
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1 MR. BIGLEY: (Indiscernible). 1 to visit our service four weeks ago and was very
2 THE COURT: Okay. So, Mr. Gottstein, your 2 impressed with the work that we're doing here.
3 response to Ms. Russo's... 3 And, in fact, there's talk...
4 MR. GOTTSTEIN: Well, I think we can do it 4 MR. BIGLEY: (Indiscernible).
5 now. I would offer Ms. Porter as an expert in the 5 A ...about bringing us back to the United States
6 provision of altemative mental health... 6 to talk to people over here about the way that
7 MR. BIGLEY: (Indiscernible). 7 we're working and providing different kinds of
8 MR. GOTTSTEIN: ...treatment as an alternative 8 services that are more supportive of peoples
9 to the mainstream standard ofcare. 9 autonomy and requiring...

10 MR. BIGLEY: (Indiscernible). 10 MR. BIGLEY: (Indiscernible).
11 A If I could add something. 11 A ...less use offorce. And what they found in
12 THE COURT: Wait a minute. I have to deal 12 the research that they did about reducing
13 with the attorneys first. 13 restraint and seclusion was, not only did it
14 Ms. Russo? 14 increase the therapeutic outcomes for the
15 MS. RUSSO: Can I voir dire Ms. Porter? 15 clients, but it improved the work •• satisfaction
16 THE COURT: Yes. Go ahead. 16 for the staff working with people and reduced the
17 MS. RUSSO: Thank you. 17 cost of the services of...
18 VOIR DIRE EXAMINATION 18 MR. BIGLEY: (Indiscernible).
19 BY MS. RUSSO: 19 A ...time taken off because of injuries
20 Q Ms. Porter, you said you were in Alaska to 20 associated with people being hit while they're
21 study other systems. You won a scholarship? 21 trying to seclude or manager people through the
22 A Yes. 22 use of force, so.
23 Q And what specifically were you •• how long 23 Q And who have you met with since -- or, what is
24 have you been in Alaska? 24 your, sort of, I guess, agenda for meeting with
25 A For a relatively short time. I arrived here 25 people while yauB here?
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1 on Monday and I'm here W'Itil Saturday. So I've 1 A I've mel with all kinds of different people. 1
2 only got five days in this area. 2 actually attended a conference in Ottawa, which
3 MR. BIGLEY: Take me with you. 3 is called the lntemationallnitiative in Mental
4 A But what I... 4 Health Leadership. And there was a number of
5 MR. BIGLEY: Take me with you. Take me with 5 different people there, including...
6 you. 6 Q Ifl'm gonna -- just stop, since we are on
7 A What I wanted to also mention is that the work 7 limited time, and...
8 that we had been doing in New Zealand, in tenns 8 A Yeah.
9 of - particularly with the... 9 Q ...we want to get as much of your testimony as

10 MR. BIGLEY: (Indiscernible). 10 possible. In - in Alaska...
11 A ...specific (indiscernible) of reducing the 11 MR. GOTTSTEIN: Your Honor, can she be allowed
12 use of force is based on some of the work that 12 to answer the question?
13 was done by SAMHSA, in terms of the reduction of 13 1HE COURT: I'm going to allow Ms. Russo to
14 seclusion and restraint, and the material that 14 continue.
15 they produced about that. 15 Q I'm trying to direct you towards just
16 MR. GOTTSTEIN: Your Honor, maybe she should 16 specifically...
17 say who SAMHSA is? 17 MR. GOTTSTEIN: I'm sorry.
18 Q Yes. That was the next question. 18 Q ...in Alaska, in Anchorage.
19 A It's the Substance Abuse and Mental Health 19 MR. BIGLEY: Saved my life.
20 organization in America that's also done things 20 Q Who have you met with?
21 like the new Freedom Commission, The director is 21 A Different people. Andrea, Jim...
22 Terry Kline, who, I understand is appointed by 22 Q Andrea who?
23 President Bush. 23 A Scbmook.
24 MR, BIGLEY: I know him, too (indiscernible). 24 Q Scbmook Okay.
25 A And be - he actually came out to New Zealand 25 A Yeah. You might know her. I believe she's

22 (Pages 82 to 85)
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1 part of the organization... 1 response?
2 Q Uh-huh (affinnative). 2 MR. GOTTSTEIN: Well, 1can ask a couple other
3 A ...that you work with. 3 questions, but I think .- I'm -- that might be an okay
4 Q Yep. 4 limitation. But I'd also like to ask:
5 MR. BIGLEY: (Indiscernible). 5 DIRECT EXAMINATION CONTINUED
6 A Eliza Ella and Tead Ella, and •• oh, I'm 6 BY MR. GOTTSTEIN:
7 struggling to think of the names now. I feel on 7 Q Are you familiar with an organization called
8 the spot. B CHOICES?
9 MR. GOTTSTEIN: You got to meet Cathy 9 A Yes,l am.

10 Creighton (Ph), right? 10 Q Could you descn"be what you know about them?
11 A Yep. That - those people, as well. Also, 11 A CHOICES does case management for people in the
12 while rve been in the United States and Canada, 12 area - supporting people to _. actually, it's
13 I have met with... 13 different kinds of services. I know that Paul
14 MR. BIGLEY: (Indiscernible). 14 works at CHOICES, and that .- other parts of
15 A Some. Yep. lS services that they -0 and with API, and other
16 MR. BIGLEY: (Indiscernible). 16 kinds ofhousing and mental health providers
17 A And met with Sherry Meade (Ph), Kelly Slater, 17 here.
18 John Allen, who is the director of the Office of 16 Q And would you say - describe CHOICES
19 Recipient (indiscernible) in New York. Mat 19 philosophy as consistent with the }NTAR approach?
20 Mathai (Ph), Amy Colsenta (Ph), Isaac Brown, and 20 A I think it probably is, yes. Because CHOICES
21 Dan Fisher. 21 stands for Consumers Having Ownership In the
22 Q And have you had - besides Ms. Schmook, have 22 service...
23 you talked with anybody from API, or... 23 Q Creating Effective...
24 A No, I haven't. But I'd be very interested to 24 A Yes. Creating Effective Services. So, yes.
25 know ifyou've got thoughts on that. who I should 2S Absolutely.
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1 talk to. 1 Q Okay. Now, you said -- okay. Absolutely.
2 Q Okay. And in your conversations, I guess, 2 Okay.
3 with Ms. Schmook, or with the other people in 3 MR..oonsTEIN: So I think she certainly, at
4 Anchorage -- have you been made aW8Ie of what 4 least, has knowledge of that option.
S treatment options are available for individuals 5 THE COURT: Ms. Russo, do you want to comment
6 with mental illness in Anchorage? 6 further?
7 A Some, yes. I would say I -0 I wouldn't 7 MS. RUSSO: I rely on what I said earlier,
8 proclaim that I've got a full and perfect B Your Honor.
9 picture, but I've certainly been made aware of 9 THE COURT: All right. I'm going to fmd that

10 some ofthe options that are available here in 10 - I really do not find that Ms. Porter can qualify as
11 Alaska, and some of the -- the history ofthe 11 an expert witness in this case, at this time,
12 state and the way mental health services have 12 because...
13 evolved in this area, which is very interesting, 13 MR. BIGLEY: I'm murdered.
14 by the way. 14 THE COURT: .. .I'm not - to be honest,
15 Q Yeah. Probably. And, so... 15 certain exactly what she's being...
16 MR. BIGLEY: (Indiscernible). 16 MR. BIGLEY: What...
17 MS. RUSSO: Your Honor, I would object to Ms. 17 THE COURT: ... -- other than her giving...
18 Porter's qualifications as an expert in alternative 1B MR.. BIGLEY: (Indiscernible)...
19 mental health treatment, in regards as to bow it 19 THE COURT: ...what 1regard as a non-expert
20 specificaJJy relates to this case. 1don't know -- if 20 opinion as to what might be offered here, but not
21 she just stated she doesn't have the full picture. 21 necessarily being very knowledgeable as to Mr. Bigley's
22 She's heard some of what's available in Alaska, but she 22 situation.
23 doesn't have the fun picture ofwhat we're facing in 23 MR. BIGLEY: (Indiscernible).
24 Anchorage, dealing with this particular situation. 24 THE COURT: Ms. Porter's been here just a
25 THE COURT: Okay. Mr. Gottstein your 25 couple days, leaving in a couple days. I'm just nol

23 (Pages 86 to 89)
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1 convinced thall can regard her as an expert witness as 1 I don't see any need to.
2 to available alternative treatments in Anchorage, which 2 MR. BIGLEY: (Indiscernible).
3 I think... 3 THE COURT: Okay. Well,l guess -- I'm
4 MR. BIGLEY: (Indiscernible). 4 looking at the Rules of Evidence 702, Testimony by
5 THE COURT: .. .is the thrust of what she's 5 Experts. It says, "If scientific, technical, or other
6 being offered. 6 specialized knowledge will assist the trier of fact to
7 MR. GOTTSTEIN: No, Your Honor. 7 understand the evidence, or to determine a facl in
8 THE COURT: No? 8 issue, a witness qualified as an expert by knowledge,
9 MR. GOTTSTEIN: No. I think that she has 9 skill, experience, training, or education, may testify

10 testified some to that, but I believe that -- as I put 10 thereto in the form of an opinion or otherwise."
11 it in my brief, that Mr. Bigley is entitled to 11 So, actually, 1think that -- giving, maybe a
12 alternatives that could be made available. And so 12 broad reading of this rule,...
13 she's really being offered as a witness as to that. As 13 MR. BIGLEY: I can see if...
14 -- you know... 14 THE COURT: ...1'11 allow Ms. Porter to
15 MR. BIGLEY: (Indiscernible). 15 testify as an expert in the area ofalternative
16 MR. GOTTSTEIN: ...as well as what she knows 16 treatments, but, not necessarily...
17 about choices, but that's what she's being offered as. 17 MR. BIGLEY: (Indiscernible).
18 MR. BIGLEY: You're killing me here. 18 THE COURT: ...in Alaska, but, what may be -
19 THE COURT: Ms. Russo, any other comment? 19 what her - what may be available in other places, just
20 MS. RUSSO: Your Honor, I - with all due 20 - just - just that, and then, we'll see where we head
21 respect to Ms. Porter, and the work that she's done and 21 with other witnesses.
22 is doing, I don't - the .- the alternatives to which 22 So, I guess, Mr. Gottstein -- and I'm using
23 Mr. Bigley can present evidence as, have to be 23 the computer clock on the bench. It has 11 :54. That's
24 realistic in this state. And I don't know that, at 24 a little quick. So we have a little more time.
25 this particular point in time, we're at a point - 25 MR. GOTISTEIN: Okay. Thank you. Thank you,

Page 91 Page 93

1 we've got -- I'm sure Mr. Gottstein will be calling 1 Your Honor. So, I think most of the testimony I was
2 people from CHOICES to testify as to exactly what, in 2 gonna elicit bas already come in on voir dire.
3 particular, they do in their relationship with Mr. 3 Q But I did want to talk about some of the
4 Bigley. I'm just not sure her testimony will be 4 effects ofcoercion. Could you describe that.
5 relevant to the... 5 And I could prompt you some, but that may be --
6 MR. BIGLEY: The president will find out. 6 let's do it without that, flISt.
7 MS. RUSSO: ...issue before the court. 7 MR. BIGLEY: (Indiscernible).
8 MR. BIGLEY: President of the United States. 8 A I think generally speaking, coercion is
9 Is there a problem? 9 unhelpful and counterproductive in terms of

10 MR. GOTTSTEIN: Your Honor, basically, if 10 fooling a therapeutic relationship with somebody
11 she's given her testimony -- I mean, that's the 11 in need of care. And that, actually, often the
12 testimony that I'm offering. 12 effects of coercion can, themselves, be
13 MR. BIGLEY: (Indiscernible). They get on 13 detrimental and compound the problems faced by a
14 board right now. Th - (indiscernible) called me and 14 person with experience of serious mental illness,
15 Bush called me. (Indiscernible). 15 which is why I think there is growing moves
16 MR. GOTTSTEIN: Sh-sh. 16 internationally to find other ways of working
17 THE COURT: So it's not gonna be -- so, Mr. 17 with people to address the kinds of issues and
18 Gottstein, there's not gonna be any further examination 18 challenges that people face.
19 by you'? 19 Q Does coercion, in your opinion, create
20 MR. GOTTSTEIN: I -- I think at this point -- 20 reactions that are then regarded as symptoms?
21 I mean, we're four minutes from when we have to leave. 21 A Oftentimes that's the case, Jim.
22 I do have a couple more questions, yes. But, ah _. but 22 Particularly, we are •• like, in the case of
23 she's already described by the efficacy of other 23 people being required to take medication that
24 approaches with people that are in Mr. Bigley's type of 24 they might feel is not helpful or even worse,
25 situation. And I could re-ask ber those questions, but 25 possibly a harmful to themselves, sometimes that

24 (Pages 90 to 93)
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1 can be regarded as symptomatic. Like, I've 1 THE COURT: Ms. Russo.
2 certainly witnessed a number of cases where 2 MS. RUSSO: Thank you.
3 people have formed the view that they are being 3 CROSS EXAMINAnON
4 poisoned by medication. But when they express t 4 BY MS. RUSSO:
5 his fear, that that, itself, has been regarded as 5 Q Just a couple questions. Mr. Porter, before
6 a symptom of illness, and (indiscernible) the 6 today, had you met Mr. Bigley?
7 justification for treatment, which becomes a very 7 A No, I had not met Mr. Bigley before today.
8 vicious circle and a bit of a Catch 22 from 8 Q And have you had a chance to spend any time
9 service user's perspective. 9 with Mr. Bigley today?

10 Q Are there other symptoms, you think· or, 10 A I haven't.
11 reactions that you think 8re caused by coercion? 11 Q And you're whole approach -- does the •• does
12 A Ah... 12 the recipient of the •• does the service user -
13 Q Let me •• let me -- is it common for people 13 do they have to be willing to accept the
14 who are coerced to be labelled "paranoid"? 14 services, in order for your approach to work?
15 A Yes. Often. Because people can think that 15 A It's certainly helpful for that approach to
16 things are being done to them, which, it would 16 work.. If the person is unwilling for the
17 appear from that person's perspective, to be the 17 approach to work, then it's least likely to
18 case, but often that could be misinterpreted as 18 succeed.
19 "paranoid" by service, and then, again, used as 19 Q Okay. and so what happens when the person is
20 further justification for requiring the person to 20 not willing to work with the people who want to
21 accept treatment. 21 work with him?
22 Q Can you give an example? 22 A We'd need to negotiate around options and
23 A Well, for instance, if a person believed that 23 consequences and that's generally the approach
24 services wanted to take, say, a blood sample to 24 that we take.
2S check whether or not the person had the 25 Q And you bad said at the very beginning or your

Page 95 Page 97

1 therapeutic levels ofmedication in their blood 1 testimony that, I think, your approach -. let me
2 stream, the person might think that the blood 2 see in can refer to my notes. Is that -- that
3 test was being required as a way for the services 3 -- your approach, you didn't believe that forced
4 to get them, or trick them into taking more 4 medication .- and correct me if I'm giving your
5 medication. And that can happen and is 5 testimony wrong, but that it was .- that it
6 reasonably common. Certainly, in New Zealand, I 6 wouldn't work for a significant portion of the
7 would imagine it would be the same in other 7 population. Did you mean all of the population,
8 parts. 8 or did you mean that...
9 Q And would that •• then, would that reaction be 9 A That forcing people to take medication would

10 -- would that often be labelled "paranoia"? 10 not work for most people.
11 A It would, because •• but I think that's, again 11 Q Most people. But there may be outliers?
12 •• it's a product of different (indiscernible), 12 A I would say in rare and exceptional cases,
13 where services would say some things as •• you 13 there might well be. Because, again, these -- in
14 know, potentially being a benefit to the service 14 my view, there's no absolutes. It's like saying
15 user, where the service user might say that it's 15 _. and the same way as you can't say, medication
16 to their detriment. So that's, again, different 16 is a good answer for everybody. There are some
17 perspectives of the same thing. But from the 17 people for whom medication is helpful. But I
18 service users perspective, it's a difficult issue 18 think that generally speaking, I'm not certain
19 and it might well be perceived as paranoia on the 19 what your legislation requires here, but in New
20 part of the person. Which, again, gets labelled 20 Zealand, the requirement is that even people
21 as a symptom and treated as such, so it becomes, 21 subjected to compulsory treabnent, it is only
22 again, a self fuJfllling situation. 22 able to be and provided without the consent of
23 MR. GOTTSTEIN: I could ask some more 23 the person for the first 28 days. And the
24 questions, but I think I'll let Ms. Russo use the rest 24 rational for that is that it's expected that
25 ofthe time for cross examination. 25 after 28 days of use ofmedication that the

25 (Pages 94 to 97)
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1 person themselves would be able to recognize the 1 "Oh, well, they're crazy, so they don't know that it's
2 benefit of it and then voluntarily agree to 2 good for them." And that's basically what is •• if Ms.
3 continue taking it. And so that's certainly a 3 Porter might have a response to that.
4 safeguard that's built into the New Zealand 4 THE COURT: I'm going to allow her to answer.
5 legislation. I would imagine you would have 5 A Well, to be honest, I'm uncomfortable with
6 something similar here, and that would actually· 6 what the use of force meant. It's probably been
7 - might provision for the person to be able to 7 fairly evident from what I've said so far. And I
8 make an informed choice, and presumably after 28 8 think that the issue ofpersoll6 capacity to
9 days of using a medication, or be it by force, 9 consent, I think is, in fact, progressively

10 the person themselves would be able to recognize 10 moving towards allowing more people to be
11 the benefit. But if there isn't a benefit that's 11 recognized as being able to COll6ent, and, in
12 able to be perceived by the person, then I would 12 fact, they (indiscernible) on the rights of
13 hope that service providers would be able to 13 people with disabilities has changed the wording
14 actually acknowledge that, and work. with the 14 around the peoples capacity to consent, which
15 person to fmd some other means of addressing the lS means that people always had the right to be able
16 issues and concerns that are least distressing to 16 to consent or not to treatment, and that a person
17 the person. Because the unfortunate truth of the 17 needs support to be able to make those decisions,
18 matter is tbat as medication teally doesn't work. 18 that such support be made available through
19 for all people, there are a few people for whom 19 advocacy. But that there is an increasing move
20 it is a good answer, and it's belpful. But they 20 to respect the autonomy and the personal choice
21 are a large number for whom it's problematic and 21 of the person at the center of treatment, more of
22 uncomfortable and distressing. 22 the time.
23 Q And are there - is basically the whole thrust 23 Q So does that mean that even - that even
24 ofyour work sort ofdesigned to -- to make sure 24 someone who is psychotic knows what's happening
2S that people are able to live to the best of their 25 to themselves?
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1 abilities in 8 c:ommunity, and to have as full of 1 A I believe that people do, Jim, to be honest.
2 a life as possible outside of institutionalized 2 I believe that even people who are
3 treatment? 3 (indiscernible) have a degree: of c:larity about
4 A Absolutely. And. in fact, the deflDition of 4 what's going on with themselves, particularly in
5 recovery that we use in New Zealand is, recovery 5 terms of the physical well being, and that the
6 means the person being able to live well with or 6 peoples capacity to be able to recognize and make
7 without symptoms of mental illness. 7 decisions about their own physical and mental
8 Q Okay. Thank you. Those are all my questions. B self needs to be honored and respected as much as
9 THE COURT: Any redirect? 9 possible, and that in so doing, peoples capacity

10 MR. GOlTSTEIN: Yes. Just very briefly. 10 and competence increases.
11 REDIRECT EXAMINAnON 11 MR GOTTSTEIN: I have no further questions.
12 BY MR. GOTTSTEIN: 12 THE COURT: Ms. Russo?
13 Q What would be your response to the idea that 13 MS. RUSSO: None.
14 someone who has been -- you know, coerced into 14 THE COURT: All right. Ms. Porter, you're
15 taking - forced to lake medication, isn't 15 free to go. Have a good flight back.
16 competent to decide whether or not it should be 16 A 1will. Thank you very much.
17 continued. 17 THE COURT: Thank you.
18 MS. RUSSO: Objection, your HonoI. I don't 18 Okay. So this case is going to be in recess
19 know that there is a basis for giving an opinion on 19 until 1:30 Monday, September 10th, right here. And we
20 somebody's competency. Maybe I didn't fully understand 20 can go off record.
21 the question. 21 ···END·"
22 THE COURT: Yeah. Mr. Gottstein? 22
23 MR. GOTISTEIN: Well, the idea is that often, 23
24 when patients complain about medications not working 24
25 and aU these terrible side effects, they're saying, 25
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1 That the foregoing transcript is a
transcription of testimony of said proceedings to the

2 best of my ability, prepared from tapes recorded by
someone other than Pacific Rim Reporting, therefore

3 "indiscernible" portions may appear in the transcript;
4 I am Dol a relative, or employee, or

attorney, or counsel ofany of the parties, nor am I
5 financially interested in this action.
6 IN WITNESS WHEREOF, I have hereunto set my

hand and affixed my seal this 7th day of September,
7 2007.
B
9

Notary Public in and for Alaska
10 My commission expires: 10/05/2007
11
12
13
14
15
16
17
IB
B
20
21
22
23
24
25
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Curriculum Vitae

Grace E. Jackson, MD

1201 Clipper Lane
Wilmington, NC 28405
(910) 208 3278

Email Address:
grace.e.jackson@att.net

Education:

University of Colorado Health Sciences Center - School ofMedicine, M.D.
Graduated 5/96.

California Lutheran University, B.S. Major: Biology. Summa cum laude.
Graduated 5/92.

California Lutheran University, MPA. Major: Public Administration. GPA: 4.00
Graduated 8/87.

California Lutheran University, B.A. Major: Political Science. Summa cum laude.
Graduated 5/86.

Current and Past Certifications:

Board Certified Psychiatrist (Diplomate, American Board of Psychiatry and Neurology),
2004 - 2014.

Basic Life Support: expires 4/2008.

Past Certifications: Advanced Cardiac Life Support, Advanced Trauma Life Support,
Pediatric Advanced Cardiac Life Support.

Honors and Awards:

Esprit de Corps Award (awarded by fellow residents - 6/00). Hippocrates Award (5/96).
Richard C. Hardin Award (5/95). Honors in Surgery, Family Practice, Psychiatry clinical
rotations (UCHSC School of Medicine). Scholastic Honor Society (CLU equivalent of
Phi Beta Kappa). Alpha Mu Gamma (foreign language honor society). Kwan Fong
Institute Scholarship in East Asian Studies. Most Inspirational Runner, Cross Country.
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Medical Training:
Psychiatry Residency, National Capital Area Consortium - Malcolm Grow Medical
Center, National Naval Medical Center, Walter Reed Army Medical Center-
JUL 1997 - JUN 2000. Graduated 6/00.

Psychiatry Internship, Naval Medical Center San Diego, San Diego, CA
JUN 1996 - JUL 1997
Including Combat Casualty Care Course and ATLS, San Antonio TX (February 1997).

Psychiatric Experience: Clinical, Forensic, and Research

Clinical and Forensic Consultant-1201 Clipper Lane - Wilmington, NC 28450
February 2008 through present
Contract consultant for clinicians, patients, and attorneys specializing in review of
records, preparation of treatment plans, neurotoxicology research, lecturing, and writing.

Private practice - 1213 Culberth Drive - Ste. 139, Wilmington, NC 28405
May 2007 through January 2008
Clinical psychiatrist specializing in forensic consultation, psychotherapy, medication
management (detox/neurorehabilitation), neurotoxicology, lecturing, and writing.

Forensic Consultant - 4021 Brookstone Drive - Winterville, NC 28450
October 2006 through April 2007
Contract consultant for forensic cases involving psychiatric rights, medical negligence,
product liability, and neurotoxicology.

Veterans Administration Mental Health Clinic - Locum Tenens Psychiatrist, Eugene OR
July 2006 - September 2006
Clinical psychiatrist assigned to outpatient psycbiatric clinic. Responsible for psychiatric
evaluations, medication management, medical workups, and monitoring. Updated
metabolic profiles in accordance with Veterans Administration IG guidelines.
Ordered and read EKGs where indicated. Close collaboration with social workers,
nursing staff, and community caregivers in the case management ofpatients with severe
and chronic mental illness. Assignment required adjustment of complex polypharmacy
regimens in order to minimize metabolic and neurobebavioral toxicities of previous and
continuing treattnents. Caseload: 200+ patients ranging in age from 20s to 80s.

Forensic Consultant - 4021 Brookstone Drive - Winterville, NC 28450
March 2004 througb June 2006
Contract consultant for forensic cases involving psychiatric rights, medical negligence,
product liability, and neurotoxicology.
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NC Department of Corrections - Locum Tenens Psychiatrist, Eastern NC
August 2003 - March 2004
Clinical psychiatrist assigned to misdemeanor in-processing camp, low custody camp
(outpatient), and long tenn residential facility (housing chronically mentally ill
prisoners). Responsible for evaluations, medication management, psychotherapy,
discharge summaries, and treatment planning with multidisciplinary team.

Independent forensic consultant, researcher, author, lecturer­
4003 Gaston Court· New Bern NC 28562
April 2002 - June 2003
Expert witness with Law Project for Psychiatric Rights. Initial stages of background
research preparatory for writing of first book (Rethinking Psychiatric Drugs: A Guidefor
Informed Consent) published in July 2005.

StatIPsychiatrist, National Naval Medical Center, Bethesda, MD
July 2000 - March 2002
Assigned to adult outpatient clinic at Bethesda Naval Hospital and US Naval Academy.
Evaluated and treated active duty military members, dependents, and retirees.
Responsible for thorough medical workups and consultation with aU relevant specialty
clinics. Prepared variety of administrative documents, including medical boards, TDRL
(Temporary Disability Retirement List) reports, memoranda for administrative
separations, letters for insurers or employers. Devised and delivered comprehensive
treatment plans, incorporating supportive, cognitive I behavioral, and psychodynamic
psychotherapy; phannacotherapy; and referrals to outside providers (nutritional, exercise,
relaxation, energy-based, music, and/or art therapies). Supervised residents as attending
physician on-call, assisting with emergency room assessments and dispositions,
adolescent admissions, and surgicaVmedical ward consultations. Supervised psychiatry
interns during their weekly continuity clinic, including pre-clinic viewing and discussion
of pertinent films (humanitieslliterature). Back-filled for staff psychiatrist I department
head in Corpus Christi, TX, performing leadership role as only staff psychiatrist on site
(October 2000). Assisted Bethesda Chief of Clinical Staff in preparation of Command
Provider Morale Survey (August 2001).

Internship and Residency Rotations· 1996 - 2000:

PGY·l rotating internship, including two months of inpatient psychiatry; two months of
neurology; one month each ofC/L psychiatry, emergency medicine, family practice,
pediatrics, ambulatory care, OB/GYN, general surgery, CCU, internal medicine.

PGY-2 Seven months inpatient adult psychiatry at Walter Reed Army medical center (54
bed locked psych/med ward), I month inpatient addictions (Malcolm Grow), 1 month
adult Partial Psychiatric Hospitalization program (Walter Reed), I month inpatient
child/adolescent psychiatry, 1 month emergency psychiatry I night float, 1 month NOVA
(Northern Virginia State Hospital) chronically mentally ill
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PGY-3 dedicated year of outpatient psychiatry, including long-tenn and short-tenn
psychotherapy: two long-tenn psychodynamic cases, two CBT cases, one short-term
psychodynamic case, two family therapy cases, one marital psychotherapy case, one
short-tenn psychotherapy group, one long-tenn psychotherapy group, > 100 active
medication management cases (active duty members, dependents, retirees)

PGY-4 Two months inpatient adult psychiatry as subattending (Walter Reed Army
Medical Center), two months intensive outpatient treatment (Partial Hospitalization
Program - Walter Reed), 4 months electives (neurology consult, child /adolescent
outpatient, research, outpatient addictions), 3 months emergency/consult-liaison
psychiatry (Walter Reed), 1 month community psychiatry (including forensic psychiatry
at Clifton T. Perkins maximum security hospital in Jessup, MD and care of indigent at
Montgomery County Crisis Center, Rockville, MD)

Personal Training Psychotherapy:

PsychodynamiclPsychoanalytic training therapy: 3 1/2 yrs. with Dr. Ann-Louise Silver, a
fonner analysand ofHarold Searles. Intermittent psychotherapy with Dr. Alexander
Lowen, founder of Bioenergetic Analysis. Additional experience with energy
modalities, music therapy, deep tissue massage, and Jungian / trance work.

Governmental Testimony:

Florida State Legislature in support ofH.B. 1213 and S.B. 2286,
Informed Consent in Education (12 April 2006) - written testimony

Food and Drug Administration, Psychopharmacologic Drug Advisory Committee,
Open Public Hearing, Gaithersburg, MD (23 March 2006) - oral testimony

Food and Drug Administration, Pediatric Advisory Committee,
Open Public Hearing, Gaithersburg, MD (22 March 2006) - oral testimony

Lecturing Experience:

"The Role of Psychiatric Drugs in the Treatment of Addiction," presented at the 58th

Annual Conference of the National Catholic Council on Alcoholism and other related
drug problems (NCCA), New Orleans, LA (23 January 2008)

"Chemo Brain: A psychiatric drug phenomenon," presented at the 10th Annual
Conference of the International Center for the Study of Psychiatry and Psychology,
Arlington, VA (13 October 2007)

"Parens Patriae, Parens Inscius: Beware the Dangers of the Incompetent State,"
presented at the 9th Annual Conference of the International Center for the Study
of Psychiatry and Psychology, Bethesda, MD (09 October 2006)
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"Addiction and Stimulants," presented at ICSPP Press Conference, Gaithersburg, MD
(22 March 2006)

"Ritalin vs. Jiminy Cricket: The Suppression of Human Intention (Are Psychiatrists
Medicating Can't or Won't?)," presented at the 5th Annual Conference ofthe New Jersey
Institute for Training in Psychoanalysis, Inc., Teaneck, NJ (12 March 2006)
"Risk Assessment and the Challenge ofNeurotechnologies: When Do Treatments
Become Toxins to the Self?" presented before the Novel Tech Ethics Research Team of
Dalhousie University, Halifax, Nova Scotia (06 February 2006)

"Rethinking Psychiatric Drugs," presented before the Committee for Public Counsel
Services / Continuing Legal Education for attorneys, Boston MA (14 November 2005)

"Parens patriae, Parens inscius: The Problem of the Incompetent State," presented at the
7tlJ. Annual Conference ofISPS-US (International Society for the Psychosocial
Treatments of Schizophrenia and Other Psychoses), Boston MA (12 November 2005)

"Allostatic Load: How Psychiatric Drugs Stress the Brain and Body," presented at the 8th
Annual Conference of the International Center for the Study of Psychiatry and
Psychology, New York City (09 October 2005)

"Rethinking Psychiatric Drugs," presented at META Services, Phoenix, AZ (18 May
2005)

"What Doctors May Not Tell You About Psychiatric Drugs," presented at University of
Central England, Binningham, UK (09 June 2004)

"Psychiatric Drugs: What We All Need to Know," presented to community health centers
in Shropshire County UK (07 and 08 June 2004)

"Cybernetic Children," presented for the British Psychological SocietylPsychotherapy
Section at the Tavistock Clinic, London UK. (05 June 2004)

"SOS: The Current Crisis in Psychiatric Drugs," presented for Global Opportunities, Inc.
and Children's Development Council. Palm Beach, FL (17 April 2004)

"Gulf War Syndrome: Then and Now," presented for the New Bern Coalition for Peace
and Justice New Bern, NC (20 May 2003)

"Be Careful What You Fish For: An Introduction to Pre-Psychosis Screening Programs,"
presented at the Columbia Academy ofPsychodynamics, Columbia, MD (19 March
2003)
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"The Limitations of Biological Psychiatry," and "Recognizing the Drug-Induced Crisis,"
plenary lecture and individual workshop presented at the annual conference ofICSPP
(International Center for the Study of Psychiatry and Psychology), Newark, NJ
(11-13 OCT 2002)

"A Plea for Psyche," and "Postrnodern Psychiatry," presented at Mental Health in the
21st Century Conference, Teesside University, Middlesbrough UK. (06 and 13 SEP 2002)

"The Promise ofBiotechnology: Unintended Consequences in the Posthuman Era,"
presented at 7th annual Women in Technology International Conference, Santa Clara, CA
(20 JUN 2002)

"The Meaning of ADD/ADHD," presented at lst Steven Baldwin Memorial Conference,
Teesside University, Middlesbrough UK (28 FEB 2002)

"Beyond Reductionism· One Resident's Search for Mind," Chief Resident Research
Project, presented at Walter Reed Army Medical Center (14 JUN 2000)

Teaching Experience:

Expert panelist/contributor to "A Critical Skills Curriculum on Psychiatric Medications
for Mental Health Professionals" (Florida International University, Miami, FL - 2007).

ChiefResident in Psychiatry (Walter Reed Army Medical Center - 1999 - 2000):
Supervised junior residents, interns, and medical students on various rotations, including
inpatient, partial hospitalization program, addictions medicine, and consult-liaison
service. Organized and led morning report on inpatient ward, selecting daily case
presentations as subattending. Delivered lectures on case formulation, psychotherapies,
psychiatric history, and biopsychosocial model of illness. Assisted consult-liaison service
chief with hypnotherapy interventions in pain and rehab/physiatry clinics.

Instructor, Political Science (California Lutheran University, Thousand Oaks, CA­
1986 - 1988):
Prepared and delivered original curriculum in American government. Advised, tested,
and evaluated students. Assisted students with career development planning. Prepared
grant proposals for tenured faculty members and Dean for International Mfairs.
Completed advanced degree in Public Administration, including community service
project (library site selection assessment) for city of Thousand Oaks.

Jackson
CV

5-13116 Exc. 183

6

3 AN 08-493 PS
Exhibit A, 6 of 11



Forensic Experience:

Expert Witness
in re: Thomsen vs. Thomsen
Morristown, NJ (April - May 2008)

Professional Consultant:
Vickery, Waldner, & Mallia
(November 2006 through February 2008)

Expert Witness
in re: Rogers vs. Ulmer's Drug
Homer, AK (April- May 2007)

Expert Witness
in re: L. Welch
Nampa, ID (March - April 2007)

Expert Witness
in re: J. Freeman
Springfield, Massachusetts (JUDe 2006)

Expert Witness
in re: G. Daniels
Melbourne Australia (December 2005 - present)

Expert Witness in guardianship case
in re: A. Braman
Columbia Circuit Court, OR (July 15,2005)

Expert Witness in foster care case
Witness for Attorney Ad Litem - Pasco County FL
Juvenile Dependency Division Case No. 96-01 158DPAES (August 4,2004)

Forensic consultant re:
State ofUtah vs. Leon Gall (April 30, 2004)
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Expert Witness and Professional Consultant - Law Project for Psychiatric Rights
March 2003 . Present
Ad hoc forensic assistant for Alaska attorney specializing in rights of mentally ill.
Activities have included professional testimony and affidavits, retrieval and analysis of
medical research, and assistance with development of publicly accessible computer
database.

Creighton in re: Office of Hearings and Appeals (August 26,2004)
Bavilla vs. Department of Corrections (April 4, 2004)
Myers vs. Alaska Psychiatric Institute (February 2003)

Other Employment:

Rapid City Regional Hospital - Family Practice Residency Rapid City, SD
June 2003 - July 2003
First year resident in family practice, responsible for inpatient treatment of medical
patients, consultations, and outpatient clinic (children and adults). Responsibilities
included EKG stress tests, Intensive Care Unit / Cardiac Care Unit (patient management).
Left residency in good standing to resume work as mental health specialist due to
concerns about continuing crisis in "evidence based medicine" and drug safety.

Secretary / Receptionist, Kamiya Biomedical Company
June 1992 - August 1992
Temporary assistant for independent biomedical finn in Westlake Village, CA.
Responsible for preparing all shipping documents, updating mail and invoice computer
database, processing incoming orders, and interacting with large domestic and
international customer network, correspondence, phones.

Administrative Assistant, Pepperdine University
June 1991 - August 1991
Temporary assistant in Insurance and Risk Management Department. Adjusted student
athletic claims, property floater, employee and student insurance database.

Treasury Analyst, Pepperdine University
April 1989 - August 1989
Administered living trusts. Fulfilled debt compliance and daily cash management
requirements for University. Executed wire transfers, foreign currency transactions, and
various custodial duties for University accounts and securities. Generated financial
reports, correspondence. Systematized procedures of this position prior to transition back
to school for premedical studies.
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Administrative Assistant, Pepperdine University
January 1989 - April 1989
Assistant to VP for Finance, overseeing payments of taxes and expenses for University­
managed property. Maintained investment and real estate files. Regulated access to off­
site safekeeping vault. Generated correspondence and reports. Supervised student
workers. Ordered department supplies, routed mail, scheduled appointments, and
screened incoming calls for office personnel.

Administrative Assistant, Pepperdine University
November 1988 - January 1989
Temporary assistant in Insurance and Risk Management Department. Adjusted student
athletic claims, updated University property floater and driver records, edited and
prepared University Safety Manual, supervised athletic policy changeover.

Publications:

"A Critical Analysis of the Neurogenesis Theory of Antidepressant Efficacy,"
(April 2008) - under peer review.

"Chemo Brain: A Psychiatric Drug Phenomenon ?" Medical Hypotheses 70:3 (2008):
572-577.

"The Case Against Stimulants," contributed chapter, in S. Timimi and J. Leo, Rethinking
ADHD (Hampshire, UK: Palgrave Macmillan, expected 2008).

"Mental Health Screening in Schools: Essentials of Informed Consent." Ethical
Human Psychology and Psychiatry 8 (2006): 217-225.

"A Curious Consensus: Brain Scans Prove Disease?" Ethical Human Psychology and
Psychiatry 8 (2006): 55-60.

Rethinking Psychiatric Drugs - A Guide for Informed Consent (Bloomington, IN: Author
House, 2005).

"Cybernetic Children," contributed chapter, in C. Newnes and N. Radcliffe, Making and
Breaking Children's Lives (Ross on Wye: PCCS Books, 2005).

Contributor to "The Myth of the Magic Pill" in B. Duncan, S. Miller, and 1. Sparks. The
Heroic Client, 2nd ed. (San Francisco: Jossey Bass, 2004).

"A Plea for Psyche." Review ofExistential Psychology & Psychiatry XXVI (2003):
97-100.
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"The Dilemma ofEarly Intervention: Some Problems with Mental Health Screening and
Labeling." Ethical Human Sciences and Services 5 (2003): 35-40.

"Rethinking the Finnish Adoption Studies: A Challenge to the Doctrine of Genetic
Determinism." Journal ofCritical Psychology, Counselling, and Psychotherapy 3
(2003): 129-138.

Other Independent Research:

"Aerospace Medicine: A Review of Major Responses to Space Flight" - Aerospace
Medicine Clerkship at Johnson Space Center, Houston TX (spring 1996)

"Psychobiology: MindIBody Communication in the Manifestation and Mitigation of
Illness" (spring 1992)

Volunteer Activities:

Member, Board of Directors - ICSPP January 200 I- present
As active member of International Center for the Study ofPsychiatry and Psychology,
have participated in lectures, research, and communiques with fellow health care
professionals, policy makers, and public. Contributed to position paper on ADHD as
part of Task Force on Child/Adolescent Mental Health Care. Frequent consultant on
risks associated with use ofmind-altering drugs and alternatives to same.

US Navy June 1996 - March 2002
As psychiatry intern, prepared and distributed intern directory; assisted with annual beach
picnic, and coordinated purchase and distribution of discount lab coats. As resident:
facilitated small group discussions of Uniformed Services 2nd yr. medical student course
in psychiatry; instructor at Operational Medicine Course (Bushmaster) at Camp Bullis,
TX (November 1988). Member of Call Committee, responsible for preparation and
distribution of call schedule for over 40 interns and residents covering three separate
emergency rooms I hospitals. Pioneered night float system for PGY2s.

University of Colorado School of Medicine 1992 - 1996
Class Secretary I Treasurer (1992 - 1996). Responsible for student administered accounts,
fundraising activities, and minutes of all class government meetings. Student Council
Secretary (1992-1993). Co-President, AMSA (American Medical Student Association) ­
University of Colorado Chapter (1993-1994): donated medical books to Romania,
oversaw fundraising efforts, supervised Medicine Wheel alternative medicine lecture
series. Course Representative, Microbiology and Immunology (1993 - 1994). Co-editor,
Medical Examiner, medical school newspaper (1993-1994). National Editor, AMSA
Medical Education Task Force Quarterly Newsletter (1993 - 1994). Sports: class softball
and soccer teams (1993 - 1994). Senior Class Co-President (1995-1996). Coordinated
Match Day celebration, co-wrote Senior Skit, recruited and hosted Graduation speaker.
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Professional Memberships:

International Center for the Study of Psychiatry and Psychology (member, Board of
Directors), International Society for the Psychosocial Treatment of Schizophrenia and
Other Psychoses.

Personal Facts:

Facile writer and speaker. Well travelled (East Asia, Europe, USA). Hobbies include
medical research, movies, poetry, music, physical fitness, time in nature, foreign
languages, literature.
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Appendix A

Evidence for the Neurotoxicity of Antipsychotic Drugs

The History ofNeuroleptics

The modern history of psychiatric drugs dates back to the early 1950s, when derivatives
of the synthetic dye and rocket fuel industries were found to have medicinal properties.
Following World War II, a wide variety of compounds came to be tested in humans. The
antihistamine known as chlorpromazine (Thorazine) is generally regarded as the fIrst
"anti-psychotic" drug, responsible for igniting the psychopharmacology revolution. As
Thorazine grew in popularity, medications replaced neurosurgery and shock therapies as
the favored treatments for the institutionalized mentally ill. (For three excellent reviews
on this subject, see Cohen, Healy, and Valenstein).1-3

When, in 1955, Drs. Jean Delay and Pierre Deniker coined the term "neuroleptic" to
describe Thorazine, they identified five defming properties of this prototype:
the gradual reduction ofpsychotic symptoms, the induction of psychic indifference,
sedation, movement abnormalities (parkinsonism), and predominant subcortical
effects.4 At its inception, Thorazine was celebrated as a chemicallobotomizer
due to behavioral effects which paralleled those associated with the removal of brain
tissue.s As the concept of lobotomy fell into disfavor, the alleged antipsychotic features
of the neuroleptics came to be emphasized. Ultimately, the two terms became
synonymous.

Ignorant ofthe historical definition ofneuroleptics as chemica/lobotomizers,
members of the psychiatric profession have only rarely acknowledged the fact that these
dopamine blocking compounds have been, and continue to be, a major cause ofbrain
injury and dementia. Nevertheless, the emergence of improved technologies and
epidemiological investigations have made it possible to demonstrate why these
medications should be characterized as neurotoxins, rather than neurotherapies.

Evidence for Neuroleptic (Antipsychotic) Induced Brain Injury

Proof of neuroleptic toxicity can be drawn from five major lines of evidence:

l) postmortem studies of human brain tissue
2) neuroimaging studies of living humans
3) postmortem studies of lab animal brain tissue
4) biological markers of cell damage in living humans
5) lab studies of cell cultures/chemical systems following drug exposure
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Line ofEvidence #1: Postmortem Studies in Humans

In 1977, Jellinger published his findings of neuropathological changes in the brain tissue
of twenty-eight patients who had been exposed to neuroleptics for an average of four to
five years.6 In most cases, the periods of drug treatment had been intermittent. At
autopsy, 46% of the subjects were found to have significant tissue damage in the
movement centers (basal ganglia) of the brain, including swelling ofthe large neurons in
the caudate nucleus, proliferation of astrocytes and other glial cells, and occasional
degeneration of neurons. Three patients exposed to chronic neuroleptic therapy also
demonstrated inflammation of the cerebral veins (phlebitis). An example ofthe
abnormalities is shown below:

This photo demonstrates reactive gliosis (black dots represent scar tissue) in the caudate
of a patient who had received neuroleptic therapy. Patients in this study had received the
following drug treatments: chlorpromazine (Thorazine), reserpine, haloperidol (Haldol),
trifluoperazine (Stelazine), chlorprothixen (Taractan), thioridazine (Mellaril), tricyclic
antidepressants, and/or minor tranquilizers.

The Jellinger study is historically important because it included two comparison or
control groups, allowing for the detennination of treatment-related vs. illness-related
changes. Damage to the basal ganglia was seen in only 4% of an age-matched group of
psychotic patients who had avoided long-term therapy with neuroleptics; and in only 2%
of a group of patients with routine neurological disease. Based upon the anatomic
evidence, Jellinger referred to the abnormal findings as human neuroleptic
encephalopathy (meaning: a drug-induced, degenerative brain process).

2
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Line 0/Evidence #2: Neuroimaging Studies 0/Living Human Subjects

Several groups of researchers have documented a progressive reduction of frontal lobe
tissue in patients treated with neuroleptics. Madsen et a1. performed serial C.T. scans on
thirty.one previously unmedicated psychotic patients and nine healthy controls. Imaging
was performed at baseline and again after five years.7oS During this time, the patients
received neuroleptic therapy in the form of traditional antipsychotics (such as Thorazine)
and/or clozapine. Findings were remarkable for a significant progression of frontal lobe
atrophy in all of the patients, relative to the controls. The researchers detected a
dose-dependent link to brain shrinkage, estimating the risk 0/frontal degeneration to
be 6% for every 10 grams 0/cumulative Thorazine (or equivalent) exposure.

Similar fmdings have been documented with newer technologies, such as magnetic
resonance imaging (MRl). In 1998, Gur et al. published the results of a study which
followed forty psychotic patients prospectively for 2 Y2 years.9 At entry, half of these
individuals had received previous treatment with neuroleptics, and half were neuroleptic
naive. All patients subsequently received treatment with antipsychotic medications.
At the end o/thirty months, the patients displayed a significant loss o/brtdn volume
(4 to 9%) in the/rontal and temporal lobes. For both patient groups, this volume loss
was associated with unimpressive changes in target symptoms (e.g., the inability to
experience pleasure, restricted affect, and limited speech) and with significant
deteriorations in cognitive functioning (such as attention, verbal memory, and abstract
thought).

Researchers at the University of Iowa began a longitudinal investigation ofpsychotic
patients between 1991 and 2001. 10 Enrolling 23 healthy controls, and 73 patients
recently diagnosed with schizophrenia, the study design called for a series of MRl exams
to be conducted at various intervals (planned for 2,5,9, and 12 years). In 2003, the
research team published the results from the first interval. Head scans and
neuropsychological testing were repeated on all patients after a period of three years of
neuroleptic treatment. Several findings were remarkable. First, patients demonstrated
statistically significant reductions in/rontallobe volume (0.2% decrease per year)
compared to the healthy controls:

3
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These changes were associated with more severe negative symptoms of schizophrenia
(alogia, anhedonia, avolition, affective flattening), and with impairments in executive
functioning (e.g., planning, organizing, switching). Second, almost 40% ofthe patients
failed to experience a remission, defmed by the investigators as eight consecutive weeks
with nothing more than mild positive symptoms (delusions, hallucinations, bizarre
behavior, inappropriate affect, fonnal thought disorder). In other words, almost halfof
the patients remained floridly psychotic. Third, these poor outcomes occurred despite
the fact that the patients had been maintained on neuroleptics for 84% of the inter-MRI
duration, and despite the fact that the newest therapies had been favored: atypical
antipsychotics had been given for 62% of the treatment period. Reflecting upon these
disappointing results, the research team conceded:

" ... the medications currently used cannot modify an injurious process occurring
in the brain, which is the underlying basis of symptoms ...We found that
progressive volumetric brain changes were occurring despite ongoing
antipsychotic drug treatment." 11

4
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In 2005, Liebennan et al. published the results oftheir international study involving
serial MRI scans of 58 healthy controls and 161 patients experiencing a first episode of
psychosis.12 Most patients (67-77%) had received prior treatment with antipsychotics for
a cumulative duration of at least four months. Throughout the two-year period of
follow-up, patients were randomized to double-blind treatment with olanzapine (5 to 20
mg per day) or haloperidol (2 to 20 mg per day). The study protocol permitted the use of
concomitant medications, such as minOT tranquilizers (up to 21 days of cumulative
therapy). Mood stabilizers and antidepressants other than Prozac (which could be used at
any time) were allowed only after the first three months of the study. The primary
outcome analysis involved a comparison of MRl changes from baseline, focusing upon
seven regions of interest: whole brain, whole brain gray matter, whole brain white matter,
lateral ventricles, 3rd ventricle, and caudate. Haloperidol recipients experienced
persistent gray matter reductions throughout the brain. These abnormalities emerged
as early as twelve weeks. For olanzapine recipients, significant brain Gtrophy (loss of
grGY matter) was detected in the frontal, pGrietal, and occipital lobes following one year
ofdrug exposure:

Average change in tissue volume (cubic centimeter) by week 52

olanzapine haloperidol controls

frontal gray - 3.16 -7.56 +0.54
parietal gray - 0.86 - 1.71 + 0.70
occipital gray - 1.49 - 1.50 +0.99
whole brain gray - 3.70 - 11.69 +4.12

In addition to these changes, both groups ofpatients experienced enlargements in whole
brain fluid and lateral ventricle volumes. These disturbances in brain morphology
(structure) were associated with retarded improvement in symptoms and neurocognitive
functioning.

5
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Line 0/Evidence #3: Postmortem Animal Studies

Acknowledging the longstanding problem in medicine of distinguishing the effects of
treatment from underlying disease processes, scientists at the University of Pittsburgh
have advocated the use of animal research involving monkeys (non-human primates). In
one such study, the researchers attempted to identify the effects of lab procedures upon
brain samples prepared for biochemical and microscopic analyses.13 Eighteen adult male
macaques (aged 4.5 to 5.3 years) were divided into three groups and were trained to self­
administer drug treatments. Monkeys received oral doses o/haloperidol, placebo (sham
pellets), or olanzapinefor a period of17 to 27 months. During this time, blood samples
were taken periodically and drug doses were adjusted in order to achieve plasma levels
identical to those which occur in clinical practice (1 to 1.5 nglrnL for haloperidol; 10-25
ng/mL for olanzapine). At the end of the treatment period, the animals were euthanized.
Brains were removed, and brain size was quantified using two different experimental
procedures.

A variety ofbehavioral and anatomical effects were noted. First, aU animals appeared
to develop an aversion to the taste andlor subjective effects o/the medications. This
required creative changes in the methods which were used to administer the drug
treatments. Second, a significant number o/monkeys became aggressive during the
period o/study (four of the six monkeys exposed to olanzapine; two of the six monkeys
exposed to haloperidol). One monkey, originally placed in the sham treatment group,
engaged in self-mutilatory behaviors. A switch to olanzapine resulted in no
improvement. However, when the animal was provided with increasing human contact, a
doubling of cage space, a decrease in enviromnental stimuli, and enhanced enriclunent,
his behavior stabilized. Third, the chronic exposure to neuroleptics resulted in
significant reductions in total brain weight compared to controls (8% lower weight for
haloperidol, 10% lower weight for olanzapine). Regional changes in weight and volume
were also significant, with the largest changes identified in the frontal and parietal lobes:

volume reduction in brain weight (relative to sham controls)

frontal lobe
parietal lobe

olanzapine

10.4%
13.6%

haloperidol

10.1%
11.2%

Based upon these results, the researchers concluded that the progressive reductions in
brain volume which have been reported in many studies on schizophrenia may reflect the
effects- of drug treatment. They proposed that further studies be undertaken to
characterize the mechanisms responsible for these changes and to identify the precise
targets (neurons, glia) of these effects.

6
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Line ofEvidence #4: Biological Markers ofCell Damage

Researchers in Austria have been interested in identifying a biological marker which can
be used to diagnose Alzheimer's dementia or other forms of degenerative disease prior to
death. In 2005, Bonelli et al. published the results of an investigation which involved the
retrospective analysis of the cerebrospinal fluid (CSF) from 84 patients who had been
hospitalized for the treatment of neurological conditions.14 Hospital diagnoses included
two forms of dementia (33 cases of Alzheimer's dementia, 18 cases of vascular
dementia), low back pain (9 patients), headache (5 patients), and neuropathy (4 patients).
Researchers evaluated the fluid samples for tTG (tissue transglutaminase), an enzyme
which is activated during the process ofapoptosis or programmed cell death. Medical
histories were also reviewed in order to identify pharmaceuticals consumed within 24
hours of the fluid collection via lumbar puncture.

Findings were remarkable for significant relationships between treatment with
neuroleptics and elevations in tTG, particularly for females and patients with Alzheimer's
dementia. When specific medications were reviewed, five antipsychotics (including
three ofthe so-called atypicals: melperone, olanzapine and zotepine) were associated
with above average levels oftTO:

tTG levels for patients receiving antipsychotic medications

melperone
zotepine
olanzapine
flupentixol
haloperidol

average tTO for entire patient group:

14.95 ng/dL
8.78 ng/dL
8.50 ng/dL
7.86 ng/dL
7.30ng/dL

4.78ngldL

Based upon these results, the research team drew the following conclusions:

" ... our study failed to show a difference in neurotoxicity between atypical
and typical neuroleptics, and we should be careful when using neuroleptics
as first-line drugs in Alzheimer's dementia patients ...Because the level of
cerebral apoptosis of non-demented patients on antipsychotics appears to be
indistinguishable to [sic] Alzheimer's dementia patients without this medication,
the question might arise as to whether neuroleptics actually induce some
degenerative process ...In conclusion, we suggest that typical and atypical
neuroleptics should be strictly limited in all elderly patients, especially in
females and all patients with Alzheimer's dementia." IS
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While there were limitations to the Austrian study, it remains the only existing
investigation of cell death in living subjects - none of whom received neuroleptics
for mental illness. Furthennore, although the study failed to address possible
relationships between apoptosis and antipsychotic exposure in terms of dose and duration
of treatment, the implications extend far beyond the geriatric population. In fact,
the finding that neuroleptic medications (and other psychiatric drugs) induce the process
of apoptosis has inspired the oncology community to research these chemicals as
adjuvant treatments for cancer. In other words, many psychiatric drugs are lethal to
rapidly proliferating cells. To the extent that these chemotherapies are lethal to normal as
well as cancerous tissues, there exists an urgent need for medical professionals and
regulatory authorities to properly characterize the full effects of these toxins.

Line ofEvidence #5: Lab Studies ofIsolated Cells or Tissues

In vitro studies refer to research conducted upon tissue samples or isolated chemical
systems obtained from lab animals or humans. In one such project, researchers in
Germany exposed cell cultures to varying concentrations of haloperidol (Haldol).16
The experiment involved the removal ofhippocampal neurons from embryonic rats.
Some of these neurons were then incubated with the neuroleptic and or its active
metabolite (reduced haloperidol), while a control group ofneurons remained drug free.
Following a twenty-four hour period of incubation, neurons exhibited a dose-related
reduction in viability, relative to the control:

drug concentration

luM
lOuM

100uM

Haldol

27% cell death
35% cell death
96% cell death

Reduced Haldol (drug metabolite)

13% cell death
29% cell death
95% cell death

8
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Examples ofneuronal cell loss (death) following incubation with Haldol

A: nonnal neurons (dark) from unmedicated hippocampal brain tissue
B: 100 uM ofHaldol: severe loss of cell bodies and neuron extensions.

Note: Dark patches at bottom of slide represent abnormal cells which have
rounded up and detached from the culture dish.

c: 10 uM ofHaldol: moderate loss ofneurons and neuronal extensions.

Although this particular investigation involved a non-human species (rats), its results
were medically concerning. First, the study employed Baldol concentrations which are
clinically relevant to humans. In common medical practice, psychiatric patients are
exposed to doses of Haldol which produce blood levels of 4 to 26 nglmL. Brain levels
are five to forty times higher. This means that psychiatric patients are indeed exposed to
Haldol concentrations (1.4 to 2.8 uM) identical to the low levels that were tested in the
German study. Second, the potential toxicity ofHaldol in humans may be far greater
than that revealed here, based upon the fact that this experiment was time limited
(24 hour incubation only). Third, the neurons sampled in this experiment were taken
from the key brain structure (hippocampus) associated with learning and memory. The
possibility that Haldol kills neurons in this area (even iflimited to 30%) provides a
mechanism of action which accounts for the cognitive deterioration that is frequently
observed in patients who receive this neuroleptic.

9
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Dementia

Several teams of investigators have documented the problems associated with the use of
neuroleptics in patients with pre-existing dementia. In a study which enrolled 179
individuals diagnosed with probable Alzheimer's disease, subjects were followed
prospectively for an average offOUT years (range: 0.2 to 14 years).17 Symptoms were
evaluated on an annual basis, and changes in medication were carefully observed. Over
the course of the investigation, 41% of the subjected progressed to severe dementia, and
56% of the patients died. Using a statistical procedure called proportional hazards
modeling, the researchers documented a statistically significant relationship between
exposure to neuroleptics and a two-fold higher likelihood ofsevere neurobehavioral
decline.

In England, a longitudinal investigation followed 71 demented patients (mean age: 72.6
years) over the course of two years.18 Interviews were conducted at fouT-month intervals,
and autopsy analyses of brain tissue were performed on 42 patients who expired. Main
outcomes in this study were changes in cognitive functioning, behavioral difficulties, and
(where applicable) postmortem neuropathology. The research team discovered that the
initiation ofneuroleptic therapy was associated with a doubling ofthe speed of
cognitive decline. This relationship was independent of the degree of dementia or the
severity ofbehavioral symptoms fOT which the medications may have been prescribed.

While the methodology could not definitively prove that the drugs were the cause of
mental deterioration, the study clearly demonstrated their inability to prevent it. The
researchers concluded that:

"an appropriate response at present would be to undertake regular review
of the need for patients to continue taking neuroleptic drugs, pursuing trials
without medication where possible. This study highlights the importance of
understanding the neurological basis ofbehavioural changes in dementia so that
less toxic drugs can be developed for their treatment." 19

In 2005, an United Kingdom team of investigators performed autopsies on forty patients
who had suffered from dementia (mean duration: four years) and Parkinsonian symptoms
(mean duration: three years) prior to deatb.2o Based upon a postmortem tissue analysis
of the brain, exposure to neuroleptics (old and new) was associated with a four-fold
increase in neurofibrillary tangles, and a 30% increase in amyloid plaques in the cortex of
the frontal lobes. Due to the fact that the prevalence of symptoms did not vary between
patients who received neuroleptics and those who remained neuroleptic free, the
abnormalities detected appeared to be a result of the pharmaceutical agents, rather than a
pre-existing disease. Most importantly, the findings suggest that all of the antipsychotics
(old and new) are capable of inducing or accelerating the pathological changes (plaques
and tangles) which are the defining features of Alzheimer's disease.
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To review:

Evidence from postmortem human analyses reveals that older neuroleptics
create scarring and neuronal loss in the movement centers of the brain.
These changes are an example of subcortical dementia, such as Parkinson's or
Huntington's disease.

Evidence from neuroimaging studies reveals that old and new neuroleptics
contribute to the progressive shrinkage and/or loss ofbrain tissue. Atrophy
is especially prominent in the frontal lobes which control decision making,
intention, and judgment. These changes are consistent with cortical dementia,
such as Niemann-Pick's or Alzheimer's disease.

Evidence from postmortem analyses in lab animals reveals that old and new
neuroleptics induce a significant reduction in total brain weight and volume, with
prominent changes in the frontal and parietal lobes.

Evidence from biological measurements suggests that old and new neuroleptics
increase the concentrations of tTG (a marker of programmed cell death) in the
central nervous system ofliving humans.

Evidence from i1l vitro studies reveals that haloperidol reduces the viability of
hippocampal neurons when cells are exposed to clinically relevant concentrations.
(Other experiments have documented similar findings with the second-generation
antipsycbotics.)

Shortly after their introduction, neuroleptic drugs were identified as chemical
lobotomizers. Although this tenninology was originally metaphorical, subsequent
technologies have demonstrated the scientific reality behind this designation.
Neuroleptics are associated with the destruction ofbrain tissue in humans, in animals,
and in tissue cultures. Not surprisingly, this damage has been found to contribute to the
induction or worsening ofpsychiatric symptoms, and to the acceleration of cognitive and
neurobehavioral decline.
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Appendix B

Successful Alternatives to Antipsychotic Drug Therapy 21-22

In a paper entitled "The Tragedy of Schizophrenia," psychologist and psychotherapist,
Dr. Bert Karon, challenges the prevailing notion that psychosis remains a largely
incurable brain disease which is best modified by phannacotherapy. Mindful of the fact
that "there has never been a lack of treatments which do more hann than good," Karon
explicitly contends that humane psychotherapy remains the treatment of choice for
schizophrenia, and he understands why this has always been so.

Karon reminds his readers that history provides important lessons for contemporary
practitioners. The Moral Treatment Movement in the late 18th century emphasized four
essential elements in the care of the mentally ill:

> respect for the patient (no humiliation or cruelty)
> the encouragement of work and social relations
> the collection of accurate life histories
) the attempt to understand each person as an individual

When these imperatives were applied in the asylums of America and Europe, the rates of
discharge reached 60-80%. This was far better than the 30% recovery rate which
occurred about a century later, in the era of pharmacotherapy.

Although the Moral Treatment Movement was replaced by the tenets of biological
psychiatry in the late 1800s, its elements were incorporated in the theory and practice
of various psychosocial therapies. For reasons which were largely political and
economic, however, the consensus in American psychiatry came to denigrate the use of
these Moral Treatment offshoots - particularly, in the treatment of psychosis.

Academic opinion leaders in the field of psychiatry now contend that there is insufficient
evidence to support the use of psychotherapy as a major or independent intervention
for psychosis. This perspective is contradicted by a rich (but suppressed) history
in the published literature, and by the success of many ongoing programs, some ofwhich
are summarized below.
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The Bockoven Study

This study compared the prognoses of 100 patients who were treated at Boston
Psychopathic Hospital between 1947 and 1952; and 100 patients who were treated at
the Solomon Mental Health Center between 1967 and 1972. Patients were similar in the
severity of their symptoms, but the earlier cohort received treatment that was limited to
psychosocial therapies. In contrast, the 1967 cohort received medication, including
neuroleptics. Five-year outcomes were superior for the earlier cohort: 76% return to
community and a 44% relapse in tenns ofre-hospitalization. In comparison, the 1967
cohort experienced an 87% return to the community, but a 66% rate ofrehospitalization.
The investigators concluded that medications were associated with higher numbers of
relapsing patients, and a higher number of relapses per patient.

The Vermont Longitudinal Study of Persons With Severe Mental Illness

In 1955, a multidisciplinary team of mental health care professionals developed a
program of comprehensive rehabilitation and community placement for 269 severely
disabled, back wards patients at the Vennont State Hospital. When none of these
patients improve sufficiently through two or more years of neuroleptic therapy,
they were offered a revised plan of treatment. The intensive rehabilitation program was
offered between 1955 and 1960. Subsequently, patients were released to the community
as they became eligible for discharge, receiving a variety of services that emphasized
continuity of care. At a long-term follow-up perfonned between 1980 and 1982,68% of
patients exhibited no signs of schizophrenia, and 45% displayed no psychiatric symptoms
at all. Most patients had stopped using medication (16% not receiving, 34% not using,
and 25% using only sporadically). A subsequent analysis revealed that all of the patients
with full recoveries had stopped pharmacotherapy completely. (In other words,
compliance with antipsychotic drug treatment was neither necessary, nor sufficient, for
recovery.)

The Michigan State Psychotherapy Project

Between 1966 and 1981, Drs. Bert Karon and Gary VandenBos supervised the Michigan
State Psychotherapy Project in Lansing, Michigan. Patients were randomly assigned to
receive about 70 sessions ofpsychoanalytically infonned psychotherapy, medication,
or both over a period of 20 months. By the end of treatment, the psychotherapy group
had experienced earlier hospital discharge, fewer readmissions (30-50% fewer days of
hospitalization), and superior improvement in the quality of symptoms and overall
functioning. The poorest outcomes occurred among the chronically medicated, even
when drugs were combined with psychotherapy.
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The Colorado Experiment

In 1970, Drs. Arthur Deikrnan and Leighton Whitaker presided over an innovative
treatment ward at the University of Colorado. Occurring just 20 years after the advent of
the neuroleptics, the Colorado experiment attached a priority to psychosocial
interventions during the inpatient care of 51 patients diagnosed with severe mental
illness. Individual and group psychotherapies were delivered in the spirit of the Moral
Treatment Movement, motivated by a spirit of collaboration, respect, and a desire to
understand behaviors as expressive of meaning. Furthermore, psychotherapies were
used with the goal of restoring pre-psychotic abilities and independent fimctioning, rather
than with the more limited goal ofblunting symptoms in order to justify rapid discharge.
Medications were used as interventions oflast resort. After ten months of
experimentation, the researchers made the following discovery: compared to "treatment
as usual" (neuroleptics and supportive therapy), the recipients of intensive psychotherapy
experienced lower recidivism (fewer readmissions after discharge) and lower mortality.

The Soteria Project

Between 1973 and 1981, Dr. Loren Mosher (then Director of Schizophrenia Research at
the National Institute of Mental Health) presided over an investigational program in
Northern California. Over the course of nine years, the Soteria project involved the
treatment of 179 young psychotic subjects, newly diagnosed with schizophrenia or
schizophrenia-like conditions. A control group consisted of consecutive patients
arriving at a conventional medical facility, who were assigned to receive care at
a nearby psychiatric hospital. Soteria was distinguished by an attitude ofhopefulness;
a treatment philosophy which de-emphasized biology and medicalization; a
care setting marked by involvement and spontaneity; and a therapeutic component
which placed a priority upon human relationship. Most significantly, Soteria involved
the minimal use ofneuroleptics or other drug therapies. Two-year outcomes
demonstrated superior efficacy for the Soteria approach. Although 76% of the
Soteria patients remained free of antipsychotics in the early stages of treatment; and
although 42% remained free of antipsychotics throughout the entire two-year period, the
Soteria cohort outperformed the hospital control group (94% of whom received
continuous neuroleptic therapy) by achieving superior outcomes in terms of residual
symptoms, the need for rehospitalization, and the ability to return to work.
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The Agnews State Hospital Experiment

In 1978, Rappoport et a1. summarized the clinical outcomes of 80 young males
(aged 16-40) who had been hospitalized in San Jose at Agnews State Hospital for the
treatment of early schizophrenia. Following acceptance into a double-blind,
randomized controlled study, subjects were assigned to receive placebo or neuroleptic
therapy (chlorpromazine). Treatment effectiveness was evaluated using various rating
scales for as long as 36 months after hospital discharge. The best outcomes, in terms of
severity of illness, were found among the patients who avoided neuroleptic therapy
both during and after hospitalization. Patients who received placebo during
hospitalization, with little or no antipsychotic exposure afterward, experienced the
greatest symptomatic improvement; the lowest number ofhospital readmissions
(8% vs. l6-53% for the other treatment groups); and the fewest overall functional
disturbances.

Finland :- Acute Psychosis Integrated Treatment (Needs Adapted Approach)

In 1992, clinicians in Finland launched a multi-center research project using Acute
Psychosis Integrated (API) Treatment. Keenly aware of the problems associated with
antipsychotic drug therapy, the research team adopted a model of care which
emphasized four features: family collaboration, teamwork, a basic therapeutic attitude,
and adaptation to the specific needs of each patient. The initial phase of the project
enrolled 135 subjects (aged 25-34) experiencing a first episode ofpsychosis. All were
neuroleptic naive, and all had limited or no previous exposure to psychotherapy. Three
of the six participating treatment facilities agreed to use antipsychotic medications
sparingly. The experimental protocol assigned patients to two groups with
84 receiving the Needs Adapted Approach, and 51 receiving treatment as usual.
Two-year outcomes favored the experimental treatment group: fewer days of
hospitalization, more patients without psychosis, and more patients with higher
functioning. These outcomes occurred despite the fact that the Needs Adapted group
consisted of more patients with severe illness (diagnosed schizophrenia) and longer
durations of untreated psychosis, and despite the fact that 43% of the Needs Adapted
subjects avoided antipsychotics altogether (vs. 6% of the controls).
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Subsequent refinements to the Needs Adapted Approach have expanded upon these
initial successes.23

-
2S In a series of papers describing outcomes for what has evolved to

be known as the Open Dialogue Approach, the Finnish clinicians have achieved the
following five-year outcomes for first-episode, non-affective psychosis:

82% rate of full remission of psychotic symptoms
86% rate of return to studies of full-time employment
14% rate of disability (based upon need for disability allowance)

The results of the Finnish experiment stand in stark contrast to the results of the
prevailing American standard of care, which currently features a 33% rate of lasting
symptom reduction or remission; and, at most, a 40% rate of social or vocational
recovery.26

Pre-Therapy: A Client-eentered Approach 27

It has been suggested by many professionals that it is not possible to conduct meaningful
psychotherapy with any individual who is deep in the throes of a psychotic process.
Pre-Therapy refers to a client-centered form of psychotherapy which reaches through
psychosis and/or other difficulties (such as cognitive limitations, autism, and dementia) in
order to make contact with the pre-verbal or pre-expressive Self. Drawing upon the
principles oftbe late Carl Rogers and developed by American psychologist, Dr. Garry
Prouty, Pre-Therapy emphasizes the following treatment philosophy and techniques:

unconditional positive regard for the client:
"the warm acceptance of each aspect of the client's world"

empathy: "sensing the client's private world as if it were your own"

congruence: "within the relationship, the therapist is freely and deeply
himself or herself'

non-directiveness: "a surrendering of the therapist to the client's own
intent, directionality, and process"

psychological contact: exemplified by the therapist's use ofcontact reflections,
an understanding of the client's psychological or contact functions, and
the interpretation of the client's contact behaviors

Although Pre-Therapy has not been promoted or publicized within the United States,
it has been used successfully around the world to assist regressed or language-impaired
individuals in regaining or improving their capacity for verbal expression. (It has even
been used to resolve catatonia successfully, without the use of drug therapy.) 28
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IN THE SUPERIOR COURT FOR TEE STATE OF ALASKA
AT ANCHORAGE

In.. the Mqtte~.of the
Necessity fQr the

.Hospita~ization of:

~n:LL'iAM :BIGLEY
R~~po;nde~t,

)
)
)
)
)
)

-.,,........,.,.-~-,.-,.,...,......,.....,------,-----:-:---)

Cas~ No. 3AN":"08-00493 P/R

" FI.NDIN(:;S ANI;>. . ,
ORDER CONCERNING COURT-ORDERED

ADMINISTRATION OF MEDICATION

FINDINGS AND ORDER

A ' petition . for: the court approval of' administration o'f

,psychotropic medication was filed on April 28, 2008.

Re'spo,rident was' committed on' May 5, 2008 fo'r' a period of time not·- , ,

Hearings were held on May 12, May 14 and May' 15, 20~, to 'inquire

into're~pondent's capacity to give or withhold informed consent to

the use of psychotropic medication, and to determine whether

adm.ini5~ration of psychotropic medication is in the respondent' 5

, best interes'ted, con~idered in light of ". any available' 'less'

intru,~ive, tre~t~en:ts.SeeHyersv. API, 138 P.3d 238, 25..2 . (Alaska

2006).

Having cons,idered the allegations of the petition, the evidence

pr~s,ep:t:~d ,an~ ,'t.he arg~ents of. ,counsel, the court finds':

1. The ~vidence is clear and convincing evidence that the

respondent is not competent to provide informed consent concerning

the administration of psychotropic· medication. The evidence

... p,resented. was... clear, ,and convincing that Mr. Bigley lacks the

In re Bigley, 3-AN-OS-493
. Order ..zoe.MedicatiQn .
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capacity to assimilate relevant' facts about his current mental

health condition. This finding 'is supported not only by the

testimony ,?f the health care professionals, froI'(l API, ,the, court,

visi tor ,and Mr. Cornils, but by Mr. Bigley's own demeanor 'during

the course of the court proceedings. Mr. Bigley's demeanor in the

'co~rtrb~ was~indicative of some limited 'un~erstanding by him that

the court proceedings were to address API's request for an order

to administer psychotropic medication without his consent. But he

wasqu~te agitated and maintained a running monologue throughout

most of the court proceedings. The evidence was clear and

convincing" "par~~<;:ularly,the testimony of Dr.. Ma;U,~, that Mr.-

,'" BigleY denies the existence of a mental lliness' and is unwilling

to confe'r with either the court visitor or API staff in an effort

to :assimilate "relevant' facts' about his m.entai 'hea"1th. The eViden~~

was also clear andcorivincing, that Mr. Bigley is unwilling to

participate in treatment decisions at all because he is unwillin9

to communicate or cooperate at all with AJ?I, staff or with, the

-"'c:o\irt :vi'sitor re!ejardirig any such proposed, fr~ai~~'nt.' T;he', c,o:urt',..... . ,.. , ,.,.,. .'" .

visitor attempted to assess Mr. Bigley's capacity to g:i,ve, ,or.... ... . .. . ... ...... . ... . .

withhol<;i informed consent, but was unable' to, do S,O because of Mr. ,

Bi~ley~ 5 'complete refusal',to cooperate 'with he'r. Mr. Bigley has

ind~cated t!:lat tle believes the hOspital staf~ is poisoning him,

both as to the' food and drink he was provided as well' 'as' any

medic,ation. ,Counsel for Mr. Bigley asserted that Mr. Bigley's

bETH;f, :that' the 'medicatiori' could poison him' was a 'reas'0l1able

objection to the ,medication, given the ,medication's side effects.

But the evidence was clear and convincing that Mr. Bigley's

concern of being poisoned is not due to any potential side effect

of'the prop9sed medication; rather, ' it constitutes a delusion'al

belief that, API would ~tte~t to ,administer' a substance th.at' is.
poison in the strictest sense of that terril ~-rathe:r than an

antipsychotic medication with potentially significant side

effects. The evidence is clear and corivincing that Mr. Bigley

does not have the capacity to participate in treatment ,decisions

by means of a rational thought process, and is not able to

articul~te reasonable objections to using the proposed medication.

In ore Bigley, 3-AN-OB-493
Order ore Medication
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. : : ;",
2. The evidence is clear ,and convincing that ~r., "Bi"gley ..

has never previou~ly made a, statement while competent, that
. . .. .

reliably 'expressea a desire to refuse future treatment with

psychotropic medication, The court visitor testified she was

u?a~a~e of anY,su?h statement. Mr. ~igley ~i~ not introduce any

evidence of such a statement. Through his counsel, MI:, Bigley

asserted that the fact that Mr', Bigley promptly ceased taking

antipsychotic medication after his prior releases from API is

demo~strative ~f such a s~atement to r~fuse future treatment, But

this c,ou:!,t fir:d~ that the fact that Mr. Big~ey !:las ceased ,taking.

antipsychotic medication in the past does not, in itself~ reliably

ex~~ess a d~sire to,re~use such medicatjon in,the,future.

3. The evidence is clear and: convincing, that the proposed

_,,' ,~our5e o'f, treatment ~s in Mr. Bigley's best intere,st. API has

proposed: to admihister on,e medication to Mr. ,Bigley:at thIs time '­

risperadone. ,The, proposed dosage is up to SO tngs. eyery, ,two

weeks. API 'present~d clear and convincing' e""idence that, the

administration of this medication to Mr. Bigley meets the standard

of, . meqi;ca.l,'" care' in Ala,s~a" for individuals with 'Mr ~ 'Bi'gley's

medical, condition. The evidence is clear and convincing that Mr.

'Bigley i',s unable at, the present time' to obtain any housing or

mental health services outside of 1\PI because of his current

, aggressive' and angry behavior. He is not welcome at the Brother

",Fra~cis Shelter or, if?, any assisted living, home at the, pre~ent

time, The option that Mr. aigley simply be permitted to come and

go from API as he chooses is not a realistic alternative for two

r~a.,s.on~ ':"'" first" it is inco~sistent,with API's ro,le as an acute

care fadility for individuals throughout the state that are in

need of:' acute' mental health care, and' second, the evidence is

clear and convincing that Mr. Bigley would not avail himself ,of

this option even ,if, it were availab.le to him. As, such, it, is not

,a less ,intrusive treatment at all... When medica:tio l1 ha.sbee,n

administered in the past to Mr. Bigley, his behavior has improved

to,'such ~n extent that he has 'been able to succe~sfully reside iti

the conjmunity, albeit for short periods of time. Without, the

administration of medication at this time, the evidence is clear

and convincing that there wi,.},l not be any improvement in Mr.

In re Bigley, 3-AN-08-493
ord~'rre' 'Medication
Page 3 of 5

5-13116 Exc.210



~~ ~I ~y~ ~IXIH ~LUUH ~ax:l-~U/-264-0518 May 19 2008 12:50 P.05

Bigley's mental functioning. And this particular medication has

not caused severe side effects to Mr. Bigley in the past.

Evidence. was introduced that Mr. Bigley has had tardive ?yskinesi~

as a. result of the long. term administration of antipsychotic

me9-icat;L~n to hi~ over a peri9d of m~ny yea~5, but the risk of

tna.t condition is considerable less with ri5peradone that with

some other medications. [See Transcript of 2003 proceedings at

'42'-45; 3AN-02-00277 CI] Although CHOICES has provided valuable

assistance to Mr. Big~ey in the recent past that has enabled Mr .

.. ,Bigley to funct,iori out5~de "of APJ;, the" te.st,~inoIlY .6f ?€n.~~, c;9.tn'ils

constitutes clear and convincing evidence that that entity is n~t

able'~o provide assistance to Mr. Bigley to enable hiin to live in

the community at· the present time' because Mr .. Bigley is not.

following treatment advice to receive medi¢ation.Although Mr.

Bigley presented evidence a,s to the potential 'si;de effects of,

...·ri'spera~on~, both long term' and short t:erm, he. presente~i.'no' v~abl~,

alternative to l;iuch treatment at the present time. In short', the

eV1d,e~ce is 'clear and convincing that in ordeJ: for Mr. Bigley to
be most likely to achieve a less restrictive alternative than his'

current placement at API, the involuntary administration of

'i:ispei-adone is' 'needed.' . In reaching this concltis'ion, this' court

" h~s" c9~~id.eied' that the inv'oluntary 'ad!hini5ti'atio~of risp~'radorie':'

to' ,Mr ~ Bigley by inj ectiori is' h~ghly intrusive, and that there is

a certa,in degree of pain ass~ciated 'with t~e receipt. of an

injection, pa'rticularly if it is to be adm,inIstered to a pati.'ent

that is strongly opposed to its administration. ~d the court has

considered the adverse side effects of risperadone that were

presented in cou~t, ~nd the f~ct that Mr. Eigley has not

experienced some of those 'side' effects, such as diabetes or

undesirab~e weight gain when the drug has been administered to him

in the past. The drug has been' in use since the early 1990' s,

and, as noted above, falls within the standard of care in Alaska

at the present time. Tne risk to Mr. Eigley. of nont:reat~ent is

very hi~h- the evidence is clear and convincing that Mr. Bigley

will continue to be unable to function in the community unless he

'receives this treatment - the only' form of treatm~i"lt that is

available to him at the current time. As sUc;:h r although highly

In re Bigley, 3-AN~08-493
,. Order re Medic'at'i&n'
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intrusive to Mr. Bigley in the short term, this court finds that

the proposed treatment is the least intrusive means of protecting

Mr, Bigley' s constitutional right 1:0 individual choice in his

mentaihealth treatment over the long ter.m.

ORDER

For the foregoing reasons, API's petition for the

administration' of psychotropic medication is GRANTED, solely with

respect to the use of risperadone in an amount not to exceed 50 mg

per two "weeks during 'the' respondent's period 'of 'commitment. " If'
API seeks to use additional or other medication. during the period
'of commitment t' it may tile' a motion to, amend this order. If API

,seeks to continue the use of psychotropic medication without the
patient's consent during a period of commitment that occurs afte~

'the' "period ' in . which the court's approva'l 'was' obbiiried,' the

, fac,ili:ty, ,sha],l file a request to continue the, rnedica~ion when it'

'files the petition to continue the patient's commitment.

~ursu~nt to Mr. Bigley's request at the close of the evidence
in" this' proceed,ing, 'this decision is STAYED for a period of 4B

.hours so. ~~ ,to p~~~t M~. Bigley ~? seek a ~tay of this order from
'the Alaska supreme Court.

'DJl.TE
"...,... '., ,-.. ", IlJ '. 3-0 p.~ " ..

~ON~o-,---
Judge of the Su~~r1o~ Court

I certify that on~
a copy of this order was sent to:

respondent's attorney
attorney general
treatment facility
court' 'visito'r
guardian

Clerk: . (J..&~
In re,Bigley, 3-AN-08-493
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